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I- PROGRESS OF MPDSR 
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1- Introduction

What’s MPDSR?

 Maternal and Perinatal Death Surveillance and Response: Is a form of continuous

surveillance liking a heath information system and QI process from local to national

level for reducing preventable maternal death, stillbirth and neonatal death.

Background:

2004: 1st Publish MDA protocol 

2014: 2nd Publish MDA protocol

2025: New National protocol on MPDSR: Need to improve the

quality of care to reduce preventable maternal death and

reduce stillbirth and neonatal mortality.
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2-Update MPDSR

2004 2021 2025

MDA
MDSR MPDSR

Process:

1. រចនាសម្ពន័្ធក្រមុ្ការងារ : MPDSR ជាតិ MPDSR ថ្នា រ់ខេត ននិ្ MPDSR 
ម្ន្ទីរនខេទ្យ

2. េក្ ីរវសិាលភាេ: រមួ្បញ្ជូ លការេិនិ្តយម្រណភាេទាររជ ុំវ ិំ រុំខណីត
3. បន្ន្ែម្វសិាលភាេការេិនិ្តយនម្រណភាេមាតានិ្ ទាររជ ុំវ ិំ រុំខណីត 

រដ្ឋ និ្ ឯរជន្
4. ការន្រលម្អគ ណភាេខសវាន្ែទាុំនេាបាលនមាតាននិ្ ទាររនផ្ ល់អន្ សាសន៍្គុំ

ក្ទ្ននិ្ សរម្មភាេអន្ វត ននខៅក្គប់រក្មិ្តមូ្លដ្ឋឋ ន្ស ខាភិបាលនខេត ននិ្ ខៅថ្នា រ់
ជាតិ

COMMITTEE:  National  MPDSR

Provincial MPDSR

Hospital MPDSR
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Process:

1- Identification of maternal death

2- Investigation of maternal death(data 
collection by verbal autopsy)

3- Review of maternal death by committee.

4- Recommendation by committee.

COMMITTEE: National  MDA 

Provincial MDA

Process:

1- Identification maternal death

2- Collect information

3-Analyse result and make 
recommendation.

4- Recommendation implementation

5-Monitoring

COMMITTEE: National  MDSAR

Provincial MDSR



3- MPDSR Organizational Structure 
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4- DEFINITIONS

Maternal death

The death of a woman while pregnant or within 42 days of the termination of 

pregnancy, irrespective of the duration and site of the pregnancy, from any 

cause related to or aggravated by the pregnancy or its management but not 

from accidental or incidental causes.
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4- DEFINITIONS

Stillbirth: Is the complete expulsion or extraction from a woman of a 
fetus, following its death prior to the complete expulsion or extraction at 
28Weeks of gestation.

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

Perinatal mortality: The number of fetal deaths of at least 28 weeks of 
gestation and/or 1000g in weight and newborn deaths (up to and 
including the first 7 days after birth).
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5- PRINCIPAL of MPDSR

“No Name, No blame” environment

No Name  = Protect confidentiality of client and providers.

No Blame = Promote a constructive, non punitive response to maternal 
deaths.

But accountability
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6- MPDSR CYCLE



Five-Step 
Mortality Audit 

Cycle

Identify 
cases

Collect 
informatio

n

Analyse 
informatio

n and 
Recomme

nd 
solutions

Implement 
solutions

Evaluate 
and refine

Five-Step Mortality Audit Cycle
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7- System improvement for quality of care



II- RESULTS OF MATERNAL and 
PERINATAL DEATH CASE REVIEW 
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1- PROGRESS AND NEXT STEPS 
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Apr

Gather documents 
from the provinces

May

Continue to review 
the cases 

Jun

Analysis of the data

July

Draw up report –
Internal Consultant

Aug

Inputs on the report 
– 2-day workshop

Sep

Final report

Oct

Share findings –
Annual Conference



MPDSR Cascade ToT

26–30 May 2025

ToT for 4 National Hospitals – Calmette, Angdoung, KSFH, 
NMCHC

7–11 July 2025

ToT for other four national hospitals – Kuntha Bopha, 
Javaraman 7, Techo Santepheap,  National Pediatric 

July–Nov.

ToT for provincial MPDSR committees – prioritise
provinces with MMR

Oct.–Nov.

MPDSR and MMR Annual Conference – findings for 
quality improvement
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* 1st MPDSR training for National committee : 17 participant ,

10 Trainer MPDSR

(12-14 March 2025 & 17-21 March 2025, 

Calmette Hospital)

* 2nd MPDSR training for 4 National hospital: Participant=26

(26-30 may 2025 Calmette hospital)

* 3rd MPDSR training for 4 National hospital: participant=33

(7-11 July 2025, Ang Duong hospital)
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2- Key Findings –
Maternal Mortality 
Review 2023-2024

Number of Cases Reviewed: 113 (Complete: 54 
& Incomplete: 60) 
Number of national hospital: (4) National 
Hospitals 
Number of provinces: 17 provinces 

1.19-21 March 2025 (95 Cases)

2. 26-30 May 2025  (103 Cases)

3. 7-11 Jul 2025 (113 Cases)
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Causes of Maternal Death 2023 (51 
cases)

53%
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Causes of Maternal Death 2024 (62 
cases)
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Causes of Maternal Death 2023-2024 (113 
cases)
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Underlying Causes of Maternal Death 2023 (51 
Cases)
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Underlying Causes of Maternal Death 2024 (62 
Cases)
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Global evidence - PPH

• We synthesised data from 327 studies, including 847 413 451 women.

• The pooled rates of the five commonly reported causes of postpartum
haemorrhage were uterine atony

• Risk factors with a strong association with postpartum haemorrhage
included anaemia, previous postpartum haemorrhage, caesarean
birth, female genital mutilation, sepsis, no antenatal care, multiple
pregnancy, placenta praevia, assisted reproductive technology use,
macrosomia with a birthweight of more than 4500 g, and shoulder
dystocia.

• Interpretation Knowledge of risk factors with a strong association with
postpartum haemorrhage can help to identify women at high risk of
postpartum haemorrhage who could benefit from enhanced prophylaxis
and treatment.
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Maternal Death by Period of Death 2023 (51 
Cases)

16%

84%

Pregnant at the time of death (ANC, Labour/Birth)

Not pregnant at the time of death (Postpartum)

24



Maternal Death by Period of Death 2024 (62 
Cases)

34%

66%

Pregnant at the time of death (ANC, Labour/Birth)

Not pregnant at the time of death (Postpartum)
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Obstetric Hemorrhage for Maternal Death 2023-

2024 (58 Cases)  
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Hypertension Disorder for Maternal Death 2023-2024 (21 Cases) 
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The Three Delays Model

Delay 1: Recognition and decision to seek 
careLength of time from onset of a complication to 
decision to seek care

Delay 2: Transport to care

Once decision to seek 

care is made, there can 
be delays in reaching it

Delay 3: Receiving quality 
careDelays 1&2 can lead to a women 

never reaching a facility or arriving in 

critical condition. Delays within a 

facility also contribute to maternal 
deaths
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3- Result of MPDSR Review : 
January-June  2025
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ចុំន្នួ្ម្រណភាេមាតា និ្ ទាររ េីន្េម្ររានដ្លន់ន្េនមិ្ែ នាន ា្ ុំ២០២៥
ខេត ម្រណភាេមាតា ម្រណភាេទាររ
រុំេត 2 2

ខោធិ៍សាត់ 3 1

រុំេ ់ធុំ 2 1

បាត់ដ្ុំប 2 1

សាា យខរៀ 2 0

ព្ក្េន្វ 1 1

បនាទ យមាន្ជ័យ 1 0

Kg.Cham 2 0

KSFH 2 2

NMCHC 1 2

Krati 1 0

Total 19 10

* Maternal death review:

1- National MPDSR review= 11

2-MDSR provincial review=06

3-Nation Hospital review= 02

* Perinatal death review:

1-National MPDSR review= 02

2-National hospital review=03 

* Perinatal death: 10Cases

- Early neonatal death=04

- Fetal intra-partum death=06
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68%

16%

11%

5%

Cause of death
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Maternal death by period
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Maternal Death by Period of Death  



37

Place of Death
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Types of Delay for Maternal Death 2025



Delay 2: Transport to care, delays reaching an appropriate facility

• Insufficiency to stabilize patient before transfer.

• Poor management during transportation 

• Lack of recording during transportation 

• Lack of competency of midwifery during transportation (e.g, midwife must do 
message during transportation)  

• Poor communication and coordination
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Delay 3: Third Delay: Quality of care received in the health facility

1. Low quality of ANC to detect the high-risk pregnancy

2. Poor management of severe pre-eclampsia (Not available parenteral hydralazine 

in RH)

3. Inadequate patient monitoring after labore + late response treatment

4. Lack of skill for CPR 

5. Poor using RBC or whole blood

6. Poor knowledge of PPH assessment  and correctly management 

7. Late of decision to stop bleeding(Surgical) 
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Types of delay for perinatal death 

Modified contrubuting factors 

Three Delay Model 

First Delay: Recognition and decision to seek care 

(Home/family/community)

Second Delay: Transport to care, delays reaching 

an appropriate facility

Third Delay: Quality of care received in the health 
facility

• Poor management for critical 

care (e.g., CPR)

• Lack of knowledge to detect 

severity 

• Late diagnosis 

• Poor preterm management 

• Lack of competency to secure 

baby after birth 
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4- Forms for review
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4- Forms for review(Cont.)
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Case
Modifiable Contributing 

Factors
Response (What to do)

Responsible person 

(Ensures completion of response) 
Specify facility and/or district

Target completion 
date

Follow up 

Progress Notes 

(Completed/ 
Ongoing/Failed)

Provider did not know how to 
manage PPH

Ensure that providers know how to manage uterine 
atony and other causes of PPH Head of Training and Human 

Development
Within in month Ongoing

Provide PPH’s management protocol 

No uterotonic for prevention 

and management of PPH in 
the Labour ward

Developed a log to track availability of oxytocin

Head of Maternity Ward

Within a week Ongoing

All Staff in Maternity Ward

Lack of blood
Ensure blood and blood product are always available 
and stored properly at the facility blood bank

Head of Health Facility Within a week Ongoing

Immediate postpartum 

prophylactic uterotonic not 
administered

Ensure all the providers are competent and understand 

importance of providing active management of the third 
stage labor

Head of Maternity Ward Within a week Ongoing

Delayed identification of PPH 
in postnatal ward

Introduce systematic written protocol with assigned 

staff, to monitor all women for bleeding and other 
danger signs after birth

Head of Maternity Ward Within a week Ongoing

Example for response plan PPH 
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Strategies for Follow-up

• Include review of previous recommendations during each MPDSR 
committee meeting 

• Create a sub-committee to track implementation of 

recommendations and report back at each MPDSR committee 
meeting 

• Develop a follow-up schedule with one person assigned to check 
in regularly with persons responsible for recommendations

• Display all recommended responses on a board and have one 

person responsible for tracking implementation of 
recommendations 
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5-េធិសីារទ្ុំនារទ់្ុំន្ ថ្នា រដ់្រឹនាុំោរេ់ន័្ធថ្នា រជ់ាតនិថ្នា រខ់ក្កាម្ជាតអិុំេីររណីម្រណះភាេមាតា
និ្ នទាររជ ុំវ ិំ រខណីតន(SOP–Way of communication with all levels of leaders, national and sub-

national)
1- Initiated and validated by the head of MPDSR and implemented by team member of the committee 
through the message of invitation and action to perform.

2-ម្ខធាបាយទ្ុំនារ់ទ្ុំន្ បឋម្នTelegramខដ្ីម្បជូីន្ដ្ុំណឹ ន្ ិអខញ្ជ ីំក្បជ ុំតាម្ទ្ុំហុំព្ន្បញ្ហា ,(Decided by the head of 
the committee)

3-Leader to be involved at the first line: PHD’s director, first line of the contact.

4-Scenarios of problem and source of the information
*Death case report
*Social media sensitive
*Direct or indirect communication
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េិធីសារទ្ុំនារទ់្ុំន្ ថ្នា រដឹ់្រនាុំោរេ់ន័្ធថ្នា រជ់ាតិនថ្នា រខ់ក្កាម្ជាតិអុំេីររណីម្រណះភាេមាតាននិ្ ន
ទាររជ ុំវ ិំ រខណីតន(SOP –Way of communication with all levels of leaders, national and 
sub-national)
A- Very urgent case report (Social media sensitive, informed by HM or leader involved……): 

Message to be sent to PHD for action:
-ជុំរាបម្រនឯរឧត ម្នខោរជុំទាវនក្បធាន្ម្ន្ទីរស ខាភិបាលនអុំេីររណីម្រណភាេមាតានទាររនតាម្រយៈរបាយការណ៍/FB ព្ែៃទី្………….ខៅ………
-ខដ្ឋយបាន្ទ្ទួ្លេ័ត៌មាន្េីក្រុម្ការងារនអធិការរិចចក្រសួ 
-ខដ្ឋយបាន្ទ្ទួ្លចុំណារេីនឯរឧត ម្សាស្ត្សា ចារយនរដ្ឋម្ស្ត្ន្ ីេីការក្តូវេិនិ្តយននិ្ ច ះបនាទ ន់្
-ខដ្ឋយមាន្ការឯរភាេឱ្យមាន្ការខរៀបចុំក្រុម្ច ះេិនិ្តយរា  នាម្គណរម្មការជាតិនននMPDSR របស់ខោរជុំទាវសាស្ត្សា ចារយនអ ឹម្នសិទ្ធិការយនក្បធាន្គណ:រមាម ការ
-ក្រុម្ការងារថ្នា រ់ជាតិន្ដ្លមាន្រាយនាម្ដូ្ចខា ខក្កាម្ក្តូវបាន្ចាត់ឱ្យច ះបនាទ ន់្ 

១)​ឯរឧត ម្
២)​ខោរជុំទាវ
៣)ខវជជបណឌិ ត
………………….

ខោ រិចចការបនាទ ន់្ក្រុម្ការងាររុំេ  ខរៀបចុំច ះខៅេិនិ្តយននិ្ ក្សាវក្ជាវន្សា យល់ស ីជខក្ៅអុំេីររណីខា ខលីខដ្ឋយេ ុំមាន្ខេលខវោជូន្ដ្ុំណឹ ជាម្ ន្។
ននអាក្ស័យខហត ខន្ះសូម្ឯរឧត ម្នខោរជុំទាវក្បធាន្ម្ន្ទីរស ខាភិបាលជូន្ដ្ុំណឹ បនាទ ន់្ដ្ល់មូ្លដ្ឋឋ ន្ស ខាភិបាលោរ់េ័ន្ធននិ្ ននផ្ ល់េ័ត៌មាន្ម្រគណះរម្មការជាបនាទ ន់្ននិ្ ខក្តៀម្សហការក្គប់ខេលខវោ។

ចុំណាុំន នខលេទ្ុំនារ់ទ្ុំន្ ក្រុម្ការងារ…………………………………
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េិធីសារទ្ុំនារទ់្ុំន្ ថ្នា រដឹ់្រនាុំោរេ់ន័្ធថ្នា រជ់ាតិនថ្នា រខ់ក្កាម្ជាតិអុំេីររណីម្រណះភាេមាតាននិ្ ន
ទាររជ ុំវ ិំ រខណីតន(SOP –Way of communication with all levels of leaders, national and 
sub-national)
B- Regular death case report, but missed information and highly inappropriate writing:

-គណរម្មការថ្នា រ់ជាតិនផ្ ល់ដ្ុំណឹ ដ្ល់នPHD តាម្រយៈននខតខេក្កាម្នខដី្ម្បអីខញ្ជ ីំអារោរ់េ័ន្ធចូលរមួ្
ក្បជ ុំនតាម្នzoom ជាដ្ុំបូ ននិ្ នេិនិ្តយផ្ទទ ល់ជាម្យួគា ខលីរបាយការណ៍ររណីសាា ប់។

ខគលបុំណ ព្ន្រិចចក្បជ ុំនគឺេិនិ្តយវាយតព្ម្ាខេ ីវ ិំ ននិ្ រុំណត់ខេលខវោសក្មាប់គណរម្មការច ះខៅ
េិនិ្តយផ្ទទ ល់ដ្ល់ននHF.

C- Regular death case report with some information missing:
The National committee informs PHD by telegram message to invite people involved.
The meeting is set to be via zoom and to examine together the death case report.
The objective of the meeting is complete the missed information and together validate again 

the report.
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III- Home message

 MPDSR committee at all level must be created.

Action plan /Response plan: base on :

-Modifiable factors finding

-Light Assessment Tool(LAT) for EmONC

 Communication for report: National Hospital and PHD must be send 
maternal and perinatal case of death to National MPDSR committee, as 
soon as possible.
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