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Summary of a Cochrane Review

Reviewing deaths to prevent mothers and children

from dying in the future

What was the aim of this review?

This Cochrane Review aimed to assess if ‘death audits and reviews’
(exploring why people have died and what could have been done to

prevent these deaths) can prevent mothers and children from dying.

The review authors collected and analysed all relevant studies to
answer this question and found two studies.

What did the review study?

Every year, millions of newborn babies and young children die. Many
women also die while they are pregnant or giving birth, or shortly after-
wards. More than half of these deaths happen in sub-Saharan Africa.

In many settings, health facilities or communities carry out ‘death

audits and reviews’. Here, people explore why a person died, what
could have been done to avoid this death and what could be done
better in the future.

At best, death audits and reviews could help improve the quality
of care and prevent new deaths among mothers and children. But

they could also cost money, be based on wrong information and take

health workers away from other important tasks. If they are done
badly, they could also make health workers feel blamed and humil-
iated, which could lead to poorer care. We need to find out if audits
and reviews work and which approach is best.

The review authors searched for studies where people from
health facilities or the community carried out audits or reviews of
deaths of pregnant women, women who had recently given birth,
newborn babies or children under five years of age. The studies had
to compare places or times where death audits and reviews were
used to places or times where they were not.

Key messages

In a study from West African
hospitals, where death rates
among women and babies
were high, reviewing deaths
probably led to fewer deaths
among pregnant women,
new mothers and newborn
babies.

In French hospitals, where
death rates among babies
were low, it may have made
little or no difference to death
rates among newborn babies.

(Main results on next page.)

How up-to-date was
this review?

The review authors searched for
studies that had been published
up to 16 January 2019.



What were the main results of the review?

The review authors found two relevant studies. Both studies
assessed death audits at health facilities.

The first study took place in West African hospitals that had high
death rates among women and babies. In this study, doctors and
midwives were given extra training in pregnancy and childbirth care.
This included one day of training in how to carry out death audits

of women who had died during pregnancy or childbirth. They then

returned to their hospitals and held audits at monthly meetings,

with regular support from an expert from a different hospital. These
hospitals were compared to hospitals without the training and audit
meetings.

For mothers and babies who were in hospital, this approach:

+ probably led to fewer pregnant women and new mothers dying,
and probably led to slightly better care for mothers;

+ probably led to fewer babies dying during the first 24 hours.
However, it may have made no difference to the number of ba-
bies who died after their first 24 hours, although the range where
the actual effect may be (the “margin of error”) includes both an
increase and a decrease in the number of babies who died.,

« probably made no difference to the number of stillbirths.

The second study took place in hospitals in France that already

had very few deaths among newborns. In this study, doctors and

midwives were given information about pregnancy and childbirth

guidelines. They then held audit meetings in their hospitals where

they discussed stillbirths and newborn babies who had become sick

or died. These hospitals were compared to hospitals without the

information and the audit meetings.

This approach:

« may have made little or no difference to the number of babies
who died during their first week

« probably reduced the number of babies who were sick because
they received poor quality care.

+  Wedon’t know what the effect was on stillbirths or on the num-
ber of mothers or older babies and children who died because
the study did not measure this.
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