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This form should be used by Community and Health Facility MDR teams to record information 
and to document all discussions. It must be kept safely and must not be shown to anyone 
outside the community focused MDR process. Each section begins with instructions about 
how to use the form and ends with instructions about what to do next. Follow all instructions 
carefully. If you are not sure what to do, check the manual or contact the Safe-Motherhood Co-
ordinator or MaiMwana team. 
 

 
Please record the maternal death ID number at the bottom of each page. 

OMMUNITY FOCUSED  
REMINDER: This is a blame-free process. The purpose is to learn lessons to prevent 
future maternal deaths, not to assign blame to individuals. Anyone found blaming 
individuals may be asked not to participate. 

 
 
 
 
 
 

Name of Volunteer  Date of interview ___/___/_____ 
Name of HSA     

 
Instructions for Volunteer and HSA: 2 weeks after a maternal death, you should go 
to the home of the deceased woman to interview close relative. 
 
On arrival at the respondent’s house:  
1. Greet and condole the respondent 
2. Ask for a private place to sit and talk away from other people 
3. Ask the respondent to bring the health passport and TTV card of the deceased (if 
available) 
4. Engage the respondent in a general discussion e.g.; about the weather, to make 
them feel relaxed 
 
Consent: Read out the following: 
My name is ______________ a volunteer working with Mchinji District Health Office and 
MaiMwana Project. We are in the process of trying to improve the health of mothers and babies in 
Mchinji District.  In particular we are working to strengthen communities and health services in 
relation to mother and child health.   
 
We are in the process of implementing Community Maternal Death Review (MDR). 

Name of the deceased   Traditional Authority   
Date of death  GVH name   
Place of death  Village name  
Nearest health facility  HSA name  

COMMUNITY FOCUSED  
MATERNAL DEATH REVIEW FORM  

 
 

VERBAL AUTOPSY 
Section 1 
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I am here today to conduct an interview with you because you are a friend or relative of 
…………………………….(deceased name) who died recently during pregnancy, delivery or up to 42 
days (6 weeks) after birth.  We feel that you are in the best position to be able to tell us more 
about the events leading up to this woman’s death and thus initiate the Community Maternal 
Death Review process.  After this interview the information you give us will be reviewed by the 
Community MDR Team and the Health Facility MDR Team and will be reported back to your 
community.  We assure you that any information you provide will be treated with respect and will 
only be used to assist individuals, communities and health facilities to understanding the 
contributing factors and learn how to prevent maternal deaths in future.   
 
The purpose of this project is NOT to find fault with any individual or to put blame 
on the woman, the family, the community or health staff. The purpose is to give 
everyone an opportunity to think about how things could be improved IN 
FUTURE. 
 
The interview will take approximately 45 minutes to complete. Your participation is absolutely 
voluntary.  You may choose not to participate, or withdraw your consent for any reason at 
anytime, without jeopardising your care by our team and any heath worker. 
If you do not wish to take part, this will not affect your right to treatment at any health facility   or 
participation in MaiMwana activities now or in the future. 
 
I will answer any questions you may have about the study but should you have any further 
questions  or issues you should call Mrs Tambosi Phiri on 0999277303 or Dr Chipiliro 
Kadzongwe on 0888516439.  If you have any questions or concerns about your rights in taking 
part in this research study, you may contact the vice chairperson of the National Health sciences 
Research Committee who reviewed and approved this study, Professor Joseph Mfutso Bengo on 
0999957805. 
Do you agree to take part in this study? Please indicate whether you agree or not by putting your 
signature or thumbprint in the box next to your decision 
 

Yes        No  
 

 
 
 

 
Do you agree to provide the health passport and TTV card of the deceased?  These materials will 
be returned to you at the end of the Community Maternal Death Review Process. 

 
 Yes        No  

 
 
  
 

 
Health passport attached? Yes ! No ! 

specify passport number: _____________________ 
 

TTV card attached? 
 
 

Yes ! No ! 
specify TTV card number: ____________________ 
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Part 1: Personal details of the deceased 
1.1 On what date was (NAME) born? dd/mm/yy |__|__|/|__|__|/19|__|__| 
1.2 How old was (NAME) when she died? |__|__| years 
1.3 On what date did (NAME) die?  dd/mm/yy |__|__|/|__|__|/20|__|__| 
1.4 At what stage of pregnancy did (NAME) die? 1 = During pregnancy 

2 = During delivery 
3 = After birth 
4 = Don’t know 

1.5 Where did (NAME) die? 1 = Home 
2 = On the way to treatment 
3 = Mchinji District Hospital 
4 = Other health facility in Mchinji 
       specify _____________________ 
5 = Other health facility outside Mchinji 
6 = Other 
       specify _____________________ 
7 = Don’t know 

Part 2: Previous pregnancy and birth history 
2.1 Please tell me about 

(NAME’s) health in the 
six months before she 
became pregnant this 
time 
 
PROMPTS 
Health problems, illnesses, 
operations, medications 

 
 

2.2 How many times had (NAME) been pregnant in 
total?  

|__|__| 
99 = Don’t know 

2.3 Please tell me about 
these previous 
pregnancies 
 
PROMPTS 
Miscarriages, stillbirths, 
other complications 

 
 

2.4 How many of these pregnancies resulted in a 
live born baby? 

|__|__| " If 0 go to 3.1 
99 = Don’t know 

2.5 How many of these live born babies are still 
alive? 

|__|__| 
99 = Don’t know 

Part 3: Recent pregnancy  
3.1 When did (NAME) start antenatal during this 

pregnancy? 
|__|__| weeks of pregnancy 
98 = Did not go for antenatal care 
99 = Don’t know 

3.2 How many times did she attend antenatal 
during this pregnancy? 

|__|__| times 
99 = Don’t know 
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3.3 Please tell me about 

(NAME’s) most recent 
pregnancy 
 
PROMPTS 
Health problems (eg: 
bleeding, fever , 
convulsions), illnesses, 
operations, medications, 
care during pregnancy, 
where she went for ANC, 
care during ANC, who 
attended her during ANC? 

 

3.4 How many months pregnant was (NAME) when 
she went into labour? 

|__|__| months 
99 = Don’t know 

3.5 Please tell me about 
(NAME’s) delivery (if 
applicable) 
 
PROMPTS 
Health problems (e.g: 
heavy bleeding, long 
labour, delivery of 
placenta), illnesses, 
operations, medications, 
where she delivered, care 
during delivery, who 
attended her during 
delivery, is the child still 
alive? 

 

3.6 Please tell me about 
(NAME’s) health 
following delivery (if 
applicable) 
 
PROMPTS 
Health problems (e.g: 
bleeding, fever, 
convulsions, offensive 
vaginal discharge), 
illnesses, operations, 
medications, where she 
went for postnatal care, 
care during postnatal care, 
who attended her during 
postnatal care, is the child 
still alive? 

 

3.7 Please tell me about the 
last 7 days of (NAME’s) 
life 
 
PROMPTS 
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Problems (e.g: fever pain, 
bleeding, convulsions, 
difficulty breathing, pallor, 
swelling, offensive vaginal 
discharge), illnesses, 
operations, medications, 
where she went for health 
care, health care provided, 
who attended her during 
health care 

 
 
 
 

Part 4: Health care  
4.1 How long did it take between identifying the 

problem and deciding to seek care? 
|__|__| minutes 
|__|__| hours 
|__|__| days 
99 = Don’t know 

4.2 Please tell me what 
happened between 
identifying the problem 
and deciding to seek 
care? 
 
PROMPTS 
Who made the decision, 
any delay in making the 
decision, reasons for delay. 
Other health care visits 
(e.g: TBA, sing’anga) 

 

4.3 How long did it take to 
get to the health facility? 

|__|__|__| minutes 
|__|__| hours 
99 = Don’t know 

4.4 Please tell me about the 
journey to the health 
facility? 
 
PROMPTS 
How did she travel, any 
delay in getting to the 
health facility, reasons for 
delay 

 

4.5 How long did it take to 
receive care after 
arriving at the health 
facility? 

|__|__|__| minutes 
|__|__| hours 
99 = Don’t know 

4.6 Please tell me about the 
care (NAME) received at 
the health facility? 
 
PROMPTS 
Any delay in receiving 
care, reasons for delay 
Was there enough staff, 
drugs and equipment, was 
she treated with respect? 
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Part 5: Contributing factors and strategies 
5.1 Please tell me the factors  

that you think 
contributed to (NAME’s) 
death 
 
PROMPTS 
Factors which contributed 
to her poor health, 
individual factors, family 
factors, community 
factors, health facility 
factors 

 

5.2 Please tell me how you 
think women could be 
prevented from dying in 
the future 
 
PROMPTS 
Strategies for women, 
families, communities, 
health facilities  

 

5.3 Is there anything else 
you would like to add? 
 
 
  

 

 
This is the end of the interview. Thank you for sharing with us the details of the recent death of 
(NAME). We hope that we will be able to learn from her experiences and help other mothers in 
Mchinji district in future. The information you have given will now be seen by the community 
MDR team and the health facility MDR team to help them think of strategies to prevent deaths 
in the future. The community MDR team will visit you before the community feedback meeting 
in 2 weeks time. 
 
Instructions to volunteer and HSA: You should now take this form, together with 
the health passport and TTV card to the GVH for the Community MDR meeting. 
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Instructions to Community MDR Teams: One person should read the following to 
the rest of the team: 
We all know that ‘no woman should die giving life’ but many women continue to die. Every 
death that occurs can help us to prevent a death in future if we think about the factors that led 
to the death.  
 
The family of   ................................. (name of deceased woman) have been interviewed, the 
health passport and TTV card have been collected (where possible) so we can learn about the 
problems that led to her death.  
 
The purpose of this meeting is to consider these problems and think about anything that the 
community and the health facility can do in future to prevent other women from dying.  In this 
form please summarise factors mentioned by the family or that arise from the health passport 
and TTV card.  Also summarise the factors that the members of the Community MDR Team 
think may have contributed to the death and record anything you think individuals, families, 
the community as a whole and the health facility could do to prevent future deaths. You can use 
the ‘making great strategies’ diagram and the contributing factors section of the manual to help 
your discussions.  
 
The purpose of this meeting is NOT to find fault with any individual or to put 
blame on the woman, the family, the community, or the health staff.  The 
purpose is to give everyone an opportunity to think about how things could be 
improved IN FUTURE. 
 
Following this meeting, the HSA will take this form, the health passport and TTV card to the 
local Health Facility MDR Team or District Hospital MDR team, who will also review the 
information to identify contributing factors and strategies to prevent similar deaths in the 
future. 
 
MDR management team staff will support the Community MDR Teams in this process. Please 
feel free to invite them to join the meetings or for any advice by calling them on: 
0999630450/or 0999422348/0999630755. 
 
Please read the Maternal Verbal Autopsy (Section1) the health passport and the 
TTV card to the whole team.  The HSA should then complete the form below.  

 
Date of meeting:  ___/___/_____ 
Persons present 
Position Name Present? 
1.GVH  Yes/No 
2.HSA  Yes/No 
3.HSA  Yes/No 
4.HSA  Yes/No 
5.Volunteer  Yes/No 
6.Volunteer  Yes/No 
7.Volunteer  Yes/No 

 
 

COMMUNITY MATERNAL DEATH REVIEW  
TEAM SUMMARY 

Section 2 
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Part 1: Summary of community contributing factors and suggested strategies 
1.1 Community factors which 

may have contributed to 
(NAME’s) death?  
 
Think ‘but why’ to identify 
each of the contributing 
factors 

 
 
 
 
 
 
 
 
 

1.2 For each contributing 
factor record the strategy 
that will help us get from 
where we are now 
(contributing factor 
causing deaths) to where 
we want to be 
(contributing factor no 
longer exists) 

 
 
 
 
 
 
 
 
 

Part 2: Summary of health facility contributing factors and suggested strategies 
2.1 Health facility factors 

which may have 
contributed to (NAME’s) 
death?  
 
Think ‘but why’ to identify 
each of the contributing 
factors 

 
 
 
 
 
 
 
 
 

2.2 For each contributing 
factor record the strategy 
that will help us get from 
where we are now 
(contributing factor 
causing deaths) to where 
we want to be 
(contributing factor no 
longer exists) 

 
 
 
 
 
 
 
 
 

 
 

This is the end of the Community MDR Team Summary.  Thank you for taking part.   
 
Instructions to the HSA: Please now take this form, together with the health 
passport and TTV card (if available) to Mchinji District Hospital if the woman died 
there or to the nearest health facility. 
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Instructions to Health Facility MDR Teams: The chairperson should read the 
following to everyone present: 
We all know that ‘no woman should die giving life’ but many women continue to die. Every 
death that occurs can help us to prevent a death in future if we think about the factors that led 
to the death.  
 
The family of ................................................(name of the deceased woman) have been 
interviewed and the passport and TTV card have been collected( where possible )so we can learn 
about the problems that led to her death.  This information has been reviewed by the 
Community MDR Team. They have made suggestions of community and health facility 
strategies to prevent other women from dying.   
 
The purpose of this meeting is to consider these problems again and to particularly think about 
anything the health facility can do in future to prevent other women from dying.  In this form 
please summarise factors mentioned by the family, factors that arise from the health passport 
and TTV card and factors summarised by the Community MDR Team.  Also record the MDRs 
opinion of the likely medical cause of death and summarise the factors that the members of the 
Health Facility MDR Team think may have contributed to the death. Then record anything you 
think the community, the health centre and the district hospital could do to prevent future 
deaths. You can use the ‘making great strategies’ diagram and the contributing factors section 
of the manual to help your discussions.  
 
The purpose of this meeting is NOT to find fault with any individual or to put 
blame on the woman, the family, the community, or the health staff.  The 
purpose is to give everyone an opportunity to think about how things could be 
improved IN FUTURE. Please be careful with your feedback as blaming the 
community or individuals may result in a negative reaction. If you blame 
individuals you may be asked to leave the meeting. 
 
MaiMwana project staff will support Health Facility MDR Teams in this process. Please feel free 
to invite them to join the meetings by calling them on: 0999630450/01906175. 
 
The community HSA will now read the Maternal Verbal Autopsy (Section1), the Community 
MDR Team summary (Section 2), the health passport and the TTV card to the whole team.  
Please assign someone to complete the form below, using this information in addition to health 
facility records and any remembered events. 
Date of meeting: ___/___/_____ 
Persons present 
Position Name Present? 

1. Health centre in charge  Yes/No 
2. Community HSA  Yes/No 
3. District hospital representative  Yes/No 
4.   Yes/No 
5.   Yes/No 
6.   Yes/No 
7.   Yes/No 
8.   Yes/No 
9.   Yes/No 

HEALTH FACILITY MATERNAL DEATH REVIEW  
TEAM SUMMARY 

Section 3 
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10.    
11.    
12.    

 
Part 1:  
1.1 Please summarise all the 

events leading up to 
(NAME’s) death 

 

1.2 What health care seeking 
actions did (NAME) take 
when she became ill? 
Was there any delay in 
deciding to seek care? 

 
 

1.3 Were there any problems 
in getting to a health 
facility? 
 

 

1.4 Were there any problems 
with her care at the 
health facility? 
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1.5 What is the primary 
cause of death in the 
opinion of the health 
facility MDR team? 
 
Please assign a code by 
circling the cause of 
death from the list 
opposite. 

1=Haemorrhage (antepartum or postpartum) 1A=Placenta previa/ 
1B=Abruption placentae/ 1C=Atonic uterus/ 1D=Retained products of 
conception/ 1E=Prolonged labour/ 1F=Prior foetal death 
2=Early pregnancy death 2A=Sepsis and induced abortion/ 2B=Sepsis and 
spontaneous abortion/ 2C=Haemorrhage and induced abortion/ 
2D=Haemorrhage and spontaneous abortion/ 2E=Haemorrhage and ectopic 
pregnancy 
3=Sepsis 3A=Prolonged rupture of membranes/ 3B=Obstructed labour/ 3C= 
Retained products of conception / 3D=Iatrogenic factors/ 3E=Prior foetal 
death 
4=Eclampsia/convulsions 
5=Obstructed labour/ruptured uterus 5A=Malpresentation/ 
5B=Cephalo pelvic disproportion/ 5C=Iatrogenic factors 
6=Indirect cause 6A=Malaria/ 6B=AIDS/ 6C=TB/ 6D=Tetanus/ 
6E=Hepatitis/ 6F=Pneumonia/ 6G=Anaemia/ 6H=Assault/ 6I=Accident/ 
6J=Suicide/ 6K=Heart diseases/ 6L=Other indirect cause 

 
Part 2: Summary of community contributing factors and suggested strategies 
2.1 Community factors which 

may have contributed to 
(NAME’s) death?  
 
Think ‘but why’ to identify 
each of the contributing 
factors 

 
 
 
 
 
 
 
 
 
 

2.2 For each contributing 
factor suggest a strategy 
that could help us get from 
where we are now 
(contributing factor 
causing deaths) to where 
we want to be 
(contributing factor no 
longer exists) 

 
 
 
 
 
 
 
 
 
 

 
You should now consider the health centre and the district hospital separately.  
 
Part 3: Summary of health centre contributing factors and planned strategies 
3.1 Health centre factors 

which may have 
contributed to (NAME’s) 
death?  
 
Think ‘but why’ to identify 
each of the contributing 
factors 
Suggested: maximum 2 

Contributing factor 1: 
 
 
 
Contributing factor2: 
 
 
 

3.2 For each contributing Strategy1: 
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factor record the strategy 
that will help us get from 
where we are now 
(contributing factor 
causing deaths) to where 
we want to be 
(contributing factor no 
longer exists) 

 
 
 
Strategy 2: 
 
 
 
 

3.3 Break each strategy in to 
action points. These 
should be definite actions 
that can be done by 
individuals. 
 
Think ‘who, how, when?’ 
Suggested: maximum 4 
action points  
 
Persons responsible for 
implementing these action 
points should sign the 
following declaration: 
 
 

Action point 1: 
 
Person responsible: 
 
Signature: 
 
Action point 2: 
 
Person responsible: 
 
Signature: 
 
Action point 3: 
 
Person responsible: 
 
Signature: 
 
Action point 4: 
 
Person responsible: 
 
Signature: 
 

3.4 Date of evaluation meeting 
to review progress with all 
action points 
Suggested: 1 month 

 

Part 4: Summary of District Hospital contributing factors and planned strategies 
4.1 District Hospital factors 

which may have 
contributed to (NAME’s) 
death?  
 
Think ‘but why’ to identify 
each of the contributing 
factors 
Suggested: maximum 2 

Contributing factor 1: 
 
 
 
Contributing factor2: 
 
 
 

4.2 For each contributing 
factor record the strategy 
that will help us get from 
where we are now 

Strategy1: 
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(contributing factor 
causing deaths) to where 
we want to be 
(contributing factor no 
longer exists) 

Strategy 2: 
 
 
 

4.3 Break each strategy in to 
action points. These 
should be definite actions 
that can be done by 
individuals. 
 
Think ‘who, how, when?’ 
Suggested: maximum 4 
action points  
 
Persons responsible for 
implementing these action 
points should sign the 
following declaration: 
 
“I declare that I will 
implement this action 
point to the best of my 
ability, within the time 
frame we have agreed.” 

Action point 1: 
 
Person responsible: 
 
Signature: 
 
Action point 2: 
 
Person responsible: 
 
Signature: 
 
Action point 3: 
 
Person responsible: 
 
Signature: 
 
Action point 4: 
 
Person responsible: 
 
Signature: 
 

3.4 Date of evaluation meeting 
to review progress with all 
action points 
Suggested: 1 month 

 

 
 

This is the end of the Health Facility MDR Team Summary.   
 
Instructions: The HSA will now take this form back to the community. 
Please copy the contributing factors, strategies and action points on to the evaluation 
forms (Separate forms for health centre and district hospital). You will use the 
evaluation form to review progress at your monthly evaluation meetings and to report 
to the bimonthly progress meeting. 
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Instructions to HSA: Please write a summary of the events leading up to the death 
using only Section 1 (the verbal autopsy from the woman’s relative). Use only 
information that will be useful to guide the discussion and do not include any other 
confidential information.  
 
Introduction: The HSA should read out the following: 
This meeting has been called to discuss the factors that may have contributed to the death  
of ________________________from ______________________ village, who died on 
_________________at ________________________and to discuss how to prevent 
maternal deaths in the future. 
 
After the death occurred the family was visited by the Community MDR Team who conducted a 
Verbal Autopsy interview to gather information about the factors that led to death of this woman.  
 
The Verbal Autopsy was then reviewed by the Community MDR Team and Health Facility MDR 
Team who identified factors that they thought may have contributed to the death. The health centre 
and district hospital have planned strategies to help prevent similar deaths in the future. 
 
The purpose of this meeting is to consider community factors which may have contributed to the 
death and plan community strategies to prevent similar deaths occurring in the future.  Whenever 
a woman dies there are many factors that may have led to the death. Thinking about these factors 
may help to identify things we can all do to prevent women from dying. You can use the ‘making 
great strategies’ diagram and the contributing factors section of the manual to help your 
discussions. It is not the fault of any individual person and the purpose of this process 
is not to blame anyone. If anyone tries to blame individuals they may be asked to 
leave the meeting.  
 
First the HSA will read a summary of events leading up to the death. Then he will read the 
contributing factors and strategies identified by the health facility MDR team for health centres 
and the district hospital. Then he will read the community contributing factors and strategies 
suggested by the Community MDR team and the Health Facility MDR Team. After reading this 
information we will discuss it in detail. Then we should discuss community factors we think may 
have led to the death and plan community strategies to help prevent deaths in future.   We will 
identify people who will be responsible for putting these strategies in to action and then we will 
arrange monthly evaluation meetings to review our progress. Within 2 months the community HSA 
will report back to the District Hospital MDR team about our progress on our strategies. 

 
Part 1: Summary of events leading up to death, to be read to the community 

 
 
 
 
 
 
 
 
 
 

COMMUNITY FEEDBACK MEETING SUMMARY 
Section 4 
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Now read out the health centre contributing factors, planned strategies and 
action points identified by health facility MDR Team (Section 3, Part 3) 
 
Now read out the district hospital contributing factors, planned strategies 
and action points identified by health facility MDR Team (Section 3, Part 4) 
 
Now read out the community contributing factors and suggested strategies 
identified by the community MDR team (Section 2, Part 1) and the health 
facility MDR team (Section 3, Part 2) 
 
Now discuss and complete the following table: 

 
Part 2: Opinion of community on contributing factors to the maternal death and 
strategies to prevent future deaths 
2.1 Community factors which 

may have contributed to 
(NAME’s) death?  
 
Think ‘but why’ to identify 
each of the contributing 
factors 
 
Suggest maximum 2 

Contributing factor 1: 
 
 
 
Contributing factor 2: 
 
 
 
 

2.2 For each contributing 
factor record the strategy 
that will help us get from 
where we are now 
(contributing factor 
causing deaths) to where 
we want to be 
(contributing factor no 
longer exists) 

Strategy 1: 
 
 
 
Strategy 2: 
 
 
 

2.3 Break each strategy in to 
action points. These 
should be definite actions 
that can be done by 
individuals. 
 
Think ‘who, how, when?’ 
 
Persons responsible for 
implementing these 
action points should sign 
the following declaration: 
 
 

Action point 1: 
 
Person responsible: 
 
Signature: 
 
Action point 2: 
 
Person responsible: 
 
Signature: 
 
Action point 3: 
 
Person responsible: 
 
Signature: 
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Action point 4: 
 
Person responsible: 
 
Signature: 
 

2.4 Date of evaluation 
meeting to review 
progress on all action 
points 
Suggested: 1 month 

 

 
 

Date of meeting: ___/___/_____ 
Key persons present  
Position Present? 

1. TA Yes/No 
2. GVH Yes/No 
3. HSA Yes/No 
4. Health Centre Representative Yes/No 
5. District Hospital 

Representative 
Yes/No 

6. MaiMwana Representative Yes/No 
7. Other important individuals: Yes/No 
8. Number of women  
9. Number of men  
10. Number of young people  

 
This is the end of the Community MDR Feedback meeting.   
 
Instructions: Please copy the contributing factors, strategies and action points on to the 
evaluation form. You will use the evaluation form to review progress at your monthly 
evaluation meetings and to report to the bimonthly progress meeting. 
 
This form should now be taken back to the district hospital and should be kept safely 
in the boxfile.  
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Instructions for the chairperson of the bimonthly progress meeting: Please ensure 
that all representatives have their evaluation forms. Then read out the following: 
 
You have all been invited to attend this meeting, to learn from each other about the strategies that 
health facilities and communities are using to prevent women from dying in the district. 
 
The purpose of this meeting is to review progress on strategies and action points identified at the 
health facility MDR meeting and community feedback meeting.  
 
First I will read out the health centre contributing factors, strategies and action points identified at 
the health facility MDR meeting. The health centre representative will then report progress on each 
action point and any modification they have made during their monthly evaluation meetings. 
 
I will then read out the district hospital contributing factors, strategies and action points identified 
at the health facility MDR meeting. They will report progress on each action point and any 
modification they have made during their monthly evaluation meetings. 
 
The community representative will report the community contributing factors, strategies and action 
points identified at the community feedback meeting. They will report progress on each action point 
and any modification they have made during their monthly evaluation meetings. 
 
If the action points have been completed, we should congratulate those involved (and tick the 
‘completed’ box next to each action point). If they have not been completed, we should discuss the 
action point and suggest how to improve progress or any modifications they should make. All 
representatives should feedback to their teams about the recommendations from this meeting and 
take further action as suggested. The progress will then be reviewed again at the next bimonthly 
meeting. 
 
We should all take note of good ideas and good strategies that the health facility and community 
MDR teams have employed.  The information will be summarised and will be disseminated to all the 
health facilities and TAs in the district so that everyone can be inspired to improve maternal health 
and prevent maternal deaths. 
 

Date of meeting:____/____/______ 

Part 1: Health facility progress 
1.1: District Hospital 
Read out the District Hospital  contributing factors, strategies and action points identified by 
health facility MDR Team (Section 3, Part 4) 
Record the action points below. 
The team representative should report progress including evaluation meeting discussions and 
outcomes.  
Progress on each action 
point. 
 
If progress has been good, 
congratulate those 
responsible. 

Action point 1: 
 
Person responsible: 
 
Completed? !  Progress: 
 

DISTRICT HOSPITAL BIMONTHLY PROGRESS MEETING 
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If progress has been poor, 
those present should 
make suggestions for the 
district hospital MDR 
team. 
 
These suggestions should 
be fed back to the district 
hospital MDR team by the 
representative and re-
evaluated at the next 
bimonthly progress 
meeting.  

 
 
Suggestions: 
 
 
 
Action point 2: 
 
Person responsible: 
 
Completed? !  Progress: 
 
 
 
Suggestions: 
 
 
 
Action point 3: 
 
Person responsible: 
 
Completed? !  Progress: 
 
 
 
Suggestions: 
  
 
 
Action point 4: 
 
Person responsible: 
 
Completed? !  Progress: 
 
 
 
Suggestions: 
 
 
 
 

Further bimonthly 
progress meeting (if 
applicable)  
Date: ___/___/_____  

Suggestions completed? !  Progress: 
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1.1: Health Centre 
Read out the Health Centre  contributing factors, strategies and action points identified by health 
facility MDR Team (Section 3, Part 3) 
Record the action points below. 
The team representative should report progress including evaluation meeting discussions and 
outcomes. 
Progress on each action 
point. 
 
If progress has been good, 
congratulate those 
responsible. 
 
If progress has been poor, 
those present should 
make suggestions for the 
health centre MDR team. 
 
These suggestions should 
be fed back to the health 
centre MDR team by the 
representative and re-
evaluated at the next 
bimonthly progress 
meeting.  

Action point 1: 
 
Person responsible: 
 
Completed? !  Progress: 
 
 
 
Suggestions: 
 
 
 
Action point 2: 
 
Person responsible: 
 
Completed? !  Progress: 
 
 
 
Suggestions: 
 
 
 
Action point 3: 
 
Person responsible: 
 
Completed? !  Progress: 
 
 
 
Suggestions: 
  
 
 
Action point 4: 
 
Person responsible: 
 
Completed? !  Progress: 
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Suggestions: 
 
 
 
 

Further bimonthly 
progress meeting (if 
applicable)  
Date: ___/___/_____  

Suggestions completed? !  Progress: 
 
 
 
 
 
 
 

Part 2: Community  
Read out the community contributing factors, strategies and action points identified at the 
Community Feedback Meeting (Section 4, Part 2) 
Record the action points below. 
The team representative should report progress including evaluation meeting discussions and 
outcomes. 
Progress on each action 
point. 
 
If progress has been good, 
congratulate those 
responsible. 
 
If progress has been poor, 
those present should 
make suggestions for the 
community MDR team. 
 
These suggestions should 
be fed back to the 
community MDR team by 
the representative and re-
evaluated at the next 
bimonthly progress 
meeting.  

Action point 1: 
 
Person responsible: 
 
Completed? !  Progress: 
 
 
 
Suggestions: 
 
 
 
Action point 2: 
 
Person responsible: 
 
Completed? !  Progress: 
 
 
 
Suggestions: 
 
 
 
Action point 3: 
 
Person responsible: 
 
Completed? !  Progress: 
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Suggestions: 
 
 
 
Action point 4: 
 
Person responsible: 
 
Completed? !  Progress: 
 
 
 
Suggestions: 
 
 
 
 

Further bimonthly 
progress meeting (if 
applicable)  
Date: ___/___/_____  

Suggestions completed? !  Progress: 
 
 
 
 
 
 
 

 
This is the end of the bimonthly progress meeting. The community and health facility 
representatives should note down any suggestions on their evaluation forms. They must report these 
suggestions to their teams, to put them into action. If all action points have been completed there is 
no need for the death to be discussed at the next meeting. If action points have not been completed 
and modifications have been suggested, then the death will be discussed again at the next bimonthly 
meeting to ensure all action points have been completed.  
 
We should all take note of good ideas and good strategies that the health facility and community 
MDR teams have employed.  The information will be summarised and will be disseminated to all the 
health facilities and TAs in the district so that everyone can be inspired to improve maternal health 
and prevent maternal deaths. 
 
Instructions: Information from this form should now be recorded on the database. 
The form should now be filed by the safe-motherhood co-ordinator. The MaiMwana 
team will also take a copy for the project file.  
 


