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1.    INTRODUCTION 

Nigeria has some of the highest rates of maternal, neonatal and child mortality in the world. 

These mortality rates show wide disparities between the north and the south.  Although the 

national IMR and U5MR are 75 and 157 per 1000 live births respectively, rates in the North 

West geopolitical zone, for example, are 91/1000 (IMR) and 217/1000 (U5MR) respectively.  

Maternal mortality ratios in the North are far above the national figure of 545/100,000 and are 

unacceptably high (NDHS, 2008). A population-based study of maternal mortality in Northern 

Nigeria over the 1990’s found a Maternal Mortality Ratio (MMR) of 2,420 deaths per 100,000 

live births (Adamu, 2003), while a household survey conducted by the PRRINN-MNCH 

programme in 2011 in four northern states reported a MMR of 1,271 maternal deaths per 

100,000 live births (Doctor, Findley, Afenyadu, 2011). 

Key strategies to reduce maternal and newborn mortality are, increasing access to skilled 

attendance at birth for all pregnant women and to Emergency Obstetric Care (EmOC) for those 

mothers who experience life-threatening complications during pregnancy, childbirth and the 

post-partum period, while Essential Newborn Care (ENC) is crucial to save newborn lives. Also 

increasing access and utilization of Family Planning (FP) services and Focused Antenatal Care 

(FANC) are important to reduce maternal mortality, as is prevention of unsafe abortion. To 

increase access and utilisation of these services health facilities which provide such services 

must be available and accessible. This requires functioning health systems which ensure that 

sufficient professional staff is available to provide these services and that they have the 

necessary knowledge and skills as well as the enabling environment to do so. This includes 

adequate infrastructure, equipment, drugs and other medical supplies. In addition to this, 

communities need to be sensitised on Maternal Newborn & Child Health (MNCH) issues and 

mobilised to ensure that women are supported to use essential health services and socio-

cultural determinants which affect maternal and newborn health are addressed.  

However, increasing availability and access to skilled attendance at birth, EmONC, FANC and 

FP services is not enough to reduce mortality rates. In order for such services to be effective in 

reducing maternal & neonatal mortality and morbidity and in attracting clients and patients and 

increase utilisation of essential MNCH services, we must ensure adequate and acceptable 

quality of care. This can be achieved by introduction of Quality Improvement (QI) processes at 

MNCH facilities, which can make a significant impact on pregnancy outcomes and service 

utilisation. 

Confidential enquiries into maternal deaths and analysis of findings from facility-based maternal 

death reviews in various countries have shown that across the world a considerable proportion 

of MD cases result from avoidable factors and sub-standard care. In the latest edition of “Why 

Mothers Die 2000-2002: Sixth report of the confidential enquiries into maternal deaths in the 

UK” it was reported that 67% of direct maternal deaths in the UK were the result of sub-standard 

care and 47% of these were considered to be major, where a different treatment might have 

prevented the death. The 3rd report of confidential enquiry into maternal deaths in South Africa 

2002-2004 found that 36.7% of maternal deaths were clearly avoidable within the health care 

system (Moodley & Pattinson, 2006). In another study in West Africa it was found that 69% of 

direct maternal deaths were the result of sub-standard care (Bouvier-Colle, 2001). 

The previous figures indicate that in order to reduce maternal and perinatal mortality it is 

important to improve quality of MNH care within health facilities. The World Health Organization 

(WHO) advises, to go beyond the numbers in order to reduce maternal mortality and 
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recommends several methods to improve quality of care of MNH services (WHO, 2004). These 

include facility and community-based maternal and peri-natal death reviews, criteria-based 

audit, working with standards and confidential enquiries into maternal and perinatal deaths. 

Several studies have demonstrated that maternal and perinatal death reviews, followed by 

remedial action, can improve quality of care and reduce maternal and perinatal mortality 

(Pattinson, 2009). 

Against this background the Partnership for Reviving Routine Immunisation in Northern Nigeria 

and Maternal Newborn and Child Health (PRRINN-MNCH) programme initiated in 2010 ongoing 

QI processes in the EmONC facilities which were supported by the programme. The programme 

developed a training programme of three QI workshops. These QI workshops aim to build 

capacity of health workers to improve quality of care of MNCH services at their health facility in 

an ongoing manner. 

The QI training programme has been developed and initiated with technical support from staff of 

the Maternal & Newborn Health (MNH) Unit of the Liverpool School of Tropical Medicine 

(LSTM), assisted by a Consultant Obstetrician from the Federal Medical Centre in Gusau, 

Zamfara state. 

2.    PURPOSE AND APPROACH OF THE QI TRAINING 

2.1 Purpose of the QI training 

The purpose of the QI training programme is to initiate ongoing QI processes in health facilities, 

whereby in a continuing process these facilities identify quality of care problems, analyse the 

root causes and come up with interventions to address these problems and improve quality of 

care with the ultimate aim to reduce maternal, peri-natal and child mortality and morbidity and 

increase client, patient and staff satisfaction.  

2.2     Expected Outcomes 

It is expected that health care providers and health service managers who participate in the QI 

workshops will: 

 Become aware of the importance of quality of care for the reduction of maternal, 

newborn and child mortality and reduction of morbidity; 

 Become more knowledgeable about the meaning of quality, quality of care and 

approaches and methods which can be used to improve quality of care of MNCH 

services; 

 Be able to assess quality of care in health facilities, considering different perspectives, 

aspects and dimensions of quality of care, analyse root causes and develop 

interventions to assess the identified quality of care problems and monitor and evaluate 

their effectiveness in improving quality of care. 

 Be able to initiate, organise and conduct facility-based maternal and peri-natal death 

reviews as well as to develop standards for quality of care for various health services, 

develop criteria for audit of MNCH service provision and conduct criteria-based audit; 

 Establish QI teams in their health facilities, which will be responsible for assessing 

quality of care, initiating and monitoring QI activities and evaluating their effectiveness in 

improving quality of care.  



7 
 

2.3     Approach 

The QI training consists of a series of 3 workshops, each lasting between 2 and 4 days.  The 

workshops are conducted at 3 month intervals. In this way participants gradually build up their 

knowledge and skills for QI. Each subsequent workshop starts with a recap of the key issues 

discussed during the previous workshop, reinforcing the earlier acquired knowledge. This is 

followed by sharing of experiences with QI. At the end of each workshop participants discuss 

and agree on the next steps for the way forward after the workshop. In between these 

workshops participants apply the knowledge and skills developed during the workshops within 

their own health facilities, assessing quality of care, identifying quality of care problems, 

analysing the root causes, and initiating QI activities.  

After the first QI workshop QI teams are formed in the health facilities, which are responsible to 

lead the QI activities in their facilities. These QI teams report to the Management of the health 

facility. QI teams apply the knowledge and skills acquired during the workshops within their own 

health facility by identifying quality of care problems, analysing the root causes, using the QI 

methods which have been explained during the workshops, and initiating, monitoring & 

evaluating activities to improve quality of care. 

Within 2 weeks after each QI workshop, the members of the QI teams who attended the 

workshop must organise a QI step-down training for the other members of the health facility QI 

team. In this they will be supported by one of the QI trainers from the state. 

To support the health facility QI teams and institutionalise QI processes it is important that these 

teams receive regular supportive supervision, which should start already after the first QI 

workshop and continues in between the various QI workshops.  

3.    STRUCTURE AND CONTENT OF THE QI WORKSHOPS 

3.1 Structure of the QI Training Programme 

The QI training is delivered in a series of three QI workshops.  

3.2      General Content of the QI Workshops 

The first QI workshop will make participants familiar with the concepts of quality and quality of 

care and they will learn why quality of care is important for MNCH. During the workshop the 

different dimensions and perspectives of quality of care are explored, as well as the different 

aspects of quality of care from a health systems perspective. General approaches to improve 

quality of care are discussed as well as specific QI methods which have been used to improve 

quality of MNH services. Participants are encouraged to form QI teams in their health facilities, 

which will be responsible for quality of care. The composition and roles & responsibilities of 

these QI teams are discussed. Finally methods and tools to assess quality of care are 

presented. At the end of the workshop participants are asked to inform other staff at their health 

facility, particularly the Management, about the proceedings of the workshop, to establish a 

health facility QI team, conduct a QI step-down training for other members of the health facility 

QI team, and carry out an assessment of quality of care in their health facility. 
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The 2nd QI workshop, after a recap of the content of the previous workshop, starts with sharing 

of experiences. Each QI team presents what they have done since the 1st workshop, what 

quality of care problems they have identified, as well as their root causes, what they have done 

to address these issues, what was achieved, what challenges they faced in improving quality of 

care and what lessons they have learnt. The main content of the 2nd QI workshop includes 

facility-based Maternal Death Review (MDR) and Peri-Natal Death Review (PNDR) as well as 

how to measure quality of care and how to monitor and evaluate QI activities. With a case 

scenario participants are introduced to the “three delays model”, which is used as an analytical 

framework for MDR and PNDR. It is explained how MDR and PNDR can help to understand 

why mothers and babies are dying and to identify weaknesses in the provision of MNH care, 

which have to be analysed and translated into action in order to address the shortcomings in 

care. The concept, principles, advantages and limitations of these methods are explained and 

participants conduct a MDR and PNDR in small groups, using case scenarios, in order to better 

understand the process. Data recording and reporting forms for facility-based MDR and PNDR 

are presented and reviewed. The rest of the workshop is spent on two main issues: 1) How to 

measure quality of care; 2) How to monitor & evaluate QI activities. 

The 3rd QI workshop also starts the 1st day with a recap of the content of the previous 

workshop, sharing of experiences and discussion of issues arising. In particular, workshop 

participants share their experiences with initiating and conducting MDR and PNDR. Workshop 

participants are asked to bring cases of maternal and perinatal deaths which have been 

reviewed and some of these will be presented and discussed on the 2nd day of the workshop. 

The next workshop topic is, working with standards to improve quality of care, explaining how to 

set and use standards. The workshop participants develop and formulate in small groups 

minimum standards for various aspects of MNCH services, which are further discussed in a 

plenary session. After this the QI method of Criteria-Based Audit (CBA) is introduced. During 

small group work participants explore what aspects of service delivery and care can be audited 

and how to develop criteria for audit, which will form the audit checklist. They also carry out two 

practical criteria-based audit exercises in small groups.  

4.    CONTENT OF THE 2nd QI WORKSHOP 

4.1 Workshop Objectives 

The objectives of the 2nd QI workshop are as follows:  
 Share experiences to improve the QI activities in health facilities. 

 Discuss issues arising from the QI presentations.. 

 Learn how to analyse maternal and perinatal deaths, using the 3 delays model. 

 Learn the purpose, principles, strengths and limitations of facility-based death reviews 

and how they can improve MNH services. 

 Learn how to initiate, organise and conduct facility-based maternal and peri-natal death 

reviews (MDR and PNDR). 

 Learn how to document information from MDRs and PNDRs on review forms. 

 Learn how to measure quality of care and how to monitor and evaluate QI activities. 
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3.2 Workshop Programme 

DAY 1:   

08.30 am Registration         

08.45 am Welcome address and opening prayer       

09.00 am Introductions and ground rules 

09.30 am Objectives and programme of the workshop  

09.45 am Pre-test 

10.00 am Recap of content of 1st QI workshop    

10.30 am Tea/coffee break 

10.50 am Report on activities of QI teams and sharing of experiences    

13.00 pm Prayers + Lunch 

14.00 pm  Report on activities of QI teams and sharing of experiences                        

15.30 pm Prayers & tea break 

DAY 2:  

08.00 am Registration and opening prayer         

08.15 am Recap of day 1        

  Presentation of programme for day 2 

08.45 am Discussion of emerging issues from previous day 

10.15 am Tea/coffee break 

10.30 am The three delays model 

  Group work: Review of case scenario “Why Fatuma died?” 

11.30 am Presentation and discussion of results of group work. 

12.15pm Introduction to Maternal Death Review (MDR):                                                                

What is a MDR? Why do a MDR?  Advantages and limitations of MDR 

12.30 pm My Sister Myself: Film on maternal deaths and questions & discussion  

13.00 pm Prayers & lunch 

14.00pm Maternal Death Review process:                                     

-  Principles and steps of conducting MDR                                                                                                                                                                                    

14.45 pm  Experiences with MDR in Nigeria 

15.00 pm Maternal Death Review: role plays                                                                       

-  Demonstration of poor example + discussion                                  

-  Demonstration of good example + discussion  

16.00pm Beyond the Numbers: DVD on maternal death reviews elsewhere 

Discussion of what we have seen  

16.45pm Prayers and tea break                                                                                                      

Closing prayer 
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DAY 3: 

08.30 am Registration and opening prayer,  

Presentation of programme for day 3         

08.45 am Recap of day 2         

09.15 am Introduction to MDR group exercises   

Conducting a MDR: group exercises (case studies) 

10.15 am Tea/coffee break 

10.30 am Feedback and discussion of group work    

11.15 am Tools for MDR 

-  Presentation and review of data recording & reporting tools 

12.15 pm General background to Peri-Natal Death Review (PNDR):      

-  What is a perinatal death?                                                                                    

-  Why is perinatal mortality used as an indicator?                                                   

-  Causes and contributing factors of perinatal mortality?                                        

-  How to reduce perinatal mortality?                                                          

12.40 pm Introduction to Peri-Natal Death Review (PNDR) and how to do it                                                                             

13.00 pm Prayers & lunch 

14.00 pm Presentation and review of tools for PNDR 

14.45 pm Introduction to group work of conducting a PNDR 

Group work on case studies, using the recording tool (4 groups) 

15.45 pm Prayers & tea break 

16.00 pm Presentation of group work       

17.00 pm Closing prayer 

DAY 4:    

08.30 am Registration and opening prayer; 

Presentation of programme for day 4         

08.45 am Recap of day 3         

09.15 am How to measure quality of care?  

How to monitor and evaluate our QI activities? 

10.15 am Tea/coffee break 

10.30 am Small group work: Developing indicators and identifying methods for monitoring 

& evaluation of QI activities. 

11.30 am Presentation of group work (10 minutes per group) 

13.00 am Prayers and lunch 

14.00 pm Next steps for the way forward after this workshop 

14.30 pm Post- test and filling in workshop evaluation form 

15.00 pm Closing remarks and handing out of certificates 
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Three Delays Model 

• Delay in recognizing or understanding the danger signs and need to seek 

professional help and in deciding to seek help. 

• Delay in taking women to hospital and reaching there. 

• Delay in receiving the right treatment once at the hospital. 

 

4.3 Detailed Workshop Content 

 

 

Recap of the content of the 1st QI workshop 

Key issues of the 1st QI workshop are briefly reviewed. 

Presentations from Health Facility QI Teams  

Representatives from each health facility QI team give a brief presentation on what they have 

done since the previous workshop, including the key results of the quality of care assessment. 

During the presentations and discussions the different QI teams share experiences. 

 

 

Recap of Previous Day and Discussion of Emerging Issues 

After a brief recap of what participants learnt the previous day, some emerging issues are 

discussed in more detail. 

The Three Delays Model 

The “Three Delays Model” is an important analytical framework to analyse access to EmONC 

and to analyse the contributing factors to maternal and peri-natal deaths when conducting 

maternal and peri-natal death reviews. These deaths can be avoided if women or newborns with 

life-threatening complications have timely access to EmONC. Maternal and perinatal deaths are 

seen as the result of delay or inability to access EmONC services. 

 

 

 

 

 

To explore the concept of the three delays model, workshop participants discuss the case 

scenario “Why Fatuma died?” (see next page). The story illustrates the various factors which 

may contribute to a maternal death. These contributing factors lead to delay or inability to 

access EmONC and ultimately death. 

  

DAY 1 

DAY 2 



12 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

   The following papers describe the three delays model more in-depth: 

 Thaddeus S, Maine D (1994). Too far to walk: maternal mortality in context.  
   Social Science and Medicine; 38 (8): 1091-1110.                                          

 Gabrysh S, Campbell O (2009). Still too far to walk: Literature review of the determinants 
of delivery service use. BMC Pregnancy & Childbirth; 9: 34. 

CASE SCENARIO: WHY FATUMA DIED ? 
 

This is the story of Fatuma Odeh, a 15 years old schoolgirl from Bonankoro, a rural village in Nigeria, at 
12 km from Tsanyawa health centre. Fatuma was learning at the nearby secondary school in form 2. At 
school she met her boyfriend Mussah. Because she was worried to become pregnant, which would 
mean the end of her education, she went to Tsanyawa HC to ask for family planning. However, the 
nurse refused to give her assistance and told her that she was “too young for such things and that she 
should concentrate on school instead of meeting boys”. What could she do now? If she refused to have 
sex with Mussah, he would leave her for another girlfriend and she did not want to lose him as her 
boyfriend, because he was really nice to her and bought her soap and other things, which she needed 
for school and her parents were not able to provide. 

Sometime later Fatuma missed her monthly periods. She also felt nauseated in the mornings and 
suspected that she was pregnant. She was very upset and tried to hide her pregnancy as long as 
possible. When she told Mussah about her pregnancy, he denied that it was him who made her 
pregnant and he ended their relationship. She did not want to attend antenatal clinic, because she felt 
embarrassed and was afraid of what the nurse would say to her. For sure she would shout at her. 

When she was about 6 months pregnant her mother noticed that she was pregnant and told her father. 
Her father was very angry and called her bad names and shouted at her that she had brought shame to 
the family and threatened to chase her from the house. Her mother tried to cool him down, but because 
Fatuma was feeling ashamed and afraid of her father, she ran away from home and went to stay with 
her grandmother. Of course she could not go back to school, because meanwhile the news had already 
spread. 

When she was 8 months pregnant she noticed that her feet became swollen and later even her hands 
became swollen as well. Her grandmother took her to a traditional healer who gave her some herbs, 
which she had to prepare as a concoction and drink three times a day. There was no improvement. 
Finally she gathered courage and went to the health centre. It was difficult to walk the long distance 
with her swollen feet, which were painful and made her feel tired. The midwife told her to rest at home 
and if there would be no improvement to go to the district hospital, where she would have to stay until 
she would give birth. But how could she go there and who could go with her to look after her? The 
hospital is far and she had no money to go there. So she stayed at home.  

A month later, she woke up one morning with a bad headache and felt dizzy. She told her grandmother 
that she was not feeling well and could not fetch water that morning. Her grandmother bought her some 
aspirin, but when she came back from the shop she found Fatuma laying in the house, shaking all over 
her body. She immediately called the village TBA for help and when Mai Oumou came, the twitchings 
had subsided, but Fatuma was unconscious. Mai Oumou told Fatuma’s grandmother to take her as 
quick as possible to the hospital. Grandmother sent someone to inform Fatuma’s mother, who arrived 
after an hour. When her mother saw Fatuma she started crying. Meanwhile Fatuma had started having 
fits again. Fatuma’s mother rushed home to tell her husband and ask his permission to take Fatuma to 
the hospital. Meanwhile, grandmother tried to find transport to take Fatuma to the hospital, but the 
owner of the only pick-up in the village charged 1,000.= Naira  to take her to the hospital. Although 
Fatuma’s father agreed to taking Fatuma to the hospital, he had no money to pay for transport.  

Finally, with the help of some neighbours, they carried Fatuma to the health centre, where she got an 
injection and the fits stopped for a while. The midwife explained that Fatuma had to go to the big 
hospital as soon as possible and someone had to go there on bicycle to call for an ambulance, since 
she has no radio or phone to call the hospital herself. One of the neighbours volunteered and rushed on 
his bicycle to the district hospital, which was 4 hours cycling away. Fortunately the ambulance was 
around, but there was no fuel in the tank. The hospital administrator had to be searched for to issue a 
purchase order to buy fuel and an hour later the ambulance left to collect Fatuma from Tsanyawa 
health centre. Meanwhile Fatuma was unconscious and was breathing heavily. 

When they finally arrived in the hospital it was already dark. The midwife examined Fatuma, put her on 
an IV-drip and told Fatuma’s mother that she urgently needed a Caesarean section, but in order to 
carry out the operation Fatuma’s guardians first had to buy the necessary supplies such as gloves, IV 
fluids, IV canula, anaesthetic drugs. Most pharmacies were already closed and it was difficult and it 
took time to find a pharmacy. When they finally came back, the doctor on duty was nowhere to be 
found and it took until after midnight before they found him in one of the nightclubs in town. By the time 
the operation theatre was ready for the Caesarean section, Fatuma had stopped breathing. 

Why Fatuma died?  
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Introduction to Facility-based Maternal Death Reviews (MDR) 

Knowing the level of maternal mortality is not enough; in order to reduce maternal mortality we 

need to understand why women are dying and what the underlying contributing factors are. It is 

well-known that besides medical or obstetric causes also socio-cultural and economic 

circumstances as well as health service provision and health system factors play a role in the 

causation of maternal deaths. By reviewing cases of maternal death we try to identify these 

factors in order to address them and solve problems which have been identified. Health system 

factors are organizational and administrative issues, which we called structural dimensions of 

quality of care. Health care service provision aspects are issues related to the process of 

provision of care. By collecting information on the circumstances surrounding the death of the 

woman, we try to get the detailed story of what happened, which will help us to understand what 

went wrong. Knowing this and understanding why she died will help us to find solutions for the 

problems which contributed to the death and take action.  

 

 

 

 

Ideally we also would like to attempt to investigate community factors involved in each case by 

tracing each death back into the community to ascertain the sequence of events, but sending a 

data collector to the community requires a more sophisticated and expensive approach and 

sensitivity and is more difficult to achieve, but could be tried where feasible and in cases where 

it seems particularly important to do so. 

 
  

 

 

 

 

MDRs are a good learning experience for all 

staff. A lot of lessons can be learnt from the 

stories behind the maternal deaths about why 

women are dying. It also helps to identify where 

the clinical care that a particular patient 

received was below standard, so that steps can 

be taken to ensure that this is not repeated. 

This in turn may result in the development of 

new procedures or guidelines for case 

management or in service training of staff.  

When a problem area has been identified a criteria-based audit can be conducted to get more 

detail about where performance is falling short.  

  Definition of facility-based MDR 

“A qualitative in-depth investigation of the causes of and circumstances 
surrounding maternal deaths occurring at health facilities”. 

Advantages of facility-based MDR 

• It is an important learning experience. 

• It improves professional practice. 

• It improves training. 

• It may improve resources (staffing, drugs, 
equipment). 

• It is less expensive than other methods. 

• It is a starting point for criteria-based audit 

Process of conducting facility-based MDR 

 Identify maternal death cases 

 Review cases critically in team meetings 
o using case notes and other written records of the deceased; 
o using findings from interviews 

 Identify and discuss causes, contributing factors and their root causes 

 Discuss possible solutions for avoidable problems and prepare an action plan 

 Inform staff about action plan and implement it 

 Monitor progress & evaluate results. 
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Those responsible for either pre-service or in-service training may respond to the findings of a 

facility-based MDR by focusing in-service training on the important problems identified, making 

changes in the curriculum, or focusing on the issue during supportive supervision.  

Findings can be used to persuade managers, the LGA or the SHSMB to address the resource 

needs (staffing, equipment and drugs) of the maternity service when powerful facts can be 

presented how lack of resources has led to death of women and/or newborns.  

Health managers at LGA or state level could be provided with a summary of the review findings 

to help them identify service needs and prioritize resources.  

Facility-based MDRs do not cost much money. All what is needed are recording forms and 

perhaps refreshments for the review team during the review meetings. However, they take staff 

time. 

 

 

 

 

 

Principles of Conducting Facility-based Maternal Death Reviews 

 Maternal deaths are identified in the health facility as soon as possible by the champion leading 

the process. They can be identified from different registers or nursing reports, such as operation 

theatre book, mortuary register, admission/discharge register of gynaecological or other wards 

where women of child-bearing age are admitted, and not only the maternity register or delivery 

book. Records are kept in a confidential file. Persons who were involved in the management or 

care of the case are interviewed to collect additional in-depth information on what happened. 

Findings are recorded anonymously. A member of the review team presents the case in the 

MDR meeting and the circumstances are discussed in depth, trying to get the full story and 

discussing the root causes of the problems which contributed to the death. This is done 

anonymously without blaming or accusing people, but with the aim of finding structural 

solutions for the problems so that they will not occur again.  

The deaths are seen as the results of failures in the health systems and organisation of services 

and care, which need to be addressed after identifying the root causes by repeatedly asking 

why? Possible solutions are reviewed and an action plan is prepared for solving the problems. 

The findings and results of the MDR are recorded on MDR forms. The action plan is discussed 

with relevant staff in the health facility during staff meetings and implemented. The QI team 

monitors implementation and in the next MDR meeting the progress of the implementation of 

the action plan is reviewed before new MDs are presented and discussed. The LGA MCH 

coordinator is notified of each MD within 48 hours. 

This is an ongoing process of identifying cases, collecting and analysing information, using it to 

formulate recommendations for action and evaluating the outcome. The ultimate purpose of 

the review process is action – not just to count and calculate the rates. Each MDR should end 

Limitations of facility-based MDR 

• It does not provide information about women dying in the community. 

• It usually does not provide information on what happened before the 
woman reached the hospital and on the community factors related to 
the death. 

• If hospital record keeping is poor, information may be inadequate to 
draw conclusions. 
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with an action plan. Recommendations for the action plan should be simple, affordable, 

effective, evidence-based, widely disseminated and - last but not least – carried out. 

IN PARTNERSHIP WITH

Liverpool  School of  Tropical Medicine

Liverpool Associates in Tropical Health

Maternal mortality or morbidity 

surveillance cycle

Source: WHO, Beyond the numbers

Data collection

Analysis of

findings

Recommendations   

and action

Evaluation and 

refinement

Identification of 

cases

 

Steps in Initiating and Conducting Facility-based MDR 

The steps of initiating and conducting MDR are presented in the panel on the next page. 

Someone with experience and authority is needed to take overall responsibility for the 

coordination. This person must be interested and committed to take on the responsibility and 

drive the process. Health professionals initiating and/or conducting a facility-based MDR need 

the required authority and support, and this may have to be sought at different levels, for 

example: management of the health facility, principal medical officer or officer in-charge, head of 

the maternity or obstetric department, LGA PHC director.  

Agreement will have to be reached about the costs and the use of personnel to conduct the 

review. Aggregating the results of a series of individual reviews and the collection of data on 

community factors, if thought feasible, require more resources than a simple review of individual 

cases limited to an analysis of facility-related factors. 

A facility-based MDR team has to be formed, which could be the same as the QI team or 

different. This team has the main responsibility for conducting the reviews, although the 

collaboration of a number of other people is essential. The team would normally consist of about 

five individuals, with a balanced mix of professions and skills, but may be larger if the review is 

being conducted across a number of facilities, say at LGA level. The team could, for example, 

consist of a nurse-midwife, an obstetrician, a public health doctor, and someone with community 

experience. Each of the team members may have different responsibilities for gathering data, 

depending on their skills. The most important criteria are that the members should have an 

interest in, and commitment to, investigating maternal deaths, and be able to devote sufficient 

time to the work to be done. If a community element is part of the review, they should have 

knowledge of the local language and an ability to develop rapport with community members. 

The inclusion of at least one senior person is important, to give the team some authority and to 

facilitate relationships with the facility management and other agencies. 
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Steps in Initiating and Conducting Facility-based Maternal and  
Peri-natal Death Reviews 

 
1. Set up the facility-based deaths review process. 

 Psychological preparation of health workers to develop commitment and allay fears 
& anxiety;  

 Identify MDR coordinator (committed champion). 

 Get required authority and support from different levels (e.g.: PMO in charge). 

 Agreement about costs and use of staff to do review. 

 Establish a multidisciplinary review team (e.g.: doctor, midwive(s), administrator, 
lab technician, pharmacist, chair of health committee) 

2. Decide on the scope of the facility-based deaths review:   e.g.: in one hospital, at different 
health facilities, at LGA level with different health facilities together. 

3. Develop data collection forms and pilot them. 
4. Select collaborators and train data collectors. 

 In one facility, review team alone can conduct the review. 

 Review across several facilities: 
- Senior person in each facility to gain cooperation. 
- Staff with at least 3 years experience to be data collectors 

5. Identify sources of data and cases of maternal and peri-natal death. 

 Health facility registers: 
a. Maternity ward admission and discharge registers 
b. Neonatal special care unit register 
c. Operating theatre register 
d. Delivery register 
e. Mortuary register 
f. Gynaecological ward register 
g. Emergency Room register 

6. Collect data at the health facility or facilities (and keep them in a special file), and extend 
data collection in the community if appropriate. 

 Patient case notes, including laboratory forms and medication forms. 

 Antenatal card 

 Nursing reports 

 Interviews with patient’s relatives and health care providers who were involved in 
the case in order to obtain additional information on what happened. 

7. Synthesize the data, interpret the results, and draw conclusions. 

 Hold a meeting of the review committee. 

 Present the details of the case and its management. 

 Ensure confidentiality: Do not mention any names (neither of patient nor staff). 

 Avoid blaming people for what went wrong! 

 Identify shortcomings in care, avoidable factors and their root causes   (ask “why?”) 
8. Utilize the findings and prepare after each review an action plan. 
9. Communicate the action plan to relevant staff in the health facility and facilitate 

implementation. 
10. Decide how often to have review meetings. 
11. Review the previous action plan(s) and their implementation at each MDR meeting.  
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During the MDRs various avoidable factors which contributed to the death may be identified. 

These factors may be health system related, health care provider related or related to the 

patient or the community. The panel below gives some common examples of possible avoidable 

factors. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Based on the problems which have been identified and their root causes, the MDR team should 

plan some interventions to address these problems. These could include: 

• In-service training of staff; 
• Improving supervision of staff; 
• Requesting or providing of equipment; 
• Establishing drug revolving funds 
• Improving availability of emergency drugs; 
• Improving blood transfusion services (e.g. establishing a blood bank or donor register); 
• Reviewing/adapting duty rosters; 
• Developing standard treatment protocols; 
• Reviewing/formulating administrative procedures; 
• Improving record keeping; 
• Recruitment of extra staff; 

Some possible avoidable factors which may contribute to 
maternal death: 

Health system related (administrative) 

 Delay in transport between health facilities; 

 Lack of communication between health facilities; 

 Delay in admission procedure; 

 Delay in receiving necessary treatment; 

 Lack of blood transfusion facilities; 

 Lack of (appropriately trained) staff; 

 Lack of laboratory facilities; 

 Lack of equipment, supplies, drugs; 

 Lack of ICU beds; 

 Poor communication between health workers; 

Health care provider related 

 Delay in being attended by midwife/clinician; 

 Poor assessment of patient; 

 Inadequate resuscitation; 

 Wrong diagnosis; 

 Inadequate treatment prescribed or given; 

 Delay in receiving treatment; 

 Poor monitoring of patient; 

 Poor nursing care; 

 Omission or delay in referring to higher level or consulting more 
senior health worker; 

Patient/community related 

 No ante-natal care; 

 Inadequate ante-natal care attendance; 

 Poor compliance to health worker advice; 

 Delay in recognising the problem; 

 Delay in deciding to seek professional care; 

 Unsafe induced abortion; 

 Preference for traditional medical treatment; 

 Lack of transport; 

 Delay in referral by TBA; 
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Experiences with MDR in Nigeria. 

In 2010 the PRRINN-MNCH programme initiated facility-based MDR and PNDR in EmONC 

facilities in Katsina, Yobe, Zamfara as part of a wider QI initiative, spearheaded by health facility 

QI teams. Health facility QI teams review deaths, analyse root causes, find solutions and take 

action. Recording and reporting forms have been developed and approved by the three states. 

Master trainers have been trained in each state to train QI teams. 

In 2013 an external evaluation of MDR was conducted by an obstetric consultant. QI team 

members from 23 hospitals were interviewed. 18/23 HFs (78%) had conducted MDR in past 3 

months; 2 health facilities had no MDs in past 3 months preceding the evaluation. All persons 

interviewed were enthusiastic about MDR and could recall some actions undertaken and 

completed, based on the MDRs, such as: 

 organising on-the-job training;  

 requesting resources from management or MOH or mobilising additional resources from 

elsewhere; 

 establishing cupboards with emergency drugs in the labour ward; 

 redistributing staff, such as posting midwives from other wards in the maternity ward;  

 strengthening emergency referral system in collaboration with the NURTW; 

Some examples of reported successes and challenges of conducting MDR in northern Nigeria 

are shown in the panels below. 

 

 

 

 

 

 

 

 

 

 

Experiences with MDR elsewhere 

The DVD “Beyond the numbers” shows experiences with MDR elsewhere in sub Saharan 

Africa.  

  

Successes of MDR in Nigeria 

 Better management of patients. 

 Mobilisation of additional resources. 

 Improved availability of life-saving drugs in labour ward  
(in emergency cupboards) 

 Better management of human resources (reshuffling staff, posting 
of extra staff). 

 Initiation of community sensitization activities. 

 

Challenges with MDR in Nigeria 

 In the initial stages there was fear for blame and repercussions. 

 No coaching through supportive supervision 

 Many hospitals stopped at some time conducting MDRs, because: 
o Key members of QI teams had left 
o Shortage of staff / work pressure 
o Lack of supportive supervision 

 MDR forms not yet integrated in state HMIS. 
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Conducting Maternal Death Reviews (group work) 

Workshop participants do a practical exercise in conducting MDRs in small groups, using 4 case 

scenarios.  

Recording and Reporting Tools for MDR  

There are 4 recording and reporting forms (see annex 1):  

1. MD review form (MDR 1) 

2. MD notification form (MDR 2) 

3. MD follow-up form (MDR 3) 

4. Staff interview guide  

The MD review form is used to record the findings from the MDR and is filled in triplicate, one 

copy to be retained by the health facility and 2 copies sent to the LGA MCH coordinator, who 

forwards 1 copy to the SMOH RH coordinator. The MD follow up form is filled in at the 

subsequent meeting of the MDR committee to follow up on the action plan which was drawn up 

after reviewing the MD and kept in the health facility. The MD notification form is filled in 

triplicate, one copy is retained at the health facility and 2 copies are submitted to the LGA MCH 

coordinator, who forwards 1 copy to the SMOH RH coordinator. The staff interview guide can be 

used to interview health care providers who were involved in the case in order to obtain 

additional information on what happened. The questions can be adapted according to local 

needs and specific circumstances of the death. 

Background to Perinatal Death Review 

Worldwide there are each year 2.9 million neonatal deaths and 3.2 million stillbirths. This is 

more than the deaths from malaria and all vaccine preventable diseases. Neonatal mortality 

accounts to 7.3% of the global burden of disease. Despite this neonatal health does not attract 

much attention or funding. 

98% of neonatal deaths occur in low and middle income countries with an average Neonatal 

Mortality Rate (NMR) of 23 / 1,000 live births. 52% of all neonatal deaths occur in 5 countries: 

India, Nigeria, Pakistan, China, DR Congo. 2/3 occur in 10 countries in sub Saharan Africa and 

SE Asia. The highest numbers of neonatal deaths are in Asia, but the highest rates are in sub 

Saharan Africa (NMR > 45 / 1,000). One out of 10 global neonatal deaths occur in Nigeria 

(NMR: 52 / 1,000 live births). More than 50% of neonatal deaths occur after home births and 

most are unnamed and unrecorded. Less than 3% occur in countries with reliable registration 

systems. Babies born in a rural area are at greater risk of death, although urban poor have 

similar risks. 

Globally 41% of under-five deaths occur in the neonatal period, of which 75% in the first week of 

life and 30-50% in the 1st 24 hours after birth. Thirty percent of stillbirths (1 million) are fresh 

stillbirths, which happened intra-partum. 

 

 

 

DAY 3 
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Therefore it is important for achieving the third MDG to focus more on interventions which 

reduce neonatal mortality, which until recently have not received much attention in child survival 

programmes. Reductions in child mortality are mainly the result of reductions in post-neonatal 

mortality, while neonatal mortality has not improved significantly. In view of these figures it is 

important that newborns are closely monitored in the first week of life through postnatal care, 

which traditionally started at 6 weeks post-partum, which is too late to prevent neonatal deaths. 

PNDRs can help to identify shortcomings in quality of care, which contribute to PNDs. Studies in 

various countries, including low-income countries, have shown that PNDRs can reduce perinatal 

mortality in hospitals by 30% (Pattinson, 2009). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Definitions 

Neonatal deaths = deaths within 28 days after birth. 

• Early neonatal deaths = in 1
st
 week of life. 

• Late neonatal deaths  = from 7 to 27 days of life 

Perinatal deaths = stillbirths (> 28 weeks) and early neonatal deaths  

Stillbirths = infants born death from  22-28 weeks gestation           

(definition varies per country) 

Early fetal death = death of a fetus weighing at  least 500gr or measuring 

25 cm or more or  after 22 weeks gestation (ICD-10) 

Late fetal death = death of a fetus weighing at least 1000gr or measuring 

35cm or more or after 28 weeks gestation 

Related indicators:  

• Neonatal Mortality Rate (NMR) = no. of deaths in the first 28 days of life 

per 1000 live births. 

• Perinatal Mortality Rate (PMR) = no. of stillbirths from 28 weeks plus 

early neonatal deaths per 1000 still and live births 

• Stillbirth Rate = no. of late fetal deaths per 1000 total births. 

 

Causes of neonatal deaths 

1. Complications of preterm births (38%) 

2. Infection (25%) 

a. Sepsis (12.5%) 

b. Pneumonia (10%) 

c. Tetanus (2.5%) 

3. Intra-partum related causes (22.4%) 

4. Congenital malformations (10%) 

5. Other (5%) 

Causes of stillbirths 

Main primary causes from perinatal care 

survey in South Africa (2003-2005); 

} Unexplained stillbirths (37.7%) 

} Hypertensive disorders in pregnancy (14.5%) 

} Antepartum haemorrhage (13.3%0 

} Intrapartum asphyxia (11.2%) 

} Preterm labour (10.4%) 
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Underlying Contributing Factors to Perinatal Mortality 

 Maternal morbidity: 
- Pre-eclampsia, eclampsia, endometritis, antepartum haemorrhage, syphilis, malaria, 

anaemia, diabetes. 

 Individual & community factors: 
- Delay in accessing essential MNH care (1st & 2nd delay): poor health seeking behaviour, 

inadequate support by family and community, transport problems, bad roads. 

 Health care provision factors: 
- Essential MNH services not available or accessible; 
- Delay in receiving essential MNH care (3rd delay) 
- Poor quality of MNH services 

The three delays model can also be applied to analysing perinatal deaths. 

1. Delay in recognizing or understanding the danger signs (both for mother and newborn) and 

need to seek help, and in deciding to seek help. 

2. Delay in taking women or newborns to hospital. 

3. Delay in receiving the right treatment once at the hospital (treatment may involve mother, 

foetus or newborn). 

 

 

 

 

 

Sub-optimal care may be related to structure or organisation of services or to the process of 

providing care, while both are related to each other and lead to sub-optimal outcomes. 

 

 

Trends in global neonatal & under-5 mortality rates 
 

 

Danger signs in the newborn: 

 Convulsions / twitchings; 

 Altered consciousness / lethargy; 

 Fever (hot) or low temperature (cold); 

 Infected umbilical cord; 

 Inability to breastfeed; 

 Vomiting & diarrhoea; 

 Difficulties in breathing; 
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When classifying causes of peri-natal deaths we can differentiate between primary and final 

cause of death. To prevent peri-natal deaths it is also important to understand the underlying 

contributing factors, which we can try to address. 

Causes of sub-optimal quality of care 

Related to structure or organization of care: 

 Lack of policies & guidelines; 

 Poor planning: leading to lack of resources; 
     (staff, drugs, equipment, supplies) 

 Poor management & coordination; 

Related to process of care: 
 Lack of knowledge & skills, leading to: 

o Poor diagnosis 
o Poor treatment & management 
o Poor monitoring of foetus during labour 

 Inadequate provider-patient interaction and 
counselling; 

 Poor interpersonal communication between 
health workers; 

 

Avoidable factors of sub-optimal quality of care leading to perinatal death 

Poor antenatal care: 

 Failure to detect and treat problems, such as: anaemia, breech, twins, pre-eclampsia, 
infections, syphilis. 

 Failure to prevent problems: tetanus vaccination, IPTp, provision of ITNs, anaemia 
(folic acid/iron supplementation) 

Poor intrapartum care: 

 Inadequate monitoring of labour and foetal condition; 

 Poor detection & management of problems; 

 Delay in referral or consultation of more senior staff; 

Poor newborn care: 

 Baby not wiped dry or kept warm; 

 Poor newborn resuscitation; 

 Poor monitoring of the newborn in neonatal period; 

 Failure to detect health problems of the newborn; 

 Inadequate management of newborn health problems; 

 Delay in referral or consultation of more senior staff; 
 
 

 

Classification of causes of perinatal deaths 

Primary cause of death: 
Underlying obstetric factor or condition which started a train of events that resulted in the death. 

Final cause of death: 
Pathological process in the infant that actually caused the death (how the foetus or newborn died); 

E.g. preterm labour and cerebral haemorrhage; 
        Abruption placenta and asphyxia 
        Obstructed labour and asphyxia 

Underlying modifiable contributing factors 
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 Introduction to Peri-Natal Death Review (PNDR) 

The principles of facility-based Peri-Natal Death Review (PNDR) are the same as for MDR. 
More background information on PNDR can be found in: 

 WHO (2004). Beyond the numbers: reviewing maternal deaths and complications to 

make pregnancy safer (chapter 5). Geneva, WHO.  

 Pattinson R, Kerber K, Waiswa P, Day LT, Mussel F et al (2009). Perinatal mortality 

audit: counting, accountability and overcoming challenges in scaling up in low- and 

middle-income countries. Int J Gynaec Obstet; 107: S113 – S122. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Definition of Facility-based PeriNatal Death Review 
(PNDR) 

A qualitative in-depth investigation of the causes and 
circumstances surrounding peri-natal deaths occurring at 
health facilities. 
 

Avoidable factors of perinatal deaths: 

Health system related (organisation) 

 Delay in transport between health facilities; 

 Lack of communication between health facilities; 

 Delay in admission procedures; 

 Delay in receiving necessary treatment; 

 Lack of blood transfusion services (no blood bank); 

 Lack of (appropriately trained) staff; 

 Lack of newborn resuscitation equipment; 

 Lack of partograph forms for monitoring foetal heart; 

 Poor communication between health workers; 

Health care provider related 

 Delay in being attended by midwife or clinician; 

 Poor assessment of patient (mother, foetus or newborn); 

 Inadequate newborn resuscitation (lack of skills or lack of equipment); 

 Failure to make correct diagnosis; 

 Inadequate treatment prescribed; 

 Inadequate treatment given; 

 Delay in receiving treatment; 

 Poor monitoring of mother or foetus during labour; 

 Poor nursing care; 

 Omission or delay in referring to higher level; 

Patient or community related 

 No antenatal care; 

 Inadequate antenatal care attendance; 

 Poor compliance to health worker advice; 

 Delay in recognising the problem; 

 Delay in deciding to seek professional care (in case of either maternal 
or newborn health problem); 

 Poor hygiene and cord care at home; 

 Preference for traditional medical treatment; 

 Lack of transport; 

 Delay in referral by TBA; 
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Recording and Reporting Tools for PNDR 

There are 4 forms (see annex 2):  

1. Peri natal death review form (PNDR 1) 

2. Peri natal death notification form (PNDR 2)  

3. Peri natal death follow-up form (PNDR 3) 

4. Staff interview guide  

The PNDR 2 form (notification form) is filled in triplicate as soon as possible after the death has 

occurred, one copy is retained at the health facility and 2 copies are submitted to the LGA MCH 

coordinator, who forwards 1 copy to the QI focal person at state level or to the SMOH RH 

coordinator.  

The PNDR 1 form is used to record the findings from the PNDR and is filled in triplicate, one 

copy to be retained by the health facility and 2 copies sent to the LGA MCH coordinator, who 

forwards 1 copy to the SMOH RH coordinator.  

The PNDR 3 form is filled in at the subsequent meeting of the PNDR committee to follow up on 

the action plan which was drawn up after reviewing the case and kept in the health facility. The 

PND interview guide can be used to interview health care providers who were involved in the 

case in order to obtain additional information on what happened. The questions can be adapted 

according to local needs. 

Conducting Peri-Natal Death Reviews (group work) 

Workshop participants do a practical exercise in conducting PNDR in small groups, using 4 

case scenarios. The four case scenarios can be found in annex 3. 

 

 
How to Measure Quality of Care? 

Measuring quality of care is one of the key steps in QI. We measure quality of care and 

compare findings with standards or measurement criteria. In this way we can identify gaps and 

shortcoming in quality of care. After implementing QI activities we measure again the quality of 

care to assess whether there are improvements and to evaluate whether our QI activities have 

been effective. Measuring quality of care is a continuous process in QI to test whether our QI 

activities work or whether we should try something different. 

Health facility QI teams initially have done an 

interview survey to assess quality of care in their 

health facility, interviewing 10 clients/patients, 

health care providers and a health care manager. 

We can measure quality of care by using; 

Quantitative methods (producing numbers and 

figures) 

Qualitative methods (producing narrative 

descriptions); 

 

 

DAY 4 

How to measure quality of care?  
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We can also measure quality of care in terms of structure, process and outcomes and we can 

measure quality of care considering different perspectives. 
 

                         Table 1: Methods and tools for measuring quality of care 

Data collection methods Data collection tools 

In-depth interview with health 
workers, programme managers, 
patients or clients 

Questionnaire 

Exit interview with client or patient 
Questionnaire 

Focus group discussions (FGD) 
FGD topic guide 

Direct observation 
Check list 

Review of records 
Check list 
Data collection sheet 

Household survey 
Questionnaire 

Measuring quality of care from the patient’s or client’s perspective is important. It includes 

assessment of structural and process aspects of care from the perspective of clients/patients. A 

useful method is the “client or patient exit interview”, where the patient/client is interviewed 

after (s)he has received health care.  It is important that such interviews are conducted by 

persons who are not involved in the care of patients. Community members of the facility health 

committee can possibly assist. However, such interviews reflect the views on quality of care of 

people who actually have just used the services. People in the community who do not use the 

services may have different opinions. Assessment of quality of care from the community 

perspective (both users and non-users of services) can be assessed through Focus Group 

Discussions (FGD) in the community. Discussions take place in small groups of 8-12 people 

who have a similar background. Participants in the FGD are invited to express their opinions 

and feelings about the health care services. FGDs can also be used to find out the reasons why 

some people are not using health services. It is good practice to conduct FGDs with men and 

women separately or have groups of the same age group or socio-economic background, so 

that people feel comfortable and free to express themselves. FGDs are conducted by two 

persons: a facilitator who leads the discussion and an observer/data recorder. It is very useful to 

tape record the FGDs, but only after obtaining informed consent of the participants in the 

discussion.  Otherwise the data recorder will have to take notes. Community score cards can 

be used to measure quality of care during FGDs. 

The health care providers’ perspective of quality of care also includes mainly structural and 

process aspects. Health care providers are usually concerned about the structural aspects of 

their enabling environment and less about how they are actually performing themselves. In 

interviews with them structural aspects of quality of care can be measured by asking them about 

what they think of the structural aspects of quality of care. Process aspects can best be 

measured by assessing their performance through criteria-based audit, either through direct 

observation of their performance or through review of records. Their knowledge can be 

assessed by structured questions. Their skills can be assessed by direct observation or by 

asking them to describe how they carry out certain procedures. 

Structural aspects, such as availability of staff, drugs, equipment and infrastructure, can be 

assessed by direct observation using checklists or data collections sheets, by review of records 

or by interviews. From the client/patient perspective structural aspects of care and service 

provision can be assessed by asking clients or patients about their opinion about cleanliness of 
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the facility, privacy, sitting arrangements, etc. Patients can rate the quality by giving scores (e.g. 

from 1 to 5, where 1 is very bad and 5 is excellent) or indicating whether they are satisfied or 

dis-satisfied or feel neutral about the quality).  

Process aspects from the client/patient perspective can be assessed by asking about waiting 

time, attitudes and behaviour of health care providers, interaction of providers with 

patients/clients (e.g. welcome, were procedures and treatment explained, was opportunity given 

to ask questions, etc). Otherwise they can be assessed by direct observation, such as 

observing the interaction of health care providers with patients or clients. Structured checklists 

can be used for this. A problem with direct observation is that people who know that they are 

being observed and assessed will behave differently as they normally do. Review of records, 

such as in-patient records, drug prescriptions or partograph forms, also provides useful 

information about quality of care from the process aspect. 

Outcome aspects of quality of care are usually assessed by reviewing records or statistics. 

The quality measures may include mortality or case fatality rates, such as maternal mortality or 

stillbirth rate or case fatality rate of direct obstetric complications. Also infection rates can be 

measured and utilisation rates of certain services, such as uptake of FANC or FP services or 

number of deliveries in the health facility, which can be compared with the expected number of 

deliveries in the target population of the health facility. Client or patient satisfaction surveys can 

assess outcome of care from the perspective of clients or patients. 

How to Evaluate Progress and Results of QI Activities 

In evaluating quality of care we compare actual practice with best practice as formulated in 

quality standards. In evaluating our QI activities we must assess whether a change has 

occurred as a result of our QI activities. We must evaluate whether the situation has improved. 

We need to measure the situation, using indicators, and assess whether our indicators of quality 

of care have improved. Evaluation of quality of care means comparing actual performance with 

best practice or with standards which specify what health workers are expected to do. 

Evaluation is systematic learning from experience. Evaluation is concerned with assessment of: 

• achievement of objectives (effectiveness). 

• costs of the achievements (efficiency). 

• fairness in sharing of benefits (equity)  

 

 

 

 

 

Monitoring and evaluation (M&E) takes place at different levels of the programme planning 

process. Inputs refers to the resources which are needed and which can be assessed as well. 

Process refers to what is actually happening or the activities of the programme or within the 

health facility. It also includes performance of health workers or how activities are carried out. 

Activities and performance can be monitored and evaluated as well. Outputs refers to the 

results of the activities or deliverables of the programme, such as number of health workers 

trained, patients treated, health facilities refurbished or children vaccinated. Outcomes refer to 

the results of the programme in terms of achievement of objectives. Impact is the ultimate effect 

Difference between Monitoring & Evaluation 

Monitoring is the continuous process of observing 
whether planned activities are implemented and how. 

Evaluation is the process of periodically assessing 
the results of activities or a programme. It is usually 
done towards the end of a project or a planned activity. 
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of the programme or services on the health of the people, which can also be evaluated. 

However, this is not always easy because it is often difficult to get reliable data on reduction of 

mortality (number of deaths) or morbidity (frequency of diseases). 

 

 

 

 

 

 

 

 

 

 

 

Why do we need M&E? 

We need evaluation to be sure: 

• that we have reached our planned destination. 

• that we have achieved the desired results. 

• that we have used our resources efficiently. 

We need monitoring to ensure: 

• that we are on the right road. 

• that activities are leading to the desired results. 

• that our activities are completed as planned. 

• that problems in implementation are detected early  

For M&E we need to collect information to measure what changes have occurred and whether 

our activities have been effective in achieving our targets or objectives (desired outputs and 

outcomes). We need indicators which measure whether activities were carried out and to 

measure the resulting change. We need data to measure the indicators. We need to know how 

and from where to collect these data.  

Health Indicators 

When we monitor or evaluate we need indicators which show us how we are doing. Indicators 

are used to measure our performance and the results of our activities. An indicator is a variable 

which helps to measure change. There are different types of health indicators, according to 

what is measured: 

1. Health status indicators 

 Frequency of disease (incidence, prevalence). 

 Mortality (e.g.: maternal mortality ratio, infant mortality rate, case fatality rate). 

 Nutritional status (e.g.: % of under-5 children who are stunted or wasted) 

2. Health care provision indicators 

 Indicators of service availability or coverage: (e.g. health centres per 100,000 

population, BEmOC facilities per 500,000 population, no. of midwives per 10,000 

population); 

 Indicators of service utilization: (e.g. vaccination coverage, utilisation of antenatal care, 

contraceptive prevalence, % of deliveries assisted by a skilled attendant); 

What to monitor or evaluate? 

• Inputs (resources put into the programme) 
– Were resources available, sufficient, and used appropriately? If not, why not? 

• Process (activities) 
– Were activities carried out according plan?  If not, why not? 

• Outputs (deliverables of the programme) 
– Were services provided appropriate & adequate? 

• Outcomes (results of the programme) 
– Were programme objectives achieved? 

• Impact 
– Has the health of the population improved? 
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Rates and Ratios: 

Rate: is an equation in which the numerator is part of the denominator. 
Ratio: is an equation in which numerator is related to denominator, but 
not necessarily part of it. 
In epidemiology: a rate is the number of persons with a state or event 
related to disease per unit of population per unit of time.  
 

Aspects of quality of care 

• Effectiveness; 
• Technical competence; 
• Interpersonal relations; 
• Equity; 
• Efficiency; 
• Patient / client satisfaction (client centredness) 
• Timeliness and continuity; 
• Amenities; 
• Safety 

 

 Indicators of quality of care:  (e.g. availability of resources, patient/client satisfaction) 

3. Health policy indicators. 

 % of national budget allocated to health. 

 % of health budget allocated to PHC services or to maternal and child health. 

 Urban/rural distribution of health facilities or health care providers 

4. Socio-economic indicators related to health 

 Adult literacy rate (males versus females); 

 Gross domestic product (GDP); 

 % of households with access to clean water. 

Indicators for M&E of Quality of Care 

In developing indicators for quality of care we should take into consideration the different 

perspectives and dimensions of quality of care.  

 

 

 

 

 

When we want to monitor or evaluate 

quality of care and use indicators we have 

to consider the different perspectives and 

aspects of quality of care when formulating 

indicators for measuring quality of care. 

 

 

When selecting quality of care indicators also 

dimensions of the health system should be 

considered. The quality of resources, quality of 

management, quality of health care activities and 

quality of outcome - all of which constitute quality 

of care - can be measured. It is important to focus 

on all three dimensions as health outcomes are 

dependent on quality of processes and structural 

aspects. Some indicators must measure 

structural aspects of quality of care, others 

process or outcomes. 

 

How to evaluate quality of care? 

1. Develop key indicators; 
2. Identify what data to collect; 
3. Decide how to collect the data (methods); 
4. Develop data collection tools; 
5. Collect data; 
6. Analyse data and calculate indicators; 
7. Assess progress: compare with baseline;  

 

Dimensions of the health system 

• Quality of structure: 
– Policy, resources, organisation, 

management systems                                    
(things that have to be in place) 

• Quality of process: 
– Service delivery and the way it is 

done 
• Quality of outcomes 

– Desired effects or outcomes of care 
– mortality, satisfaction, coverage, 
attendance levels 
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For each quality of care indicator we must determine what data have to be collected to calculate 

the indicator. Then we have to decide how we will collect these data or what data collection 

method we will use (e.g. interview, focus group discussion (FGD), observation, record review) 

and what data collection tools we need (e.g. questionnaire, FGD topic guide, observation 

checklist, data collection form). Next we must prepare data collection tools. 

 

 

 

 

 

 

 

 

 

 

 

 

Group Work on Developing Indicators 

Workshop participants conduct small group work during which they develop indicators for M&E 

of their QI activities. 

Next Steps for the Way Forward after the Workshop 

 What will workshop participants do? (e.g. briefing other members of the QI team, HF 

management and other relevant staff; initiating MDR and PNDR; continue monthly QI 

meetings, etc) 

 What has to be done to initiate MDR and PNDR in the health facilities? 

 How will QI teams be supported in conducting PNDR and MDR and carrying out other QI 

activities? 

 What are the roles of LGA PHC offices, SMOH, SHSMB and SPHCMB in supporting QI? 

5. REFERENCES 

Examples of quality of care indicators 

Management perspective:  
• Availability of 24/7 maternity services at HF. 
• Availability of essential drugs and supplies: no stock-outs (specify drugs or supplies). 
• Availability of life-saving drugs in labour ward. 
• Privacy (during history taking, exam and care). 
• Availability of evidence based guidelines and clinical protocols. 
•  % of clients attended to within 1 hour. 
• ANC attendance (increase in ANC 1

st
 and 4+ visits 

• No of HF deliveries (increase in deliveries by SBA)  

Health care provider perspective:  
• Number of HCPs with good IPC skills. 
• Number of encounters where HCPs treat clients with respect/courtesy. 
• % of HCPs performing clinical procedures according to guidelines/protocols. 
• % of consultations where HCP gave adequate information & explained treatment to 

patient.   

Client & patient perspective:  
• % of clients who are satisfied with the care. 
• % of clients who feel that they were given adequate information and clear advice. 
• % of patients who can correctly describe the treatment prescribed. 
• % of clients who participated actively in discussion and choice of care. 
• % of clients who believe provider will keep her information confidential. 
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ANNEX 1: RECORDING AND REPORTING FORMS FOR  
                  FACILITY-BASED MATERNAL DEATH REVIEWS 

1a:  Maternal Death Review Form (MDR 1) 

1b: Maternal Death Notification Form (MDR 2) 

1c: Maternal Death Follow Up Form (MDR 3) 

1d: Facility staff interview record 
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YOBE STATE MINISTRY OF HEALTH 
 

MATERNAL DEATH REVIEW FORM (MDR 1) 
 

GENERAL INSTRUCTIONS 

Á This form must be completed for all maternal deaths (including indirect deaths, abortions, molar and 
ectopic gestation) occurring up to 42 days following delivery / termination of pregnancy. 

Á The Health Facility Maternal Death Review Committee must complete the form within 1 month and make 
a follow up on the implementation of the action plan within 3 months.  

Á The original form should stay at health facility level and a copy submitted to the LGA MCH coordinator, 
who will report to the LGA M&E officer and the MCH coordinator of the State Ministry of Health (SMOH). 

Á Federal and central teaching hospitals should submit copies of the form to the LGA MCH coordinator of 
the PHC office and the MCH coordinator of the SMOH. 

Á The code must be the same code as that on the notification form, MDR 2. 
 

1. DETAILS OF DECEASED 

 

1.1    MD Case Number:  /  /  /                                             
(First 4 characters of name of HF / Month / Year / Case no.)  

1.2    File No.:  

1.3    Age (years):  (if unknown: estimate) 

1.4    Physical Address or locality where patient lived:    (LGA, Name of village/town/ area) 

 

1.5    Marital status:   

Married Single   Divorced    Widowed      Separated 

1.6    Educational level (completed):   

None Primary Secondary            Higher         Other (specify);     

1.7    Condition at the time of death: 

Undelivered:    Gravida  Para  Gestation (weeks)      

Delivered:  Para  Days since delivery    

  Gestation at delivery          (weeks) 
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2. ADMISSION AT INSTITUTION WHERE DEATH OCCURRED 

 

2.1   Date of admission to facility: / /  (dd/mm/yy)  

2.2   Time: :  am/pm 

2.3    Admitted from:  

Another facility TBA           Home             Other (Specify)__________________________ 

Name of referring facility (if applicable):____________________________________________________ 

2.4    Reason for admission (√ appropriate boxes):  

1. Ante partum Haemorrhage  8.    Ectopic pregnancy 

2. Post partum Haemorrhage 9.   Malaria 

3. Obstructed/prolonged labour  10. HIV/AIDS 

4. Ruptured uterus  11. Anaemia 

5. Sepsis 12. TB  

6. Pre-eclampsia/eclampsia 13. Hepatitis 

7. Complications of abortion 14. Others (specify) 

2.5    Condition on admission:  

1. Stable   2. Critically ill    3. Dead on arrival (DOA) 

 

2.6    Date of death:  / /  (dd/mm/yr)  

2.7    Time of death: :  AM/PM 

2.8    Pregnancy stage at moment of death:   

1.  Antenatal     2. Intra partum      3. Postpartum          

 
3. ANTENATAL CARE 
 

3.1  Did she receive antenatal care?   Yes      No   (skip to section 4) 
 
3.2  If “Yes,” total number of visits:     
 
3.3  Any danger sign(s) identified:      Yes      No   
 
3.4  If “Yes” specify: 
______________________________________________________________ 
 
3.5  Any action taken on identified danger signs?  Yes       No  
 
3.6 If “Yes” tick all that apply:  
1.    Referred  3. Ferro/folic acid  5. VCT 

2.    Anti-malarial  4. BP recorded  6. Other  (specify): ___________ 
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4. DELIVERY AND PUERPERIUM  

4.1   Did delivery occur?  Yes     No   (If “no,” skip to section 5) 

If "Yes",  

4.2   Date of rupture of membranes:  / /  (dd/mm/yy)  
 

4.3   Date of delivery:                           / /  (dd/mm/yy)  
 

4.4   Time: :  AM / PM 
 
4.5   Was a partograph used?   Yes    No 
  

4.6   Locality where labour started:  (√ one box) 

        Level of facility:   

1. Tertiary Teaching Hospital  6. TBA  

2. Federal Medical Centre  7. Home 

3. General Hospital  8. On the way before arrival at HF   

4. Primary Health Centre 

5. Stand alone Maternity Unit                  

 9. Other (specify) 

     _____________________________ 

 

4.6   Duration of labour (hours:min): 

1. First stage 

hrs min 

2. Second stage 

hrs min 

3. Third stage 

hrs min 

 
Total:           

hrs    min 

     

  

4.7   Mode of Delivery: (√ appropriate boxes ) 

1. SVD  3. Vacuum 5. Caesarean Section 7. Other  

(specify) 

 

2. Breech  4. Forceps    6. Destructive operation   

4.8 Delivered by: (√ one box)   

1. Midwife 4. Specialist   Obs&gyn 7. CHEW 

2. CHO 

3. Medical Officer   

5.  TBA 

6. Nurse 

8. Other  (specify) 

____________________ 
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5. CAUSE OF DEATH (use back of page if necessary) 

5.1 Direct obstetric causes 

Primary (immediate) cause of death                Specific cause of death 

A. Early pregnancy death                                 1. Septic abortion 

                                                                             2. Haemorrhage and abortion 

                                                                             3. Haemorrhage and ectopic pregnancy 

B. Haemorrhage                                              1. Placenta praevia 

                                                                             2. Abruptio placenta 

                                                                             3. Postpartum (atonic uterus) 

                                                                             4. Ruptured uterus 

                                                                             5. Other: _______________________ 

C. Sepsis                                                          1. Prolonged rupture of membranes 

                                                                             2. Obstructed labour 

                                                                             3. Retained placenta 

                                                                             4. Puerperal 

                                                                             5. Other: _______________________ 

D. Hypertensive disorders                               1. Eclampsia 

                                                                            2. Cerebro Vascular Accident 

                                                                            3. Organ failure 

                                                                            4. Coagulopathy 

                                                                            5. Other: ________________________ 

E. Obstructed labour                                       1. Malpresentation/malposition 

                                                                            2. Cephalo Pelvic Disproportion 

                                                                            3. Others: _______________________ 

F. Thrombosis/Embolism                                1. Pulmonary Embolism 

                                                                            2. Amniotic Embolism 

                                                                            3. Deep vein thrombosis 

                                                                            4. Other: ________________________ 

G. Operative Complications                            1. Anaesthesia related 

                                                                            2. Surgery related 

                                                                            3. Other: ________________________ 

H. Unknown  

 

5.2 Indirect obstetric causes 

Malaria                                             Heart disease                                   Diabetes 

Anaemia                                           Infective hepatitis                             HIV 

Other (specify): ________________________________________________________ 
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6. ASSOCIATED FACTORS THAT CONTRIBUTED TO DEATH  

            (√ appropriate boxes, to be extracted as far as possible from records) 

Factors Causes Yes No Remarks (use back 
of page if necessary) 

6.1 Health  
worker   
factors 

Lack of training in midwifery/obstetric skills    

Delay in deciding to refer    

Initial assessment incomplete    

Inadequate resuscitation    

Wrong diagnosis    

Wrong treatment    

No treatment     

Delay in starting treatment     

Inadequate monitoring    

Prolonged abnormal observations without 

action 

   

Lack of obstetric life saving skills    

6.2 Admin. 
Factors 

Communication problem between health 

facilities 

   

Transport problem between health facilities    

Lack of qualified staff    

Lack of essential obstetric drugs    

Lack of essential equipment, incl. 

resuscitation 

   

Lack of laboratory facilities    

Non availability of blood     

Absence of trained staff on duty    

  



38 
 

6.3 Patient/ 
Family  
Factors 

Delay in reporting to health facility    

Lack of transport from home to health facility    

Unsafe traditional/cultural practice    

Use of traditional medicine    

Unsafe medical treatment    

Refusal of treatment    

Delay in decision making    

Financial constraints    

6.4 TBA, 
community  
factors 

Failure to recognise danger signs    

Failure to accept limitations    

Use of traditional medicine    

Lack of transport    

Delay in deciding to refer    

6.5 Other 
factors 
(specify)  
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7. NEONATAL INFORMATION 

7.1  Was the baby weighed after delivery?       Yes    No   

7.2  If “Yes”, Birth weight:  grams  

7.3  Was the Apgar score determined after delivery?   Yes    No   

7.4  If “yes”, 5 min Apgar score:  

7.5  Outcome for newborn: (√ one box):    

 Alive      Fresh SB    Macerated SB     Neonatal Death (NND)   

If NND:   

7.6  Time of death: :  am/pm  

7.7  Date of death:  / /  (dd/mm/yy)  

7.8  Cause of Death (√ appropriate boxes): 

 Preterm baby  Neonatal tetanus 

 Low birth weight  Diarrhoea 

 Asphyxia  Birth defect 

 Hypothermia  Others (specify) 

  Sepsis  

ASSESSMENT OF THE MATERNAL DEATH BY FACILITY MATERNAL DEATH 

REVIEW COMMITTEE 

 
1. CASE SUMMARY (supply a short summary of the events surrounding the death including 

quality of care at all levels. Use back of page if necessary) 
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9. FACILITY MATERNAL DEATH REVIEW COMMITTEE ACTION PLAN            

TO IMPROVE FUTURE CARE   (use back of form if more space is needed) 

 

Level of Care Proposed Activities Proposed Time 

Frame 

Responsible 

Person 

Hospital    

Health Centre    

TBA    

Family/ 

Community 

   

 

10. FORM COMPLETED BY: 

 

10.1 Name:_________________________  10.2 Designation: ___________________ 
 

10.3  Telephone:    
 
10.4   E-mail:       __________________________________ 
 

10.5  Date: / /  (dd/mm/yy) 

  
 
10.6 Signature: ________________________________________________________  
 
10.7 Name Chair Person Review Committee:________________________________ 
 
10.8 Designation: ______________________________________________________ 
 

10.9 Date:        / /  (dd/mm/yy) 

 
 
10.11 Signature: ____________________________ (Chairperson of Review Committee) 
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YOBE STATE MINISTRY OF HEALTH 

MATERNAL DEATH NOTIFICATION FORM (MDR 2) 

GENERAL INSTRUCTIONS 

Á This form must be completed for all maternal deaths (including indirect deaths, abortions, molar and ectopic 
gestation) occurring up to 42 days following delivery / termination of pregnancy).  

Á This form must be completed immediately after death by the last person who attended to the patient.  
Á A copy should be submitted to the LGA MCH coordinator, who will report to the LGA M&E officer and the 

MCH coordinator of the State Ministry of Health (SMOH). 
Á Coding must be done at hospital level with code of HF (first 4 letters), LGA and state and MD individual code 

number for each deceased. 

DETAILS OF THE DECEASED 

1.   MD Case Number:    /  /  /  

2.   File Number (health facility):       
3.   Physical Address or locality where patient lived (LGA, Name of village, Code): _______________________ 

      LGA: ____________________________________   Health Facility: __________________________________ 

4 Age (years):  (estimate if age is unknown) 

5    Locality where death occurred: LGA: ______________________  health Facility: ___________________ 

6.           Place where death occurred:  (√ one box) 

1.  Tertiary Teaching Hospital 6.   TBA   

2.  Federal Medical Centre 7.   Home 

3.  General Hospital 8.   On the way/before arrival at H/F    

4.  Primary Health Care Centre 

5.  Stand alone Maternity Unit 

9.   Other (specify) 

     _____________________________ 

7.   Ownership of health facility: (√ one box) 

1.  Federal MOH  3.  Private 5.  Faith-based 

2.  State MOH 4.  LGA 6.  Other 

8.   Suspected cause of death(√ one box):  

1.  Haemorrhage     5.    (Pre-) eclampsia 

2.  Obstructed labour     6.    Complications of abortion 

3.  Ruptured uterus    7.    Ectopic pregnancy 

4.  Puerperal sepsis    8.    Other (specify) 

9.    Condition at the time of death (√ one box):  Delivered                 Undelivered 

10. Date of          / /    11. Date of    / /  
       Admission:                                                                Death:   
 

1. Outcome for newborn (√ one box): 
 

 Alive    Fresh SB                Macerated SB     Neonatal Death (NND) 
 
13. Name: ____________________________________   14. Designation: _____________________________   

  

15. Date:  / /                       16. Signature:  ___________________________ 
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YOBE STATE MINISTRY OF HEALTH 

MATERNAL DEATH FOLLOW UP FORM (MDR 3) 

 
GENERAL INSTRUCTIONS; 
This form must be completed by the Facility Maternal Death Review Committee 
The code must be the same as the code on the MDR1 and the MDR 2 forms. 

 

1.   MD Case Number:  /  /  /  

                                            (First 4 characters of name of HF / Month / Year / Case no.) 

2.   Admission Number:   

3.  Date reviewed by Facility MD Review Committee:    /  /  

4.   LGA: ______________ 6. State: ________________ 7. Facility: __________________________ 

5.   Primary (Immediate) Cause of Death: ______________________________________________ 

6.   Secondary (Specific) Cause of Death: _______________________________________________ 
 

7 Principal avoidable factors: ___________________________________________________ 
 
_________________________________________________________________________________ 

 

11. Action points: Proposed activities Activities done / Remarks 

 

Hospital level 
 
 
 
 
 
 

 
 

 

PHC level 
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TBA 

 

 

 

 
 

 

Family/Community 

 

 

 

 

 
 

 

12. If proposed activities not done, indicate reason(s):  

 

 

 

 

 

 

 

13. Remarks of chair of the Facility MD Review Committee: 

 

 

 

14. Signature: 15. Name: 

 

16. Designation: 17. Date: 
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YOBE STATE MINISTRY OF HEALTH 

FACILITY STAFF INTERVIEW RECORD 

Introduce yourself and thank the respondent/s for helping the Maternal Death Review Committee by agreeing to be interviewed.  Offer to 

answer any questions about the purpose and methods of the MDR before beginning.  Use codes to note the person giving response.  If there 

are staff present who would not have written in the notes (e.g. orderlies) but who cared for the woman, give them a code too. 

The checklist is to be used as a memory prompt; the sample questions given here are illustrative and should be adapted for local use. 

Name of woman ............................................................................... 

Checklist Details 

Verbatim report 

‘Can you tell me what happened from the time (name) 

arrived at (name of facility) until she died?’ 

Respondents knowledge  

‘Were you with (name) when she died?’  If no, how long 

before her death did you see her?’ 

‘Who told you about her death?’ 

‘Was this person with (name) when she died?’ 

‘About how long after her death, did you hear about it?’ 
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Checklist Details 

Treatment at the facility 

‘Who (level of staff) admitted (name)?’ or ‘who was looking after 

(name) when her death occurred?’ 

‘What did you make of her condition when you first commenced her 

care?’ 

‘Did you feel confident in your diagnosis?’ 

‘What was your plan of care, (including referral to medical staff)?’ 

‘Were there any obstacles to/delays in implementing your plan? 

‘What were these?’ 

‘Were you able to stay with (name) at this time or not?’ 

If not, ‘Why not, and did anyone (incl. relative)?’ 

Action taken 

‘About how long after you felt something was seriously wrong did 

you decide to act?’ 

‘What did you do (including referral to medical staff/facility if asking 

at satellite clinic)?’ 

‘Did you feel confident in carrying out these actions, did you have 

enough support?’ 

‘Did you have the appropriate equipment/drugs?  If not, do you 

know why not?’ 
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Checklist 
 

Details 

Symptoms before death  

‘Close to the time of death, did (name) have any of the following 

problems: 

-  convulsions/fits 

-  bleeding from the vagina (flooding with blood) 

-  long labour (longer than 12 hours) 

-  high fever 

-  yellow skin or eyes 

-  severe abdominal pain 

-  severe chest pain 

-  extremely short of breath 

-  coughing up blood 

Relevant factors before arrival at facility  

‘Were there any factors before arrival at the facility which affected 

the woman’s condition?’ 

- treatment from TBA/traditional healer 

- mode of transport 
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Checklist Details 

Antenatal care 

‘Did (name) ever go for antenatal care during her last pregnancy?’ 

‘Did she go more than once?’ 

‘Were these visits because she had a problem or just to check on 

the pregnancy?’ 

General health  

‘Before (name) became pregnant for the last time, was she 

generally well?’ 

‘Did she have any long-standing medical problems?’ 

Avoidable factors  

‘Do you think anything could have been done to avoid her death?’ 

- availability of equipment (e.g. vacuum aspirator) 

- availability of drugs & supplies (e.g. blood, drugs) 

- delays in receiving appropriate care at facility 

- delays before arrival at facility (eg. no transport) 

- contributing circumstances and events in the 

  community (eg. untrained TBA attended delivery) 

- woman’s characteristics (eg. previous obstetric history) 
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Summary of 

avoidable factors 
Importance of factor () Type of factor () 

 Definitely 

would have 

avoided 

death 

Possibly 

would have 

avoided 

death 

Staff 

oversight 

Staff 

misguided 

action 

Staff 

incompetence 

Service 

inadequacy 

Events and 

circum-

stances in 

the 

community 

Woman 

factors 

1         

2         

3         

4         

5         

 If more space is required, use another form and attach forms together 

Name of data collector : 

Date of completion : 
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ANNEX 2:   RECORDING & REPORTING FORMS FOR FACILITY- 
                    BASED PERI-NATAL DEATH REVIEWS 
 

KATSINA STATE MINISTRY OF HEALTH 
PERINATAL DEATH REVIEW FORM (PNDR 1) 

GENERAL INSTRUCTIONS 

Á This form must be completed for all perinatal deaths (including stillbirths and early neonatal 
deaths, which are neonatal deaths within first 7 days after birth). 

Á The Health Facility Maternal and Perinatal Death Review Committee must complete the form 
within 1 month and make a follow up on the implementation of the action plan within 3 
months.  

Á The original form should stay at health facility level and a copy submitted to the LGA MCH 
coordinator, who will report to the LGA M&E officer and the MCH coordinator of the State 
Ministry of Health (SMOH). 

Á Federal and central teaching hospitals should submit copies of the form to the LGA MCH 
coordinator of the PHC office and the MCH coordinator of the SMOH. 

Á The code must be the same code as that on the notification form, PND 2 and in case mother 
has died as well the same as on MDR 1 and MDR 2. 
 

PND Case Number:  /  /  /                                    
(First 4 characters of name of HF / Month / Year / Case no.)  

1. DETAILS OF MOTHER 
 

1.2  File No.:  (Hospital file of mother) 

1.3  Age of mother (years):  (if unknown: estimate) 

1.4  Physical Address or locality where mother lives: (LGA, Name of village/town/ area) 

 

 

 

1.5  Marital status of mother:   

Married Single   Divorced    Widowed      Separated 

1.6  Educational level (completed):   

None Primary Secondary   Higher         Other (specify): ....................... 

1.7  Ethnic group 

Haussa Fulani Kanuri   Other (specify): .............................................. 

1.8  Pregnancy condition at time of death: 

Gravida       Para            Gestation at delivery (weeks)      
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2. ADMISSION AT FACILITY WHERE DEATH OCCURRED 
 

2.1  Date of admission of mother to facility:         / /  (dd/mm/yy)  

2.2  Time: :  am/pm 

2.3  Date of admission of newborn from home:   / /  (dd/mm/yy) 

2.4  Time: :  am/pm 

2.5  Admitted from:  

 Another facility      TBA         Home           Other (specify): …………………… 

Name of referring facility (if applicable): …………………………………………………… 

2.6  Foetal Heart Rate on admission:    Absent     Normal     Abnormal (>180 or < 100)  

2.7  Condition of mother on admission: 

 Stable    Critically ill     Dead on arrival (DOA) 

2.8  Date of death:  / /  (dd/mm/yr)  

2.9  Time of death: :  AM/PM 

2.10 Pregnancy stage at moment of death:   

 Before onset of labour     Intra partum      Postpartum 

 

3. ANTENATAL CARE 
 

3.1 Did she receive antenatal care?                        Yes      No   (skip to section 4) 
 

3.2 If “Yes,”  total number of visits:    

 
3.3 Any danger sign(s) identified:                           Yes    No  
 
3.4 If "Yes" specify: ………………………………………………………………………. 
 
3.5 Any action taken on identified danger signs?  Yes    No 
 
3.6 If "Yes", tick all that apply: 
 

 Referred                     Anaemia treatment                   Treatment of hypertension 

 Malaria treatment       Treatment of PROM                 Treatment of syphilis (VDRL +) 

 PMTC of HIV              Treatment of infection           Tetanus vaccination of mother  

 Other (specify): ………………. 
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4. DELIVERY AND PUERPERIUM  

4.1 Date of rupture of membranes: / /  (dd/mm/yy)  

4.2 Aspect of liquor:       Clear       Meconium-stained         Blood-stained 

4.3 Date of delivery:                          / /  (dd/mm/yy)  

4.4 Time of delivery:                         :  AM/PM 

4.5 Was a partograph used during labour?   Yes    No 

4.6 Locality where patient delivered (level of facility):  (√ one box) 

 Home       MCH      PHC / CHC        General Hospital        FMC/Teaching hosp         

 On the way before arrival at facility           Other (specify): ……………………… 

 

4.7 Duration of labour (hours:min): 

1. First stage 

hrs min 

2. Second stage 

hrs min 

3. Third stage 

hrs min 

Total 

hrs min 

 

4.8 Mode of Delivery: (√ appropriate boxes ) 

 SVD                 Vacuum                Forceps                Caesarean section 

 Breech              Destructive delivery                               Other (specify): 

 

4.9 Delivered by: (√ one box) 

 Specialist (Obs&Gyn)                        Medical officer   Midwife 

 Nurse                S CHEW              J CHEW              CHO 

  Health Ass.      TBA                     Other (specify): ………………………… 

4.10    Was the baby weighed after delivery?                       Yes       No 

4.11  If “Yes”, Birth weight:  grams 

4.12 Was the Apgar score determined after delivery?        Yes        No   

4.13 If “yes”:     1 min Apgar score:        5 min Apgar score:  

4.14  Newborn resuscitation done with bag and mask?     Yes         No 

4.15  Outcome for newborn: (√ one box): 

 Fresh SB    Macerated SB     Early Neonatal Death (ENND) 

If NND:   

4.15 Time of death: :  am/pm  

4.16 Date of death:  / /   (dd/mm/yy) 
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5. CAUSE OF DEATH  

5.1  Final Cause of Death (√ appropriate boxes): 

  Preterm baby 

  Small for gestational age (SGA) 

  Birth asphyxia 

  Birth trauma 

  Sepsis 

  Other (specify): ………………………… 

  Neonatal tetanus 

  Dehydration due to diarrhoea 

  Congenital abnormality 

  Hypothermia 

  Intra-uterine death with unknown reason 

 

 
5.2  Primary Cause of Death (√ appropriate boxes): 
 

  Spontaneous premature birth 

  Intrapartum asphyxia 

  Congenital abnormality 

  Maternal infection 

  Shoulder dystocia 

  Prolonged or obstructed labour 

  Hypertensive disorders / (pre)-eclampsia 

  Antepartum haemorrhage 

  Pre-existing maternal disease 

  Breech delivery 

  Cord problems (prolapse, knot, entanglement) 

  Other (specify); ………………………… 

 

6. ASSOCIATED FACTORS THAT CONTRIBUTED TO DEATH  

(√ appropriate boxes, to be extracted as far as possible from records) 

Factors Causes Yes No Remarks (use back of 

page if necessary) 
6.1 Health 

worker   
factors 

Lack of necessary midwifery/obstetric/NC skills    

Delay in deciding to refer / consult senior staff    

Partograph not used during labour    

Prolonged labour with no/ delayed intervention    

Inadequate monitoring of FHR during labour    

Inadequate newborn resuscitation    

Inadequate monitoring of newborn after birth    

Prolonged abnormal observations without action    

Inadequate response to maternal 
disease/complic 

   

No response to positive syphilis test during ANC    

No or inadequate response to PROM     

Inadequate management of premature labour    

Wrong or missed diagnosis    

No or inadequate treatment     

Delay in starting treatment     

Other (specify)    
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6.2 Admin.   
Factors 

Communication problem between health 
facilities 

   

Transport problem between health facilities    

Lack of qualified staff    

Absence of skilled staff on duty    

Lack of essential drugs    

Lack of essential equipment, incl. resuscitation    

Lack of laboratory facilities    

Non availability of blood     

6.3 Patient/ 
Family  
Factors 

No antenatal care (ANC)    

Late booking of ANC or infrequent visits    

Failure to recognise danger signs    

Delay in decision making or getting permission    

Preference for care at home or by TBA    

Unsafe traditional/cultural practice    

Use of traditional medicine    

Unsafe medical treatment    

Refusal of treatment – non-compliance to advice    

Inappropriate response to rupture of membranes    

Inappropriate response to poor foetal 
movements 

   

Transport problem from home to health facility    

Financial constraints    

6.4 TBA, 
Community 
factors 

Failure to recognise danger signs    

Failure to accept limitations    

Use of traditional medicine    

Transport problems    

Delay in deciding to refer    

6.5 Other 
factors 
(specify)  

    

                                                                                                                              

CASE SUMMARY AFTER ASSESSMENT OF PERINATAL DEATH BY REVIEW 

COMMITTEE  

(supply a short summary of the events surrounding the death including quality of care at all 

levels of care and at different times (antenatal care, intra-partum care, newborn care). Use 

back of page if necessary. 
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8. FACILITY MATERNAL & PERINATAL DEATH REVIEW COMMITTEE  

ACTION PLAN TO IMPROVE FUTURE CARE   

(use back of form if more space is needed) 

Level of 

Care 

Proposed Activities Proposed 

Time Frame 

Responsible 

Person 

Hospital    

Health 

Centre 

   

TBA    

Family/ 

Community 

 

 

 

 

  

 

9. FORM COMPLETED BY: 
 
9.1 Name:___________________________9.2 Designation: ____________________ 
 

9.3 Telephone:    
 
9.4 E-mail:       __________________________________ 
 

9.5 Date:           / /  (dd/mm/yy) 

 
9.6 Signature: _________________________________________________________  
 
10.7 Name Chair Person Review Committee:_________________________________ 
 
10.8 Designation: ________________________________________________________ 
 

10.9 Date:        / /  (dd/mm/yy) 

 
10.11 Signature: ____________________________(Chairperson of Review Committee) 
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KATSINA STATE MINISTRY OF HEALTH 

PERINATAL DEATH FOLLOW UP FORM (PNDR 3) 

 
GENERAL INSTRUCTIONS 

 This form must be completed by the Facility Maternal and Perinatal Death Review Committee 

 The code must be the same as the code on the PNDR1 and the PNDR 2 forms. 
 

1.  PND Case Number:  /  /  /  

                                (First 4 characters of name of HF / Month / Year / Case no.) 

2.  Admission Number:   

3.  Date of Notification:  / /  (dd/mm/yy)  

4. date reviewed by Facility review committee:   /  /  

5.  LGA: ________________; 6. State; ______________; 7. Facility: ________________ 

8. Primary Cause of Death: _________________________________________________ 

9. Final Cause of Death: ___________________________________________________ 

 

Action points Proposed activities Activities done / Remarks 

Hospital level 
 
 
 
 
 
 
 
 

 
 

 

PHC level 

 

 

 

 

 

 
 

 

  



56 
 

TBA 

 

 

 

 

 
 

 

Family/Community 

level 

 

 

 

 

 
 

 

 

12. If proposed activities not done, indicate reason(s):  

 

 

 

 

 

 

13. Remarks of chair of the Facility MD Review Committee: 

 

 

 

 

 

14. Signature: 15. Name: 

 

16. Designation: 17. Date: 
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KATSINA STATE MINISTRY OF HEALTH 
PERINATAL DEATH NOTIFICATION FORM (PNDR 2) 

 
GENERAL INSTRUCTIONS 
Á This form must be completed for all perinatal deaths (including stillbirths and early neonatal 

deaths).  
Á This form must be completed immediately after death by the last person who attended to the 

patient.  
Á A copy should be submitted to the LGA MCH coordinator, who will report to the LGA M&E officer 

and the MCH coordinator of the State Ministry of Health (SMOH). 
Á Coding must be done at hospital level with code of HF (first 4 letters), LGA and state and MD 

individual code number for each deceased. 

DETAILS OF THE DECEASED AND MOTHER 
 

1. PND Case Number:    /  /  /  

2.  File Number (health facility):       
3.          Physical Address or locality where mother lived: (LGA, Name of village, Code) 

1. Age of mother (years):  (estimate if age is unknown) 

 
6. Locality where death occurred:  LGA: _____________________ State: ______________ 
7.          Place where death occurred:  (√ one box)          
1.  Tertiary Teaching Hospital 6.   TBA   

2.  Federal Medical Centre 7.   Home 

3.  General Hospital 8.   On the way/before arrival at H/F    

4.  Primary Health Care Centre 

5.  Stand alone Maternity Unit 

9.   Other (specify) 

     _____________________________ 

8.           Ownership of health facility: (√ one box) 

1.  Federal MOH  3.  Private 5.  Faith-based 

2.  State MOH 4.  LGA 6.  Other 

9.           Name of Health Facility:  _____________________________________________ 
 
10.         Primary cause of death: ______________________________________________ 
 
11.         Final cause of death: _________________________________________________ 
 
12.         Modifiable contributing factors: 
 
2. Classification of perinatal death (√ one box): 

 

 Neonatal death                Fresh stillbirth                          macerated stillbirth 

14.          Birth weight:  grams    15.         Gestation at birth:      weeks 

16. Date of          / /    17. Date of  / /  

      Admission:                                                         Death 

14. Name: ___________________________   15. Designation: ______________________    

16. Date:  / /              17. Signature:     _______________________ 
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ANNEX 3:   PERINATAL  DEATH  CASE STUDIES 
 

CASE STUDY 1 

Zeinab Mohammed married 1 year ago and is a 17 year old primigravida from Korobo. Her 

husband Hassan is a rich businessman and she is his 3rd wife. When she was 20 weeks 

pregnant she noticed some offensive vaginal discharge and went to the antenatal clinic at 

the nearby hospital.  It was her 1st AN visit. At the booking visit the midwife took her full 

history and filled in a card, measured her weight and blood pressure, checked her blood for 

anaemia and palpated her abdomen, listened to the heart sounds of the foetus and told her 

everything was fine with her and the child. She gave her a tetanus injection, prescribed her 

iron and folic acid tablets and she had to take 3 anti-malarial tablets at the clinic. When 

Zeinab mentioned her discharge, the midwife did not examine her but told her that that was 

normal during pregnancy and that she should not worry. 

She went one more time to the antenatal clinic when she was 34 weeks pregnant, got the 

same treatment and went home. When she was 38 weeks she got labour pains and was 

taken by her mother in-law to the maternity ward in the hospital. On admission she had 

moderate contractions, the fundul height was term, the child was laying in longitudinal lie and 

cephalic presentation, the head was 4/5 above the pelvis . The foetal heart was 130/min. On 

VE she was 4 cm dilated, the membranes were intact. The midwife recorded the findings on 

the partograph. She was taken to the labour suite. Four hours later her membranes ruptured 

spontaneously. The liquor was slightly meconium-stained. The head was now 3/5 above the 

brim of the pelvis. Cervical dilatation was that time 6 cm. FH: 120/min. Four hours later the 

contractions were strong, 4 in 10 minutes, the foetal head 2/5 above the brim, the cervix was 

8 cm dilated. The foetal heart rate was 124/min. Zeinab was becoming tired and the 

contractions were very painful. Finally after 3 more hours she was fully dilated. The midwife 

told her to push with each contraction. After pushing for more than 1 hour she delivered a 

male infant of 3.8 kg. The baby was pale and did not immediately cry after birth and was 

breathing irregular. The midwife sucked out the nose and mouth and slapped the baby on its 

back. There was no ambu bag and mask in the labour ward. After some time the baby 

improved, but was still grunting a bit while breathing. The Apgar score was 3 after 1 minute 

and 7 after 5 minutes. The midwife wiped the baby dry and wrapped it in a cloth. Then she 

administered 10 U Oxytocin to the mother and delivered the placenta by controlled cord 

traction. Blood loss during delivery was 300 ml. The  perineum was intact. 

Later that day the baby had improved and was able to suck the breast, but he was still 

grunting a bit when breathing. The next day the baby got fever 38.8oC. The midwife called 

the doctor and he prescribed antimalarials and ordered tepid sponging and 6 hourly 

monitoring of the temperature. However, the temperature was only recorded twice a day.  

The next day there was still fever  and the  baby was a bit greyish in colour and slightly 

jaundiced and had a convulsion, which lasted for 2 minutes and responded well to 1 mg 

diazepam rectally. The doctor ordered a FBC and prescribed ampiclox syrup 8 hourly. The 

next day the condition of the baby was worse. He was unable to suck, looked lethargic, had 

a vacant look in his eyes and had slight twitchings. The midwife inserted a nasogastric tube 

and expressed breastmilk was given 3 hourly. The doctor reviewed the baby during ward 

round and prescribed phenobarbitone 5mg/kg, given in 12 hourly doses. The evening of the 

same day the baby suddenly stopped breathing and passed away. 
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After a week the case was reviewed at the perinatal death review meeting. 

1. What is the most likely primary cause of death? 

2. What factors may have contributed to the death and which are modifiable? 

3. What missed opportunities for good care or sub-standard care can you identify? 

4. What recommendations you have for the action plan to improve quality of care? 
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CASE STUDY 2 

Aisha Tukur is 21 year old gravida 3, para 2+2. Her last two pregnancies ended in 

miscarriage. At 16 weeks gestation she started antenatal care at the nearest CHC clinic, 

which was 1 hour away by minibus. At the booking visit the midwife took her full history and 

filled in a card, measured her weight and blood pressure, palpated her abdomen, listened to 

the heart sounds of the foetus and told her everything was fine with her and the child. She 

gave her a tetanus injection, prescribed her iron and folic acid tablets and she had to take 3 

anti-malarial tablets at the clinic. Then she was send to the laboratory for testing of Hb, 

VDRL and urine for glucose and albumen. The Hb was 11gr% The results of the VDRL 

would be out at the next antenatal visit. 

After 4 weeks she went again to the clinic. The JCHEW who received her checked her 

weight and blood pressure and recoded the findings on her antennal card. He also checked 

the register for the results of the VDRL test, which was ++ and recoded the findings on the 

card. Next Aisha was referred to the MSS midwife, who examined her and told her 

everything was fine. She was counselled on danger signs of pregnancy and birth and 

emergency preparedness. She got her 2nd dose of Fansidar and was given ferro/folic acid 

tablets for 4 weeks. 

At 34 weeks she had the impression that the foetal movements were less. She went to the 

antenatal clinic at the CHC and was told by the jCHEW to come back after 3 days because 

on that day there was no antenatal clinic, but only childhood immunisations. Disappointed 

and worried about the condition of the child, she returned home. Three days later her 

husband was not around so she had no money for transport and had to wait until the next 

week to go to the antenatal clinic. 

When she finally went back to the antenatal clinic she could not feel foetal movements since 

3 days. The midwife examined her and could not hear the foetal heart. She was referred to 

the general hospital 3 hours away by bus and was given a referral letter. She cried, went 

home and told her husband. The next day they went together to the hospital. She was 

examined by the midwife, who also could not hear the foetal heart, not even with the 

Sonicaid. She was referred to the doctor, who confirmed the intra uterine death. 

After admission labour was induced with an IV drip with 2 U oxytocin, of which the drip rate 

was gradually increased half hourly. After two infusions she delivered a macerated stillbirth, 

with a weight of 2.2 kg. The placenta looked somehow abnormal and was bulky. Blood loss 

was 250 ml. 

Some tests were carried out in the hospital and she received two injections before 

discharge. 

The case was reviewed at the next perinatal death review meeting. 

1. What is the most likely primary cause of death? 
2. What factors may have contributed to the death and which are modifiable? 
3. What missed opportunities for good care or sub-standard care can you identify? 
4. What recommendations you have for the action plan to improve quality of care? 
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CASE STUDY 3 

Funmi Okintade was a 17 year old schoolgirl, who accidentally got pregnant from her 

boyfriend Mussah, who was her classmate in form 1. They had had occasional sex since 3 

months but never used contraceptives. When the pregnancy became obvious she was 

expelled from school. Her father was very angry and told her she had brought shame on the 

family. To hide the situation Funmi was sent to her grandmother in her mother’s native 

village. 

She helped her grandmother in the garden and with household chorus, but did not go to 

antenatal clinic because she felt embarrassed. After she was 32 weeks pregnant her feet 

gradually became swollen and later even her fingers. Her grandmother took her to the 

nearby MCH clinic, where she was seen by the midwife at the antenatal clinic. The female 

CHEW was not very nice to her and condemned her pregnancy as a result of her immoral 

behaviour. Apart from an elevated blood pressure of 130/90 nothing abnormal was found. 

No any laboratory tests were carried out since the MCH had neither laboratory nor dipsticks 

to test her urine. Funmi was advised to rest at home and to come back after a week. 

However, Funmi decided not to go back to the antenatal clinic because she did not like the 

judgemental attitude of the CHEW and her moralistic talks. When she was 36 weeks 

pregnant, suddenly she got abdominal pain, which persisted. Later the same day she started 

bleeding and felt weak. Her grandmother called the local TBA, who examined her and told 

her something was wrong with the pregnancy and that she had to go to the hospital. Her 

grandmother took her in a minibus to the hospital in town, which was 1 hour away. 

On admission she was examined by the midwife in the maternity. Her pulse rate was 

100/min, BP: 160/110, Temp: 37oC. She looked slightly pale and had edema of hands and 

feet while her face also looked slightly puffy. The fundus was at term, the uterus felt hard 

and the foetus was difficult to palpate, but was in cephalic presentation. The FH was 

120/min. There was slight vaginal bleeding. The cervix was soft and closed.  She was 

admitted and reviewed by the doctor, who prescribed an injection of 5 gr magnesium 

sulphate in each buttock and an iv  injection of 5mg hydralazine, which treatment was 

repeated after 4 hours . Later that day the BP had gone down to 130/90. Her condition 

remained stable. On her patient notes no information was recorded on the foetal heart rate 

since admission. 

The afternoon of the next day she went into labour and at 11pm she delivered a fresh female 

stillbirth with a weight of 2.5 kg. The placenta was delivered by controlled cord traction 15 

minutes after delivery of the fetus, together with a large blood clot. Total blood loss was 

estimated at 500 ml. Magnesium sulphate was continued until 24 hours after delivery. The 

edema gradually subsided and the BP returned to normal. Three days after delivery she was 

discharged in good condition. 

The case was reviewed at the next perinatal death review meeting. 

1. What is the most likely primary cause of death? 
2. What factors may have contributed to the death and which are potentially modifiable? 
3. What missed opportunities for good care or sub-standard care can you identify? 
4. What recommendations you have for the action plan to improve quality of care? 
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CASE STUDY 4 

Nura Abubakar, who is married to Ishmael Mohammed, is 21 years and gravida 2, para 1. At 

20 weeks gestation she started antenatal clinic at the nearby MCH clinic. No any 

abnormalities were found. At 28 and 32 weeks she attended again. At gestation 33 weeks 

her membranes ruptured and she started draining liquor, but there were no contractions. 

She realised that the foetus was still quite small to be born. When her husband came home 

from work at 4pm she informed him and the next day he arranged transport and took her to 

the general hospital. 

At the hospital she was admitted in the maternity with a diagnosis of threatening premature 

labour and put on complete bed rest, with 4 hourly monitoring of vital signs, contractions and 

foetal heart rate. The draining of liquor diminished, but after 4 days she got slight 

contractions. She was prescribed a salbutamol intravenous infusion of 10 mg / 1 litre normal 

saline,  but despite this she went into labour the next day. During admission her vital signs 

and the FHR were only recorded 12 hourly.  On the day she went into labour a temperature 

of 38oC was recorded in the morning.  At 3pm Nura gave birth to a premature male infant of 

1.8 gr with an Apgar score of 6 after 1 minute and 9 after 5 minutes. The cord was clamped 

after 3 minutes, the baby was wiped dry and wrapped in a cloth, received 1 mg Vitamin K1 

im and was put on the mother’s chest. After Nura received 10 U oxytocin, the placenta was 

delivered by controlled cord traction. 

The baby was treated with Kangaroo Mother Care and initially did well apart from occasional 

apnoe attacks, which responded well to tactile stimulation. However, the 2nd day the baby 

developed more severe breathing difficulties, had an increased respiration rate of 60/min 

and had chest-indrawing and looked slightly cyanotic. The newborn was unable to suck and 

was put on 3 hourly nasogastric tube feedings of expressed breast milk and received 

ampicillin 100 mg bd and gentamycin 5 mg od. Unfortunately the maternity had run out of 

oxygen cylinders so oxygen could not be given. At night the baby stopped breathing. 

The case was reviewed at the next perinatal death review meeting. 

1. What is the most likely primary cause of death? 

2. What factors may have contributed to the death and which are potentially modifiable? 

3. What missed opportunities for good care or sub-standard care can you identify? 

4. What recommendations you have for the action plan to improve quality of care? 
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