Sierra Leone has demonstrated progress in reducing
maternal mortality; however, the lifetime risk of a
woman dying in childbirth is 1 in 21. With a maternal
mortality ratio of 857 maternal deaths among every
100,000 live births, it is still far off achieving the
Millennium development target of 320 per 100,000
live births by 2015.

Maternal Death Reviews are a way of identifying
causes contributing to maternal deaths where the
findings can be used to improve quality of health care
services and improve maternal survival.
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Since the start of the Free Health Care
Initiative in April 2010, more pregnant women,
lactating mothers and children under 5 years
old are accessing health care.

For example, the number of deliveries recorded
in facilities has increased four-fold since 2009

to 11,800 in 2011.
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One way to do this

is through maternal
death reviews (MDRs).
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What is a maternal death review ?

“This information can help to identify the root causes to prevent further deaths from the same
causes on an action that can be followed up”

Most maternal deaths are avoidable. Maternal Death Review involves an in-depth investigation of the
causes and circumstances surrounding a maternal death. It captures information about the number of
maternal deaths and circumstances surrounding each death. This information can to help identify the root

causes to prevent further deaths from the same causes based on actions that can be followed up.

“Without information, there can be no action”




Beneﬁts of MDRs

Health facilities or communities examining each maternal death through a systematic approach can lead
to the following benefits that can inform appropriate non-punitive actions:

- Establish the number and causes of deaths for action

- Identify gaps in service delivery and improve professional practice and training

- Better understanding of community barriers and challenges

- Gain insight into the health system failures and weaknesses for action

- More efficient management of resources.

Findings from a nation-wide MDR

In total, only around 10% of all maternal deaths across the country (224 among an estimated 2,050)

were reported in 2011 through the facility-based MDR system from 13 district hospitals.

Key characteristics of the maternal deaths

- The deaths occurred among women between 13 years and 48 years; more than a
fifth of them (21%) were under 19 years of age.

- A third of women were pregnant for the first time.

- Most women (71%) were in their third trimester of pregnancy at the time of
death.

- Only a third (34%) of women were known to have a history of antenatal care
attendance.

- Most of the women (60%) died during the postnatal period, and almost half of
those died within the first 10 days, particularly within the first 48 hours.

The three main causes of
reported maternal death were:

Other direct
causes

Eclampsia

1. Haemorrhage (34%) accounted for over a 19% 11%
third of all maternal deaths. Sepsis Indirect
causes

2. Eclampsia (23%) accounted for over a fifth
of all deaths.

3. Puerperal sepsis (19%) accounted for nearly 34% 10%
a fifth of maternal deaths. Haemorrhage Unsafe abortions




Minimal Factors

- Long distance to facility

- TBAs not referring patient o
- Lack of medication

Moderate Factors

+ Lack of doctors and midwives
+ Lack of onward referral

+ Delay to initiate treatment

+ Poor staff management

+ Management at inappropriate level
- Infrequent / prolong observations without
any action

Significant Factors

+ Delay in seeking care * Non attendance of ANC - Non recognition of danger signs
+ Lack of blood - Lack of protocols + Delay in referral
+ Problems with initiate diagnosis / incorrect management

- Supportive legislation on MDR should be passed to ensure the process is seen as non-punitive action.

- Strengthening of blood services, especially increasing availability of blood.

- Strengthening referrals at all levels of care.

- Establish database that can contribute towards more complete and comprehensive analysis.

- Ensure actions are taken based on findings of MDRs by government and partners.

- Strengthening adolescent friendly health service delivery with emphasis on programme targeting
teenage pregnancies.

- Strengthening advocacy at all levels with emphasis on increasing budget allocation to undertake MDR
process and act on findings.

- Strengthening community advocacy and sensitisation activities with emphasis on danger signs, service
delivery and prompt referral to a facility.

- Community MDRs should be incorporate into the national MDR process as a means of capturing more

information about maternal deaths.
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