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ABSTRACT

Tittle: Descriptive Analysis of Reported Cases of Maternal Deaths in Uttar Pradesh

Name of Author: Dr. Swati Bansod
BACKGROUND:

The maternal mortality ratio of Uttar Pradesh was 201 in the year 2014-16 which making the second
most major contributor in MMR. The major challenge in reducing these rates includes the
underreporting of maternal deaths in the Health Management Information System. To address these
challenges of maternal mortality and morbidity, the government launched Maternal Death Review
(MDR) process in 2010. One of its key focuses was also to improve quality of obstetric care. It
analyzed various factors based on community, facility, and district at regional and national level. This
study was a Descriptive study to analyze the reporting of maternal deaths after the introduction of
MDSR.

OBJECTIVES:

e To assess the status of maternal death reporting on HMIS/UPHMIS portal at 75 districts of
Uttar Pradesh

METHODOLOGY:

Descriptive crossectional study of all the 75 districts of Uttar Pradesh (reference period April2018 to
March 2019) based on the data uploaded on the HMIS/UPHMIS portal was done. Facility and
Community based data was collected from the portal. Transportation data was collected from the data
uploaded on UPHMIS portal.

RESULTS:

In financial year 18-19, 28 districts out of 75 districts in Uttar Pradesh reported less number of maternal
deaths as compared to the financial year 17-18. in the financial year 18-19 ,41 Districts uploaded MDSR
report till March 19 on UPHMIS portal. The study also revealed the cause of non-reporting i.e. Lack of
human resource for data reporting, Multitasking of staff, Lack of research skills, Lack of updated
infrastructure (non-availability of internet connection and updated versions of computers), Irregular
training in data management

CONCLUSION:

Since most of the districts are still lacking behind in terms of reporting the maternal deaths therefore
ruling out the actual causes of underreporting of the maternal death data will lead to improvement in
the quality of the data. MDR being a new initiative, it will need close monitoring and supervision of
the process to identify the problems that need to be addressed on a priority basis for its effective
implementation and ultimate impact.
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1. INTRODUCTION:

Globally 287 000 maternal deaths occurred worldwide in the year 2010. The maternal
mortality ratio (MMR) in India was estimated at 130 maternal deaths per 100, 000 live births
in the year 2014-16. Obstetric complications are a leading cause of death among women of
reproductive age, and for every woman who dies approximately 20 more suffer injuries,
infection and disabilities related to pregnancy or childbirth. Therefore, to accelerate the pace
in decline of maternal mortality rate to achieve the NRHM and MDG Goal of less than 100
per 100,000 live births, Maternal Death Review (MDR) as a strategy was formulated by
India. It is an important strategy to improve the quality of obstetric care and reduce maternal
mortality and morbidity. In the National RCH-II program, maternal death audit was
considered an important example of reform and innovation, but due to various factors the
maternal deaths remained underreported causing a gap in the evidenced based decision-
making process.

Table 1.1: States with highest MMR

India & major states MMR
India 130
Assam 237
Bihar/Jharkhand 165
Madhya Pradesh/Chhattisgarh 173
Odisha 180
Rajasthan 199
Uttar Pradesh 201

Source: SRS bulletin 2014-16

The maternal mortality ratio of Uttar Pradesh was 201 in the year 2014-16 which makes it the second
major contributor in MMR after Assam which is 237 in the year 2014-16. The major challenge in
reducing these rates includes the underreporting of maternal deaths in the Health Management
Information System.

To address these challenges of maternal mortality and morbidity, the government launched Maternal
Death Review (MDR) process in 2010. One of its key focuses was also to improve quality of obstetric
care. It analyzed various factors based on community, facility, and district at regional and national
level.




1.1 TYPES OF APPROCHES FOR INVESTIGATION OF MATERNAL DEATHS

Community based maternal death review (Verbal autopsy)
Facility based maternal death review

Confidential enquiries into maternal deaths

Surveys of severe morbidity (near miss)

Clinical audit

Government of India has decided to take up Community based maternal death review (CBMDR)
and the Facility based maternal death review (FBMDR) which would help in identifying the gaps
in the existing health care delivery systems, prioritize and plan for intervention strategies and to
reconfigure health services.

Figurel.1: CBMDR information flow
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Figure 1.2: FBMDR information flow
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2. HEALTH MANAGEMENT INFORMATION SYSTEM (HMIS) AT A GLANCE

Ministry of Health and Family Welfare launched the National Rural Health Mission (NRHM) to
ensure necessary architectural corrections in the basic health care delivery system. The plan of action
includes: increasing public expenditure on health, reducing regional imbalance in health
infrastructure, optimization of health manpower, decentralization and District management of health
programs, community participation and ownership of assets, induction of management and financial
personnel into District health system, and operationalizing Community Health Centers into functional
hospitals in each Block across the country that Indian Public Health Standards.

These interventions have increased demand for data on population and health for use in both micro-
level planning and program implementation. At the same time, understanding the synergy between
availability of services, cost involved in provision of public health care services, expenditure and
pattern of utilization among various sections of population, including vulnerable sections of the
society, are important aspects that influence decision making. A continuous flow of good quality
information on inputs, outputs and outcome indicators facilities monitoring of the objectives of
NRHM.

For reasons such as these efficient health management information systems are required. HMIS is an
information system that has been specially designed to assist health departments, at all levels, in
managing and planning health programs. HMIS is defined as:

“A tool which helps in gathering, aggregating, analyzing and then using the information generated
for taking actions to improve performance of health system”

All levels in a health department, be it a Primary Health Centre or District Hospital or the State or
National Office, need information on regular basis not only to monitor the health status of the
population they serve but also to track progress towards achievement of targets under different health
programme. Information needs, purpose, and use of information differs at each level in the hierarchy.
Therefore, a robust information system which can provide accurate, up-to-date, and timely
information to the health department is needed at every level.

Following are the use of HMIS at different levels of health department:

At the National and State level, HMIS is primarily a tool of policy and strategy making. It is useful
for assessing the progress of national health programs. For example, by analyzing full immunization
coverage in different states, the officer responsible for child health can evaluate performance of
immunization coverage in various states, so that they can allocate resources more effectively and
strengthen support for the States.

At the State and District level, HMIS is a tool of programme monitoring and management. A robust
HMIS can help Programme Managers to track the progress of implementation of various programs.
It enables them to distinguish well performing areas from those that require more support and
resources. Thus, HMIS helps in planning and designing specific interventions that can strengthen a
programme. At the sub-District level such as Block, PHC, sub-Center and other facilities, HMIS
facilities: efficient and effective registering and collation of data; improvements in data quality;
systems for complete reporting; timeliness and accuracy; provision of data analysis tools;
interpretation and translation of data to guide action and intervention at local level. HMIS’s Named-
based tracking system for pregnancy and child care can help ANM to use their primary name-based
register to plan their visit and service delivery schedules for women and children.
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o 2-way feedback mechanism: Many a times no feedback is provided on information collected from
facilities and service providers after processing of data. Data/information/reports are always sent
up in the hierarchy. Feedback ensures data quality and reliability, it also builds up the sense of
responsibility among service providers. HMIS portal under NRHM generates ‘Feedback reports’.
The “Feedback reports” provide status of achievement against a target, comparisons with
facilities and time periods can also be made. Provision for reminders about service delivery due
dates can also be made to the Service Providers on their mobile phone to assist them with their
work.

At every level, an effective HMIS should help us answer six classical epidemiological questions:
Who, What, When, Where, Why and How about the health status of the people.

Service Providers such as ANM or Medical Officers will probably be interested in fewer data
elements that they can use as indicators. Some may find indicators confusing. However, it is
empowering for the Service.

Providers to understand the utility of HMIS in programme planning and resource allocation. This
higher level of understanding improves competency and ability of Service Providers in
programme planning and engagement at all levels.

3. BASIC CONCEPTS IN HMIS

The concepts of data, information, and knowledge are often used interchangeably though they
are not synonymous. Often collecting more data is regarded as creating more knowledge, which
IS a wrong assumption.

Data: it is the raw material in the form of numbers or characters and it is without context.
Information: it is a meaningful collection of facts/data with reference to a context.

Knowledge: when information is analyzed, communicated, and acted-upon it becomes
knowledge.

Figure 1.3: BASIC CONCEPTS OF HMIS WITH EXAMPLE

Data INFORMATION KNOWLEDGE

NO.of pregnant Deaths at the facility -how may deaths
women died at the facility based death occur in the facility or

facility or community Teviien e el e at the community

or during level
transportation

-what were the
causes of deaths

-what can be the
reason for
underreporting of
the maternal deaths
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3.1 Steps of data process
3.1.1 Data Collection —
e A person should be designated to collect data from multiple departments and should be
well versed about the data definition.
o If records are not found and service is provided by the facility, then create recording
registers
3.1.2 Data Reporting
e Should be reported in single format. NO DUPLICATION
e Proper data computation from registers
3.1.2.1 Monthly Reporting Formats
e Monthly HMIS data set (reporting form)
e ‘Line-listing format for births’ or ‘Aggregated Line-listing for births’
e Line-listing for deaths
o District monthly Stocks
o Other institutions: customization according to services provided

(i) Quarterly
e For District: District HMIS quarterly report (data set).

o For State: State HMIS quarterly report (data set).

¢ District & State Financial Management Report (FMR)
(i) Annual

e District HMIS annual report.

o State HMIS annual report.

3.1.3 Data Entry

e The levels of reporting in computer application can be District, Block, and facility. (if needed
one could add the sector also). Each level of reporting has its own benefits.

o Facility-wise reporting helps in:
e Assessing performance of each facility with respect to other facilities.
e ldentifying which facility has low/high coverage to identify underserved population.
e Assessing how many facilities are reporting data on time (not possible in consolidated

reporting such as block or district).
e Probing further question related to data quality and services coverage.
3.1.4 Data Authentication/Authorization

e Check, verify, approve facility-based datasets before sending to block/district (1 copy) and
filing (1 copy).

e Check data quality or authenticate the data

e Block/district accepts only duly signed copies for data entry.

e Aggregated report generated & verified at block level. Duly signed copy retained & 1 sent to
district office.

o District office: Reports received from blocks, monthly stocks, and district facilities. Verified,
approved & sent to State office (via web portal).

e State office: confirms & verifies the reports and forward to the national level (via web portal)
after due verification. Files paper copy.
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3.1.5 Data Analysis

Data should be converted in to information.

e with the help of indicators

e Presentation process — graphs, charts, flow charts, tables etc
3.1.6  Use of Information

Converting information into knowledge

3.1.7 Quarterly planning
¢ Review in Monthly meetings
e Annual Plan — DHAP
e Budget allocation

4. RATIONALE:

According to SRS bulletin 2014-16 Uttar Pradesh ranks second in the maternal mortality ratio after
Assam. Due to the increased maternal death incidences continuous monitoring and evaluation of the
maternal health status is to be done. For this purpose, a tool was introduced by NRHM called Health
Management Information System and to improve the quality data in UP a supporting tool was
introduced called UPHMIS. The study is aimed to identify the frequency of maternal death data
uploaded on the HMIS/UPHMIS portal and to identify the probable reasons of non-reporting.

5. OBJECTIVES:

e To assess the status of maternal death reporting on HMIS/UPHMIS portal at 75 districts of
Uttar Pradesh

7. LITERATURE REVIEW:

Study

Author Year g
location

Sample Size Salient Features Ref.
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8.METHODOLOGY
8.1. Research question

Assessment of underreporting of maternal deaths in the HMIS/UPHMIS portal after the MDR

training intervention

e What is the status of reporting before and after the training?
8.2. Study design: Retrospective observational
8.3. Sample size: 75 districts of UP (Reference Period April 2018-March 2019)
8.4. Data collection method: The study was based on the secondary data collected from the HMIS
elements uploaded at the UPHMIS portal. The data was derived out from the portal under the

following indicators

In-depth discussion with the support staff, of the facilities (4) for identifying the reasons of less

reporting

e Maternal deaths

e Maternal deaths abortion

e Maternal deaths bleeding

e Maternal deaths HTN-fits

e Maternal deaths high fever

e Maternal deaths obstructed labour

e Maternal deaths other

¢ Community based maternal review conducted
o Infection/sepsis (maternal) died at facility

o infection /sepsis (maternal) out referral (died)

e Maternal death review conducted
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9.RESULTS:

As shown in figure (4.2 & 4.3) Out of 75 districts,districts like Ballia (0%), Banda (2%), Kanpur
dehat (2%), Moradabad (3%), Kanpur nagar (3%), Gonda (6%), Hathras (7%), Mainpuri (8%) and

Bareilly (9%) showed poor reporting i.e. less than 10% of the expected maternal deaths in the

HMIS/UPHMIS portal.

Figure 4.1: District wise uploading of maternal death data on UPHMIS/HMIS portal
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Figure 4.2: District wise uploading of maternal death data on UHMIS/HMIS portal
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In the financial year April-2017 to March-2018 the percentage of maternal death reported was 26.6%
against expected, in comparison to that in the financial year April -2018 to March-2019 the percentage
of maternal death reported was 30.1% against expected. Overall 70% of the maternal deaths against
expected remained unreported during the FY year 2018-2019 in the HMIS/UPHMIS portal. (Figure
4.3)

Figure 4.3: PERCENTAGE OF MATERNAL DEATHS REPORTED AGAINST EXPECTED IN THE FY-2017-

2018 AND 2018-2019
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Source HMIS/UPHMIS portal

PLACE OF DEATH

(Figure 4.4) Out of 75 districts, Districts like Azamgarh, SK Nagar, Shrawasti, Bahraich, Kannauj,
Lakhimpur, Bhadohi did not reported the place of death

Figure4.4: District wise distribution of place where deaths occurred
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Figure 4.5 District wise distribution of places where deaths occurred
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During the financial year April 18- March 19, 39% of the deaths were reported at the facility, 38%
of deaths were reported at home and 23% were reported during transit.

Figure 4.6: Places where deaths occured
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CAUSES OF MATERNAL DEATH

The causes of maternal deaths were Bleeding (20%), Eclampsia (7%), High fever/Septicemia (5%),
Obstructed/prolonged labour (4%), Abortion (2%) and others like Hepatic encephalopathy, Acute
respiratory failure, Cardiogenic shock, Pulmonary Embolism, HELLP syndrome (62%) during April
-18 to March-19 in UP

Figure 4.7: Causes of maternal death

% of maternal death(N=4473): FY 18-19
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Source UPHMIS portal

REASONS OF UNDER REPORTING

e Lack of human resource for data reporting

o Multitasking of staff

e Lack of research skills

e Lack of updated infrastructure (non-availability of internet connection and updated versions of
computers)

e Irregular training in data management

RECOMMENDATIONS:
o Sensitization of the stake holders about the importance of the maternal death data
o Ensuring proper follow up of the status of the pregnant women after 3 days of transfer from the facility
e Ensuring adequate mapping of the area for improved data quality

e Maintenance of proper records at the facility and community level
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Conclusion:

Since most of the districts are still lacking behind in terms of reporting the maternal deaths therefore
ruling out the actual causes of underreporting of the maternal death data will lead to improvement in
the quality of the data. MDR being a new initiative, it will need close monitoring and supervision of
the process to identify the problems that need to be addressed on a priority basis for its effective

implementation and ultimate impact




REFERENCES:

1. Gunawan Supratikto C. A district-based audit of the causes and circumstances of maternal deaths in
South Kalimantan, Indonesia. [Internet]. PubMed Central (PMC). 2019 [cited 16 May 2019].

2. [Internet]. Who.int. 2019 [cited 16 May 2019].

3. Khan KS, Wojdyla D, Say L, Giilmezoglu AM, Van Look PF. WHO analysis of causes of maternal
death: a systematic review. The Lancet. 2006 Apr 1;367(9516):1066-74.

4, 2. Kalter HD, Mohan P, Mishra A, Gaonkar N, Biswas AB, Balakrishnan S, et al. Maternal death

inquiry and response in India - the impact of contextual factors on defining an optimal model to help
meet critical maternal health policy objectives. Health Res Policy Syst. 2011 Nov 30; 9:41.

22




23
ANNEXURE
Facility Based Maternal Death Review Form

{Ta be condwcted and filled by Medical Officer on duty and Facility Nodal officar)

NOTE:

1. This FEMDR Form must be complotod i duplicade for ail maternal dealtys, including
abarfions and ectopic gustation relafod dusths, in prognat women of within 42 days aftor

iorminabon of pregrancy Mrespectve of duralion or Site of pragnancy.
2 Mark with an |¥) where appicatile jmavk with ‘7 when uncertain).
Affach & copy of tho case shootiecords of the deceased widh this form

4 Complohe s form in ouplicalo within 24 hoovs of & mafernal doaffv. The orginal romains af
the institution whare v dexly occurmed and the Copy IS sont fo tho Dvsirict MOR
Commiifes for g¥siricd fave monihily roview,

{Ref. Chapdor 3, para 3.7 & 3.10 of MOR guidelines)

Y

Yoarky Serial No: . Calendar Year:
[Asdir oo Para 19 of the MDA Gu idabnes)

Fease (8 up Ehe proforess ghven below

1. GEMERAL INFORMATION

Gontact Person:

Tekephorefdobilke Mo

Mame, Age & Residential Address of deceased woman:




MWame ard Address of fealiby: ...

L. DETAILE OF DECEASED

inpationt Humbesr:

Gravida 1]  Live minthe L101

Mo.of Living children ] [

Day

Date of admission: [ []

Dary

Date of death: |1 (]

Hame:

still Births ] [

dge (years] :

Al:l-uﬂ:lmnl:l I:l

Days since defivery/abortion: | [

Flonth Year
OO Od
& crit I Yiar
OO 00

Hirs min

24

Time of admission [ [] (1]

Hirs. milni

Time of death: 11 10

3. ADMISSIONM AT INSTITUTION WHERE DEATH OCCURRED OR FROM WHERE

IT WAS REPORTED (lick where appropraie]

Type of facility whers died:

FHC | 2457 | SOHRLURAL DISTRICT | MEDICAL PRIVATE PYT CTHER
FHC | HOSFITALSCHD | HOEFTAL | COLLEGETERTIBRY | HOSPITAL | CLINIC
HOEEFTAL
Stage of pregnancy/delivery on admission:
Anorion Eciopic B4t in labour in labour Posyanum
pregnancy
Stage of pregnancyidelivery whoen died:
Aboriion Ecfiopio Bof ini labour In labour Posiparfium
presnancy
Dwration of time from onset of complications to admission: I:l DHr: I:l I:lmns
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Condition on Admission: _lstable  [Jurconscioss  [sencus Oarcugre dead

Referral from another centre? ] Yas O Me O man't know

if ye=, how many centres? I:l I:l Spedfy type of cenlre(s)

4. ANTEMATAL CARE

Did she recetve ANC? YesL] Mol Dhon't knaw L]

If no, reason{s): Lack of awareness [ Lack of scosssibilty [ Lack af funds[_]
Lack of athendesl | Family problems L

If Yes, Type of Care Provider (mark ane or mone | BT ANML] MO PHCL

WO CHCL]  Specialist S0HL]  Specialis VHL]  Spedalist CollegeTeriary Hospl |

Private Hozal ] (Please Spealy Type of DoclonMurse

If yes, was she told she has risk factors? Yesl | Ma L Dan't krow L

Complications:

Typa of | Yos ] Diizin "t kmeorey COmimsETs it
Complicaticn any

Frevious
Crasction

AbrodrTial
Fresen@abonke

Braemia
Glyoosuria

Hyperersion
with Proteinuria

Hyperforsion

Twins etc

BPH
Eciopicipain in
AT
Other | Please

specify)
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Commenis on antenatal care and list medication, if any:

& DELIVERY, PUERPERIUM AND NEOMATAL INFORMATION

Did she have labour pains?  Yesl ] Mo [ Dot kncw [

If Yes, was a pariograph used?  Yesll Mol Dion't know L]

In which phase of labour did she [afent |Actve [Second [Thid P24
die? phase |phase pghage  [lage  pler

Dwration of labour: |:||:|I1r= |:||:|rni1=

Dalivery:
Lindedivered Vaginal [V aginal(assisied) Caesrean
[unass ished) Vacuumiorosps Secion

Puerperium (Ticky |- Unevertful | Eventful PPH / Sapss | Otars |Speciyl

Gomments on labour, delivery and puerperium:




Dwrtails of Baby:
: = | Blren e Arva
Baabyr Birsh Apgar Diufcame S I e
Weghhml Score ey, | i brth T daryn | 18 Zmyn
Meeded resusciation: Yes J Mo
If ez, who gawe EMBC:
if ched, prabable cause:
Camments on baby ouleoemesi in box below)
& INTERVEHTIONS: [Tk approprisic box)
| Eole niessiey Ealeagril Lok s ey Decbigitus | (Wb
Eniai€ uadinii Timrrdfusats |1 armierEal dhal Ewaroa i A aasThigsia -
Ga
L A gt e i ey LTy L oy Epdural
o L T T Caniariai el Hys e racTomiy Epwal
Tiaivie ueid e -lpiluluib.lml Traiiriheiiis I .l.lZ.'lI
Tl belaniial e
= TGl i
iy Ot — Spicilye iU varnlatics

7. CALSBE OF DEATH :

Probable direct obstetric (underlying) cause of death: Specify:

indirect Obstetric cause of death: Spedafy:

27




Other Contributory (or antecedental) causals: (Specify)

B. IN YOUR OPINION WERE ANY OF THESE FACTORS PRESENT?

Systam Examplu ¥ | M| 7| specay

Parsonal Faimiy Dhiskasy in wasmain Sispiing redp

Rirlial of naatmaim

Rilesal of adribsion in S ol

Lioggsiical Problems Lack of Fanspot fodm hosre 10 haalih
cart: faciity
Lack of transpor] Defwedsn healih
N faliiiis

Halth serioe - Healh serdao
COMITUNECaEnn Drdakow

Faciities Lack of Taciiies, @ouipment of
oG abhs
Lack of bloes
Hiallh  pesonng Laick of Fasmam resouroes
problems

Lack ol Anesihaiist

Laick of Sumgeons

Lack of operkse, Vaining o
eucalon

Comments on potential avoidable factors, missed opportunities and substandard
care:

28




8. AUTOPSY: Performad Mot Performed

If performed please report the gross findings (and send the detailed report later):

10. CASE SUMMARY: jpieasc supply a short summary of the events surrounding the death)

29

Form filled by:

Mama:
Designation:
Mame & address of the Facility:

BlockTehsil: Destrict:
Signature and Office Seal: Date & Time:
Facllity Nodal Officer:

Mamea:

Designation:

Signature:
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DISTRICT LEVEL FEBMDR - CASE SUMMARY

District level FEMDR-Cate Summary, for every maternal death reported by the Facilities, to be

(Fill f tick (v ) in appropriate boxes)

Yearly Serial Mo. :

General Information:

Calendar Year:

Mame of the Facility/
District:

Particulars of the | In-Patient No.

dieceaged:

hame

Husband's name &
address:

Grawida | Para Still
births

Live Births

Abortions

Ma.of living children

Tirniing of Death :

Pregnancy

Delivery

Within 42 days after defivery

Religion:

Catbe

Sub-caste/Community

Date & Time of admission:

Date & Time of Deathc

1 Stage of pregnancy/dellvery on admisslon: Aborton [Ectop Pregrancy fin

labour f Postpartum

2. Stage of pregnancy/delivery when died: abortion / Ectopic Pregnancy / In

labour f Postpartum

3. Duratlon from onset of complications to admission: D D Hrs D Dm n
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8. Condition on Admission: [lstable [unconscious Ulserious [ Brought dead
5. Complications:
Typs of Comphcabion ‘T Ko Don't know Commum, if any
Prevsaus Cf%ection
Abmoamal
Presentation/lie
BrEE Ml
Ghyrosuria
Hypertensson wath
Prateinuna
Hypertensson
Taans ekc
APH
Ectopic pain in
abdomen
Other | Pease
snecify}
6. Inwhich phase of labour did )
P Latent clive [Second Third | 24 hre
she die: phase phase [tage stage  [after birth
7. Duratlon of labour:  Howrs: , Minutes: B}
E. Delivery:
Unoelnvered Vagira W aginal| assisted| Laesarean
|unasssted) Vacuum/Forceps Section
9. Detalls of Baby:
1 il |Afwe | D Alivit at
Batl'!f EI1I1 '“'Fgar |:|IJ|:CI}IT'I-E borm | ai i dianiidy -
Weight Score Bilh  |aterbin Toays | 2B days
i)
10. Imterventions: (Tick appropriate box)
Early pregraincy Artenatal Irvtrapartum Postpartum Other
Evacuation Trarsfusion Irestrumienkal disl. Evacuatian Anaesthesa
aA
Laparctomy '.-'em:-nl Symphyys -:||:|:n1-.'| Laparotomy L|:||:|Jr:|||
Hysherectomy Caesarean section Hysterectomey Spanal
Transfusion Hysterectamy Transfusian Local
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Trarsfusion Manwa Invasive
Ll monftaring
&ry Other — spedfy: KU ventilation
11. Probable direct obstetric cause of death:
12. Indirect obhstetric cause of death:
13. Contributory causes of death:
14. Inyour opinlon were any of thesa factors present?
Yybam Exampls Spucity

Feronal i Famity

Cirbiy in wormn weeking el

Miunil of trestrmaeni

Aetunal of mdmisiicn n ey

Liggalical PFrebim

Ltk o Erampor! trom home b heali

warw hdity

Link of lramipord belwwm healh

cirm ek iliksrs

Hedth ieamvie - Hedlh e
ETTnEatnn braikd e

Pkt Ltk of Eacdfen, squpmsnt or
LEHTiL rah ek
Lisck ol hioesd
Lizk gl OF drwal bl &y
Healh P Lk of hurman risiou e
probsms Lk of At bt il

el (f Sdsrpaci

Lick of sxpirfne irénng o
Frbuti ben
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15. Comments on potentlal avoldable factors, missed opportunities and substandard

care:c

16. If autopsy performed, please report the findings -

17. Findings of the review by the Facllity MDR Cormmittee and corrective acthons
taken:

1B. Remedial follow up
actlons spelled out by the District MOR Committes: (asd eara page if reguired):

[Slgnatures of District Nodal Offlcer MDR) Wama:
| Dfice: Seal) Date:
[Slgnatures of Civil Surgeon) Mamea:
| Dffice Seal) Date:

Note: For detalls, refer to Annexure-1 on FEMOR
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COMMUNITY BASED MATERNAL DEATH REVEIW FORM
COMMUNITY BASED INVESTIGATION [Verbal Autopsy) QUESTIONNAIRE FOR

INVESTIGATION OF MATERNAL DEATHS
[Ta be filled by investigotion teom, ref: porg 4.12 & 4.13 of MOR guidelines)

Mame of Distract: Black:

MNAME OF THE 5UB CENTRE

NAKE OF THE VILLAGE

MAME & AGE OF THE PREGNANT WOKAN/
MOTHER [DECEASED)

ADDRESS

MAME OF HUSBAND/OTHER
(FATHER/MOTHER]

PLACE OF DEATH |Home/ nstiution1n
Dransi LVl g Tows Fic] Spacly:

DUATE & TIME OF DEATH

MAME & DESIGNATION OF THE
INVESTIGATOR(S)

DATE OF INVESTIGATION

PROBABLE CAUSE OF DEATH
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MODULE - |

Contains general information, information about previous pregnancies wherever applicable. It
chould be used for all the maternal deaths iredpective whether ooturred during antenatal,
delivery or postrnatal period including abartion)

. BACKGROUND INFORMATION

Tick [ ) the comect answer for each question:

11 | Resident / Visitor death
Dielres
12 | Type of death Abartian Antenatal v Post natal
death
Home Sub Health
' | centre
CHC | | PHC
Place of death i
13 R Medieal  college Dist. Hosp.
Hiadp. ]
Sub Dist. Hasp. | | Pwi. Hosp
) Others
Transit/ on the way [ specity}
Spedly the name and place of the
14 | institution or village where death
pofurned
15 | Onset ol Tatal illness Diate rod Time
16 |!|.I:|I1I.I'55-IEIII i final institution  (if Date | f Time .
applicabley (T
1.7 Dzt Cate | Tire ¢
18 | Gravida 1 2 4 5 & mre
10 '.|'|.'E~Ek'..|:lf pregRancy <1 16-2E 278 wieks
I applicabls wieeks kg
110 | Age at daath
2. FAMILY HISTORY
Mo. | Details Deceased Mother
<18 ¥rs
18-25 ¥re
2.1 | Age at marriage 26-30 ¥rs
31-35 ¥rs

=35 ¥y
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2.1 | Religion

Sikh
Hindu
Muslim
Christian
Oihars

1.3, | Comriunily

5C

BL
R
Ohers

25, | Occupation

House Wile

Agri. Labaures
Cultivator

Mari-dggri. daily wages
Gaowt. Employes
Privale employes
Sell employed
Budirig44

Orihard (Spestily]

1. INFANT SURVIVAL

[31

| Infant status:

|.'.u||ru'| |lr||lIH-rH1 |u1-u|r-mduuh.-|ﬁ:rurth |A|+n-t:ru.m. Alve ot 18 diry

4, AVAILABILITY OF HEALTH FACILITIES, SERVICES AND TRANSPORT
(4.1 & 4.2 b0 be filled by the investigator befare the inteérview)

Mame and location of the nfeares]
4.1 | government [ private faclity providing
Emergency Obstelric Care Services
4.2 | Distance of this facility from the redidence
43 | Number of institutions visited before
death (in the order of wisits)
Mo explanation Lack of
id Reasons given by providers for the | given | blood
referral Lack of staff Others
[specify] |

5. CURRENT PREGNANCY

[T be filked frarm the information given by the respondeams)

51 | Antenatal Care YES ND
Sub Centre PHC, CHC
W yes, Place of [--- - PHC/CHC —
5.2 Gowvt. Hosp. Pyt. Hospital
Antenatal checkwp - - - - - b pb—m————
VHMND Gowt. & Pyl hespital
53 |Mumber of antenatal | o 4 and above 1-3 Not known
check ups
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MODULE - I

G. DEATHS DURING THE ANTEMATAL PERIOD
(This miodule to be filled for the maternal deaths that ocourred during the antenatal period

Including deaths due to abortion. In addition to module-1, module-1 should also be filled for

all maternal deaths)

In case of mnot
seeking care from
the hospital Is it
due to

6.5

Did the mother had | Not known
6.1 | any problem during Mo
antenatal period? | Yes
if yes, was she [ype NG
referred  anytime ; —
62 durin her
B Don't kriow
antenatal period?
Headache
Edema
Anemia
High Blood Pressure
What was the Bleeding p/v
6.3 | symptom for which | . oetal movements
shie sought care ?
Flts I
Sudden excruciating pain
High fewer with rigor
Others (specify)
If YES, did she |yes | [no
6.4 | attend any )
hospital? Don't know
Severity of the

complications ot
known

Mo attendant
avallable

beliefs and customs

Others|specify)

Institution far
arw ey

Mo money

Lack of
transport




7. FOR ABORTION DEATHS FILL THE FOLLOWING QUESTIONS

38

11 | Did she die while hal.lmg While having | Within & weeks alter having an | Don't Kndw
an abortion of within & an abortion abortion
weeks after having an
abortlon?
1.2 | if abartion, was the Spontaneous | Induced MTP Dot know
abortion spontaneous or
induced, including MTP?
7.3 | Iif the aborthon was Oral Traditional Don't know
induced, how was It medicing vaginal Instrume
induced? herbal ntation
application
7.4 | Iif the aborthon was Home Gaovernment Private Don't know
induced, where did she s pital clinlcfcen
have the abortion? (speify level] ter
1.5 | Iif the aborthon was Doctor Nurse Others Dor't know
induced, who performed [specify]
the aborthon?
7.6 | ifinduced, what made | Bleeding started spontaneousy | ‘Wanted o terminate the
family seek care? pregnancy
7.7 | i the abortion was Harrse Gowl. Hospital Private Dot
5p}ntanmu5l Where was |Spacily lEvel] : |:|II1II'..,||l Krow [
the abortion completed | | centre
78 |How rany weeks ol
pregnancy completed  al
the time of abortion
79 | Whether she had ary of | High lever Foul smelling | Bleading Shack
these  symplorms  after discharge
aborton?
710 | Aher develoging
complications  Tollowing
abortion, did she sk
care?
7.1 [ M yes, whom/where did she
seek care?
712 |Date ol  spontanecus
abartion, date ol

fermination of pregnancy

713

Date & time of death
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MODULE - I

[To be used for the deaths occurring dufing delivery. For these deaths, Module- should also be
fillesd)
E. INTRANATAL SERVICES (Tick '+ wherever applicable)

CHC PHC

Madical Callage l District Hospital |

Sub district Hosgdtal | Private |'II'.‘E.|‘.'Ii!EI| |

Transit Ay other place |specily):

B2 | Adrission
(mot applicable for home | Date  § Time
HE|i‘n‘EI"|' and trandit)

Bl | Delivery pate [/ | Time

B4 Time interval Between
onset of pain  and | Hows:
delivery [in hours)

ES [Who conducted the | anm Staff Nurse | M. Adst. l
HI‘.‘"‘-‘EI‘]‘- il a1 home af in Docto Dai T
private institution (Nt ' | ' -
applicable  for  transil ek Others
defivery)

BT ".‘PE of I!I‘.‘"'i'EI".' Morral

Asgisted
Caas aragmn | |
BE [ Outcome of the delivery | Live birth I I
TR, R B | 1141
Multiple births

B9 |During the process of | Prolonged labour Sevara blesding/ '
labour/defivery, did the | Primi >12 hra blaading with clotd- (one
mother  have  any | Subsequent deliveries | salwar)sares skirt
prablems? =B his soaked =500ml)

labour pain which

Retained placenta
Severe breathlegsness

High fever

Irnversioa of the uterus

Comwulzions

Uncansiisusnass

Others (spacify):
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810 |Did she seek treatment, il yes by whorm and what was the treatment given by the
ANBA/NurseLHY/ MOfothers 7 (give details)
B11 | Was she referred?
YES NO
Mot known
812 |Did she attend the referral s MO
Eeftre?
"""""" I yes, time interval [
Mot known between  admigsion &
delivery (if delivered)
813 | In cate of non cormpliance of | Intensity i
referrals, state the reasons | complications  not Imstitution far away
kricw o
Mo attendant T
il
availabie ! |
Beliels & customs Lack af transpart
Others
B.14 | Was there delay in
ere oy | Decision making Maobilizing funds
Artanging transport Others
815 | Any information given Lo the
relatives about the nature of Yeg Na
complication  from  the
hispital
BAGE | Myes, dederibe
817 fu'l.f.a.s. .[thE any  delay in e No
Inbing reatment
BAR | Myes, dederibe




. POST NATAL PERIOD (Tick * V' wherever applicabile)

41

81 M. of Pastnatal checkups | wil < 3 checkups
=1 checkups D"l ki
8.2 Did the mother had anmy | ygg KD
obbem following delive
periibler wing dedivery Mot know
8.3 | Tire interval between detection of complication & death (in hours/minutes)
9.4 Specific [.'|.r|:|I:|IE|r'| during Past Severe blsading EEl.IF:le I-E'-:Er and foul
Hatal period { smedling discharge
Sudden chest Untanscioudness
pain & oallapse visual disturbance
Bleeding  from Severe leg  pain
| multiple sites Swelling =~~~ |
Abnormal .
SEvere anamia
behavicus v A
Othess (specity]
95 Did she seek treatment Yag No
Q.6 If yes, by whom MM Murse
LHY B0 Othiers
[specily)
9.7 What was the treatment
given |give details)
98 Was she refernad? Vg M
Mot kniown | Mot applicable |
9.9 | Did she attend the referral | yag | Ni |
anber?
' Not known Not applicabie
A0 | Incaseof non compliance af | Intensity af
rederrale, date the reasons complications Institution lar away
it ko
Mo aftendant No ma
pwailable maney
Beliefy * Lack af tramspart
CLstormd

Others (specify]:




10: REPDRTED CALSE OF DEATH

42

1

Did & dactor of nurse al the health facility tell | Yes

you the cause of death?
Dan't know

0.2

Il yes, what wad the cause of desth?

11. OPEN HISTORY (In narrative form): (explore)

111

Mame and address of the facilities the weanl — dacisions and
time taken for sclion

112

How long did it take to make the arrangements togo from first
icentre o higher cenbers and why thode referrals were made
and how ruch time was spent &t each Tacility and time spant al
each facility before relerrals were rmade and dilficulties faced
throughoul the process

1113

Trarsportation method used

114

Tramsportation cost? |at each siage of relerral)

115

Travel time — at each stage

116

Care reteivad at each faclity?

117

Total monesy spent by family

118

How did the Tamily arrange the mdoney?

119

My ool Fyesr

lovestigator -1

|Signatura)
Mame:

Designation:

Place of posting:

Diana:

[Signatre)
R
Designation:

Place of posting:

Diate:

|Signature]
I e
Designation:

Place of posting:

Date:




COMMUNITY BASED MDR -CASE SUMMARY
|BLOCK PHC)

Cade Sumrr'lan.rl'-brm i b fillesd iy duﬂll:ll!: by the S80 Block PHE for each confirmed maternal

SEEurmeEnce ufthl.- death [Rl.-f I'l'IIJIl Guﬂ:lmts Para 4.13)

Yearly Serial No. [Reler toPara 4.13 of the Guidelines):
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Name of the Block PHE/ District

Particulars of the deceadad

Husband™s name & addrews

Gravida | Para Live births | Sill births Abartions No. of living children
Vigitar/Resident: Addreis

Timing of Death Prégnancy Delivery Within 42 days after delivery
Religion/ Caste/Community

Place, Date & Time of death

Date of investigation

Fill in appropriate cause(s) of delay:

1. Delay in Seeking Care:

Mot aware of danger signs

Problem not

identifledfidentified and
neghected
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Delay in declsion making

Mo birth preparedness

Beliefs and customs

Any other (specify]

2. Delay In reaching first level facility:

Delay in getting transport

Delay in mobilzing funds

Mot reaching approgriate facllity in time

Diffloult terraln

Any other (specify)

3. Delay In recelving adequate care in facllity:

Delay in Initizting treatment

Substandard care In hospital

Lack of blood, equipment & drugs

Lack of adequate funds

Any other (specify)

Probable direct obstetric cause of death:

Indirect obstetric cause of death:




Contributory causes of death [may list them):
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Initiatives suggested:

Date:

[Slgnatures of SMO Block PHC)

Name:

(Office Seal)
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PRI e S e R

DISTRICT LEVEL CBMDR - CASE SUMMARY

District level CBMDR-Case Summany, for every maternal death reported by the Block PHCs, to be

completed in duplicate by the District Nodal Officer after review by the District MDR Committes and

reports compiled to be put up to the Deputy Commissioner for monthly review and to the State
Director Family Welfare for monthly report (Ref: MDR Guidelines-Para 5.5-iii, 5.5-v and 6.2}

Yearly Serial Mo. : Calendar Year:
1. General Information:

Mame of the Block PHC/

District:

Particulars of the deceased: Mame! Age:
Hushand's name & address:

Gravida Para Live births | Still births | Abortions No. of living children

Visitor/Resident Address:

Timing of Death: Pregnancy Delivery Within 42 days after delivery

Religion/Caste /Community:

Place, Date & Time of death:

Date of investigation:

2. Fill in appropriate cause(s) of delay:
. Delay in Seeking Care:

Mot aware of danger signs

Problem not identified/identified and
neglected
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Delay in decision making

Mo birth preparedness

Beliefs and customs

Any other (specify)

b. Delay in reaching first level facility:

Delay in getting transport

Delay in mobilizing funds

Mot reaching appropriate facility in time

Difficult terrain

Any other (specify)

€. Delay in receiving adequate care in facility:

Delay in initiating treatment

Substandard care in hospital

Lack of blood, equipment & drugs

Lack of adeguate funds

Any other (specify)

3. Probable direct obstetric cause of death:

4. Indirect obstetric cause of death:

5. Contributory cause(s) of death:
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b. Initiatives suggested by SMO Block PHC: (Add extra page if required)

7. Remedial follow up actions planned or implemented: |Add extra page if

required)
(Signatures of District Nodal Officer MDR) MName:
{Office Seal] Date:
(Signatures of Civil Surgeon) Name:
{Office Seal] Date:

Mote: To facilitate investigations (Verbal Autopsy /Community Based MDR), for detailed
questions refer to Annexure-2 on CEMDR
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Community Based Maternal Death Review

{To be compiled for all deaths of women aged 15 - 49 years irrespective of couse of death or pregnancy status|
Name of village: Sub Centre: PHC:
Block: District: State:

Contact Person's Name, address & Telephone No. ;

Report for the Month of: Date of submission of report:

Plegse submit o copy to the ANM of the area on or before g of every month (e.g. for report of March , this copy must reach the ANM by g of April |

M there is no_death of women of age 15-49 years, submit ML repart by the due dote.

5. | Name, age, Place of death Wihen did the death occur Probable | Status of | Mame & Tel | Date &
Na. :l:::::::me Home | Health Others | During | During | Within | Dthers ;::i: of | newharn ::mf the :Ilz:;f
deceased ety preqreny | deliery |42 doys Nan- (deas/ interviewed | hame of
{Namie] f;:e miaternal alive] deceased
V| death)
Name of ASHA: ..o VIIBERS e MDD TRING o STEMBRUTES

Note: 1. For every death of women of age 15-49 years, inform the ANM of the area telephonically within 24 hours.
L. In cose o Maternal Death is detected, inform the SMO Block PHE and the ANM of the areo IMMEDIA TELY TELEPHONICALLY.

Waternal Death i defined a¢ the death of 2 warnan whe dies from any cause rélated o or aggravated by pregnancy or its management {excluding accidental or incidental causes) during pregnancy or child
42 days of terrmination of pregnancy, irespective of duration and site of the pregnancy.




Delay in decision making

Mo birth preparedness

Beliefs and customs

Any other [specify)

b. Delay in reaching first level facility:

Delay in getting transport

Delay in mobilizing funds

Mot reaching appropriate facility in time

Difficult terrain

Any other [specify)

. Delayin receiving adeguate care in facility:

Delay in initiating treatment

Substandard care in hospital

Lack of blood, equipment & drugs

Lack of adeguate funds

Any other [specify]

3. Probable direct obstetric cause of death:

4. Indirect obstetric cause of death:

5. Contributory cause(s) of death:
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