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Objective To understand the experiences and perceptions of people implementing maternal and/or perinatal death surveillance and
response in low- and middle-income countries, and the mechanisms by which this process can achieve its intended outcomes.
Methods In June 2022, we systematically searched seven databases for qualitative studies of stakeholders implementing maternal and/or
perinatal death surveillance and response in low-and middle-income countries. Two reviewers independently screened articles and assessed
their quality. We used thematic synthesis to derive descriptive themes and a realist approach to understand the context-mechanism-
outcome configurations.

Findings Fifty-nine studies met the inclusion criteria. Good outcomes (improved quality of care or reduced mortality) were underpinned
by a functional action cycle. Mechanisms for effective death surveillance and response included learning, vigilance and implementation of
recommendations which motivated further engagement. The key context to enable effective death surveillance and response was a blame-
free learning environment with good leadership. Inadequate outcomes (lack of improvement in care and mortality and discontinuation
of death surveillance and response) resulted from a vicious cycle of under-reporting, inaccurate data, and inadequate review and
recommendations, which led to demotivation and disengagement. Some harmful outcomes were reported, such as inappropriate referrals
and worsened staff shortages, which resulted from a fear of negative consequences, including blame, disciplinary action or litigation.
Conclusion Conditions needed for effective maternal and/or perinatal death surveillance and response include: separation of the process
from litigation and disciplinary procedures; comprehensive guidelines and training; adequate resources to implement recommendations;
and supportive supervision to enable safe learning.

Abstracts in S5 H13Z, Francais, Pycckuii and Espafiol at the end of each article.

Introduction

Many low- and middle-income countries are still far from at-
taining the sustainable development goals to reduce maternal
and child mortality; one of the main obstacles is poor quality of
health care.! In 2004, the World Health Organization (WHO)
recommended that all countries implement maternal death
reviews,” and in 2013 recommended all countries implement
maternal death surveillance and response,’ to which perinatal
deaths were added in 2016.* Guidance on maternal and peri-
natal death surveillance and response was published in 2021.°
The existing programme theory, describing how the mortality
audit cycle should function, is shown in Fig. 1 and Box 1.

In a survey of low- and middle-income countries, 85%
(88/103) had a national policy to review all maternal deaths.
Most low- and middle-income countries that succeeded in
reducing maternal and child mortality used some form of
death reporting system to monitor progress, but only a mi-
nority used the full maternal and perinatal death surveillance
and response cycle.”

Implementation of maternal and perinatal death surveil-
lance and response in low- and middle-income countries is
challenging because resources are more constrained than
in high-income settings, but the opportunities to achieve a
significant impact are greater. Maternal death reviews can

reduce maternal mortality by up to 35% (odds ratio; OR: 0.65;
95% confidence interval, CI: 0.55-0.77) and perinatal death
reviews have been associated with a 30% reduction in perinatal
mortality (OR: 0.70; 95% CI: 0.62-0.79).5'° However, these
data from health facility studies represent a best-case scenario.
When scaling up to the national level, the outcomes are more
heterogeneous. For example, among 35 facilities that have been
part of the South African Perinatal Problem Identification
Programme for at least 5 years, perinatal mortality declined
in four facilities, increased in five, and did not change in the
remaining 26 facilities.'"'?

The reasons for this heterogeneity in effectiveness are
unclear. Several scoping reviews describe different maternal
and perinatal death surveillance and response processes in
sub-Saharan Africa and low- and middle-income countries,
some with contradictory interpretations.”~"* While one review
suggested that the most important mechanisms for account-
ability were disciplinary action, legal redress and social repri-
sals,"” another review reported that fear of blame and punitive
approaches undermined the process.'* These reviews highlight
the need for more research on death surveillance and review
processes, the context in which they are conducted,' and the
subjective experiences of individuals implementing maternal
and perinatal death surveillance and response in different set-
tings.”” None of the previous reviews systematically analysed
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qualitative studies or took a realist ap-
proach to understanding why maternal
and perinatal death surveillance and
response systems achieve positive or
negative outcomes in different contexts.

Therefore, in this systematic review,
we aimed to understand the experi-
ences of people implementing maternal
and perinatal death surveillance and
response in low- and middle-income
countries. We sought to understand
the mechanisms by which this process
achieves (or fails to achieve) its intended
outcomes, and the contexts that trigger
these mechanisms.

Methods

We conducted a systematic review of
qualitative studies. The protocol was
registered on PROSPERO (PROSPERO
2021 CRD42021271527).

Literature search

We searched seven databases from their
inception to June 2022: CINAHL, MED-
LINE', Embase’, ProQuest Dissertations
and Theses, Global Index Medicus, Web
of Science and Google Scholar. We used
a pre-planned strategy including terms
for maternal or perinatal death reviews
from a Cochrane review'® and a search
filter for qualitative studies (see strategy
in first data repository).'®

Study selection

Two reviewers independently screened
titles and abstracts against the inclusion
criteria: studies using qualitative data
collection and analysis methods, in-
cluding participants who were involved
in implementation of any part of the
maternal and perinatal death surveil-
lance and response process in low- and
middle-income countries - including
verbal and/or social autopsy when these
involved investigation of maternal or
perinatal deaths. We had no language
restrictions. The reviewers then assessed
the full text of the selected studies. We
resolved disagreements by discussion
with a third reviewer.

Critical appraisal

One of the reviewers evaluated the qual-
ity of the included full-text articles using
the Critical Appraisal Skills Programme
tool for qualitative studies.'” The second
reviewer independently evaluated a
randomly selected 10% of the included
articles; we found no significant dis-
agreements.
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Fig. 1. Maternal and perinatal death surveillance and response cycle
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Box 1.Programme theory for maternal and perinatal death surveillance and response

Identifying and reporting

All maternal and perinatal deaths should be reported to produce valid statistics on mortality.

Collecting information

Atruthful and complete account of the patient’s symptoms, treatment-seeking and management
before their death should be obtained from verbal and/or social autopsy interviews, medical

records and reports from health workers.
Reviewing and analysing information

The committee reviewing the account should reliably identify the cause of death and avoidable

factors.
Recommending solutions

The committee should make effective recommendations to avoid recurrence of the same

scenario.

Implementing changes

The recommendations made by the committee should be implemented.

Evaluating and refining

The implementation of the entire audit cycle should be monitored and, if necessary, changes
should be made to achieve the desired goal of reducing maternal and perinatal mortality.

Data extraction and analysis

We imported studies into N'Vivo, version
12 (QSR International Inc., Burlington,
MA, United States of America). We used
a thematic synthesis approach:'® two
authors developed a preliminary cod-
ing frame based on a sample of studies
and refined this further by discussion.
Higher-order categories of codes were
deductive (barriers and enablers) but
lower-order categories were developed
inductively and iteratively from the data
in the texts. We coded subsequent stud-
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ies line by line, focusing on the results
and discussion sections, and created new
codes when considered necessary. We
used the codes to develop descriptive
themes. To develop higher-order analyt-
ical themes, we used a realist approach.”
We recoded the included articles specifi-
cally looking for contexts, mechanisms,
outcomes and context-mechanism-
outcome configurations.'*** We used
these configurations to construct flow
diagrams showing causal links and to
refine the programme theory for ma-
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Fig. 2. Flowchart of the selection of studies in the systematic review on maternal and
perinatal death surveillance and response

6972 records identified

« 2669 from CINAHL

« 601 from MEDLINE®

« 1377 from Embase®

« 725 from Web of Science™

« 772 from Global Index Medicus
« 433 from ProQuest

« 395 from Google Scholar

1841 duplicate records removed before screening

6 studies identified from citation search

4898 records excluded

-
\
5137 records screened
\

239 articles sought for retrieval

\/

\

134 articles assessed for eligibility

105 articles excluded:
« 17 presentation abstracts
« 88 articles with insufficient data or abstracts only

\/

\

58 articles included
(reporting on 59 studies)

76 articles excluded:

« 12 articles did not include people involved in
implementing maternal and perinatal death
surveillance and response in low- and middle-
income countries

24 articles were not about maternal and perinatal
death surveillance and response

- 18 articles did not use a qualitative study design

« 14 articles did not analyse experiences of maternal
and perinatal death surveillance and response

8 articles did not report qualitative analyses

.

ternal and perinatal death surveillance
and response.

Results
Studies included

The initial searches yielded a total of
5137 articles after removal of duplicates.
After screening, we finally included 58
publications, reporting on 59 different
studies (Fig. 2).'~7% These studies includ-
ed over 1891 participants from 30 low-
and middle-income countries, ranging
from community members to health
workers and national-level stakeholders
involved in implementation of maternal
death reviews or maternal and perinatal
death surveillance and response.

Most studies (34/59) focused on
maternal deaths (25 on maternal death
reviews and nine on maternal death
surveillance and response), 19 included
both maternal and perinatal deaths, and
six studies considered only perinatal
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or neonatal deaths (Table 1; available
at: https:// www .who.int/ publications/
journals/bulletin/). The overall effec-
tiveness of the process was perceived
as good (improved quality of care or
reduced mortality) in 16 studies, inad-
equate in 21 studies and mixed in five
studies; the perceived effectiveness was
not reported in 17 studies. All studies
were of sufficient quality (see details
in the first data repository),'® although
most did not adequately consider the
relationship between the researcher and
the participants.

Two overarching programme theo-
ries emerged from our review of the
studies: (i) a refined version of the
classic action cycle, which explains
how functional maternal and perinatal
death surveillance and response systems
reduce maternal and perinatal mortal-
ity (Fig. 3 and Table 2; full table in the
second data repository);”” and (ii) the
vicious cycle, which explains how dys-
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functional systems can fail to achieve
their intended objectives, or worse, lead
to unintended harmful outcomes (Fig. 4
and Table 3; full table in the second data
repository).”

Action cycle
Outcomes

Successful outcomes of maternal and
perinatal death surveillance and re-
sponse included implementation of
positive changes, especially at the facility
level, such as improvements in quality of
care, behavioural changes and targeted
actions to address specific issues. Two
studies*** were linked to quantitative
studies®® demonstrating reductions in
mortality.

Mechanisms

Three key mechanisms led to implemen-
tation of positive change.

Implementation of recommendations

Formulation and implementation of ef-
fective recommendations are common-
ly assumed to be the only mechanism of
action for maternal and perinatal death
surveillance and response.* They are
underpinned by a relatively complicated
chain of events (Fig. 3 and Table 2).
Most examples of effective responses
were targeted actions implemented in
individual facilities.”” Although WHO
guidelines recommend that aggre-
gated data be analysed at district and
national levels to identify, recommend
and implement higher-level solutions,*
documented examples of these actions
were rare.”!

Learning from case discussions

Learning from mistakes was a powerful
behaviour-change mechanism men-
tioned by several respondents and was
facilitated by a learning environment
in the facility"” and community-based
review meetings.” Behaviour change
was also motivated by the emotional
experience of hearing the stories about
the maternal and perinatal deaths and
how these cases had been (mis)man-
aged.39,62,75

Increased vigilance

This learning, and the review process
itself, were reported to make health
workers more vigilant in their daily
practice, because they knew that if a
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Fig. 3. Action cycle of a functional maternal and perinatal death surveillance and response process
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patient died, their actions and records
would be reviewed. 5375

Contexts

Underpinning these mechanisms is a
learning environment (Fig. 3), where
people feel safe to honestly report
deaths, disclose accurate information
and openly discuss the cases, includ-
ing any mistakes in their manage-
ment.*”*»*7* Learning environments
assure confidentiality, anonymity and
separation from blame or any disciplin-
ary process. Although several respon-
dents recommended legal protection at
the national level to prevent data from
maternal and perinatal death surveil-
lance and response being used in litiga-
tion, only South Africa had enacted this
protection which “has been ratified by
relevant judicial bodies®!

In the absence of such legal pro-
tection, the next best context was an
audit charter; members of the maternal
and perinatal death surveillance and

response committee were required
to sign this charter to indicate their
commitment to the principles of good
conduct of clinical audit, including
confidentiality, before participating in
any session.”®”” Good leadership and
chairing of meetings at the facility level
also create a safe space for open discus-
sion (Fig. 3 and Table 2).** Adequate
resources enable implementation of the
process and of recommendations.

Vicious cycle

In contrast, many studies reported
elements of a vicious cycle resulting in
dysfunctional death surveillance and
response (Fig. 4 and Table 3).

Outcomes

The commonest negative outcome was
simply the lack of any change.*”” In
some cases, the maternal and perinatal
death surveillance and response process
stopped.”? Two studies reported on the
maternal and perinatal death review
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process in the same urban district hos-
pital in Burkina Faso in 2004-20057°
and 2015-2016.”7 Although this was one
of the pioneer hospitals, in the second
study an informant from the district
level reported, “I know the team is there,
but I don't believe that this committee
ever has a session.””

More worryingly, a few studies
reported harmful outcomes. First, staff
shortages could be worsened as staff
became afraid to work on the labour
ward,?®%* some took several weeks off
work after an upsetting review’”® and
junior doctors were deterred from
choosing obstetrics as a career.”” Second,
some staff practised defensive medicine
such as inappropriate referral of unstable
patients at high risk of death.”"”* Third,
an extreme example given was refusal of
admission to referral facilities of women
who seemed likely to die, possibly to
avoid damaging mortality statistics.”
Fourth, serious repercussions were
reported for a woman who had com-
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Table 2. Mechanisms and contexts underlying functional maternal and perinatal death surveillance and response systems

Key mechanisms driving
good outcomes

Key contexts that enable these mechanisms to operate

Examples, study and country?

Preparing for implementation

Implementing
comprehensive death
reporting

Collecting accurate
information

Learning through
participation in reflective
review and analysis

Recommending achievable
solutions

Implementing changes

66

Supportive national policy
Clear guidelines
Comprehensive training of all stakeholders

Good, committed and supportive leadership and drivers
at all levels

Blame-free learning environment
Clear responsibilities
Clear lines of communication

Clear, accurate documentation

Secure storage of records

User-friendly forms

Appropriate timing to interview families
Appropriate person to interview families

Validation of data

Inclusive multidisciplinary review committee with key
stakeholders, working as a team

Clear communication about meetings
Meetings embedded into routine work responsibilities

Good attendance at review meetings
Refreshments for staff at meetings

Skilled chairing to ensure the discussion is confidential,
anonymous, blame-free (but with accountability),
participatory, focused and time-efficient, and a useful
learning experience for all involved

Structured discussion
Evaluation of care against accepted standards

Focus on achievable goals

Involvement of the people who will need to implement
the solutions

Clear assignment of responsibility for each
recommendation

Documentation of the recommendations and
dissemination to all relevant stakeholders

Changes that can be incorporated within existing
budget and workplan; sufficient resources to implement
them

Direct learning from the review

Emotional impact of the review

Vigilance because of the review process
Communities motivated to raise funds
Recommendations transmitted and implemented at

national level
Follow-up of implementation

Biswas et al., Bangladesh*
Biswas et al., Bangladesh®

Agaro et al., Uganda”
Bandali et al., Kenya®

Belizan et al., South Africa®
Dortonne et al,, Senegal and Mali*'

Jepkosgei et al., Kenya*
Biswas et al.,, Bangladesh**
Said et al., United Republic of Tanzania®’

Biswas et al., Bangladesh**

Muvuka, Democratic Republic of the Congo™
WHO, Nepal®

Aborigo et al, Ghana”®

Biswas et al., Bangladesh*
Dumont et al., Senegal*

Aborigo et al.,, Ghana”
Biswas et al., Bangladesh*?

Bandali et al., Kenya®
Muvuka, Democratic Republic of the Congo*

Congo et al,, Burkina Faso®

Belizén et al., South Africa®
Muvuka, Democratic Republic of the Congo™

Bakker et al.,, Malawi*®
Jepkosgei et al., Kenya”
Armstrong et al., United Republic of Tanzania®

de Kok et al., Nigeria®
Jepkosgei et al., Kenya®

Jepkosgei et al., Kenya*

Cahyanti et al., Indonesia®

Kongnyuy et al.,, Malawi*®

Bandali et al., Kenya®

Bandali et al., Kenya®

Biswas et al.,, Bangladesh*

Kinney et al., Zimbabwe®

Belizan et al., South Africa®

van Hamersveld et al.,, United Republic of Tanzania*
Bandali et al., Kenya*

Muvuka, Democratic Republic of the Congo®
Abebe et al,, Ethiopia?

Agaro et al.,, Uganda®

Biswas et al., Bangladesh®
Said et al., United Republic of Tanzania®’

Dartey, Ghana*
Richard et al., Burkina Faso”

van Hamersveld et al., United Republic of Tanzania*
Muvuka, Democratic Republic of the Congo*

Hofman & Mohammed, Nigeria®
WHO, Myanmar®
Abbakar, Sudan®'

Armstrong et al., United Republic of Tanzania®®
Bandali et al., Kenya*
Mukinda et al., South Africa’™

(continues. . .)
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(.. .continued)
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Key mechanisms driving
good outcomes

Key contexts that enable these mechanisms to operate

Examples, study and country®

Evaluating and refining

Supervision and mentoring, external champions and

facilitators

Positive feedback

Bandali et al., Kenya*

Muffler et al., Morocco>
WHO, South-East Asia®

Belizan et al., South Africa®

Bandali et al., Kenya*
Dortonne et al.,, Mali and Senegal*!

WHO: World Health Organization.

@ See second data repository for full table with quotations and comments.”®

Fig. 4. Vicious cycle of a dysfunctional maternal and perinatal death surveillance and response process
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plained that a midwife had treated her
harshly; the midwife recognized herself
in the audit session and complained to
the woman’s parents.”

Mechanisms

Fear of blame (and of negative con-
sequences such as disciplinary action
or litigation) was the most pervasive
mechanism. This fear inhibited learning
and participation, and led to disengage-
ment from the maternal and perinatal
death surveillance and response process

Death surveillance and response

process stops

Poor record-keeping

Blame culture

A

Blame-shifting
to avoid
responsability

Lack of
understanding of
objectives and
T guidance
Poor working
relationships and
communication
Lack of training

/

Poor leadership »

at all stages, which resulted in under-
reporting, inaccurate data, inadequate
participation in reviews, inadequate
formulation of solutions and avoidance
of responsibility. Fear of blame usually
resulted from insufficient confidentiality
or anonymity, and the death review pro-
cess not being separated from disciplin-
ary procedures.”® Telling participants
that the process was blame-free was in-
sufficient to allay fears when senior man-
agers were present who would also be in
charge of disciplinary procedures®’® or

Bull World Health Organ 2023;101 :62—756' doi: http://dx.doi.org/10.2471/BLT.22.288703

/'

when litigation against health workers
was increasing.”

Inadequate preparation enabled
the blame culture to persist as staff
were unsure how to implement ma-
ternal and perinatal death surveillance
and response.”? Many references were
made to: inadequate or unavailable
guidance; lack of training; poor leader-
ship; charters not being signed;®® and
maternal and perinatal death surveil-
lance and response being structured as
a separate vertical programme rather

67



Systematic reviews
Maternal and perinatal death surveillance

than being integrated with other public
health systems.**

Under-reporting of deaths was
often due to fear of blame or other
negative consequences, such as reduced
funding,***”*7¢ but also resulted from
social stigma,* cultural beliefs, non-
mandatory reporting® and political
pressure.’’’>7

Inaccurate and/or incomplete in-
formation undermines the review
process. Although poor record-keeping
was common,*>> several reports noted
deliberate falsification of records*>"7%7
or misclassification of deaths’®’® to
avoid blame or reputational damage.
Sometimes staft did not collect the in-
formation because they simply did not
have time* or the correct forms,” or did

not understand the purpose of maternal
and perinatal death surveillance and
response.*’

Inadequate review was the inevita-
ble consequence of inaccurate informa-
tion: “it is essentially garbage in, garbage
out””® Reviews could also fail if: the
committee did not include all necessary
stakeholders; some key stakeholders
did not attend; stakeholders attended
but felt unable to participate because of
disengagement or hierarchical relation-
ships; or stakeholders feared blame or
attempted to shift blame to others.?**¢4

Inadequate recommendations re-
sult from inadequate review. Poor chair-
ing, lack of focus in review meetings and
blame-shifting®®**** also impaired the
formulation of effective recommenda-

Merlin L Willcox et al.

tions.* Sometimes meetings focused
on accurately determining the cause
of death at the expense of formulating
effective recommendations.*

Non-implementation of recom-
mendations was inevitable if they
were unachievable. Furthermore,
implementation rarely happened if:
responsibility for implementation was
unclear;* the individuals responsible
for implementation were not involved
in the review;**%** recommendations
were not fed back to those responsible
for implementation;**** implementers
avoided taking responsibility;*** or
no mechanism was in place to follow
up on implementation.”®”” Insufficient
resources also prevented implementa-
tiOn.25’36'48’72

Table 3. Contexts and mechanisms underlying dysfunctional maternal and perinatal death surveillance and response systems

Key mechanisms driving poor

outcomes

Key contexts that enable mechanisms to operate

Examples, study and country®

Fear of blame (at all levels)

Inadequate preparation

Under-reporting of deaths

Inaccurate or incomplete
information

68

Political pressure to reduce maternal deaths
Punitive environment

Increasing litigation against health workers

Blame culture: maternal and perinatal death
surveillance and response process is not separated
from litigation and disciplinary process

Guidelines insufficient or non-existent

Staff unaware of guidelines

Lack of training

Poor leadership: no support for staff

Vertical process, not integrated

Fear of blame

Political pressure

Social stigma and cultural beliefs

No mandatory reporting for out-of-hospital deaths
Fear of blame: concealing or falsifying information
Staff lack of understanding of purpose

Poor record-keeping

Resource shortages: insufficient time to collect data

Data collection forms too long and/or complex and/
or unavailable

Bull World Health Organ 2023;101:62-75G| doi: http://dx.doi.org/10.2471/BLT.22.288703

Melberg et al,, Ethiopia®'

Abbakar, Sudan”'

Abebe et al,, Ethiopia*

Combs Thorsen et al., Malawi*’

Melberg et al,, Ethiopia”®

Gao et al, China®

Melberg et al,, Ethiopia”

Cahyanti et al.,, Indonesia®

Karimi et al,, Iran (Islamic Republic of )¢
Muvuka, Democratic Republic of the Congo®
Abebe et al,, Ethiopia”

Muvuka, Democratic Republic of the Congo™
Cahyanti et al,, Indonesia*

Said et al., United Republic of Tanzania®’
Abebe et al,, Ethiopia”

Congo et al,, Burkina Faso®

Said et al., United Republic of Tanzania®’
Afayo, Uganda®

Muffler et al., Morocco™

Balogun & Musoke, Sudan®

Hartsell, United Republic of Tanzania*
Abbakar, Sudan”'

Melberg et al,, Ethiopia®'

Muvuka, Democratic Republic of the Congo™
Khader et al., Jordan”, Melberg et al., Ethiopia®'
Biswas et al., Bangladesh*

Muvuka, Democratic Republic of the Congo™
Dumont et al,, Senegal®

Muvuka, Democratic Republic of the Congo®
Agaro et al,, Uganda”

Muvuka, Democratic Republic of the Congo®
Said et al., United Republic of Tanzania®’
Kinney et al., Nigeria®

Dumont et al,, Senegal®

Muvuka, Democratic Republic of the Congo™
Hartsell, United Republic of Tanzania*

WHO, Myanmar®

(continues. . .)
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(.. .continued)
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Key mechanisms driving poor
outcomes

Key contexts that enable mechanisms to operate

Examples, study and country®

Inadequate review

Inadequate
recommendations

Inadequate implementation

Demotivation,
disengagement,
discontinuation

Unintended harmful
consequences

Unsustainable process

Inaccurate and/or insufficient information impeding
review process

Key stakeholders not involved or invited

Non-attendance of review committee members
because of staff shortages, workload, competing
priorities, poor communication or demotivation

Lack of incentives to participate

Ineffective participation of members because of
demotivation and/or hierarchy

Lack of confidentiality
Fear of blame
Blame-shifting and/or avoiding responsibility

Poor chairing
Lack of focus during meetings

Blame-shifting and/or avoiding responsibility

Recommendations not actionable

Key stakeholders (responsible for implementation)
absent from meetings

Unclear responsibility and/or accountability
Avoidance of responsibility

Insufficient resources to allow implementation

Lack of feedback and/or dissemination of
recommendations

Lack of follow-up; no feedback or incentive to
implement

Demotivation of participants because of lack of
implementation or positive feedback
Lack of supportive supervision

Exacerbation of staff shortages

Defensive practice, inappropriate referrals
Over-dependence on foreign aid

Frequent staff turnover and lack of handover and
training
Over-dependence on one person

Gao et al.,, China*
Owolabi et al., Malawi*

Abbakar, Sudan”'

Dumont et al,, Senegal®

Gao et al.,, China®

Jepkosgei et al., Kenya*

Afayo, Uganda**

Kinney et al., United Republic of Tanzania*
Muvuka, Democratic Republic of the Congo*
Congo et al,, Burkina Faso® ,van Hamersveld et al,,
United Republic of Tanzania™

Afayo, Uganda*

Agaro et al, Uganda®

Armstrong et al., United Republic of Tanzania®®
Cahyanti et al,, Indonesia*

de Kok et al,, Nigeria®

Richard et al., Burkina Faso”

Muvuka, Democratic Republic of the Congo*
Congo et al,, Burkina Faso®

Jepkosgei et al., Kenya®

Muffler et al., Morocco™

Jepkosgei et al., Kenya*

Melberg et al.,, Ethiopia®'

Jepkosgei et al., Kenya®

de Kok et al,, Nigeria®

Hartsell, United Republic of Tanzania*

WHO, Indonesia®

Armstrong et al., United Republic of Tanzania®
Cahyanti et al., Indonesia*®

Gao et al.,, China®

Muvuka, Democratic Republic of the Congo*
Nyamtema et al., United Republic of Tanzania**
WHO, India®

Armstrong et al., United Republic of Tanzania®®
Balogun & Musoke, Sudan”

Cahyanti et al,, Indonesia*

Agaro et al, Uganda®

Cahyanti et al,, Indonesia*®

Karimi et al,, Iran (Islamic Republic of )
Kouanda et al., Chad”

Jepkosgei et al., Kenya*

Agaro et al, Uganda®

Muffler et al., Morocco™

Nyamtema et al., United Republic of Tanzania**
Agaro et al,, Uganda”

Muvuka, Democratic Republic of the Congo*
Bakker et al., Malawi®®

Kinney et al., United Republic of Tanzania®
Melberg et al,, Ethiopia®'

Congo et al,, Burkina Faso®

Hofman & Mohammed, Nigeria“

Said et al., United Republic of Tanzania®’
Kouanda et al., Chad”

Abebe et al,, Ethiopia”

Hofman & Mohammed, Nigeria“

Abbakar, Sudan”'

van Hamersveld et al., United Republic of Tanzania*

WHO: World Health Organization.

¢ See second data repository for full table with quotations and comments.”
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Demotivation and disengagement
resulted from non-implementation and
the perception that the process was not
achieving its intended aim.”>*>** The
lack of any incentives was also demo-
tivating.*»>7¢

Lack of sustainability resulted from
over-dependence on foreign aid,****7
or on a small number of staff.?! If no
team or mechanism existed for training
new staff, the process would stop when
key staff were absent or left, which was
common given high staff turnover in
many settings.

Contexts

Three key contexts triggered the mecha-
nisms leading to dysfunctional maternal
and perinatal death surveillance and
response. First, a blame culture height-
ens fear of blame, which was widely
reported in health workers and families
being questioned about a death. This
problem was exacerbated in countries
under an authoritarian system, where
confidentiality was not guaranteed”
and the maternal and perinatal death
surveillance and response process was
not separated from litigation or disci-
plinary procedures,” where families had
no avenues for complaining apart from
litigation,” and where health workers
could be detained by the police after
maternal or child deaths.?*”*** Paradoxi-
cally, high-level political commitment to
reducing maternal mortality sometimes
resulted in pressure on health workers
not to report deaths.”7>”

Second, insufficient resources pre-
vented: adequate preparation for ma-
ternal and perinatal death surveillance
and response; adequate data collection;
convening of review meetings; and im-
plementation of recommendations.®”®
Staff shortages meant that key stake-
holders could not leave clinical duties
to complete investigations or attend
meetings®****>*? and also that anonymity
was not possible in review meetings.”
In some cases, sufficient forms were not
available.® Staft were often expected to
attend meetings during lunch breaks or
after work, but were reluctant to do so if
no refreshments or financial compensa-
tion were provided.” Lack of any budget
for maternal and perinatal death surveil-
lance and response also made it difficult
to implement many recommendations;*
for example buying new equipment or
holding community meetings.

Third, poor leadership at facility,
district or national levels perpetuated
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unfavourable environments and behav-
iour, including: the blame culture,” a
general lack of commitment to maternal
and perinatal death surveillance and
response,”’? under-resourcing, frequent
staff turnover, poor preparation for ma-
ternal and perinatal death surveillance
and response, insufficient communica-
tion, poor chairing of surveillance and
response meetings,’” non-implementa-
tion and follow-up of recommendations,
and general demotivation.*?

Discussion

We found 59 qualitative studies inves-
tigating implementation of maternal
and perinatal death surveillance and
response in low- and middle-income
countries. To achieve a functional ac-
tion cycle with positive outcomes, such
as reduced mortality and improved
quality of care, a blame-free learning
environment needs to be nurtured,
clearly separated from litigation and
disciplinary processes. Although WHO
guidelines state that a mortality audit “is
not a solution in itself;* several stud-
ies found that a learning environment
enables not only the formulation of
achievable recommendations, but also
direct learning from the process and a
healthy vigilance regarding quality of
care. Good outcomes motivate staff to
remain engaged, making the process
sustainable.

In stark contrast, maternal and
perinatal death surveillance and re-
sponse often became a dysfunctional
vicious cycle in the context of a blame
culture, poor leadership and insufficient
resources. Fear of blame inhibits all steps
of the surveillance and response cycle.
This fear not only inhibits intended
outcomes but can also provoke harmful
outcomes such as falsification of infor-
mation, worsened staff shortages, inap-
propriate referrals or even the refusal
to accept referrals, with the intention
of avoiding responsibility. Our findings
contradict the conclusions of the 2016
study that reported disciplinary action,
legal redress and social reprisals were
the most important mechanisms for
accountability:" we found that disciplin-
ary action, litigation and social reprisals
were likely to result in disengagement,
lack of learning and negative outcomes.

While the literature search was
comprehensive and the realist approach
provided a useful framework for under-
standing causal pathways, the maternal

Merlin L Willcox et al.

and perinatal death surveillance and
response process is cyclical rather than
linear and a particular issue could be a
context, a mechanism or an outcome at
different points in the cycle. While other
study types may also contain useful
information, we only included qualita-
tive studies because we were interested
in the subjective experiences of those
participating in maternal and perinatal
death surveillance and response. How-
ever, social desirability bias is likely to be
an important weakness of any research
in contexts where freedom of speech is
limited and a fear of blame exists, both
of which may prevent participants from
being completely open and honest about
their experiences.’’ Nevertheless, our
review included several articles giving
candid accounts of dysfunctional mater-
nal and perinatal death surveillance and
response processes in several settings.
As the bias is likely to favour positive
accounts, the reality could be worse than
has been reported.

Most studies did not adequately
consider the relationship between
researchers and interviewees, and it is
likely that this relationship influenced
reported perceptions of the success, or
failure, of the maternal and perinatal
death surveillance and response process.
Furthermore, implementation of ma-
ternal and perinatal death surveillance
and response may have both positive
and negative aspects in a single country
or study.

Our results have implications for
policy and practice. First, it is imperative
to ensure that necessary preparations
have been made before attempting to
implement a maternal and perinatal
death surveillance and response process.
The essential conditions to ensure an
effective process are good leadership,
willingness and ability to provide a
safe, blame-free learning environment
and sufficient resources to support the
surveillance and response process and
implementation of its recommenda-
tions. In the context of a blame culture
(including litigation and disciplinary
procedures), poor leadership and insuf-
ficient resources, the process could do
more harm than good. Turning a vicious
cycle into an action cycle can be more
difficult than starting the whole process
from scratch, because fear of blame can
persist for a long time.”

Second, direct learning from review
meetings has been ignored as an impor-
tant mechanism by many implementers.
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Thus, participatory review meetings on
site and involving as many relevant staff
as possible are likely to be more effective
at promoting positive behaviour change
than remote committee meetings with
only a small number of participants.

Third, to evaluate maternal and
perinatal death surveillance and re-
sponse, it is important to assess not
only the level of implementation of
recommendations, but also whether
participants are learning from the pro-
cess, changing their own practice and
seeing positive changes. Monitoring for
possible adverse events of the process is
also important, such as inappropriate
referrals or worsening staff shortages.
Monitoring and evaluation focusing on
death reporting and cause of death clas-
sification may detract from the response
component to improve outcomes.

Fourth, an adaptable toolbox of
strategies to improve implementation
of maternal and perinatal death surveil-
lance and response would be valuable,
based on experiences identified through
this review as well as behaviour-change
theory.

Our findings revealed priorities for
future research. First, an intervention
to improve implementation of mater-
nal and perinatal death surveillance
and response could be co-created with
teams already conducting this process in
low-income contexts, based on their ex-
perience and findings from this review.

Scarce resources should not be a barrier
to implementation, as several examples
of effective review processes in low- and
middle-income countries exist.*% A
behavioural science approach should
be taken to planning and optimizing
the intervention, for example using the
person-based approach,* with members
of death review committees in differ-
ent settings. Of particular importance
would be to evaluate whether such an
intervention can shift a vicious cycle
into a positive action cycle.

Second, more research is needed
to understand how to achieve the op-
timal balance between a blame-free
anonymous process, while maintaining
accountability.”” Although WHO has
suggested high-level strategies to mini-
mize the blame culture,>* challenges
exist because a completely blame-free,
anonymous process may also remove
accountability and responsibility for
implementing actions,” while a focus on
accountability may instil fear of blame.”
Completely removing blame from the
maternal and perinatal death surveil-
lance and response process is almost
impossible, because negligence will be
uncovered and will need to be tack-
led.”” Although disciplinary procedures
should be kept separate from maternal
and perinatal death surveillance and
response, in practice this separation
may be impossible to achieve in district
hospitals and communities where the

Systematic reviews I
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head of the maternity unit is probably
responsible for both disciplinary proce-
dures and the surveillance and response
process. A certain level of accountability
and vigilance is one of the key mecha-
nisms for a maternal and perinatal
death surveillance and response system
to achieve its objectives. A sensitive,
inclusive death review process could
provide a way to address concerns of
bereaved families and sensitively inform
them about their loss; this approach is
important to explore, as it could reduce
conflict and unjustified blame of indi-
vidual health workers.”*”

In conclusion, maternal and peri-
natal death surveillance and response
can be an effective behaviour-change
quality-improvement intervention
even in low- and middle-income set-
tings with limited resources, provided
the process is conducted in a largely
blame-free learning environment, sup-
ported by good leadership and sufficient
resources. Ml
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Résumé

Surveillance des décés maternels et périnatals et riposte: revue systématique d'études qualitatives

Objectif Comprendre les expériences et perceptions des individus
chargés de mettre en ceuvre la surveillance des décés maternels et
périnatals et la riposte dans les pays a revenu faible et intermédiaire, ainsi
que les mécanismes utilisés pour que ce processus atteigne ses objectifs.
Méthodes En juin 2022, nous avons analysé systématiquement sept
bases de données a la recherche d'études qualitatives sur les intervenants
responsables du processus de surveillance des déces maternels et
périnatals et de la riposte dans les pays a revenu faible et intermédiaire.
Deux réviseurs ont passé séparément les articles en revue afin d'évaluer
leur qualité. Nous avons ensuite utilisé une synthése thématique pour
extraire des themes descriptifs et une approche réaliste permettant
d'identifier les configurations contexte—mécanisme—résultat.

Résultats Nous avons inclus 59 études correspondant aux critéres
d'inclusion. Les résultats positifs (amélioration de la qualité des soins ou
diminution de la mortalité) reposaient sur un cycle fonctionnel d'actions.
Parmi les mécanismes favorisant la surveillance et la riposte contre les
déces figuraient une expérience instructive, la vigilance et I'application
de recommandations, ce qui motivait les acteurs a participer. Un

environnement éducatif dépourvu de culpabilisation et bien dirigé
offrait un contexte optimal pour garantir I'efficacité de la surveillance
et de la riposte. Au contraire, les résultats insatisfaisants (absence
d'amélioration des soins et de la mortalité, interruption du processus de
surveillance et de riposte contre les décés) étaient liés a un cercle vicieux
fait de sous-déclaration des déces, de renseignements inexacts, mais
aussi d'analyses et de recommandations inadéquates, entrainant une
démotivation et un manque d'engagement. Certains résultats néfastes
ont également été rapportés, tels que des références inappropriées et
une aggravation du manque de personnel, suscités par la crainte de
conséquences négatives (blames, sanctions disciplinaires ou litiges).
Conclusion Plusieurs conditions sont requises pour assurer une
surveillance et une riposte efficaces contre les décés maternels et/
ou périnatals: séparer ce processus des procédures disciplinaires
et des litiges; proposer un ensemble de formations et de lignes
directrices; fournir les ressources nécessaires a la mise en ceuvre des
recommandations; et enfin, opter pour une supervision constructive,
propice a un environnement éducatif sans danger.

Pesiome

3nvaan30p 3a MaTepMHCKOﬁ n nepMHaTaanoﬁl CMEePTHOCTbIO N OTBETHbIE MepPbl: cMcTeMaTueckuin 0630p

Ka4yeCTBeHHbIX uccnep,osaumﬁ

Llenb [MOHATL ONbIT 1 BOCNPUATHUE NIOAEN, OCYLLECTBAAOWMX
3NWAHAA30P 33 MATEPUHCKOM U (M) NeprHaTanbHOM CMepPTHOCTbIO
1 OTBETHbIE MEPbl B CTPAHAX C HU3KMM 1 CPEAHVM YPOBHEM AOXOA3,
a TakKe MeXaHu3Mbl, bnarofapsa KOTOPbIM 3TOT MPOLeCC MOXET
NPWBECTM K HAMEUEHHbIM pe3ybTaTam.

Metopp! B nioHe 2022 rofa B cemn 6a3ax [aHHbIX Obin NposeneH
cMcCTeMaTUYyeCcKnin MOUCK KavyeCTBEHHbIX MCCnefoBaHWn
3aMHTEPECOBAHHbIX CTOPOH, OCYLECTBAAWMX INMAHAA30P 33
MaTePUHCKOWN 1 (MNKW) NeprHaTaNbHOM CMEPTHOCTbIO U OTBETHbIE
Mepbl B CTPaHax C HU3KMM 1 CPeaHUM ypOBHEM Aoxoaa. [ea
peLeH3eHTa, He3aBMUCUMO Apyr OT Apyra, oTbmpanu cTaTbu 1
OLeHMBaNM MX KauyecTso. [lna BbiABNEHUA ONMcaTebHbIX Tem
MCNOSb30BANCA TEeMATUYECKMIN CUHTE3 W PeanMCTUYHbIV NOAXOA ANA
NOHVIMAHWA CTPRYKTYPbI KOHTEKCTAa-MEXaHW3Ma-pe3yrbrata.
Pe3ynbtatbl KpUtepuam BKIKOUEHMA COOTBETCTBOBANM MATbAECAT
[EeBATb UCCNeAoBaHWA. bnaronpuATHble MCXxoabl (yayylerve
KauecTBa yxofa Wu CHWXeHWEe CMepPTHOCTK) NOAKPENAANMChH
GYHKLUMOHANbHBIM LUMKIOM AENCTBUIA. B UMCNO MexaH13MOB

3bdEKTUBHOIO 3NMAHaA30Pa 3a CMEPTHOCTBIO N OTBETHBIX Mep
BXOAWNV 0OyUeHIe, BHUMATENbHOCTL U BbINOMHEHVIE peKOMeHAaLMI,
KoTopble MOTVBMPYIOT K AaNbHenwemy ydyacTuio. KnioueBbim
KOHTEKCTOM Anda obecnevenua 3GGeKTUBHOro anuaHaa3opa
33 CMEPTHOCTbBIO ¥ OTBETHbIX Mep ABasAnacb cBobogHas oT
00OBMHEHWIN 0bpa3oBaTeNbHas cpefa C XOPOLWVM PYKOBOLACTBOM.
HeynosneTBopuTenbHble MCXO[bl (OTCYTCTBME YNyULIEHMA YXOAa 1
CHWKEHVIAl CMEPTHOCT, MpeKpaLLeHVe 3naHaa30pa 3a CMePTHOCTbIO
1 OTBETHbIX MEP) CTanV PE3y/IbTaTOM 3aMKHYTOTO KPyra 3aHVKeHWs
OTYETHbIX MOKa3aTenen, HeTOYHbIX JaHHbIX, HeHagnexallero
aHanv3a 1 peKoMeHaLWI, YTO MPUBENO K CHKEHMIO MOTUBALIMN
1 OTCTpaHeHHOCTV. COOBLIANOCh O HEKOTOPBIX HEONAronPUATHbIX
MNCXOAAX, TaKMX KaK HeHafexallue HanpaBneHus K Bpavam u
ycyrybneHvie HexsaTk1 nepcoHana, Yto Obio BbI3BAHO CTPaXoM
nepen HeraTUBHbIMWU MOCNEACTBMAMM, BKAOUAA 0OBUHEHNS,
AVCUMNANHAPHbIE Mepbl UK CyaebHble pasdunpaTensCTsa.

BbiBOA B uvcno HEOOXOAMMBIX YCIOBUIA AnA 3GOGEKTUBHOIO
3MMAHaA30pPa 33 MAaTEPUHCKON 1 (1) MepuHaTanbHOM CMEPTHOCTbIO
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M OTBETHbIX Mep BXOAAT: OTAeNeHune npouecca oT CyaebHbIX
pa3bMpaTenseTB W AUCUMIAMHAPHBIX NpoLeyp; KOMNAeKCHble
PYKOBOACTBA 1 00yUeHMe; LOCTaTOUHbIE PECYPChI AN BbIMONHEHMA
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pekoMeHAaumWI; NoaAepKMBaOLMA Haa30p Ansa obecnevyeHns
6e30macHoro obyyeHus.

Resumen

Vigilancia y respuesta a la mortalidad materna y perinatal: una revision sistematica de los estudios cualitativos

Objetivo Comprender las experiencias y percepciones de las personas
que implementan la vigilancia y la respuesta a la mortalidad materna o
perinatal en los pafses de ingresos bajos y medios, y los mecanismos por
los que este proceso puede alcanzar los resultados previstos.
Métodos En junio de 2022, se realizaron busquedas sisteméticas en
siete bases de datos para encontrar estudios cualitativos de las partes
interesadas que implementan la vigilancia y la respuesta a la mortalidad
materna o perinatal en paises de ingresos bajos y medios. Dos revisores
analizaron de forma independiente los articulos y evaluaron su calidad.
Se utilizd la sintesis tematica para derivar temas descriptivos y un
enfoque realista para comprender las configuraciones de contexto,
mecanismo y resultado.

Resultados Cincuenta y nueve estudios cumplieron los criterios de
inclusion. Los resultados satisfactorios (mejora de la calidad de la
atencion o reduccién de la mortalidad) se sustentaron en un ciclo
de accién funcional. Los mecanismos para una vigilancia y respuesta
eficaces a la mortalidad incluyeron el aprendizaje, la vigilancia y la

aplicacién de recomendaciones que motivaron un mayor compromiso.
El contexto clave para hacer posible una vigilancia y respuesta eficaz a
la mortalidad fue un entorno de aprendizaje libre de culpa con un buen
liderazgo. Los resultados insuficientes (falta de mejora en la atenciény la
mortalidad e interrupcién de la vigilancia y la respuesta a la mortalidad)
fueron el resultado de un circulo vicioso de falta de notificacion, datos
inexactos y revision y recomendaciones inadecuadas, que condujeron
a la desmotivacion y la falta de compromiso. Se notificaron algunos
desenlaces perjudiciales, como las derivaciones incorrectas y una
mayor falta de personal, que se debieron al miedo a las consecuencias
negativas, como la culpa, las medidas disciplinarias o los litigios.
Conclusidn Entre los requisitos necesarios para que la vigilancia y
la respuesta a la mortalidad materna o perinatal sean eficaces se
encuentran los siguientes: separacion del proceso de los litigios y los
procedimientos disciplinarios; directrices y formacion exhaustivas;
recursos adecuados para aplicar las recomendaciones; y una supervision
de apoyo que permita el aprendizaje seguro.
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Maternal and perinatal death surveillance
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