MATERNAL DEATH REVIEW FORM
-
HOSPITAL
1. Particulars of the Deceased
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2. Events at the time of Death
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3. Referral information (fill this if the patient is a referred case)
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4. Social and Medical History
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5.  Past Obstetric History: 

	No
	Year of Pregnancy
	Type of 

Delivery
	Place of 

Delivery
	Any Complications ?

	1
	
	
	
	

	2
	
	
	
	

	3
	
	
	
	

	4
	
	
	
	

	5
	
	
	
	


6. Details of ANC
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7.  ANTEPARTUM DEATH.
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8.  Record of Delivery
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9.  RECORD OF SURGICAL PROCEDURES.
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Surgical: -
Date of Operation ......................................................

Operation performed. Caesarian Section / Laprotomy for 

10. Cause of Death
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11. Any Avoidable factors (Comment clearly) 

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

12.  Name of EmOC focal person completing this form: ............................................................
        Designation: .....................................Signature: .............................Date: ..............................
Note:   Send the completed form to the DHO for District Maternal Mortality Review 
13.  Hospital /District MATERNAL MORTALITY COMMITTEE REPORT.

(Can use extra sheet or any format if extra information needs to be incorporated)

Name of Hospital: ..............................................  Hospital Reg No: ...........................................
(This should be completed in duplicate by the MM Committee and one copy returned to the hospital as soon as possible)

1. Comments on events and the management of patient:

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

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

........................................................................................................................................
........................................................................................................................................
2. Avoidable factors:
 

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

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

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

3. Suggestion for future improvement of services:

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

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

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

4. Final Diagnosis: ...........................................................................................................
......................................................................................................................................

Coding: ........................................................................................................................
Name of Chairman of MM Committee: .................................................................................
Designation: ........................................Signature: ......................................Date: ....................
DHO: - To write “Maternal Death Report” on the envelope and send the reviewed form addressed to;




Program Officer, Reproductive Health Program, DOPH, MOH




Thimphu, Bhutan
Estimated gestation at death.....................weeks





Any evidence of induced miscarriage..........................................................Reasons...............................





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


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





Any evidence of ectopic pregnancy .......................................................................................................





Any evidence of ruptured uterus............................................................................................................





Any evidence of  APH ...........................................................................................................................





Comment on overall management.........................................................................................................


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


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


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


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








Women’s education: ..........................Occupation: ..............................................................





Husband’s education:  .........................Occupation: ............................................................


Relationship of patient to head of household (e.g. Wife, servant, etc):  ..............................


 


Medical History: 	(List eg. TB, Hypertension, Diabetes, heart diseases, etc). ...................................................................................................................................


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


Appropriate referral:     Done �    Not done �


Management:  Adequate �  Not adequate  �  Not timely � 





ANC Not Done. � 


Reasons:...............................................................................................................................................................................................................................................................................................................





ANC Done �    Place of ANC: ..........................................No of Visits: ...................... Date of last visit: ........................................ LMP: ................................EDD: .............................................


Blood Group: ............HIV/VCT: ...........RPR/TPHA: ....................Others (Specify..............................





Any Problems detected during pregnancy? (Specify)..........................................................


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


Management     Proper �        Not adequate � 





Any Problems Not detected in pregnancy (Specify) .........................................................................


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


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


Reasons for Failure of problem detection/not adequate management (specify).................................


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


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


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











Date of Admission: .......................................Time: .................................AM/PM


Date of Death: ............................................Time (approx): .................AM/PM





Place of death: (Tick) Emergency room �  Female Ward �  Maty ward �  Delivery room �  Op.Theatre �  ICU �  Other place (specify): ................................................





At what stage did death occur?


 After Miscarriage �  Before labour �  Months of pregnancy .............During labour  � Stage of labour: First �  Second �  After delivery of baby � Date of delivery:  ................. Time approx: .............AM/PM. Postpartum Death � : ..................days after delivery














 











Name of Hospital: .....................................................................................................





Name of the deceased: ........................................Age........years, Hospital Reg No...........


Gravida: ....................... Para: ............................No of living children: .............................. No of Miscarriages: .........................No of Stillbirths/IUFD: ...............................................





Married �   Not married �    Widowed  �     Divorced  � 





Village: .................................Gewog: ...........................District: .......................................











Estimated gestation at death.....................weeks





Any evidence of induced miscarriage..........................................................Reasons...............................





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


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





Any evidence of ectopic pregnancy .......................................................................................................





Any evidence of ruptured uterus............................................................................................................





Any evidence of  APH ...........................................................................................................................





Comment on overall management.........................................................................................................


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


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


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


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








Estimated gestation at death: .....................weeks





Any evidence of induced miscarriage: ..........................................................Reasons: .................................................





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


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





Any evidence of ectopic pregnancy: ...........................................................................................................................


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





Any evidence of ruptured uterus: ..............................................................................................................................


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





Any evidence of  APH : ..............................................................................................................................................


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


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





Comment on overall management: ............................................................................................................................


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


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


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


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








Date of delivery: .............................Time of delivery: ..................................AM/PM 


Labour: Induced �  Spontaneous �





Place of delivery: ............................................Duration of labour: ................................hrs.


Delivery conducted by:  (Circle) Obstetrician/ GDMO /BSc/ HA / GNM / BHW. 





Partograph:        Properly used �    Not used  � 


Mode of delivery: Spontaneous �   Ventouse  �   Forceps �    C/S �  Breech � 





Placenta:  Spontaneously expelled �  CCT. �   MRP �   Retained �


Any trauma:  (specify if present): ..............................................................................................


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


PPH:     Absent   �          Present �  Estimated blood loss: ...................................ml





Blood transfusion done � .........units  Not done �  





Baby:  Alive �  Stillbirth  �  Sex   Male �  Female � Birth weight: ............gms				











Indication of surgery: .....................................................................................................................................





Type of Operation:   Suction Evac �   Evac and Curettage   �    Emergency Caesarean section �


 Elective C/S  �   Caesarean Hysterectomy  �   Laparotomy �





Surgeon:  Gynaecologist �    General Surgeon �  EmOC Doctor  �    Others (specify): .............................





Any pre-operative complication (specify): ..........................................................................................................


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


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


Any per-operative complications (specify if present): .......................................................................................


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


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


Type of Anesthesia : G/A �     Spinal �     Epidural �      IVA �         Sedation  �





Anesthetist:  Anesthesiologist �                Nurse Anesthetist    �  





Any anesthetist complication (Specify): ...........................................................................................................


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


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


Any problem in recovery stage (Specify): ...........................................................................................................


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


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


Post operative complication (Specify if any): ..................................................................................................


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


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





Primary cause of death: ...........................................................................................


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


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





Secondary causes contributing to death (if any)


	1.................................................................................................................


	2.................................................................................................................


	3...................................................................................................................








Referred from: .....................................................................................................................


Reason of referral: ..............................................................................................................


 


Appropriate referral:     Done �    Not done �





Management before referral:  Adequate �  Not adequate  �  Not timely � 





Management after referral in the hospital:  Adequate �  Not adequate  �  Not timely � 
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