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FOREWORD
The Kenya Health Policy Framework (2014-2030) goal is to offer the highest attainable standard of
health and be responsive to the needs of the Kenyan citizens. Kenya has made some strides in improving 
maternal and newborn health outcomes. The maternal mortality reduced slightly from 362 per 100,000 
live births (KDHS 2014) to 355 per 100,000 live births (Kenya Population and Housing Census, 2019) while 
skilled delivery has increased from 62% in 2014 to 89% in 2022 (KDHS 2022). There is a slight reduction 
in neonatal mortality over the last 8 years from 22 per 1000 live births in 2014 to 21 per 1000 live births in 
2022 (KDHS 2022).   Therefore, more needs to be done as many women and neonates continue to suffer 
or die from conditions, which are preventable or treatable.

Improving quality of Maternal and Newborn Health services is a priority for the Government of
Kenya. MPDSR is a quality improvement process that responds to the Global Strategy for Women’s 
Children’s and Adolescent’s Health (2016-2030) which seeks to end preventable maternal, new-born, child 
and adolescent death and stillbirths. The Ministry of Health reviewed the national guidelines for Maternal
and Perinatal Death Surveillance and Response (MPDSR) 2016 through a consultative process led by the 
Division of Reproductive and maternal health in collaboration with partners and stakeholders in maternal 
and newborn health. The review of this guideline was necessitated by the recent developments in the 
revision of national reproductive and maternal health strategic policy documents such as the National 
guidelines for quality obstetric and perinatal care (MOH 2020), Maternal and Newborn Health Standards 
(MOH, 2022), and the launch of the ICD-11 guidelines.

The National Guidelines for Maternal and Perinatal Death Surveillance and Response 2024 provides 
guidance on how to constitute the different MPDSR Committees and conduct reviews of maternal 
and newborn death and stillbirths as well as near misses both at facility and community levels. The 
guidelines outline the reporting pathways and documentation process of avoidable factors with a clear 
response mechanism to avoid future deaths. The guidelines also serve as a point of reference for the 
implementation of the MPDSR system at different levels of the health system. 

It is expected that successful implementation of this guideline will increase accountability for the causes 
of maternal and perinatal deaths and the associated factors as well as help County Health Management 
Teams, policy makers, stakeholders and communities prevent and respond to preventable and avoidable 
maternal and perinatal deaths.

It is my sincere hope that this guideline will go a long way in accelerating the reduction of
maternal and perinatal morbidity and mortality and get the country on track to Vision 2030 and
the Sustainable Development Goals. The Government of Kenya is committed to working closely with all 
stakeholders at the National and County level to strengthen the MPDSR system.

Dr Patrick Amoth, EBS 
Director General of Health
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ACRONYMS

ANC		  Antenatal care
CEMD 		  Confidential Enquiry into Maternal Death
CDH		  County Director for Health
CHV		  Community Health Volunteer
CHP 		  Community Health Promoter
CRHC		  County Reproductive Health Coordinator
CRVS		  Civil Registration and Vital Statistics
HRIO		  Health Records Information Officer
KHIS		  Kenya Health Information System
ICD		  International Classification of Diseases 
ICD-PM		  The WHO application of ICD-10 to deaths during the perinatal period
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MDSR		  Maternal death surveillance and response
MPDSR		  Maternal and perinatal death surveillance and response
MMR		  Maternal mortality ratio
MOH		  Ministry of Health
MNH		  Maternal and Newborn Health
PDR		  Perinatal death review
PNC		  Postnatal care
SC HRIO		  Sub-County Health Records Information Officer
SC RHC		  Sub-County Reproductive Health Coordinator
RMHSU		  Reproductive Maternal Health Services Unit
QI		  Quality improvement
QoC		  Quality of Care
SDG		  Sustainable Development Goals
UNFPA		  United Nations Population Fund
UNICEF		  United Nations Children’s Fund
WHO		  World Health Organization
WRA		  Women of reproductive age
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TARGET USERS
This National MPDSR guideline has a broad target audience, which include:

•	 Health care providers in clinical care for women and newborns, and the maternal and perinatal 
death review processes

•	 Public health officials and public health leadership
•	 Other stakeholders in maternal and perinatal death health, such as planners and managers
•	 Pre-service training institutions for medical doctors, nurses and clinical officers
•	 Epidemiologists
•	 Demographers
•	 Policy-makers
•	 Professional associations 
•	 Professionals working with vital registration systems.
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EXECUTIVE SUMMARY

Maternal and perinatal death surveillance and response (MPDSR) constitutes a quality improvement 
approach to identify the burden of maternal and perinatal deaths, the underlying causes of death and 
associated factors, identify and prioritize the implementation of actions to reduce future deaths. The 
primary goal of MPDSR is to reduce future preventable maternal and perinatal mortality through a 
continuous action and surveillance cycle followed by the interpretation of the aggregated information on 
the findings which is used for recommended actions. 

Kenya published the National MPDSR guidelines in 2016 which formed the basis for the technical and 
financial support to the National MPDSR programme. Following the recent developments in the revision 
of national reproductive and maternal health strategic policy documents such as the National guidelines 
for quality obstetric and perinatal care (MOH 2020), Maternal and Newborn Health Standards (MOH, 
2022), and the launch of the ICD-11 guidelines, there is need to align the national MPDSR guidelines to 
these changes. The guidelines also serve as a point of reference for the implementation of the MPDSR 
system at different levels of the health system.

The development of this guideline was through a consultative process and took a multi-pronged 
approach which included a desk review, consultative meetings and workshops, focus group discussions 
and interviews with key stakeholders including National and County Level MOH staff, Representatives of 
Development and Implementing Partners, and professional associations.

Some of the updates included in this guideline are: reconstitution of MPDSR committees at all levels 
for inclusivity, clarifying roles and responsibilities of MPDSR Committees and introduction of a code of 
conduct for committee meetings. The guidelines address the following sections:

•	 Approaches for the implementation of MPDSR in Kenya
•	 Situation analysis of the implementation of MPDSR in Kenya
•	 The structure and composition of MPDSR committees at the different levels
•	 Monitoring and evaluation 
•	 Legal and ethical considerations 
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CHAPTER ONE 

INTRODUCTION

1.1 Status of maternal and perinatal mortality 
Reports by WHO and partners show that between 2000-2020, there has been a 34 percent reduction in 
the global maternal mortality ratio (342 to 223 per 100,000 live births), translating to an annual reduction 
rate of 11.6 percent. This is a lower annual reduction rate if the Sustainable Development Goal of less 
than 70 maternal deaths per 100,000 live births is to be achieved by the year 2030 (WHO, 2023). In 
2020, almost 800 women died every day from preventable causes related to pregnancy and childbirth, 
translating to almost one maternal death every two minutes. Almost 95 percent of these maternal deaths 
occurred in low and lower middle-income countries (WHO 2023). 

In 2019, an estimated 2.0 million babies were stillborn at 28 weeks or more of gestation, with a global 
stillbirth rate of 13.9 stillbirths per 1,000 total births. This equates to 1 stillbirth every 16 seconds. This 
number may be an underestimate, as stillbirths are often underreported. (UN IGME, 2020). Women in 
sub-Saharan Africa and Southern Asia bear the greatest burden of stillbirths in the world with 42 percent 
of the global stillbirth total occurring in sub-Saharan Africa. Overall, an estimated 729,000 babies 
died during labour in 2019 in sub-Saharan Africa and Southern Asia, accounting for 88 per cent of all 
intrapartum stillbirths worldwide. Intrapartum stillbirth is a sensitive marker of timeliness and quality of 
intrapartum care (UN IGME, 2020). Most deaths of newborn babies occur in the first 24 hours and 80 
percent result from three preventable and treatable conditions: infection, breathing difficulties and 
complications due to prematurity (WHO and UNICEF 2020). 

WHO, UNICEF, UNFPA and other partners are supporting the implementation of Ending Preventable 
Maternal Mortality (EPMM) and Every Newborn Action Plan (ENAP) which sets out recommendations, 
coverage targets, and milestones for countries on how they can accelerate the progress of reducing 
maternal and newborn morbidity and mortality by 2030 (WHO and UNICEF 2020).  

The maternal mortality in Kenya has reduced slightly from 362 per 100,000 live births (KDHS 2014) to 
355 per 100,000 live births (Kenya Population and Housing Census, 2019). Kenya has increased progress 
in skilled delivery from 62% in 2014 to 89% in 2022 (KDHS 2022). Kenya has also made little progress in 
reducing neonatal mortality over the last 8 years from 22 per 1000 live births in 2014 to 21 per 1000 live 
births in 2022 (KDHS 2022).   

1.2 Maternal and Perinatal Death Surveillance and Response 
Maternal death surveillance and response (MDSR) was introduced by the WHO in 2013, with the release 
of the MDSR technical guidance (WHO, 2013). Maternal and perinatal death surveillance and response is 
defined as an essential quality improvement intervention which permits the identification, notification, 
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quantification and determination of causes and availability of maternal and perinatal deaths with the 
goal of orienting the measures necessary for their prevention (WHO 2013). This definition also includes 
confidential enquiries, maternal death reviews and perinatal death reviews. 

MPDSR constitutes a quality improvement approach to identify how many maternal and perinatal deaths 
occur (Surveillance), what the underlying causes of death and associated factors are (Review), and how 
to implement actions to reduce the number of preventable maternal, stillbirths and neonatal deaths 
(Response) (WHO, 2021). 

The primary goal of MPDSR is to reduce future preventable maternal and perinatal mortality through a 
continuous action and surveillance cycle followed by the interpretation of the aggregated information 
on the findings which is used for recommended actions. MPDSR has the potential of strengthening the 
quality of maternal and newborn programmes as well as routine data systems such as Civil Registration 
and Vital Statistics (CRVS) and routine health information systems (HIS) (WHO, 2021). 

1.3 Rationale for the review of the 2016 MPDSR guideline 
Kenya published the National MPDSR Guideline in 2016 with an aim of documenting the burden of 
maternal and perinatal deaths at all levels of care and generating actions to address avoidable factors 
to prevent future deaths occurring at all levels of care. In the recent past, the Ministry of Health has 
reviewed and developed the national reproductive and maternal health strategic policy documents such 
as the National guidelines for quality obstetric and perinatal care (MOH 2020), Maternal and Newborn 
Health Standards (MOH, 2022). In addition, the WHO launched the ICD-11 guidelines for classification of 
diseases which has made changes on the classification of causes of death during pregnancy, childbirth or 
the puerperium. With all these new developments, there is need to align the national MPDSR guidelines 
to these changes. 

In 2021 WHO published implementation tools for Maternal and Perinatal Death Surveillance and Response 
which provide a road map for conducting maternal and perinatal death surveillance and response in policy 
and clinical settings (WHO 2021). The review of this guideline has integrated this guidance and taken 
cognizant of the lessons learned in the implementation of MPDSR over the last seven years. 

1.4 Methodology for the guideline review 
The development of this new guideline was through a consultative process and took a multi-pronged 
approach: desk review, consultative meetings and workshops, focus group discussion and interviews 
with key stakeholders including National and County Level Ministry of Health staff, Representatives of 
development partners, and professional associations. 

1.5 Updates made to the 2023 MPDSR guidelines 
•	 Representation of MPDSR committees at all levels has been restructured for inclusivity 
•	 The functionality of MPDSR committees has been defined
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•	 A meeting code of conduct to be signed by members attending committee meetings has been 
included to enhance privacy and confidentiality of meeting proceedings. Guidance on how to 
conduct committee meetings has been provided

•	 The appointing authority of County MPDSR committee members shall be the County Chief 
Officer of Health to whom the committee will be accountable. 

•	 Community maternal and perinatal deaths shall be notified within 24hrs and Verbal Autopsy 
conducted within 14 days

•	 Community data shall be analyzed on a monthly basis
•	 Community Health Promoters (CHPs) shall replace Community Health Volunteers (CHVs)
•	 Consent shall be sought from community members participating in a verbal autopsy session

1.6 Guiding principles for MPDSR
•	 Notification: All maternal deaths and perinatal deaths are notified within 24-hrs after occurrence 

by completing the death notification form uploading to the Kenya Health Information System 
(KHIS) by health records information officers. 

•	 Zero reporting: A zero-reporting principle is adopted, meaning that reports are submitted 
monthly even if no death has occurred. Recurrent zero reporting is also analyzed to find out why. 

•	 No Blame: A “No Name, no blame” policy and approach is embraced
•	 Focus is on health systems: Death reviews focus on health systems not individuals
•	 Anonymity: Death audit/review data and committee meeting deliberations are anonymized, 

confidential and cannot be used for disciplinary or litigation purposes.
•	 Source of Information: The main source of information for facility-based death reviews is 

patient case notes. Relatives are the main source of information for verbal autopsy.
•	 Response to identified actions is Mandatory: The death reviews are considered incomplete 

without response to prevent avoidable factors in the future
•	 Reviewing and learning: Review meetings are a learning opportunity for all participants to 

improve quality of care and end preventable deaths
•	 MPDSR meetings builds on existing quality improvement interventions
•	 Start small, learning from the experience, refining, and adapting as we scale up.
•	 Integration of Maternal and perinatal death reviews: Where possible maternal and perinatal 

mortality reviews shall be integrated.
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1.7 Key Definitions

Terms Definition

Maternal death The death of a woman while pregnant or within 42 days of the ter-
mination of pregnancy irrespective of the duration and site of the 
pregnancy, from any cause related to or aggravated by the pregnan-
cy or its management, but not from accidental or incidental causes

Pregnancy-related death The death of a woman while pregnant or within 42 days of termina-
tion of pregnancy, irrespective of the cause of death (obstetric and 
non-obstetric); this definition includes unintentional /accidental and 
incidental causes.

Late maternal death Death of a woman from direct and indirect obstetric causes, more 
than 42 days but less than one year after termination of pregnancy

Spontaneous abortion  (also referred to as miscarriage) is a spontaneous loss of pregnancy 
(i.e., embryo or fetus) before 28 completed weeks of gestation.

Fetal Death Fetal death is death of a fetus prior to its complete expulsion or ex-
traction from a woman, irrespective of the duration of pregnancy

Stillbirth The internationally comparable definition of stillbirth as defined by 
WHO is death before birth, among fetuses that are, by order of pri-
ority, of at least 1000 g birth weight, and/or at least 28 weeks gesta-
tion, and at least 35 cm long. 

Antepartum stillbirths Stillbirths which occur after the onset of labour

Intrapartum stillbirths Stillbirths which occur after the onset of labour

Stillbirth rate The stillbirth rate is defined as the number of stillborn babies per 
1000 total births (total meaning both live and stillborn babies)

Neonatal death Death after birth and within the first 28 days of life

Early neonatal The “early neonatal period” refers to the first seven days after birth 
(0-7 days)

Late neonatal Days 8 through 28 after birth

Perinatal mortality The number of fetal deaths of at least 28 weeks of gestation and/or 
1000 g in weight and newborn deaths (up to and including the first 
seven days after birth)

Modifiable / contributing factors A modifiable or contributing factor is something that may have pre-
vented the death if a different course of action had been taken
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Terms Definition

Verbal Autopsy A method used to ascertain the cause of a death based on an in-
terview with next of kin or other caregivers where no physician can 
evaluate the deceased.

Ending Preventable Maternal 
Mortality (EPMM) Targets

By 2030, all countries should reduce MMR by at least two thirds of 
their 2010 baseline level. The average global target is an MMR of 
less than 70/100 000 live births by 2030.
The supplementary national target is that no country should have 
an MMR greater than 140/100 000 live births (a number twice the 
global target) by 2030.
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CHAPTER TWO

SITUATION ANALYSIS OF IMPLEMENTATION OF 

MPDSR IN KENYA

2.1 Status of the implementation of MPDSR in Kenya
MPDSR is a strategy to document the burden of maternal and perinatal deaths, the causes and avoidable 
factors coupled with a clear response plan to avoid future deaths and make significant contributions to 
the achievement of the 2030 Sustainable Development Goals (SDGs). Specifically, MPDSR responds to 
SDG 3: Ensure healthy lives and promote well-being for all at all ages (United Nations 2016). It involves a 
qualitative in-depth investigation of the causes and circumstances surrounding maternal and perinatal 
deaths. The MPDSR process relies on the effective identification, reporting and assigning causes of 
deaths, identifying actions that may contribute to the prevention of further deaths, assigning those 
actions to particular groups or individuals for implementation, designating time frames for completion 
of those actions, and following up to ensure that those actions have been taken. The MPDSR process is 
an integral part of Quality-of-Care (QoC) improvements efforts to reduce maternal death, stillbirths and 
early neonatal deaths.

The purpose of this guideline is to provide guidance on how to conduct MPDSR and maternal near miss 
reviews at the health facilities and communities. Kenya has demonstrated good leadership and a strong 
political will to improve the quality of care for pregnant women, newborns and women in the postnatal 
period. 

•	 Kenya made maternal death notifiable in 2004 through a gazette notice and in-cooperated into 
the Integrated Disease Surveillance and Response (IDSR).

•	 Kenya re-launched the facility maternal deaths audit guidelines in 2009 which focused more on 
correcting health system challenges rather than individual faults. 

•	 The National MPDSR Guideline was published and launched in 2016 with guidance from the 
2013 WHO MDSR Technical Guidance. Although the WHO technical guidance addressed MDSR, 
Kenya included the “P” to guide the review of perinatal deaths

•	 Kenya established a national MPDSR committee in 2016 through official appointment by the 
Cabinet Secretary of Health. The committee is chaired by the Director General for Health, and 
meets bi-annually. 

•	 Kenya produced the first Confidential Enquiry into Maternal Deaths (CEMD) report in 2017 
which reviewed maternal deaths that occurred in 2014. 

•	 The first National Annual MPDSR report was launched in 2021 which included maternal and 
perinatal death data between the period 1st July 2019 to 30th June 2020.

•	 Functionality of MPDSR Committees at county level is at 36 percent. 
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The 2022 (January-December) KHIS data shows that the majority (over 80 percent) of maternal deaths 
are reviewed/audited at health facilities. On the contrary, only 15 percent of perinatal deaths are reviewed 
and uploaded to the KHIS tracker system (National Annual MPDSR report 2020). However, reporting and 
notification of maternal and perinatal death is not optimal. During the financial year 2019-2020, only 
56.8 percent of all maternal deaths were notified within 24 hours of occurrence of death. Notification of 
Perinatal deaths remains very low. 

2.2 Factors contributing to the success of MPDSR implementation in Kenya
Implementation of MPDSR has been largely successful because of the following factors: 

•	 Good leadership and management support of the implementation of MPDSR leading to 
prioritization and budgeting of MPDSR activities by national, county governments and 
development partners. 

•	 Having a pool of National MPDSR Trainer of Trainers (TOTs) who are instrumental in rolling down 
MPDSR training at County and health facility levels. 

•	 The publication of the first Confidential Enquiry into Maternal Death (CEMD) report that 
facilitated the demystification of maternal deaths audits and enhanced understanding of the 
No Blame policy. 

Implementation of actions identified during committee meetings motivates staff. Examples of actions 
identified and implemented included: setting up maternity specific theatres, employing more staff in 
maternity units, equipping the newborn unit, conducting EMONC mentorship sessions, setting up blood 
banks, allocating domestic budget to MPDSR activities, and expanding bed capacity for maternity

2.3 Gaps in the implementation of MPDSR in Kenya 
Despite the successful implementation of MPDSR in Kenya, more needs to be done. Some of the key 
challenges include: 

•	 Existence of some leadership and governance inadequacies at the county level as manifested 
in frequent changes/ re-deployment of the county health leadership e.g., the County Health 
Management Teams (CHMTs) negatively affects consistency and continuity of services

•	 High staff turnover for managers and service providers leads to the need to continuously train 
and sensitize new staff

•	 Systemic inconsistency and inaccuracy of data from health facilities to the KHIS which is the 
main source of data for the MPDSR process and the CEMD

•	 Inadequate follow-up and tracking of the implementation of actions identified during MPDSR 
review meetings.

•	 Weak linkages between the MPDSR and IDSR system 
•	 The consistent low coverage for perinatal death reviews across the counties. Perinatal death 

review still remains not well understood, and low priority amongst health care workers
•	 Low importance/status placed on perinatal death reviews as communities have a low perception 

of perinatal deaths and regard it as a non-issue
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•	 Lack of sufficient guidance on selection of cases for perinatal death review; health workers lack 
clarity on how to select cases for review because of the high numbers in most health facilities

2.4 Lessons learned in the implementation of MPDSR in Kenya
The 2016 National MPDSR guideline provided a framework for the implementation of MPDSR in Kenya 
and the following lessons have been learned over the last seven years: 

•	 Prioritization and inclusion of MPDSR activities into national and county work plans and budget 
promotes ownership by the management

•	 Leadership and management support at all levels: national, county, health facility and community 
are essential for the successful implementation of MPDSR actions and recommendations

•	 The review of Maternal and Perinatal Deaths and uploading on KHIS does not necessarily lead 
to improved quality of care, more action is needed to address the identified gaps in quality of 
care at the facility level

•	 Linking maternal and perinatal death audits with EmONC mentorship improves quality of care 
because maternal death and perinatal death cases are discussed as scenarios during EmONC 
mentorship sessions

•	 The “P’ and ‘R’ in MPDSR are weak and need more attention. Responding to priority actions is an 
essential component of the response cycle and has the potential of preventing future maternal 
and perinatal deaths

•	 Having consistent follow-ups, and mentorship sessions has the potential to produce positive 
results, helps improve understanding of the MPDSR process, and ensures that locally relevant 
solutions are implemented and sustained

•	 It is essential to have adequate preparation and information for maternal and perinatal audit/
review committee meetings including having case summaries for maternal and perinatal deaths 
prior to meetings
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CHAPTER THREE 

MPDSR GOAL, OBJECTIVES AND APPROACHES 

FOR IMPLEMENTATION 

3.1 Goal of MPDSR 
The primary goal of MPDSR is to take action to eliminate preventable maternal and perinatal deaths by 
obtaining and using information on each death to guide public health decisions and actions as well as 
monitor the impact.

3.2 Specific objectives
1.	 To document the burden of maternal and perinatal deaths.
2.	 To gain understanding of the health system failures that led to the maternal or perinatal death 

or complication.
3.	 To generate information about modifiable factors contributing to preventable death, and to use 

the information to guide action in order to prevent similar deaths in the future.
4.	 To raise awareness among health professionals, decision makers, policy makers and community 

members about those factors in the facilities and the communities which, if avoided, the death 
may not have occurred (the avoidable/modifiable factors).

5.	 To stimulate action to address the avoidable factors thereby preventing future maternal and 
perinatal deaths.

6.	 To promote confidentiality and a “blame free” culture.
7.	 To track the implementation of actions that were recommended in the previous MPDSR 

committee meetings.

3.3 Rationale for MPDSR Process
The rationale of the MPDSR process is twofold: 

1.	 Generates information about modifiable/ avoidable factors and identifies actions if implemented 
can contribute to the prevention of future deaths

2.	 Provides an opportunity for the establishment of a framework for accountability and accurate 
assessment of the magnitude of maternal and perinatal mortality and the effectiveness of 
interventions to prevent these deaths. 

3.4 Approaches for implementation of MPDSR
There are several approaches that can be used to monitor maternal and perinatal deaths and clinical 
practice. All have the objective of reducing maternal and neonatal mortality and morbidity by improving 
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the quality of MNH care provided. Approaches that are currently in use in the guidelines include:
•	 Community-based maternal and perinatal death reviews (verbal autopsy)
•	 Facility-based maternal and perinatal death reviews
•	 Confidential enquiries into maternal deaths
•	 Near miss reviews

	 3.4.1 Community-based maternal and perinatal death reviews 
(verbal autopsy)

Community-based maternal death review is a method of finding out the medical causes of death and 
ascertaining the personal, family or community factors that may have contributed to the deaths of 
women who died outside of a health facility. The entry point is to ascertain from the immediate family 
members if the deceased woman was pregnant or not.

Subsequently, questions are asked about the major symptoms and presentations of the most common 
direct causes of mortality i.e., hemorrhage, infection, hypertensive disease, obstructed labour and 
abortions. Indirect causes of maternal death are also similarly enquired about. Once the presenting 
features of the main illness that led to the woman’s death are identified, the cause of death is usually 
assigned following International Classification of Diseases (ICD 11) for wider comparison and ease of 
aggregation of data at the county or national level. 

Efforts are also made to identify causes of delay in accessing MNH services using the three delays 
framework, focusing on any causes in delay in recognizing the need to go to a health facility (1st delay 
factors), delay in actually arriving at the facility once the decision to go to facility was made (2nd delay 
factors) and delays in receiving care at the health facility (where applicable). 

For perinatal deaths, verbal autopsy revolves around whether there was a still birth or baby died within 
7 days after being born alive. Maternal conditions during the pregnancy are then enquired about. Also 
important is the enquiry about the symptoms the new-born exhibited before death.

	 3.4.2 Facility-based maternal and perinatal death reviews
A facility-based maternal or perinatal death reviews are qualitative in-depth investigation of the 
causes of, and circumstances surrounding maternal/ perinatal deaths occurring at health facilities. It 
is particularly concerned with tracing the path of women and neonates who died, through the health 
care system to identify any avoidable factors, which when acted upon can prevent future deaths. The 
review process involves identifying the medical cause of death, evaluating clinical care, identifying non-
medical / avoidable factors using the three delays framework, identifying actions/recommendations, 
and developing an action plan to implement these recommendations. Persons to conduct maternal and 
perinatal death reviews should be composed of both maternal health care providers and the new-born 
care team. 
No maternal or perinatal death review is complete unless it is linked with a response with clear action 
and assigned responsibility.
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	 3.4.3 Confidential Enquiries into Maternal Deaths
Confidential Enquiry into Maternal Death (CEMD) is a systematic multidisciplinary anonymous investigation 
of all or a representative sample of maternal death occurring at an area, regional (state) or national 
level which identifies the numbers, causes and avoidable or remediable factors associated with them 
(WHO, 2004). Through the lessons learnt from each woman’s death, and through aggregating the data, 
confidential enquiries provide evidence of where the main problems in overcoming maternal mortality 
lie, an analysis of what can be done in practical terms, highlight key areas requiring recommendations 
for health sector and community action, and guidelines for improving clinical outcomes (WHO 2004). 
Confidential enquiries validate the national aggregated data on death reviews from individual, community 
and facility MPDSR committees. It involves assessment source of information documents including 
patient’s notes by independent assessors and discussions to reach consensus on the cause of death. 
The CEMD report shall be produced after every three years

	 3.4.4 Near Miss Morbidity Reviews
WHO defines maternal near-miss (MNM) as a woman who nearly died but survived a complication that 
occurred during pregnancy, childbirth or within 42 days of termination of pregnancy (WHO 2011). This 
strategy has been adopted in this guideline as a routine part of MPDSR. The near-miss approach yields 
results that inform policy decisions for improving the quality of maternal health care in health-care 
facilities.

	 3.4.5 The National Annual MPDSR Report
The purpose is to identify the underlying causes of maternal and perinatal deaths, contributory and 
associated factors for each maternal and perinatal death, assess the status of health facilities and the 
functionality of MPDSR committees and make recommendations to improve the quality of care provided 
to women during pregnancy, childbirth and the puerperium. The National MPDSR report shall be produced 
annually following the Government of Kenya financial year. 

3.5 The MPDSR Audit/Review Cycle
The MPDSR process is cyclic and comprises of:

•	 Effective identification of deaths
•	 Reporting the deaths
•	 Reviewing the death to assign causes of deaths
•	 Identifying actions that may contribute to the prevention of further deaths
•	 Assigning those actions to particular groups or individuals for implementation
•	 Allocating time frames for completion of those actions, and following up to ensure that those 

actions have been taken (as part of the response)
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3.6 Linkages between MPDSR and Quality Improvement
A comprehensive MPDSR process generates quality information on leading causes of maternal and 
perinatal deaths and important common modifiable/avoidable factors. MPDSR often lacks systematic 
implementation and monitoring of responses and analysis of whether responses are yielding desired 
effects. Integrating MPDSR within the broader MNH QoC initiatives facilitates the implementation of 
actions and also ensures that there is proper follow-up at the different levels of health care.

In strengthening the linkages between MPDSR and Quality Improvement, gaps identified during maternal 
and perinatal death reviews shall inform the prioritization and implementation of responses and actions 
to prevent future deaths. For example, actions identified can be used to generate scenarios for skills 
building during the designing and implementation of quality improvement plans at health facilities.

Information sharing between MPDSR and QoC/QI teams include data, identified actions, action plans, 
reports. Where feasible, MPDSR and QoC/QI governance structures can be harmonized. 
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The linkage between MPDSR and Quality Improvement 
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CHAPTER FOUR

THE STRUCTURE OF MPDSR

4.1 The Organization of MPDSR in Kenya
Establishing a mortality audit or review system requires leadership and ownership by the health workers 
and the leadership at the community, health facility, sub-county, county and national levels. The model is 
grounded on an evidence-based premise that improving quality of maternal care will result in a reduction 
in maternal and perinatal mortality. Continuous quality improvement and strengthening of the health 
systems through clinical audit is a proven strategy for implementing response to maternal and perinatal 
deaths. The response component is critical to the completion of the loop and will often involve actions 
that may or may not require additional resources to achieve.

It is important to understand the structures, systems, regulations, guidelines and policies in place 
and scalable sustainable best practices and high impact interventions essential for the elimination of 
preventable maternal, perinatal and neonatal deaths. This guideline re- emphasizes the importance of 
the 5-tier MPDSR committee structure established in 2016 to facilitate comprehensive death reviews at 
each level: community, health facility, sub-county, county and national while addressing gaps identified in 
the functionality of the committees at each level.

Fully functional MPDSR committees can be used to mentor and strengthen partially functional 
committees through peer learning. This chapter provides a review of the composition of core team 
members of MPDSR committees at the different levels. The composition of the committees at each level 
is purposed to strengthen the review/audit process and monitor the implementation of actions identified 
during the committee meetings. 

4.2 MPDSR structure and roles at different levels of health care
The 2016 national MPDSR guidelines recommended the establishment of a five-tier MPDSR committees 
at community, health facility, sub-county, county and national levels with core members and an 
opportunity to co-opt other members on a need basis. For example, representation from referring 
facilities may be necessary if a contributing factor to a maternal death is late referral. The 2024 guidelines 
build on this membership and provide guidance on the composition of committees at each level.  
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4.2.1 Community MPDSR
Community MPDSR Committee
The Community MPDSR Membership shall include the following:
Core Members:

1.	 Assistant Chief – Chairperson
2.	 Community Health Assistant (CHA)- Secretary
3.	 Health facility in-charge from the link health facility
4.	 Community Health Promoters (CHP) from the community unit who handled the deceased 

household
5.	 Chair of Community Health Committee 
6.	 Village Elders/ Nyumba Kumi leader

 Co-opted Members 
1.	 Civil Society Groups / Community Based Organisations (CBO)
2.	 Religious leaders
3.	 Opinion Leaders
4.	 Family Member / Birth Companion with relevant information about the death
5.	 Sub-County Health Information Officer

Leadership
The Community MPDSR committee will be chaired by the Assistant Chief who will be appointed 
by the Medical Officer of Health at the Sub-County level in consultation with the Assistant County 
Commissioner (ACC). There will also be a communication to the County Director of Health with regards 
to this appointment. 

Terms of Reference 
1.	 Identify and document on the community death line list all deaths of Women of Reproductive 

Age (WRA) (15- 49 yrs) and deaths of early adolescents 10-14 yrs occurring in the specific 
community.

2.	 Screen the identified deaths for a maternal death using the Community Maternal Death 
Screening tool.

3.	 Identify all perinatal deaths occurring at the community level and record this on the community 
perinatal death line list.

4.	 Notify all maternal and perinatal deaths using the Community Maternal Death Notification form 
and the Community Perinatal Death Notifications forms respectively.

5.	 Hold maternal and perinatal death review (verbal autopsy) to determine the causes of deaths 
occurring within the community.

6.	 Submit a monthly report on maternal and perinatal deaths in the community to the link health 
facility

7.	 Support the implementation of community-based activities to prevent occurrence of similar 
deaths in the future. Such activities shall be identified and agreed upon during the death review 
(verbal autopsy) meetings.
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8.	 Advocate and organize for meetings at the community level to promote maternal and new-born 
health.

The Community MPDSR Process 
Community Maternal Death Notification
All maternal deaths occurring in the community should be recorded, notified within 24hrs and a verbal 
autopsy conducted within 14 days. In order to avoid missing cases of maternal death, all deaths of 
women in the reproductive age (WRA) and early adolescent girls 10-14 yrs occurring in the community 
shall be documented onto the Community Death Line List for WRA and screened to confirm if it was a 
maternal death. 

1.	 Immediately a WRA or early adolescents 10-14 years old dies at home, or in the community, the 
CHP will notify the CHA either in person, by call or via text message.

2.	 The CHA will use the line list to document all deaths of WRA reported including early adolescents 
10- 14yrs and use a screening tool to determine if this was a maternal death.

3.	 Immediately it is confirmed that it is a maternal death, the CHA will then inform the Sub-County 
Reproductive Health Coordinator (SCRHC) or the clinician in the link health facility by phone call 
or text message of the death. 

4.	 The CHA will then complete the Community Maternal Death Notification Form in quadruplicate 
in consultation with the link health facility in-charge. Copies of the notification form will be 
submitted to the link facility in-charge, health facility HRIO/ Sub-County HRIO, the Sub- County 
RH coordinator, and the sub-county Disease Surveillance Officer.

5.	 The health facility/ sub-county HRIO then completes the process by uploading the form into the 
KHIS. The whole process from the CHP to the KHIS must be completed within 24 hours. 

Community Maternal Death Review 
The Community MPDSR committee will meet within 14 days after the death to carry out a community 
maternal death verbal autopsy. The CHA, who is the secretary, will invite all persons with information 
about the death to a verbal autopsy meeting within 14 days after a maternal death. In setting the date for 
the verbal autopsy, due consideration must be made for the cultural sensitivities about the burial and post 
burial rites. Important sources of information will be;

•	 Persons who were present when the woman became unwell or developed complications that 
led to death.

•	 Persons who were present when the woman died
•	 The husband (if available) and a close relative
•	 Persons who were present during childbirth (if not the same persons referred to above)

The process entails:
1.	 The CHA together with the CHP visits the home of the deceased to obtain information about 

the death. Before getting any information from the family, the CHA shall ensure that informed 
consent is obtained from the family.
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2.	 After obtaining the information, the CHA liaises with the assistant chief to invite all the members 
of the community MPDSR committee, and family members with information about the death to 
a verbal autopsy meeting.

3.	 During the verbal autopsy meeting, the CHA uses the Maternal Death Verbal Autopsy Form as a 
guide to obtain maximum information.

4.	 The Maternal Death Verbal autopsy form is filled in triplicate.
5.	 The CHA submits completed copies of the maternal death verbal autopsy form to the link facility 

in-charge, the Sub-County RH Coordinator and facility HRIO/ Sub-County HRIO for uploading 
into the KHIS2 platform.

6.	 The CHA then provides feedback to the community on the action points and progress of 
implementation of these action points.

Community Perinatal Death Notification
All perinatal deaths occurring in the community shall be recorded on the Community Perinatal Death Line 
list by the Community Health Assistant in consultation with the Community Health Promoter. The listed 
perinatal death shall be notified by the CHA within 24hrs by completing the Community Perinatal Death 
Notification Form in consultation with the link-facility in-charge.

1.	 The CHP informs the CHA of a perinatal death immediately it occurs in the community who then 
records the death on a community perinatal death line list. 

2.	 The CHA completes a Perinatal Death Notification Form by obtaining relevant information from 
the mother and/or the immediate relatives within 24hrs of the perinatal death.

3.	 The Perinatal Death Notification Form is completed in Quadruplicate. 
4.	 The CHA submits copies of the Community Perinatal Death Notification Form to the link facility 

in-charge who then reports the community perinatal deaths together with those occurring at 
the health facility to the SRCHC.

5.	 Copies are also given to facility HRIO/SCHRIO for uploading into the KHIS, the sub-County 
Reproductive Health Coordinator and the sub-County Disease Surveillance Officer. 

6.	 The CHA generates a line list of all perinatal deaths occurring in the community and provides 
this information to the link facility in-charge on a monthly basis.  

Community Perinatal Death Review (Verbal Autopsy)
The Community MPDSR committee shall meet within 14 days of the occurrence of a perinatal death 
to carry out a verbal autopsy. The CHA invites all persons with information about the death to a verbal 
autopsy meeting within 14 days of the perinatal death. In setting the date for the verbal autopsy, due 
consideration must be made for cultural sensitivity about burial and post burial rites. Information may 
be sought from the following: persons present during delivery, when the neonate fell sick and when the 
neonate died. 

1.	 The CHA together with the CHP visits the home of the deceased to obtain information about 
the death. Before any information is obtained from family members, informed consent shall be 
sought. 
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2.	 During the verbal autopsy, the CHA uses the Perinatal Death Verbal Autopsy Form as a guide to 
obtain maximum information. 

3.	 After obtaining the information, the CHA liaises with the Assistant Chief to convene the 
Community MPDSR Committee meeting within 14 days of the death. 

4.	 In addition, members of the family with information about the death are also invited to participate 
in the verbal autopsy meeting. 

5.	 The CHA submits the findings of the verbal autopsy to the link facility in-charge who then 
forwards copies to the Sub-County RH Coordinator and facility HRIO/SCHRIO for uploading 
into the KHIS platform. 

6.	 The CHA then provides feedback to the community on the action points and progress of 
implementation of these action points.

Response at the Community 
•	 The findings and action points of maternal and perinatal death verbal autopsy are shared with 

the community during community dialogue days or during Barazas by the CHA.
•	 The action points on perinatal deaths are similarly discussed, assigned responsibilities for 

implementation. 
•	 The CHA discusses these action points with the link facility in-charge
•	 Any feedback from the facility MPDSR Committee is discussed at the same community forums

	 4.2.2 Health Facility MPDSR 

Health Facility MPDSR Committee (all health facility levels)
The Health Facility MPDSR Committee Membership shall include the following:
 
Core Members:

1.	 Head of the Hospital / Medical Superintendent / Health facility in-charge - Chair 
2.	 Maternity in-charge- Secretary
3.	 Obstetrician/Gynaecologist
4.	 Paediatrician
5.	 Nursing officer in-charge
6.	 Peadiatric unit in-charge
7.	 Health Records Information Officer (HRIO) responsible for uploading into the KHIS (Health 

Facility HRIO or Sub-County HRIO)
8.	 MCH Representative
9.	 RH Clinical Officer
10.	 Health Administrative Officer (HAO)
11.	 Head of Quality/Work Improvement Team
12.	 Disease Surveillance Officer
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Co-opted members
1.	 Anaesthetist
2.	 Theatre in-charge
3.	 Medical Officer
4.	 Pharmacist
5.	 Clinical Officer
6.	 Nutritionist
7.	 The sub-county Reproductive Health (RH) Coordinator will be part of the MPDSR team for 

lower-level health facilities. 
8.	 Laboratory In-Charge
9.	 Representative of Training Institutions (if students are attached to the health facility)
10.	 Representatives from the referring health facility
11.	 Representatives from private hospitals and Faith Based Hospitals

Terms of Reference 
1.	 Collects information on all pregnancies, births, deaths of newborns and deaths of women of 

reproductive age in the facility and determines if a confirmed death is a maternal death, stillbirth 
or early neonatal death at the facility and in the community catchment area.

2.	 Oversees the notification and review of maternal and perinatal deaths occurring in the health 
facility and the community catchment area.

3.	 Generate a monthly report on maternal and perinatal deaths occurring in the health facility and 
the community (where applicable). This includes zero reporting where there is no maternal or 
perinatal death within the month. 

4.	 Submits a copy of the monthly MPDSR report to the sub-county Reproductive Health 
Coordinator.

5.	 Organize and hold death review meetings for maternal and perinatal death occurring in the 
health facility. The reviews to be done within 7 days of occurrence of a maternal or perinatal 
death. 

6.	 Organizes and calls for monthly facility MPDSR committee meetings to review and discuss all 
maternal deaths occurring in the health facility.

7.	 During the review meetings, establish the underlying cause of death, identify contributing or 
modifiable/avoidable factors, assess quality of medical care, and provide recommendations for 
immediate and medium-term actions.

8.	 Adhere to a specified meeting code of practice that upholds anonymity, confidentiality, 
beneficence and autonomy for both patients and staff members. 

9.	 Promote confidentiality and a no name, no blame culture environment. 
10.	 Implement MPDSR recommendations and action points identified during the review meetings 

to prevent occurrence of similar deaths in the future. 
11.	 Follow-up on the progress of the implementation of recommendations and actions.
12.	 Provide feedback to the community MPDSR committee on a monthly basis through the CHAs 

and community dialogue forums.
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13.	 Conduct resource mobilization for MPDSR activities in the facility including budget allocation 
from local resources such as Linda Mama and other County-based funds. 

The Health Facility MPDSR Process 
Health Facility Maternal Death Notification 

1.	 All deaths involving WRA within the health facility shall be evaluated for pregnancy or childbirth 
and hence the possibility of being a maternal death.

2.	 Immediately a death of a WRA occurs in any unit / ward of a health facility, the unit in charge, 
informs the facility in-charge of the death and indicates if the WRA was pregnant or died within 
42 days after childbirth.

3.	 If the WRA was pregnant or died within 42 days after childbirth, the unit in charge will ensure 
that the MDN form is completed and submitted.

4.	 The Facility Maternal Death Notification Form is completed in quadruplicate within 24hrs. 
The copies are shared as follows: the original remains with the facility, copies are submitted 
to the facility/sub-county HRIO for uploading into KHIS within 24 hours, the sub-county RH 
coordinator and the disease surveillance officer. 

Health Facility Maternal Death Review
1.	 The head of the unit/ward where the woman was admitted when the death occurred initiates 

the maternal death review process, if the woman was known to be pregnant or within 42 days of 
delivery or termination of the pregnancy. 

2.	 The unit in-charge summarizes the history and relevant findings about the clinical presentation, 
investigations, treatment and circumstances surrounding the death. 

3.	 The Facility MPDSR committee meets within 7 days of the death to discuss the case and 
complete the Maternal Death Review Form.

4.	 Before the start of any Facility Maternal & Perinatal Death Review meeting, all members present 
sign the confidentiality/ code of conduct form. 

5.	 Meeting quorum shall constitute 40 percent of committee members and two relevant co-opted 
members. 

6.	 The secretary documents all the key findings and decisions taken including the action plans 
developed.

7.	 After each meeting, all summary documents shall be kept under the sole custody of the facility 
HRIO or health facility in-charge (where there is no health facility HRIO).

8.	 The deliberations and minutes of the facility MPDSR committee meetings are confidential 
records and shall not be used for either disciplinary or litigation purposes.

9.	 The chair of the committee oversees the compilation of a monthly report summarizing each 
maternal death and/or the near miss with primary causes of death and possible avoidable 
factors and submits the report to the Sub-County MPDSR committee through the SCRHC.

10.	 The monthly MPDSR report will document all maternal deaths recorded during the month or 
zero reporting, if no death was recorded. (see annex VII for the outline of the Monthly Facility 
MPDSR Report)
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Health Facility Maternal Near Miss Review
1.	 For near miss reviews, the same process is followed as for Maternal Death Review; but the 

surviving patient shall be a key source of information.
2.	 The unit in charge obtains relevant information from the survivor before the Maternal near miss 

review meeting.
3.	 The Facility MPDSR committee meets within 7 days of the occurrence of the near miss to 

discuss the case and complete the maternal near miss tool

Health Facility Perinatal Death Notification 
The health facility /unit in-charge completes the Perinatal Death Notification Form for all perinatal deaths 
at the health facility within 24 hours. The perinatal death notification form is then submitted to the health 
facility/Sub- County HRIO for uploading into the KHIS. 

Health Facility Perinatal Death Review
1.	 The head of the facility/unit/ward where the baby/mother was admitted initiates the perinatal 

death review process
2.	 The MPDSR committee summarizes the history and relevant findings about the clinical 

presentation, investigations, treatment and circumstances surrounding the death The Facility 
MPDSR committee meets within 7 days of the death to discuss the case and complete the 
perinatal death review form.

3.	 The Head of the facility/ facility in-charge/ medical superintendent convenes a monthly MPDSR 
committee meeting to review all perinatal deaths audit reports for the facility.

4.	 In Levels 4-6 all perinatal deaths should be described briefly with a few reviewed in detail
5.	 The Secretary and Quality Improvement (QI) staff shall be designated to monitor the 

implementation of actions identified during the review meetings 
6.	 The perinatal death review form shall be completed in triplicate: the original remains at the 

health facility, and copies submitted to the health facility/ sub-county HRIO for uploading into 
the KHIS and another copy given to the sub-County RH Coordinator.

Identifying cases for perinatal death review
In smaller/low volume health facilities, all perinatal deaths should be reviewed.
In larger/high volume health facilities, a sample shall be reviewed based on the case load. However, 
basic data should be collected for all perinatal deaths. In order to get a representative statistical sample 
of perinatal death to be reviewed, the Krejcie & Morgan (1970) table for determining sample size shall 
be used to determine the number of perinatal deaths to be reviewed per month and hence per year (see 
annex III). Guidance for selecting a sample/subset of perinatal deaths to review include: 

•	 Stratification of deaths by cause of death, then purposively selecting and reviewing cases that 
may be easily prevented e.g., term deaths, intrapartum stillbirths since these are likely to lead 
to actionable changes

•	 Death was unexpected
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•	 Several similar deaths have occurred
•	 Staff or family have raised concern
•	 The case illustrates a possible deficit in management

During the monthly facility MPDSR committee meetings, an in-depth review of 2-3 cases per meeting 
shall be done. More time is required to review term intrapartum stillbirths and early neonatal deaths, 
especially in cases of no malformations and average weight.

Minimum perinatal data set
The minimum perinatal data set is a core set of data elements for mandatory collection on every birth and 
death. The data elements should be collected by all facilities and report to national level (See Annex IV for 
the minimum perinatal data set).

Response at the health facility 
1.	 The Facility MPDSR committee develops action plans to avoid future preventable maternal 

deaths, perinatal deaths and near miss morbidities. Action plans should be based on simple 
institutional quality improvement activities.

2.	 The committee will assign individual responsibilities for each action from among its members.
3.	 The Secretary will be designated to monitor and document the progress of the implementation 

of actions identified during the review meetings
4.	 The Facility MPDSR committee shall allocate funds from the hospital budget towards 

implementation of MPDSR action points. 

	 4.2.3 Sub-County MPDSR

Sub-County MPDSR Committee 
The Sub-County MPDSR Committee Membership shall include the following:

Core Members 
1.	 Sub-County Medical Officer of Health- Chair
2.	 Sub-County Reproductive Health Coordinator – Secretary
3.	 Sub-County Health Records Officer - Monitors implementation of MPDSR actions
4.	 Sub-County Child Health Focal Person
5.	 Sub-County Community Health Services focal person
6.	 Sub-County Health Administrator
7.	 Sub-County Disease Surveillance Coordinator
8.	 Sub-County Quality Improvement Officer
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 Co-opted members
1.	 Sub-County Laboratory in-charge
2.	 Sub-County Pharmacist
3.	 Sub-County Clinical Officer
4.	 Sub-County Public Health Nurse
5.	 Sub-County Nutritionist
6.	 Sub-County Primary Care Network focal person

Terms of Reference 
1.	 Monitor the functionality of the MPDSR system in the sub-county. 
2.	 Develop quarterly sub-county MPDSR reports aggregating all community and health facility 

maternal and perinatal deaths. (see annex VIII for the outline of the Quarterly Sub County 
MPDSR Report)

3.	 Identify community units / health facilities reporting high burden of maternal and perinatal 
deaths for locally relevant action.

4.	 Provide feedback to the community and facility MPDSR committees under their jurisdiction.
5.	 Support the lower-level health facilities and community MPDSR committees to notify and 

conduct maternal and perinatal deaths reviews.
6.	 Participate in maternal and perinatal deaths reviews in public, private and faith-based facilities 

within the Sub County
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Role of Sub-County MPDSR Committee 
1.	 Coordinates quarterly meetings to review MPDSR reports from all facilities and community 

MPDSR committees in the sub-county
2.	 The Chair of the sub-County MPDSR committee submits quarterly sub-county MPDSR 

report during sub-county monthly meetings. The HRIOs shall include MPDSR reports onto 
the checklist of reports received at the sub-county level. This will ensure that the sub-county 
MPDSR activities are entrenched in the overall sub-county activities.

3.	 Synthesizes the data and compiles a sub-county quarterly report for submission to the County 
MPDSR Committee.

4.	 Records proceedings of all meetings conducted.
5.	 Provides feedback to all health facilities and community MPDSR committees.
6.	 Provides support (technical and other resources) to all health facilities and communities to 

implement the action points and recommendations.
7.	 Monitors MPDRS processes in the sub-county, ensuring they are all functional and track sub-

county specific MPDSR indicators through a dashboard.

4.2.4 County MPDSR
County MPDSR Committee 
The County MPDSR Committee Membership shall include the following:

Core Members 
1.	 County Director of Health - Chair
2.	 County Reproductive Health Coordinator- Secretary
3.	 County Director of Nursing /Chief Nursing Officer
4.	 County Health Records Information Officer (HRIO) – Monitors implementation of MPDSR 

actions
5.	 Obstetrician / Gynecologist
6.	 Pediatrician
7.	 County Child Health Focal Person
8.	 County Community Health Services focal person
9.	 County Disease Surveillance Officer
10.	 County Quality Improvement Focal Person
11.	 Health Administrative Officer
12.	 County RH Clinical Officer

Co-opted Members
1.	 County Laboratory Officer
2.	 County Civil Registrar
3.	 County Pharmacist
4.	 County Nutritionist
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5.	 County Health Promotion Officer
6.	 County Epidemiologist
7.	 Representative of training institutions
8.	 Representatives of faith based and private health facilities
9.	 County Primary Care Network focal person

Leadership
1.	 The County MPDSR Committee will be appointed by the Chief Officer of Health and be Chaired 

by the County Director for Health.
2.	 Other members can be co-opted based on the case being discussed/reviewed
3.	 The secretary calls for meetings, records meeting notes and action points. 
4.	 Quorum for meetings will be half of the core-members.
5.	 The County MPDSR Committee is accountable to the Chief Officer of Health

Terms of Reference 
1.	 Meets Quarterly by 20th of every second Month of the Quarter.
2.	 Provides oversight role and technical support to ensure institutionalization of MPDSR system 

in the county.
3.	 Adhere to a specified meeting code of practice that upholds anonymity, confidentiality, 

beneficence and autonomy for both patients and staff members. 
4.	 Promote confidentiality and a no name, no blame culture environment. 
5.	 Receives, considers and adopts the quarterly County MPDSR reports with disaggregated data 

for all the sub-counties from the County Reproductive Health Coordinator.
6.	 Identify sub-counties reporting high burden of maternal and perinatal deaths, causes and 

institute relevant action.
7.	 Prepare a County Annual MPDSR Report based on the government financial year (see annex VI 

for the outline of the annual MPDSR Report). The 
8.	 The Chair of the County MPDSR committee presents the annual MPDSR report to the Chief 

Officer of Health and the CECM–Health. 
9.	 The CECM Health presents the annual report to the County Assembly Committee on Health and 

a copy to the office of the Governor. This is to enhance accountability and use the opportunity to 
advocate for resource allocation to improve maternal and neonatal outcomes.

10.	 The signed County Annual MPDSR report is submitted to the Division of Reproductive and 
Maternal Health by 31st August each year. 

11.	 The reports presented to the County assembly should be a synthesized plain summary report 
with clear action points; and not just data/figures

12.	 The County MPDSR Committee assigns a committee member to track the progress of 
implementation of actions and recommendations made during the County MPDSR Meetings.

13.	 Conducts County advocacy forums for resource mobilization for MPDSR activities in the county.
14.	 Coordinates the activities of MPDSR partners in the county
15.	 Shares the MPDSR Report in a multi-stakeholder forum that includes partners. local political 

leaders
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4.2.5 National Level MPDSR

The National MPDSR Committee 
The National Committee for Maternal and Perinatal Death Surveillance and Response (MPDSR) is a non-
statutory, ministerial advisory committee established by the Cabinet Secretary of Health through official 
appointment.

The primary purpose of the National Committee is to provide oversight for all MPDSR activities in the 
country and to promote the notification, review and response to all maternal and perinatal deaths in the 
country. The committee will hold bi-annual meetings.

The National MPDSR Committee Membership shall include the following:

Core Members
1.	 Director General for Health (DG-Health) – Chair
2.	 Head, Directorate of Family Health - Secretary
3.	 Legal Advisor, Ministry of Health
4.	 Head, Division of Reproductive and Maternal Health
5.	 Head, Division of Newborn and Child Health
6.	 Head, Division of Adolescent and School Health
7.	 Head, Department of Primary Health Care
8.	 Head, Division of Community Health services
9.	 Directorate Health Products and Technologies
10.	 Kenya Tissue and Transplant Authority (Blood Transfusion Services)
11.	 Directorate of Digital Health, Informatics, Policy and Research
12.	 Directorate of Health Standards, Regulations and Quality Assurance
13.	 Director Civil Registration Services
14.	 Director of Health, Council of Governors
15.	 The Director General, National Council for Population and Development
16.	 Chair Midwifery Association of Kenya
17.	 President Kenya Obstetrics/ Gynecological Society
18.	 Chair, Kenya Peadiatric Association
19.	 Chairperson of Association of Reproductive Health Clinical Officers (ARHCO)
20.	 Regulatory bodies (Nursing Council of Kenya, Kenya Clinical Officers Council and Kenya Medical 

Practitioners and Dentist Council)
21.	 Representatives of training institutions
22.	 Chair, Development Partners in Health of Kenya (DPHK)
23.	 Representative of Private Hospitals (Kenya Healthcare Federation)
24.	 Representative of FBOs (Christian Health Association of Kenya (CHAK)
25.	 Kenya National Commission on Human Rights (KNCHR)
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Co-opted members
Co Opted members can also be engaged at National Reproductive Health Technical Working Group level. 
They include the following members:

1.	 Pharmacy and Poisons Board (PPB)
2.	 Chair, Kenya Anesthesiologist Society of Kenya
3.	 Division of Mental Health
4.	 Individual Development Partners 
5.	 Inter-Religious Council of Kenya

Terms of Reference for the National MPDSR Committee
1.	 Meets bi-annually
2.	 Provides oversight of national MPDSR activities across the various levels
3.	 Adheres to a specified meeting code of practice that upholds anonymity, confidentiality, 

beneficence and autonomy
4.	 Promotes confidentiality and a no name, no blame culture environment. 
5.	 Review/approve the National Annual MPDSR report and recommendations
6.	 Receives and adopts the Confidential Enquiry into Maternal Deaths (CEMD) Report
7.	 Make recommendations based on an analysis of the maternal deaths reported through the 

CEMD and National Annual MPDSR report(s) such that their implementation would result in a 
reduction in the maternal mortality ratio for Kenya

8.	 Reviews the progress of the implementation of the recommendations for the CEMD report and 
the National Annual MPDSR report 

9.	 Submits a copy of the Confidential Enquiry Report into Maternal Deaths to the Cabinet Secretary, 
Ministry of Health for presentation to the Joint Senate and Parliamentary Committee on Health 

10.	 Gives policy direction on key issues arising from the National Annual MPDSR reports and the 
CEMD reports.

11.	 Coordinates resource mobilization for MPDSR activities
12.	 Identifies and uses opportunities to embed MPDSR into the national legal framework
13.	 Advocates for continued visibility of maternal and perinatal health at the highest policy level
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National MPDSR Secretariat 
The National MPDSR Secretariat is based at the Division of Reproductive and Maternal Health within the 
Directorate of Family Health. The composition of the National MPDSR Secretariat include: 

1.	 Head, Division of Reproductive and Maternal Health - Chair
2.	 Program Manager, Maternal and Newborn Health – Secretary
3.	 Head, Division of Newborn and Child Health
4.	 Head, Division of Adolescent and School Health
5.	 Head, Nutrition and Dietetics
6.	 Program Manager, M&E DRMH - Monitors implementation of MPDSR actions
7.	 Head, Health Management Information Systems
8.	 M&E Officer, Maternal Newborn Health Program
9.	 M&E Officer, Newborn Child and Adolescent Health
10.	 Technical staff from the MPDSR Development Partners (WHO, UNFPA, USAID, UNICEF, World 

Bank)
11.	 Technical staff from CSO/NGOs in MNH/MPDSR
12.	 Representation from KOGS
13.	 Representation from Kenya Pediatrics Association (KPA)

Functions of the National MPDSR Secretariat
The functions of the National MPDSR Secretariat include the following: 

1.	 Coordination of MPDSR activities including its integration into existing health systems and 
processes.

2.	 Review county surveillance reports produced by IDSR and produce a six-monthly summary 
report for key stakeholders.

3.	 Monitor progress of the implementation of recommendations and action points at national, 
county and health facility level (where appropriate).

4.	 Promote the notification, review and response to all maternal deaths
5.	 Promote the notification and systematic review of perinatal deaths
6.	 Undertake regular evaluation of the MPDSR reporting system at national, county and health 

facility level.
7.	 Produce a National Annual MPDSR report.
8.	 Recommends the periodic update of National MPDSR guidelines, tools and training materials 

within a 5-year period.
9.	 Identify and support the training of maternal and perinatal death assessors who will review 

maternal and perinatal deaths through periodic review meetings. 
10.	 Maintain a database of assessed maternal and perinatal deaths and generate national and 

county specific reports when need arises.
11.	 Build capacity of the County, sub-County and Facility MPDSR committees and sensitive them 

on their roles and responsibilities through technical assistance, On-Job-Training (OJT), close 
follow-up supportive supervision

12.	 Conduct or support operational research to generate evidence to improve implementation of 
MPDSR.
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4.3 Maternal and Perinatal Death Assessors
Maternal and perinatal death assessors are health care providers with speciality in Obstetrics/
Gynaecology, Paediatrics, Midwifery, Anaesthesia, Public Health, medical officers, health records 
information officers. They are independent volunteers who are called upon to carry out Confidential 
in-depth Maternal and Perinatal Enquiries. The assessors go through a standardized training to enable 
them independently assess maternal and perinatal death using the ICD 11 classification of diseases and 
identify avoidable factors using the three delays model. 

The assessors: 
1.	 Conduct independent, detailed assessments of maternal deaths and perinatal deaths and 

correctly attribute cause of death based on WHO ICD-11: pregnancy, childbirth or the puerperium 
(Chapter 11); and certain conditions originating in the perinatal period (Chapter 19). 

2.	 Explore and document the avoidable/ preventable factors for maternal and perinatal deaths 
using the three delays model framework.

3.	 Aggregate, analyze, interpret data and write reports on maternal and perinatal death.

4.4 The MPDSR Response Cycle   
MPDSR shall have feedback mechanisms at all levels. MPDSR reports produced at facility, sub-county, 
County and National shall be disseminated at all levels for information. Actions that will have been 
identified, and implemented to prevent maternal deaths shall be disseminated and shared at all these 
levels.

Maternal and or perinatal death review needs to be seamlessly connected to a response strategy. This 
involves ensuring that action points to prevent avoidable future deaths are implemented at community, 
facility, sub-county, county and national levels and a system for tracking recommendations developed.

At the Community level, response entails feedback to the community, partnering to alleviate multiple 
causes of first delay in accessing care through discussion forums such as community dialogue days and 
barazas and development of locally relevant community-based transport networks.

At Facility level, response largely focuses on addressing causes of the third delay. A tried and tested 
strategy for this is clinical audit and or other continuous quality improvement programs. 

At Sub-County level, response entails aggregating community and facility data and addressing broad and 
common avoidable factors that affect multiple communities and or facilities. Sub-county level response 
should be escalated to the level of the county if common avoidable factors affect several sub-counties. 

At County level the response should encompass monitoring of the MPDSR activities countywide. This 
should point out the sub-counties, facilities and or communities that report heavy burden of deaths 
in maternal and perinatal deaths for more intensive scrutiny and response in addressing countywide 
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avoidable causes of death. The other component of response at the county level is reviewing relevant 
county specific multisectoral frameworks and aligning them to achievement of MPDSR goals and also 
allocating necessary resources to support response as guided by the County MPDSR reports.

Finally, at National level, there should be national oversight of the complete MPDSR system through close 
monitoring of the MPDSR indicators to identify high burden counties as a basis for resource allocation for 
focused response and technical support. Again, review of relevant legislation and resource mobilization 
to address national avoidable factors where the need is greatest is a critical response parameter at this 
level.

MPDSR Response and Feedback Framework

PARLIAMENT

CABINET SECRETARY OF HEALTH

NATIONAL MPDSR

COUNTY MPDSR

SUB - COUNTY MPDSR

FACILITY MPDSR

COMMUNITY MPDSR

ANALYSIS OF 
AGGREGATE 

DATA

QOC/QI 
TEAMS

COUNTY 
ASSEMBLY

Health System Factors, Human Resource, Financing, Data Systems, 
Service delivery, Medicines and Supplies, Governance
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CHAPTER FIVE 

MONITORING AND EVALUATION OF THE MPDSR SYSTEM

The aim of monitoring the MPDSR system is to document the progress in the implementation of 
actions/solutions recommended by the MPDSR committees and assess implementation of quality of 
care provided. A monitoring system assesses timeliness and response so that decision makers (health 
managers, service providers) can assess the status of the MPDSR system, identify challenges and make 
recommendations for improvement as required. Monitoring also assess timeliness of data, coverage of 
the system and enables managers to determine whether the system is improving.  

The aim of this chapter is to provide guidance on the indicators for monitoring progress of implementation 
of MPDSR and tools for documentation and reporting of maternal and perinatal deaths at community, 
health facility, sub-County, County level and National levels (see Annex I). Monitoring should be carried 
out annually. 

The MPDSR Monitoring process and indicators are based on the following criteria: 
•	 Maternal and perinatal deaths are notifiable events
•	 Timely committee review meetings
•	 Quality data – completeness, validity, availability and reliable data in the surveillance system
•	 Identification of action points/recommendations
•	 Timely implementation of action points/ recommendations 

Monitoring will be carried out at community, health facility, sub-county, county and at the National level. 
Monitoring shall assess:

•	 Functionality of the MPDSR system i.e., functionality of MPDSR committees at the different 
levels of health care. 

•	 Progress in the implementation of recommendations/ actions based on the timelines in the 
action plan. Monitoring of actions shall be done using the MPDSR action tracker (Annex V)

•	 Trends in the changes of maternal, perinatal and neonatal health indicators at facility level.
•	 Achievement of the desired results
•	 Challenges in achieving the desired results
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5.1 Indicators for monitoring MPDSR system and processes
Monitoring of the MPDSR process will be conducted at different levels (community, facility, sub-county, 
county and National) will be done using MPDSR indicators listed in Table 1. Details of how to calculate 
the indicators can be found in Annex II. Monitoring should be a process of continuously collecting and 
reporting information on output and outcome indicators as indicated in Table 1

Table 1: Indicators for monitoring implementation of MPDSR system at the different levels

Level of care Output Indicators Outcome indicators

Community •	 % of community MPDSR 
Committees established

•	 % of community MPDSR Committees 
conducting maternal deaths (verbal 
autopsy)

•	 % of community MPDSR Committees 
conducting perinatal deaths (verbal 
autopsy

Health Facility
Level

•	 % of monthly health facility 
MPDSR committee meetings 
conducted 

•	 % of identified actions 
/ recommendations 
implemented

•	 No. of maternal death notified through 
KHIS tracker

•	 % maternal death reviewed
•	 % maternal deaths uploaded to the 

KHIS tracker
•	 No. of perinatal death notified through 

KHIS tracker
•	 % of perinatal death reviewed
•	 % of perinatal death uploaded to the 

KHIS tracker

Sub County •	 % of sub-counties with 
functional MPDSR 
committees

•	 % of recommendations / 
action points implemented

•	 % of quarterly Sub County 
MPDSR committee meetings 
conducted

•	 No. of quarterly sub-county 
MPDSR reports submitted

•	 Evidence of integration 
of recommendations with 
annual health plans

•	 No of MD notified through KHIS 
tracker

•	 No of PD notified through KHIS 
tracker

•	 % of health facilities uploading MD on 
KHIS tracker

•	 % of health facilities uploading PD on 
KHIS tracker

•	 % maternal deaths uploaded to the 
KHIS tracker

•	 %perinatal deaths reviewed
•	 % perinatal death uploaded to the 

KHIS tracker
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Level of care Output Indicators Outcome indicators

County •	 % of Level 4 & Level 5 
facilities in the County with 
functional facility MPDSR 
committees

•	 % of quarterly County 
MPDSR committee meetings 
conducted

•	 Production of annual County 
MPDSR Report

•	 % of recommendations / 
action points implemented

•	 Evidence of integration 
of recommendations with 
annual health plans

•	 No of MD notified through KHIS 
tracker

•	 No of PD notified through KHIS 
tracker

•	 % of health facilities uploading MD on 
KHIS tracker

•	 % of health facilities uploading PD on 
KHIS tracker

•	 % maternal deaths uploaded to the 
KHIS tracker

•	 %perinatal deaths reviewed
•	 % perinatal death uploaded to the 

KHIS tracker

National •	 % of counties with functional 
MPDSR committees

•	 No of bi-annual National 
MPDSR committee meetings 
held

•	 % of action points/ 
recommendations 
implemented at National level

•	 Publication of National 
Annual MPDSR Report 

•	 Evidence of integration 
of recommendations with 
annual health plans

•	 Production of periodic (three 
yearly) CEMD report

•	 % of maternal deaths reviewed and 
uploaded to KHIS tracker for the 
previous year (financial)

•	 % of perinatal deaths reviewed and 
uploaded to KHIS tracker for the 
previous year (financial)

**these indicators can only be reported if MPDSR system included both facility and community deaths

Community level indicators: informs monitoring of activities at the community level and informs the 
needed changes needed to improve

Health facility indicators: supports facility leadership and coordination functions in improving the quality 
of care in health facilities
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Sub-county: guides coordination of activities at the sub-county level

County level indicators: guides coordination of activities at the County level and sustaining of MPDSR 
activities at the county level

National level indicators: guide monitoring of MPDSR activities at National level as well as informing 
sustaining of MPDSR activities

Global indicators: provide a way of standardizing measurement at the global level and facilitated learning 
and sharing between countries. This should be documented at National level for global comparison and 
should be reported within the National Annual MPDSR Report. 

5.2 Evaluation of the MPDSR system 
In addition to monitoring, it is necessary to conduct a more detailed evaluation to assess whether the 
system can function more efficiently and effectively. This shall be conducted if the routine monitoring of 
indicators demonstrates that:

•	 One or more of the steps in the MPDSR process is not reaching expected results
•	 The indicators demonstrate that health outcomes are not improving despite actions being taken
•	 Maternal and/or perinatal mortality ratios/rates are not decreasing

It shall also be useful to conduct a detailed evaluation (for example annually) to assess improvements in 
the community, the health system, or society in general, and changes in the types of delays or modifiable 
factors that are being identified.

5.3 Data Quality for MPDSR
Quality data is an essential principle in the success of implementation of MPDSR. Poor quality data or 
unreliable data creates long-term costs and unforeseen effects. Practical and affordable strategies 
exist for generating timely and reliable data on health systems, but appropriate investment is needed to 
develop the capacity to collect, manage, visualize, disseminate and use the findings for decision making.

Data obtained in the KHIS should be accurate and reflective of what happens at service delivery points. 
For this to happen the aspects of completeness, timeliness, accuracy, reliability, precision, integrity and 
confidentiality must be true. 

5.4 	 Data Quality Review: Guidance for Conducting Data Quality Re-
views at all levels

Data quality can be defined as the degree to which a data management system reflects the true situation 
of the information source.
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As every data collection and management system is prone to errors resulting from data collection, 
processing and transmission it is of important to have data quality reviews. This process starts with a 
review of individual patient data at the community and health facilities for these errors to be minimized. 
Regular review of data is needed to validate the data being reported into the KHIS and to build trust in the 
data generated from the system. To achieve this health facility and county health management teams 
should do the following: 

•	 Hold monthly data review meetings to monitor reporting of maternal and perinatal deaths, and 
provide recommendations to decision makers for action

•	 At the health facility level, the Facility in-Charge or a designated member of the MPDSR 
committee shall monitor the implementation of recommendations/ actions and report 
challenges and bottlenecks to the sub-county MPDSR committee for redress

•	 At the county level, the County HRIO in consultation with the County RH Coordinator will monitor 
the implementation of the recommendations and actions received from the sub-counties.

•	 Challenges and bottlenecks should be addressed and where needed reported to the national 
MPDSR Secretariat for further action.

5.5 Data flow and use at various levels of the healthcare system
Mortality data consumption is necessary at all levels of the healthcare system for varying reasons with 
the end line being improvements in the health care system and eventual elimination of preventable 
maternal and perinatal deaths. Decision makers and stakeholders explicitly consider information in one 
or more steps in the process of policymaking, program planning and management or service provision.

Every level of health care not only needs to improve documentation and reporting to the next level, but 
also make data available and accessible in varied formats for routine use of data in decision making and 
performance review as summarized in Figure 1.
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MPDSR information fl ow

Death of WRA or early adolescents 10-14

CHP informs CHA

The CHA records on the Line list and then
administers screening tool to determine if it’s a
Maternal death (MD)

If MD, CHA and the link facility in-charge completes
the MD notification form and submit to HRIO for
uploading into KHIS

The Community MPDSR committee conducts
verbal Autopsy within 14 days of death and submits
the forms to link Facility in-charge and HRIO for
uploading into KHIS and to the Facility MPDSR
committee

The Sub- County, County and National MPDSR
committees will regularly analyse the KHIS data for
completeness and quality and provide feedback to the
lower and higher levels
Each facility is also required to provide a monthly
report on the number of maternal deaths (Both
facility and community). This includes Zero
reporting if there were no maternal deaths

Figure 1: MPDSR organization

Death of a WRA or early adolescent 10-14 years in
Maternity, Gynecological or female medical ward

Unit in-charge reviews the records to determine if it’s
a Maternal death

If MD, the unit in-charge fills the Maternal
Death Notification Form and submits it to the
HRIO for uploading into KHIS

Facility MPDSR committee compiles and
submits quarterly MPDSR reports to Sub-
County MPDSR committee2

Sub-County MPDSR committee compiles and
submits quarterly MPDSR reports to County
MPDSR committee

Facility MPDSR committee conducts
Maternal Death review within 7 days and submits the
forms to the HRIO for uploading into KHIS

County MPDSR committee compiles and six
monthly MPDSR reports, implement
identified actions, and submits the report to National
MPDSR Secretariat

National MPDSR committee compiles a National
Annual MPDSR Report, disseminates to 
Counties/stakeholders and monitors implementation 
of recommendations

Facility DeathsCommunity Deaths
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5.6 MPDSR system implementation plan
Clear guidance is needed for the successful implementation of this guideline. The 2024 National MPDSR 
guideline will be implemented by the Division of Reproductive and Maternal Health in collaboration with 
the Division of Newborn and Child Health and Division of Health Information System. Development 
partners, implementing partners and NGOs will also play a key role through technical and financial 
assistance. 

Activities to guide the rolling out of this guideline will include the following:
•	 Review and development of the essential MPDSR forms for use at the community level and the 

health facilities
•	 Updating the revised and developed MPDSR forms onto the Kenya Health Information System
•	 Updating the standardized National MPDSR Training Package to be in-line with the WHO 

MPDSR Training Package AND ICD 11
•	 Training a core team of MPDSR Trainer of Trainers (ToTs) to assist in rolling down MPDSR 

training to the counties and health facilities 
•	 Strengthening the functionality of MPDSR committees at all levels: National, County, sub-

County, Health facilities and the community levels
•	 Production of County annual reports
•	 Production of National Annual MPDSR Reports
•	 Production of the Confidential Enquiry into Maternal death report (s) after every three years
•	 Enhance the understanding of MPDSR committees at all levels on their roles and responsibilities 

through technical assistance and sensitization
•	 Advocacy for integration of MPDSR activities in National and County level workplans and 

processes
•	 Monitoring the implementation of MPDSR using the identified indicators at the different levels

Other important aspects of implementation include: (a) Embedding the MPDSR principles in Kenyan Law 
(b) Development of accountability frameworks including performance contracts including MPDSR for 
managers of health services and (c) Development of an inter-operable program that includes an M&E 
dashboard to facilitate integration of data with existing systems such as DHIS, IDSR systems.
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CHAPTER SIX

LEGAL AND ETHICAL CONSIDERATIONS

Although Kenya does not have a specific law addressing maternal and perinatal death notification and 
review, the National Reproductive Health Policy (2022 - 2032) states that the results of the MPDSR 
committee proceedings and documentation are not admissible in a court of law. This guideline also 
puts emphasis on “no name no blame” and as such, the process serves the purpose to identify health 
system gaps in order to put measures in place to prevent future deaths.  

6.1 Confidentiality and ethical considerations
It is essential that there be separate processes for handling legal misconduct and professional discipline, 
which is distinct and separate from quality improvement through mortality death reviews. Issues of 
confidentiality and privacy are significant legal issue in protecting women, their families, health workers 
and review committees, including discussions and findings from review process (Berg, 2011). The lack 
of autonomy, privacy, anonymity and immunity of patients, families, health professionals and review 
committees threaten the success of an MPDSR system. 

Autonomy: Women and families should be fully informed of the purpose of the investigation and 
participation clearly outlined as voluntary

Privacy: Privacy of the woman, her family and health workers are respected and maintained
Anonymity: Details of the women, health care workers and facility are anonymised to prevent attribution 
of events to individuals.

Immunity: Protection for committee members, witnesses and others providing information should be 
provided for and concerns of liability and litigation addressed.

Access to information:  Lack of access to and availability of sensitive and confidential medical materials 
(e.g. medical records, family and staff interviews) will have a significant impact on the understanding of 
events leading up to the death.

Fear of liability and punitive measures: A lack of a legal framework can lead to misconceptions and fears 
regarding possible punitive measures and the perception that audits are judgments on the actions of 
professional medical staff

Poor transparency and quality of data: Underreporting and misreporting by health workers is likely to 
occur as a result of legal concerns including an overall lack of legal protection and fears of liability and 
punishment. 



National Guideline for Maternal and Perinatal Death Surveillance and Response48

During MDRs and PDRs, health professionals involved can react defensively, justifying actions and 
inactions, shifting the blame (e.g. blame death on the time taken to seek care) or even covering-up deaths 
or errors

6.2 Overcoming the blame culture in MPDSR 
The principle of ‘no name, no blame’ within MPDSR, amongst health staff management and reviewers, 
should be established, supported and reiterated.

•	 Educate health professionals, that the MPDSR system seeks to identify improvements in the 
health care delivery system (at all levels) and use results for learning in order to improve quality 
of maternal care and not to provide the basis for litigating or punitive action.

•	 Establish immunity and legal protection for committee members, witness and others providing 
information from personal liability based on activities during the review process

•	 Engage stakeholders within the planning and set-up process and educate on the ‘no-blame’ 
process and atmosphere.

•	 Hospital management should value and integrate the process, through providing leadership and 
human or financial resources.

•	 Surveillance and monitoring of implementation and processes to prevent misuse of MPDSR 
findings (e.g., confidentiality rules respected and punitive measures not introduced).

•	 Multi- professional approach taken to ensure every member of the team understands the 
MPDSR process, feels involved and valued.

•	 Communicate the change in accountability efforts and perspective from identification of 
individual responsible and blame to making a difference and contributing to improvements.

•	  Promote forums for sharing experiences of health workers and facilities, such as workshops 
and exchange visits. 

6.3 Strategies to Minimize the Blame Culture

1.	 Ensure MPDSR policy and planning 
2.	 Ensure national prioritization 
3.	 Strengthen leadership
4.	 Enabling environment for implementation
5.	 Nurture team relationships 
6.	 Harmonize MPDSR in routine monitoring systems 
7.	 Ensure audit meetings take place regularly and staff regularly attend.
8.	 Establish and apply a code of conduct 
9.	 Promote individual awareness of roles and responsibilities and competence
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Annex I: 

List of MPDSR tools and guidance for completion

Data Tools Who Fills Period Copy sharing

Community Level

Maternal Death 
Line List

CHP in consultation 
with the CHA

Within 24 
hours of 
death

Filled in Duplicate
•	 Original retained by the link facility
•	 SCRHC

Maternal Death 
Screening tool

CHP in consultation 
with the CHA

Within 24 
hours of 
death

Filled in Duplicate
•	 Original retained by the link facility
•	 SCRHC

Maternal Death 
Notification Form

CHA in consultation 
with the CHA

Within 24 
hours of 
death

Filled in Quadruplicate.
•	 Original retained by the link facility
•	 SCHRIO/facility HRIO for uploading 

into the KHIS
•	 SCRHC
•	 Sub-County Disease Surveillance 

Officer

Maternal Death 
Verbal Autopsy 
Form 

CHA in Consultation 
with the Community 
MPDSR Committee

Within 14 
days of 
death

Filled in Triplicate
•	 Original retained by the link facility
•	 SCHRIO/facility HRIO for uploading 

into the KHIS
•	 SCRHC

Perinatal Death 
Line List

CHP Within 24 
hrs

Filled in Duplicate
•	 Original retained by the link facility
•	 SCRHC

Perinatal Death 
Notification Form

CHA Within 
24hrs of 
death 

Filled in Quadruplicate
•	 Original retained by the link facility
•	 SCHRIO/facility HRIO for uploading 

into the KHIS
•	 SCRHC
•	 SC- Disease Surveillance Officer
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Perinatal Death 
Verbal Autopsy 
Form

CHA in consultation 
with the Community 
MPDSR committee. 

Within 14 
days of 
death

Filled in Triplicate
•	 Original retained by the link facility
•	 SCHRIO/facility HRIO for uploading 

into the KHIS
•	 SCRHC

Health Facility Level:

Maternal Death 
Notification Form 
(MDNF)

Unit in-charge in 
consultation with 
immediate care-
giver(s)

Within 24 
hours of 
death

Filled in Quadruplicate:
•	 Original retained in the facility
•	 SCHRIO/facility HRIO for uploading 

into the KHIS
•	 County Reproductive Health 

Coordinator
•	 SC- Disease Surveillance Officer

Maternal Death 
Review Form

Health facility 
MPDSR committee 

within 7 
days of 
death

Filled in Triplicate
•	 Original retained in the facility
•	 SCHRIO/facility HRIO for uploading 

into the KHIS
•	 County RHC

Perinatal Death 
Notification Form

Unit in-charge in 
consultation with 
immediate caregiv-
er (s)

Within 24 
hours of 
death

Filled in Quadruplicate:
•	 Original retained in the facility
•	 SCHRIO/facility HRIO for uploading 

into the KHIS
•	 County Reproductive Health 

Coordinator
•	 SC- Disease Surveillance Officer

Perinatal Death 
Review Form

Unit in-charge 
consultation with 
immediate care-
giver(s)

Within 7 
days of 
death

Filled in Triplicate
•	 Original retained in the facility
•	 SCHRIO/facility HRIO for uploading 

into the KHIS
•	 County RHC
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Annex II: 

List of indicators for monitoring the MPDSR system

 Indicator Definition:  Health Facility indicators for monitoring the MPDSR system and processes

Indicator Purpose Numerator Denominator Data Source Frequency, 
Target

COMMUNITY LEVEL INDICATORS

Output indicators

% of Community MPDSR Commit-
tees formed

Measures capacity and 
practice to perform com-
munity reviews

No of MPDSR commit-
tees formed

Total No of 
Community Units 
formed

Minutes of CHC 
meetings

Quarterly

HEALTH FACILITY INDICATORS

Output Indicators

% of monthly health facility MPDSR 
committee meetings conducted

Measures capacity and 
practice to perform facility 
reviews

No of monthly HF 
MPDSR committee 
meetings conducted

Total number of 
planned monthly 
HF MPDSR com-
mittee meetings

Minutes of HF 
MPDSR meetings,
scheduled of 
planned meetings

Monthly, 100%
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Indicator Purpose Numerator Denominator Data Source Frequency, 
Target

% of identified actions / recommen-
dations implemented

Measures response and 
implementation of recom-
mendations/ actions

Number of actions /
recommendations 
implemented or show 
evidence of implemen-
tation

Total number of 
recommendations/ 
action points 
identified 

Minutes of HF 
MPDSR committee 
meetings,
Scheduled of 
planned meetings

Quarterly, >80%

Outcome Indicators

No of maternal death notified via 
KHIS tracker

Measures reporting of 
data at facility

No of maternal deaths 
notified through HKHIS 
tracker

N/A Minutes of MPDSR 
Committee,
KHIS summary, No 
MD notification 
forms

Quarterly, 100%

% maternal death reviewed Measures performance of 
MPDSR system to review 
all MDs

No of maternal deaths 
reviewed

Total No of mater-
nal death reported

Minutes of MPDSR 
Committee,
KHIS data aggre-
gate, KHIS tracker 
data

Quarterly, 100%

% of maternal death uploaded to the 
KHIS tracker

Measures performance of 
MPDSR system to review 
all MDs

No of maternal death 
reviewed and uploaded 
to the KHIS tracker

Total No of mater-
nal death reported

Minutes of MPDSR 
Committee,
KHIS data aggre-
gate, KHIS tracker 
data

100%
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Indicator Purpose Numerator Denominator Data Source Frequency, 
Target

No of Perinatal death notified via 
KHIS tracker

Measures reporting of 
data at facility

No of perinatal deaths 
notified through KHIS 
tracker

N/A Minutes of MPDSR 
Committee,
KHIS data aggre-
gate, No. of PD 
notification forms

Quarterly, 100%
ENAP
UNFPA

% of perinatal reviewed Measures reporting of 
data at facility

No of perinatal deaths 
notified through KHIS 
tracker

No of perinatal 
death at facility

Minutes of MPDSR 
Committee,
KHIS summary, 
no, of notification 
forms

Quarterly, 100%

% of perinatal death uploaded to 
the KHIS

Measures performance of 
MPDSR system to review 
PDs

No of perinatal reviewed 
and uploaded to KHIS 
tracker

Total No of peri-
natal deaths in the 
facility

Minutes of MPDSR 
Committee,
KHIS data aggre-
gate, No. of notifi-
cation forms

Quarterly, 100%

ENAP
UNFPA
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Indicator Purpose Numerator Denominator Data Source Frequency, 
Target

COUNTY AND SUB COUNTY MPDSR INDICATORS

Output indicators

% of Level 4 & Level 5 facilities 
with functional facility MPDSR 
committees

Measures capacity of 
facilities to carry out 
MPDSR functions

No of Level 4 & Level 5 facilities 
with functional facility MPDSR 
committees

Total no of Level 4 
and Level 5 facilities

County Plans
Supervision 
reports
Minutes of CHMT

Quarterly, 
80%

% of sub-Counties with functional 
MPDSR committees

Measures the practice 
and capacity to perform 
reviews

No of sub-Counties with func-
tional MPDSR committees

Total No of 
sub-counties

Minutes of County 
/ sub-County 
MPDSR commit-
tees

Quarterly, 
100%

% of quarterly county MPDSR com-
mittee meetings conducted

Measures the practice 
and capacity to perform 
reviews

No of planned county MPDSR 
committee meetings conduct-
ed

Total No of planned 
county MPDSR 
committee meetings 
as per schedule

Minutes of County 
/ sub-County 
MPDSR commit-
tees

Quarterly
Annually

% of recommendations / action 
points implemented

Measures the response 
and implementation 
of recommendations /
actions

No of recommendations / 
action points at County level 
implemented

Total No of recom-
men2dations / action 
points at County 
level identified

Minutes of County 
/ sub-County 
MPDSR commit-
tees

Quarterly
Annually

Evidence of integration of recom-
mendations with annual health 
plans

Measures integration No of recommendations inte-
grated in annual workplans

n/a Minutes of County 
/ sub-County 
MPDSR commit-
tees

Quarterly
Annual
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National MPDSR Indicators 
Indicator Purpose Numerator Denominator Data Source F r e q u e n c y , 

Target

NATIONAL MPDSR INDICATORS

Output indicators

% of counties with 
functional MPDSR 
committees

Measures functionality of 
MPDSR system

No of counties with functional 
MPDSR committees

Total no of Counties 
(47)

Bi-annual County 
MPDSR reports

Quarterly

% of bi-annual National 
MPDSR committee 
meetings conducted

Measures functionality of 
MPDSR system

No of planned National MPDSR 
committee meetings conducted 

Total no of expected 
meetings

Meeting minutes Annually, 
100%

% of action points/ 
recommendations 
implemented at National 
level

Measures Response and imple-
mentation of recommendations

No of action points /recommen-
dations implemented at National 
level

Total no of action 
points/recommen-
dations planned at 
National level

Minutes of 
National MPDSR 
Committee 
meeting 

Semi-annually
>80%

Publication of National 
Annual MPDSR Report 

Measures dissemination of 
maternal and perinatal mortality 
data and implementation of 
recommendations 

Annual report developed and 
published including performance 
of the MPDSR programme, 
description of implementation 
of recommendations, and follow 
up on recommendations from 
previous year

n/a Minutes of 
National MPDSR 
Committee 
meeting

Annually
UNFPA
QED
UNFPA

Evidence of integration 
of recommendations 
with annual health plans

Measures integration of rec-
ommendations at the national 
level and coordination of health 
systems and policies

Recommendations from MPDSR 
reviews included in annual health 
plans and health-system packages

n/a Minutes of 
National MPDSR 
Committee 
meeting

Quarterly
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Production of periodic 
(three yearly) CEMD 
report

Measures functionality of 
MPDSR System

CEMD report (three yearly) n/a KHIS Quarterly

Outcome Indicators

% of maternal deaths 
reviewed and uploaded 
to KHIS tracker for the 
previous financial year

Measures performance of 
MPDSR system at population 
level

No of maternal deaths reviewed 
and uploaded to KHIS tracker for 
the previous financial year

No of expected 
maternal deaths for 
the previous year

MPDSR annual 
report
KHIS

Annually, 
100%

% of perinatal deaths 
reviewed and uploaded 
to KHIS tracker for the 
previous financial year

Measures performance of 
MPDSR system at population 
level

No of perinatal deaths reviewed 
and uploaded to KHIS tracker for 
the previous financial year

No of expected peri-
natal deaths for the 
previous financial 
year

MPDSR annual 
report
KHIS

Annually, 50%

Impact Indicators

Facility maternal mortal-
ity ratio

Measures effects of MPDSR 
program

No of MD in health facilities No of deliveries in 
health facilities (per 
100,000 deliveries)

KHIS Annually

Facility perinatal mortal-
ity rate

Measures effects of MPDSR 
program

No of Perinatal death in health 
facilities

Total births in health 
facilities (per 1000 
total births)

KHIS Annually

Maternal deaths by 
cause (ICD 11)

Measures effects of MPDSR 
program

No of maternal deaths by cause n/a KHIS Annually

Perinatal death by Cause 
(ICD-11)

Measures effects of MPDSR 
program

No of Perinatal deaths by cause n/a KHIS Annually
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Annex III: 

Sample size calculation for perinatal death review

The ever-increasing need for a representative statistical sample in empirical research has created the 
demand for an effective method of determining sample size. To address the existing gap, for a given 
population for easy reference. 

For large case load facilities and in order to get a representative statistical of perinatal death to be 
reviewed, the Krejcie & Morgan (1970) table for determining sample size shall be used to determine the 
number of perinatal deaths to be reviewed. 

Total Perinatal Deaths Per Year
category

Total No of Perinatal deaths to be re-
viewed per Year

Total No of Perinatal 
deaths to be reviewed 
per Month

Less than 200 Review all perinatal deaths 17

>=200<=400 Review at least 200 perinatal deaths 17

>=400<=700 Review at least 250 perinatal deaths 21

>=700<=1000 Review at least 300 perinatal deaths 25

>=1000 Review at least 300 perinatal deaths 29
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Annex IV: 

Minimum perinatal data set

The minimum perinatal data set is a core set of data elements for mandatory collection on every birth 
and death. The following data elements have been proposed as the minimum, which all facilities should 
collect and report to national level:

•	 Mother’s obstetric history (gravida, parity)
•	 Mother’s medical history
•	 Mother’s age
•	 Single or multiple pregnancy
•	 Antenatal care history (number of visits)
•	 HIV status
•	 Gestational age (and method of determination)
•	 Place of childbirth
•	 Date and time of birth
•	 Attendant at childbirth
•	 Mode of childbirth
•	 Sex of baby
•	 Birthweight
•	 Date and time of death (if applicable)
•	 Type of death (antepartum stillbirth, intrapartum stillbirth, neonatal death)
•	 Cause of death using ICD-10/11 or ICD-PM.
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Annex V: MPDSR Action Plan Template

Meeting Month: mm/yyyy e.g April 2021

Review Meeting Date

Meeting Description

Chair

Summary of Last Meeting Actions

Action Responsibility Status Progress Notes Cost
Timeframe for 
Completion 

Further Action 
Needed?

Current Meeting Review and Actions 

What is the problem? Evidence for the problem Proposed Action Person Responsible Cost 
Timeframe for 
Completion 

Is this an issue to 
raise during the 
AWP? 
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Annex VI:  

Outline of the Annual County MPDSR Report

1.	 The County annual MPDSR report shall include (but not limited to) the following sections: 
a.	 Introduction
b.	 Methodology for drafting the report
c.	 Status of health facilities in the county
d.	 Functionality of County MPDSR Committees (subcounty/health facility)
e.	 County maternal death data

•	 The burden of maternal and perinatal death (in absolute numbers) and disaggregated by 
sub-counties

•	 Underlying/Primary causes of maternal death in the county
•	 Associated factors
•	 Maternal complications and Obstetric case fatality rate

f.	 County Perinatal Death Data
•	 The number of perinatal deaths disaggregated by sub-counties and socio demographic 

characteristics
•	 Causes of perinatal deaths in the county
•	 Associated factors
•	 Calculate the early neonatal death rate

g.	 County level Outcome indicators
h.	 Opportunities for inter-sectoral collaboration
i.	 Action Plan for the County MPDSR Committee

•	 Disaggregate the action points to be addressed at the county, sub-county and health 
facility levels, to prevent maternal and perinatal deaths

j.	 Progress in the implementation of County MPDSR Action Plan
k.	 Annex – Case studies/case reports: the case reports can be about near misses
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Annex VII:  

Outline of the Monthly Facility MPDSR Report

1. The Facility MPDSR report shall include (but not limited to) the following sections: 
a.	 Status of health facility (MNH data)
b.	 Functionality of Facility MPDSR Committees 
c.	 Facility maternal death data

i.	 The burden of maternal and perinatal death (in absolute numbers) in facility
ii.	 Underlying/Primary causes of maternal death in the facility
iii.	 Associated factors
iv.	 Maternal complications and Obstetric case fatality rate

d.	 Facility Perinatal Death Data
i.	 The number of perinatal deaths in the facility
ii.	 Causes of perinatal deaths in the facility
iii.	 Associated factors

iv.	 Calculate the early neonatal death rate
e.	 Opportunities for inter-sectoral collaboration
f.	 Action Plan for the facility MPDSR Committee

i.	 Action points to be addressed for Health Facility, to prevent maternal and perinatal 
deaths

g.	 Progress in the implementation of facility MPDSR Action Plan
h.	 Annex – Case studies/case reports: the case reports can be about near misses or Unique deaths 

audited
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Annex VIII:  

Outline of the Quarterly Sub County MPDSR Report

1. The Sub County Quarterly MPDSR report shall include (but not limited to) the following sections: 
a.	 Status of health facilities in the Sub County (MNH status)
b.	 Functionality of Sub County MPDSR Committees (subcounty/health facility)
c.	 Sub County maternal death data

i.	 The burden of maternal and perinatal death (in absolute numbers) in facilities
ii.	 Underlying/Primary causes of maternal death in the sub county
iii.	 Associated factors
iv.	 Maternal complications and Obstetric case fatality rate

d.	 Sub County Perinatal Death Data
i.	 The number of perinatal deaths in the sub county
ii.	 Causes of perinatal deaths in the Sub County
iii.	 Associated factors
iv.	 Calculate the early neonatal death rate

e.	 Sub County level Outcome indicators
f.	 Opportunities for inter-sectoral collaboration

g.	 Action Plan for the Sub County MPDSR Committee
i.	 Disaggregate the action points to be addressed by Health Facility, to prevent maternal 

and perinatal deaths
h.	 Progress in the implementation of Sub County MPDSR Action Plan
i.	 Annex – Case studies/case reports: the case reports can be about near misses or Unique deaths 

audited in the facility.
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Annex IX: 

List of Contributors

S/No Name Designation Organization County

1 Dr. Issak Bashir Head, DFH MOH/DFH Nairobi

2 Dr. Edward Serem Head, DRMH MOH/DRMH Nairobi

3 Dr. Jeanne Patrick PM/MNH MOH-DRMH Nairobi

4 Dr. Albert Ndwiga PM/FP MOH-DRMH Nairobi

5 Scolastica Wabwire PM/MERL MOH-DRMH Nairobi

6 Hellen Mutsi PO MOH-DRMH Nairobi

7 Jane Koech PO MOH/DRMH Nairobi

8 Janet Nyaboke Mogire PO MOH-DRMH Nairobi

9 Karen Aura PO MOH-DRMH Nairobi

10 Dr. Janette Karimi Head, DNCH MOH/DNCH Nairobi

11 Dr. Richard Muthoka SDCP MOH/ DNCH Nairobi

12 Dr Christine Wambugu Head, DASH MOH/DASH Nairobi

13 Dr. Julliet Omoya PM/Paediatrician MOH/DASH Nairobi

14 Dennis Rutto PO MOH-DRMH Nairobi

15 Florence Ireri PO MOH/DRMH Nairobi

16 Winfred Wanjiku PO/Feltp Resident MOH/DRMH Nairobi

17 Joyce Maina CRHC County Dept of Health Nyeri

18 Hawa Boi Med Sup GCRH Garissa

19 Jackline Mulunda Obs/Gynae KTRH Kisii

20 Dr. Supa Tunje Paediatrician Machakos/KPA Machakos

21 Susan Otieno Obilo CNO MOH Vihiga

22 Gladys Bochere Nyaberi CNO MOH Migori

23 Veronica Ongwae SNO MOH Nakuru

24 Susan Kariuki CRHC MOH Nyandarua

25 Grace Tarbei HRIM MOH Nairobi

26 Getrude Wanyonyi CRHC MOH Bungoma

27 Dr. Michael Oduor Obs/Gynae MOH Siaya

28 Jacinta Mbindyo HRIO MOH Nairobi
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29 Daniel Muli CRHC MOH Machakos

30 Vanessa Njeri Intern MOH Nairobi

31 Consolata Siree CRHC MOH West Pokot

32 Faith Yesse CRHC MOH Tana-River

33 Aska Basweti CRHC MOH Nyamira

34 Nuru Bazahi MO MOH Lamu

35 Doris K. Mwanzui CRHC MOH Kilifi

36 Mwamba Malach HRIM MOH Nairobi

37 Rosebella Apollo Nurse Midwife MOH Kisumu

38 Caroline Ndungu HRIM MOH Machakos

39 Catherine Mbulwa HRIO MOH Makueni

40 Daniel Muli CRHC MOH Machakos

41 Siad Dida Duba CRHC MOH Isiolo

42 Onesmus Gitabi CRHC MOH Tharaka Nithi

43 Bridget Wesonga PO MOH/ DNCH Nairobi

44 Samuel Gituma Kiogora SPO MOH/DCH Nairobi

45 Tabitha Waweru PO MOH/DCH Nairobi

46 Sigilai Enock Kipkosgei PO MOH-DNCH Nairobi

47 Betty Lessonet CRN Mbagathi Hospital Nairobi

48 Emejen John Med Sup NCRH Narok

49 Dr. Kelvin Pateti Med Sup MOH-Samburu CRH Samburu 

50 Ruth Tanui NO Uasin Gishu CRH Uasin Gishu

51 Mwanatumu Kasim CHRIO CGK-Kwale Kwale

52 Jane E. Wangari SNO Pumwani MRH Nairobi

53 Judith Maua Consultant Assistant Private Nairobi

54 Brenda Otieno STT KMET Kisumu

55 Dr. Rael Mutai RTA LSTM Nairobi

56 Dr. Lydia Mwarania SRA LSTM Nairobi

57 Dr. Pamela Godia Consultant UON Nairobi

58 Serah Gathirwa PO WHO Nairobi

59 Veronica Musiega CRHC MOH Vihiga

60 Phydy Mbaruku CQI MOH Taita Taveta

61 Beatrice C. Kaptich CRHC MOH Bomet
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62 Emily Cheres CRHC MOH Kericho

63 Magdalene Ikaal CRHC MOH Busia

64 Ogot John Odhiambo Obs/Gynae KTRH Kisii

65 Mwanakarama Athman CRHC MOH Mombasa

66 James Otiato CRHC MOH Homa bay

67 Dr. Emelda Manguro Paediatrician Machakos L5 Machakos

68 Dr. Laura Oyiengo Health Specialist UNICEF Nairobi

69 Mr. Jonathan Kimutai Tanui CRHC MOH Elgeyo Marakwet

70 Laban Talam CRHC MOH Nandi

71 Susan Murungi CRHC MOH Meru

72 Alinda Ndenga STO Jhpiego/MCGL Nairobi

73 Caroline Thuo PO MOH/DRMH Nairobi

74 Martha Ongong’a PNO MOH/NCCG Nairobi

75 Esther Kiambati PNO County Dept Health Nairobi

76 Joseph Okidi CRHC MOH Migori

77 Eileen Sawani SADN County Dept Health Kajiado

78 Davis Kamondo MEO MOH Kiambu

79 Doreen Awino Technical Director Lwala Comm. Alliance Migori

80 Lucy Wambui Kamau NO MOH Narok

81 Evans Mokua Nyabwari SCRHC MOH Narok

82 Samson Leerte NO/SCRHC MOH Samburu

83 Clara Kerich CRHC MOH Nakuru
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