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Glossary of terms 
Maternal death 

The International Classification of Diseases (ICD 10) defines a maternal death as: 

“The death of a woman while pregnant or within 42 days of termination of pregnancy, 

irrespective of the duration and the site of the pregnancy, from any cause related to or 

aggravated by the pregnancy or its management but not from accidental or incidental 

causes” 

A woman must therefore be pregnant or recently pregnant, and have experienced some 

complication, before her death can be defined as a maternal death. This definition may seem 

clear but numerous studies have found misclassification of causes and underreporting of 

maternal deaths in official statistics
1
. 

Maternal deaths are subdivided into two groups 

Direct obstetric deaths:  Direct obstetrics deaths are those resulting from obstetric 

complications of the pregnancy state (pregnancy, labour and puerperium), from 

interventions, omissions, incorrect treatment, or from a chain of events resulting from 

any of the above 

Indirect obstetric deaths:  Indirect obstetric deaths are those resulting from previous 

existing disease or disease that developed during pregnancy and which was not due to 

direct obstetric causes, but which was aggravated by physiologic effects of pregnancy 

What is the definition of a perinatal death? 

 Perinatal death: A death that occurred around the time of birth. Includes both still births 

and early neonatal deaths. 

 The perinatal period: This commences at 28 completed weeks of gestation and ends 

seven completed days after birth. 

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

 Stillbirth: This is death prior to the complete expulsion or extraction from its mother of 

a fetus/baby of 1000 grams or 28 weeks gestation; the death is indicated by the fact that 

after such separation the fetus does not breathe or show any other evidence of life, such 

as beating of the heart, pulsation of the umbilical cord or definite movement of voluntary 

muscles 

 

 

                                                           
1
 Between 2-73% of maternal deaths have been found to be classified as non-maternal deaths in official 

statistics. 
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Near Miss 

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

Live birth is the complete expulsion or extraction from its mother of a fetus/baby of 1000 grams 

or 28 weeks gestation; which, after such separation, breathes or shows any other evidence of 

life, such as beating of the heart, pulsation of the umbilical cord, or definite movement of 

voluntary muscles, whether or not the umbilical cord has been cut or the placenta is attached; 

each fetus/ baby of such a birth is considered live born. The legal requirements for notification 

of perinatal deaths vary between and even within countries. WHO recommends that, if possible, 

all fetuses and infants weighing at least 500 gm at birth, whether alive or dead, should be 

included in the statistics. The inclusion in national  statistics of fetuses and infants weighing 

between 500 gm and 1000 gm is recommended both because of its inherent value and because it 

improves the coverage of reporting at 1000 gm and over. For international comparison, 1000 

gm and/or 28 weeks gestation is recommended. 

Confidential Inquiry 

In Confidential inquiry, the review is carried out by a group of appointed Independent 

assessors who will use the same audit guidelines to review selected maternal and perinatal 

deaths (even if these have already been reviewed by the Facility audit team.  
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Executive summary  

Reviewing maternal and perinatal deaths and telling the story of how individual women and 

babies died is essential in understanding why women/ babies could have died. The process 

explores gaps within and outside the health facility and those outside the health facility, that 

could have contributed to the deaths of pregnant women and/ or their babies. Addressing 

these gaps will subsequently lead to reduction in numbers of women/ babies dying from 

pregnancy related causes. This report provides information on what has been achieved in 

terms of learning from maternal and perinatal death reviews and provides hints on what more 

has to be done to hasten progress towards reduction of preventable maternal and perinatal 

deaths in Uganda. 

Maternal deaths: 

Routine reporting using DHIS2 has markedly improved and completeness of health facility 

reporting has improved from 85% to 94%. HMIS data shows that out of the 724,806 women 

who delivered in health facilities, 1157 died in child birth. Twenty three (23) of the 112 

(20%) districts in Uganda did not provide data on maternal deaths. Although maternal death 

in Uganda is notifiable, only 210 (18%) of the 1157 maternal deaths that occurred in health 

facilities in Uganda were notified to the Ministry of health.  

All regional referral hospitals, 40 % of general hospitals and 10% of HCIVs have been 

supported to establish health unit MPDR committees.  Ideally after a maternal death has been 

notified, the health facility MPDR committee is expected to carry out a review of the 

maternal death, within one week and send a copy of the review form to Ministry of Health.  

However, of the 1157 deaths that were reported in the HMIS only 222 deaths (19%) were 

reviewed by 22 health facilities and forwarded to Resource centre. This report therefore 

should be viewed in this context.  

According to HMIS, the top ten districts with the highest maternal mortality ratios were 

Amudat, Kiryandongo, Kitgum, Masaka, Mityana, Buvuma, Adjumani, Ibanda and 

Bundibugyo. The highest district maternal mortality ratio was 850 per 100,000 live births in 

Amudat. It is noted that eight of the districts with the highest maternal mortality ratios have 

had serious maternal and newborn human resource challenges. 

Nine percent of the deceased mothers had been in the health facilities for only 2 hours before 

they died, while the majority (53%) died within 24 hours of reaching the health facility. The 

majority (78%) of women that died were classified as having been critically ill on admission. 
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This data suggests that the majority of women presented to the health facility rather late, and 

therefore had limited chances of survival especially in facilities that did not have 100% 

emergency readiness.  

The commonest cause of death of the mothers was bleeding (38%), followed by pregnancy 

complications associated with high blood pressure (11%), infections and other conditions not 

related to pregnancy (11%), abortion (11%) and pregnancy related sepsis (10%). It is also 

note worthy that 15% of the maternal deaths were deaths of adolescents.  This age group also 

had a higher proportion of abortion related deaths (18%) compared with older women. 

A number of avoidable factors were noted as having contributed to these maternal deaths. 

The health system factors included  the lack of blood (noted in 31% of cases); the lack of skill 

and expertise and the lack of critical resources (each noted in 13% of cases); lack of transport 

between facilities (10% of cases) and staff number inadequacies (noted in 9% of cases). On 

the part of the deceased, the most common avoidable factor was the delay in seeking help. 

This was noted in 56% of cases. Other noted avoidable factors on the part of the deceased 

mothers were lack of partner support (14% of cases); lack of transport from home (11% of 

cases); herbal use 10% of cases; refusal of treatment or transfer (13% of cases).  

Antenatal care is an important entry point for pregnant mothers accessing care and being 

supported to prepare for birth. However, only 41% of the deceased mothers could be said to 

have attended antenatal care.  

Health facilities like Mbarara University hospital, Nakaseke Hospital, Kiwoko Hospital and 

Nsambya hospital have made great strides in reducing maternal and perinatal deaths and they 

stand out as model facilities to be learnt from.  

Perinatal deaths: 

All 112 districts in the country reported perinatal deaths through HMIS. However, only 11 

health facilities in 8 districts reviewed some perinatal deaths and forwarded findings to 

national level. These are  Mulago National referral hospital, Mbarara Regional Referral 

hospital; Nakaseke, Kiwoko, Yumbe, Nebbi, Kayunga and Mityana hospitals; as well as  

Yumbe and Kei Health centre IIIs and Midigo health centre IV. 

HMIS shows that out of the 726,686 deliveries, 7,333 were macerated still births, 12, 891 

were fresh still births and 5970 were early neonatal deaths. This translates into a perinatal 

mortality rate of 36 per 1,000 total births. The districts with the highest numbers of perinatal 

deaths per 1000 total births were Kaabong (with the highest) followed by Busia, Lira, 
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Masaka, Gulu, Mityana, Arua, Iganga, Mubende and Rakai in that order. In Kaabong, the 

perinatal mortality rate was 76.2 for every 1000 births, while that in Rakai was 40.1 for every 

1000 births. The leading causes of death of the babies were birth asphyxia, prematurity and 

syphilis.  It is noteworthy that only 9% of the mothers that lost their babies could be said to 

have done the syphilis test.  In majority of reviewed cases (74.7%), the information on 

syphilis testing was missing. Furthermore, 64.8% of the mothers whose babies died did not 

receive intermittent presumptive malaria treatment and 33% did not receive tetanus 

immunization. 

A large proportion of the peri-natal deaths were associated with sub optimal care. Partographs 

were used in monitoring the labour progress of only 10% of the mothers   and resuscitation 

was conducted in only 40%. Twenty two percent of the babies were not resuscitated at all.  

Therefore this clearly indicates that basic care of a mother and baby at the time of birth still 

requires strengthening in many of the health facilities. 

The avoidable factors that the review teams noted in the deaths of these newborns were 

absence of critical human resource, staff oversight and lack of resuscitation equipment. On 

the part of the mothers of the deceased newborn, the most common avoidable factor was 

delay in seeking help. 

Based on what has been learnt from these reviews, it is recommended that; 

1. The legal framework for MPDR should be widely disseminated and understood by the 

health workers, community and advocacy groups. We need to promote a no-blame 

environment for MPDR. Maternal death reviews are for quality improvement and not 

for litigation. The MOH should clarify this to the health workers and the relevant 

authorities that would like to use MPDR for litigation and prosecution.  

2. Improve quality of data collection and reporting: We should develop a standardized 

process of coding causes of death. The codes provided in the summary MPDR form are 

related to the most common cause of death in the ICD 10 coding. All health workers 

should be oriented to the underlying cause of death coding that is used in ICD10 

coding.  Existing platforms that can be used include the Vital Registration System, 

mobile phones technology, HMIS/IDSR focal person and the HMIS.  

3. Improve monitoring of labor: Appropriate use of a partograph significantly reduces 

intra-partum related maternal and perinatal deaths and further still, basic resuscitation 

reduces neonatal deaths by 30%.  
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4. The MPDR cycle should be completed: Skills in critical analysis and developing 

recommendations for action and completing the MPDR cycle are required. Management 

of review meeting is critical and a champion for MPDR is necessary at the health 

facility. Facility MPDR need to focus on solutions within their reach. An 

implementation guideline providing tools of doing this should be disseminated. 

5. Health system and leadership should be able to implement key high impact solutions to 

maternal and newborn mortality. The Sharpened RMNCH plan that has been developed 

should be implemented with MPDR and MDSR as core monitoring and quality 

improvement processes.  
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1.0 Introduction and Back ground 

Uganda has registered notable reduction in infant and under five mortality in the past two 

decades. Unfortunately the same does not apply to maternal and newborn mortality rates. 

Maternal mortality ratio has slowly declined from 506 to 438 maternal deaths per 100,000 

live births while neonatal mortality rate has almost stagnated at 29 per 1000 live births 

(UDHS 2011). Maternal deaths are not a rare occurrence and numbers of perinatal deaths 

(still births and first week deaths) are disheartening. Over half of the total newborn deaths 

occur during the first week of life and mainly in the first 24 hours of life principally because a 

considerable proportion of them are associated with sub-optimal obstetric care.  

Reviewing maternal and perinatal deaths and telling the story of how individual women and 

babies died is necessary in understanding why women could have died. Approaches for 

investigating maternal and perinatal deaths take into account the medical causes and other 

factors that led to the death of a woman/baby.  A systematic review of deaths can facilitate 

identification of social cultural issues and health systems failures/gaps that contribute to 

death.  The purpose of Maternal and Perinatal Death Reviews (MPDR) is therefore to identify 

major causes of death and the associated risks and /or avoidable factors as well as areas for 

improving access to quality care. Actions to address the gaps and develop an effective 

response if implemented will consequently result in reduction of burden of mortality and 

morbidity.  

The process includes preparing a summary of each death, including key findings and 

presenting to a multidisciplinary committee that discusses the case, reviews all pertinent data, 

and completes a brief report on the medical cause of death, contributing factors, and 

avoidable factors. Based on standards and protocols, the committee then issues broad or 

specific recommendations to address avoidable factors noted by the review to prevent similar 

deaths in the future.  Information on individual cases, when aggregated, can show trends or 

common factors for which remedial action may be possible.  

Data from HMIS and information from maternal and perinatal death review (MPDR) 

conducted at different facilities should be aggregated and analyzed to get a national picture 

on challenges with providing/ accessing emergency obstetric and newborn care as well as 

recommended  actions for improving maternal health and reduce pregnancy related mortality 

and morbidity.  
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In 2008, due to the high maternal mortality ratio and slow progress to MDG targets; maternal 

deaths were declared a national emergency. A directive was put in place to notify all maternal 

deaths and review all maternal and perinatal deaths.  A national committee on maternal and 

perinatal death reviews was established followed by establishment of similar committees at 

the regional referral hospitals and later cascading to general hospitals and Health centre IVs.  

Figure 1 presents the milestones achieved in institutionalizing of Maternal and Perinatal 

Death Review. 

Figure 1.     

Milestones in institutionalizing MPDR

• Initial introduction  
WHO, UNFPA,  
AOGU

• Project attempts at 
MDR,  Verbal 
autopsy

1998 2002 2002-06 2008 2009 2012

 2002 
MPDR 
guidelines 

 Slow 
progress

 Presidential directive  on 
notification and auditing 
maternal and perinatal deaths

 National MPDR committee 
formed

 2009-to date 
training of health 
workers

 Standard tools 
developed

 2012 First 
national 
report

 Standardizing
training materials

 Establishing web 
based reporting

2013

 

During 2012/13, more partners have joined UNFPA and WHO to support initiatives and 

activities to strengthen MPDR. UHSSP project funded by World bank helped to orient health 

workers and establish health facility review committees in 30 districts, SMGL in 4 districts, 

Save the children in one district. To date, all regional referral hospitals, 40% of general 

hospitals and 10% of HCIVs have been supported to establish committees but functionality of 

committees varies from district to district. 

The 2012/13 report is intended for stakeholders in improving the health and care of pregnant 

women and babies, including community health leaders, policy makers,  planners, clinicians, 

researchers, and consumers of the healthcare service. The report covers:  

 Notification of maternal deaths and routine HMIS reports 

 National level analysis of Maternal death reviews 

 Recent MPDR initiatives  

 National level analysis of Perinatal death review data 

 Discussion, conclusions and recommendations 
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2.0 Methods: 

The data presented in this report is largely from the HMIS, Maternal Death notification 

forms, Maternal and perinatal death review forms and reports from programs/ projects 

supporting MPDR activities.  All the MPDR forms that were forwarded by health facilities to 

MOH Resource Centre in 2012/ 2013 were used.  

HMIS form 105 collects data on maternal death summaries. In addition to maternal deaths it 

provided information on total number of births, neonatal deaths (0-7 years), outpatient 

maternity attendances and HIV in pregnancy. This analysis was restricted to Maternal and 

newborn births and deaths.  

HMIS10A is the maternal death notification form that should be completed within 48 hours 

of a maternal death. The form is then sent to the MOH and district level. The Maternal and 

perinatal death committee reviews the deaths and completes the maternal death review 

(MDR) form within one week. For perinatal death, the perinatal death review (PDR) form is 

used. Copies of review forms are forwarded to the national level for aggregating and further 

analysis. In this report, 222 MDR and 91 PDR forms that were forwarded to MOH were 

analyzed. 

The factors analyzed include routine reporting and notification of maternal deaths, death by 

age, status of pregnancy at admission, antenatal attendance, parity, place of delivery, severity 

of illness, duration of stay in facility, referrals, HIV status and cause of death as assigned by 

the national MPDR committee. Excel and Stata were used to calculate descriptive statistics. 
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3.0  Results 

3.1 Routine reporting and notification of maternal deaths 

Over the last year routine reporting using DHIS2 has markedly improved. Although 

2012/2013 AHSPR 2012/2013 noted that the completeness in reporting of monthly data at 

district level dropped from 94% to 79%, completeness of health facility reports improved 

from 85% to 94%. Furthermore, maternal death reporting was considered a quality of care 

indicator and was used for analyzing performance of regional referral hospitals and general 

hospitals.  

In 2012/2013, routine reporting through the HMIS shows that out of the 724,806 deliveries, 

1157 women died in childbirth. Table 1 presents the facility based maternal mortality ratios 

estimated for each of the levels of care.  Of the 112 districts, 23 districts (20%) with a total of 

about 50,000 live births did not provide data on maternal death. 

Table 1:  Deliveries, live births and maternal deaths by region during 2012/2013 

Facility type Deliveries FSB Maternal Death MMR 

General Hospitals (110/116) 150,276 3,652 526 359 

Regional referral and large PNFP hospital (18/19) 89,626 1,907 276 315 

HMIS district data  726,686 12891 1157 162 

Using the district reporting, the top ten districts with the highest reported MM rate are shown 

in Table 2.    

Table 2:  Top ten district with highest reported MM rate 

District 

Deliveries in 

unit 

Live Births in 

unit 

Maternal 

Deaths 

Maternal 

Mortality 

Ratio  

Amudat  361 353 3 850 

Kiryandongo  4114 3966 30 756 

Kitgum  7013 7031 46 654 

Masaka  11400 10957 63 575 

Mityana  9089 9049 31 343 

Buvuma  613 595 2 336 

Adjumani  4123 3895 13 334 

Ibanda  4759 4552 15 330 

Bundibugyo  3959 3803 12 316 

Napak  2369 2326 7 301 

*Maternal Mortality ratio per 100,000 live births 
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Apart from Masaka and Mityana, these districts have had severe maternal and newborn 

human resource challenges especially those critical in EMONC services. Masaka also carries 

the burden of Kalangala district and some surrounding districts without functional HCIVs. 

Furthermore, the proportion of mothers delivered by skilled birth attendants is low in most of 

these districts. N.B. The analysis of maternal mortality ratio estimates from the HMIS should 

be used with caution. Both the numerator and denomitor data is affected by  the facility 

utilization and the quality of data collected at the health faciltiies and reported to the 

Resource centre. The national average of facility based deliveries is 39% (range 6% Amudat 

to 111% Nwoya) of the expected deliveries and births in the country (AHSPR 2012/2013).  In 

addition, Maternal deaths reported in the maternity report may be an underestimate of 

maternal deaths if any pregnancy related death occurred in non-maternity section.   

3.2 Maternal Death notification  

Of the 1157 maternal deaths reported in HMIS, only 210 (18%) deaths were notified to the 

MOH, a quarter of which (56) did not have date of death reported. There has been general 

improvement in notification of deaths compared to the last year. This year, seven regional 

referral hospitals, 21 general hospitals and nine lower health facilities notified maternal 

deaths as shown in Table 3.  

Table 3: Health facilities providing maternal death notification  

Health facility  N Health facility N Health facility N 

Regional Referral Hospitals  Rugarama 8 Comboni 1 

Jinja RRH 28 Kawolo 7 Kiryandongo 1 

Arua RRH 22 Rakai 5 Health centres  

Mbarara RRH 17 Nyakibale 4 Koboko HC IV 2 

Mubende RRH 8 Bundibugyo 4 Midigo HC IV 2 

Soroti RRH 7 Matany 4 Mpigi   HC IV 2 

Kabale RRH 3 Naggalama, St Francis 4 Kotido HC IV 1 

Moroto RRH 2 St. Francis Nsambya 4 Lalogi HC IV 1 

General Hospitals  Tororo 4 Irundu HC III 2 

Yumbe 14 Kambuga 3 Buyende Bugaya HC III T 1 

Kiboga 13 Nebbi 3 Kulikulinga HC III 1 

Iganga 12 Anaka 2 Arua Regional Blood Bank CLINIC 1 

Kayunga 9 Kaabong L 2   

Gombe 8 Amudat 1 Total 213 
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According to maternal death notification forms, the median gestation age was 36 weeks and 

only 16% had a gestation age at time of admission less than 28weeks.  

The cause of death coding was done by the MPDR committee based on the provisional 

diagnosis provided on the notification form as the cause of death.  The classification provided 

in the maternal death review form was used. However, some of the causes of death diagnosis 

on the notified forms were difficult to interpret since they were the immediate cause of death 

diagnosis and not the underlying cause of death.  In future, staff doing notifying maternal 

deaths should be provided with cause of death classification that can help determine 

underlying cause of death. 

The most common cause of death among mothers was hemorrhage. Severe anaemia, 

classified under conditions and infections not related to pregnancy contributed 45% (18/40) 

of the cases . It is difficult to determine if this was the true underlying cause of death or the 

immediate cause of death. In addition hemorrhage was unspecified in 37/65(56%) of cases. 

Table 4 below shows cause of death based on diagnosis on notification forms. 

  Table 4.  Causes of death in Notification form 

Category Category Name N % 

3 Hemorrhage 65 34 

6 infections not related to pregnancy 40 21 

4 Pregnancy related sepsis  28 15 

5 Hypertensive disorders in pregnancy 17 9 

11 Unknown/Other specify 16 8 

2 Abortion related 9 5 

10 Other specify 7 4 

7 anesthetic complications 3 2 

8 Pre-existing disease  3 2 

9 Non Obstetric causes 1 1 

1 Ectopic 0 0 
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Length of stay at healh facility 

Staff notifying Maternal deaths are expected to state the day and time of admission and death 

of the mother. This information is used to estimate the approximate time the mother stayed at 

the health facility. About 90% of of the notifications reported length of stay at the facility. 

 Table 5 shows that about 9% of the mothers stayed at the facility for less than 2 hours while 

the majority (53%) died within 24hours of reaching the health facility.  

Table 5. Length of stay in the facility based on the notification forms 

 Length of stay in facility N % 

Under 2hrs 19 8.9 

2.01-6hrs 37 17.3 

6.01-24hrs 57 26.6 

1-7days 44 20.6 

More than 7 days 32 15 

Missing  25 11.7 

Total 214 100 

3.3 Maternal Death reviews  

The MOH national policy guidelines recommend that all maternal deaths that occur should be 

reviewed in one week and use the information to improve service delivery.  Copies of MPDR 

forms would then be forwarded to the MOH Resource centre for compilation and review by 

the MPDR committee.  The analysis below is based on 222 maternal death review forms that 

were submitted to the Resource Centre.  In all only 19% of all the maternal deaths reported in 

the HMIS were reviewed and sent to Resource centre. These reviews were conducted by 22 

health facilities (Table 6). 
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Table 6: Facilities that conducted reviews and submitted forms to the Resource Centre  

Reporting hospitals N N 

Mulago National Referral Hospital 52 23.4 

Nsambya General Hospital  34 15.3 

Jinja Regional Referral Hospital  33 14.9 

Mbarara Regional Referral Hospital 21 9.5 

Nakaseke General Hospital 16 7.2 

Tororo General Hospital 11 5.0 

Yumbe General Hospital 11 5.0 

Nebbi General Hospital 8 3.6 

Midigo HCIV 7 3.2 

Gombe General Hospital 6 2.7 

Fort Portal Regional Referral Hospital 5 2.3 

Kayunga General Hospital 2 0.9 

Kiryandongo General Hospital 2 0.9 

Kotido HCIV 2 0.9 

Lochom HCII 2 0.9 

Mityana General Hospital 2 0.9 

Pakwach General Hospital 2 0.9 

Nyenga General Hospital 2 0.9 

Kaabong General Hospital 1 0.5 

Mongoyo HC IV 1 0.5 

Muyembe HCIV 1 0.5 

Rugarama 1 0.5 

Total 222 100.0 

As part of the review process, committees were asked if they had notified the MOH of the 

maternal death. Only 91(41%) reported they had notified. 
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3.3.1 Epidemiological description of the deceased mothers 

Districts of origin  

To determine access issues, MPDR committees collect and use information on the district of 

origin. Mothers came from 43 districts (Appendix 2). The majority of mothers came from 

Kampala. This is largely because of the higher number of reporting hospitals as well as the 

presence of the Mulago National Referral Hospital. It should be noted that Mulago NRH had 

received mothers from as far away as Soroti in the east and Fortportal in the South West.  

Two mothers came from Democratic Republic of Congo.   

Age of mother 

The mean age of deceased mothers was 27years (sd 7.3yrs). In all, 39% of the maternal 

deaths occurred in the youth under 25 years of age. The youngest woman who died was 

14years of age, from Buikwe, who presented with severe anaemia that could have been 

undiagnosed sickle cell disease in pregnancy. `Figure 2 illustrates Age distribution of 

deceased mothers.  

Fig 1: Death by Age of deceased 

 

Parity 

Analysis of parity revealed similar findings to the ones in the first MPDR report.  Most 

deaths occurred to mothers who had had 2 -5 Pregnancies (38.4%), followed by 6-8 (18 .4%). 

A total of 17.6% had no information captured on parity. 
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Antenatal and Referral status 

Antenatal care is an important entry point for pregnant mothers accessing care and birth 

preparedness.  In Uganda antenatal care records are largely home based records and may not 

be presented at the time of delivery or review.  Of the mothers whose antenatal data is 

available, 45 % (77/169) had not attended antenatal care.  However, of the 77 deceased 

mothers that had not attended antenatal 63% (47/77) were referred cases. Four of the mothers 

were referred by the lower level health facilities. 

Table 7: Antenatal and referral status of the deceased mothers  

Antenatal attendance Frequency Percent 

Total 222 100 

Yes 92 41 

No 77 34 

Missing 40 18 

Records not available 15 7 

Referral status 

  Referred  

  No 84 38 

Yes 123 55 

Missing 16 7 

Referring institution 

  HC II 6 5 

HC III 25 20 

HC IV 20 16 

Hospital 22 18 

Others 14 10 

Private Maternity/Clinic 21 17 

TBA 8 7 

Missing 7 6 

Total 123 100 

The majority of referrals to general hospitals originated from private maternity centers and 

clinics, while hospitals largely referred to the regional referral hospitals. Note also that TBA 

referred to General and regional referral hospitals while HCII largely referred to Health 

Centre IV (Figure 3).   
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Figure 3: Patterns of referral  

 

Status on Admission 

MPDR committees usually assess the severity of illness of the mothers on admission. While  

three of four women came in critically ill, women presenting with ectopic pregnancy or in the 

postpartum period were most likely to be critically ill.  One third of the mothers who 

presented in the intra partum period were considered stable.   

Table 8: Severity of illness on admission 

Status on Admission Critically ill % Stable % Dead % 

Abortion 28 85 5 15 

  Ectopic 9 90 1 10 

  Antenatal 48 75 16 25 

  Intrapartum 49 64 26 34 1 1 

Postpartum 44 90 3 6 2 4 

Total 178 78 51 

  

1 
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Length of stay in health facilities 

Similar to maternal death notification reporting, length of stay is calculated from the time and 

date of death. Unfortunately, the time of death was not well captured on the 24hr time frame 

and was excluded in the analysis. In all, 39% of mothers stayed for only 24hrs (Table 9). 

Table 9. Length of stay at health facility 

Length of stay Freq. Percent 

Same day 83 39 

1-2 days 66 31 

3-7 days 30 14 

>8days  33 16 

Total 212 100 

 

HIV testing during ANC and HIV Status 

Knowledge of HIV status of the mothers is important in the management of the mother and 

baby. In addition, HIV infection has a significant effect on maternal survival. HIV status is 

usually recorded on the ANC cards/ mothers passport which would not be left behind when a 

mother died. Similarly, once mothers are referred for obstetric complications, the referring 

unit may not send the ANC information along with the patient. About two thirds (154/223) of 

the deceased mothers no records on HIV testing. Of the 70, whose status was recorded, 35% 

were HIV infected. 

Mode of delivery 

Emergency obstetric interventions by skilled birth attendants are usually required in obstetric 

complications. Over half of the mothers had assisted delivery by either caesarean section or 

instrumental vaginal delivery. As expected, the main assistants at delivery were the doctors 

and midwives. Unfortunately one in ten deceased mothers were delivered unsupervised or by 

Traditional birth attendant.  
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Table 10: Mode of delivery 

Mode of delivery Freq. Percent 

Caesarean Section 66 49 

Instrumental vaginal (vacuum/forceps) 5 4 

Undelivered 11 8 

Vaginal (spontaneous vertex) 50 37 

Vaginal assisted (breech, shoulder dystocia 3 2 

Main assistant at delivery Freq. Percent 

Doctor 60 52 

Member of the family 2 2 

Midwife 33 28 

Nursing assistant 2 1 

Other 9 8 

Self 8 7 

Untrained TBA 2 2 

Total 116 100 
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3.3.2 Cause of death 

The underlying cause of death coding was done by a team of the national MPDR committee. 

In this report, the cause of death classification used was different from that used in the first 

report. This list of codes is an edited version of the ICD10 coding.  The five most common 

causes of death were haemorrhage, hypertensive disorders in pregnancy, indirect causes of 

maternal death and abortion Table 10.  The records did not provide information that could be 

used to determine underlying cause of death in 13% of the cases.   

Table 11: Causes of death 

Causes of Death Freq. Percent 

Haemorrhage 75 38 

Hypertensive disorders of pregnancy 22 11 

Infections/conditions not related to pregnancy 22 11 

Abortion 21 11 

Pregnancy related sepsis 20 10 

Unknown/undetermined 18 9 

Pre-existing diseases 8 4 

Anesthetic complications 5 3 

Ectopic Pregnancy 3 2 

Non Obstetric causes 1 1 

Missing  29 13 

Total 216 100 

Stratified analysis for cause of death 

We stratified the analysis by age, referral status of mother and type of facility. Table 12 

shows that the national referral hospital reviewed more deaths from hypertensive disorders 

and fewer deaths from haemorrhage compared to the other facilities. 
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Table 12: Cause of death and facility where death occured 

Causes of Death 
General 
hospital % 

HCIV + 
other % 

National 
RH % 

Regional 
RH  

 Ectopic Pregnancy 0 0 0 0 2 4 1 2 

Abortion 5 6 2 29 5 10 9 16 

Hemorrhage 35 45 3 43 14 27 23 42 

Pregnancy related sepsis 7 9 0 0 6 12 7 13 

Hypertensive disorders 
of pregnancy 5 6 0 0 11 21 6 11 

Infections/conditions 
not related to pregnancy 6 8 3 43 7 13 6 11 

Anesthetic 
complications 5 6 0 0 0 0 0 0 

Pre-existing diseases 3 4 1 14 3 6 1 2 

Non Obstetric causes 1 1 0 0 0 0 0 0 

Unknown/undetermined 11 14 1 14 4 8 2 4 

Total 78 100 7 100 52 100 55 100 

Age specific analyses  

Table 13 shows that Adolescents aged 14-19 had fewer referrals; over half had attended 

antenatal care but had higher abortion and puerperal sepsis rates, and had slightly longer 

hospital stay than the other mothers. 

Adolescent mothers had a higher proportion of abortion related deaths than older mothers. 

Hypertensive disorders in pregnancy were higher among 20-24year age group while nearly 

half of the older age group died from haemorrhage. 
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Table 13: Age of deceased by referral status, ANC attendance, length of hospital stay 

and cause of death  

Referred 
14-
19yrs % 20-24 

 

25+ 

 

Total 

 No 14 47% 20 39% 48 40% 82 41% 

Yes 16 53% 31 61% 71 60% 118 59% 

Total 30 100% 51 100% 119 100% 200 100% 

Antenatal attendance 

        No 12 52% 23 53% 42 38% 77 43% 

Records unavailable 2 9% 1 2% 11 10% 14 8% 

Yes 9 39% 19 44% 59 53% 87 49% 

Total 23 

 

43 

 

112 

 

178 

 Length of  hospital stay 1 

 

2 

 

3 

   24hrs 6 19% 22 43% 51 41% 79 39% 

1-2days 15 48% 17 33% 31 25% 63 31% 

3-7days 6 19% 4 8% 20 16% 30 15% 

8 or more days  4 13% 8 16% 21 17% 33 16% 

Total 31 

 

51 

 

123 

 

205 

 Cause of death 1 

 

2 

 

3 

   Ectopic Pregnancy 0 0% 2 4% 1 1% 3 

 Abortion 5 18% 5 11% 11 10% 21 11% 

Haemorrhage 7 25% 10 21% 54 48% 71 38% 

Pregnancy related sepsis 6 21% 8 17% 6 5% 20 11% 

Hypertensive disorders of pregnancy 4 14% 10 21% 8 7% 22 12% 

Infections/conditions not related to 
pregnancy 4 14% 5 11% 11 10% 20 11% 

Anesthetic complications 0 0% 0 0% 5 4% 5 3% 

Pre-existing diseases 1 4% 4 9% 3 3% 8 4% 

Non Obstetric causes 0 0% 0 0% 1 1% 1 1% 

Unknown/undetermined 1 4% 3 6% 13 12% 17 9% 

Total 28 

 

47 

 

113 

 

188 
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3.3.3 Avoidable factors 

MPDR committees use all the information availed to them from the patient records, and 

occasionally interview staff that managed the client to assess whether some avoidable factors 

were present. They would then be used to develop a plan to mitigate these factors in the 

facility or in the community. The three reported personal factors are delay in seeking help, 

lack of transport and refusal to seek care. In the health system factors, lack of blood, lack of 

skills and absence of critical human resource were cited as the avoidable factors. Table 14 

presents responses from 180 reviewed deaths.  

Table 14: Avoidable factors from maternal death reviews 

Personal factors N=180 % 

Delay in seeking help 101 56 

Lack partner  support 26 14 

Transport from home 19 11 

Herbal use 18 10 

Refuse treatment or transfer 13 7 

Refuse transfer  to higher 

facility 11 6 

Health system factors 

  Lack of blood 56 31 

Lack of skill expertise 24 13 

Absence of critical resource 24 13 

Transport between facilities 18 10 

Staff number inadequacies 16 9 

3.4 Other Maternal death notification and review initiatives 

Over the last year a number of initiatives have been implemented to support maternal and 

perinatal death reviews in the country. This report highlights the key processes and some 

results. 
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3.4.1 Integration of MDSR into IDSR 

The national Integrated Surveillance and response (IDSR) strategy was adopted in the year 

2000. Maternal death (MD) is now integrated into IDSR as a priority condition. Case 

definitions for MDs were formulated and incorporated into the IDSR technical guidelines. 

Maternal death is now reported weekly using mobile phones (MTrac), or entered in the web 

based DHIS II data base or by sending hard copy of notification form. Notification of MDs 

should trigger investigations by the maternal death Review committees to confirm and assign 

cause of death, identify the avoidable factors and make recommendations to prevent future 

deaths. A total of 273 MDs and 1063 perinatal deaths were reported through the MTrac 

system between Epidemiological(Epi) week 27 of 2012 and Epi week 26 of 2013(July 2012 – 

June 2013).  The chart below presents the trend of maternal deaths as reported in the MTrac 

during Epi weeks 1 and 26 of 2013. 

Figure 4: Trend of Maternal deaths for Epi weeks 1 – 26, 2013 

 

A plan has been developed to orient the HMIS focal persons in maternal death notification 

and link them to established district MPDR committees.  

3.4.2 MPDR efforts by Save the Children in Uganda program 

Save the Children in Uganda supported Nakaseke Hospital to promote maternal and perinatal  

death reviews as a quality improvement process.  The MPDR committee in Nakaseke  was 

supported to meet and conduct death reviews and develop strategies to reduce newborn death  

(Table 15).  
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Table 15.  MPDR challenges and solutions of Nakaseke Hospital 

Issue Solution 

Poor completion of the  

review cycle 

 Nakaseke Hospital partnered with Nsambya Hospital in 

order to learn from their system of successful death 

reviews.  

 The review meeting process was changed to focus less on 

completion of review forms and more on the avoidable 

factors and action items.  

Lack of representation by 

physicians and 

management/administrators 

 Medical officers and senior management were notified and 

invited for MPDR meetings with support from the District 

Health Management Team Members. 

 A doctor was included on the exchange visit to Nsambya 

Hospital  

Lack of understanding of 

cause of death 

 The review forms have been edited to leave less space for 

mis-interpretation.  

 Review of the review guidelines is ongoing with the 

Ministry of Health.  

Lack of attribution of 

avoidable factors to health 

professional actions. 

 Facilitating a no-blame environment through the 

partnership and mentorship provided by Nsambya 

Hospital.  

 Staff are encouraged to think beyond patient-level 

avoidable factors to areas where they have control over the 

outcome.  

Too much time spent on 

each death during the 

review meetings 

 Instead of completing the entire review form at the review 

meeting, the health worker on duty at the time of the death 

is responsible for completing the review form up until the 

attribution of cause of death and avoidable factors, which 

is done during the meeting. 

 Only fresh stillbirths and neonatal deaths >1.8kg are 

reviewed because these are the babies most likely to be 

saved at this level of care 

Review results are not 

reaching the communities  

 Process implemented to compile actions relating to patient- 

or community-level delays identified through review 
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Issue Solution 

meetings and share these with VHTs at the monthly 

supervision meetings.  

 

In order to strengthen MPDR in and improve quality of care in Nakaseke hospital, several 

interventions were put in place. to address the observed deaths to both mothers and babies 

(Table 16). 

Table 16 Interventions at Nakaseke hospital to reduce matenal and newborn mortality.  

Category of death Interventions in place 

Maternal deaths, Still 

Births   and NeoNatal 

Deaths   

 With support from international experts and the Nsambya 

Hospital mentorship team, the Hospital staff devised a plan 

to limit the time spent on less salient details of each case by 

having the midwife on duty at the time of the death 

complete the review form up until the point of cause of 

death and the team concentrates on the action points and 

recommendations. 

 Exchange visits with Nsambya Hospital were arranged  to 

encourage wider participationDuring these meetings 34 

deaths were reviewed with an average of 2-3 deaths 

reviewed per meeting.  

Over  60 review meetings  were held during the project 

implementation   period. 

 Perinatal deaths 

 

 All Health workers were trained in Intrapartum care and 

monitoring 

 Re-enforced Partograph use through trainings and support 

supervision 

 Introduced the Helping Babies Breath (HBB)+ package  

 Introduction of Kangaroo mother care (KMC) 

 Introduced the Feto Heart Rate Monitors to help reduce the 

intrapartum still births. 
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Perinatal deaths dropped from 156 at baseline to 116 during the implementation period 

July2012 – July 2013. The major causes of death were Birth Asphyxia (36%),  Preterm 

(18%),  unknown (18%) and others(23%). Macerated still births dropped from 40  at baseline 

to 34 ( 17% reduction), Fresh still births from 52 to 37 (28% reduction) , Neonatal deaths 

from 64 to 46 (28% reduction) respectively. 

Maternal deaths  slightly reduced from 12 at baseline  to 10 (17% reduction).  The major 

causes of maternal deaths were Antepartum Haemorrhage, Post Partum Haemorrhage, Shock 

and anaemia. 

3.4.3 MPDR in Mbarara Regional Referral Hospital 

Mbarara Regional Referral Hospital (MRRH) has been involved in maternal death reviews 

since 2009. This has been facilitated by a number of stakeholders, such as the Association of 

Obstetricians and Gynecologists of Uganda (AOGU). Which has been instrumental in 

training the MPDR Committee in the review process and also the managers as pertains their 

role in the review cycle. the hospital received support from the HURARIM Team especially 

with the confidential enquiries. 

When a maternal mortality occurs, a subsequent detailed discussion is done within the 

department involving all stakeholders of the review process.  Recommendations are then 

made and implementation followed through by the team. There is a once monthly meeting of 

the MPDR Committee to review the progress of the maternal death review cycle. Copies of 

these review forms are sent to the Ministry of Health. 

For the last one and half years, confidential enquiries have been done to try and follow 

through the journey of these mothers right from their households to the facility where they 

died from, in this case MRRH. This report will be compiled and shared next year.  

In 2012, there were 27 maternal deaths. This was a further reduction as shown in the trends 

graph over the last couple of years.  The most common cause of death was Sepsis. 
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Table 17: Maternal deaths and 

deliveries  

 

Figure 5 : Trend of MMR at Mbarara RRH 

 

Year 
No. of 
deaths 

No. of 
deliveries 

Facility 
based 
MMR 

2008     >1000 

2009 56 7756 722 

2010 36 9600 375 

2011 32 9846 325 

2012 27 10000 270 
 

 

 

 

Figure 6: Cause of death and District of 

origin of the deceased 

 

Figure 7: No. of deaths in Mbarara RRH by 

district of origin 

 

 

 

 

 

Key recommendations from reviews of maternal deaths: 

 Improve on the supply/availability of essential drugs and sundries 

 Improve on the supply/availability of blood and blood products such as Fresh 

Frozen Plasma, platelets, etc. 
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3.4.4 Maternal Mortality reviews by AOUGU and UPA 

In 2012, a Memorandum of understanding was developed with the Ministry of Health and 

two professional associations – AOGU and Uganda Pediatric Association.  

This memorandum was largely meant to regularize a framework in which a number activities 

that these professional associations could do on behalf of the government. Maternal and 

Perinatal death review is one of the key deliverables of this memorandum of understanding.  

AOGU has been very active in the national MPDR committee and in development of the 

national curriculum that would be used in rolling out MPDR to HCIV level. AOGU with 

support from FIGO LOGIC program has supported revitalization of MPDR committees in 

four facilities. AOGU has been participating initially in four hospitals Mulago NRH, Mbarara 

RRH, Masaka RRH and Fort Portal RRH. Fort Portal RRH was later discontinued when the 

Saving Mothers Giving Life project was started in 2012. AOGU also participated in the 

MPDR processes with the SMGL project. 

MPDR data collected from January to December 2012 was retrieved and has been analyzed. 

A total of 137 maternal death review forms were collected and entered in a database. Of these 

52 were from Mulago National Referral hospital, Fort Portal RRH (32), Mbarara RRH (26), 

Kagadi Hospital (15), Masaka RRH (11). There is a significant overlap of reporting facilities 

with data in the national report since these data were sent to the Resource Centre for data 

entry and analysis.   
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4. Perinatal death reporting and review 

4.1 Routine reporting of Perinatal deaths 

Routine reporting through the HMIS shows that out of the 726686 deliveries, 12,891 were 

reported as fresh stillbirths, 5970 early neonatal deaths and 7333 macerated still births; 

translating to PMR (perinatal mortality rate of 36 deaths per 1000 total births). As previously 

mentioned this facility based mortality rate should be used with caution since it can be 

fraught with measurement issues.   

Figure 8: Perinatal death in Uganda 2012/2013 

 

Using the district reporting the top ten districts with the highest reported perinatal mortality 

rate are shown in Table 18. 

Table 18: District level perinatal mortality rates 

District 

Deliveries in 

unit ENND FSB MSB 

 

PMR 

Kaabo        1980 121 21 9 76.2 

Busia         8087 289 285 38 75.6 

Lira          9196 187 178 159 56.9 

Masaka        11400  234 358 52 56.0 

Gulu   15912 131 493 223 53.2 

Mityana    9089 114 217 117 49.2 

Arua 41160 54 389 125 49.2 

Iganga  12594 169 244 158 45.3 

Mubende  14460 141 340 149 43.5 

Rakai 11501 101 327 39 40.1 
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4.2 Health Facilities Conducting Perinatal Death Reviews 

Of the 26194 perinatal deaths reported through the HMIS,   a total of 264 deaths were 

reviewed, of which 91 were obtained from the national data base and 172 from Nsambya 

Hospital. A total of 91 deaths reviewed were in the following districts namely; Kampala, 

Kayunga, Kotido, Yumbe, Kotido, Nakaseke, Nebbi, and Mityana. Majority of perinatal 

deaths were conducted in Mulago National referral Hospital (38.5%), followed by Nakaseke 

hospital, Yumbe and Nebbi health facilities as shown below: 

 Table 19: Health facilities conducting perinatal death reviews and submitted reports   

District   Health facility  

 Number 

(n=91) 

Percentage 

(%) 

Kampala Mulago National Referral hospital 35 38.5 

Nakaseke Nakaseke hospital 16 16.9 

 

Kiwoko 4 4.4 

Yumbe  Yumbe hospital 3 3.3 

 Yumbe HC III 9 9.9 

 Kei HC III 4 4.4 

 Midigo HC IV 1 1.1 

Nebbi  Nebbi hospital 9 9.9 

Kotido Kotido HCIV 9 9.9 

Mbarara Mbarara Referral Hospital 1 1.1 

Kayunga         Kayunga hospital 1 1.1 

Mityana  Mityana hospital 1 1.1 
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4.3 Maternal Characteristics and interventions for the Perinatal Deaths 

Majority of the mothers that had perinatal deaths were aged between 18 and 30 years 

66(75.4%), followed by age category 31 -35 (8%).  Thirteen (13) mothers (14%) were 

adolescents aged less than 18 years. Fig 9 

Figure 9: Maternal age for the Perinatal Deaths 

 

 Antenatal Attendance  

 A total 57 (62%) mothers attended  antenatal visits;  of  these 2 had only one Visit,  12 

(12.2%)had  two visits, 11 (11.2%) three visits and  twelve (13.2%) of them  had four visits. 

Information was missing for a total of 34 mothers. 

Parity of the Mothers with Perinatal deaths  

Majority of perinatal deaths occurred among mothers that were primigravidas 29 (31.9%), 

followed by   those whose parity was between 2 and 5 27 (29.7%).  Only 13 (13.9%) had 

more than 5 pregnancies. In 22 cases, information on parity of mothers was missing. Figure 

10 

Fig 10. Parity of mothers that had perinatal deaths 
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 Interventions during pregnancy  

A total of 32 (35.2%) mothers had malaria prophylaxis during pregnancy while 59 (64.8%) 

did not.  Sixty seven percent (61) received tetanus toxoid and 30 (33.0%) did not. Only 9 

(9%) had the syphilis test done and a large proportion had information missing 68(74.7%). 

Table 20: Interventions during Pregnancy  

Variable  Frequency (n=91) Percentage (%) 

Malaria prophylaxis     

Yes 32 35.2 

No 59 64.8 

Tetanus Toxoid      

Yes 61 67.0 

No 30 33.0 

Syphilis test done     

Yes 9 9.9 

No 12 13.2 

Unknown 2 2.2 

Missing 68 74.7 

HIV test done     

Yes 45 49.5 

No 3 3.3 

Missing 43 47.3 

HIV Results     

Positive 2 2.2 

Negative 8 8.8 

Unknown  3 3.3 

Missing 78 85.7 
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Conditions in Pregnancy associated with Perinatal Deaths 

Malaria was associated with the largest number of deaths 9 (9.9%), followed by prolonged 

rupture of membranes 7 (7.7%), ante-partum haemorrhage 4(4.4%) and anaemia (2)2%. 

Fig 11: Conditions in Pregnancy and  perinatal Deaths  

 
 

4.4 Baby Characteristics of the Perinatal Deaths 
Types of Perinatal deaths  

The largest proportion of the deaths were neonatal deaths 54%  , followed   by  Fresh still 

births ( 14%) , and macerated still births (10%).  However, a large proportion was missing 

information on the type of perinatal death.  

 

Fig.12: Types of Perinatal deaths 
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Was Resuscitation carried out at birth? 

Resuscitation is done at birth to ensure adequate ventilation, when withheld many of these 

babies die or survive with severe neurological damage. Resuscitation was conducted in 

40(44.1%) of the deaths. Of these, oxygen was given in 11 (12%) of the babies resuscitated, 

suction and stimulation in 9(10%), and 7(8%) required all the steps of resuscitation. However 

22 (24%) of the babies that required resuscitation did not get it.   

Was partograph used at birth? 

The partograph is a tool used for monitoring progress of labour and helps the health worker to 

make timely interventions in case of abnormal event.  The partograph was used in only 10% 

of the mothers that had perinatal deaths, not used in 33(36.3 %) and in 27 (29.7%) uncertain 

if it was used. 

Place of Delivery and referral 

A total of 77 (84.7%) mothers delivered in the Health Facility while only 2(2.2%) at home, 

and for 12 (13.2%) information is missing.  Twenty nine (31.2%) babies were referred from 

the lower health units mainly Health Center IIIs and IV, a total of 49 (53.9%) were not 

referred and 13 (14.1%) had missing information.   
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Causes of perinatal deaths 

Birth asphyxia and prematurity complications were among the commonest causes of the 

perinatal deaths. Other causes accounted for a large proportion as well, and these included: 

Jaundice, Respiratory distress syndrome, Intra-Uterine Growth Restriction (IUGR), 

meningitis,  

 

Fig.13:  Causes of Perinatal Deaths  
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4.5 Avoidable factors for perinatal deaths 

Table 20 illustrates the avoidable factors identified in the health units.  The commonest 

avoidable factor  identified was delay of the woman seeking care (30%), followed by lack of 

transport between the health facilities (16), lack of resuscitation equipment 9 (9.9%) and staff 

over sight . 

Table 20: Avoidable factors for Perinatal death  

Under lying  Factors Frequency 

Health  Personnel  Related  Absence of Critical Human resource  6 

Inadequate number of staff 1 

Lack of expertise  0 

Staff misguided  Action 4 

Staff non action  1 

Staff oversight  9 

Others  6 

Personal / Family/Woman factors  Delay in seeking Help 28 

Herbal medication 0 

Lack of Partner support 0 

Refusal of treatment  0 

Health Service  Health communication break down 0 

Lack of  blood products, supplies  and 

consumables  

0 

Lack of resuscitation equipment  9 

Logistical  System  Lack of transport  from Home to health 

facility  

0 

Lack of  transport  between health 

facility to facilities 

16 

Poor Documentation 11 
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4.6 Nsambya Hospital Perinatal Audit  

Nsambya hospital used a different tool for perinatal death review and therefore their data was 

analysed separately.  A total of 173 babies were audited of which, 99 (57.2%) were early 

neonatal deaths, fresh still births 38(22%), macerated still births 29(16.0%) and 7(4%) had 

missing information as illustrated below: figure 14. 

Fig. 14: Types of Perinatal deaths in Nsambya 

 

Causes of perinatal deaths  

The major causes of death were respiratory distress syndrome (19%),  Hypoxic Ischaemic 

Encephalopathy (11%),  Intrapartum Asphyxia 26(14.0%),  Meconium  aspiration syndrome 

16(15.0%), others  20 ( 11%) as shown Figure 15 below.  

Fig 15: Causes of perinatal deaths in Nsambya hospital 
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Quality of care offered to mother and Baby 

A total of 88 (53.7%) received optimal care, probably acceptable 31(18.9%), probably 

suboptimal 39(23.9%), and suboptimal care 6 (3.7%) as illustrated below. 

Figure 16: Quality of care for perinatal deaths in Nsambya  

  

Was death avoidable?  

 A total of 94 (59.4%) deaths were not avoidable, partially avoidable 60(37.7%) and 

completely avoidable 5(3.1%) as shown below.  
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Factors associated with suboptimal care 

 Inadequate fetal heart monitoring (9) accounted for majority of the avoidable factors, 

followed by delay in intervention (3), poor resuscitation skills (3) and poor management of 

meconium aspiration pneumonia (3) and lack of theatre space.   

Fig. 17: Factors associated with suboptimal care in Nsambya 2012/2013 
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5.0 Discussion 

The objective of MPDR is to reduce maternal and neonatal mortality and morbidity by 

improving the quality of care provided. The results of these reviews provide the necessary 

evidence for planning and management of preventable maternal and newborn death.  In 

2012/2013 the MPDR results show that the majority of deaths were clustered around labour 

and delivery.  Furthermore, the three delays model has been used to evaluate the reasons why 

mothers die in pregnancy (Maine 1994). - The first delay (delay in decision making) and 

second delay (delay in seeking care) and the third delay (delay in receiving appropriate care) 

can all be identified from the facility based maternal mortality reviews.  Delay in decision 

making and delay in seeking care can be inferred from the patient care notes and history 

usually obtained at the time of admission. In 2012/2013, over a third of mothers died within 

24hrs of reaching the hospital and were brought in a critical state. This suggests that mothers 

delayed either at home or in transit to the hospital. At the facility, obstetric emergency 

management within 24 hours needs to be strengthened. Availability of blood transfusion 

facilities for management of postpartum hemorrhage is required as well as appropriate 

triaging system to identify women who are critically ill and need rapid response. For women 

who present with sepsis, development of clinical standards and protocols for management of 

severely ill pregnant women should be done or followed. A number of facility MPDR 

committees noted that lack of intensive care units in the facilities may also contribute to 

maternal death. 

 One of the key issues in MPDR process is completion of the maternal death review 

surveillance cycle. This is the ongoing process of identifying cases, collecting and analysing 

information, using it to formulate recommendations for action, and evaluating the outcome 

(WHO 2004).  Facilities that have completed this cycle (e.g. Nakaseke and Mbarara) have 

shown that simple low cost strategies were instituted to reduce preventable maternal deaths in 

their facilities. While haemorrhage is the most common cause of death in all the facilities, 

Mbarara data, now shows severe infection is the most common cause of death. In Nakaseke 

the key strategies used to address the bottleneck in the system included improving attitude of 

the health worker and developing local solutions to reduce newborn death.  

The HMIS reported over a thousand deaths, yet less than twenty percent were reviewed. It 

will be critical for health administrators to make important decisions to conduct MPDR. 

MPDR is premised on the no-blame principle that has not been enforced.  
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In 2011, a qualitative analysis of hundred maternal deaths in Uganda noted lack of 

supervision, delayed or no consultation and absenteeism. There was evidence of poor 

decision making, poor monitoring of mothers in labour, theatre and in the post-delivery area 

(AOGU 2012). These inadequacies can be addressed using a team approach, and not by 

blaming the health worker on duty at the time. By understanding what the most common 

cause of death is and implementing high impact interventions will be important to reduce 

mortality from haemorrahge, Hypertension, and sepsis.  

The National MPDR committee noted that MPDR data quality was relatively poor which 

limited the independent assessment of the data. There were sections of review that had 

missing information that is useful for understanding how to improve patient care and 

management. This may be attributable to insufficient history taking, and scanty clinical notes 

on the files of the deceased. Additionally, at the time reviewing, some of the relevant records 

may be missing such as ANC cards and partographs. Health units may not have separate 

clinical notes. To improve data quality, Nakaseke developed a process that allows MPDR 

committees to spend more time discussing the case and developing appropriate action plans.  
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 6.0 Conclusions and Recommendations 

A commitment to act upon the findings of these reviews is key for successful reduction in 

maternal mortality in Uganda. We present 5 broad areas with specific actionable 

recommendations that will help improve initiation and completion of MPDR in Uganda. 

1. The legal framework for MPDR should be widely disseminated and understood by the 

health workers, community and advocacy groups. We need to promote a no-blame 

environment for MPDR. Maternal death reviews are for quality improvement and not 

for litigation. The MOH should clarify this to the health workers and the relevant 

authorities that would like to use MPDR for litigation and prosecution.  

2. Improve quality of data collection and reporting:  Case summary reports should be 

improved, MOH should initiate transition to ICD 10 coding for underlying cause of 

death. MOH should fast track the use of ICD 10 coding.  We should develop a 

standardized process of coding causes of death. The codes provided in the summary 

MPDR form are related to the most common cause of death in the ICD 10 coding. All 

health workers should be oriented to the underlying cause of death coding that is used in 

ICD10 coding. Staff notifying maternal death should code the causes of death based on 

the simplified tool provided in the MDR form. The same classification should be used 

when filling the maternal death notification form.  Existing platforms that can be used 

include the Vital Registration System, mobile phones technology, HMIS/IDSR focal 

person and the HMIS.  

3. Improve monitoring of labor: Appropriate use of a partograph significantly reduces 

intra-partum related maternal and perinatal deaths and further still basic resuscitation 

reduces neonatal deaths by 30%.  

4. The MPDR cycle should be completed: Skills in critical analysis and developing 

recommendations for action and completing the MPDR cycle are required. Management 

of review meeting is critical and a champion for MPDR is necessary at the health 

facility. Health workers present at the time of death should be responsible for 

completing the form until attribution of the cause of death and discussion of avoidable 

factors. Facility MPDR need to focus on solutions within their reach. An 

implementation guideline providing tools for doing this should be disseminated. 

5. Provide an enabling environment for reduction in maternal and newborn care: Health 

system and leadership should be able to implement key high impact solutions to 

maternal and newborn mortality. The Sharpened RMNCH plan that has been developed 

should be implemented with MPDR and MDSR as core monitoring and quality 

improvement processes.  
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Appendices 
 

Appendix 1:   Members of the National Maternal-Perinatal 

Death Review committee  
 

1. Dr. Jane Ruth Aceng Director General of Health Services & Chair 

National  MPDR committee 

2. Dr. Anthony K. Mbonye   Commissioner Community Health Department 

3. Dr. Olive Sentumbwe-Mugisa Family Health Advisor, WHO 

4. Dr. Pius Okong Chairman HSC 

5. Dr. Jesca Nsungwa   Assistant Commissioner (CH) 

6. Dr. Florence Mirembe    Retired Professor of Obstetrics 

7. Dr. Frank Kaharuza AOGU 

8. Dr. Jolly Nankunda Uganda Pediatric Association 

9. Dr. Romano Byaruhanga   OBGYN Nsambya hospital 

10. Dr. Jolly Beyeza AOGU 

11. Dr. Jamiru Mugalu Pediatrician Special Care Unit Mulago 

12. Dr. Jacinto Amandua Commissioner Clinical services 

13. Ms Sarah Byakika Assistant Commissioner – Quality Assurance 

14. Ms Enid Mmwebaza Assistant Commissioner - Nursing 

15. Dr. Dan Murokora AOGU 

16. Dr. Imelda Namagembe AOGU 

17. Dr. Josephat Byamugisha Head Dept Obs & Gyne 

18. Dr. Eva Nakabembe Obstetricaian AOGU 

19. Ms. Carol Kyozira Bio Stastician – Ministry of Health 

20. Dr. Victoria Nakibuuka Peadiatrician Nsambya Hospital 

21. Dr. Hanifah Sengendo    Save the Children Fund 

22. Dr. Yvonne Mugerwa RH Coordinator  UNFPA / MOH 

23. Dr. Anthony Mugasa RH Advisor World Bank 

24. Dr. Eva Nakabembe OBGYN- Mulago hospital 

25. Regional Referral Hospital representatives on rotational basis 
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Appendix 2: Districts from where deceased mothers originated  

 

District  Freq. Percent 

Kampala 47 21 

Wakiso 20 9 

Yumbe 13 6 

Jinja 12 5 

Tororo 11 5 

Nakaseke 10 4 

Mbarara 9 4 

Isingiro 7 3 

Buikwe 6 3 

Nebbi 6 3 

Arua 5 2 

Iganga 5 2 

Luwero 5 2 

Mityana 4 2 

Mpigi 4 2 

Gomba 3 1 

Kaabong 3 1 

Kabale 3 1 

Kiruhura 3 1 

Luuka 3 1 

Mayuge 3 1 

Mubende 3 1 

 

Mukono 3 1 
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Buvuma 2 1 

Congo 2 1 

Ibanda 2 1 

Kayunga 2 1 

Mbale 2 1 

Ntoroko 2 1 

Kiryandongo 2 1 

Kotido 2 1 

Butambala 1 0 

Buyende 1 0 

Kalangala 1 0 

Kamuli 1 0 

Kibaale 1 0 

Kiboga 1 0 

Kyenjojo 1 0 

Not Stated  1 0 

SIRONKO 1 0 

Soroti 1 0 

Lyantonde 1 0 

Missing 8 4 

Total 223 100 
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 Appendix 3: Typical Case Summaries 

1. A 14yr old girl from neighboring district had been admitted in the RRH 2weeks before 

and was transfused. She was re-admitted here through the Antenatal clinic critically ill 

with severe anaemia and pregnant 20wk. She was transfused 3 times but each time she 

became more jaundiced++. She died 2 days later. 

2. A 30 year old mother gravida 6 para 5 was referred from a HC II where she had stayed 

for 2 days. She came in with both maternal exhaustion and fetal distress.  A Caesarean 

Section was done but she died suddenly after the operation. 

3. A 36 year old mother was admitted with obstructed labor and maternal distress having 

been referred from a TBA.  History showed she had not attended Ante natal care.   She 

was delivered by Caesarean Section and died of shock of no obvious cause 

4. A 37yr old mother gravida 4 para 3 was admitted with a history of transverse lie and 

Arm prolapse.  A Caesarean section was done. She got Post Partum Hemorrhage and 

was given 1 unit of blood before she died of anemia. 

5. A 35 year old pregnant mother was admitted with obesity, ISS and Pregnancy Induced 

Hypertension. She was treated and discharged only to be re-admitted within 7hrs after 

collapsing suddenly with difficulty in breathing, severe headache, palpitations and 

dizziness. She died shortly after admission. 

6. A 27 year old mother at 37 weeks gestation period, gravida 2 para 0 was referred due to 

loss of fetal movement in labor. She was admitted in hypovolemic shock due to 

abruptio placenta, delivered by emergency caesarean section but developed 

disseminated intravascular coagulopathy and multiple organ failure leading to death 

7. A 29 yr old mother gravida 5 para 3 came in active labor and was diagnosed with 

obstructed labor.  She died due to cardiac arrest following Anesthetic complication 

during a caesarean section. 

8. A mother not booked in this hospital was admitted in shock and resuscitated. She died 

before an emergency caesarean section could be performed. A post mortem c/s was 

done and found a huge retro-placental clot 

9. A 24 year old Mother diagnosed with Pregnancy Induced hypertension who had refused 

referral from lower HC unit was admitted with eclampsia. She was delivered by 

caesarean section and begun to convulse after c/s.  She died soon after. 
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10. A Gravida 3 Para 2 HIV+ mother not on ART with baseline CD4 of 540 cells who had 

collapsed suddenly for one day had been referred to Mulago but refused.  She had an 

abortion after 2 days and died 

11. A 30 year old mother with 1 previous scar was done a caesarean section due to 

prolonged labor and fetal distress. She delivered a baby boy, got a tear on the bladder 

which was repaired but she later passed away 

12. A mother admitted from a TBA with a big baby and obstructed labor and a history of 

having taken native medicine. She had a Caesarean section but died on operation table. 

A live baby boy was delivered. 

13. 27 year old mother referred from a maternity home in latent phase of labor in shock and 

severe anemia due to ruptured uterus, died during blood transfusion. 

14. A 28 year old mother was referred from HCIII with anemia due to PPH.  She was 

vomiting and had high blood pressure. She developed fits which were controlled by 

Magnesium Sulphate but B.P remained high. She was transfused with 1 unit of blood 

unfortunately patient died. 

15. This 17yrs old mother was admitted after delivery in a private health clinic and got 

retained placenta. There was a delay in reaching hospital. Manual removal of the 

placenta was done in labour ward. Blood transfusion had just started when she gasped 

and died. 

16. A 38 year old mother gravida 9 para 1 aborted at 5months and developed severe 

anaemia. She got renal failure and sepsis and passed away. 

17. A 28 year old mother had obstructed labour, severe eclampsia and later developed 

septiceamia.  She passed away due to pulmonary embolism post operatively 

18. A Grand para 5 mother with previous C/S was admitted for elective C/S.  In theatre she 

lost 800mls of blood and continued to bleed vaginally while at the ward. Unfortunately 

there was no blood for transfusion and was managed on IV fluids until she died of 

anaemia 

19. A mother admitted with APH and labour pains. A decision to do c/s was made but the 

power went off and the generator operator wasn’t around.  She was eventually delivered 

but had retained placenta. A manual removal was done but died from PPH 

20. A mother was referred after staying ill for 7 days in a critical condition with IUFD, at 

about 30 weeks gestation with neglected and mismanaged abruptio placenta. She came 

in septic shock, was operated and later died after 2 hours 
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