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Six steps of

a mortality audit cycle




Six steps of a mortality audit cycle 1. dentify

deaths

2. Collect
6. Evaluate and ’ information

5. Implement

: 3. Analyse
recommendations

results

Recommend
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Six steps of a mortality audit cycle

I Step 1: Identify case

> unasiunvasdoya : nvssloudiae, nadeunsane, nzdeuiasgniau

> fvun definition FaLau

4
. > davidgy¥srusiudoya stillbirth wag neonatal deaths




Six steps of a mortality audit cycle

Step 2: Collecting information

> AISANLTUNITNUNIUN Aalu 1 dUaYndananIsae

> A379s0UAIINgNABIYaIdaya

> swiw%’agaﬁwm L SO, operative note, anesthetic note, labor record, lab report, x-ray report ‘
o v
» nsdnuundoya
1.4ayanaly lawn 1y, Weoud, N1sfine, LAsugIue
2.588nouARN kN UseIRnIegingsy, NseuaunInsss, 15An19e1gsnssy, n1sinassa

3.5582AR00 bALN TUNANEEUATIA, ATIHINIASILAN, LIA1AGN, HYINAGDA,N1ILENINTDY

YULAADA, ANTNVDINITNVULAADH
4. STYLUAIAADA LALLA N1ITUNTNYDU
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Six steps of a mortality audit cycle

Step 3: Analyzmg the mformatlon

1. Root cause analysis: Fishbone diagram,5 Steps,5 Why
2. Delay approach: decision, reaching and receiving

3. Level approach: Patient-Provider-System Model

» Methods to identify modifiable factors ‘




Six steps of a mortality audit cycle £5)

D
Step 3: Analyzing the information
. People Process Equipment :
Root cause analysis ey e
attitudes, and practices including scheduling guidelines
offlini.ciam, women, & N\
Deﬁne the event childbirth educators Improve informed consent Problem:
process for elective inductions Infants
. . . X are being
Identlfy Contrl bUtI ng fa CtorS Improve internal incident report and review electively
. . . process to include elective deliveries prior delivered
Consider each contributing to 39 weeks :
N prior to 39
weeks
factor / / /
. c Need d Impr linicians' Im he of feedback clinicians receive
If ContrIbUtlng faCtor Large or e::ca:iz:er:::ﬁals aw‘;r::eoscs :;ct':\osrisks mazv:t:tm::::?wﬂy term inf:n:s'ow:hn; are
for both clinicians and of elective deliveries electively delivered, e.g., number admitted to the
too com pleX SUb'CategOrieS patients prior to 39 weeks Neonatal Intensive Care Unit (NICU)
Z
Need to follow- ith clinici ho d
are needed ol WK Panhal Sellelis drid rcadarts
: /
Create an action plan Materials Environment Management



Step 4: Recommending Solution

v o . a ¢ =1
N1529NLLUUVBLLULU (Recommendation) A25Ha9AUIENBU AYU

Specific anunsaundynilanseyn

Measurable 8111507528 ULaZIANA LA

Acti - & v awaw § o Fouuziiil
ction-oriented as5u1gvaUUALTUIUNDUTALIU g . 3
> onadeulesluiuguvuvsodnu

. o o wy = d o o usnslnataes

Realistic dusainld, danudululdnazyingnsa - o

> Foans THunduinsszaugs,
Kinviuaulaung

Time-Bound ANITNINUATSYZLIANYALIU d
> aansgaudusses
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Step 5: Implementing Changes . .
Person responsible for reporting

Six steps of a mortality audit cycle

> aufiunismudanuziiniuiuing Outcomes expected |
> danslaesantimasay Resources (human, material) |
(WY F69./ HNITITIIVNNI) Tar .
get Audience
> fanrunanisaniueu Lead implementer
(MIuALLUZUN)

D Y 2 Y B C:stcr sz s



I Six steps of a mortality audit cycle
Step 6: Evaluating and Reflnlng
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ALL DEATHS
(death during pregnancy, childbirth or puerperium)

MATERNAL DEATH OTHER DEATHS

Direct maternal death: In-direct maternal death: Unknown Coincidental

e abortive outcome « non-obstetric complications ~ Undetermined

* hypertensive disorders
e obstetric haemorrhage

e pregnancy related
infection

L S

e other obstetric
complications

e unanticipated
complications




A
Group name Potential causes of death
1. Pregnancies with abortive [] Ectopic pregnancy ] Hydatidiform mole [ Failed attempted abortion
outcome [] Complication of abortion (Genital tract and pelvic infection, Excessive hemorrhage,
Embolism,Renal failure, metabolic disorders, damage to pelvic organs)
2. Hypertensive disorders in [_IPregnancy induced hypertension Eclampsia
pregnancy, childbirth, and the Gestational hypertension
puerperium
3. Obstetric hemorrhage O Placenta adherens [] Placenta previa L] Abruptio placentae
] Antepartum hemorrhage ] Intrapartum hemorrhage
L] Postpartum hemorrhage (Retained placenta, Uterine atony, Perineal laceration)
[ obstetric trauma (Rupture of uterus, Laceration of cervix, High vaginal laceration)
4. Pregnancy-related infection ] chorioamnionitis ] Puerperal infection [ Infections of genitourinary tract
5. Other obstetric complications [J venous complications : DVT [ Liver disorders : Acute fatty liver
O Postpartum cardiomyopathy [] intentional self - harm

|:| Obstetric embolism (Amniotic fluid embolism, Pulmonary embolism)

ﬁl’li’Nﬂ’ﬁLL‘U\‘iﬂa&Iﬁ']L‘Viﬂﬂ’]'iﬂ’]EJSJ’Tiﬂ’ﬂUT"Vi’J’NGNﬂ‘Jiﬂ AABALAZWAIAaDANIN ICD-MM A\ .
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Group name

Potential causes of death

6. Unanticipated
complications of
management

[ Complications of anesthesia (Aspiration pneumonitis, Brain anoxia, High spinal block, Failed or
difficult intubation)

[ Complications of surgery (Unintentional cut, Puncture, Perforation, Foreign body accidentally left)
[J Complications of medical care(Mismatched blood used in transfusion, Excessive amount of fluid
transfusion, Failure in dosage, Anaphylaxis due to drug, Non administration of necessary drug,
substance)

7. Non-obstetric
complications

[] Heart vascular diseases [J Cerebral hemorrhage [] Pneumonia

L1 AIDS
[l Endocrine diseases

[] Neoplasm [] Autoimmune diseases
] Malignancy

[ Infections that are not a direct result of pregnancy

8.Unknown/undetermined

[J The underlying cause is unknown or was not determined

9. Coincidental causes

[] External causes except intentional self-harm( Accidental, Assault)
[] Diseases not aggravated by the pregnancy

!
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6. Implement Uszo GLRER |
MCHB 18 2. Collect Data
recommendation MCHB H3URAYEU MCH board
PDSA CYCLE
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“No Blame” “No Name”

®  Confidential
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Zero-reporting

" uasdeyaiidrdny fe tvssiloudiae

"  MDR lduann1siheanu PNDR

" Joyadaslifinisszytiagla (Anonymized)

" MINUNIUENAANITATEY AN response FeazaNYTAl

" Response (Action plan) A75LANAINAITHEIUIINVDIERIBITN
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In response to this WHO launched :

technical guide in 2013

* The WHO application of ICD-10 to deaths during
pregnancy, childbirth and the puerperium: ICD-MM
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