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A B S T R A C T 
Background: Perinatal death auditing is useful to identify preventable perinatal deaths and avoidable/pre-
ventable factors. Objectives: To know the impact of perinatal death audit like 1). Documentation of Care Pro-
vided 2) Changes in Infrastructure and Facilities 3). Number of perinatal deaths 4) Any other impact. 

Methodology: Perinatal death auditing project implemented in two districts of Karnataka state. As a Part of 
Intervention, Expert Panel audited the perinatal deaths and provided feedback to the hospitals where these 
deaths occurred. The feedback included issues identified and suggestion for prevention. Trained Medical-Social 
Workers conducted evaluation surveys in post-interventional period at 6th monthly intervals. They collected 
the filled tools from the hospitals and handed over the written feedback of the expert panel to these hospitals. 
It was anticipated that the process of feedback would initiate some changes in infrastructure, facilities, docu-
mentation and number of perinatal deaths. 

Results: Number of reported perinatal deaths decreased in Koppal District (from 325 to 301) as compared with 
Dakshina Kannada (from 223 to 221). Improvements in: 1]. Documentation of care provided 2] Assertion of 
preventability by the doctors 3] Infrastructure &facilities were observed in backward district of Koppal as com-
pared to developed district of Dakshina Kannada. 

Conclusion: Perinatal Death Auditing reduces the number of perinatal deaths apart from improving documen-
tation, assertion of preventability by doctors, infrastructure & facilities. 
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INTRODUCTION 

With a focus on lowering preventable newborn 
deaths, Sustainable Development Goals (SDG) aims to 
reduce neonatal mortality to less than 12 per 1,000 
live births.1 To achieve this it is important to have 
knowledge of avoidable/preventable factors contrib-
uting to perinatal mortality. Unfortunately for at least 
half of the babies born across the world there is no 
registration of births or documentation of deaths.2 So 
it impossible to know the causative factors, avoida-
ble/preventable factors contributing to perinatal 
mortality.2 Perinatal death auditing helps to know 
avoidable/preventable factors, identify preventable 
deaths apart from providing inputs for planning inter-
ventions.3,4 So perinatal death auditing has been sug-
gested as one of the solutions for identifying prevent-
able perinatal deaths and improving standards of 
care.5 In fact perinatal death auditing is known to re-
duce perinatal mortality by at least 30% in low and 
middle income countries making this relevant for In-
dia.3,6 

There is no system of perinatal death auditing in In-
dia. But child death review which is done for reported 
deaths from government hospitals in a district does 
not include private hospitals.8,9 So perinatal deaths 
occurring in private hospitals do not get reported. 
This leads to underestimation of perinatal deaths.7,8 
There is lack of information on whether this system 
actually identifies preventable perinatal and avoida-
ble/preventable factors. This necessitated a commu-
nity based perinatal death auditing project in  two dis-
tricts of Karnataka State, the initial reports of which 
showed that there are issues with documentation and 
reporting of perinatal deaths.9 As a part of community 
based perinatal death auditing project, tools  devel-
oped to identify preventable perinatal deaths were 
found to be useful.10 An expert panel was constituted 
for each district which identified 49.9% of perinatal 
deaths as preventable apart from issues related to 
care, documentation, reporting & referral of perinatal 
deaths in two districts of Karnataka state.11 This pa-
per describes the overall impact of perinatal auditing 
other than issues identified by the expert panel.11 
 

METHODOLOGY 

Study Setting: This community based interventional 
study was done in two districts i.e., Dakshina Kan-
nada& Koppal of Karnataka State.  As Dakshina Kan-
nada is an economically, educationally better devel-
oped, with better health care infrastructure provides 
a good contrast with Koppal– which is poor on these 
parameters.12,13 So it is possible to assess the impact 
of the audit model in two different conditions  

Study Units: Government & Private Hospitals of both 
the districts were assessed and graded in the pre-in-
tervention period the details of which are published 
elsewhere.14 

Audit Model: Flow chart 1 depicts the community- 

based intervention study along with pre & post inter-
vention evaluation. The overall audit model, and its 
working is described elsewhere.10,11 
 

Flow Chart 1: Sequence & time line of activities 
during the project 

 

 

 

 

 
 

Tools were developed and manpower [i.e., Doctors & 
Nurses] in both the districts were trained to fill the 
tools the details of which are already published.10 The 
filled were useful to identify preventable perinatal 
deaths.10 

Expert Panel was constituted for each district which 
audited and identified preventable perinatal deaths 
along with causes, avoidable/preventable factors, is-
sues related to documentation, care provided, infra-
structure, equipment’s, and referral of cases.11 Expert 
panel provided feed back to the hospitals where the 
perinatal deaths had occurred which included: issues 
identified and changes that would help prevent the 
perinatal death. 

Impact Assessment: It was expected that the process 
of feedback would provide the necessary inputs for 
the hospitals to make the needed changes. During the 
post-interventional period two evaluation surveys 
were carried out in both the districts to assess the im-
pact of audit. First Post-Intervention Survey was con-
ducted in December 2016 to know the changes for the 
period July to December. Second Post-Intervention 
Survey was conducted in June 2017 for the period Jan 
to June. The survey included government and private 
hospitals in both the districts. 

Parameters for Impact Assessment: These were 
changes in 1). Documentation of care delivered [like 
lab reports, diagnosis, treatment given, referral de-
tails, filling up of case sheets and death certificates] 2). 
Preventability Assertion [As decided by the expert 
panel based on clinical details and verbal autopsy re-
ports] 3). The number of Perinatal Deaths.5). 

Pre-Intervention Period of 1 year from 2014-2015 [In-
cludes time spent for taking government approvals, 
Field Survey of facilities, care and reporting practices in 
both districts] 

Intervention Period of about year i.e., year 2015 [In-
cludes time spent on Development of Tools, Constitution 
of Expert Committee, training of Doctors & Nurses in 
both the districts] 

Post-Intervention Period of one and half years i.e., Jan 
2016 to June 2017 [Includes Auditing of perinatal deaths 
reported during this period, providing feedback to the 
hospitals, Two Evaluation surveys carried out at six 
monthly intervals in both districts]. First post-interven-
tion survey was carried out between July to December 
and Second survey between January to June 
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Infrastructure and Facilities were assessed as ex-
plained elsewhere.14 

Data Collection: Necessary clearances were taken 
from the government before beginning of the project. 
Trained MSWs carried out the two evaluation surveys 
at 6th monthly intervals using the tools developed for 
the purpose.10 They collected tools filled by doctors 
and nurses and gave it to the expert Committee which 
audited the deaths and provided feedback through 
specific tools which were given by the MSWs to the 
hospitals.10,11,15 

Data Analysis: The results are expressed as propor-
tions in tables. Implications of the results are de-
scribed and discussed. 

 

RESULTS 

Number of reported perinatal deaths decreased in 
Koppal District (from 325 to 301) as compared with 
Dakshina Kannada (from 223 to 221) (Table 1). The 
time taken to fill and submit the tools had increased 
(Table1). 

 
Table 1: Impact on Number of Perinatal Deaths and Reporting Time during 1st [2016 July – December] 
and 2nd [2017 January – June] Post-Interventional Surveys 

Reporting about Perinatal Death July to Dec 16 Jan to Jun - 17 
Number of Perinatal Deaths reported 

  

Dakshina Kannada District 225 221 
Koppal District 325 301 

Time Taken for Reporting Fetal Deaths* (in Hours) 
  

Public 51.2 47.9 
Private 52.1 50 

Time Taken for Reporting Neonatal Deaths* (in Hours) 
  

Public 18.4 18.4 
Private 32.5 68.2 

*Includes Antenatal and Intranatal Fetal Deaths 

 

Table 2: Impact on Assertion of Preventability by the doctors during 1st [2016 July – December] and 2nd 
[2017 January – June] Post-Interventional Surveys 

Preventability of 
Perinatal Death* 

Dakshina Kannada District  Koppal District 
July to Dec 16 Jan to Jun - 17 Change (%)  July to Dec 16 Jan to Jun - 17 Change (%) 

 n=223 (%) n=221 (%)   n=325 (%) n=301 (%)  
Not Preventable 81 (36.3) 104 (47.06) 11  4 (1.2) 15 (5)  3 
Possibly Preventable 91 (40.8) 76 (34.4) 6  11 (3.4) 27 (9) 6 
Preventable 17 (7.6) 20 (9) 1  9 (2.8) 15 (5) 2 
Unclassified 29 (13) 26 (11.8) 3  303 (93.2) 242 (80.4) 11 
*Doctors who managed the cases of perinatal death were able to assert the perinatal deaths in to one of the categories using the tools the 
details of which are published elsewhere.10 

 

Table 3: Impact on Documentation of Care Provided in Hospitals during 1st [2016 July – December] and 
2nd [2017 January – June] Post-Interventional Surveys 

Information documented  
in Case Sheets* 

Dakshina Kannada District  Koppal District 
July to Dec 16 Jan to Jun - 17 Change (%)  July to Dec 16 Jan to Jun - 17 Change (%) 

 n=223 (%) n=221 (%)   n=325 (%) n=301 (%)  
Date & Time of Admission 132 (59.2) 201 (91) 31.8  113 (34.8) 208 (69.1) 34.3 
Period of Pregnancy 198 (88.8) 199 (90) 1.2  171 (52.6) 276 (91.7) 39.1 
Weight of Pregnant Mother 211 (94.6) 217 (98.2) 3.6  302 (92.9) 301 (100) 7.1 
Hemoglobin 177 (79.4) 178 (80.5) 1.1  192 (59.1) 252 (83.7) 24.6 
Blood Group 190 (85.2) 196 (88.7) 3.5  191 (58.8) 242 (80.4) 21.6 
Date and Time of Delivery 156 (70) 216 (97.7) 27.7  131 (40.3) 233 (77.4) 37.1 
Baby’s Cry at Birth 82 (36.8) 95 (43) 6.2  39 (12) 111 (36.9) 24.9 
Resuscitation Efforts 79 (35.4) 96 (43.4) 8  26 (8) 75 (24.9) 16.9 
Wiped at Birth 77 (34.5) 97 (43.9) 9.4  21 (6.5) 60 (19.9) 13.4 
Use of Baby Mask 30 (13.4) 55 (24.9) 11.5  26 (8) 70 (23.2) 17.2 
Use of Incubator 52 (23.3) 59 (26.7) 3.4  18 (5.5) 45 (14.9) 9.4 
Warmer Care 80 (35.9) 90 (40.7) 4.8  20 (6.1) 65 (21.6) 15.5 
Oxygen Administration* 45 (20.2) 20 (9) -11.2  20 (6.1) 48 (15.9) 9.8 
Provisional Diagnosis 208 (93.3) 213 (96.4) 3.1  113 (34.8) 138 (45.8) 11 
Referral Details 14 (6.3) 20 (9) 2.7  24 (7.4) 76 (25.2) 17.8 
Transport Details 1 (0.4) 4 (1.8) 1.4  3 (0.9) 59 (19.6) 18.7 
Death Notification 208 (93.3) 221 (100) 6.7  77 (23.7) 291 (96.7) 73 
Signed Death Register 204 (91.3) 209 (94.6) 3.3  91 (28) 113 (37.5) 9.5 
*Based on feedback of expert panel inappropriate oxygen administration practice had reduced in Dakshina Kannada district 
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Table 4: Impact on Facility and Infrastructure: Comparison of Pre [2015] and Post Intervention periods 
[2016-17] 

CMaNC*  Dakshina Kannada District  Koppal District 
 Public  Private  Public  Private 

Level Adequacy  Pre Post  Pre Post  Pre Post  Pre Post 
I Adequate  5 6  6 6  5 20  0 0 

Inadequate  4 3  10 10  31 16  0 0 
II Adequate  0 0  7 7  1 2  2 5 

Inadequate  0 0  15 15  2 1  16 13 
III Adequate  0 0  0 0  0 0  0 0 

Inadequate  0 0  2 2  0 0  0 0 
IV Adequate  0 0  5 5  0 0  0 0 

Inadequate  1 1  7 7  0 0  0 0 
NICU Adequate  1 1  0 0  0 0  0 0 

Inadequate  0 0  0 0  0 0  0 0 
SNCU Adequate  0 0  0 0  0 0  3 4 

Inadequate  0 0  0 0  0 0  4 3 
*Criteria for different levels have been published earlier.14 
 

Improvements in assertion of preventability by the 
treating doctors were seen in both the districts which 
are provided in Table 2. Improvements were better in 
Koppal District as compared with Dakshina Kannada. 
The Number of “Unclassified” deaths reduced (by 
11% in Koppal as compared to 3% in Dakshina Kan-
nada) and the “Preventable” and “Possibly Preventa-
ble” increased by 2% & 6% in Koppal District.  

Improvements in documentation of care provided 
was seen in both the districts as evident in Table 3. 
Improvements were better in Koppal District where 
the situation was worse than Dakshina Kannada dis-
trict at the beginning of the study. 

Changes in Health Care Infrastructure and facilities 
were evident as the same checklists and assessment 
system (of the health care facilities as done at the be-
ginning of the project) were reused in the post-inter-
vention evaluation surveys.14 The number of facilities 
categorized as “Adequate” had increased from 35 in 
the beginning to 56 (Table 4). The Number of deficient 
health care facilities at Level I & II in Koppal District 
had reduced as compared to Dakshina Kannada Dis-
trict. Some equipment’s in labour room (like suction 
apparatus, weighing machine, pulse oximeter, foetal 
monitoring unit) were functional as compared to the 
pre-interventional period. Some requirements (Like 
episiotomy tray, baby tray, sterile drapes, partograph, 
bins) were met as compared with pre-intervention 
period.  
 

DISCUSSION 

As India does not have a perinatal death auditing sys-
tem, the impact of perinatal death auditing has been 
compared with other countries. The reported number 
of perinatal deaths reduced over the post-interven-
tion period of 1 year (Table 1). The reduction was bet-
ter in backward district of Koppal (from 325 to 301) 
as compared with developed district of Dakshina Kan-
nada (from 223 to 221). Auditing reduced the number 
of perinatal deaths in low- and middle-income coun-
tries by 30%.3 Scope of perinatal death auditing to 

identify avoidable/preventable factors in higher in 
low- and middle-income countries. The magnitude of 
avoidable / preventable factors identified by auditing 
in such low-income countries like Tanzania [51% to 
65%], Sudan [58% to 82%] and Zimbabwe [76%] es-
tablishes that the scope for preventable perinatal 
deaths is high.16-18 Such an impressive impact has not 
been observed in High Income Countries.19-22 In re-
source poor settings, there is more scope for improve-
ment in care practices as compared to developed re-
gions. So, the changes are more obvious in backward 
district of Koppal as compared with Dakshina Kan-
nada district. 

Improvements in documentation of care provided 
was more obvious in Koppal District as compared 
with Dakshina Kannada (Table 3). Changes were ob-
served in infrastructure and facilities (Table 4) which 
were prominent at Level I & II in Koppal District as the 
“Adequate Hospitals” had increased as compared with 
Dakshina Kannada. Auditing is known to improve the 
documentation and completeness of information.4 
Auditing involves feedback to the care provider which 
consists of issues identified and suggestions for im-
provement. Feedback given after auditing is known to 
produce improvements in documentation and care 
provided in low-income countries as compared with 
developed countries.6,23 Improvements in documen-
tation and care provided could also be indirectly in-
ferred by more time taken to fill the tools during the 
post-intervention period (Table 1). At the beginning 
of the project, approvals were taken from the govern-
ment and directives were issued to both the district 
administrations. So, the improvements were better in 
the government facilities at Level I & II as compared 
with private hospitals (Table 3 & 4). This also high-
lights the need to involve the private hospitals in ways 
and means beyond just involvement in the audit pro-
cess so that effective changes could be seen in private 
hospitals. 

During the post-intervention period, the assertion of 
preventability of perinatal deaths improved among 
the doctors (Table 2). The number of “Unclassified 
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Deaths” was lot higher in Koppal District (303 v/s 26) 
as compared to Dakshina Kannada in the beginning of 
post-intervention period (Table 2). This indicates the 
lack of clarity among doctors of Koppal District about 
avoidable/preventable factors and preventable peri-
natal deaths. It was anticipated that the process of 
feedback would result in doctors gaining knowledge 
of avoidable/preventable factors and help in identify-
ing “Preventable/Not Preventable” perinatal deaths. 
Doctors were able to identify if a perinatal death was 
“Preventable/Not Preventable” as the project pro-
gressed. There are no comparable studies which ex-
plored the assertiveness of preventability among doc-
tors who managed the cases. The findings of our pro-
ject stand to reason and prove our anticipation. 

There are some limitations. The changes / improve-
ments due to the project were modest for the number 
of perinatal deaths, some aspects of documentation, 
facilities and equipment’s. In low- and middle-income 
countries where perinatal death auditing is a continu-
ous process, the reductions in perinatal deaths are im-
pressive.3,23 Post-Intervention period in this project 
was only 1 year. Auditing should be a continuous on-
going activity to produce impressive improvements. 
Auditing results in mild to modest improvements in 
care and documentation in high income countries 
only if it is a continuous on-going process.21,22,24 Just 
one year of post-intervention period could be a rea-
son for mild to no changes in a developed district of 
Dakshina Kannada district. It also highlights the need 
to have a perinatal death auditing as a continuous pro-
cess. 
 

CONCLUSION 

Perinatal death auditing improves documentation of 
care provided, infrastructure, equipment’s, facilities 
and reduce the number of deaths. The improvements 
are better in less developed district as compared to 
developed district.  
 

RECOMMENDATIONS 

Auditing needs to be sustained and become a contin-
uous on-going activity.  
 

CONTRIBUTIONS OF AUTHORS 

HK, SB, PK, NK, SR– are the Investigators for a 3-year 
community-based project funded by Indian Council of 
Medical Research [Later changed to Department of 
Health Research]. This research paper describes the 
overall impact of the intervention in two districts over 
a period of 3 and half years.HK, PK, SB, NK, SR Took 
part in drafting the protocol. HK, SB, PK – Organising 
the data collection &supervising field work. SB, PK, 
NK, SR- Cross-checking of the filled forms.HK- Statis-
tical analysis.HK, SB, PK - Writing the paper. 
 

ACKNOWLEDGEMENT 

We thank all the hospitals in both the districts for hav-
ing permitted us to study their documentation and re-
porting systems. We thank the District Health Officers 
of both the districts for their co-operation. We express 
our gratitude to the government of Karnataka for hav-
ing given us the permission to carry out this study in 
both the districts. We also acknowledge the field 
workers who collected data in both the districts for 
this project. We acknowledge the help received from 
NGO in Koppal district for identification of unreported 
deaths in the community. 
 

REFERENCES 
1. World Healh Organization [www.who.int/]. Sustainable 

development goals. Available from URL [Accessed on 10 Sept 
2024]: https://www.who.int/health-topics/sustainable-devel-
opment-goals#tab=tab_2 

2. Lawn JE, Blencowe H, Oza S, You D, Lee AC, Waiswa P et al. Pro-
gress, priorities, and potential beyond survival. Lancet. 
2014;384(9938):189-205. 

3. Pattinson R, Kerber K, Waiswa P, Day LT, Mussell F, Asiruddin 
SK et al. Perinatal mortality audit: counting, accountability, and 
overcoming challenges in scaling up in low- and middle-income 
countries. Int J Gynaecol Obstet. 2009;107(Suppl 1):S113–
S121,S121-112.. 

4. Kate J K, Matthews M, Gwyneth L, Vicki F, Jan JHM, TundeS et al. 
Counting every stillbirth and neonatal death through mortality 
audit to improve quality of care for every pregnant woman and 
her baby. BMC Pregnancy and Childbirth.2015;15(Suppl 2):S9 

5. Dickson EK, Kinney VM, Moxon GS, Ashton J, Zaka N, Simen-
Kapeu A et al. Scaling up quality care for mothers and newborns 
around the time of birth: an overview of methods and analyses 
of intervention specific bottlenecks and solutions. BMC Preg-
nancy Childbirth 2015;15(Suppl 2):S1. 

6. Nair M, Yoshida S, Lambrechts T, Boschi-Pinto C, Bose K, Mason 
EM et al. Facilitators and barriers to quality of care in maternal, 
newborn and child health: a global situational analysis through 
metareview. BMJ Open. 2014;4(5):e004749 

7. National Health Mission [www.nhm.gov.in].  Child Death Re-
view: Operational guidelines August 2014.Available from URL 
[Accessed on 10 Sept 2024]:  https://nhm.gov.in/images/pdf/ 
programmes/child-health/guidelines/Operational_Guide-
lines_Child_Death_Review.pdf 

8. National Health Mission [www.nhm.gov.in]. Maternal Death 
Review Guidebook. [Updated 2021 Jan 8; Cited 2024 Sept 10].  
Available from URL [Accessed on 10 Sept 2024]: https:// 
nhm.gov.in/images/pdf/programmes/maternal-health/guide-
lines/maternal_death_review_guidebook.pdf 

9. Harsha Kumar H N,, Balig BS, Kushtagi P, Kamath N, Rao S. 
Documentation and Reporting of Perinatal deaths in Two 
Districts of Karnataka Stat India: A Situational Analysis. Indian 
Pediatrics 2020;57:1006-1009. 

10. Kumar HN, Baliga SB, Kushtagi P, Kamath N, Rao SS. Develop-
ment and utility of tools to identify preventable perinatal 
deaths: results from a community-based interventional study 
in two districts of Karnataka State, India. Indian J Community 
Med 2021;46:631-636 

11. Kumar HN, Baliga SB, Kushtagi P, Kamath N, Rao SS. Utility of 
Expert Panel to Identify Preventable Perinatal Deaths: Results 
from Audit Based Interventional Study in Two Districts of Kar-
nataka State, India. Natl J Community Med 2023;14(8):519-
524. 



Kumar HNH et al. 

National Journal of Community Medicine│Volume 16│Issue 02│February 2025  Page 139 

12. Registrar General of India. Census of India 2011: District Cen-
sus Handbook Dakshina Kannada. Directorate of Census Oper-
ations, Karnataka. Series 30; Part XII A: 1-64 

13. Registrar General of India. Census of India 2011: District Cen-
sus Handbook Koppal. Directorate of Census Operations, Kar-
nataka; Series 30; Part XII A: 1-40 

14. Kumar H N H, Balig BS, Kushtagi P, Kamath N, Rao S. 
Exploratory study on maternal and child health care facilities in 
two districts of karnataka state A health systems research. Int J 
Med Public Heal [Internet]. 2018;8(4):152-157. Available from 
URL[Accessed on 9 Mar 2019] : https://www.ijmedph.org/ar-
ticle/610 

15. Harsha Kumar HN, Baliga SB, Kushtagi P, Kamath N, Rao SS. 
Risk identification from maternal and neonataldata for im-
provements in Quality of Care: A comparison of audit based ap-
proach with Maternal and Child Tracking System andVerbal 
Autopsy. Natl J Community Med 2021;12(8):225-229. 

16. Hussein L K, Ingrid M, Jos van R, Angela N T, Siriel N M, Lennarth 
N et al. Introduction of a qualitative perinatal audit at Muhim-
bili National Hospital, Dar es Salaam, Tanzania. BMC Pregnancy 
Childbirth 2009 Sep 19:9:45. doi: 10.1186/1471-2393-9-45. 

17. Seif EA, Jens LR, Birgit B, Ali AB, Abdu LA, Salah A I et al. Intro-
ducing qualitative perinatal audit in a tertiary hospital in Su-
dan. Health Policy Plan 2002 Sep;17(3):296-303.  doi: 10.1093/ 
heapol/17.3.296. 

18. X De Muylder. Perinatal mortality audit in a Zimbabwean dis-
trict. Paediatr Perinat Epidemiol 1989 Jul;3(3):284-93.  doi: 
10.1111/j.1365-3016.1989.tb00380.x.  

19. Flenady V, Philippa M, Gordon CS, Wes D, Jan J E, Yee K T et al. 
Stillbirth: The way forward in high income countries.Lancet 
2011;14;377(9778):1703-1717. 

20. Flenady V, King J, Charles A, Gardener G, Ellwood D, Day K et al. 
PSANZ Clinical Practice Guideline forPerinatal Mortality. Peri-
natal Society of Australia and New Zealand, Queens-
land.2009;Version 2.2. 

21. Flenady V, Mahomed K, Ellwood D, Charles A, Teale G, Chadha 
Y, et al: Uptake of the Perinatal Society ofAustralia and New 
Zealand perinatal mortality audit guideline. ANZJOG 
2010;50:138-143. 

22. Allanson ER, Pattinson RC: Quality-of-care audit and perinatal 
mortality inSouth Africa. Bulletin of the World Health Organi-
zation 2015;93(6):424-428. 

23. Ivers N, Jamtvedt G, Flottorp S, Young JM, Odgaard-Jensen J, 
French SD, et al. Audit and feedbackeffects on professional 
practice and healthcare outcomes. CochraneDatabase Syst Rev 
2012;6:CD000259 

24. Bergsjo P, Bakketeig LS, Langhoff-Roos J: The development of 
perinatalaudit: 20 years’ experience. Acta Obstet Gynecol Scand 
2003;82(9):780-788. 

 


