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1.

Maternal and Perinatal Death Surveillance and Response

Introduction

1.1 Background

The Constitution of Nepal 2072 B.S has established Basic Health Care as a fundamental right.
The Right to Safe Maternal and Reproductive Health Act 2075 and the Public Health Act 2075
aim to provide free basic health care services for reproductive health and safe maternity and
newborn health. The Government of Nepal has given great importance to the rights and
entitlements provided by the Constitution and the Act that women should not be allowed to
die during childbirth. To reduce maternal, neonatal, and perinatal deaths through various
efforts related to safe motherhood the Government of Nepal, Ministry of Health and
Population has launched the MPDSR program.

The socio-economic status of any society and nation is reflected by the health condition of
its women and children. The happiness and prosperity of the family originates from the health
of the woman and is reflected in the smile of the children. But even the natural reproductive
process sometimes can unintentionally lead to extremely bad and tragic situations.

The World Health Organization estimates that each year 130 million babies are born
worldwide and 38 out of every 1,000 live births die before the age of five. In addition, 4 million
children worldwide die before they reach one year of age (WHO, 2019). In 2019, about 2.4
million babies died within one month of birth. Among them, about three-quarters (1.8
million) of the babies died within seven days of birth and 2 million babies were stillborn
(UNICEF, 2019). Of these, one-third of infant deaths could be easily saved. Similarly,
worldwide out of 4 million perinatal deaths, about 98 percent of deaths occur in less
developed countries like Nepal (Global burden of Disease Study, 2015). Although progress
has been made in reducing maternal, neonatal, and perinatal deaths through numerous
efforts related to safe motherhood, a lot more needs to be done especially in the less
developed countries (WHO 2015).

The death of a mother adversely affects the health and growth of her child and affects the
health of the family as well. Poor maternal health, lack of proper care during pregnancy,
improper management of pregnancy and childbirth complications, lack of care within the first
hour of delivery and lack of proper care of the newborn can lead to stillbirth and neonatal
death. In some cases, cultural beliefs and risky behaviors can also affect the health condition
of a child (WHO 2006).

In most of the less developed countries, maternal mortality is the leading cause of death for
women of childbearing age. According to 2017 statistics, an estimated 808 women worldwide
die every day due to pregnancy or pregnancy-related complications. Of these, women in less
developed countries are 130 times more likely to die as compared to those in developed
countries (WHO, 2017). The global figures in the report are estimated to be around 30
percent less than the true figure. In some countries, the estimate is almost 70 percent less
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than the true figure. Most of these deaths can be prevented if proper preventive measures
are taken and appropriate care is provided (UNICEF 2012).

Maternal mortality in Nepal has dropped significantly from 539 per million live births (NFHS)
in 1996 to 259 per million live births in 2016. Similarly, the under-five mortality rate has come
down from 139 in 1996 to 39 in 2016. The infant mortality rate has also dropped from 93 in
1996 to 32 in 2016. The infant mortality rate of newborns within one month of birth, has
dropped from 58 in 1996 to 21 in 2016. The perinatal mortality rate has dropped from 45 in
2006 to 31 in 2016 (NDHS 2016).

Improving maternal health is the certain way to reduce maternal mortality in the country,
and it also contributes greatly to the progress made in the survival of infants and children.
The regular incentives provided by the government, including free maternity services and
financial assistance to cover transportation costs, have doubled the number of deliveries at
health facilities over the past five years (up from 18 percent in 2006 to 57 percent in 2016
(NDHS 2016).

Therefore, in addition to maternal mortality statistics, it is very important to get information
on what can be done better to reduce maternal mortality. Facility and community-based
maternal mortality reviews have been a good source of information in the past. In any case,
the production and collection of information in this field is the need of today. This guideline
on Maternal and Perinatal Death Surveillance and Response will help identify potential causes
of maternal mortality in health facilities and community and perinatal mortality in health
facilities and improve the quality of service in the future. This process will also help the health
sector and the community realize the necessary actions to make a significant progress in
health outcomes.

1.2 Past Efforts

Several notable efforts have been made since 1990 to review maternal and perinatal

mortality.

Year Efforts Made

1990 The Family Health Division (FHD), with technical assistance from
World Health Organisation (WHOQ) started the Maternal Mortality
Review at Paropakar Maternity Hospital

1996/97 Maternal Mortality Study done in Kailali Okhandhunga and
Rupandehi as part of Maternal Mortality Review

2002/03 Training on Maternal Death Review provided to doctors and nurses in
public hospitals in collaboration with NSMP,UNICEF, NESOG




2003 FHD in collaboration with WHO developed the guideline on Maternal
Death Review, revised the maternal death review process and
launched the Perinatal Death Review

2006 The national Maternal and Perinatal Death Review committee
implemented the Maternal and Perinatal Death Review Program
(MPDR) in six hospitals across the country

2008/09 With support from SSMP, the second Maternal Morbidity and
Mortality Study was conducted, and the Maternal and Perinatal
Review forms were revised

2011/12 The FHD expanded the MPDR program in five more hospitals to
implement in a total of 21 hospitals

2013 MPDR program expanded to 42 hospitals, and FHD (now Family
Welfare Division-FWD) revised the Maternal and Perinatal Death
Review forms revised

2015-18 The Family Welfare Division (FWD) issued the Maternal and Perinatal
Death Surveillance and Response (MPDSR) guideline 2015, and
expanded the MPDSR program in 77 hospitals and started the
community Maternal Death Surveillance and Response Program
(MDSR) program in 11 districts

2020 MPDSR program implemented in 77 hospitals and 12 districts

1.3 Maternal and Perinatal Death Surveillance and Response (MPDSR)

Maternal and Perinatal Death Surveillance and Response (MPDSR) is a routine monitoring
process that integrates the Health Information Systems and quality improvement processes
from the local level to the national level. This includes measures and reasons to reduce
maternal and perinatal deaths, identification of cases on a regular basis, reporting, counting
as well as using the information obtained to avert preventable deaths in the future.
Monitoring is seen as a good tool for improving public health programs, planning,
implementation, and evaluation. Reducing every maternal and perinatal death that can be
prevented is the main goal of MPDSR.

In Maternal and Perinatal Death Surveillance and Response, the term “RESPONSE”
emphasizes the implementation aspect of monitoring. The information on each maternal and
perinatal death helps to measure maternal mortality ratio and perinatal mortality rate and
also helps to identify the timeliness which in turn measures the effectiveness of the program.
The effectiveness of the MPDSR program is based on the information on successful
implementation as well as the quality of both Maternal Death Review (MDR) and Perinatal
Death Review (PDR).



Figure 1: Maternal and Perinatal Death Surveillance and Response Cycle
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1.4 Maternal and Perinatal Death Surveillance and Response Program Rationale

Global Situation

MPDSR is based on key elements of the Commission on Information and Accountability (ColA)
and the United Nations Global Strategy on Women and Children's Health. One of the main
objectives of ColA is to get accurate information for better results. It has suggested to
organize the health system in such a way that the data obtained from the health institution
and the survey data can be used effectively.

The United Nations Commission on the Status of Women has targeted universal access to
family planning, skilled obstetricians, basic and comprehensive emergency obstetric services
to reduce maternal and perinatal mortality and morbidity.

Maternal and perinatal death review systems based in health institutions are a qualitative
method of conducting in-depth research into the causes and conditions leading to maternal
and perinatal deaths in institutions. Community-based maternal death review system (verbal
autopsy) is a method of detecting individual, family, or community-related causes and factors
related to death. The MPDSR is an extension of the Maternal Death Review and Perinatal
Death Review, which collects data on maternal and perinatal deaths. It emphasizes the need



for support from stakeholders in identifying vulnerabilities in delivering healthcare using
information obtained from such data.

Rationale for implementing MPDSR in Nepal

Globally, Nepal has also won international awards for its contribution to improving maternal
and child health by reducing maternal and child deaths, which was high in line with the
Millennium Development Goals. Institutionalizing this achievement in the coming days and
fulfilling the goals that Nepal has committed to sustainable development has become a major
challenge in view of the changed structure of the country. According to the Sustainable
Development Goals, by 2030, the maternal mortality ratio must be reduced to 70 (per
100,000 live births), preventable infant mortality to 12 (per 1,000 live births) and child
mortality to 25 (per 1,000 live births). According to the World Health Organization's Count
Every Death Strategy, Nepal can achieve the Sustainable Development Goals only by
identifying and reviewing every death and conducting appropriate activities to prevent similar
deaths in future.

Principles of MPDSR:

A. No woman should lose her life in childbirth.

B. Every death must be counted.

C. Maternal death should not be limited to the number only.

D. The result of this process will not have legal implications.

E. No one will be blamed in this process.

F. No one's name will be revealed in this process.

Is. No one will be punished based on the results of this process.
H. This process explores the underlying cause of death.

H. Every death teaches a lesson.

*Note: The above-mentioned principles should be followed in every MPDSR
committee meeting.

1.5 Use of this guideline:

This guideline has been liberally adapted from the World Health Organization’s “Maternal
and Perinatal Death Surveillance and Response: Materials to Support Implementation”, 2021.
To include contemporary issues related to maternal and perinatal deaths, this guideline has
been revised to be used by all healthcare workers, healthcare planners, managers, and policy
makers.



1.6 Goals and Objectives:

Goals:

To direct public health activities and monitor their impact to prevent maternal and perinatal
deaths that are preventable and to enhance the quality of health care by obtaining necessary
information on maternal and perinatal deaths from the health facilities and the community.

Objectives:

1. To identify maternal and perinatal deaths in the health facilities and communities and to
collect accurate data on causes of death and services.

2. To analyze the demographic and social aspects of maternal and perinatal deaths by
continuously monitoring the maternal and perinatal mortality rate and identifying the risk
groups.

3. To identify the activities required to reduce maternal and perinatal deaths and provide
recommendations for implementation.

4. To inform the stakeholders about maternal and perinatal deaths and to increase
accountability by raising awareness in the community.

5. To monitor the implementation of the recommendations given by the program and to
ensure that the activities are being carried out by mobilizing the available resources properly.
6. To assist in the Civil Registration and Vital Statistics (CRVS) system by improving the data
related to maternal and perinatal deaths.

7. To give priority and support to the research work related to maternal and perinatal deaths.

1.7 Maternal and perinatal Death Surveillance and Response Summary

MPDSR is a continuous surveillance process that provides accurate, timely, quality and usable
data on the causes of maternal and perinatal deaths and the factors contributing to those
causes. The response is to formulate and implement an appropriate and effective plan based
on the data obtained from the surveillance process. Its main objective is to identify all
maternal deaths in health facilities and community and all perinatal deaths in health facilities,
inform the relevant bodies and review to take effective steps to reduce such deaths in future.
The main steps are as follows.

1.7.1: Notification:

The death of a woman aged 12-55 years in the community due to any cause has to be notified
by the Female Community Health Volunteers (FCHVs) to the nearest health facility, within 24
hours of the death or knowledge of death.

The maternal death in the health facility should be identified immediately and the MPDSR
committee at the health facility should be notified immediately. The health facility should
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notify the concerned local level health department within 24 hours of death or knowledge of
death.

Similarly, if a maternal death occurs at home or on the road, it should be reported to the local
level health facility which will in turn notify the local level health department within 24 hours
of the death being reported.

1.7.2: Screening:

The health facility should immediately identify any maternal death in the health facility and
inform the concerned local level health department within 24 hours of death or knowledge
of death.

Similarly, maternal death at home or on the road, should be reported to the local level health
facility which in turn should notify the local level health department within 24 hours of the
death being reported. To confirm whether the reported death is a probable maternal death,
the nursing staff from the health facility should visit the deceased woman’s home and fill out
a screening form to determine if the reported death is a probable maternal death. There are
four questions in the screening form. If the answer to ANY ONE of the four questions is "YES",
then it could be a maternal death. After filling in the form and making sure that it is a probable
maternal death, a team from the local level should be sent for Verbal Autopsy.

1.7.3: Conduct Verbal Autopsy (VA) and identify the cause of death:

Verbal Autopsy should be done by the local level health department within 30 days of
receiving the information of probable maternal death from the community level health
facility. After VA, the cause of death should be assigned by the trained physician available at
local level / health facility.

1.7.4: Maternal and Perinatal Death Review:

The Local Level Maternal Death Review Committee should immediately identify the possible
medical and other (non-medical) causes of maternal death, evaluate the solution to those
causes, identify the necessary actions and implement them in the community to prevent
similar deaths in future.

Similarly, the Maternal and Perinatal Death Review Committee at health facility should
conduct an evidence-based review of all maternal and perinatal deaths in the health facility.
After the review, online reporting of maternal deaths that occurred in the community and
maternal and perinatal deaths that occurred in the health facilities should be done. The
information should be shared with the Health Office, Province Health Directorate and Family
Welfare Division to move towards minimizing such deaths in future.
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1.7.5: Analysis and Interpretation of results

Necessary actions should be taken based on priority after analyzing and interpreting the data
obtained by reviewing each maternal death and summary of perinatal death once a month,
at the local level / health facility level. The data must then be entered in the MPDSR web-
based system along with the action plans. In addition, the local level, the province, and the
federal level should analyze and interpret the data obtained from the online system and
formulate the possible action plans based on priority.

1.7.6: Response and Monitoring

Based on the recommendations of the MPDSR committee and the results obtained from the
analysis of the information, appropriate response/actions should be identified and
implemented. Response activities may be targeted at a single community or health facility
and may also be related towards inter-sectoral and multi-sectoral stakeholders. To ensure
that the response is implemented as per the plan, continuous monitoring should be done.
Monitoring and evaluation of this program is an ongoing process at every level and is
important to ensure the implementation of the recommendations/actions as well as for the
quality of the program and the completeness of the information.

12



Figure 2: Maternal Death Surveillance and Response Summary
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Figure 3: Perinatal Death Surveillance and Response Summary
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local level on issues that could not be resolved by analyzing the information obtained from the health
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2. MPDSR program implementation at Community level

Maternal death surveillance and response begins at the community level, but perinatal deaths
are reviewed and responded only at the health facility level. MPDSR programs at the local level
should be conducted according to the following steps.

2.1 Notification at Local level:

Death of a woman aged 12-55 years in the community, due to any cause, should be notified
to the nearest health facility at local level by Female Community Health Volunteer (FCHV),
within 24 hours of death or knowledge of death.

The main person responsible for notification of maternal death in the community is the FCHV
assigned to the particular local level. There may be other stakeholders who can be notifiers,
eg: Ward representatives, teachers, social workers, religious leaders, and others.

For notification, MPDSR form no. 1 (Notification form) should be filled and submitted to the
health facility of the concerned local level. The FCHVs can inform the head of the health
facility in the ward concerned or the nursing staff working in the health facility by phone or
by sending a message on the mobile or by sending a written notice, email or by other
electronic means. In addition, the head of the health facility or the MPDSR focal person
should contact the FCHVs during FCHV meetings and other service providers should also
enquire about death of a woman aged 12-55 yrs in their communities during outreach or
vaccination clinics. If any death is identified, then that death must be notified. Even if
information is received later than the stipulated time, notification should be done. Local Level
Health section/division should provide adequate forms to FCHVs.

2.2 Screening:

In the community, if a woman aged 12 and 55 years dies due to any reason, within 24 hours
of receiving the death notice, a service provider goes to the house of the deceased woman
and interviews the person concerned (the person most knowledgeable about the deceased
woman) to identify whether the death is probable maternal death or not. This process is
called screening. For screening of maternal deaths, the nursing staff from the concerned
health facility at the local level should be sent to visit the house of the deceased woman to
fill MPDSR Form No. 2 (Screening Form). The nursing staff will need to ask the following four
guestions to confirm whether it is a probable maternal death.

» Did she (deceased woman) die while pregnant?

» Did she (deceased woman) die during labour (childbirth)?
» Did she (deceased woman) die within 42 days of delivery?
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» Did she (deceased woman) die during abortion or within 42 days of miscarriage or
abortion?

If the answer to any ONE of the above Four questions is "YES" then the death may be maternal
death. The death should be reported by the concerned nursing staff or the head of the health
facility, to the health division/section at local level through the fastest means.

If the answer to all the questions is "NQ" then there is no need for immediate notification to
the health division/section at local level, but the head of the health facility MUST send the
filled screening form (MPDSR form no. 2) along with the monthly report, to the concerned
health division//section at local level. In case of health posts, the procedure mentioned above
will be followed.

2.3 Verbal Autopsy (VA)

During screening from local level health facility, if the information obtained suggests that
death could be a probable maternal death, then oral investigation will be conducted from
local level health division/section, to obtain information on cause of death. This process is
called Verbal Autopsy (VA). Verbal autopsy should be conducted within 30 days of death or

information on death from the community, and the VA form (MPDSR form no. 3) should be
filled. If due to late receipt of information or other reasons, VA could not be conducted within
30 days, then in that case the reason for the delay should be communicated and VA should
be conducted at the earliest.

2.3.1 Responsibility for conducting Verbal Autopsy

The following staff should be deployed to conduct VA:

Local level health division/section head,

Supervisor and PHN / Nursing staff or other service provider or one of the service providers
working in the local level health facility.

A maximum of two employees, a PHN / Nursing staff is mandatory, should be deployed from
the local level health division/section. The team deployed to conduct VA should first contact
the nursing staff working at the health facility in the ward where the maternal death
occurred. After that, the staff assigned for screening should also be taken to the house of
the deceased woman for VA.

2.3.2. Where should VA be done?

Verbal Autopsy interview should be conducted with the person closest to the deceased
woman or with the person present at the time of death. VA should be done in the community
where the woman died.
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Eg:

> |If there is death of a woman who is a resident of MPDSR implementing district:

o If death occurs in the community / road of the same district: The local level should only
conduct VA at the home of the deceased woman.

o If death occurs in MPDSR implementing hospital: The hospital should fill the MDR form
and conduct review and the local level should conduct VA at the home of the deceased
woman.

o If death occurs in MPDSR non-implementing hospital: Local level should only conduct VA
at the home of the deceased woman.

> If there is death of a woman who is a resident of MPDSR non-implementing district:

o If death occurs in another district where MPDSR is implemented (but is not the usual place
of residence of the deceased woman): Not required to conduct VA of the deceased woman.

o If death occurs in MPDSR implementing hospital: The hospital should only fill the MDR
form and conduct review.

» If death of a woman occurs in a place that is not the usual place of residence of the
deceased woman (usual place of residence- resided for 6 months or more), then VA
should be conducted at the usual place of residence of the deceased woman.

» If death of a foreign woman (not a resident of Nepal) occurs in an MPDSR implementing
hospital in Nepal, the hospital should fill the MDR form and conduct the review.

» If death of a woman who is a permanent resident of MPDSR implementing district in Nepal
but her usual place of residence is another country, occurs in an MPDSR non-
implementing district in Nepal, then in such cases the person conducting VA should use
his/her judgement and conduct VA with the person and in the place from where maximum
information can be obtained about the deceased woman. The main purpose of VA should
be kept in mind and interview should be planned according to the situation.

The main purpose of VA is to conduct a detailed investigation into the community factors and
other causes of death. Therefore, VA interview should be done with the person who knows
the deceased woman closely and has a lot of information about her. Also, it should be done
in the place where the deceased woman usually lived (at least 6 months).

While visiting the deceased woman’s place to conduct VA (MPDSR Form No. 3) the details of
the woman’s house: latitude, longitude and elevation should be obtained with the help of
GPS (Global Positioning System) as far as possible. It should be specified in the VA form
(MPDSR form no. 3). Doing so helps to map the deceased woman’s house. Also, in the VA
form, the phone number of the person who was interviewed or any person close to the family,
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should be mentioned. After the VA is completed, the VA team should submit the completed
form to the MPDSR focal person at the local level.

2.4 Cause of death assignment

After the completion of VA interview, the MPDSR focal person has to determine who will
assign the cause of maternal death. To assign the cause of maternal death, one doctor should
be selected based on the following priorities:

1. Physician trained in cause of death assignment, working in the concerned local level

health facility

2. Physician trained in cause of death assignment, working in any health facility of the

concerned district

3. Obstetrician and Gynaecologist working in the concerned district

4. Medical officer working in any health facility in the concerned local level

5. Medical officer working in any health facility in the concerned district

6. Medical officer working in a private health facility in the concerned district

2.5 Formation of MPDSR committee at Local level and its functions, duties and rights

Once the MPDSR program is implemented, the MPDSR committees have to be formed. At
the local level the MPDSR committees are formed at two levels.
(1) at the health facility level (community level) and (2) at the local level.

2.5.1 Formation of MPDSR committee at Local level health facility
1. Chairperson of the Health Institution Operation and

2. Management Committee - Chairperson
3. FCHV Representative (of the ward where the health
facility is located) 1 Member - Member*
4. Principal of the local school or a representative appointed by him/her (of the ward
where the health facility is located) 1 Member - Member*
5. Head of Health Facility - Member
6. Staff Nurse, Midwife or A.N.M. of the health facility,
1 Member - Member Secretary

Invitee members
7. Local level health division / section head or representative

appointed by him/her - 1 person
8. Representatives of organizations working in reproductive

health at the community level - 1 person
* Nominated by the MPDSR Committee
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2.5.2 Functions, duties and rights of the MPDSR committee at the Local level health

1.

w

N o un ok

facility

To ensure notification of every death of women aged 12-55 year that occur in the
community.

To review probable maternal deaths and coordinate with the local level for VA.
To collate the information received from the review and provide necessary
support to the MPDSR committee of the health facility and the district.

To implement the recommendations received to prevent maternal deaths.

To mobilize resources to implement the recommendations.

Follow up on recommendations for implementation.

To spread awareness in the community about the causes of maternal death and
prevention measures.

To give necessary advice and recommendations to the local level regarding the
problems identified during the maternal death review.

If there is no maternal death, the MPDSR committee at the local level health
facility should meet quarterly to discuss the previous action plans and their

progress.

2.5.3 Formation of MPDSR committee at Local |evel
To implement the MPDSR program at the local level (rural/urban municipality, sub-

metropolitan and metropolitan), the health coordinator will have to designate the

person looking after safe motherhood program as the focal person for MPDSR. The

focal person will play a key role in implementing the MPDSR program at the local level.

After the implementation of the program, the following committees should be formed

at the local level.

A) Municipality / Rural Municipality Committee

1. Deputy Mayor / Vice Chair-person - Chairperson
2. Chief Administrative officer - Member
3. Concerned Municipality / Rural Municipality ward chair-person
- Member
4. Women & children’s section representative - Member
5. Health section chief - Member
6. Physician (for cause of death assignment) - Member
7. PHN or Nursing staff working at local level - Member secretary

Invitee members:
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B)

8. Health Office representative - Member
9. Representative of the health facility where
maternal death occurred - Member

Metropolitan / Sub-metropolitan Committee

1. Deputy mayor - Chairperson
2. Chief Administrative officer - Member
3. Health Division chief - Member
4. Women & Children’s section representative - Member
5. Private hospital representative - Member
6. Physician (for cause of death assignment) - member
7. PHN / Nursing staff - Member secretary

Invitee members:

Health Office representative - Member
9. Representative of the health facility where maternal

death occurred - Member
10. Representative from the organisation working in RH - Member

2.5.4 Functions, duties and rights of the MPDSR committee at Local level

1.
2.
3.

10.

11.

12.

To implement the MPDSR program at the local level.

To review maternal deaths at the local level.

To discuss on what could have been done at the local level to prevent maternal
death.

To instruct the local level health facilities on what actions could be taken at the
local level to prevent maternal deaths in the future.

To mobilize additional resources from the program and the local level and decide
what response actions need to be taken.

To follow up on the response actions recommended in the past, whether they
have been carried out or not and provide necessary support.

To direct the committee at health facility to carry out necessary programs to
prevent maternal deaths and to mobilize resources.

To provide support to the concerned health facility for quality health services.

To coordinate with education, women and children, transportation, infrastructure
development, communication, police army, etc. for multi-sectoral response on
maternal death.

To advocate for inclusion of MPDSR activities in local level review and planning
programs.

To review whether the recommendations from previous MPDSR committee
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meetings have been implemented.

13. To ensure maternal death reporting from local level and health facilities.

14. To facilitate the use of the budget allocated for MPDSR at local level and
health facility level.

15. If there is no maternal death, the local level MPDSR committee should meet
quarterly to discuss the previous action plans and their progress.

2.6 Maternal Death Response at Local level

In case of maternal death in the community, after conducting VA, the MPDSR committee at

local level should meet for review. The current situation should be reviewed, and the cause

of death should be identified in three delay model. The community health facility should focus

more on the first and second delays, and the Birthing Centers should focus more on the third

delay also and prepare the necessary response / action plan.

Short Term Response:

K/
£ %4

X/
L X4

Present and discuss the issues of maternal death in appropriate groups or with
stakeholders / partners like: Health mother’s group.

Ensure the quality of services provided during pregnancy, delivery, and postpartum
periods (including Lab tests).

Make arrangement to operate various types of funds in case of emergency such as:
Female Community Health Volunteer’s (FCHV) fund, EOC fund, referral fund or any other
fund.

Take initiative to improve the referral system.

Raise public awareness in the community regarding the factors that increase the risk of
maternal death.

Manage the working hours of the service providers and arrange the opening hours of the
health facilities and arrange for accommodation in the maternity centers.

Make arrangement to ensure adequate supply of essential medicines and equipment in
the health facilities and ensure the availability of a minimum (buffer) stock of emergency
medicines in the maternity centers.

Make necessary arrangements for infection prevention and ensure that health services
are provided in accordance with the prescribed criteria.

Mid Term Response:

R/
A X4

*

In the review meetings of FCHVs, discuss the achievements on maternal deaths and
spread the necessary public awareness.

In the review meetings of the health facilities, discuss on the findings obtained from the
maternal death review and formulate appropriate action plans.
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< Implement the recommendations received from the health office, Province and Centre.
«» Conduct various health promotion activities such as: training, street drama, cultural
programs in local language.

Long Term Response:

% Present the facts or information obtained from the Maternal Death Review to the civil
society, reputed persons or bodies that can have an impact on maternal death.

¢+ Advocate on the issue of maternal death in the village and city councils and facilitates the
implementation of activities from the councils.

% Include MPDSR in the annual programs, reviews, and reports at the local level.

* Prepare annual budget and plan based on the data obtained.

% Increase the capacity of service providers.

2.7 Online entry at Local level

Health Division / section chief or Statistics officer must enter the following forms in the
MPDSR Web Based System: Notification Form, Screening Form, VA Form, Maternal Death
Cause of Death Assignment Form and Action Plans. After online entry, the hard copies of all
the forms should be kept safely at the local level. Contact the MPDSR Focal Point (Family
Welfare Division) at the center for the Username and password, that are required for online
entry. Detailed information on online entry is available in the web-based guideline.

2.8 Data Analysis at Local level

At the local level, reports can be generated online from the data that has been entered. The
report can help to identify what needs to be done for to make improvements at the local
level. The MPDSR focal person at the local level can identify the program shortcoming from
the report and provide recommendations for improvement in the future. The local level can
also identify the status of various indicators based on the number of maternal deaths in its
health facilities, identify and analyze the causes of death and present it in the stakeholders'
forum. The facts that need to be analyzed and presented are as follows:
+»* Generate explanatory tables, charts, and graphs on maternal and perinatal deaths on
a monthly / quarterly / annual basis.
++ Identify the numerator and denominator of the indicators.
+» Explain the trend of indicators and their current status.

X/

% Submit the report to MPDSR committee at local level.
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2.9 Monitoring and Follow-up at Local level

At the local level, the MPDSR focal person should monitor and follow-up to ensure that the
immediate, periodic, and annual responses recommended by the committee are being
implemented and should report to the committee.

3. MPDSR program implementation at District level (Health Office)

The main responsibility of Health office at District level will be to provide technical assistance,
coordination and monitoring to the MPDSR program at local level and in the health facilities under
its jurisdiction.

The Health Office will have to conduct MPDSR program in the following stages:

3.1 Coordination from District MPDSR committee (Health Office) in implementing MPDSR
program at Local level

In case of death of a woman aged 12 to 55 years at the community, the health office should
coordinate with the local level and provide technical support to ensure that FCHVs notify the
death to the concerned health facility, following which screening should be done by health
worker and VA conducted from local level. The health office also needs to assist the local level
in ensuring that all concerned local levels have informed the deaths of women aged 12-55
years, screened those cases, conducted VA and reviewed and responded to maternal deaths.
To determine the cause of maternal death at the local level, a trained physician is required.
However, since in most of the local levels, trained doctors are not available, the health office
should coordinate to identify trained doctors within the district to assign the cause of death
at the local level. In addition, if there are no trained physicians (not even ONE) available in
the districts where the program has been implemented, the health office should coordinate
with the province and central level to provide cause of death assignment training to a
physician working in the district, where the MPDSR program has been implemented.

3.2 Coordination from District MPDSR committee (Health Office) in implementing MPDSR
program at Health facilities

The Health Office should provide technical assistance to all public and private health facilities
implementing MPDSR program. At the health facility level, the focal person from health office
should participate in MPDSR committee meetings and play a coordinating role to connect
health facilities, local levels and province.

If there is a maternal death in a health facility in the district where health office is situated,
then that information should be communicated by the health office to the local level for VA.
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3.3 Formation of MPDSR Committee in District (Health Office) and its functions, duties and
rights

At the district level, the MPDSR Committee should be formed as follows:

A. District Coordination Committee, Head - Chairperson
B. Focal person from District Coordination Committee - Member
C. P.H.N. or Safe Motherhood focal person - Member
D. Physician working in government or private hospital * - Member
E. Health Office / Health Service Office, Head - Member Secretary

Invitee Members:
F. Reproductive Health Coordinating Committee, 1 member - Member
* To be selected by the committee

3.4 Functions, duties and rights of the MPDSR committee at District (Health Office)

A. To facilitate VA and review of maternal deaths at local level in the district

B. To facilitate the local level in conducting capacity building activities

C. To facilitate data management

D. To facilitate MPDSR planning

E. To manage and monitor the resources

F. To support the concerned local level to provide quality health services

G. To coordinate with stakeholders.

H. To implement issues that cannot be resolved at the local level and need to be facilitated
at the district level (such as referral mechanism, inter-agency coordination, onsite coaching).
I. To assist health facilities in reviewing maternal and perinatal deaths, receiving
recommendations, and implementing them.

J. To advocate for reduction of maternal and perinatal death.

3.5 Data Analysis and management at District (Health Office)

The PHN and the Statistics Officer / Assistant at the Health Office should monitor to ensure
that all the data entered in the web-based system, by the health facilities and local levels
under the jurisdiction of the district, are complete and accurate. If it is found that the data
have not been entered from any local level or health facility, the health office should request
them to enter the data as well as provide necessary support.

The data obtained online should be analyzed by the Statistics Officer and the Public Health
Nurse. Status of maternal and perinatal deaths, causes of death, three delays, efforts to
reduce mortality, and mitigation measures to prevent deaths in the future should be analyzed
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and presented in the health office review meetings, stakeholder’'s meetings and planning
meetings.

In the health office, the public health nurse should analyze the status of the program and
form a committee as specified in the guideline. The health office should also prepare the
issues and action plans prepared by the health facilities and local level to prevent future
deaths and facilitate in taking necessary decisions from the committee.

3.6 Maternal Death Response at District (Health Office)

Short Term Response:

- Discuss the three delays and help to decide the strategies.

- Coordinate with various stakeholders for technical and financial assistance and
assistance for equipment.

- Provide necessary support to the MPDSR committee at the local level.

- Provide necessary assistance to the MPDSR committee at the health facility and assist
in distribution of budget.

- Assist in conducting other activities as required.

Mid Term Response:

- Present the information obtained from the review to various groups and stakeholders
such as: Reproductive Health Coordinating Committee and other review meetings.

- Monitor and supervise the health facilities / maternity centers.

- Discuss the findings from the death review meetings and formulate necessary action
plans.

- Implement the recommendations and feedback received from the higher-level
bodies.

- Include necessary programs for prevention of maternal and perinatal deaths in
periodic plans.

- Conduct various promotional activities in the community in local language, as much
as possible: training, street drama, local cultural programs, etc.

Long Term Response:

- Present the information and issues of maternal and perinatal deaths in the review
meetings at local level, health office and province level.

- Plan and implement programs in collaboration with Health Office Coordination
Committee and other stakeholders as required.

- Conduct facilitation and monitoring activities as required.
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4. MPDSR program implementation at Health facilities

In the health facilities where the MPDSR program has been implemented, the program should be
conducted according to the following steps:

4.1 Maternal death notification in Health facilities and filling the forms

In case of maternal death in the health facility, the on-duty physician or nursing staff should
fill up the MPDSR form number 4 (MDR form) within 24 hours of death. The maternity ward
incharge or the medical superintendent/hospital director should be notified to conduct the
MPDSR committee review meeting within 72 hours of death. In the case of perinatal death,
the on-duty physician or nursing staff must complete the PDR form (form number 5) within
72 hours of death.

In case of maternal death, if the deceased woman resides in the district where the hospital is
located, the health office in the concerned district or the local level should be notified within
24 hours of death. If the deceased woman is from another district, the health office of the
concerned district or local level should be notified within 24 hours of death.

After receiving the information, the local level should be asked to inform the FCHV to notify
the death from the community and the process of VA should be taken forward.

4.2 Maternal death review in health facilities

In case of maternal death in the health facility, the facility level MPDSR committee should
meet within 72 hours of death and in case of perinatal death, the committee should meet
once a month. Both the meetings can be held at the same time, jointly. The committee should
be formed to review maternal and perinatal deaths in the health facilities as follows.

4.3 Formation of MPDSR Committee in Health Facilities and its functions, duties and rights

Health facilities include all levels of government and community, private, teaching hospitals,
non-governmental hospitals, mission hospitals, nursing homes, etc. After conducting a clinical
audit of the death in the hospital, if the deceased woman is a resident of MPDSR
implementing district, then for further detailed investigation, trained personnel from local
level should visit the household of the deceased woman and conduct Verbal Autopsy.
According to the availability of various service providers working in the hospital, the MPDSR
committee should be formed as follows:

Health Facilities WITH different departments like Obstetrics and Gynecology, Pediatrics

A. Chairperson of the Hospital Management Committee - Patron
B. Medical Superintendent / Hospital Director - Chairperson
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C. Head of Gynecology and Obstetrics Department - Member

D. Head of Pediatrics Department - Member
E. Pediatric Ward / NICU Nursing In-Charge - Member
F. Nursing Incharge (Matron) - Member
G. Health section chief of the local level where the health facility

is located (In case of private hospital / medical college) - Member
H. PHN / Safe Motherhood (SM) Focal Person from

Health Office - Member
|. Medical Recorder - Member
J. Maternity Ward / Labor Room Nursing Incharge - Member Secretary

K. Invitee members *

Health Facilities WITHOUT different departments like Obstetrics and Gynecology, Pediatrics

A. Chairperson of the Hospital Management Committee - Patron

B. Medical Superintendent / Hospital Director - Chairperson
C. Obstetrician and Gynecologist / MD GP Physician - Member

D. Pediatrician - Member

E. Health section chief of the local level where the health facility is located

(In case of private hospital - Member
F. PHN / Safe Motherhood (SM) focal person from Health Office - Member
G. Medical Recorder - Member
H. Head of Nursing (Matron) - Member Secretary

[. Invitee members *

* As specified by the committee, the following can be invited as invitee members as required
in the committee meeting: MPDSR focal person from the province health directorate / local
level health section, concerned personnel involved in the medical management of the
deceased woman, doctors or nurses involved in the treatment of the deceased woman.

4.4 Functions, duties and rights of the MPDSR committee at Health facilities

A. To review maternal and perinatal deaths in health facilities.

B. To ensure that all maternal deaths have been notified and properly reviewed.

C. To ensure proper management of maternal and perinatal mortality data.

D. To provide necessary support to the health facility team by summarizing the results
obtained.

E. To coordinate with the MPDSR committee at the province, district (health office)
and local level as per the need based on the review.
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F. To make action plans to implement the recommendations and mobilize the
resources.
G. To follow up continuously to ensure implementation of action plan.
H. To present the facts and recommendations obtained from the review to the
province, health office and central level.
|. To cooperate and coordinate with various stakeholders to enhance the quality of
service in the health facilities.
J. To present the data and facts on MPDSR in annual reviews.
K. To review the MPDSR program in the annual and other review programs.
L. To make action plans following review, implement them, and follow up regularly.
M. To notify the concerned body about maternal death.
N. To review in each committee meeting, whether the recommendations from the
previous meetings have been implemented.
O. To provide computers and laptops as required, to ease the online entry of
information and prepare response plans and give the responsibility for improving
the quality.

4.5 Process of conducting a Maternal death review in health facilities

The responsibility for conducting the maternal and perinatal death review committee
meeting in the health facility will be of the Member Secretary or the person appointed by the
Chairperson of the MPDSR Committee.

4.5.1 Maternal death review process in Health facilities

In case of maternal death in the health facility, the person responsible should convene
a meeting within 72 hours of death. In each meeting, the person responsible should
ensure that MPDSR Form number 4 (MDR form) is filled and discuss the details as
mentioned in the form, make action plans and coordinate with the concerned
stakeholders. After filling the maternal death review form, it should be reviewed by
the committee and kept in the concerned health facility, while the details should be
entered online in the web-based system. Also, the information regarding maternal
death should be shared with the concerned health office or local level in the district
where the deceased woman was a resident. It could be the district where the health
facility is located or another district which was the place of residence of the deceased
woman. If necessary, assistance should be provided to the local level MPDSR
committee for maternal and perinatal death review, and necessary advice and
recommendations should also be provided.

4.5.2 Perinatal death review process in Health facilities
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In the case of perinatal death, for infants who have died at 28 weeks of gestation or
later, or who have died within seven days of birth, the Member Secretary must
convene a meeting on a specific day each month. Even if there are no deaths, meeting
should be held each month. At each meeting, the Member Secretary should present
the Maternal death review form (Form number 4) and perinatal death review
summary form (form number 6). The details in the form should be discussed, actions
planned and coordinated with the concerned stakeholders. The forms should be
reviewed and kept in the concerned health facility. The Perinatal Death Summary
Form should be entered online in the web-based system by the Medical Recorder.

Figure 4: Maternal and perinatal death review and response flow
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4.6 Online data entry in Health Facilities

After the MPDSR committee meeting at health facility, arrangement should be made to enter
the Maternal Death Review Form (MPDSR Form No. 4) and Perinatal Death Review Summary
Form (MPDSR Form No. 6) in the online web-based system. The medical recorder is
responsible for this task.

4.7 Data analysis in Health Facilities

After the MPDSR forms have been filled, they must be entered online in the software
specified by Family Welfare Division. Health facilities should review and analyze the maternal
and perinatal deaths. The data uploaded online by the health facilities can be downloaded
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and report can be prepared from that data. The report can help the health facilities to identify
gaps on what needs to be done. The staff at the health facility can
provide recommendations for improvement in the future, based on the issues identified in
the report.
Based on the number of deaths at the health facility, they can identify the status of various
indicators and assign the cause of death.
The hospital should analyze the following statistics on maternal and perinatal deaths on
monthly / quarterly / annual basis and present them in the stakeholders' forum.
*»* Prepare explanatory tables, charts and graphs on maternal and perinatal deaths on a
monthly / quarterly / annual basis.

X/

% ldentify the numerators and denominators of the indicators.

% Explain the current status and the trend of indicators.
% Submit the report to the MPDSR committee at the health facility.

4.8 Maternal and Perinatal death response in Health Facilities

The MPDSR committee at health facility should review any maternal death within 72 hours
of death and perinatal death summary once in a month.

Short Term Response:

- Discuss the maternal and perinatal death issues in the MPDSR committee and staff
meetings.

- Improve the quality of health care.

- Make arrangement to use the hospital funds in case of emergency and if there is no
fund, arrange for the establishment of emergency fund.

- Make arrangement to be prepared to receive referred cases and prepare to refer
cases only after initiating life- saving interventions.

- Raise public awareness in the community about factors that increase the risk
of maternal death through Outreach clinic, outreach services and IPD services.

- Manage the duty time of service providers and arrange for regular opening hours of
the health facility.

- Ensure adequate supply of necessary medicines and equipment in the health facility.

- Make necessary arrangement for infection prevention and ensure that health care
is provided in accordance with the prescribed criteria.

Mid Term Response:

- Discuss the achievements of the maternal and perinatal death reviews in the periodic
meetings of the health facility.

- Discuss the achievements of the reviews in the stakeholders’ and partners’ meetings.

- Implement programs for improvement, based on the feedback and
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Recommendations received from the province and central levels.

- Include improvement works in the action plan of the health facility to prevent
maternal and perinatal deaths.

- Carry out other tasks as required.

Long Term Response:

- Discuss the facts and information obtained from maternal and perinatal death review
with government and other bodies.

- Advocate for the prevention of maternal and perinatal deaths.

- Make public the facts, issues and corrective actions related to maternal and perinatal
death in various health related review meetings.

- Carry out other tasks as required.

4.9 Monitoring and follow-up in Health Facilities

The member secretary of the MPDSR committee is responsible for the following tasks:

- to ensure implementation of action plans as per recommendations

- to ensure whether expected outcomes have been achieved after implementing the
changes

- to ensure whether correspondence and coordination has been done with other
organisations /agencies on subjects that need to be coordinated.

- regular monitoring and follow up

- inform the medical superintendent / hospital director and review the progress during
the meetings

5. MPDSR program implementation at Province level
The responsibility of conducting the MPDSR program at provinces will be with the Provincial
Health Directorate (PHD). The Community Nursing Officer in the Health Directorate should act as

the focal person for this program. At the province level, work should be done under the
coordination and direction of the Ministry of Social Development.

5.1 Formation of MPDSR Committee at Province level

A. Province Health Director - Chairperson
B. Head of Health Division, Ministry of Social Development - Member
C. Statistics Officer - Member
D. Province Hospital Head or Representative - Member
E. Public Health Officer / Senior Public Health Officer - Member
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F. Gynecologist / M. D. GP. * - Member

G. Pediatrician * - Member

H. Community Nursing Officer / Administrator - Member Secretary
l. Invitee members can be appointed by the chairperson of the committee as required.

* Gynecologist and Pediatrician / M. D. GP should be doctors working in government health

facilities as far as possible, if they are not available then they can be from private health

facilities.

5.2 Functions, duties and rights of the MPDSR committee at Province level

To maintain uniformity in the review of maternal and perinatal deaths in health offices, local

level and hospitals within the province, following should be done:
A.

To decide the programs and budget for expansion and implementation of MPDSR program
at the province.

To provide necessary resources to enhance the quality of health facilities and coordinate
for necessary improvements.

To ensure the implementation of maternal and perinatal death review process at different
levels of health facilities.

To provide training on MPDSR system and verbal autopsy to the health office, local level
and health facilities as per the need and facilitate in assigning the cause of death.

To monitor and support the work of health office, health facilities and local level on a
regular basis.

To monitor, evaluate, verify, approve and review the data entered online by local levels
and health facilities, on a regular basis.

. To review the verbal autopsies and recommendations in coordination with the local level,

health facilities and health office.

. To facilitate and coordinate the implementation of the recommendations provided by the

local level and health facilities to reduce maternal and perinatal deaths.

To forward the recommendations received from the local level and health office to the
central level for necessary assistance and policy reform.

To prepare annual action plan and report based on MPDSR data.

5.3 Response activities at Province level

The province government with approval of the MPDSR committee at the province should

decide and implement the activities and budget as per the need to reduce maternal and

perinatal deaths within the province.
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To include these activities in the annual policy and program, the Health Directorate will have
to send the plan of the programs to the Ministry of Social Development and coordinate with
the health facilities, health offices and local levels to implement the programs. Necessary
advice and recommendations regarding the activities related to this program that have to be
conducted by the central level, should be provided by the province.

5.4 Data analysis and management at Province level

At the province level, the Community Nursing Officer and the Statistics Officer should
regularly assess the completeness and quality of data, verify and approve the details entered
online in the MPDSR web page from all the local levels and health facilities within their
jurisdiction. Also, if it is found that the details of maternal and perinatal deaths have not been
entered online from any local level or health facility, then the province level will also have to
notify them for the online entry. In the review and planning meetings conducted at the
province, the Statistics Officer and the Community Nursing Officer will have to make
presentations on maternal and perinatal deaths, causes of death, three delays, actions taken
to reduce deaths and activities to be done from the province level to prevent similar deaths
in future. They are also responsible to conduct the review.

At the province, the Statistics Officer and the Community Nursing Officer should analyze the
status of the program and form a committee as specified in the guideline. The issues from
local levels and health facilities, the actions that must be taken from province level to prevent
maternal and perinatal deaths should be decided and approved by the committee.

5.5 Monitoring, evaluation and follow-up at Province level

The province should monitor and follow up on the activities decided to be carried out by the
central level, province, and local levels on a regular basis. Similarly, the local levels and the
health facilities, should regularly monitoring and follow-up to ensure regular implementation
of the program, regular and timely review of maternal and perinatal deaths and entry of
accurate and complete data in the online web-based system.

6. MPDSR program implementation at Federal level

The secretariat of the MPDSR committee will be based in the Maternal and Newborn Health
(MNH) Section under the Family Welfare Division (FWD) and will be responsible for conducting
necessary activities for monitoring, review and response of maternal and perinatal deaths in the
country.
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6.1 Formation of MPDSR Committee at Federal level

1. Director General, Department of Health Services - Chairperson
2. Director, Family Welfare Division - Member
3. Health Management Information System, Section Chief,

Management Division - Member
4. Chief of Child Health and Immunization Section - Member
5. NESOG Representative - Member
6. PESON or NEPAS Representative - Member
7. Quality, Standards and Regulation Division, Ministry of Health

and Population Representative - Member
8. Representative of Private Health Institution Organization - Member
9. Chief of Maternal and Newborn Section - Member Secretary

10. Other invitee members *

* Will be as specified by the committee.

6.2 Functions, duties, and rights of the MPDSR committee at Federal level

A.

To expand the MPDSR system and prepare action plans and programs for the

same.

To conduct maternal and perinatal death monitoring and response activities in the
country.

To monitor, supervise and follow up on implementation of MPDSR system on a

regular basis.

To present the results and progress of MPDSR system to various agencies.

To identify health facilities and geographical areas where maternal and perinatal deaths
have occurred and analyze the recommendations received.

To provide necessary technical assistance, directed towards issues related to maternal
and perinatal death, in the basic training of health workers.

To provide necessary assistance for capacity building and implementation of

MPDSR.

. Toinclude MPDSR related statistics in the Annual Report of the Department of

Health Services.

To monitor and follow up the implementation of MPDSR program at local level,
Health facilities, province and health offices on a regular basis.

To verify the timeliness and completeness of data received from local level, district,
province and health facilities on a regular basis and provide support.

To analyze data from the MPDSR program, prepare annual report and action plans
based on the information obtained from the analysis and include it in policy plan.
To ensure that meetings of the National MPDSR Committee are held once in 6
months as far as possible, if not possible then at least once a year.
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6.3 Technical Working Group (TWG) members at Federal level

The TWG will be at the Federal (Central) level, headed by the Director of Family Welfare
Division. The technical working group will have the following officials.

A. Director General, Department of Health Services - Guardian
B. Director, Family Welfare Division - Chairperson
C. Health Management Information System, Management Division,
Section Chief - Member
D. Maternal and Newborn Section, Section Chief - Member
E. Child Health and Immunization Section, Section Chief - Member

F. Paropakar Maternity and Women’s Hospital, Obstetrician

And Gynecologist - Member
G. Paropakar Maternity and Women’s Hospital, Pediatrician - Member
H. NESOG Representative - Member
[. PESON or NEPAS Representative - Member
J. Quality, Standards and Regulation Division, Ministry of Health

and Population Representative - Member
K. Representative of Private Health Institution Organization - Member
L. Invitee members as specified by the committee - Member

6.4 Functions, duties, and rights of the TWG at Federal level

A. To provide recommendations for conducting and expanding activities related to MPDSR
in the country.

B. To discuss the recommendations provided by all levels upto the local level for reducing
maternal and perinatal deaths and the status of implementation of those
recommendations.

C. To change/modify policies as per the need and recommendations received from the
reviews.

D. To make recommendations in the annual action plan and policies based on the
analysis of data received from local level and health facilities.

E. To review the MPDSR report.

6.5 Response activities at Federal level

The Federal MPDSR committee should review maternal and perinatal deaths and prevention
programs implemented by local health facilities, local level, health facilities, health offices
and the province and respond as required, e.g.:
1. Implement the recommendations provided by MPDSR committees at various

levels.
2. Take initiative to give continuity by allocating resources (such as human
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resources, financial resources, tools and institutional development).

3. Review maternal and perinatal deaths at national level and take initiative to reduce

deaths using appropriate technology.

4. Coordinate and cooperate with the concerned ministries and stakeholders on a

regular basis.

5. Include programs to reduce maternal and perinatal deaths in periodic plans.

6. Prepare and implement programs in line with national and international

commitments.

7. Regular communication with the officials responsible for making decisions, to bring

necessary improvements in maternal and newborn health.

8. To give priority to necessary study and research in the field of maternal and child

health, and to coordinate with concerned agencies for the same.

6.6 Flow of information on review findings, recommendations, and feedback at Federal

(National) level

The findings of each maternal and perinatal death review should be discussed and

made public regularly at the relevant level.

Figure 5: MPDSR information flow
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There are different ways of publicizing the findings and the method of publicity may vary
according to the target group concerned. Findings should be shared in a language that the target
audience can understand. While presenting the findings of the review, the message should be
conveyed in terms of reforms that are possible at that level. The most commonly used methods

of publicity are as follows:
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- Annual report

- Web site

- Presentation

- Documentary

- Print and electronic media

- Conference

- Journals and other publications

6.7 Monitoring and evaluation of MPDSR system at Federal level

It is important to ensure that every level of the MPDSR system is functioning properly. After
that, continuous monitoring, evaluation and supervision should be done to strengthen the
system over time. In addition, to investigate the areas covered by the system, it is necessary
to monitor, evaluate and supervise the timely flow of information. Monitoring from the
centre, province, and local levels can contribute to the improvement of the MPDSR system.
The program will be monitored through indicators determined by the National MPDSR
committee and those indicators should be measured annually.

Although the measurement of monitoring indicators reflects the evolution of the system, it
is sometimes necessary to make a detailed assessment along with it. Detailed evaluation is
required, especially in the following cases:

1) If the indicator measured shows that the expected target is not achieved

2) If there is no reduction in maternal and perinatal deaths

If the death rate is not reduced, then it is understood that the program is not working
properly, because the main purpose of the MPDSR system is to reduce maternal and perinatal
death. Therefore, it is necessary to make a detailed assessment from the local level, province
and centre to identify the reasons for sub-optimal implementation of the program. However,
the quality of information in the MPDSR system should be periodically evaluated as much as
possible. At the same time, the acceptability of the system, the quality of data and
sustainability should be constantly evaluated.

Efficiency:

The efficiency of the system can be assessed on the basis of whether there is any obstacle in
the implementation of some important steps of MPDSR system such as: identification,
notification, review, analysis, reporting and response of maternal and perinatal death. The
use of computers in information systems and data management helps to increase the
efficiency of the system, but it requires trained human resource. As far as possible, it is very
important to have an electronic system from the federal to the local level.
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Effectiveness:

Evaluating the effectiveness of the MPDSR system can be done by studying whether the
recommendations provided at various levels have been implemented or not and if
implemented the expected results have been achieved. If the targets have not been achieved,
the specific reason for it can be identified. The methods of such assessment depend on the
current situation of the community and the health facilities. Evaluating the effectiveness
begins with the findings, recommendations, and implementation of maternal and perinatal
death reviews. In order to measure the effectiveness of this system, it is necessary to identify
the reasons for non-implementation and evaluate whether the expected achievements have
been achieved.

6.8 Supervision

To ensure that the MPDSR is being implemented properly, the federal, state and local levels

need to carry out intensive collaborative supervision of the respective bodies under their

jurisdiction.

* There should be annual supervision of health facilities at the federal, state and local levels.

* Supervision of local level, health facilities should be done bi-annually from the province.

e Supervision should always be helpful, not finding fault.

e After the supervision, the supervisor should provide necessary assistance and
recommendations to the concerned body and submit the check list used in the supervision
to the concerned office head and also submit the report to higher authorities.

Figure 6: Institutional Structure for Supervision
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7. Confidentiality

All maternal and perinatal information will be kept confidential. Only collected information
without revealing anyone's identity will be made public. If information of a particular event
(death) has to be made public, the identity of the person will be kept secret and only other
information will be made public. Apart from this, the identity of the person giving the information,
the review team and the health worker who will be with the deceased at the time of death will
also be kept confidential. The information of any deceased will be used only for maternal and
perinatal death review and oral examination.
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Annex 1.

Glossary
The following are the definitions of maternal and perinatal deaths according to the International

Classification of Diseases (ICD-10) and WHO.

Pregnancy Related Deaths: The death of a woman during pregnancy or within 42 days of termination of
pregnancy due to any cause. It includes accidental or intentional deaths.

Maternal Death: The death of a woman during pregnancy or within 42 days of termination of pregnancy
any cause related to or aggravated by the pregnancy or its management, irrespective of the duration and
site of the pregnancy, but not due to accidental or incidental causes.

Direct Maternal Death: Death of a woman during pregnancy or childbirth or within 42 days of termination
of pregnancy (Pregnancy, labor and puerperium) due to pregnancy or obstetric or postpartum
complications or due to incorrect treatment/interventions, omissions or conditions arising from those
conditions.

Indirect Maternal Death: Death of a woman resulting from previously existing diseases, or from diseases
that developed during pregnancy and that were not due to direct obstetric causes but aggravated by
physiological effects of pregnancy.

Fortuitous or incidental death: Death of a woman due to any event other than pregnancy or obstetric
causes.

Perinatal death: The death of a fetus from 28 weeks of gestation (OR weighing at least 1000 grams OR
Length atleast 35 cms) to first 7 days of life (early neonatal period) (ICD-10). This includes the newborn
baby who died at birth (Stillbirth) or died within seven days of birth (Early Neonatal Death).

Stillbirth: A baby born with no signs of life at the time of birth, with 28 or more weeks of gestation OR
weighing more than or equal to 1000 gms or length more than or equal to 35 cms. (ICD-10)

Early neonatal deaths: Death of an infant during the first week of life (first 7 days).

Relevant body: Maternal death in the hospital should be reported to the relevant body within 24 hours
of death. Relevant body means the level of health institution to whom to inform.

E.g.

- For Maternal deaths in local level health facilities: Inform the local level
- For Maternal deaths in provincial hospitals: Report to the provincial health directorate
- For Maternal Deaths in Federal Hospitals: Report to the Family Welfare Division

Health Institutions: Health Institutions include government or government owned hospitals, teaching
hospitals, primary health centers and health posts providing safe delivery services, community hospitals,
mission hospitals providing safe delivery services recognized by the Government of Nepal and Private
and non-governmental organizations and maternity centers. The newborn infant care program should
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be understood as a free neonatal treatment service provided by government hospitals and community
hospitals where the program is implemented.

Health Institution Operation and Management Committee: Health Institution Operation and
Management Committee means the Health Institution Management Committee or Hospital
Management Committee in health facilities, under the Government of Nepal, constituted in accordance
with the law of the Government of Nepal. In the case of private and non-governmental organizations, it
is the Board of Directors constituted by the statutory process of such organizations.

Ministry: Ministry means the Ministry of Health and Population.

Hospital / Health facility: Hospital means a health facility under the government of Nepal, province
government and local government, primary health center and health post providing free neonatal
treatment program, community hospital providing free neonatal treatment service recognized by the
government of Nepal.

Government of Nepal: Government of Nepal means the Ministry of Health and Population.

Local level: Local level means rural municipality, urban municipality, sub-metropolitan or metropolitan.

Committee: In the case of health facilities under the Government of Nepal, it means the Health Institution
Management Committee or Hospital Management Committee constituted in accordance with the law of
the Government of Nepal. The term also refers to the Board of Directors constituted by the statutory
process of private and non-governmental organizations.
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Annex 2.

Notification Form
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Annex 3.

Screening Form

MPDSR Tool 2
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Annex 4.

Verbal Autopsy Form
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MATERNAL DEATH CAUSE OF DEATH ASSIGNMENT FORM
(Use ICD-MM to classify Maternal Deaths)

A. Case Summary:

District

Case Number

Name of the
deceased

Age (Completed years)

Case narrative: [Gravida, Parity, ANC/Intra/PNC history, sequence of events, treatment, time line of events]

History of illness before death

Positive symptoms

Contributing factors (delays)

First delay Second delay

Third delay

Cause of Death Assignment

Approximate

Interval
Part |
Between
Onset & Death
Disease or condition directly leading to | a)
the death* (due to or as a consequence of)
Antecedent causes (Morbid conditions, | b)
if any, giving rise to the above cause, (due to or as a consequence of)
stating underlying condition last) c)
(due to or as a consequence of)
d)

(due to or as a consequence of)

Part Il

Other significant conditions (morbid conditions
contributing to death, but not related to the disease

or conditions causing it)

* This does NOT mean the mode of dying, e.g., heart failure, respiratory failure; it means the disease, injury or

complication that caused death.

Information about cause of death assignment (v )

Certaint of | 1. . 4, Insufficient  to
Diagnosiys [High] 2. Medium] 3. [Low] Code][

Insufficient information: What other information should

have been gathered?

Name of the reviewer who assigned the Contact No.

cause of death

Date of review Start time Finish time
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The woman was: v

[] pregnant at the time of death
[]in labour at the time of death

[] had delivered within 42 days, at the time of death

[ ] had an abortion within 42 days, at the time of death
ICD MM Classification (Groups 1-9):

ACTION PLAN (To be decided by the MPDSR Committee)

Avoidable factors identified Action to be taken for the Responsible Timeline for the To be Remarks
during review avoidable factors person/ Dept/ action to be completed | monitored by
Org
Committee members:
SN Name Designation Institution/ Dept Phone Signature
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MPDR Forms

Government of Nepal
Ministry of Health and Population
Department of Health Services
Family Welfare Division

Teku, Kathmandu

Annex 5.

MPDSR Tool 4

CONFIDENTIAL
This form will be kept
confidential and used
only for quality of care
improvement and

statistical purposes and
not for medicolegal
purposes

Maternal Death Review Form

Maternal death includes death of a woman while pregnant or within 42 days of termination of
pregnancy, regardless of the site or duration of pregnancy, from any cause related to or
aggravated by pregnancy or its management, but not from accidental or incidental causes (WHO
ICD-10). However, MPDSR should include review of all pregnancy related deaths.

The maternal death review process is an in-depth investigation of the causes of and
circumstances surrounding maternal deaths occurring at health facilities with the objective

of identifying avoidable factors and utilizing the information for improving quality of care

at the facility, and policy and programme reform.

Sections 1-7 should be completed within 24 hours of a maternal death by the attending medical
officer/nursing staff in consultation with staff that had contact with the deceased. All available
records related to the deceased should be reviewed. The death should be notified to local level /
Health Office / Province / Centre (FWD) via phone, email, etc. within 24 hours of occurrence with
name, age and current address of the deceased.

Sections 1-7 should be reviewed within 72 hours by a hospital Maternal Death Review
Commiittee. After discussion, the committee should review section 7 and complete Section
8. The completed forms should be made accessible to Family Welfare Division through web entry.

SECTION 1: DETAILS OF DECEASED WOMAN

101 | Full name: 101 a. Hospital ID: | | | | | | | | | |
Emri%mmmmmmm L0<|al {eveﬁ Ii Years
103 | Current address:
District: | | | Local level: | | | |
Ward number: |:I:| Contact number: | | | | | | | | | | |
104 | Ethnicity: Code: (Refer to Annex for Ethnicity code)
(Write ‘98’ if ‘Don’t know’)
105 | Gravida |:I:|
106 | Parity | | |
107 | Date of death (Nepali date) | | | | | | | | | | |
Day Month Year




108 | Time of death (12 hour form) |_|_|:—|_|_|4M / PM
Hour Minute
109 | Period of death Antenatal period (Skip section 4) 1
Intrapartum period (during labor) 2
Postpartum period upto 24 hours after delivery 3
Postpartum period 24 to 48 hours after delivery 4
Postpartum period after 48 hours of delivery 5
Abortion related (< 28 weeks of pregnancy) 6
110 | Was the patient BROUGHT DEAD to this facility Yes 1
No 2
SECTION 2: ADMISSION RELATED INFORMATION (AT INSTITUTION WHERE DEATH OCCURRED)
201 Date of admission to this facility (Nepali date) | | | | | | | | | | |
Day Month Year
202 Time of admission (12 hour format) ﬁ AM / PM
Hour Minute
203 Period on admission Antepartum period 1
Intrapartum period (during labor) 2
Postpartum period upto 24 hours after delivery 3
Postpartum period 24 to 48 hours after delivery 4
Postpartum period after 48 hours of delivery 5
Abortion related (< 28 weeks of pregnancy) 6
203a | If the patient was referred, where was she | Name of facility (Specify):
referred from?
203b | Date of referral
| ll)ay | | Mlonth| | | Yealr | |
203c | What time was she referred? | | | : | | | AM / PM
(12 hour format)
Hour Minute
204 Condition / Vital signs at | Pulse/min Temp * F BP (Syst) BP (Dias) | Respiration/min
admission
205 | Provisional diagnosis at the time of admission
(Specify in BLOCK LETTERS)
SECTION 3: CURRENT PREGNANCY
301 Antenatal care visits during this | 8 visits as per | 8+ 6-7 |45 |3 2 1 No Don’t
pregnancy? National protocol visits know
302 | If she had ANC visits, when did she have her first ANC? Weeks I_l_l
(Specify weeks OR completed month of pregnancy) Months |_|_|
Don’t know 98
302a | When did she have her last ANC? Weeks
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(Specify weeks OR completed month of pregnancy) Months | | |
Don’t know 98
303 | Any complications DURING this pregnancy?
(Specify in BLOCK LETTERS)
SECTION 4: DELIVERY AND PUERPERIUM
401 | Date of delivery (Nepali date) | | | | | | | | | | |
Day Month Year
402 | Time of delivery (12 hour format) I_I_l : I_I_l AM / PM
Hour Minute
402a | Gestational age at delivery I:l:l weeks
403 | Where did she deliver? This health facility 1
(Select only ONE response) Other health facility 2
In transit from one health facility to another health facility | 3
In transit from home to health facility 4
Home 5
403a | Type of facility Public Hospital 1
Private / NGO / Missionary Hospital 2
(Select only ONE response) Medical college / Teaching Hospital 3
Others (Specify) 96
Don’t know 98
404 | Is this facility BC/BEONC/CEONC? Birthing Centre BEONC CEONC
(Select only ONE response) 1 2 3
405 | Who was the main delivery attendant? Doctor 1
Nurse / Midwife / ANM 2
Other health workers (Specify) 3
Others (specify) 96
406 | Was partograph used during delivery? Yes 1
No 2
Don’t know 98
407 | Was the pregnancy Single or Multiple? Single 1
Multiple 2
408 | What was the TOTAL duration of | Not in labor <12 hrs 12-23 hrs 224 hrs Don’t know
labor? 1 2 3 4 98
409 | Presentation of fetus Cephalic 1
Breech 2
Shoulder 3
Others (Specify) 96
410 | What was the mode of delivery? Vaginal Delivery (Go to 413) 1
Assisted Vaginal Delivery (Breech, Multiple) 2
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Instrumental Delivery (Vacuum, Forceps) 3
Caesarean Section 4
Others (Specify) 96

411 What was the reason for Maternal Fetal Don’t Know
Assisted/Instrumental delivery / LSCS ? 1 2 98

412 Was the Caesarean Section emergency or Emergency Elective Don’t Know
elective? (ask only if Q410=4) 1 2 98

413 | Any apparent complications DURING LABOR or
DELIVERY? (Specify in BLOCK LETTERS)

414 | Outcome of | Aliv Induced/ Macerated | Fresh | Early NND Late Infant Don’t
this e spontaneous Still Birth Still (upto 7 NND (7- | death (28- | Know
pregnancy abortion Birth days) 28 days 42 days)

1 2 3 4 5 6 7 98

415 | Any apparent complications AFTER delivery?

(Specify in BLOCK LETTERS)
SECTION 5: INTERVENTIONS
501 Were any of the following emergency interventions administered? (Select all that is appropriate)
Antenatal Intrapartum Postpartum

Yes No DK Yes No DK ] Yes | No DK
a Blood transfusion 1 2 98 1 2 98 1 2 98
b Hysterectomy / operative 1 2 98 1 2 98 1 2 98

intervention

c Exploration of uterus / MRP 1 2 98 1 2 98 1 2 98
d Laparotomy 1 2 98 1 2 98 1 2 98
e ICU/Advanced life support 1 2 98 1 2 98 1 2 98
F MgSO4 1 2 98 1 2 98 1 2 98
G Uterotonics (Specify) 1 2 98 1 2 98 1 2 98
H Antibiotics 1 2 98 1 2 98 1 2 98
I Treatment of thrombosis 1 2 98 1 2 98 1 2 98
J Others (Specify) 1 2 98 1 2 98 1 2 98

SECTION 6: Medical Cause of Death Assignment

PART I: Case narrative: [Gravida, Parity, ANC/Intra/PNC history, sequence of events, treatment, time line of events]

(WRITE IN BLOCK LETTERS)

Please write a short history of what happened prior to admission
Any complications/significant findings during pregnancy:

Reason for hospital admission:
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PART II: History of illness prior to death

Findings during admission:

Events during hospital stay

Events that occurred before death:

Contributing factors (Delays)

First delay

Second
delay

Third delay

Cause of Death Assignment

Part |

Approximate
Interval
Between
Onset &
Death

Disease or condition directly leading to the
death*

(Final / Immediate Cause of Death)

a)
(due to or as a consequence of)

Antecedent causes

(Morbid conditions, if any, giving
rise to the above cause, stating
underlying condition last)

Note. State the underlying condition

in the last space and state the
sequence of events as you move up,
stating the final cause of death in
the top-most space (a)

b)

(due to or as a consequence of)

c)

(due to or as a consequence of)

d)

(due to or as a consequence of)

Part Il

Other significant conditions (morbid conditions
contributing to death, but not related to the disease

or conditions causing it)

(Contributing factors)
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complication that caused death.

* This does NOT mean the mode of dying, e.g., heart failure, respiratory failure; it means the disease, injury or

The woman was: Vv
[] pregnant at the time of death
[] was in labour at the time if death
[] had delivered within 42 days, at the time of death
[] had an abortion within 42 days, at the time of death

Section 7: ICD-MM Classification (To be done by the Hospital MPDSR Committee)

a Pregnancy with abortive complications (Direct Maternal Death) ICD-MM 1
b Hypertensive disorders of pregnancy (Direct Maternal Death) ICD-MM 2
c Obstetric Hemorrhage (Direct Maternal Death) ICD-MM 3
d Pregnancy related infections (Direct Maternal Death) ICD-MM 4
e Other obstetric complications (Direct Maternal Death) ICD-MM 5
f Unanticipated complications of management (Direct Maternal Death) ICD-MM 6
g Non-Obstetric complications (Indirect Maternal Death) ICD-MM 7
h Unknown, Undetermined cause (Indirect Maternal Death) ICD-MM 8
i Coincidental Cause ICD-MM 9

SECTION 8: RESPONSE PLAN IN THE HOSPITAL (To be done by the Hospital MPDSR Committee)

Avoidable factors Action to be Respon Timeline for To be Rema
identified during taken for the sible the action monit rks
review avoidable person to be ored
factors / Dept/ completed by
Org
DD / MM / YYYY

DD / MM / YYYY

DD / MM / YYYY

Note: The request for necessary action at the community level has to be sent formally through Local level.
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Attendance in MPDSR Committee Meeting

SN | Name Designation Institution/ Dept Phone Signature
Date of form filled by case attending staff (Nepali date) | | | | | | | | | | |
Day Month Year
Date of review by facility MPDSR committee (Nepali date) | | | | | | | | | | |
Day Month Year
Staff who completed this review form:
Name: Designation:
Phone Number: Signature:
Thank You
S.N | Ethnicity Code S.N | Ethnicity Code
1 Dalit 01 4 Muslim/Churoute 04
2 Disadvantaged Janajatis 02 5 Relatively advantaged Janajatis 05
3 Terai Madhesi Caste Group 03 6 Upper Caste groups 06

(Brahmin/Chhetri/Thakuri/Sanyasi/
Terai Brahmin/ Rajput/ Kayastha /
Marwadi)
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ICD-MM Reference Aid
Groups of the Underlying Cause of Dieath during Pregnancy, Childbirth, and Puerperium

Maternal Death
Direct Indirect Lhapeﬂﬂedl
|
1
e Group &
Prigrancy wih [——— sy e Group & !
abofie disndang of } h Complicatieng Linkeninen arrident)
complcaion PIEGNANGY
I A
Ex 1: Eciopic Ex 2: Eclempsia, Ex 3 Postparium| Ex I Cardac Ex 8 Underiying ey
peegnancy, cadema, Faemanhags, e, cme is e
PSSR ErOREF pacenta prams, respiratorny RN
senuptio pl

Gyl Underlhping cause of death is defined as the dizeaze or
inlection tion that mnit the # chain of events leading
o deach or the droumstances of the accident or violence:
!l that produces 3 fatal injury. The single idendfied cuse of
En&:r::llrlll. death should be as specific as possible (ICD-10)
se| 5
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MPDSR Tool 5

Government of Nepal CONFIDENTIAL
Ministry of Health and Population This form will be kept
Department of confidential and used only
Health Services for quality of care
Family Welfare improvement and collective
Division statistical purposes and not
Teku, Kathmandu for medicolegal purposes
Perinatal Death Review Form

Perinatal deaths include death of a baby from 28 weeks of gestation (or baby weighing at
least 1000 grams) to first 7 days of life (early neonatal period).

The perinatal death review process is an in-depth investigation of the causes of and
circumstances surrounding late fetal and early neonatal deaths occurring at health
facilities with the objective of identifying avoidable factors and utilizing the information
for improving quality of care at the facility, and policy and program reform across the
country.

Personal identifiable information in this form will be kept confidential and will be grouped and
non- identifiable. Information and discussion arising from this review form cannot be used in
legal proceedings.

Sections 1-4 should be completed within 72 hours of the perinatal death by the attending
doctors / nursing staff in consultation with other staff who had contact with the
mother/infant. All available records related to the deceased should be reviewed.

PDR Summary form should be filled for monthly death review and action plan developed by
the hospital MPDSR Committee. The completed PDR summary forms should be made
accessible to Family Welfare Division through web-based data entry.

SECTION 1: DETAILS OF MOTHER OF THE DECEASED

101 | Name of the mother: 101 a.HospitalID:l | | | | | | | |

(Enter mother’s ID, but If baby was admitted in this
hospital, enter baby’s ID)

102 | Current address:

District: | | | Local level: | | | |
Ward number: |:I:| Contact number: | | | | | | | | | | |

103 | Date of admission (Nepali date) | | | | | | | | | | |
(If baby was delivered in this hospital)

Day Month Year

104 | Time of admission (12 hour format) | | | : | | | AM / PM

(If baby was delivered in this hospital)

Hour Minute
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105 | Ethnicity (Specify) Code: T (Refer to Annex for ethnicity
codes)
106 | Maternal age in completed years Years:m
(Write ‘98’ if Don’t Know)
107 | Gravida: ﬁ (Write 98" if Don’t Know) | 108 | Parity: ﬁ (Write 98 if Don’t Know)
109 | Did she receive any Antenatal care during this | Yes 1
pregnancy? No (Go to 111) 2
Don’t Know (Go to 111) 3
110 | If yes, did she have her ANC as per National | Yes 1
protocol No 2
Don’t Know 98
111 | Did she have any perinatal deaths during her | Yes 1
previous pregnancies? No 2
Don’t Know 98
112 | If yes, specify the number of previous perinatal |:I:|
deaths
113 | Any co-existing maternal conditions No maternal condition present / identified 1
Diabetes 2
Hypertension 3
Hypo/Hyperthyroidism 4
Severe anemia 5
Other Chronic illness 6
Others (Specify) 926
114 | Obstetric condition of mother at admission Not in labor 1
Latent phase of labor 2
Active phase of labor 3
Third stage of labor 4
Post-partum 5
115 | Provisional diagnosis of mother at the time of
admission (Specify in BLOCK LETTERS)
116 | Place of delivery (Specify in BLOCK LETTERS)
117 | Mode of delivery Vaginal delivery (Go to 119) 1
Vacuum 2
Forceps 3
Breech 4
Caesarean Section 5
Destructive operation 6
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Others (Specify) 96

118 | If other than vaginal delivery, specify the main
reason (Specify in BLOCK LETTERS)

119 | Condition of baby at birth Normal

Asphyxiated

Stillborn

Others (Specify)
SECTION 2: DETAILS OF THE BABY

1

2

3
96

201 Gestational age Weeks: |:I:| Days: | | |

202 Birth weight (in grams) | | | | | Grams

203 Sex of the baby Male Female Ambiguous
1 2 3
204 Singleton or multiple birth Singleton 1
Multiple 2
Baby number:

205 | Date of delivery (Nepali date)

Day Month Year
206 | Time of delivery (12 hour format) ﬁ AM / PM
Hour Minute
207 Type of death Fetal Death (Go to 210) 1
Early Neonatal Death (within first 7 2
days of birth)
208 If Earl?f Neonatal Death (ENND), Date of death | | | | | | | | | | |
(Nepali date)
Day Month Year

209 If Early Neonatal Death (ENND), Time of death | | | : | | | AM / PM
(12 hour format) (Go to 301)

Hour Minute
210 If Fetal death, type of death Antepartum fetal death Intrapartum fetal death
(Macerated) (Fresh Still birth)
1 2
211 If Fetal death, was Fetal Heart Sound (FHS) | Yes 1
present when mother was admitted No 2

SECTION 3: CLINICAL INFORMATION OF DECEASED BABY

301 | Relevant events summary for fresh still birth and neonatal deaths [please write about
the complication, diagnosis, investigations, procedures, IV therapy and drugs] (If
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delivered at this hospital, labor and newborn management; if new admission, condition
and management on and after admission)

Date Time Gestational / Events
Postnatal age
Type of Delays Avoidable factors
302 | Delay 1: Delay in deciding to | Unaware of the warning signs 1
seek care Lack of decision to go to health facility 2
(Multiple Response)
Did not know where to go to seek health care 3
Reliant on traditional practice / medicine 4
Had no one to take care of other children 5
Financial constraints 6
Others (Specify) 96
303 | Delay 2: Delay in reaching | Unavailability of transport 1
health care facility Transport too expensive 2
(Multiple Response) No facility within reasonable distance 3
Lack of road access 4
Others (Specify) 96
304 | Del ay 3: Del ayin Delayed arrival from referring facility 1
receiving appropriate Delay in providing appropriate intervention 2
treatment / Lack of appropriate intervention 3
management Lack of medicine, equipment and supplies 4
(Multiple Response)
Absence of trained human resource 5
Lack of inter- department communication 6
Poor documentation 7
Others (Specify) 96
305 | Factors relating to referral | Lack of effective communication from referring facility 1
system Delayed transfer of patients to appropriate treatment centre 2
(Multiple Response) Unable to refer due to:
- Financial constraints 3
- Lack of transportation 4
- Patient party’s denial for referral 5
96

- Others (Specify)
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SECTION 4: CAUSE OF DEATH

403 ICD-PM Classification of death
403a | Fetal death main cause — | Congenital malformations, Deformation, Chromosomal | Al
Antepartum Death abnormalities
(A- Antepartum Deaths) Infection A2
Antepartum Hypoxia A3
Other specified Antepartum disorders A4
Disorders related to fetal growth AS
Antepartum death of unspecified cause A6
403b | Fetal death main cause — | Congenital malformations, Deformation, Chromosomal In
Intrapartum Deaths abnormalities
(I- Intrapartum Deaths) Birth trauma 2
Acute Intrapartum event I3
Infections 14
Other specified Intrapartum disorders I5
Disorder related to Fetal growth | [
Intrapartum death of unspecified cause 17
403c | Fetal death main cause — | Congenital malformations, Deformation, Chromosomal | N1
Neonatal Deaths abnormalities
(N- Neonatal Deaths) Disorder related to fetal growth N2
Birth trauma N3
Complications of intrapartum events N4
Convulsions and disorders of cerebral status NS
Infections N6
Respiratory and cardiovascular disorders N7
Other neonatal conditions N8
Low birth weight and prematurity N9
Miscellaneous N10
Neonatal death of unspecified cause N11
403d | Maternal Conditions | Complications of placenta, cord and membrane M1
associated with fetal death | Maternal complications of pregnancy M2
(M- Maternal Conditions) Other complications of labor and delivery M3
Maternal medical and surgical conditions; Noxious influences M4
No maternal condition identified (Healthy mother) M5

404 ICD-PM Classification of death
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Date of form filled by case attending staff (Nepali date)

Day Month Year
Staff who completed this review form:
Name: Designation:
Thank You
S.N | Ethnicity Code S.N | Ethnicity Code
1 Dalit 01 4 Muslim/Churoute 04
2 Disadvantaged Janajatis 02 5 Relatively advantaged Janajatis 05
3 Terai Madhesi Caste Group 03 6 Upper Caste groups 06
(Brahmin/Chhetri/Thakuri/Sanyasi/ Terai
Brahmin/ Rajput/ Kayastha / Marwadi)
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Government o

Ministry of Health and Population

Family Welfare
Teku, Kathm

f Nepal MPDSR Tool 6

Division This form will be

kept confidential and
andu used only for quality
of care improvement
and statistical

Summary of Hospital Perinatal Death Review Form

purposes and not for
medicolegal

Name of facility:

1. Report for:

3. Total Deliveries:

6. Still Births (SB):

7. Early NND:

District:

4. Total live Births:

Local level:
2. Maternal Deaths:

5. Total Multiple births:

———

8. Total perinatal Deaths (SB + ENND): H

9. Birth Weight (Gms):

10. Gestational Age (weeks):

11. Delivered at:

12. Maternal age (Yrs):

13. Antenatal care:
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14. Pregnancy: 15. Co-existing Maternal Condition:

16. Sex of Babies:

17. Ethnicity:

18. ICD-PM classification of death
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Congenital malformations, Deformations and Chromosomal

abnormalities (A1)

Infection (A2)

Antepartum Hypoxia (A3)

Other specified Antepartum disorder (A4)
Disorders related to fetal growth (A5)
Antepartum death of unspecified cause (A6)

Congenital malformations, Deformations and Chromosomal

abnormalities (I1)

Birth trauma (I12)

Acute Intrapartum event (I3)

Infections (14)

Other specified Intrapartum disorder (I5)
Disorders related to Fetal growth (16)
Intrapartum death of unspecified cause (I17)

Congenital malformations, deformations and chromosomal

abnormalities (N1)
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Disorders related to fetal growth (N2)

Birth trauma (N3)

Complications of intrapartum events (N4)

Convulsions and disorders of cerebral status (N5)

Infections (N6)

Respiratory and cardiovascular disorders (N7)

Other neonatal conditions (N8)

Low birth weight and prematurity (N9)

Miscellaneous (N10)

Neonatal death of unspecified cause (N11)

19. Avoidable factors according to three delay model

Delay 1: Delay in deciding
to seek care
(Multiple Response)

Unaware of the warning signs

Lack of decision to go to health facility

Did not know where to go to seek health care

Reliant on traditional practice / medicine

Had no one to take care of other children

Financial constraints

Others (Specify)

Delay 2: Delay in reaching
health care facility
(Multiple Response)

Unavailability of transport

Transport too expensive

No facility within reasonable distance

Lack of road access

Others (Specify)

Delay 3: Delay in
receiving appropriate
treatment /
management
(Multiple Response)

Delayed arrival from referring facility

Delay in providing appropriate intervention

Lack of appropriate intervention

Lack of medicine, equipment and supplies

Absence of trained human resource

Lack of inter- department communication

Poor documentation

Others (Specify)

Factors relating to
referral system

(Multiple Response)

Lack of effective communication from referring facility

Delayed transfer of patients to appropriate treatment centre

Unable to refer due to:

Financial constraints

Lack of transportation

Patient party’s denial for referral

Others (Specify)
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20. Action plan for reducing perinatal deaths:

Avoidable factors Action to be taken Responsible | Timeline | To be Remarks

identified during person/dept/ | (Date) monitored

review org by
I
IDD MM YYYY
I
IDD MM YYYY
I
DD MM YYYY
I
DD MM YYYY
I
DD MM YYYY

List of participants in monthly MPDSR review meeting:
SN |Name Position Phone Signature

Date of review by facility MPDSR committee
(Nepali date)
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Annex 6.

HMIS Caste ethnicity Codes

a

t. ToRaehaAT (1A, G, 313, T, ITehf, THer), 2. TRAR (GATS, i,
GRIFR, A, arell, g=Th), 3. AT, (FASIR, THFR, o[, ¥. Iwerd, .
JTEY.

€. Tol, b. FHhgdT, ¢. DRI, Q. Tfeh, 0. Wcd (AUSH, @I, 98.
FAR (TH, AN, g, aey), 2. RAFAR, 3. 37 (FRF), ¢y.
AT (e, are), ¢, GaTe (IIHaTT, goRT), 26 eel (ToTeh, feg)), .
TeUTeheel, ¢¢. T, ¢-. dleR, Q0. HHGY, 2. AEH (For@), R
TIHSIT (TXERAT), 3. AR, Y. dER, Y. sTedl

¢. 9, 2. HIE, 3. Yeplell, ¥. SN, 9. dTes, &. DAk, b. e, ¢.
arsd, R, fA=IM3e UFTGl, 0. dAlchalel, 2. STEIM3el Ao, ¢R.
HTBT YehTell, 23, FAS, ¢¥. ogIdT, 2. gl (RIsHmar), e, AR
(TFST), 2. YaTH, 2¢. HIR, ¢R. TIATS, 0. AdK, 2. TS, R. IS, 3.
forFg, Y. 37aiel, . FeldR, Q€. YUTS, . UTHT, ¢, ITET, R, T,
30, Tecdlel, 32, T, 3. g1, 33. oIwaw, 3y. €1, 39. EloA, 3€.
FRETTSET, 3. FYUST, 3¢. WY, 3. ToAehiRAT, ¥o. TRTHT/TRIF, ¥2. ATh,
Y. G, ¥3. AT, ¥y. HATSN, ¥3. TAR, ¥&. &S, ¥o. SIS, 8¢, TS,
Y. 3T

o, UTE, 68, ETefeh, 9. Tstael (1), 3. HARX (HTeT), 8. TS,
33, IS, $6. AT, 9o, ASINAT, 9¢. AB (&=, 9_. Fhare

2. Fred, R. dell, 3. FHOAR, Y. FéI, 9. HISY, &. FAL, b. HIe, ¢. FaTs,
R. ESIH/3BIER, go. SeET, 22, TSI, 2R, AT, 23, Hoollg, 2Y. ol
2. PFER, ¢&. FeT, ¢, o1t ¢¢. fas/ fausr, 2. MY/ AGEIR, e,
ATCl, :2. FHT, R. YAAT, :3. G, Y. HUST, Y. T[S, €. Yool
Q. ST, :¢. AT, R. FUMEHIAT, 30, IS, 3¢. FRAATET

¢, HEH, Q. W

?. AdR . YHTell 3. ITS

?. STEAUT, 2. &1 (YgTs) 3. 3l . Heardl/SUAE 3. RS
STEATT €. TG b. HIEEY ¢. ARG Q. Siel o, dlfAAT 2. TS
¢R. SaTely
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Annex 7.

Hospital Monitoring check-list

Maternal and Perinatal Death Surveillance and Response Activities at Hospitals

Name of hospital:

Date of supervision: MM / YYYY to MM / YYYY

Address:

SN Requirements Yes No Remarks
1. MPDSR Committee Number of meetings
conducted:

2. Data

Total deliveries Number:

Total live births Number:

Total maternal deaths Number:

Total still births Number:

Total early neonatal deaths (upto 7 days after birth) Number:
3. Maternal Death Review

MDR Form filled within 24 hours of all maternal deaths Number:

MPDSR Review committee meeting within 72 hours of each Number:

maternal death

Action Plans developed after each maternal death review Number:

Action Plans implemented after each maternal death review Number:

Action plan followed up in next MPDSR review meeting Number:
4. Perinatal Death Review

PDR Form filled within 72 hours of all stillbirths and early Number:

neonatal deaths

Monthly MPDSR Review committee meeting to review perinatal Number:

deaths

Action Plans developed after each monthly perinatal death review Number:

Action Plans implemented after monthly perinatal death review Number:

Action plans followed up in next Monthly meeting Number:
5. Reporting

MDR forms entered in web-based system Number:

PDR Summary forms entered in web-based system Number:
6. Logistics

MPDSR Guideline

MDR form

PDR form

PDR summary form

Indicators required:

a.
b.
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c.
d.
Issues identified:

a
b
c.
d
e.
Actions advised:
a.

b
c.
d.
e

Lessons learned:

a.

b.

C.

d.

€.
Supervisor’s
Full name:
Post:

Health facility:
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Annex 8.

Monitoring check-list

Maternal and Perinatal Death Surveillance and Response Activities at Local level

Name of Local level: Address:
SN Requirements Yes No Remarks
MPDSR Committees at Health Facility
2. FCHY orientation on MPDSR
Data (FY .cccveeese | eeeesanse )
1. Total deaths notified Number:
2. Total deaths screened Number:
3. Total pregnancy-related deaths identified Number:
4. Total VA conducted Number:
5. Cause of death identified from VA Number:
6. Cause of deaths a
b
c.
d
e
7. Local level MPDSR Committee meeting conducted Number:
Action plans developed after review meeting Number:
9. Action Plans implemented Number:
10. Action plans implemented:
a
b
c
d
e
Reporting
Notification forms entrered in MPDSR web-based system Number:
2. Screening forms entrered in MPDSR web-based system Number:
VA forms entered in MPDSR web-based system Number:
Logistics
1 MPDSR Guideline
2 Notification form
3. Screening form
4 VA form

Issues identified:

o
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e.
Lessons learned:

-

Impact of implementing action plans:

a.

b
c.
d.
e

Supervisor’s
Full name:
Post:

Health facility:
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