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Abstract

Purpose — The purpose of this paper is to provide a situational overview of the facility-based maternal and
perinatal morbidity and mortality audits (MPMMAS) in SSA, their current efficacy at reducing mortality
and morbidity rates related to childbirth.

Design/methodology/approach — This is a scoping literature review based on the synthesis of
secondary literature.

Findings — Not all countries in SSA conduct MPMIMAs. Countries where MPMMAS are conducted have not
instituted standard practice, MPMMASs are not done on a national scale, and there is no clear best practice for
MPMMAs. In addition, auditing process of pediatrics and maternal deaths is flawed by human and
organizational barriers. Thus, the aggregated data collected from MPMMAs are not adequate enough to
identify and correct systemic flaws in SSA childbirth-related health care.

Research limitations/implications — There are a few published literature on the topic in sub-Saharan Africa.
Practical implications — This review exposes serious gaps in literature and practice. It provides a platform
upon which practitioners and policy makers must begin to discuss ways of embedding mortality audits in
SSA in their health systems as well as health strategies.

Social implications — The findings of this paper can inform policy in sub-Saharan Africa that could lead
toward better outcomes in health and well-being.

Originality/value — The paper is original.

Keywords Mortality, Africa, Perinatal, Audits, Death reviews, Facility, Maternal, Sub-Saharan

Paper type Literature review

Background

A maternal mortality audit is a process that looks at the number and causes of deaths among
women who die between conception and six weeks after delivery, while perinatal mortality audit
looks at the stillbirths and early neonatal deaths (WHO, 2015, 2016; WB, 2011). The overall aim
is to identify correctible deficiencies (such as omission in care, delayed or missed diagnosis,
inappropriate missed drug administration and miscommunication) in order to improve the
quality of safe motherhood, as well as to prevent future occurrences (WB, 2011; WHO, 2016;
Owolabi et al., 2014). Morbidity audits look at the illness and problems which are not severe
enough to cause death (Higginson et al., 2011; WHO, 2016).

In HICs, hospitals and other health care facilities have long conducted morbidity and mortality
audits to identify deficiencies in health care provision and ways to improve patient outcomes
(Kurinczuk et al., 2014; Luz et al., 2014). Routine facility morbidity and mortality audits have been
linked to improved quality of care and better health outcomes (WHO, 2004, 2016). Reviews of
maternity-related deaths, which began in the 1950s (Short, 1961), have proved especially
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effective at identifying potential contributing factors and reducing childbirth-associated mortality
(Merali et al., 2014; Pattinson et al., 2009).

World Health Organization (WHO) (2001) published the first guidelines for conducting maternal
death reviews (MDRs) in 1996 (revised in 2001). In 2004, WHOs “Beyond the numbers:
reviewing maternal deaths and complications to make pregnancy safer” analyzed MDR data
from audits and offered comprehensive suggestions on how to prevent deaths. In 2012, WHO
and partners introduced maternal death surveillance and response (MDSR), which outlined a
new, evidence-based approach to maternity-related health care that providers could use
to improve their own practices (WHO, 2013). More recently, there has been an emphasis to
explore causes of stillbirth and neonatal death, in order to identify avoidable contributing
factors, as part of existing MDRs.

Not all countries in SSA have facilities for conducting death reviews. Countries that conduct death
reviews have now modified the standard MDSR to include perinatal audits, or maternal and
perinatal death surveillance and response (MPDSR). For example, Sierra Leone launched the
National Maternal Death Surveilance and Response Technical Guidelines in 2015. The new
guidelines moved beyond MDRs, to surveillance and response, taking actions to prevent future
deaths. Burkina Faso Ministry of Health introduced the National MDSR system and guidelines to
respond to the country’s high maternal mortality rate in 2012, improving data collection
and surveillance by incorporating use of mobile phones and routine reporting forms. By 2010,
Kenya, South Africa (SA), Malawi, Botswana, Ghana, Tanzania, Uganda and Nigeria had
instituted procedures for auditing maternal and neonatal mortality, based on WHO
recommendations, on how health care facilities should conduct MPDSRs.

Overall, as literature attests, some SSA countries are conducting MPMM audlits yet it is not clear
whether the data collected are linked to improved quality of maternal and neonatal health
considering the sobering numbers of deaths in facilities. Furthermore, very little is known about
the processes and efficacy of the MMA data that are being collected. The aim of this review is to
improve our understanding on this topic by providing a situational overview of the facility-based
maternal and perinatal morbidity and mortality audits (MPMMAS) in SSA, their current efficacy at
reducing mortality and morbidity rates related to childbirth.

Methods
Step 1

Inclusion criteria. The search was limited to SSA. Sub-Saharan Africa in this paper denotes
countries geographically located south of the Sahara. SSA was chosen because it has the
highest maternal and neonatal deaths worldwide. The research team (consisting of social
scientists and a clinical epidemiologist) defined the search parameter. Both qualitative and
quantitative studies in academic journals including MPMMAs published between 2008 and 2017;
empirical papers containing sections on audit methods and processes; papers containing
reflection on audits, quality of health and patient safety and articles written in English — both
primary and secondary research works were included.

Exclusion criteria. Papers that did not meet the inclusion criteria above; book monographs;
papers not in English language were excluded.

Step 2

Studies were selected by searching PubMed and HINARI databases for “maternal” or “perinatal”
and “morbidity” or “mortality,” “low-middle-income countries” (LMICs)” or “developing countries.”

Step 3

The search yielded 1,678 papers. Authors screened the papers for duplicates and omitted 1,533
papers. Additional screening was conducted by two authors (AL and JJ) to look at the relevance
of the remaining papers — as to whether they met the inclusion criteria. The authors omitted
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125 papers leaving 25 eligible papers. Non-peer-reviewed literature included reports, guidelines
and policies obtained (largely through author contacts) from international health organizations
and government ministries of health.

Step 4

All studies retrieved were read by the research team to understand the scale of audits in LMIC.
Each team member read the materials and entered into a summary table (Tables Al and All).
Aspects of the information collected included: how mortality audit data were being conducted
in SSA. In particular, the methods and processes that were in place; what challenges exist; the
effectiveness of the data; what standards and tools were in place; and what research gaps exist.

The resulting analysis reflects frequent collective discussions on how to evaluate and interpret the
data collected (Figure 1).

Findings
As detailed below, findings exhibit that MPMMAs are not a standard operating procedures
across SSA. The varied approaches that SSA countries have used over time in collecting

MPMMA data make it difficult to evaluate the data collected; and systematic and human factors
undermine the effectiveness of MPMMAs.

Variability undermines the usefulness of MPMMA data

This review shows many different auditing approaches SSA countries have used over time
and in different settings, so it is difficult to evaluate and interpret the MPMMA data collected.
Some MPMMAs, for instance, “near miss” cases, where potentially life-threatening incidents did
not result in death, and some did.

Figure 1 PRISMA chart of the selection of papers in review
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Other variable approaches included clinical audits — MDRs only, vs maternal and perinatal death
reviews (MPDR) — and more in-depth confidential inquiries into maternal deaths (Agaro et al.,
2016; Combs Thorsen et al., 2014, Madzimbamuto et al, 2014). By 2010, many SSA
countries — SA, Botswana, Malawi and Ghana - had all introduced nationally supported
procedures for systematically auditing maternal and neonatal mortality and morbidity. To date,
numerous SSA African countries (Chad, Zimbabwe, Mozambique, Congo and Somalia) have
either made minimal progress or yet to initiate a national MPMMA process. Several other
countries (Tanzania, Uganda, Malawi, Nigeria, Kenya, Burkina Faso and SA) are conducting
facility-based death reviews and using MDSRs/MPDSR (Agaro et al., 2016; Combs Thorsen
et al., 2014; Kongnyuy and Van Den Broek, 2008; Rhoda et al., 2014; Richard et al., 2009).

This review revealed the degree to which MPMMAs are not yet standard operating procedure,
promulgated by national governments in Sub-Saharan Africa. Where African MPMMAs do take
place, they are initiated by individual health care facilities, often at great distances from one another
(Musdfili et al.,, 2017; Hofman and Mohammed, 2014). Rather than being conducted frequently
according to a prescribed procedure, as in developed countries, African MPMMAs are generally
undertaken in an ad hoc manner, occur in facilities that are widely dispersed geographically and
include little or no outside supervision (Agaro et al., 2016; Van Hamersveld et al., 2012; Hofman and
Mohammed, 2014). These features go far to explain the variability in methodologies used, which
undermines the usefulness of the data. The literature suggests that to standardize MPMMAs,
they need undertaken as part of a coordinated national effort (WB, 2011; WHO, 2016).

Systemic and human factors undermining MPMMAs outcomes in SSA

While MPMMAs have improved patient outcomes in HICs, in SSA, their implementation and
success has been slow. This lack of progress in instituting standard mortality reviews has in
part contributed to SSA'’s failure to achieve WHO’s Millennium Development Goals (4 and 5)
and Social Development Goal (3) to improve maternal health. Maternal and perinatal
mortality rates remain significantly higher than in other countries; conditions in care facilities
are frequently unsafe, medical errors are rife (WHO, 2013; Kinney et al., 2010) and the vast
majority of SSA countries register childbirth-related deaths as having “no attributable cause”
(WHO, 2010).

A 2010 WHO report on Malawi’s effort, however, revealed that even where nationally supported,
partly supervised and conducted according to standard MMNA protocols, the usefulness of
these MPMMAs was undermined by a variety of issues, both cultural and systemic. The WHO
report specifically cited: insufficient procedural knowledge, meager record keeping skills,
insufficient data management skills and fear of being blamed for poor outcomes (see also
Vink et al., 2013; Kongnyuy and Van Den Broek, 2008).

Farther, lessons learned from this review indicate that, where audits are conducted, MPMMAs
meeting is not regular (Van Hamersveld et al., 2012; Agaro et al., 2016; Angelo et al., 2010; Vink
et al., 2013). Yet, frequent mortality meetings are an effective way of leaming how to prevent
maternal and perinatal deaths as well, providing opportunities for acknowledging good
care/practice and management. Similar findings were also reported in a study conducted in
Burkina Faso (Richard et al., 2009), Uganda (Agaro et al., 2016), Nigeria (Hofman and Mohammed,
2014) and Malawi (Vink et al., 2013; Bakker et al., 2011). Research conducted in Malawi, Nigeria,
Tanzania, Botswana and Uganda revealed a lack of knowledge and understanding about the
importance of audits among hospital staff (Armstrong et al., 2014; Kongnyuy and Van Den Broek,
2008; Musafili et al., 2017; Van Hamersveld et al., 2012). Van et al. and Armstrong et al. found a
lack of commitment among staff to conduct audits in Tanzania. In part, these barriers may be
amplified by limited organizational support as the key health decision makers did not attend audit
meetings. Supervision of mortality reviews is also inadequate (oversight from Ministry of Health)
(Hofman and Mohammed, 2014; Agaro et al., 2016; Madzimbamuto et al., 2014; Vink et al., 2013).

This review also found that data reporting during the audit meeting were poor and incomplete
(standards are not clearly set) with clinical records lacking in some audits — no discussion about
the primary cause of death, final cause of death, avoidable factors, morbidity, missed
opportunities and action plan.
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Since 2011, the Government of Kenya changed MDSR to include MPDSR (WHO, 2011), thus
making it mandatory for hospitals to report maternal deaths (WHO, 2011). Although reporting
childbirth-related deaths is done routinely, evidence shows that, the majority of the hospital
facilities where standard forms are provided, health care staff fail to fill them out accurately and
completely; no effort is made to analyze the information collected to find out how to improve
conditions, practices and outcomes; and audits are not followed by changes designed to
improve health outcomes (KMOH, 2014a, b).

Tanzania instituted MPDR in 2006. In 2010, however, Angelo et al. found that although maternal
and perinatal mortality audits in Tanzania were a standard health care policy, the audits were
limited in scope, and when carried out, were not standardized. The few hospitals that conducted
MPDR audits did so only irregularly, kept no records of meetings, discussions, decisions or
remedial actions taken. In addition, audit committees did not include key hospital decision
makers, and health care workers were not made aware of audits having taken place.

Four years later, a study by Armstrong et al. found that little had changed. The MPDR system was
still of insufficient quality to serve as the basis for identifying problems associated with matermnal and
perinatal deaths (Armstrong et al., 2014). Care facilities were given no guidelines on how to report
facility-based maternal and perinatal deaths. The study also established that even where MPDR
were conducted, those conducting reviews at the hospital were unable to identify challenges and
solutions. In most cases, no remedial actions were taken. Where responses did take place, they
were insufficient to remedy existing deficiencies that may have contributed to higher mortality rates.

Compared with other countries in SSA, SA seems to be the only country that has made progress
toward this course. Created to help health care facilities conduct standardized mortality audits,
SA’s perinatal problem identification program (PPIP) is credited with reducing the rate of avoidable
perinatal deaths and substantially improving the quality of health care (Rhoda et al., 2014). APPIP’s
mortality review uses a participatory team approach, with nurses and doctors working together to
analyze causes of death. Mortality meetings are frequent — every death is reviewed and summarized
within 24 h (Patrick and Stephen, 2008). All review team participants are asked to submit
recommendations, and PPIP data are used to identify and rectify loopholes in the health care
system that may lead to future deaths (Belizan et al,, 2011; Rhoda et al., 2014; Patrick and
Stephen, 2008). The PPIP process entails: data collection, “the preparatory meeting,” mortality
review meeting, epidemiological and content analysis and recommendations.

The plethora of research from SSA points to health care staffs’ fear of being blamed for poor
outcomes as a contributing factor to poor reporting (Kongnyuy and Van Den Broek, 2008;
Combs Thorsen et al., 2014). Similarly, poor recording may be due to both insufficient resources
to implement changes (Bakker et al., 2011; Kongnyuy and Van Den Broek, 2008) and insufficient
value placed on teamwork (Van Hamersveld et al., 2012; Hofman and Mohammed, 2014;
Lewis, 2014). These findings point toward the urgent need to train MPDR audit committees in
SSAs and the need to institute incentives to motivate relevant health care staff to see the value of
attending audit meetings.

Discussions

Based on WHO’s guidelines for maternal and perinatal mortality audits, a successful death audit
must: select a committee of diverse professionals (clinicians, hospital administrators and hospital
representatives) and have a clearly defined leadership — including the chair, case/data presenter and
a secretary; ensure that standards of good practice are available; certify that all deaths that occurred
in the facility during a defined period of time are available; document the circumstances that led to
each death; develop a clinical death summary file; and organize the MDR session in advance by
arranging meeting venue, informing participants and providing a schedule of the review (WHO, 2004,
2005, 2006; see also De Brouwere et al., 2013). Farther, during the death review audit meetings, the
chair must encourage a non-discriminatory environment to encourage honest discussions. Results
from the previous audit meetings must be re-evaluated, clinical summary of each case presented
and a systematic case analysis conducted to allow an understanding to the chain of events that led
to the death. Death audits meetings must conclude with recommendation and an action plan.
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The current literature review shows limitations in the way, audits are being conducted in SSA.
Recommended guidelines are not followed, which raises questions as to whether facilities that
conduct audits have knowledge about these tools. This review also highlights potential areas of
exploration that can be considered in strengthening audits as a quality improvement tool.
Although MPMMAs in SSA are taking place at the facility levels, findings showed that
procedures used have not been standardized. Reporting is also spotty, leaving scant data
about the process and its results, either locally or nationally. The findings also underscore the
lack of aggregation of facility level data with the community data. In SSA, most of the births take
place in the communities. There is therefore an unclear description or reporting of events that
took place at the community level which might indirectly or directly have contributed to maternal
or new-born deaths. While there are studies on community level verbal autopsies, these are not
integrated with the data from facilities as well. This highlights a gap that needs to be addressed,
to ensure death causing factors attributed to dynamics at the community and facility levels are
addressed. These findings are consistent with findings from other LMICs outside SSA, for
example, Bangladesh, Solomon Islands (Sandakabatu et al., 2018); Brazil (Luz et al., 2014) and
India (Paily et al., 2014).

Literature on MPMMs has put emphasis on how human and organizational factors have been a
barrier to successful implementation of death reviews. While these factors are central, it is
important to highlight that the ability of audit teams to review cases, draw lessons and inform
service delivery frequently depends on team members’ ability to share adverse information,
disclose errors, and seek help and feedback from other team members and the administration,
without fear of punitive measures (Lewis, 2014). Morbidity and mortality review can also be
affected by the larger organizational and institutional context, and can be influenced by
availability of resources and leadership support. Given the abundance of evidence that medical
errors are largely attributable to systems rather than individuals; moreover, improving quality of
care requires a more rigorous definition of the systems and methodology required to assess
many different factors that may contribute to birth-related deaths (Lewis, 2014; Hofman and
Mohammed, 2014; WHO, 2013).

The lack of understanding, inadequate supervision and a lack of skills among hospital teams as
highlighted in the literature calls for the need for a cultural shift on how audits should be
conducted. Literature suggests that, apart from SA where PPIP is used, audits are still
fragmented and do not exist in many countries. Where audits have been successful like the
developed countries, evidence shows that they are carried out by multi-disciplinary audit teams
whose members meet regularly to review cases, identify challenges and solutions (Rhoda et al.,
2014, Patrick and Stephen, 2008). This success, in part, has been due to effective guidelines and
standardized frameworks in which multi-professional teams use during audits, which is lacking in
many countries of SSA.

Current literature identifies gaps with regard to how MPMMAs are conducted in SSA countries.
Rather than focusing on structural factors, there is need for research to explore issues around the
audit processes as well as the context in which audits are conducted. For example, institutional and
inter-professional contexts are useful in supporting health care professionals. Institutional support
provides a favorable enabling environment for collaborative teamwork, ensures resources such
as adequate staffing are available and supports best practice initiatives. Reduction of medical
errors and improving quality of care require more system approach to address the multiple factors
underlying medical errors that are beyond individuals (Collins et al., 2009; Walton, 2004). A systems
approach is important in part because it promotes a blame-free environment, in which hospital staff
at all levels, and patients, are all stakeholders. A systems approach will also provide the
organizational structure health professionals need to collect, review and report data on adverse
events, errors and near misses to improve hospital.

Recognizing the need to support countries in maternal health care, however, literature highlights
the need for clear implementation guidelines for execution of mortality reviews and an enabling
environment with support from governments (Abebe et al., 2017; Higginson et al., 2011;
Lewis, 2014). WHO recommends the need for legal and ethical frameworks in setting up and
conducting death reviews (WHO, 2016). The absence or existence of legal protection influences
the ability of audit team members to willingfully take part in audits. The need for a legal framework
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to ensure that deaths are reported and discussed while ensuring accountability and
confidentiality of individuals involved and the information gathered is therefore important
(see also Hodorogea and Friptu, 2014; Paily et al., 2014).

Conclusions

There is need to strengthen the quality of facility level reviews in hospitals where they are being
conducted, as well as encourage and provide frameworks that can guide those hospitals that are
not undertaking this process to do so. Even where data are being collected like for the case of
Tanzania (Armstrong et al., 2014), there is need to identify challenges and solutions to increase
accountability of professionals and to improve quality of care. We conclude that while the
implementation of mortality audits in SSA is slowly progressing, however, there is need to consider
the more intangible human aspects that may directly or indirectly influence the success of
implementation of such interventions. More research is needed on the social cultural context in
which MPMMSs are conducted including processes and procedures, ways community mortality
data can be aggregated with the facility data as a way for strengthening health systems and
strengthening audit guidelines, frameworks and policies in SSA to improve audits.

Limitations

This is a scoping paper. There are a few published studies on this topic in sub-Saharan Africa.

References

Abebe, B., Busza, J., Hadush, A., Usmael, A., Zeleke, A.B., Sita, S., Hailu, S. and Graham, W.J. (2017),
“We identify, discuss, act and promise to prevent similar deaths’: a qualitative study of Ethiopia's maternal
death surveillance and response system”, BMJ Glob Health, Vol. 2 No. 2, p. e000199, doi: 10.1136/
bmijgh-2016-000199.

Agaro, C., Beyeza-Kashesya, J., Waiswa, P., Sekandi, J.N., Tusiime, S., Anguzu, R. and Kiracho, E. (2016),
“The conduct of maternal and perinatal death reviews in Oyam District, Uganda: a descriptive cross-sectional
study”, BMC Womens Health, Vol. 16 No. 38, pp. 38-51.

Alexandre, D., Caroline, T. and Pierre, F. (2009), “Improving obstetric care in low-resource settings:
implementation of facility-based maternal death reviews in five pilot hospitals in Senegal”’, Human Resource
for Health, Vol. 7 No. 61, doi: 10.1186/1478-4491-7-61.

Allanson, R.E. and Pattinson, R.C. (2015), “Quality-of-care audits and perinatal mortality in South Africa”, Bull
World Health Organ, Vol. 93 No. 6, pp. 424-8, doi: 10.2471/BLT.14.144683.

Angelo, S.N., Urassa, D.P., Pembe, A.B., Kisanga, F. and Van Roosmalen, J. (2010), “Factors for change in
maternal and perinatal audit systems in Dar es Salaam hospitals, Tanzania”, BMC Pregnancy and Childbirth,
Vol. 10, pp. 29-37.

Armstrong, C.E., Lange, |., Magoma, M., Ferla, C., Filippi, V. and Ronsmans, C. (2014), “Strengths and
weaknesses in the implementation of maternal and perinatal deathreviews in Tanzania: perceptions,
processes and practice”, Tropical Medicine & International Health, Vol. 19 No. 9, pp. 1087-95, available at:
https://doi.org/10.1111/tmi. 12353

Bakker, W., Van Den Akker, T., Mwagomba, B., Khukulu, R., Van Elteren, M. and Van Roosmalen, J. (2011),
“Health workers’ perceptions of obstetric critical incident audit in Thyolo District, Malawi”, Tropical Medicine &
International Health, Vol. 16 No. 10, pp. 1243-50.

Belizan, M., Bergh, A.-M., Cilliers, C., Pattinson, R.C. and Voce, A. (2011), “Stages of change: a qualitative
study on the implementation of a perinatal audit programme in South Africa”, BMC Health Services Research,
Vol. 11 No. 1, p. 243, doi: 10.1186/1472-6963-11-243.

Collins, M.E., Block, S.D., Amold, R.M. and Christakis, N.A. (2009), “On the prospects for a blame-free medical
culture”, Social Science & Medicine, Vol. 69 No. 9, pp. 1287-90, doi: 10.1016/j.socscimed.2009.08.033.

Combs Thorsen, V., Sundby, J., Meguid, T. and Malata, A. (2014), “Easier said than done!: methodological
challenges with conducting maternal death review research in Malawi”, BMC Medical Research Methodology,
No. 14, p. 29, doi: 10.1186/1471-2288-14-29.

INTERNATIONAL JOURNAL OF HUMAN RIGHTS IN HEALTHCARE | VOL. 12 NO. 3 2019


https://doi.org/10.1111/tmi.12353

De Brouwere, V., Zinnen, V. and Delvaux, T. (2013), How to Conduct Maternal Death Reviews (MDR): Guidelines
and Tools for Health Professionals, International Federation of Gynecologists and Obstetricians, London.

Higginson, J., Walters, R. and Fulop, N. (2011), “Mortality and morbidity meetings: an untapped resource for
improving the governance of patient safety?”, BMJ Quality and Safety, Vol. 21 No. 7, pp. 576-85.

Hodorogea, S. and Friptu, V. (2014), “The Moldovan experience of maternal death reviews”, BJOG: An
International Journal of Obstetrics and Gynaecology, Vol. 121 No. 4, pp. 81-5.

Hofman, J.J. and Mohammed, H. (2014), “Experiences with facility-based maternal death reviews in northern
Nigeria”, International Journal of Gynecology & Obstetrics, Vol. 126 No. 2, pp. 111-4.

Kerber, K.J., Mathai, M., Lewis, G., Flenady, V., Erwich, J.J., Segun, T., Aliganyira, P., Abdelmegeid, A.,
Allanson, E., Roos, N., Rhoda, N., Lawn, J.E. and Pattinson, R. (2015), “Counting every stillbirth and neonatal
death through mortality audit to improve quality of care for every pregnant woman and her baby”, BMC
Pregnancy and Childbirth, Vol. 15 No. S2, doi: 10.1186/1471-2393-15-S2-S9.

Kinney, M.V., Kerber, K.J., Black, R.E., Cohen, B., Nkrumah, F., Coovadia, H., Nampala, P.M., Lawn, J.E.,
Axelson. H., Bergh, A.M., Chopra, M., Diab, R., Friberg, |., Odubanjo, O., Walker, N. and Weissman, E.
(2010), “Science in action: saving the lives of Africa's mothers, newborns, and children working group”,
Ke PLoS Medicine, Vol. 7 No. 6, p. €1000294, doi: 10.1371/journal.pmed.1000294.

KMOH (2014a), Kenya'’s Firstconfidential Enquiry into Maternal Deaths 2074, Reproductive and Maternal
Health Services Unit, Nairobi.

KMOH (2014b), “A review of the implementation of maternal and perinatal deaths surveillance and response
(MPDSR) at facility and community level in selected Counties in Kenya”, Kenya Ministry of Health, Nairobi,
available at: www.ncbi.nlm.nih.gov/pmc/articles/pmc5620333/ (accessed September 20, 2018).

Kongnyuy, E.J. and Van Den Droek, N. (2008), “The difficulties of conducting maternal death reviews in
Malawi”, BMC Pregnancy Childbirth, Vol. 21 No. 4, pp. 149-55, doi: 10.1016/j.wombi.2008.08.002.

Kurinczuk, J.J., Draper, E.S., Field, D.J., Bevan, C., Brocklehurst, P., Gray, R., Kenyon, S., Manktelow, B.N.,
Neilson, J.P., Redshaw, M., Scott, J., Shakespeare, J., Smith, |. K. and Knight, M. (2014), “Experiences with
maternal and perinatal death reviews in the UK — the MBRRACE-UK programme”, BJOG: An International
Journal of Obstetrics and Gynaecology, Vol. 121 No. S4, pp. 41-6.

Lewis, G. (2014), “The cultural environment behind successful maternal death and morbidity reviews”, BJOG:
An International Journal of Obstetrics and Gynaecology, Vol. 121 No. 4, pp. 24-31.

Luz, A.G., Osis, M.J., Ribeiro, M., Cecatti, J.G. and Amaral, E. (2014), “Perspectives of professionals participating
in the Brazilian network for the surveillance of severe maternal morbidity regarding the implementation of routine
surveillance: a qualitative study”, Reproductive Health, Vol. 11 No. 1, p. 29, doi: 10.1186/1742-4755-11-29.

Madzimbamuto, F.D., Ray, S.C., Mogobe, K.D., Ramogola-Masire, D., Phillips, R., Haverkamp, M., Mokotedi, M.
and Motana, M. (2014), “A root-cause analysis of maternal deaths in Botswana: towards developing a culture of
patient safety and quality improvement”, BMC Pregnancy Chilabirth, Vol. 14 No. 231.

Merali, H.S., Lipsitz, S., Hevelone, N., Gawande, A.A., Lashoher, A., Agrawal, P. and Spector, J. (2014),
“Audit-identified avoidable factors in maternal and perinatal deaths in low resource settings: a systematic
review”, BMC Pregnancy Childbirth, Vol. 14 No. 280.

Musafili, A., Persson, L.A., Baribwira, C., P&fs, J., Mulindwa, P.A. and Essén, B. (2017), “Case review of
perinatal deaths at hospitals in Kigali, Rwanda: perinatal audit with application of a three-delays analysis”,
BMC Pregnancy Childbirth, Vol. 17 No. 1, p. 85, doi: 10.1186/s12884-017-1269-9.

Nakibuuka, V.K., Okong, P., Waiswa, P. and Byaruhanga, R.N. (2012), “Perinatal death audits in a peri-urban
hospital in Kampala, Uganda”, African Health Sciences, Vol. 12 No. 4, pp. 435-42.

Owolabi, H., Ameh, C.A., Bar-Zeev, S., Adaji, S., Kachale, F. and van den Broek, N. (2014), “Establishing
cause of maternal death in Malawi via facility-based review and application of the ICD-MM classification”,
Royal College of Obstetricians and Gynaecologists, Vol. 4, pp. 95-101.

Paily, V.P., Ambujam, K., Rajasekharan Nair, V. and Thomas, B. (2014), “Confidential review of maternal
deaths in Kerala: a country case study”, BJOG: An International Journal of Obstetrics and Gynaecology,
Vol. 121 No. 4, pp. 61-6.

Patrick, M.E. and Stephen, C.R. (2008), “Child PIP: making mortality meaningful by using a structured
mortality review process to improve the quality of care that children receive in the South African Health
System”, South African Journal of Child Health, No. 2, pp. 38-42.

VOL. 12 NO. 3 2019 | INTERNATIONAL JOURNAL OF HUMAN RIGHTS IN HEALTHCARE

PAGE 199



PAGE 200

Pattinson, R., Kerber, K., Waiswa, P., Day, L.T., Mussell, F., Asiruddin, S.K., Blencowe, H. and Llawn, J.E. (2009),
“Perinatal mortality audit: counting, accountability, and overcoming challenges in scaling up in low- and
middle-income countries”, International Journal of Gynecology & Obstetrics, Vol. 107 No. 1, pp. 113-21.

Rhoda, N.R., Greenfield, D., Muller, M., Prinsloo, R., Pattinson, R.C., Kauchali, S. and Kerber, K. (2014),
“Experiences with perinatal death reviews in South Africa-the perinatal problem identification programme:
scaling up from programme to province to Country”, BJOG: An International Journal of Obstetrics and
Gynaecology, Vol. 121 No. 4, pp. 160-6.

Richard, F., Ouedraogo, C., Zongo, V., Ouattara, F., Zongo, S., Gruenais, M.E. and De Brouwere, V.
(2009), “The difficulty of questioning clinical practice: experience of facility-based case reviews in
Quagadougou, Burkina Faso”, BJOG: An International Journal of Obstetrics and Gynaecology, Vol. 116
No. 1, pp. 38-44.

Sandakabatu, M., Nasi, T., Titiulu, C. et al. (2018), “Evaluating the process and outcomes of child death review
in the Solomon Islands”, Archives of Disease in Childhood, Vol. 103, pp. 685-90.

Short, C.W.R. (1961), “Causes of maternal death among Africans in Kampala, Uganda”’, BJOG: An
International Journal of Obstetrics & Gynaecology, Vol. 68 No. 1, pp. 44-51.

Smith, H., Ameh, C., Roos, N., Mathai, M. and van den Broek, N. (2017), “Implementing maternal death
surveillance and response: a review of lessons from country case studies”, BMC Pregnancy and Childbirth,
Vol. 17, pp. 233-42.

Van Hamersveld, K.T., den Bakker, E., Nyamtema, A.S., van den Akker, T., Mfinanga, E.H., van Elteren, M.
and van Roosmalen, J. (2012), “Barriers to conducting effective obstetric audit in Ifakara: a qualitative
assessment in an under-resourced setting in Tanzania”, Tropical Medicine & International Health, Vol. 17
No. 5, pp. 652-7, doi: 10.1111/.1365-3156.2012.02972 x.

Vink, N.M., De Jonge, H.C., Ter Haar, R., Chizimba, E.M. and Stekelenburg, J. (2013), “Maternal death reviews
at a rural hospital in Malawi”, International Journal of Gynecology & Obstetrics, Vol. 120 No. 1, pp. 74-7.

Walton, M. (2004), “Creating a ‘no blame’ culture: have we got the balance right?”, Quality & Safety in Health
Care, Vol. 13 No. 3, pp. 163-4, doi: 10.1136/gshc.2004.010959.

WHO (2001), “WHO guidance for measuring maternal mortality from a census”, available at: https://apps.who.
int/iris/bitstream/handle/10665/87982/9789241506113eng.pdf;jsessionid=FF5ED2C93F58497C65C0
EEFA97AF497A?sequence= (accessed February 20, 2019).

WHO (2004), “Beyond the numbers: reviewing maternal deaths and complications to make pregnancy safer.
Beyond the numbers: reviewing maternal deaths and complications to make pregnancy safer”, available at:
http://apps.who.int/iris/bitstream/handle/10665/42984/9241591838. pdf;jsessionid=f196cc8a63e380110
ee25c2dbdafe251?sequence=1 (accessed June 23, 2017).

WHO (2005), “The world health report 2005 — make every mother and child count”, available at: www.who.int/
whr/2005/en/ (accessed September 20, 2018).

WHO (20086), “Making a difference in countries — strategic approach to improving maternal and newborn
survival and health”, available at: www.who.int/maternal_child_adolescent/documents/wa3102006ma/en/
(accessed September 20, 2018).

WHO (2010), “Integrating and strengthening maternal death surveillance and response in Malawi”, available
at:  www.who.int/maternal_child_adolescent/epidemiology/maternal-death-surveillance/case-studies/
malawi/en/ (accessed March 20, 2018).

WHO (2011), Commission on Information and Accountability: Women’s and Children’s Health. Keeping
Promises, Measuring Results, WHO, Geneva, available at: www.who.int/topics/millennium_development_
goals/accountability_commission/commission report_advance_copy.pdf (accessed June 20, 2018).

WHO (2013), “Maternal death surveillance and response: technical guidance information for action to prevent
maternal death”, available at: www.who.int/maternal_child_adolescent/documents/maternal_death_
surveillance/en/ (accessed June 20, 2018).

WHO (2016), “Standards for improving quality of maternal and newborn care in health facilities”, available at:
www.who.int/maternal_child_adolescent/documents/improving-maternal-newborn-care-quality/en/
(accessed March 20, 2018).

World Bank (2011), “Maternal death audit as a tool reducing maternal mortality”, available at: http://
siteresources.worldbank.org/intprh/resources/376374-278599377733/maternaldeathauditmarch22011. pdf
(accessed January 29, 2018).

INTERNATIONAL JOURNAL OF HUMAN RIGHTS IN HEALTHCARE | VOL. 12 NO. 3 2019


https://apps.who.int/iris/bitstream/handle/10665/87982/9789241506113eng.pdf;jsessionid=FF5ED2C93F58497C65C0EEFA97AF497A?sequence=
https://apps.who.int/iris/bitstream/handle/10665/87982/9789241506113eng.pdf;jsessionid=FF5ED2C93F58497C65C0EEFA97AF497A?sequence=
https://apps.who.int/iris/bitstream/handle/10665/87982/9789241506113eng.pdf;jsessionid=FF5ED2C93F58497C65C0EEFA97AF497A?sequence=
http://apps.who.int/iris/bitstream/handle/10665/42984/9241591838.pdf;jsessionid=f196cc8a63e380110ee25c2dbdafe251?sequence=1
http://apps.who.int/iris/bitstream/handle/10665/42984/9241591838.pdf;jsessionid=f196cc8a63e380110ee25c2dbdafe251?sequence=1
www.who.int/whr/2005/en/
www.who.int/whr/2005/en/
www.who.int/maternal_child_adolescent/documents/wa3102006ma/en/
www.who.int/maternal_child_adolescent/epidemiology/maternal-death-surveillance/case-studies/malawi/en/
www.who.int/maternal_child_adolescent/epidemiology/maternal-death-surveillance/case-studies/malawi/en/
www.who.int/topics/millennium_development_goals/accountability_commission/commission report_advance_copy.pdf
www.who.int/topics/millennium_development_goals/accountability_commission/commission report_advance_copy.pdf
www.who.int/maternal_child_adolescent/documents/maternal_death_surveillance/en/
www.who.int/maternal_child_adolescent/documents/maternal_death_surveillance/en/
www.who.int/maternal_child_adolescent/documents/improving-maternal-newborn-care-quality/en/
http://siteresources.worldbank.org/intprh/resources/376374-278599377733/maternaldeathauditmarch22011.pdf
http://siteresources.worldbank.org/intprh/resources/376374-278599377733/maternaldeathauditmarch22011.pdf

Further reading

Buchmann, E.J. (2014), “Towards greater effectiveness of perinatal death audit in low- and middle-income
countries”, BJOG: An International Journal of Obstetrics and Gynaecology, Vol. 121 No. S4, pp. 134-6, doi:
10.1111/1471-0528.12904.

Kenya Ministry of Health (2016), National Guidelines for Maternal and Perinatal Death Surveillance and
Response, Ministry of Health-Kenya, Nairobi.

KMHPS (2009), Maternal Death Review Guidelines, Ministry of Health and Public Sanitation, Nairobi,
available at: www.health.go.ke/wp-content/uploads/2016/04/kenya-hrh-strategy-2014-2018.pdf (accessed
September 16, 2018).

Oestergaard, M.Z., Inoue, M., Yoshida, S., Mahanani, W.R., Gore, F.M., Cousens, S. et al. (2011), “Neonatal
mortality levels for 193 countries in 2009 with trends since 1990: a systematic analysis of progress,
projections, and priorities”, PLOS Medicine, Vol. 8 No .8, p. e1001080, available at: https://doi.org/10.1371/
journal.pmed.1001080

UNICEF (2015), “Maternal mortality”, available at: https://data.unicef.org/topic/maternal-health/maternal-
mortality/ (accessed January 1, 2018).

UNICEF (2018), “Levels and trends in child mortality”, available at: https://data.unicef.org/wp-content/
uploads/2018/10/Child-Mortality-Report-2018.pdf (accessed August 13, 2018).

WHO (2018), “Maternal mortality”, available at: www.who.int/news-room/fact-sheets/detail/maternal-
mortality (accessed August 20, 2018).

VOL. 12 NO. 3 2019 | INTERNATIONAL JOURNAL OF HUMAN RIGHTS IN HEALTHCARE

PAGE 201


www.health.go.ke/wp-content/uploads/2016/04/kenya-hrh-strategy-2014-2018.pdf
https://doi.org/10.1371/journal.pmed.1001080
https://doi.org/10.1371/journal.pmed.1001080
https://data.unicef.org/topic/maternal-health/maternal-mortality/
https://data.unicef.org/topic/maternal-health/maternal-mortality/
https://data.unicef.org/wp-content/uploads/2018/10/Child-Mortality-Report-2018.pdf
https://data.unicef.org/wp-content/uploads/2018/10/Child-Mortality-Report-2018.pdf
www.who.int/news-room/fact-sheets/detail/maternal-mortality
www.who.int/news-room/fact-sheets/detail/maternal-mortality

Appendix 1

(penuuo9)

£83 8U} JO SPJ0D8I JBY}ieU SIem 818y *SUOEPUSWILLIODS]

1pNe Jo asneodsaq seudsoy Jivyl Ul paiuswadul

ussq JoAd pey Yolym uonoe s|buls B UsAS JO 8/eme J0u

aJom s1opinoid aJed Jo Jusdied AIXIS ‘SeaRIWIWod Jipne ul Led
O] 10U PIP SJexew UoIs|oap Aey pue ‘Ajleandadsal siendsoy

€ pUE { Ul AUO palsIxe SWBISAS 1pne [ereulad pue [eulaleiy
SUOISSNOSIP 8y} Ul eredoiped o} Bulim souepusie Ul Jels

pue sbuissw sy} srelspow se [|om se ayedioed 0y Jebeuew
JuNn Ajuierew Jo Aljige|ieAe au} ‘sfeuoissajoid eyep peousiiadxe
Buipnioul sioeyioe "uolredionred Jo Myoe| siebeuew

JOIUSS PUE ‘Jels Bulpusle-uou 0} %0eqpas) JO X3Oe| ‘Sall

s, Jualyed 8y ul uolrewoul Jo Allenb Jood aiem sypne Aleniow
paseg-Aujioe; Jo uoneiluswsdwi 01 sislieqg ‘G L0Z—7002

Ul pajuswe|dwl usaq pey sHdW eieym [ebeuss ul 1xejuod
S[eNdsoy psLeA Ul Pelonpuod Sem Apnis 8y 'SMmalnal yiesp
[eulerew peseq-Ay(ioe) Jo uoliejusws|dwl 8y} O} Si0Jel|ioe)

pue 0} SJelleq S, [euoisssjoid yieay alojdxe 0} pawie Apnis
aU} ‘Je1s YIM SMaIAIS]Ul PUE SIUSLINOOP HPNe ‘sBuijesw Jpne
JO suonenasqo s,juedioned ‘suoissnosip dnolb snooy Buisn
SSa.ASIp Blep pue

[puuosJad BuISINU JO X0€| ‘SPI0IS]S [BIeUSIU. JO SN JO 3JB| ‘OIS
sem Ageq 8yl usym aieo yyeay Buineas ul Aejep jusiied 01 1y}
paNquie serel Ayferiow [eyeudad ybiy yum seniioe "semljioe)
81 Ul Ajjepiow [ereunsd Ul SUOIIONPaJ SJem 8JaU} 1ey} pajeansl
sBuipuyy ‘sellioe} 9| Ul SHPNE SNONURUOD JO SIESA oAl Joyy
SUOIIEPUSWILLIODA. JO Uoleluaws|dll-uou pue ‘syyesp
[ereunad Jo Joquunu yBly ‘siexIom yieay 03 Peoprom Aresy
:papNioul HAdIA 03 Sebus|iey) *siequusu 883lwod YadIA o
UOI1EAIJOW [BIDUBULY JO 30B| PUE ‘UOISIAISANS JO 30’ ‘9a11IlWoD
HAdW J0 Bulurel} pue uoliew.o) 881l ‘ssed0id

HAdIN INOge SJexiom yiesy Buowe uolyeulioul Jo oe|
:papnoul YadN Bunonpuod passpuly 1eyi sioyoe ‘sbuijesw
Jpne Bupueyus Ul s10}0e) Buljgqeus se (100’0 > d) Xoeqpas)
JO uoisinoid pue (100’0 > d) 8482 uIog-mau pue [eulsiewl

U] JuswaAoIdwl PaAISSO ‘(LO0’0 > d) SUOIBPUSWILLIODS.
HddIN Jo uolreluswsidul ‘(1000 > d) seAo8(qo Yadin

Y} U0 aBpaimou JO 3oe| pue ‘(100’0 > d) sbunesw mainal Jo
souepusiie (L00'0 > d) seeiwod YadiN ‘(%8 7€) HadN
Ul SJeMJoM yljeay jo uonedioied mo| e pemoys sbuipul

18SUO S) 1 psousLiadxe sielieg
8} JO BWOS alem HSAIA 0 8sodind 8y} Jo Buipueisiepun Jo yoe|
© pue suoissnosedel [e63] JO Jes} “enouin] Jels “uoieiusis|dul

passesse 8g p|Noo Aeyy

MOY UO slybisul epiroid 0} JepJo Ul
sonoe.d [BO1UID Ul SWBISAS 1ipne yiesp
[ereuiad pue [eulerew Jo syoedw
pue $s8004d ‘©INJONJIS B} SSBSSE O |

Jefsuss jo semioe} yyesy jond

ul yoeoisdde sy Jo uoneusus|dul
8U} JO SIOJeyl[Io.) PUE O} SJeLEq
AJUSP| 01 PUB SMBIABJ U1eap [eulaiewl
paseq-Ayioe} Jo suondaosad siexiom
Uiesy aquosep pue aiojdxe o} [*],

welbo.id uoneoyiuspl wejqo.d
[ereunad ayy ul Buiredioned seioe}
2Jed Yyeay ul pabueyd pey selel
Alrepow [ereudad moy auiwg1ep O

epuebn

1oU1SIg WeAQ Ul SMainel yiesp
[ereulad pue [eusiew JO 1oNPUOD By}
90UBNUI JeY} SI0J0B} B} BUILEXS O
SOOINISS U[eay Jo} SeWooINo

pue uoONPO.UI SYI JO suondaoied
Buipnjoul ‘YSAIN o sieak g isiy au}
JO Sedusadxa JlBy} IO pul O3 eidolylg

eluezue] ‘sjeydsoy
weefes se Jeq ul swelsAs

Jpne [ereunad pue [euselew (0102)
SMBIAISIUL SAENEND ul ebueyo Joj siojoe ‘Ie 18 ojpbuy ‘G
[ebouss ul

s[endsoy 10jid 8Al Ul SMalAs)
Ureap [eulojew paseq
-AJj1o.} JOo uonelusws|dw
spoylewnw :sBUIles 82IN0S8I-MO) (6002)
Buisn ssyoeoidde sAjelEND Ul 848D DUIBISQO Bulnoidwl| /B 1o SIpUBXalY ‘¥

sfeydsoy Areipsy [erouinoid
99441 pue sendsoy [euoibal gg
‘sleydsoy [es1usd [euopeu 1 ‘sreudsoy BOUY
JOUISIP GO |- ‘Selioe} Yieay Ajuniwod  yinos ul Ayrepow eyeuied (S10g) uosuied
6¢ WoJi e1ep Arepuodss Jo sisAeuy pue sypne .Jed-j0-AlEnd pue Uosue|lY ‘¢

Apnis
[BUON08S-SS0.0 BAIdIIOSaP
B lepuebn ‘10msig weko

Apnis ul SMalAal yreap [ereunad (9102)
SPOYIBW PaXIW [BUOIIO8S-SSOI0 i/  PUB [BUISIEW JO JONPU0d 8y e 1o 0JebY ‘g
wieisAs

asuodsal pue aoue|leAINs
yreap [euserew s eidoiyig
10 Apnis anielenb e sylesp

S)| 0} JOJe}|I0e) B SeM SWISISAS Uleay pue selbsrells Uieay Ul seuoz 1sefie| Jnoy Ul sisjusuis|dwl SjuBULIOJUI Jelluis Juenaid 0} asiwoid (£102)
Jopeolq 8y} Yim 4SAW o voddns [eaiyjod Buoas sy ‘eidoiyig U 4SAiN Suluo.) pamainisiul Apnis sy A&y Buisn Apnis 8seo aAlelfenb vy pue joe ‘Ssnosip ‘Aluspl 9N, ‘e 18 9geqy |
Arewwing yo.Jeasal JO Wiy ABojopoyien Jaded ayj Jo ojil| uoneoygnd

Jo ueafsioyiny

SIsayjuAs ainjesay| Jo Arewwns v |y ajqelr

PAGE 202 ‘ INTERNATIONAL JOURNAL OF HUMAN RIGHTS IN HEALTHCARE ‘ VOL. 12 NO. 3 2019



(Penuuo2)

a.Je2 Jo Ayrenb paroidwi ul paynsas SYAIN eyl

POAISSTO YelS Pamsinel ussq pPey (%/°9) 2§ Pue Swoy YAl
UO pep.Iodal 81om SN PauiuspI 89/ 40 (% |z 1) £6 Aluo se Jjood

SEM UONEJUBWND0Q *SSW02IN0 YAl 100d 8y} 0} pamngLiuod SeeRIWWOD YA ||
Alenbe Jess jo ebenoys pue uoisiAedns JO 3oe| i “SeaRILULIOD BUaBIN WIBYUOU JO SISguUsWU YLIM SMBIAISIUI PaINIONIIS
HAIN JO Siequusw As3| JO Jajsuel} 03 anp ped ul i Buizonpuod Ul 8Jed yiesy UI0g-mau pue [eusalew -lWSS SE [|oM SB ‘(SQIN) suresp
ul AieinBalll pemoys sBuipuld ‘sferdsoy £ 8y} Ul paionpuod 10 Ayfenb Buinosdwil ul sseo0ud pue  [eulsiew Uo Blep WsiSAS Uolewioul BUBBIN UByuou Ul Smalnai
11Ul 8JoM PUE BLIBBIN UISYLIOU Ul SaI}[I0.) 8Jed UI0g-MauU pue  WSISAS (JAIN) MaIASI Yiesp [eusarew Juswisbeuew yyesy ‘swloy Hain yreap [eulsiew paseq (i10g) POWWEYON
O18)SqO AousBiaWwS G/ Ul pajeniul /oM SMaIAS. Ureap AJ[BHO)N U} JO SSBUSAIIOSYS U} S1eneAs O]  JO MaIA B Bulpn|oul ‘spoyisw pPaxiin -AylIo8) Yum saouspedxg pue uewjoH "0l

sesoubelp [eoluljo pue yiesp Jo sasned ayy buluiwieiep
:SISA[eue elep (g) pue selq |[eoal pue siaquisl AJUNWIWOD

pue Ajiwe} Bureso] yum sennolip pue ‘usieidielul ue sebus|ieyd syl SWOISA0
JO 8SN 8Y} YBNOoJY} SEIF JO UORONPOJIUI [elruslod 8u} ‘Smalnielul 0} 1S9q MOY UO SUOIIepUSWILIODS]
10} siexIom a.Jed yyesy ereudoidde Buneool pue BulAiuspl Buipinoid pue sebusieyo IME[eIN
Ul SSINOP ‘uoiFeluawnoop Jo Auenb Jood ‘Buidesy Bunybiybiy siym ‘Apnis meinal Ul yoJeasal Mainel yresp
pJoo8aJ Jood :uono8|00 Blep (g) ‘Sueyo [eolpaw Buissiw yreap [eulslew paseqg-Aljioe) e Ino [eule1eWw BuioNPUOD YIM
puUE ‘siequunu yiesp [eulsrew Bupolpuod Aued 0y pasn sseooid ayy uodn 1088l sebus|eyo [eolBojopoyIBIN (102) ' 18
:SOSED JO UoNeoyuap! (|) :eiem pasusuadxe sabus|eyn Areonuo oy s| Jaded sIy} JO Wie 8y uolo8yel [eonuD jpUOpP UBY} ples Jaiseg  Ussioy] Squio) '6

010z Aenuer pue
600g 1SnNBny Usemiaq ‘ImefelA ‘1ousia
UONBAIOW pue  OJOAY Ul S8Nijio.) Y)eay Ul SUOISSeS

Buiules| qol-eyi-Uuo pue UOBAOW  UOOBISIES MJOM JIBU} UO YOBQPSS)  HPNE JO UOIIBAISSJO pue UOISSNOSID ETET

S80UBYUS 1By} JeuUBW e Ul pewiopsd eq o) JIpne Joj pesu pue 1ipne Jo 10edw) 8y} SSesse dnoJB snooj e ‘siexiom yiesy “Jou1sIq 0joAYL Ul ypne
e sl aJey] "aleo Jo Ayenb ay1 enoidwi 0] j003 jnidjey & Se pewisep  puB IpNe ou1eIsqo Inoge suoidsosed  10MISIP GZ YIM SMBIAISIUI PBINIONJIS  JUSpIoUl [BOILO OLISISJO JO (1102)
Sem JipNy “JPNe Jo 1deou00 8} UIM JejiLie) 810M SISSMIOM U)esH ,SIBMIOM Ul[esy [e00| BUlWEXS O] -lwes Bujeiue yosessal sAleleny)  suoideosed SieMIom yyesH ‘e 1o Joxpeq ‘g

SBWIOOINO [e}eUOSU pue

[euserew anoidui pinoo poued [ereuceu Apes pue wnpedeu S8LIUN0D BLIoOU Apnis sJomiau [eqolf
8} Ul Uoijezijendsoy aJed [eolpaw 0} SSe00e Jayeg "Uuig -8|PPIW PUB MO Ul Sejel Aljjeriow © 1S81JUN0D BIoOUI-8|PPIW (1102)
Jaye AjUoys Jo Syeem /g Mojeq seided Ul Juedwe. alem syread paseq-uoiendod e sujwLieep 0| Apnis [euoneAissqO 0} -MO| Ul Y}esp [eJRUOBN ‘e Jo uezijeg

JusIoINSUl 8Je asuodsal pue uonoe 194 ‘Buipodas
PUE UOIIEIUSWINO0P SUINOJ UM ‘MBIASI YIeap [eularewd

JO $S800.d 8y} 0} PORIWILIOD 8Je Jels ‘Pajusunoop |[om Had Buineiyoe Joy Aloeded
10U aJe Bulules| wiojul PINoD Jey} [eAs] A)lioe) 8y} Je suoin|os JUS.LINO Passesse pue ‘siendsoy aonoe.d
pue sabus|eyo sreudoidde pue painided Ajusiowns jou ale [euoifas pue 10uUIsIp Ul YadIA 1o pue sessao0.d ‘suopdeoiad
Blep yieap [ereunad pue [eulsrewl paseq-Aljioe "'smainal Alenb  seonoeld pue 8|0J 8y ‘Jo seaioadsied ‘BIUBZUR | Ul SMBINSI
wuopad Jo Ajgrenbepe uopouny jou op YddIA Jus4nd sy} ‘sny PUE ‘Ul JUSWISAIOAUI ,SISPIOYS3eIS SMaIAISIUl paInjonls-Iwes Buisn Apnis  yiesp [ereunsd pue [eusolewl
"HAd 10 8sodind ey} Jo Buipueisiapun [enusiayip Pemoys 2J0|dXe pue uoleIUBLINOoP  BAlR)END B Pa1onpuod pue saulepinb 10 uopeuaWws|dwi 8y} (r102)
sesuodsey “WelsAs HadA 1ueind sy} ul sdeb aie aiey | Aolj0d [euoleu meinas o HAdIN [eUOIBU 8U} POMBINSY Ul SesSauUseam pue syibuais /e je Buolisuy "9

pai1sixe SWaISAS Jpne Yons aisym ssijioe) 8y} Jo Aue U spodal
1pne 8y} Jo sisAfeue JejnBe. Jou ‘uejd uonoe ‘syuiod UoIsioop

Arewwns yoJeasal Jo swiy ABojopoyiepy Jaded ayj Jo o uoneoygnd
JO Jeaf/ioyiny

IV aiqel

VOL. 12 NO. 3 2019 ‘ INTERNATIONAL JOURNAL OF HUMAN RIGHTS IN HEALTHCARE ‘ PAGE 203



(panunuo9)

yresp 0} peinquie eyl

sJ010B} 88U} Bulpes| 8Y) 8/9M UOISNISUB) POO|] Ul SSIoUSIOLSP
pue Aejep jusired ‘siexom yyeay Ag 8Jed plepueisgqnsg

syjesp 01 Bupnguiuoo ssobsied

Bupjuel-1saybiy ayy atem (% Ge) siuswabuelre euoneziueblo
Jood pue {(%1tt) seuljepinb pue sjooojoid ‘sejoljod

Jusws|dull 0} 8IN|ie} 4O JO MOE| {(%ES) 8o1oeId PapuUBLILIODaI
MO||0} O} aIn|ie} £(% Q) aBPaMOU] JO OB {(Sesed JO % |./)
uonIpuoo ,siusied Jo sssusnoLss 8zIuboosl 0 ainjed ,'Syiesp
100JIpUI (%8€) Z2E/Z | 01 pasedulod 8|0epIoAE PaISPISUOD

2JoM SYIesp 109.Ip 10 (% 1.9) Sg/v |, ‘©ldwexs o4 "s|geplore
10U 8J8M SUIESP 8J8yM UaAe 8Jed Jo Alfenb Jood Jo uonedipul ue
‘ybly 8Jem sJ0joB) BUNGLIUOD JO Jegquinu 8y "0L0g Ul paliou
SUJesp g8 WoJ} S810U 8SeD 9G JO [B10) B PaMBIAS) SIoUINe 8y |
90UBJBJU0D

8Uj} JO SS800NS B} O} [BA1USD OS[E SJE S|oAS| [200] PUE [eUOiEBU U10g
1e JuswuoJInUS Aoljod pue [eaijod aapoddns e ‘soyie [euonniisul
aAoe0Id  “MBINSI [NISSBO0NS B IO} JUSLUUOIIAUS Buljceus ue
apIn0id ,80UBI0SUOD AlluleTew,, pue wWsieuolssajold diysieumo
pue Ayjigisuodsal [enpIAIPUl SE 4oNS SI0J0e} [einyind aAioddng

paJinbaJ s uoewlojul Jo Bupeys Ajpwi pue diysiepes| poob
‘premio} BUINOIN “DIINT] Ul MOJS S| ssaubold ey "ateo Jo Alenb
panoidwil 0} pa| pue Ajleqo|b pesse.bold sey lipne [eulsie
JUSWIBAIOAUI AUNWILLIOD pue Alojusaul %003s Jadoud ‘seuliepinb
pasn 0} pesu 8y} ‘yels Bueaow ‘diysiepes| poob Buibeinoous
‘JouueWl 93Jj-8We|q B Ul MIASI UIeap [eulsiewl Bupjonpuod

JO $$820.d 8U} pUB UONEIUSWNO0P SA0IdWI O} Pa8U Sem
aJay] "[ons] 10LAsIP 8y} Je Buiuueld Jood pue Ajepow [eulsiew
ybiy 8y} 0} eNp uolFeAloWsSp ‘Unsmel 4oy [eusiod ‘seonoeld
[IN}NO papnjoul sypne Buinoidwi 03 siealy] ‘s|020304d
[BUOITEU JO UOoljejuswa|dul pue yjesH Jo Ainsiul 8y} Wo.y
poddns ‘sayeuiedxs WO} 9OUBISISSE [e21Uyds} YBNoiyl Smainal
8y} enoidwll 0} seunpoddo aiem aiey | UOlBILBWNIOP
Buissiw pue sa821n0sas ajenbapeul ‘smajas) yresp 1onpuod
Apedoud 01 S||IMs pue aBpa|mMouU] JO %OB| ‘Bwielq JO Jes) :papn(oul
SMaINaJ Ajlfepiow BulionNpuo O} Sielieg “SWIO) MaIASS Uresp
[euserew pey sfendsoy pue s NHAAuswebeuew [eydsoy wo.y
poddns sem a1sy} ‘Se}0uU 8SED WO, S|qe|lEAR 1oM EJep ‘YEelS
pauenb Ag pa1oNpUod Sem MaIAs) 8Ul ‘1eyl pamoys sbulpul

SBLIUNOD BWIOOUI-O|PPILL-IOMO)
pue mo| ul sipne Ajrepow peysignd e
JO MaINa) DlfewBlSAS e ybnoJyl Aeqolb

Syiesp paiejai-yuigpjiyo ul siojoel
a|gepIone Juenbauy 3sow ey} Ayuepl 0

suonusAIBIUI
apInb 01 yoeoidde sisAleue
9sNeo-1004 B Buisn syresp [eulsrew
10 S8sNeo BulApispuUn 8y sulLLBIep O
adoing uielseq pue [enue)

pUE BISY “eolly Ul 8s0U1 01 SelIuNoo
aWwooUI-ybly wouj Buibuel puom

8U] JO SeaJ. 1SOW Ul SMaIAS SS|W-Jeau
1O UORONPO.AUL 8} WOJ) JUIes| SUOSS9)|
8y} Jo Auewl 8zuewWNS 01 SWiY

abueyo 108y 0} JepIo Ul ‘Syresp O}
oMUl SI0108) B|gEPIOAR pUR SSSNED SU)
aJnided pue Mainal Aeonewsisis o]

sebus|leyo 8sey} 0} SUOINIOS PUNOS
Afealbo| pue ajqeureisns isebons

0} PUE ‘IME[|A Ul MIASI UTeap [euorew
paseq-Ayjioe} Jo sseooud sy Ul
paJsjunoous sebusjieyd sy} a10jdxe O

MBINSJ DlfeWIR)SAS

SisAjeue Se10U-8SeO Yjesp [usle|N

MBI

MeINBI Y pue yuigins Aleas Bununod

IMefely Ul doyssiom e Buunp

MBINSI UFeap [eulalew Jo sseooud auy
JO sIsA[eue (syealyl pue sepiunpoddo
‘sassaudeam ‘syibusiis) | OMS

Bulonpuod JO SOHNOWHP By L

MBINBJ OleWwlSAS

B :sBumes 80In0sal

MOJ Ul syresp [ereunad
pue [eulsiewl Ui siojoe}
8|qeplone paliuspl-NPNy

(r102)
e 18 IeJeN S

JuawsAoIdwIl

Arenb pue Aejes jusiied Jo
2Inyno e Buidojprsp piemol
‘eueMS]0g Ul Sy1esp [eularewl

(rL02) e o

1O SIsAjeue esNeo-1001 Y OINWEGUIZRB ‘1|

smalnel Alpiciow pue yyesp

[EUISTBW [NJSS80NS PUIYSq
JUSWIUOJIAUS [edn}nd 8y |
Ageq

Jay pue uewom jueubeid
Afions 1oy a1eo Jo Alenb
anoJdwll 03 Jpne Ajenow
ybnoiyy yyesp [ereuosu

(P102) sime] g1

(5102
e 18 Jegisy gl

IME/e
Ul SMaIAel Ylesp eulerew

(8002)
3e0ig Us UBA
pue AnAuBuoy | |

Arewwng

IV 3a|qel

oJeesal JO SWiy

ABojopoyen

Jaded ayj Jo ajil| uoneoygnd

Jo Jeaf/ioyiny

PAGE 204 ‘ INTERNATIONAL JOURNAL OF HUMAN RIGHTS IN HEALTHCARE ‘ VOL. 12 NO. 3 2019



(panunuo9)

aJeo Jo Ayenb paaosdwi 0] pes| ued
Jey} uolreuloul serelsuab eouy Uinos Ul did PIIYD ‘uoireuLioul
did PlIUD 8U} JO N0 8slie 0} suoiepuswWoda) Buimole Ag

selel Ajepow

[ereuosu pareal-wnyedenur abreyosip-aid pue yuiq|ns
wnpedeJiul Yoel} 0} Selll|io.) o} Pasu S| alay] ‘pajusws|dwl g
UEO 1pne sy} Buunp payiuspl SUORN|OS 4 84e0 Jo Ayfenb aaoidwil
pue seyel Alepow [eyeuniad esesioap o} [enusiod ey} sey Jpny
Uyeap JO 9sneo JO UONEDYISSE|O 8)eIndd. U0} PadU S| 81ay |
"Yreap Jo asned peubisse Bulpes| syl sem abeyliowsy dL3e1sqO
'JOU SEM }| USUM SUOI1ed]|dwod OL}81Sqo-uou se papodal
SOWIIBWOS 8JeM Yleap JO Sasned ‘eduelsul 104 "yjesp JO sesned
Alepuooss pue Aewd usamiaq SeousIsYIP Sy} puelsiapun
JOU Op ‘USYO BJOW ‘siBuoIoRld ‘8onoeld ancidwl 0} Pse}os||0d
uolrewojul sy} Buisn pue erep s|ge|iene syl BuizAjeue ‘suioy
8y} Buie|dwoo |reyus peoey sabusiieyd ‘IMelelN Ul Pays!ioelss
|lem e sonoeid pue sseooid HAIN 8y ‘@aiBep uleuso e 0|
(supne

Ayrepiow o uononpoul 8} BuIMO||0} 800Z Ul SUMIT [0} 000" L
Jad syyesp 6/ O} 2002 Ul SYHMIQ [B10} 000" | Jed 8°2G Wo)
S}PNE JO UONRONPOJIUI 8Y} Jaye paonpal AllleLow [ereunad
‘pajusws|dw a1em sydeisboped Jo asn uo seyepdn ‘ssessip
Aoyesidsal yum seiqeq 1o} (dvdD) @insseud Aemure aaiisod
SNONUIRUOD JO UONONPOJIUI ‘UOIIEJOSNSS. [BJEUOSU JO SUOISSOS

MBIAIBAO Ue sapinoid pue ‘siesh G 1se| Malnas Aylepow painionis
Y} JoN0 ddid PIUD 4o uswdoenep e Buisn Aq |nybuiuesw (8002) usyders
pue ymolb ‘suibLio sy} 8quosep 0] Joded aAnduosep v Alepow Buiew :did Py pue oured ‘0z
paeel

-wnpedenul Apenoed ‘sawooino
[EreuLad UO 10848 B} SulLIEXD

puUe ypiqg 4o swiy 8y} e Apenoiped SSLIUNOD SWOodUl

‘Buiusyibusiis WelsAs yieay aieyioe) -9|pPPIW pue -Mmo| ul dn Bulieos

0} sBuijas swooUI-s|ppILL PUB -MO| Ul sabus|leyd BujwooIen0
ul ypne Alepow [ereunad JO maina. pue Ayjigeiunoooe ‘Bununod (6002)
DIJEWAISAS B JO S)NSeJ 8y} Juesaid MBINSI DIfEWIISAS :Ipne Ajjepow [ejeutied /e Jo uosunied ‘6l

UO[JeolISSElD

IME[EIN Ul MaIASI Jpne pased-Aljioe) ININ-ADI 8 o uolreodde

Buunp pesn si UOEdWISSEID (ININ pue Mainas paseq-Al|ioe)
-Q0l) AufeHO [eUISIEN SesessIq Jo EIA IME[B|N Ul Yesp [eulsiew (r102)
UOITEOISSED [eUOITeUIS)UI JI 810|dXe O SMaIAIB)UI SAITBYEND) Jo 8sneo Buysigeisg e 1o IgejomQ ‘8L

paquUoSsap aJom [eldsoH

SlIMS 984y "syresp 0} BuinqguIuoo siojoe) 8|gepIoAe Buipes| ayr  eAquIesN 1e 81el Aljepow [ereutisd epuebn ‘eredwey
2Jom SuU0N0es Ueslessed Bujwioped ul Aejep pue sydeibored U0 10840 S pue ‘eJed aunnoJ Ul ul [eydsoy uegun-uad (2ro2)
8Uj} JO 8SN 100.4100U] ‘SIS UOIIE)OSNSal [EleuoaU J00d pajelBalul 81am sypne yiesp [ereutad Apnis aAnduosap aAloadsosia) B Ul S)IpNe yieap [ereuliad /&30 BXNNAEN /|
sJiepinold a1ed yiesy Aq ased Apwi pue areudosdde jo uoisinoid
8y} Bunosye sJ0INQUIUOD JuBUILLIOID }SOW BY) SBM SOSED
oL181Sq0 Aousbiaws Jo Juswabeuew pue sisoubelp ‘sjelsyel Ul
Reje "sfendsoy sy Bujyoead ul Jaieq e ajem Aouow Jo 3oe| pue
subis Jebuep parejpi-Aoueubad Buipodas ul sapnowiq ‘(Syesp
8U} JO %/ Ul paynuapl) Ajioe} uiesy ey} ye leo fewndogns
4O UoIsin0id pue ‘(Syresp 8U} JO %01 Ul payinuepl) Aljioe) yiesy
aU Te Buine ul Aejep ‘(SUresp JO %6E Ul payiuspl) Buiyses
-aJed Ul Aejop — pepn|oul 8sey ] "SUesp JO %@/ 10} paulepioose
alom Alllerow 0} BupnguIuoD SIooe “PalpNe aiem syiesp
feyeuniad 0GZ O [BI0}V "SUHIQ 000° 1/Z€ JO 8rel Alfepow [eyeunsd sisAreue
B pue syuIg 000" /02 40 81el Yuiqis e 0} Buipuodsaliod (syreep sfendsoy uepuemy sAejep-0a4y} € Jo uoneoldde
[E}eUOBU Alies Q0| ‘SUMIQINS Ysel €9 ‘SUMIqnS pajelooew Je sy1esp o|geplone Ajenuaiod UiM JIpne [ereuniad repuemy
901) Sureap [eeutiad 69z ©40M 8JaUL ‘SUMIQ 72H'g WOy pue Alfepow [ereutisd 0} 8nquiuoo ‘Ilebiy ur sfeydsoy ye syyesp (£102)
‘a|dwexs 10 "yreap [ereuad Joj arel Jaybiy e pemoys sbulpul PINOY ey} SI0}0e) SSOSSE O MOINDI 8SBD) [Ereuad Jo mainel ase) e 3 lIyesniN ‘9|
Arewwing {o.Jeasal JOo Swiy ABojopoyen Jaded ayj Jo ajil| uoneoygnd

IV 3a|qel

Jo Jeaf/ioyiny

VOL. 12 NO. 3 2019 ‘ INTERNATIONAL JOURNAL OF HUMAN RIGHTS IN HEALTHCARE ‘ PAGE 205



((969°89) 7€ = ) 81e0 ajenbape Buneoal Ul Aejep e Jo
(% 1'72) et = u) Rejpp podsuel} e ‘(%8'€9) L& = U) 81ed Buniees
ul Aejep e pedusLiadxe sjusiied au} JO 1SO “(€ = U) UOWWOD  8J4ed Ul sAejep Buisned s10joe) Ajuepl
isow ey sibuuBW Yum ‘(gg = u) yreap 1081ipul JO asneo pue [eNdsoH (dvD0) Ueusihgseld
Buipes| ey} aiem suonosjul parejel-Aoueubaid-uoN ((%9°83) BOLY [BJIUSD JO UdINyD BWOUMN IMERI Ul [endsoy [edns (€102)
€ = U) 108JIpUl 8JoMm Sy1esp 1sow Jeyl pemoys sbulpulq 1e sylesp [eulsiew ezAjeue o Apnis 8A0adsoiley B e SMalAaL Uieap [eulsie 8 38 MUIA 1E
sBuiieaw sy} pusne
0} siebeuew pue Jels abeinodus 0} pasu S| alayl ‘AjlpAiIsnjouoD
'sueld uoioe AQ papusWwILIODs. 10U alem sbuiesw Ipny
‘Buipueul JO Xoe| pue soies Bulyels mo| ‘poddns [euebeuew
10 YOE| B SEM 8JaU} ‘PaNILUILIOD 10U 8lem Hels “lpne jo asodind

8y} Jo ebpaimouy| erenbape paxoe| Aeyy 104 ‘Ayenb Buinoiduw eluezue] ul Buijes psoinose.
Ul [nJasn se Jipne ou1s}sqo papJebas sjuedioued ‘peypne  eluezue| ‘elexe)| Ul [eNdsoH 1ousia -Jopun Ue Ul JUsWISSasse
9JOM SI0J0B) 818D PIEPUBISONS JUSPIAS UM SBSe)) "9|qe|ene peleubiseq siouel{ Jures e upne anrelenb e eiexey|
a1om ABOJ028UAB pue SOLIISISO JO JusWwedsp JO pesy 8y} OUISISqO JO Uoljejusuus|dwl SAI0SYS SMBINISIUI PUB UOIIBAISSTO Ul JpNe OUIBISqOo BAI0BYS (AN AN RE]
uaym Ajuo pausddey ‘UsYO ‘JUSISISUODUI 8JOM SUOISSSS 1PNy JOJ SUONN|OS PUE 01 SJalueq 8J0jdxe O | Juedoiped — Apnis eAljelend Bunonpuoo 0] sieLeg pPlEASIOWEH UBA ‘€2
95JN0D S|y} PJemo}
$92JN0S8J 81BJ0|[e 1SNW SlUBWILLIBAOB 8lay | ‘peidepe aq JuswsAoIdwl Jo} seiunpoddo
1SNW 8JN} NS 8Weys ON ‘[oA8] AlljIo.) Je sassed0id wies} Joj pasu puUB Jules| SUoSSs| N0 Melp
Sl 8Jay] ‘WalsAS Yieay Jepim Wwiojul 03 YSAN SnoNuUiuod 0} 0} Ylomawel} sisAfeue Aoljod e Buisn SaIpN}s 8sed Aunoo
HAIN Peseq-Anjioe) WO JYS B IO} PesU S| 818y} ‘pazieuonniisul ‘uonejuswisidwi YSAW 4o sebels WOJ) SUOSS8)] JO MBINSI
JOU SI }I “JOASMOH 'SBLIUNOD AuBW Ul [9AS| [euoleugns JUSJBYIP 1B SBLIUN0D WO SAIPNIS B :osuodsal pue aoug||ieANs (2102)
e BuioBuo pue paydedde s HAIN Teyl pajeanas mainey MBINBI Y 9SED Ud} JO SIsAfeur Alepuooss v yresp [eulsiewl Bunuswsidul| e 18 YIuws ‘gz

Aiunoo 0y eounoud
0} weiboid wouy dn Buieos

aJed Jo Ayfenb 03 Buipes| Ajerewnin mainel pue sisAfeue :welboud uoiesynuep!

‘UoN9J|0o Blep JO uoisuedxa pidel ay} a1eyioe} 0 [enusiod wajqoid [eyeuniad sy} —
8U} Sey }| "UOIIE|[BISUI I0} SjusLIBINDE. WNWIUILL YUM SaIjioe) ddld o sebusjeyo BOUJY UINOS Ul SMOIASJ L1eap (#102)
Auew uj pasn aq 0} [enuslod 8y} sey pue Ajpualy Jesn si didd pue syibuaJis puejsiopun o ETINIRY [ereudad yum seousLiadxg e 19 epoyy ‘|1z

WwieIsAs yieay UBOUY YINOS
aU) Ul 81808l

8lep O} uaJp|iyo 1eys a1eo Jo Ayrenb
SuolyepuUsWLIODa) pue sbulpuly 8y} Jo oy} enosdwi 03 sseooud
Arewwing yoJessal Jo swiy ABojopoyen Jaded ayj Jo oji | uoneoygnd

Jo Jeafioyiny

IV 3igel

PAGE 206 ‘ INTERNATIONAL JOURNAL OF HUMAN RIGHTS IN HEALTHCARE ‘ VOL. 12 NO. 3 2019



Appendix 2

Table All Non-peer-reviewed policy and government reports

Publishing
organization Summary
1. WHO (2016) This was a Global survey of national MDSR systems conducted in 2015 by WHO and UNFPA to find out the global

implementation of maternal death surveillance and response (MDSR). The findings revealed that although there was a
widespread adoption of important elements of the MDSR system, many of the countries had not started using MDSR.
Where national polices existed, they did not automatically guarantee the application of MDSR principles and processes at
subnational level. Still, the findings showed that the existence of national and subnational maternal death review committees
in some countries does not guarantee that these committees were functioning. Of concern, is the disparity between the
percentage of countries with a national policy for notification of maternal deaths (86%) and the application of the policy
on the ground

2. World Bank (2011) This report discusses the importance of maternal death audits and the need of accurate systems of national MM rates,
why MMA are important, approaches for reviewing maternal deaths and ill health as well as guidelines for establishing
facility-based maternal audits

3. KMOH (2014a,b)  This report details the first confidential inquiry into maternal deaths in Kenya to evaluate the circumstances surrounding
mother’s death. In total, 484 deaths occurring in the referral hospitals in Kenya were reviewed. Causes of death were accrued
to deficiency in the care of mothers, blood loss, hypertensive disorders, pre-existing conditions such as HIV and anaemia.
Following this report, a National Maternal and Perinatal Death Surveillance and Response (MPDSR) Committee and a
National MPDSR secretariat were established

4. WHO (2013) This is a policy document that explains the critical concepts of Maternal Death Surveillance and Response (MDSR), and
specific instructions for implementing each aspect of MDSR
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