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1. Introduction 

1.1 Background 
Maternal mortality poses a major challenge in the fight against premature deaths, as it 
impoverishes families and affects child support and development. The cost of fatal pregnancy 
and childbirth complications are a heavy burden on the family and the sudden loss of a 
productive woman interrupts the economic and social growth of the family. 

Nepal has shown significant progress in reduction of maternal and perinatal mortality in the past 
with its commitment towards achieving targets set by periodic plans and global endeavors. The 
Maternal Mortality Ratio (MMR) in Nepal decreased substantially from 539 per 100,000 live 
births in 1996 (Pradhan et.al., 1997) to 258 per 100,000 live births in 2015 (World Health 
Organization et.al., 2015). Improvement in maternal health services has been the key factor in 
reducing the country's MMR and has contributed to the improvement of infant and child survival 
as well. Due to continued government encouragement through free delivery services and 
financial incentives for transportation, the percentage of births taking place in health facilities 
has improved significantly in the past 10 years (from 18 percentage in 2006 to 57 percentage in 
2016) (NDHS, Ministry of Health). Despite the consistent and regular progress in maternal and 
child health indicators, maternal and child death continues to be a major public health problem. 
Most of these deaths are preventable if timely intervention takes place. 

Following the UN Secretary General’s Global Strategy on Women’s and Children’s Health 2012, 
Government of Nepal (GoN) has adapted the Commission on Information and Accountability 
(CoIA) which tracks progress on resources and results. The concept of CoIA in Nepal is named 
Country Accountability Roadmap Nepal (CARN) and focuses on three processes - monitoring, 
reviewing and acting - aimed at learning and continuous improvement of life saving 
interventions. Maternal and Perinatal Death Surveillance and Response (MPDSR) was designed 
to measure and track all maternal deaths in real time, to understand the underlying factors 
contributing to mortality and to provide guidance for how to respond to and prevent future 
deaths. The system builds on experiences from MDR, but also helps understand the events 
surrounding maternal deaths. The surveillance cycle includes identification of cases, collection 
of information, analyzing findings, recommendations for action and evaluation and refining of 
the system. Particular focus is on the response and action part of the surveillance, so that the 
information obtained can be acted upon to prevent future deaths.  

GoN developed MPDSR guidelines and is implementing community level MPDSR in six 
districts (Banke, Baitadi, Kailali, Kaski, Dhading and Solukhumbu). In these six districts both 
community maternal deaths, hospital maternal deaths and hospital perinatal deaths are reviewed 
and responses implemented.  

Implementation of MPDR in hospitals has been a challenge to the GoN with constrained 
resources, turn-over of trained human resources and weak monitoring system. There is need to 
strengthen the system in the MPDR implementing hospitals and reorient the service providers at 
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these hospitals on MPDSR as well as expand the hospital-based MPDSR to more hospitals for 
proper implementation and improving quality of maternal and newborn health care services and 
reduces preventable deaths.  

Family Health Division (FHD), Department of Health Services, has prepared a pool of trainers 
for conducting the reorientation and expansion of hospital-based MPDSR by conducting a 
trainers’ training. Following the training, FHD is conducting the trainings at regional levels for 
the hospital staff including doctors, nurses and medical recorders for hospitals already 
implementing (Maternal and Perinatal Death Review) MPDR and new hospitals initiating 
MPDSR. 

1.2 Goal: 
To reduce preventable maternal and perinatal mortality in hospitals by obtaining and using 
information on each maternal and perinatal death to further guide public health actions and 
monitor their impact. 

1.3 Objectives:  
By the end of this activity, the RHDs, hospitals and PHCs implementing MPDSR in Central and 
Eastern Regions will: 

1. Have strengthened capacity of health care service providers and medical recorders to 
undertake the maternal and perinatal death surveillance and response processes and 

2. Be enabled to develop, implement and monitor the response mechanism based on the 
review of maternal and perinatal deaths in the hospitals. 

1.4 Activities: 
All RHDs, PHCs of MPDSR implementing districts (Dhading and Soluhumbu) and selected 
hospitals (public, private, medical colleges) including referral hospitals implementing MPDSR 
was included in this activity. 

1.5 Contents of the training 
The training program followed the draft training manual developed for Hospital-based MPDSR. 
The process outlines in the session plan of the manual was followed during the training program 
and consisted of contents targeted for respective participants. The summary of the contents is 
mentioned below while detailed agenda of the three training programs has been added in the 
annex section.  

Contents of hospital-level training program 

Day 1 

1. Pre-test  
2. Introduction of MPDSR, objectives and rationale 
3. Process of  MPDSR 
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4. Key Terminologies 
5. Cause of Death 

Day 2 

1. Introduction of Hospital-level tools  
2. Discussion on  hospital MDR form  
3. Group work: Fill up the MDR form based on the received case and discuss about 

experience 
4. Discussion on  hospital PDR form 
5. Group work: Fill up the PDR form based on the received case and discuss about 

experience 

Day 3 

1. Determinants of maternal deaths  
2. Response mechanism and Identifying action plans  
3. Monitoring and evaluation in MPDR system 
4. Post-test 

2. Training Proceedings 
 

Four batches of the training was conducted for participants conducted at Biratnagar (1 batch) and 
Kathmandu (3 batches). FHD lead the trainings following the draft training manual and 
mobilized trainers from FHD, Eastern RHD, D(P)HO Morang and Kathmandu, WHO, NHSSP 
and trainers at local level who had received trainers training. 

Day 1 

Session 1 - Opening 

The training commenced with a welcome note to all the participants in Maternal and Perinatal 
Deaths Surveillance and Response program. The first session of the training was given a formal 
setting and representatives from GoN were invited. It was followed by brief introduction of all 
the participants in the program with sharing of objectives and outline of the training. Dr. Naresh 
Pratap KC, Director, FHD was present at the training in Kathmandu. 

Session 2 – Pre-test 

Pre-test was conducted before starting the technical sessions with 20 objective questions.  
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Session 3 –Rationale, Principles and Implementation Status of MPDSR 

All the participants were introduced to the basic concepts of MPDSR, the objectives with which 
the program has been implemented and the purpose of initiating the MPDSR program in Nepal. 
Global and national scenarios of maternal, neonatal deaths and still births including the cause of 
the deaths, which populations were more at risk, where and when women dying. The 
components, objectives and principles of MPDSR were also shared with the participants. The 
Sustainable Development Goals (SDGs) for MMR and PMR including Nepal’s commitment to 
implement MPDSR and targets for reducing the MMR in the international forum were discussed 
during the session.  

A short video of “Why did 
Mrs. X Die?” was shown 
to the participants. The 
video depicted pregnant 
women from developing 
countries dying during 
their pregnancy or while 
giving births due to delay 
in seeking, reaching and 
receiving health care. 
Discussion followed the 
video to clarify on the 

need of identifying the determinants of the deaths and need of coordination of different 
stakeholders to work together at all levels to eliminate the preventable maternal and perinatal 
deaths. 

Session 4 –MPDSR process 

The process of MPDSR was explained to all the stakeholders. This included processes that is 
followed both at the community and hospital levels.   

It was explained to the participants that the community level review of maternal death starts with 
identification and notification of deaths of women of 12-55 years age group by Female 
Community Health Volunteers (FCHVs), then to rule out if this is a pregnancy related death is 
carried out by the Auxilliary Nurse Midwives (ANMs) at the local health facility. If in case 
identified as a pregnancy related deaths then it is notified to the District Public Health Office 
(DPHO). The Verbal Autopsy (VA) team at the DPHO conducts VA to collect information on 
the details of the death. From the information received in the VA form, the district MPDSR 
committee reviews the death, assigns cause of death and develops action plan to prevent such 
deaths in future.  The district MPDSR committee is also responsible of implementing and 
monitoring of the action plan developed.   
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Similarly, for the hospital-based maternal deaths, the on-duty staff notifies and fills up the 
Maternal Death Review (MDR) form within 24 hours. The hospital MPDSR committee is 
responsible to review the death within 72 hours and develop action plans to prevent such deaths 
in future. The hospital MPDSR committee may also share the action plan with the respective 
DPHO in case the actions are to be implemented in the community. 

For the perinatal deaths at the hospital, the on-duty staff notifies ad fills up the Perinatal Death 
Review (PDR) from within 72 hours. There will be monthly meeting to review the perinatal 
deaths and develop action plans by the hospital MPDSR committees. As in the maternal deaths, 
the hospital MPDSR 
committee may also share the 
action plan with the respective 
DPHO in case the actions are 
to be implemented in the 
community. 

A game title “Who am I?” was 
conducted at the end of the 
session to summarize roles of 
different members involved in 
the MPDSR process in the 
district and hospitals.  

Session 5 – Definition of Key terms 

A quiz game was conducted dividing the participants into 4 groups. The facilitator asked the 
groups questions related to the key terms that are related to MPDSR. The quiz contest was 
followed by the facilitator further clarifying on the important terms which were related to 
maternal and perinatal deaths and provided the definitions of the terms such as maternal death, 
still birth, macerated and fresh still birth, neonatal death, early and late neonatal death, maternal 
mortality ratio, still birth rate, neonatal death rate, perinatal death rate etc. 

Session 5 – Cause of Death 

The session focused on clarifying participants on the primary/underlying cause of death, 
final/immediate cause of death and contributory cause of death. The MPDSR process needs to 
identify these different causes of deaths and should be assigned clearly in the MDR and PDR 
forms.  

The underlying cause of death is defined as “the disease or injury that initiated the chain of 
events leading to death” or “the circumstances of the accident or violence that produced the fatal 
injury”.   
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The terminal disease or 
event that has an ICD code 
is classified as the 
immediate cause of death. 
The diseases or events that 
lie between the immediate 
cause and the underlying 
causes are antecedent causes 
of death.  

Diseases that are present but 
are not linked to the chain of 

events that lead to the death are classified as contributory causes of death. 

The following examples of sequence of events illustrate the underlying, immediate and 
antecedent causes of death: 

Example 1:    

Upper gastro intestinal hemorrhage 

Caused by 

Bleeding esophageal varices 

Caused by 

Cirrhosis of liver 

In this case Cirrhosis of liver initiated the chain of events that resulted esophageal varices that 
cause severe gastro intestinal hemorrhage. Therefore the underlying cause is cirrhosis of liver. 
The immediate cause of death is upper gastro intestinal hemorrhage and the antecedent cause is 
bleeding esophageal varices. 

Example 2: 

Antepartum hemorrhage 

Caused by 

Abruptio Placenta 

Caused by 

Pre-eclampsia 

Also had 

[9] 
 



Diabetes 

In this example the patient died of severe antepartum hemorrhage caused by Abruptio placenta 
that was caused by Pre-eclampsia. Therefore Pre-eclampia is the underlying cause of death and 
Abruptio placenta was the antecedent cause and Antepartum hemorrhage was the immediate 
cause of death. As diabetes is not related to the chain of events that lead to the death Diabetes is 
contributory cause of death. 

After this session the day was summarized by a participant. 

Day 2 

Review of Day 1 

One participant reviewed the sessions conducted in the first day and another participant 
presented the agenda of the day. 

Session 6 – Introduction of hospital-level MPDSR tools 

In the session, participants were briefly introduced to all the 12 tools of MPDSR which are to be 
used in community and hospitals. The forms and formats used explicitly at the hospital level 
such as the MDR, PDR, PDR summary forms were explained briefly in the session. General 
instruction such as formats for checking the options, entering date and time, single and multiple 
selecting options, summarizing the cases were discussed in the session. 

Session 7 – Discussion on hospital MDR form 

The second session was on MDR form that is used in MPDSR process. The form is comprised of 
ten sections and each section respectively seeks information on:  deceased woman, admission 
related, pregnancy related, delivery and puerperium, interventions, causes surrounding the death, 
case summary, review by 
MPDR committee, critical 
examination of care in the 
hospital, and MPDSR 
committee’s recommendations 
and action taken. All the 
sections were thoroughly 
explained to familiarize 
participants on the contents. The 
sections eight to ten of the 
MDR tool were specially 
highlighted as this was the new addition and change from the previous version.  
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Session 8 – Group work: Fill up MDR form based on the received case and discuss about 
the experience 

The session involved practical exercise completing the MDR form. Participants were divided 
into groups of 4-5 participants. The groups were given case studies of maternal deaths (including 
real cases from hospitals when available or else mock cases), and attempted to complete MDR 
forms, assigned cause of death and shared their findings with the participants. The groups 
practiced to fill up the forms from the case files of maternal deaths from respective hospitals till 
section 7. The participants were also encouraged to fill up or monitor for all the patient related 
details in the hospital case files to avoid problems of missed information in future.  

Representative from each group presented on the maternal death case and the experience on 
filling up the MDR form. 
 
Session 9 – Discussion on hospital PDR form 

The session briefed on PDR form used in MPDSR process. The form is comprised of six sections 
and each section respectively seeks information on:  Mother of deceased baby, details of the 
baby, clinical information of deceased baby, cause of death, review of MPDR committee and 
MPDR committee’s recommendations and action taken. All the sections were thoroughly 
explained to familiarize participants with the content.  

Session 10 - Group work: Fill up PDR form based on the received case and discuss about 
the experience 

The session involved practical exercise and completion of forms. Participants were divided into 
groups, each with 5-8 participants. The groups were given case-studies of still births and early 
neonatal deaths. The groups completed the form till section 4, assigned cause of death and then 
shared the findings of their analysis among the groups. 

The day was summarized by a participant. 

Day 3 

Review of Day 2 

The third day started with a brief review of the previous day. All the participants were 
individually asked to share their learning in turns and any confusion arose were addressed by the 
facilitators. 

One participant presented the agenda for the day. 
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Session 11 – Determinants of Maternal Death 

In this session, the participants were oriented on differences between cause and determinants of 
death. The cause of death was defined as the immediate clinical or medical reason for the 
woman’s death, classified as a direct or indirect maternal death whereas determinants of death 
meant the “Causes of the Causes” or 
factors that increased the woman’s 
risk of dying from specific cause. 
Possible determinants of maternal 
deaths were discussed followed by 
the “Three Delays” model. Then the 
participants were divided onto 
groups and given five common 
causes of maternal death for which 
the groups discussed determinants 
and possible delays in “Three 
Delays” model. There was 
presentation and discussion from each group.  

The facilitator highlighted that social determinants are the “causes of the causes” of maternal 
deaths, and depend on many social levels, addressing maternal deaths thus requires action at 
every level, not just medical or health services because many women die at home, in transit or 
soon after arrival at a facility, understanding the delays in receiving care helps analyze patterns 
of deaths.  

However, it is important to review the services provided at the hospital where the death had 
occurred and identify the factors which could have been done better or how the case could have 
been managed better. Identifying the avoidable factors within the hospital is more important to 
formulate action plans which could help in improving the services provided within the hospital. 
This can then lead to reduction of preventable deaths within the hospital. 

Session 12 – Response Mechanism and Action Plan 

After identifying the delays and determinants of maternal deaths, in this session, the facilitator 
explained on response mechanism and identifying action plans. Discussion focused to start with 
avoidable factors identified during review process, using evidence-based approaches, 
prioritization of action plans, estimating a timeline, deciding on how to monitor progress, 
effectiveness and impact, integrating recommendations within annual health plans and health-
system packages and monitor to ensure that recommendations are being implemented. After the 
presentation, the groups formed in previous day to fill the MDR and PDR forms again worked 
together as MPDSR committees to identify and prioritize action plans. The groups then 
completed all the sections of the MDR and PDR forms filled in the previous day. 
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The facilitator then 
highlighted that responsible 
authority needs to coordinate 
and initiate the process of 
the action plan, any support 
needed for implementation 
of the action plan should be 
timely communicated, the 
status of the action plan 
should be discussed and 
reported monthly to DPHO, 
RHD and FHD, challenges 

while implementing action plans should be documented and communicated timely and reporting 
should also include completed action plans. 

Session 13 – Monitoring and Evaluation in MPDSR 

The session highlighted on monitoring mechanisms for MPDSR including the indicators to be 
followed from local to national levels. The flow of data from local to national levels was also 
explained to the participants. The web-based entry of MDR, PDR and PDR summary forms were 
also discussed and practiced in the session. 

Session 14 – Post-test 

Post-test was taken using the 
same objective questionnaire 
used for the pre-test to 
compare the knowledge the 
participants gained during the 
training. Scores obtained in the 
post test were higher in 
average than in the pre-test. 
The questions in which the 
participants had some 
confusion were discussed at 
the end.  

Session 15 - Closing  

The participants prepared action plans for Implementing and strengthening MPDSR once they 
returned to their duty stations. Then the three days program was closed in a formal way by the 
key notes from FHD.  
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3. Findings/Observation 
a) Training methods:  

Participants agreed with the 
aims and objective of the 
MPDSR program in Nepal, 
and showed interest and 
commitment to further 
implement MPDSR at the 
respective hospitals. Also the 
participants agreed on 
adopting the tools in their 
existing reporting 
mechanisms. Based on the previous trainings, the package had already been revised to make 
more interactive. The different methodologies used for conducting session contents were highly 
appreciated by the participants. 
 
b) Participation:  

The planned participants for the training could come and participate in the training. However, 
from some hospitals alternate participants came for participation. There was active participation 
in all activities and participants provided full time. Some participants from Rautahat District 
Hospital, College of Medical Sciences, Chitwan and Salyan and Sotang PHC, Solukhumbu were 
absent for the training. 
 
 
c)  Action plans for preventing maternal and perinatal deaths: 

Review of real cases of maternal deaths, still births and early neonatal deaths are very useful for 
participants to realize the avoidable factors and develop action plans to prevent such avoidable 
factors at hospital level and community levels. The participants observed that the hospital files 
are incomplete and there is need to change in practice for completing the information in the files.  

4. Conclusion  
Evidence from other countries suggests that MPDSR is an effective strategy to reduce the 
number of maternal and perinatal deaths. In Nepal, the program seeks to count every maternal 
death, identify causes of the death and provide context appropriate response to prevent similar 
deaths in the future. The training programs conducted for participants at hospitals would be 
instrumental in expansion as well as improving quality of the MPDSR program. This training 
will also strengthen on their roles in maternal and perinatal death prevention and establish 
MPDSR in their respective hospitals. 
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5. Recommendations  
 The participants need to play an important role in strengthening MPDSR at respective hospitals. 
With this training, MPDSR has been further expanded into total 27 hospitals in the central and 
eastern regions. Following the trainings below activities need to be conducted for establishing a 
functional MPDSR system: 

i. Formation of MPDSR committees at hospital level. 
ii. Orientation on MPDSR, tools used in hospitals and identifying and implementing 

action plans for respective staff at hospitals. 
iii. On-site coaching and support from FHD, RHD and DHO for strengthening the 

system. 
iv. Reporting and regular analysis through a robust web-based reporting mechanism to 

monitor the progress. 
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Annexure 

1. Agenda of the trainings 
Government of Nepal 
Ministry of Health 

Department of Health Services 
Family HealtH Division 

 
AGENDA 

Training on Hospital-based Maternal and Perinatal Death Surveillance and 
Response (MPDSR) 

Venue:   Shreekrishna Party Palace Pvt. Ltd.          Date:   Jestha 29-31, 2074 
DAY_1 

TIME ACTIVITIES FACILITATOR 

09:30-10:00 am Registration  Minu Adhikari  
10:00-10:15 Opening Remarks, Welcome and Objectives Dr. Sharad Sharma 
10:15-10:45 am Pre-test Minu Adhikari  
10:45-11:00 am Tea break  
11:00-12:30 pm Rationale, Principle and Implementation status  

of MPDSR  
Dr. Sharad Sharma 

12:30-01:30 pm Lunch  
01:30-02:30 pm MPDSR Process Kumari Bhattarai 
02:30-03:30 pm Key terminologies Pradeep Paudel 
03:30-03:45 pm Tea break  
03:45-04:45 pm Cause of  Death Dr. Shyam Kafle 
04:45-05:00 pm  Closing of the day  
DAY_2 

TIME ACTIVITIES FACILITATOR 

10:00-10:15 am Registration  Minu Adhikari  
10:15-10:45 am Review of day 1 Participant 
10:45-11:00 am Tea break  
11:00-12:30 am Introduction of Hospital-level MPDSR tools Dr. Sharad Sharma 
12:30-01:30 am Lunch  
01:30- 03:00 pm Discussion on MDR forms  Dr.  Punya Paudel 
03:00-03:30 pm Tea break  
03:30-04:30 pm Discussion on PDR forms Pradeep/Dr. Shyam 
04:30-05:00 pm Closing of the day  
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DAY_3 

TIME ACTIVITIES FACILITATOR 
10:00-10:15 am Registration  Minu Adhikari  

10:15-10:45 am Review of day 2 Participant 

10:45-11:00 am Tea break  

11:00-11:45 am Determinants of maternal death Dr. Punya Paudel 

11:45-12:30 pm Preparing action plan Pradeep Paudel 

12:30-01:30 am Lunch  

01:30-02:30 pm Response mechanism and action plans Dr. Shyam Kafle 

02:30-03:30 pm  Monitoring and Evaluation in MPDSR Dr. Sharad Sharma 

03:30-03:45 pm Tea break  

03:45-04:15 pm Post-test Minu Adhikari  

04:15-04:45 pm Presentation from group work for action plans Dr. Punya/Dr. Shyam 

04:45-05:00 pm Closing  
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Government of Nepal 
Ministry of Health 

Department of Health Services 
Family HealtH Division 

AGENDA 
Training on Hospital-based Maternal and Perinatal Death Surveillance and 

Response (MPDSR) 
Venue:   Hotel Rameshworam Pvt. Ltd.           Date:   Asadh 07-09, 2074 
DAY_1 

TIME ACTIVITIES FACILITATOR 

09:30-10:00 am Registration/ Opening Remarks, Welcome 
and Objectives 

Minu Adhikari  

10:00-10:30 am Pre-test Minu/Parbati 
10:30-10:45 am Tea break  
10:45-11:45 pm Rationale, Principle and Implementation 

status of MPDSR  
Dr. Sharad Sharma 

11:45-12:30 pm MPDSR Process Pradeep Poudel 
12:30-01:30 pm Lunch  
01:30-03:00 pm Key terminologies Parbati Bista 
03:00-03:15 pm Tea break  
03:15-04:30 pm Cause of  Death Dr. Pooja 
04:30-05:00 pm  Closing of the day  
DAY_2 

TIME ACTIVITIES FACILITATOR 

10:00-10:30 am Review of day 1 Participant 
10:30-11:30 am Introduction of Hospital-level MPDSR tools Dr. Sharad Sharma 
11:30-11:45 am Tea break  
11:45- 12:30 pm Discussion on MDR forms  Dr. Pooja 
12:30-01:30 pm Lunch  
01:30-02:45 pm Presentation of MDR forms Dr. Sharad Sharma 
02:45-03:00 pm Tea break  
03:00-04:30 pm Discussion on PDR forms Parbati Bista 
04:30-05:00 pm Closing of the day  
DAY_3 

TIME ACTIVITIES FACILITATOR 
10:00-10:30 am Review of day 2 Participant 
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10:30-11:30 am Determinants of maternal death Dr. Pooja 

11:30-11:45 am Tea break  

11:45-01:00 pm Response mechanism and action plans Dr. Sharad Sharma 

01:00-02:00 pm  Lunch  

02:00-02:30 pm Presentation of action plans Dr. Pooja 

02:30-03:30 pm Monitoring and Evaluation in MPDSR Parbati Bista/Minu 

03:30-03:45 pm Tea break  

03:45-04: pm Post-test Minu Adhikari  

04:15-05:00 pm Closing FHD 
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Government of Nepal 
Ministry of Health 

Department of Health Services 
Family HealtH Division 

 
AGENDA 

Training on Hospital-based Maternal and Perinatal Death Surveillance and 
Response (MPDSR) 

Venue:   Hotel Rameshworam Pvt. Ltd.           Date:   Asadh 12-14, 2074 
DAY_1 

TIME ACTIVITIES FACILITATOR 

09:30-10:00 am Registration/ Opening Remarks, Welcome and 
Objectives 

Minu Adhikari  

10:00-10:30 am Pre-test Minu Adhikari 
10:30-10:45 am Tea break  
10:45-11:45 pm Rationale, Principle and Implementation status  

of MPDSR  
Sharad Sharma 

11:45-12:30 pm MPDSR Process Dr. Meera Upadhyay 
12:30-01:30 pm Lunch  
01:30-03:00 pm Key terminologies Keshu Kafle 
03:00-03:15 pm Tea break  
03:15-04:30 pm Cause of  Death Dr. Pooja 
04:30-05:00 pm  Closing of the day  
DAY_2 

TIME ACTIVITIES FACILITATOR 

10:00-10:30 am Review of day 1 Participant 
10:30-11:30 am Introduction of Hospital-level MPDSR tools Dr. Sharad Sharma 
11:30-11:45 am Tea break  
11:45- 12:30 pm Discussion on MDR forms  Dr. Pooja 
12:30-01:30 pm Lunch  
01:30-02:45 pm Presentation of MDR forms Dr. Sharad Sharma 
02:45-03:00 pm Tea break  
03:00-04:30 pm Discussion on PDR forms Keshu Kafle 
04:30-05:00 pm Closing of the day  
DAY_2 

TIME ACTIVITIES FACILITATOR 
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10:00-10:30 am Review of day 2  

10:30-11:30 am Determinants of maternal death Dr. Pooja Pradhan 

11:30-11:45 am Tea break  

11:45-01:00 pm Response mechanism and action plans Dr. Sharad Sharma 

01:00-02:00 pm  Lunch  

02:00-02:30 pm Presentation of action plans Keshu Kafle 

02:30-03:30 pm Monitoring and Evaluation in MPDSR Minu Adhikari 

03:30-03:45 pm Tea break  

03:45-04:30 pm Post-test Keshu Kafle 

04:30-05:00 pm Closing FHD 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

[21] 
 



Government of Nepal 
Ministry of Health 

Department of Health Services 
Family HealtH Division 

AGENDA 
Orientation on Hospital-based Maternal and Perinatal Death Surveillance and 

Response (MPDSR) 
Venue:   Hotel Rameshworam Pvt. Ltd.           Date:   Asadh 18-20, 2074 
DAY_1 

TIME ACTIVITIES FACILITATOR 

09:30-10:00 am Registration  Minu Adhikari Khanal 
10:00-10:15 Opening Remarks, Welcome and Objectives Dr. Naresh P. KC 
10:15-10:45 am Pre-test Dr. Pooja 
10:45-11:00 am Tea break  
11:00-12:30 pm Rationale, Principle and Implementation status  

of MPDSR  
Sharad Sharma 

12:30-01:30 pm Lunch  
01:30-02:30 pm MPDSR Process Paban Ghimire 
02:30-03:30 pm Key terminologies Dr. Naresh P. KC 
03:30-03:45 pm Tea break  
03:45-04:45 pm Cause of  Death Dr. Punya Paudel 
04:45-05:00 pm  Closing of the day  
DAY_2 

TIME ACTIVITIES FACILITATOR 

10:00-10:15 am Registration  Minu Adhikari  
10:15-10:45 am Review of day 1 Participant 
10:45-11:00 am Tea break  
11:00-12:30 am Introduction of Hospital-level MPDSR tools Dr. Sharad Sharma 
12:30-01:30 am Lunch  
01:30- 03:00 pm Discussion on MDR forms  Dr. Naresh/Dr. Pooja 
03:00-03:30 pm Tea break  
03:30-04:30 pm Discussion on PDR forms Dr. Pooja/Om Khanal 
04:30-05:00 pm Closing of the day  
DAY_3 

TIME ACTIVITIES FACILITATOR 
10:00-10:15 am Registration  Minu Adhikari Khanal 
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10:15-10:45 am Review of day 2 Participant 

10:45-11:00 am Tea break  

11:00-11:45 am Determinants of maternal death Dr. Naresh Pratap KC 

11:45-12:30 pm Preparing action plan Om Khanal 

12:30-01:30 am Lunch  

01:30-02:30 pm Response mechanism and action plans Dr. Pooja 

02:30-03:30 pm  Monitoring and Evaluation in MPDSR Dr. Sharad Sharma 

03:30-03:45 pm Tea break  

03:45-04:15 pm Post-test Minu Adhikari Khanal 

04:15-04:45 pm Presentation from group work for action plans Dr. Pooja 

04:45-05:00 pm Closing  
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2. List of participants 
 

Regional level Hospital-based Maternal and Perinatal Death Surveillance and Response Training 

Biratnagar Date : 2074/02/29-31 

S.N Name Desigmation Address 

1 Dr. Bishnu Bdr. Basnet Regional Director ERHD 

2 Kumari Bhattarai Com. N. Officer ERHD 

3 Mahesh Kumar Yadav MR ERHD 

4 Dr. Sarita Sitaula Lector BPKHIS 

5 Indu Kumari Singh Nursing Officer BPKHIS 

6 Sunil Parajuli Section Officer BPKHIS 

7 Shyam Pra. Kafle Assistant Officer BPKHIS 

8 Dr. Bhupal Shrestha Medical Officer Pachthar Hospital 

9 Laxmi Chaudhary Nusrins Supervisor Pachthar Hospital 

10 Narayan Joshi Medical Rec. Officer Pachthar Hospital 

11 Dr. Rajesh Mishra Medical Officer Mechi Zone Hospital, Jhapa 

12 Sita Bhandari Staff Nurse Mechi Zone Hospital, Jhapa 

13 Manoj Kumar Pokharel Medical Rec. Officer Mechi Zone Hospital, Jhapa 

14 Dr. Brajesh K. Jha Obs/Gyne Sagarmatha Zone Hospital 

15 Sushma K. Dev A.N.M. Sagarmatha Zone Hospital 

16 Tika Subedi Nursing Officer Amda Hospital, Jhapa 

17 Anupa Dahal Medical Redordor Amda Hospital, Jhapa 

18 Asmita Lama Staff Nurse Lifeline Hospital, Jhapa 

19 Nabin Yadav Hospital Supervisor Lifeline Hospital, Jhapa 

20 Dr. Ramesh Karki Assistant Med. Officer Okhaldhunga Community HS. 

21 Chochara Maske Nursing Administrator Okhaldhunga Community HS. 

22 Fanindra Bdr. Dani Medical Rec. Officer Okhaldhunga Community HS. 
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Regional level Hospital based Maternal and Perinatal death survellence and Response Training 

Kathmandu Date : 2074/03/07-09 

S.N Name Designation Organization 

1 Hema Pradhan Consultant Ob. Gyno. Kathmandu Model Hospital 

2 Sajila Ranjitkar OPD Incharge Kathmandu Model Hospital 

3 Dr. Peru Pradhan Deputy Director Kirtipur Hospital 

4 Taranidhi Bhurtel Public Officer Kirtipur Hospital 

5 Tej Kumari Gurung Nursing Supervisor Kirtipur Hospital 

6 Sarita Khatri Nursing Incharge Kirtipur Hospital 

7 Dr. Chatana Gurung House Officer/Paed Om Hospital & Research Centre 

8 Dr. Sampada Mishra Obs & Gyne. Om Hospital & Research Centre 

9 Laxmi Suwal Nursing Incharge Om Hospital & Research Centre 

10 Bikash Marikhu CIT Ast. Om Hospital & Research Centre 

11 Sarita Ojha Staff Nurse/MW Kathmandu Medical Collage/TH 

12 Anshu Karki Pediatrics/PW Kathmandu Medical Collage/TH 

13 Dr. Sujit Shrestha Lecturer/Paed. Nepal Medical College/TH 

14 Dr. Astha Shrestha Lecturer/OBG Nepal Medical College/TH 

15 Sabina Dhamala Ward Sister/MW Nepal Medical College/TH 

16 Bimala Khanal Record Officer Nepal Medical College/TH 

17 Parbati Bista PHN DPHO, Kathmandu 

 

Regional level Hospital-based Maternal and Perinatal Death Surveillance and Response Training 

Kathmandu Date : 2074/03/12-14 

S.N Name Desigmation Address 

1 Dr. Josie R. Baral Dr./Professor TUTH, Maharajgunj 

2 Janak Prasad Neupane Head Assistant TUTH, Maharajgunj 

3 Parbati Siwakoti NSG Supervisor TUTH, Maharajgunj 
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Regional level Hospital-based Maternal and Perinatal Death Surveillance and Response Training 

Kathmandu Date : 2074/03/12-14 

S.N Name Desigmation Address 

4 
Dr. Sailendra Bir 
Karmacharya 

Consultant 
Paropakar Maternity and Women’s 
Hospital 

5 Prabha Shrestha Medical Recorder 
Paropakar Maternity and Women’s 
Hospital 

6 Dr. Deepti Shrestha Registar, Ob/Gyne 
Paropakar Maternity and Women’s 
Hospital 

7 Yashoda Khadka NSG Supervisor 
Paropakar Maternity and Women’s 
Hospital 

8 Dr. Isha Shrestha Registar, Ob/Gyne Civil Service Hospital 

9 Dr. Shanti Bhatta Ped/CSH Civil Service Hospital 

10 Sharada Sharma Staff Nurse Civil Service Hospital 

11 Sudip C. Dahal Medical Recorder Civil Service Hospital 

12 Dr. Bhishma Pokharel Pediatician Patan Academy of Health Sciences 

13 Meena Kumari Shrestha Staff Nurse Patan Academy of Health Sciences 

14 Dr. Sushma Lama OB/Gyne Patan Academy of Health Sciences 

15 Ashwin KC Medical Recorder Patan Academy of Health Sciences 

16 Dr. Sunita Bhandari OB/Gyne KIST MCTH 

17 Dr. Ajaya Kumar Dhakal Peds KIST MCTH 

18 Tulasa Nepal Medical Recorder KIST MCTH 

19 Kamala Khadka Nursing Officer KIST MCTH 

20 Dr. Rajesh Lal Gurubacharya Sr. Consultant/Peds Kathmandu Model Hospital 

21 Krishna Das Maharjan Documentation Chief Phect NEPAL 

22 Dr. Shristi Upadhyaya M.O. Salyantar PHC, Dhading 

23 Dr. Sunita Timilsina M.O. Gajuri PHC, Dhading 

24 Sabitri Subedi PH N Officer DHO, Dhading 

25 Meera Paudel 
Community Nursing 
Officer CRHD, Hetauda 

26 Dr. Nisha Rai Consultant Gyne Hetauda Hospital 

27 Devaki Khatiwada SSN Hetauda Hospital 

[26] 
 



Regional level Hospital-based Maternal and Perinatal Death Surveillance and Response Training 

Kathmandu Date : 2074/03/12-14 

S.N Name Desigmation Address 

28 Hira Thakur 
Medical Recorder 
Officer 

Hetauda Hospital 

 

Regional level Hospital-based Maternal and Perinatal Death Surveillance and Response Training 

Kathmandu Date : 2074/03/18-20 

S.N Name Desigmation Address 

1 Dr.Yuba Nidhi Basaula Sr. Consultant/Pead Bharatpur Hospital 

2 Dr. Atit Paudel Con.obs/Gyne Bharatpur Hospital 

3 Ramila Bista N.O. Bharatpur Hospital 

4 Narayan Prasad Rijal 
Medical Recorder 
Officer Bharatpur Hospital 

5 Dr. Dhirendra Kr. Shah Obs Gyne/M.O. Janakpur Zone Hospital 

6 Ekta Timalsina S.N. Janakpur Zone HS, Janakpur 

7 Dr. Jitendra Adhikari 
Medical Recorder 
Officer Jaleshwor HS, Mahottari 

8 Brajesh Kumar Yadav M.R Officer Jaleshwor HS, Mahottari 

9 Seema Shah S.N. Jaleshwor HS, Mahottari 

10 Dr. Santosh Adhikari Assistant 
Professor/Pead 

Chitwan Medical Collage 

11 Sabina Gurung Nursing Officer Chitwan Medical Collage 

12 Dr. Basanta Sharma Con.obs/Gyne Chitwan Medical Collage 

13 Yadu Maya Shrestha 
Medical Recorder 
Officer 

Chitwan Medical Collage 

14 Dr. Nagmani Ram M.O./Gyne Narayani Sub_Regional HS 

15 Dr Ashok Shah M.O./Pead ward Narayani Sub_Regional HS 

16 Jaya Prakash Shriwastab M.R Officer Narayani Sub_Regional HS 

17 Bishakha Chaudhary Staff Nurse Narayani Sub_Regional HS 

 

3. List of Facilitators 
SN Name Designation Organization 
1 Dr. Naresh Pratap KC Director Family Health Division 
2 Dr. Punya Poudel Safe Motherhood Focal Family Health Division 
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SN Name Designation Organization 
Person 

3 Dr. Sharad Sharma Senior Demographer Family Health Division 
4 Keshu Kafle Community Nursing Officer Family Health Division 
5 Om Khanal Health Assistant Family Health Division 
6 Minu Adhikari Computer Assistant Family Health Division 
7 Kumari Bhattarai Community Nursing Officer Eastern Regional Health 

Directorate 
 Dr. Shyam Kafle Consultant Paediatrician BPKIHS 
8 Dr. Meera Upadhyay National Professional Officer WHO 
9 Paban Ghimire National Professional Officer WHO 
10 Dr. Pooja Pradhan MPDSR Coordinator WHO 
11 Pradeep Poudel M&E Specialist NHSSP 
12 Kamala Shrestha QI Advisor NHSSP 
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4. Presentations used in the trainings 
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