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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
202520212004, 2014

MPDSR

Process:
1. រចǆសមƕន័ƑƙកȩមƳរƷរ : MPDSR ƺតិ MPDSR ǃƒ ក់េខតƎ និង MPDSR 

មនƐរី េពទƘ
2. ពƙងកីវǒិលǊព: រមួបȥƅូ លƳរពនិិតƘមរណǊពǄរកជំុវញិកេំណីត
3. បែនƏមវǒិលǊពƳរពនិិតƘ មរណǊពǋǂនងិǄរកជំុវញិកំេណីត៖
        រដƊ និង ឯកជន
4. ƳរែកលមơគុណǊពេសǏែថǄ ំពǚǇល ǋǂ នងិǄរក ផƎលអ់នុǒសន៍Ƶំ

ƙទ និងសកមƗǊពអនុវតƎ  េǷƙគប់កƙមតិមូលƽƊ នសុƴភǇិល េខតƎ និងេǷǃƒ ក់
ƺតិ

COMMITTEE:  National  MPDSR
Provincial MPDSR
Hospital MPDSR

MDSR
MDA
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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 
Recommen
d 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)
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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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Uterine Atony (PPH)
Severe Pre-eclamspia 

Amniotic Fluid Embolism 
PPH

Sepsis
Retained Placenta (PPH)

Uterine Rupture (PPH)
Unknown

Incomplete Abortion
Cardiogenic shock 

Placental Abruption 
Hemorrhage Post Operation (PPH)

Disseminated Intravascular Coagulation (DIC) 
Cervical Tear (PPH)

ORL (Otorhinolaryngology) mass 
Pulnmonary Embolism
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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)
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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 care
Length 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 care
Delays 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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Management in PE&E

Management of other complications - Seizure, syncope,
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Limited Quality of Care - Maternal Death 2023-2024
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3- Result of MPDSR Review : 
January-June  2025
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ចំនួនមរណǊពǋǂ និងǄរក ពីែខមកǍ ដល់ ែខ មិថុǆ ƹƒ ២ំ០២៥
មរណǊពǄរកមរណǊពǋǂេខតƎ

22កំពត

13េǉធȨǒត់

12កំពង់ធំ

12Ǉត់ដំបង

02ǒƛ យេរȢង

11ៃƙពែវង

01បǆƐ យǋនជ័យ

02Kg.Cham

22KSFH

21NMCHC

01Krati

1019Total

* 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 antepartum death=06
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68%

16%
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Cause of death
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Maternal death by period
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Maternal Death by Period of Death  
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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

• 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 

Third Delay: Quality of care received in the health 
facility
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4- Forms for review
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4- Forms for review(Cont.)
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Follow up 
Progress Notes 

(Completed/ 
Ongoing/Failed)

Target completion 
date

Responsible person 
(Ensures completion of response) 

Specify facility and/or district
Response (What to do)Modifiable Contributing 

Factors
Case

OngoingWithin in monthHead of Training and Human 
Development

Ensure that providers know how to manage uterine 
atony and other causes of PPHProvider did not know how to 

manage PPH
Provide PPH’s management protocol 

OngoingWithin a week 

Head of Maternity Ward

Developed a log to track availability of oxytocin
No uterotonic for prevention 
and management of PPH in 
the Labour ward All Staff in Maternity Ward

OngoingWithin a week Head of Health FacilityEnsure blood and blood product are always available 
and stored properly at the facility blood bank

Lack of blood

OngoingWithin a week Head of Maternity Ward
Ensure all the providers are competent and understand 
importance of providing active management of the third 
stage labor

Immediate postpartum 
prophylactic uterotonic not 
administered

OngoingWithin a week Head of Maternity Ward
Introduce systematic written protocol with assigned 
staff, to monitor all women for bleeding and other 
danger signs after birth

Delayed identification of PPH 
in postnatal ward

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-ពិធីǒរទំǆកទំ់នងǃƒ កដឹ់កǆǉំកព់ន័Ƒǃƒ កƺ់តិ ǃƒ កេ់ƙƳមƺតិអំពីករណីមរណះǊពǋǂ

 និង Ǆរកជុវំញិកេណីត (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-មេធǚǇយទǆំក់ទំនងបឋម TelegramេដីមƓជូីនដំណឹងនងិអេȥƅ ីញƙបជំុǂមទំហៃំនបȦƟ ,(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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ពធីិǒរទំǆក់ទនំងǃƒ ក់ដកឹǆǉំក់ព័នƑǃƒ ក់ƺតិ ǃƒ ក់េƙƳមƺតអិពីំករណីមរណះǊពǋǂ 
នងិ Ǆរកជំុវញិកេណីត (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:
-ជǍំបមក ឯកឧតƎម េǎកជǄំវ ƙបǅនមនƐីរសុƴភǇិល អំពីករណីមរណǊពǋǂ Ǆរក ǂមរយៈរǇយƳរណ៍/FB ៃថƂទ…ី……….េǷ………
-េƽយǇនទទួលព័តǋ៌នពƙីកȩមƳរƷរ អធƳិរកិចƃƙកសួង
-េƽយǇនទទួលចǁំរពី ឯកឧតƎមǒȜǒƎ ƸរƘ រដƊមȜនƎីពីƳរƙតȪវពិនិតƘ និងចុះបǆƐ ន់
-េƽយǋនƳរឯកǊពឱƘǋនƳរេរȢបចំƙកȩមចុះពិនិតƘកƒុងǆមគណកមƗƳរƺតិ   MPDSR របស់េǎកជǄំវǒȜǒƎ ƸរƘ អុឹម សិទƑិƳរƘ ƙបǅន

គណ:កǋƗ Ƴរ
-ƙកȩមƳរƷរǃƒ កƺ់តិែដលǋនǍយǆមដូចƴងេƙƳមƙតȪវǇនƸត់ឱƘចុះបǆƐ ន់៖

១) ឯកឧតƎម
២) េǎកជǄំវ
៣)េវជƅបណƋិ ត
………………….

េǌងកចិƃƳរបǆƐ នƙ់កȩមƳរƷរកំពុងេរȢបចចុំះេǵពិនតិƘ និងƙǒវƙƺវែសƛងយល់សុីជេƙǼអំពីករណីƴងេលីេƽយពុǋំនេពលេវǎជូនដំណឹងƺ
មុន។

  Ǖƙស័យេហតុេនះសូមឯកឧតƎម េǎកជǄំវƙបǅនមនƐីរសុƴភិǇលជូនដំណឹងបǆƐ ន់ដល់មូលƽƊ នសុƴភǇិលǉក់ពន័Ƒ និង  ផƎល់ព័ត៌ǋនមកគ
ណះកមƗƳរƺបǆƐ ន់ និងេƙតȢមសហƳរƙគប់េពលេវǎ។
ចǁំ ំ៖ េលខទំǆក់ទនំងƙកȩមƳរƷរ…………………………………
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ពធីិǒរទំǆក់ទនំងǃƒ ក់ដកឹǆǉំក់ព័នƑǃƒ ក់ƺតិ ǃƒ ក់េƙƳមƺតអិពីំករណីមរណះǊពǋǂ 
នងិ Ǆរកជំុវញិកេណីត (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:

-គណកមƗƳរǃƒ កƺ់តិ ផƎលដំ់ណឹងដល ់PHD ǂមរយៈ  េតេឡƙƳម េដីមƓអីេȥƅ ីញអƒកǉកព់ន័Ƒចូលរមួƙបជំុ ǂម zoom ƺដំបូង 
និង ពិនិតƘǈƐ លƺ់មួយƵƒ េលីរǇយƳរណ៍ករណីǒƚ ប។់

េƵលបំណងៃនកិចƃƙបជំុ គឺពិនិតƘǏយតៃមƚេឡងីវញិ និងកំណតេ់ពលេវǎសƙǋបគ់ណកមƗƳរចុះេǵពិនិតƘǈƐ លដ់ល ់ HF.

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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