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I. Introduction

“Medical audits are one of the mechanisms that can help health professionals to
maintain or improve quality of care and to provide the best possible services to
patients”

MEDICAL AUDITS

Among the variety of existing methods to improve quality of care, medical audit
is considered to be particularly efficient (1). In 2004, the WHO recommended the
infroduction of medical audit in all maternity facilities (2). Conducting audits was
presented as a useful way of improving the management of obstetric emergen-
cies (3-8), although its impact on the survival of mother and child has never been
clearly demonstrated (9).

Medical audit is an internal process which relies on a series of hypotheses as de-
scribed by P. Bailey et al. (10). According to these authors, conducting effective
audit sessions can enable a maternity facility team to reduce maternal case fa-
fality and perinatal deaths, to betfter meet mothers’ needs, and to increase ser-
vice use. This is achieved through the improvement of practice, more efficient
use of resources, and the boosting of staff morale and motivation.

During the audit process, current clinical practices are compared against best
practices or *what should have been done”. Therefore, it is important that health
professionals identify standards of best practice before commencing an audit
(Figure 1).

Standards are explicit statements of how a patient should be managed. They
facilitate the identification of shortcomings by providing a description of the care
that ought to have been given, against which the care that was actually given
can be compared (10).

Figure 1. The audit cycle
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Once gaps in care provision have been identified, it is possible to define solutions
for the problems which are likely to have the most significant impact on maternal
and neonatal outcomes. The next steps are to implement solutions and to follow
up on implementation, in order to verify that the problem has been solved (and
observe the effect of change). These steps constitute what is known as the audit
cycle, illustrated in Figure 1.

It is possible for a new audit cycle to start by addressing the same problem if it
has not been solved, or a new problem can be tackled.
CASE REVIEWS — MATERNAL DEATH REVIEWS

There are several types of clinical audit. The main ones are:

« Individual case reviews

« Criterion-based clinical audits

« Confidential enquiries intfo patient deaths.
Maternal Death Reviews (MDRs) belong to the first type of approach, the individ-
ual case review.

MDRs represent the simplest form of audit, which involves reviewing the man-
agement of individual cases in health facilities (11). “It is a qualitative, in-depth
investigation of the causes of, and circumstances surrounding, maternal deaths
which occur in health care facilities” (2, p.4).

Initially, deaths are identified at the facility level. However, these reviews are also
concerned with identifying the combination of factors that contributed to the
death. These may relate to both the facility and community levels (2).

Objectives of Maternal Death Reviews

Promoting the ongoing assessment of quality of care in relation to estab-
lished standards

» Making change happen, in order to improve patient care

« Improve clinical performance and provide the best possible services to pa-
fients

« Increase adherence to standards of best practice

» Reduce maternal and neonatal morbidity and the case fatality rate related
fo obstetric complications

Conftribute to the development of a natfional database on the causes and
circumstances surrounding maternal deaths. This should be used to inform
regional and national policymakers about progress in the implementation
of strategies for the reduction of maternal mortality.
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Il. Training objectives

= Making health staff capable of conducting a review of maternal death cases
that occurred in the health facility through a structured approach. At the end
of the session, each participant should be able to carry out the following spe-
cific steps:

« Preparing an MDR session: identifying and selecting participants, making
standards available, identifying cases, putting fogether a file for each
death, preparing clinical case summaries and organising a session

« Conducting an MDR session: infroducing the session, re-assessing results
from the previous session, presenting a clinical summary, carrying out a sys-
tematic analysis of the case, developing a session report and planning the
next session.

» Adapting the tools provided to the local context.

Ill. Training material and methods

This training on MDRs is based on competency-based learning and is intended to
be as interactive as possible. Much time will be dedicated to practical exercises.
Practice examples should be based on ‘“real” maternal death cases (made
anonymous) which occurred at any maternity at national level, or in the hospital
where the training takes place.

A variety of learning methods will be used:
= |nteractive presentations:

A theoreftical introduction on maternal and neonatal mortality, medical
audits, different approaches to audit, with special emphasis on MDRs

« Short presentations infroducing the guidelines that will be used as reference
at the various stages of the MDR

= Practical exercises (individual and group) in carrying out the various steps of
the MDR, based on “real” but anonymised case records. The last exercises will
use patient records (of near miss cases or deaths) from the hospital where the
fraining takes place. Role plays are essential so that participants can start to
adopt the attitude needed to conduct a review session and practise ap-
proaching each stage of the MDR systematically.

Note:

The last part of the training programme will be dedicated to creating an MDR
committee, and to planning future MDR sessions and follow-up and supervision
visits by the frainer tfeam.
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The training material includes:

= The FIGO guidelines which describe best practice in conducting MDRs step
by step ("How to conduct Maternal Deaths Reviews: Guidelines for health pro-
fessionals"). The guidelines will be infroduced during the practical exercises.

» Following a general information section on the rationale for infroducing medi-
cal audit and maternal death reviews, these guidelines are structured in two
phases. The first contains guidance on how to prepare an MDR session in é
steps, and the second on how to conduct a session, also in 6 steps. A variety
of templates and tools are also provided for use during the various steps.

= Additional resources:

1. Three anonymised maternal death files prepared by the training team
2. Two medical records selected in facility where the training takes place
3. PowerPoint presentations (PP) for interactive presentations

» Questionnaire for evaluation of the training session

= Standards and guidelines on best practice in patient care should be available
and used as a reference during review sessions.

IV. People involved in the training programme

TRAINERS

Training is provided by individuals who have been frained in medical audit and
have practical experience of conducting Maternal Deaths Reviews.

PARTICIPANTS

This course is designed:

1. For health professionals: gynaecologist-obstetricians, anaesthetists, inten-
sive care practitioners, paediatricians and/or neonatologists, general
practitioners, midwives, nurses, pharmacists and laboratory technicians.

2. For management and administration staff, or hospital directors.
The aim is to constitute a multidisciplinary team.

The recommended maximum number of people per session is 15 to 20, in order
to facilitate active participation.

Note:

Because the main objective of these sessions is to improve maternal and new-
born health, it is important that participants are people who are in a position to
implement the recommended changes (2).
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TRAINING SITES

The training sites are Comprehensive Emergency Obstetric & Neonatal Care fa-
cilities, i.e. referral maternity hospitals (district, provincial, regional, national).

V. Training content and schedule
DESCRIPTION OF TRAINING CONTENT

An infroductory session on communication strategies and rights-based and gen-
der-based approaches is recommended before starting the MDR fraining pro-
gramme. This should include interactive sessions and role plays aimed at improv-
ing teamwork. The objective is to raise awareness on how gender affects access
to health care services, staff aftitude towards women and the quality of care in-
dividuals receive, and to encourage staff to view events through a “gender lens”
when reviewing cases. This session can be provided by a social scientist or other
professional who is familiar with communication, teamwork, sexual and repro-
ductive health and rights, gender and other determinants of health.

The audit training programme itself consists of three main modules, and lasts
three full days (from 9:00 to 17:30).
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Module I: General Introduction (Day 1, AM)

Learning objectives

At the end of the module, participants should be able to:

1. Give a short overview of the importance of maternal and neonatal mortali-
ty as public health issues, both globally and in the country/region where the
fraining takes place

2. Present the main types of audits (process, advantages/disadvantages) with
the most emphasis placed on Maternal Deaths Reviews (MDRs)

3. Explain the general principles and prerequisites to conducting successful
MDRs

Content

= Opening, welcome and introduction of participants. Identification of partici-
pants’ expectations in relation to the programme. Housekeeping rules on the
use of mobile phones, break time, bathroom location, efc. Selection of rap-
porteurs in charge of summarizing each fraining day.

» Presentation of the MDR training programme (PowerPoint Presentation, PP 1.1)

» Objectives
= Programme
» Methods

= Overview of maternal and neonatal mortality (PowerPoint Presentation, PP
1.2)

» Defining maternal & neonatal mortality
» The importance of maternal & neonatal mortality as public health issues in
general and in the country where the training is faking place

*» Medical audits (PowerPoint Presentation, PP 1.3)

« Infroduction
» The audit cycle
» The main types of audit

» Maternal deaths reviews (PowerPoint Presentation, PP 1.4)

= Particular features
» Principles and essential prerequisites for conducting MDR sessions
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Module Il: MDRs — Practical Exercises (Day1 PM, Day2 & Day3 AM)

Learning objectives

At the end of this module, each participant should be able to conduct an au-
dit/review of maternal death cases that occurred at the health facility by using a
structured approach. This includes the following steps:

Preparing an MDR session: identifying and selecting participants, making
standards available, identifying cases, putting together a file for each death,
preparing clinical case summaries and organising a session

Conducting an MDR session: infroducing the session, re-assessing results from
the previous session, presenting a clinical summary, carrying out a systematic
analysis of the case, developing a session report and planning the next ses-
sion.

Content

Practical exercises, during which the guidelines and the tools relevant to the var-
ious MDR steps will be infroduced.

Preparing an MDR session Steps 1 and 2: The different roles in carrying out ma-
ternal death reviews - Standards of good practice (PowerPoint Presentation,
PP 2.1)

« The role of the MDR Committee and its members; the role of the three facili-
tators of the MDR session: the Case Presenter, the Moderator or Chair, and
the Secretary (in charge of drafting and disseminating the session report),
and other participants.

« Guidelines and standards of good practice.

Preparing an MDR session Steps 3 and 4: Identifying maternal death cases -
putting together a complete maternal death file (PowerPoint Presentation, PP
2.2)

How to identify deaths at facility level?
« Documents required and procedures for preparing a complete file for a
maternal death case.

Preparing an MDR session Steps 5 and é: Developing a clinical case summary
using Case study 1 (individual exercise)' — Organizing a session

A copy of an anonymised maternal death record is given to each partici-
pant.

« Participants read through the record to become familiar with its content.
The trainer infroduces the MDR guideline and presents the section on how
to summarize a case (PowerPoint Presentation, PP 2.3); then s/he distributes
copies of the relevant tool: “MDR: Clinical summary form”.

! For practical reasons, the case used for the first individual exercise on Day 1 could be a maternal death example prepared by the
training team.
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Based on the guideline and the patient record, each participant prepares
a clinical summary of the case.

* Holding an MDR session based on Case study 1: Steps 1 (and 2): setting the
scene - (re-evaluating the results)?

« For this exercise, a frainer is the Moderator and leads the session.
The frainer reminds participants of the main principles of audits: "no blame,
no name".

« The frainer provides a list fo be circulated so participants can register with
their name, qualification and place of work (“List of participants”).

= Holding an MDR session based on Case study 1: Steps 3: Presenting a clinical
case summary

One participant is chosen by the moderator to present her/his clinical case
summary. Feedback is encouraged on how to improve the preparation
and presentation of the summary, and the other participants draw compar-
isons with their own work.

Finally, if necessary, another trainer could provide an example of the cor-
rect way of presenting the case summary, before proceeding to the analy-
sis of the case.

= Holding an MDR session based on Case study 1: Step 4: Conducting an MDR
session

Step 4.1: Carrying out a systematic analysis of the case

= The trainer-moderator presents the section of the guideline on how to ana-
lyze and conduct an MDR session (PowerPoint Presentation, PP 2.4).

= The analysis of the case is led by the trainer based on a systematic, step by
step approach. This is supported by the use of a specific tool: “Grid analysis
of clinical case management”.

Step 4.2: Preparing a case analysis summary

= The analysis ends with a summary of the most significant findings related to
the case management: problems, strong points, causes of dysfunctions and
contributing factors.

= Each participant writes a summary based on to the model proposed

= One participant is selected to present their summary of the analysis, which
is discussed and compared with the work of other participants

= The trainer-moderator then presents an optimal model of a summary

= The formal elaboration of a written summary report is discussed in Step 6

? This step is not applicable for this first session.
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Step 4.3: Formulating recommendations and plan of action

« Following presentation of the summary, the moderator leads the debate
aimed at selecting priority problems and proposing recommendations for
actions aimed at solving identified problem:s.

= A plan of action is developed which includes a list of actions, deadlines for
implementation, the names of people responsible for implementation and
of people responsible for follow-up.

» Conducting an MDR session based on Case study 1: Steps 5 (and 6): Prepar-
ing a session report — (Plan the next session)?

= The exercise ends with the preparation of a written session report, following
the presentation of the relevant guidance (PowerPoint Presentation, PP 2.5)
and a specific tool: “MDR: Session report form”.

= Usually, preparing the session report is part of the Secretary’s role. However,
for this exercise it is carried out in a participatory manner by all participants,
guided by a frainer.

= A standard report on the case can also be prepared in order to provide in-
formation to be entered into the relevant database on maternal deaths.
This may be kept at different levels (hospital, district, region and country). A
specific "Standard information form per reviewed case” will be presented
and filled in.

= Preparing and conducting an MDR session based on Case study 2 and Case
study 3 (group exercise)

= Participants are split info groups of 4-6 people.

= Copies of the same maternal death case file are given to each group.

= In each group, the MDR session facilitators are designated: a case present-
er who will make the clinical case summary, a moderator and a secretary.

« Each group conducts their own session, following one step at a fime, in the
presence of a trainer (one per group), who will observe and answer ques-
fions from participants.

= At the end of the session, a report is prepared and presented to all partici-
pants and the results are discussed and compared.

= A second file is distributed to the groups and the whole process starts again,
with three ‘new’ facilitators (these should be participants who were not in-
volved as facilitators in the first round).

= At the end of this stage, a discussion between parficipants and trainers is
encouraged with questions and answers about the process, including pos-
sible suggestions on how to adapt or improve the tools.

* This step is done during Module 3
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= Preparing and conducting an MDR session based on Case study 4 and 5
(group exercises with the entire group- full MDR session)

« The Presenter, the Moderator and the Secretary are selected by the trainers
the day before (participants selected did not play these roles in the previ-
Oous exercises)

= A case of maternal death or a near miss case is selected and the file is giv-
en to the Presenter so that she/he can prepare a clinical summary the day
before.

= A full MDR session is performed up fill the report stage of the session without
the intervention of the trainers.

= At the end, the frainers evaluate the session and the various stages and
share their views with the participants.

= After a break, the group will review Case study 5 with another trio of facilita-
tors selected the day before.
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Module lll: Committee and MDR implementation (D3 PM)

Objectives

1) Establish a committee which will be in charge of organising MDRs

2) Plan the implementation of MDRs (calendar) based on the number of mater-
nal deaths and the number of sessions that need supervision

3) Provide feedback on the training programme

Content

= MDR Committee: interactive session between participants, moderated by

frainers

» Define the various categories of people who should be included as mem-
bers of the committee (including health personnel, management, staff from
peripheral health facilities, community) and the optimum number of repre-

sentatives per category.
= Select the members of the committee.

= Establish the statutes and internal regulations of the committee based on
the examples provided. Remind everyone of the MDR principles on confi-

dentiality and ‘no name, no blame’.
= Approve and vote in the committee.

» Planning future MDR sessions: interactive session between participants, mod-

erated by the chair of the newly formed committee

» Choice of dates and number of cases.
« Choice of facilitators (case presenter, moderator, secretary).

» Plan the number of sessions where further supervision (trainers’ presence

and assistance during MDR sessions) is necessary.

= Evaluation of training programme.
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1. Training programme schedule

Consider scheduling an introductory session on teamwork and communication strategies; sexual and reproductive
health and rights; gender and health.

Day 1 : MODULE | and MODULE I

Time Topic Leader Length Material
08.30 - Welcome and introduction of participants Organlser/MOH ,
.. . representative 60
09.30 Official opening .
Trainers
09.30 - .. A . '
09.40 Training objectives, schedule and methods Trainers 10 PP 1.1
Module |
09.40 — Maternal and neonatal mortality: definitions, .
T 30' PP 1.2
10.10 global burden and significance in the local con- rainers
text
10.10 - Me.dlcal audit: mtfoductlon, audit cycle and Trainers 30" PP 13
10.40 main types of audit
10.40 - .
11.00 Coffee break 20
11.00 - Matfernal Death Revneyvsi N Trainers 60" PP 14
12.00 particular features, principles and prerequisites
12.00 - Questions and answers session on audit and ,
. All 45
12.45 case reviews
12.45 - '
14.00 Lunch break 75
14.00— Module II.
) 1. Preparing an MDR session: Presentation of Trainers 15'
14.15 PP2.1
Steps 1 and 2: roles and standards
Preparing an MDR session: Presentation of
14.15 - e . . . .
Steps 3 and 4: Identifying cases and preparinga | Trainers 10
14.25 . PP 2.2
complete maternal death file
Preparing an MDR session: Presentation of
Steps 5 and 6: Preparing a clinical summary and
org.ar.usmg @ ses:qon File of case 1: x
Individual exercise based on .
14.25 - . , copies PP 2.3
Case Study 1: Trainers 20 .
14.45 L . . Clinical sum-
- Distribution of an anonymised case file to all
mary form

participants
- Presentation of steps
- Distribution of the form
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Case Study 1:

1?;? - Each participant prepares a clinical sum- Participants 40'
’ mary
2. Conducting an MDR session: Step 1: Initi-
ting the MDR ion. One trai t . . -
15.25 - ating the session. une ra.mer ac s.as Participants and , List of partici-
Moderator, s/he leads the session, reminds . 5
15.30 L. L. . trainers pants
participants of the principles and provides a
list for participants’ registration
Conducting an MDR session: Step 3: Pre-
senting a clinical case summary
15.30- Case Study 1: One participant is selected to | Participants and 30
16.00 present his/her summary, followed by a trainers
debate, discussions and comparisons be-
tween the different summaries
16.00 - :
16.15 Coffee break 15
Conducting an MDR session: Step 4 : Con- PP 2.4
ducting a session . i
16.15 - Grid I f
Presentation of the relevant guidance for Trainer 15' l.’l . .
16.30 T clinical case
that step and distribution of the relevant
management
tool
Case Study 1:
Step 4 is carried out, led by the moderator
16.30 - (trainer) Participants and 60"
17.30 - Systematic analysis of the case trainers

- Case analysis summary
- Recommendations and action plan

Before leaving the venue, prepare case studies for D2: divide participants into groups of 4-6, provide two
cases files (Cases studies 2 and 3) and appoint two presenters per group who will present a case summary

the next day
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DAY 2 : MODULE Il continuation

Time Topic Leader Length Material
08.45 — S.ummary report of the previous day. Ques- Participant 15"
09.00 tions/answers
. . . PP 2.5
Conducting an MDR session: Step 5: Preparing a .
. . . MDR Session report
09.00 - session summary report. Presentation of rele- Participants and ,
. L . . 15 form and
09.15 vant guidance and distribution of corresponding | trainers . .
Standard information
tools
form
Case Study 1: .
09.15 - R . Participants and ,
09.45 Step.5. is led by the moderator (trainer) and a trainers 30
participant presents a summary
09.45 - Case Stud.y 1: . .. Participants and ,
Presentation of the action plan by a participant . 30
10.15 . . trainers
and discussion
Conducting an MDR session:
10.15- Case Study 2: Presentation of exercise to be Trainers 15"
10.30 done in groups of 4-6, selection of a Moderator
and Secretary in each group
10.30— .
10.45 Coffee break 15
10.45 - Conducting an MDR session : steps 3,4 and 5 - .
12.30 (Case study 2) Participants 105 Tools for MDR
12.30 - .
13.30 Lunch break 90
13.30- Reporting from the groups, comparisons of re- - ,
14.30 sults and discussion Participants 60
Conducting an MDR session:
14.30 - Case Study 3: - .
16.00 Same exercise in groups of 4-6 and selection of Participants 9 Tools for MDR
new facilitators
16.00 — '
16.15 Coffee break 15
16.15 - Reporting of sessions by different groups, com- - ,
17.15 parisons of results and discussions Participants 60
Introduction to the exercises of Day3 (Case
1705 enters who il receive o il norder to | TneTsand | 1o, | Patent e for case
17.30 participants studies 4 & 5

prepare the summary in the evening. Selection
of Moderators and Secretaries
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DAY 3 : MODULE Il and MODULE Il

Time Topic Leader Length Material
08.45 - S.ummary report of the previous day. Ques- Participant 15"
09.00 tions/answers
Conducting an MDR session
09.00 - Case Study 4: Exercise for the entire group: .. .
11.00 steps 3, 4 and 5 Participants 120 Tools for MDRs
(Trainers observe but do not participate)
11.00 - .
11.15 Coffee break 15
11.15- Trainers comment on the MDR session car- . ,
. . . Trainers 30
11.45 ried out by participants
Conducting an MDR session
11.45 - Case Study 5: Exercise for the entire group: Tralr.1e.rs and 75 Tools for MDR
13.00 steps 3,4 and 5 participants
(Trainers observe but do not participate)
13.00 - .
14.00 Lunch break 60
14.00 - Trainers comment on the MDR session car- . ,
. L. Trainers 20
14.20 ried out by participants
14.20- Group discussions and debate. Ques- 40
15.00 tions/answers.
Module 111
15.00 - Establish MDR Committee: number and Participants and 30" Guidelines
15.30 names of members, their roles, status and Trainers
regulations
Plan the calendar of future MDR sessions,
15.30 - . . - ,
15.45 select the 3 facilitators and decide the Participants 15 Calendar
’ number of supervised sessions required
1545 = Coffee break 15'
16.00
16.00 - Evalf,la.\tlon of the training programme by Participants 30 Questionnaire
16.30 participants
16.30- Official closing and distribution of certifi- Officials 30 Certificates
17.00 cates of attendance
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