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Inspire | Case study  
How legal and policy frameworks support MDSR in Jamaica 
The World Health Organization suggests that ñmaking maternal death a notifiable event in law, and 

supporting this with policies for maternal death review, analysis and follow-up action, creates the 

preconditions necessary for successful implementationò of maternal death surveillance and response 

(MDSR).  
 

Professor Affette McCaw-Binns, a Reproductive Health Epidemiologist at the University of the West 

Indies (Mona) and Dr Simone Spence, Director of Family Health Services at the Ministry of Health in 

Jamaica tell us how legislation and policies strengthened the reporting of maternal deaths in Jamaica. 

Read < more >   

 

 

Remembering Louise Hulton 
Founder of the Global MDSR Action Network 
Louise was passionate about strengthening maternal death surveillance and 

response systems and established our Action Network to respond to 

challenges in finding information about MDSRs. She dreamed of a world 

where no women die from preventable causes of death during pregnancy 

and childbirth.  
 

We at the Action Network look forward to continuing to work together with our members to strive 

towards Louiseôs vision of a world where women survive pregnancy and childbirth, and every death 

counts. Click <here> to read more in memory of Louise. 

 

 

http://www.who.int/maternal_child_adolescent/documents/maternal_death_surveillance_implementation/en/
https://www.mona.uwi.edu/
https://www.mona.uwi.edu/
http://moh.gov.jm/
http://moh.gov.jm/
http://mdsr-action.net/case-studies/how-legal-and-policy-frameworks-support-mdsr-in-jamaica/
http://options.co.uk/news/memory-louise-hulton


Inspire | Blog 

Feedback | ESOG and AFOG conferences 
Hear from Evidence for Action (E4A) Ethiopia and E4A Nigeria on their 

reflections of the Second Annual Conference (AC) of the African 

Federation of Obstetrics and Gynaecology 25
th
 AC and Silver Jubilee 

Celebration of the Ethiopian Society of Obstetricians and Gynaecologists! 

Find out <more> 
 

 

Learn | Ethiopia MDSR Resource Hub 
New hub on the Action Network website 
We are delighted to remind you of the new Ethiopia MDSR Resource Hub 

where you can find all country materials on our website in one place! 

Discover what the Minister of Health thinks about the power of MDSR; 

watch a short film of how MDSR is saving lives in Ethiopia; and much 

<more>! 
 
 

Act | Country updates 

Nigeria | MPDSR scorecard from Lagos State and 

updates on MPDSR in northern Nigeria 
Read about the findings of the Lagos Facility Maternal and Perinatal Death 

Surveillance and Response (MPDSR) Scorecard, May-July 2016 <here>. 

Find out about MPDSR activities in Kaduna, Kano and Jigawa States 

<here> 
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Learn | Presentation  
Community-linked MDR to measure and prevent 

maternal mortality: a pilot study in rural Malawi  
We are thrilled to present Dr Tim Colbournôs (UCL Institute for Global 

Health) presentation on the community-linked maternal death review 

project. Watch the film, read our blog, browse the publication, and 

download the slides and training manual. Read <more> 
 

 

Learn | Resources 
Improving data improving health: Verbal autopsy for 

health systems strengthening 
Find out about the recent seminar on verbal autopsies at the University 

College of London. See the available resources, including recordings and 

presentations. Read <more> 

 

 

http://mdsr-action.net/ethiopia/about-the-evidence-for-action-programme/
http://www.mamaye.org.ng/
http://esog.weebly.com/
http://mdsr-action.net/presentations/blog-feedback-from-evidence-for-action-about-esog-and-afog-conferences/
http://mdsr-action.net/ethiopia/
http://mdsr-action.net/other-resources/video-a-story-of-a-pregnant-mother-in-ethiopia/
http://mdsr-action.net/other-resources/video-a-story-of-a-pregnant-mother-in-ethiopia/
http://mdsr-action.net/updates/ethiopia-mdsr-resource-hub/
http://mdsr-action.net/updates/nigeria-maternal-and-perinatal-death-surveillance-and-response-scorecard-from-lagos-state/
http://mdsr-action.net/updates/nigeria-state-level-updates-in-northern-nigeria/
http://mdsr-action.net/updates/nigeria-state-level-updates-in-northern-nigeria/
https://www.ucl.ac.uk/igh/
https://www.ucl.ac.uk/igh/
http://mdsr-action.net/presentations/colbourn_community-linked-maternal-death-review-pilot-study-in-rural-malawi/
http://mdsr-action.net/publications/improving-data-improving-health-verbal-autopsy-for-health-systems-strengthening/


Act | Events 

MDSR Action Network | Event invite 

Join us on Thursday 23
rd

 March, 17:30-19:00 (followed by refreshments) at the London School of 

Hygiene and Tropical Medicine (LSHTM) to attend: 

Seminar 2: Applying Maternal Death Surveillance and Response in Crises Settings 

This seminar is part of the series: Innovations in Maternal and Perinatal Health in Humanitarian 

Settings: Exploring Evidence and Innovations to Improve Maternal and Newborn Survival among 

Populations Affected by Humanitarian Crises. Read more about the speakers and discussion topics in 

the Event Advert toward the end of the newsletter.  

This event is a collaboration between the MDSR Action Network and LSHTMôs Health in 

Humanitarian Crises Centre and MARCH Centre for Maternal, Adolescent, Reproductive and Child 

Health. 

For those of you who will be in London, we are thrilled to invite you to register to attend. Registration 

is free, but required. Join us afterwards for refreshments where you will be able to meet the speakers 

and other members of the Global MDSR Action Network. 

 

If you are unable to attend, you can live stream the seminar. Find out when this event will take place 

in your time zone. Watch this space to view the recordings and download materials after the event. 

We look forward to engaging with you! 

 

 

 

 

Other upcoming events 

Request for comments on the revision of definitions of maternal deaths, deadline for input: 31 

March, online consultation (organisers: World Health Organization) 

Free online course: Improving the Health of Women, Children and Adolescents: from Evidence 

to Action, starts 20 March, online (organisers: London School of Hygiene & Tropical Medicine) 

Royal College of Obstetricians and Gynaecologists (RCOG) World Congress 2017, 20-22 March 

2017, Cape Town, South Africa 

Virtual International Day of the Midwife,  starts 4 May at 22:00 UTC, online (organisers: 

International Confederation of Midwives – ICM) , #VIDM17   

31
st
 ICM Triennial Congress, 18-22 June 2017, Toronto, Canada 

Keep up to date on upcoming events <here>. For more information about each event including 

location and registration details (where applicable), view the Calendar of Events at the end of the 

newsletter. 

 

 

MDSR Action Network 

The MDSR Action Network aims to support a virtual platform in the area of MDSR, so together we 

can make every maternal death count! 

Register to attend 

https://www.lshtm.ac.uk/
https://www.lshtm.ac.uk/
http://mdsr-action.net/updates/seminar-series-2017/
http://mdsr-action.net/updates/seminar-series-2017/
http://mdsr-action.net/
http://crises.lshtm.ac.uk/
http://crises.lshtm.ac.uk/
http://march.lshtm.ac.uk/
http://march.lshtm.ac.uk/
https://www.eventbrite.co.uk/e/seminar-applying-maternal-death-surveillance-and-response-in-crises-settings-registration-32650927804
https://panopto.lshtm.ac.uk/Panopto/Pages/Viewer.aspx?id=df8f931a-303e-4bd9-a42f-e5c22b56a948
http://mdsr-action.net/updates/seminar-series-2017/
http://mdsr-action.net/updates/seminar-series-2017/
http://www.who.int/reproductivehealth/maternal-death-definitions/en/
http://www.who.int/reproductivehealth/maternal-death-definitions/en/
https://www.futurelearn.com/courses/women-children-health
https://www.futurelearn.com/courses/women-children-health
http://rcog2017.com/
http://rcog2017.com/
https://vidofmid.wordpress.com/
https://vidofmid.wordpress.com/
http://www.midwives2017.org/
http://mdsr-action.net/act/event-calendar/
http://mdsr-action.net/about/about-the-network/
https://www.eventbrite.co.uk/e/seminar-applying-maternal-death-surveillance-and-response-in-crises-settings-registration-32650927804


The Action Network connects healthcare providers and professionals, academics, politicians, 

decision-makers and activists committed to end all preventable maternal deaths. 

It inspires through the sharing of stories of success. It challenges us to think big and be ambitious. It 

shares resources and experiences so that we can all learn more and it aims to motivate all those with a 

part to play to act. 

 
 

 

Inspire | Case study 
How legal and policy frameworks support MDSR in Jamaica 

 

Professor Affette McCaw-Binns, a Reproductive 

Health Epidemiologist at the University of the 

West Indies (Mona) and Dr Simone Spence, 

Director of Family Health Services at the Ministry 

of Health in Jamaica explain how legislation and 

policy strengthened the reporting of maternal 

deaths in Jamaica. This case study describes how 

the policy framework was amended to improve the reporting of maternal deaths and how other 

interventions implemented simultaneously together strengthen the maternal death surveillance and 

response (MDSR) system.  
 

Background 
 

In the early 1980s
1,2

,
 
maternal deaths in Jamaica were significantly under-reported in vital registration 

records by as much as 75%. With over 

80% of all live births occurring in public 

hospitals
2 
it was suggested that 

establishing a surveillance system at 

public hospitals could capture needed 

information about the number of 

maternal deaths in the country. Given the 

findings
3
, the government agreed to 

implement an active (as opposed to the 

pre-existing passive) surveillance system 

to monitor maternal deaths. 

 

This case study will describe the 

approaches that the government adopted, including how the legal framework was used in support of 

strengthening the MDSR system and reversing under-reporting. 
 

Approaches to improving reporting of maternal deaths  
 

Maternal mortality as a notifiable event 
 

In Jamaica, maternal mortality was first classified as a Class I notifiable event in 1998 and integrated 

into the existing Class I disease surveillance system that monitors infectious diseases under the 1985 

Public Health Act, revised in 2004
4,5,6
. This Act allows the Minister of Health to legally ñmake 

Join 

Todayhttp://

mdsr-

action.net/jo

in-our-

network/ 
Prof Affette McCaw-

Binns. Credit: ResearchGate 

Dr Simone Spence.  

Credit: IAIM 

http://mdsr-action.net/connect/
http://mdsr-action.net/inspire/
http://mdsr-action.net/challenge/
http://mdsr-action.net/learn/
http://mdsr-action.net/act/
https://www.mona.uwi.edu/
https://www.mona.uwi.edu/
http://moh.gov.jm/
http://moh.gov.jm/
http://moj.gov.jm/laws/public-health-act
http://moj.gov.jm/laws/public-health-act
http://mdsr-action.net/join-our-network/
http://mdsr-action.net/join-our-network/
http://mdsr-action.net/join-our-network/
http://mdsr-action.net/join-our-network/
http://mdsr-action.net/join-our-network/
http://mdsr-action.net/join-our-network/


Key features of the MDSR process: 

¶ A full -scale investigation of the case is conducted for the surveillance report, which includes: 

-  A clinical summary by the attending physician managing the case, reporting any hospital 

admission by the deceased. 

-  A home visit (or verbal autopsy) with relatives of the deceased to document the signs 

and symptoms of her last illness, her health-seeking behaviour (i.e. if she delayed 

seeking care, particularly when referred by the community health team) and possible 

barriers in accessing care (i.e. reaching the hospital or receiving care once at the 

hospital). 

-  An antenatal care report, including information on key findings, referrals, follow-ups 

and home visits. 

-  Post-mortem findings (recommended for all maternal deaths). 

¶ Once the surveillance report is compiled, the full case is reviewed at the regional 

(intermediate) level and again at the national level. Some settings also conduct facility 

reviews. 

¶ At the regional level, maternal deaths are classified as direct, indirect, co-incidental 

(accidents, violence or incidental), late direct or late indirect. 

¶ A national review team assesses the regional reviews and makes a final decision of the 

classification and the underlying cause of death.
 5,7

 

regulations [é.] in relation to a notifiable and communicable disease, the treatment and prevention 

thereof [é]ò
6
. 

 

By classifying a maternal death as a notifiable event within the existing disease surveillance 

framework, there was no need for separate legislation to enable the surveillance of maternal deaths. It 

was, therefore, more efficient to include maternal mortality surveillance under the umbrella of 

existing laws and regulations as legislative change can be a lengthy process. 
 

Defining a maternal death for surveillance purposes  
 

At the start, the definition of a ñmaternal deathò was simplified for surveillance purposes to ñany 

death in a woman of reproductive age (described as 10-50 years) with evidence of a pregnancy in the 

last six weeks.ò
8 
Each week, surveillance nurses would check hospital death registers for women of 

reproductive age who died. Once identified, their medical records were examined for any report of a 

pregnancy in the past six weeks. Where evidence of a pregnancy was found, the death was reported 

ñon suspicionò to the National Epidemiology Surveillance Unit and the Parish (local) Health 

Department, which would conduct the investigation. This simplification made it easier for non-

clinicians to identify potential maternal deaths and reduced the number of deaths that may have been 

overlooked. 
 

An evaluation of the maternal mortality surveillance system was conducted to assess the acceptability 

of the process and develop strategies to ensure improvements in maternal health
9,10

. Participants 

reported that the process had improved awareness of the problem however they expressed concern 

that the WHO definition
11 

of a maternal death may limit understanding of factors contributing to 

pregnancy-related deaths, especially if lives had been prolonged by Intensive Care Unit admission or 

if women died just outside that six-week period from factors arising from pregnancy (e.g. 

cardiovascular complications). They also felt it necessary to make an effort to identify deaths in the 

private sector and the community (e.g. ruptured ectopic pregnancies, abortions and external causes 

such as suicide, accidents or violence)
10

. 



“Years of experience have taught supervisors 

[e.g. midwives, public health nurses, district 

medical officers, regional technical director, 

chief nursing officer, etc.] at the facility and 

regional level that nothing is gained from the 

blame game.” - Prof McCaw-Binns 

 

As a result of this evaluation and to improve surveillance, the case definition of maternal mortality 

was expanded to include late maternal and coincidental deaths and is now: ñDeath in any woman of 

reproductive age (10-50 years) in whom there is evidence of pregnancy or termination of pregnancy 

within the past one yearò
5 
(p.4). The Maternal Mortality Surveillance Guidelines (revised 2012)

5 
set 

out clear criteria for identifying cases as:   

¶ “Gender: Female 

¶ Age: 10-50 years 

¶ Evidence of Pregnancy: Pregnant and died undelivered, history of abortion, miscarriage, 

stillbirth or live birth 

¶ Period of observation for Pregnancy: From date of death to one year preceding deathò (p.4). 
 

Active versus passive surveillance 

Because maternal deaths are notifiable events, all clinicians including those in the private sector are 

expected to report deaths suspected of being pregnancy related within 24 hours of occurrence to the 

relevant authorities. This process is known as passive surveillance, but can be unreliable and prone to 

reporting bias.   

In order to strengthen the MDSR system, the public sector adopted an active surveillance system to 

improve the number of maternal deaths that were identified and investigated. Active surveillance 

involves Class I surveillance officers conducting weekly record reviews to identify potential cases 

occurring in public hospitals. All deaths among women of reproductive age are reviewed for evidence 

of pregnancy in the last year; those meeting the case definition criteria are then investigated.
7
  

 

In contrast to public facilities, the private sector attends less than 5% of all births. Cases with severe 

complications requiring tertiary care (e.g. intensive care) are usually transferred to the public sector. 

Aside from precipitate events (e.g. obstetric haemorrhage) that can lead to a rapid death with little 

opportunity to arrange for a transfer to intensive care in the public sector, and given the small number 

of women attended, maternal deaths in the private sector are rare
10,12

. Thus, the vast majority of 

maternal deaths due to known complications should be identified through the public sector.  
 

The system has also strengthened the reporting of deaths outside public hospitals (e.g. in the 

community and private sector). Community health teams will actively follow up on information (e.g. 

ñrumoursò) about a recent death of a mother. Community health workers in primary care assigned to 

work in specific geographical areas regularly know the mothers in their catchment population and 

would be aware of these events. Other sources of information about possible maternal deaths include 

press and police reports as well as 

communications from community members 

and healthcare providers in both the public 

and private sectors. Incomplete information 

on confirmed cases will be noted and at 

minimum documented as a death due to 

undetermined causes. 
 

Confidential enquiries 
 

Since the system began in 1998, MDSR records have never been used for litigation against a health 

worker or facility. Cases are reviewed as confidential enquiries where the names of attending 

physicians are not included in the case-investigation and documentation process. The data are 



“Without this policy [to focus on systemic failures], 

we would never have built the level of trust among 

the health team to present and honestly discuss the 

challenges associated with managing specific cases. 

The focus must always be on the lessons learnt to 

ensure that when faced with similar challenges in the 

future, the outcomes will be better” - Dr Spence 

summarised on regional and national levels, and no individual case reports are shared outside the case 

review process.  
 

Focus on systemic failures  
 

In Jamaica, review meetings were established at the start of the process and are led by trained 

reviewers to focus on systemic failures (i.e. failures of the health system), rather than individual 

circumstances that may have contributed to a death. In some instances, a death is found to be 

ñunavoidableò. However, where ñavoidable featuresò have been identified, the review team tries to 

determine how the death could have been prevented (e.g. personnel, equipment, skills and other 

resources). If, during a review, more than one death occurred from a similar condition, then the team 

reviews the cases together, again focusing on the systemic issues and the challenges in managing 

these conditions. 
 

To help reinforce the opportunity to learn from the case review process and the overall principles of 

the system, members of the national committee make an effort to attend the regional reviews across 

the four regions of the country. Regional reviews are attended by multi-disciplinary teams of health 

providers including community health aides, midwives, public health nurses, obstetricians, public 

health specialists, pathologists, epidemiologists and statisticians. Where specific skill gaps are 

identified, local or national training 

programmes are developed. The 

response component is most effective 

when specific individuals are assigned 

to lead the process to address 

particular deficiencies at the local 

level. Problems common to multiple 

health teams are discussed at national 

meetings and are shared with the 

national policy directorate for resolution by the Director of Family Health Services. 
 

Challenges and lessons learnt 
 

Deaths in early pregnancy 
 

A 2008 study
12

 found that the surveillance process missed precipitate deaths in the community 

especially if the patient did not interact with the public sector team at any time.  These include deaths 

in the first-trimester of pregnancy where the family or the community may have been unaware that the 

deceased was pregnant (e.g. ectopic pregnancy, terminations of pregnancy). Later in pregnancy, 

obstetric emergencies such as eclampsia or placental abruption can result in a rapid death. When 

sudden deaths such as these occur, they are usually investigated by pathologists from the Ministry of 

Justice. As these may become medico-legal cases, delays occur while the case is investigated by the 

justice system, limiting the timely reporting and registration of these deaths. As a result, sudden 

deaths are not routinely reported to the surveillance system. Health officials, however, are seeking to 

address this gap by having the Ministry of Health participate in an inter-agency committee aimed to 

improve inter-sectoral data sharing.   
 

Perinatal deaths  
 

The Registration (Births and Deaths) Act
13

 requires that all stillbirths of 28-weeks of gestation or 

more be registered
2
. Any live birth and subsequent death regardless of age must be registered under 

this Act, including early and late neonatal deaths.  

http://moj.gov.jm/sites/default/files/laws/Registration%20(Births%20and%20Deaths)%20Act_1.pdf


A review of Jamaicaôs 2008 vital registration system for foetal and under-five deaths
14

 documented 

challenges in reporting stillbirths (69%), early neonatal deaths (89%) and late neonatal deaths (83%). 

Most under-reporting of deaths among children under-five years of age was due to delays in 

registering Coroners' cases, as was similarly noted above for maternal deaths.  
 

International guidelines recommend that the target for completeness of reporting should be at least 

90%
15

 of all known deaths and registered within sufficient time to be included in routine demographic 

statistics. This review
14

 found that whilst only 

26% of sudden deaths among children under-

five were registered within a year of the event, 

91% of all under-five deaths certified by an 

attending physician were registered within the 

recommended time frame. 
 

Due to the challenge in registering stillbirths, 

routinely generated mortality statistics (based 

on in-patient data from the Ministry of Health) 

will help monitor and summarise the number 

and registration of stillbirth occurrences in 

each facility on a monthly basis. 
 

Institutional linkages 
 

In the health sector, the mortality register is used to monitor the event of the death of a woman of 

reproductive age across all hospital wards. The screening of these deaths is, therefore, not confined to 

cases on the obstetric block alone. 
 

For deaths occurring outside the health sector, the Ministry of Health is awaiting the formalisation of 

the data-sharing agreement (mentioned above) with the Ministry of Justice. In the interim, the 

Ministry of Health continues to work with community sources (e.g. ñrumoursò, media reports, etc.) to 

identify cases of women of reproductive age who were recently pregnant and died. 

  

In response to the persistent under-reporting of maternal deaths through vital registration
12

, the 

Registrar Generalôs Department added a comprehensive pregnancy check box to the medical 

certificate of cause of death. Early returns suggest that reporting of maternal deaths through the civil 

registration process has improved significantly
16,17

. 
 

Managing indirect causes of maternal death 
 

Jamaica has improved its management of direct pregnancy-related complications and has had some 

successes with indirect conditions such as HIV and Type II diabetes. However, challenges persist due 

to the changing epidemiological profile of the antenatal population (i.e. delayed childbearing and an 

increase in essential morbidity e.g. obesity, essential hypertension, heart disease, diabetes, sickle cell 

disease) as well as a health and training system still focused on attending young, healthy, low-risk 

mothers. 
 

Constrained resources 

 

Today, the care of a woman of reproductive age is complex and requires access to a range of 

specialists. In Jamaica, working across disciplines (e.g. obstetrics and internal medicine) has resulted 

https://www.rgd.gov.jm/


in new approaches, such as improving the skill set of the obstetric team by training specialists in 

maternal-foetal medicine. The first group of fellows will begin practicing in 2017.   
 

In response to the lack of adequate infrastructure, 

the Ministry of Health is also seeking to improve 

equipment provision at referral hospitals. It is 

expected that this process will be lengthy as it 

requires retrofitting the health facilities (e.g. new 

construction). This development is being 

supported by an external grant and loan financing.  
 

Furthermore, there is a need to review and adjust 

the current policy framework for service provision, 

including the development of and training in using 

the revised treatment guidelines. These 

interventions are challenged by staff turnover in a 

relatively underfinanced public health sector. 
 

Multidisciplinary teams and the public 
 

The national Maternal Death Surveillance Guidelines
5
 provide the policy framework that supports 

multidisciplinary reviews. These reviews include clinicians, epidemiologists, pathologists, community 

nurses, midwives and community health workers, to name a few, which enable the triangulation of 

information across the health team and levels of care. The development of new strategies that focus 

on effective responses, will help inform how to involve managerial officers in the review and 

response process. 
 

There is a long-term need to improve communication channels 

amongst and across members of the health team and the wider 

public. Investing in locally appropriate solutions that are effective 

and evidence-based can also help strengthen relations between 

patients and the health team as well as develop innovative 

approaches in engaging the community to address barriers to 

accessing timely care. 
 

Conclusion 
 

Two decades of MDSR experience in Jamaica has shown that a more robust process, with an enabling 

and pragmatic legal and policy framework, can be established and grow when based on the collective 

support of key stakeholders. However, for the system to be effective it must respond to the stories of 

each motherôs death to identify the needs of both the community and health sector. The social, 

cultural and quality of care aspects related to a motherôs death are all important to consider to 

determine the contributing factors of each event. The local setting must be taken into account as 

solutions to outcomes (e.g. eclampsia) can vary across settings. For example, the underlying 

determinant in a remote rural area may be transportation while elsewhere it may be limited access to 

evidence-based methods, such as magnesium sulphate. 
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Inspire | Blog 
Feedback from Evidence for Action | ESOG and AFOG conferences 
 

 
 

Evidence for Action (E4A) Ethiopia were honoured to take part in the Second Annual Conference of 

the African Federation of Obstetrics and Gynaecology (AFOG), and 25
th
 Annual Conference and 

Silver Jubilee Celebration of the Ethiopian Society of Obstetricians and Gynaecologists (ESOG) on 2-

4 February, 2017 in Addis Ababa, Ethiopia. 
 

They were joined by Dr Tunde Segun, the Country Director at E4A Country Director in Nigeria. 

Collectively, the E4A team provided support to a satellite session, gave five presentations and hosted 

a booth on behalf of the MDSR Action network. We share some reflections on the event here. 
 

https://www.msh.org/sites/msh.org/files/gtr_casestudy_jamaica_eng.pdf
http://moj.gov.jm/laws/public-health-act
http://moj.gov.jm/laws/public-health-act
http://moj.gov.jm/laws/registration-births-and-deaths-act
http://statinja.gov.jm/PublicationReleases.aspx
http://statinja.gov.jm/PublicationReleases.aspx
http://mdsr-action.net/ethiopia/about-the-evidence-for-action-programme/
http://esog.weebly.com/
http://esog.weebly.com/
http://esog.weebly.com/
http://www.mamaye.org.ng/en/country-teams


The conference was attended by around 400 participants from across Africa and included 

representatives from Ministries of Health, UN partners and non-governmental organisations. 
 

E4A supported a preconference seminar on perinatal 

death surveillance and response (PDSR) in Ethiopia. 

This proved to be a lively interactive session that gave 

participants an overview of the proposed national PDSR 

system in Ethiopia as well as an opportunity to become 

familiar with the tools which will be used in the 

surveillance system. The discussions were productive and will result in modification of the tools 

before the system goes live.  
 

Three abstracts on Ethiopia's maternal death surveillance and response (MDSR) system were 

presented at the conference, co-authored jointly by the Federal Ministry of Health (FMOH), the 

World Health Organization (WHO) and E4A Ethiopia. The topics included: 

¶ National MDSR Annual Data in the 2008 Ethiopian calendar year.  

ü Presented by the FMOH. 

¶ Reducing maternal deaths from haemorrhage: What are the priorities?  

ü Presented by WHO/E4A Ethiopia. 

¶ Home, in transit and facility deaths: What does Ethiopia's MDSR data tell us?  

ü Presented by E4A Ethiopia.  
 

All the presentations were well received and generated 

lively discussions with not enough time to respond to all 

the points raised!  
 

A fourth presentation from an E4A-supported hospital in 

Ethiopia was delivered on RAPID (Rapid Ascertainment 

Process for Institutional Deaths), which is a tool to 

investigate under-reporting of maternal deaths outside 

the Maternity unit (for example, the death of a pregnant 

woman from respiratory disease on a medical ward).  
 

This presentation was well received by staff from other Ethiopian hospitals keen to utilise the tool. 

The abstract was presented by Dr Ruth Lawley, Technical Support Unit Coordinator for E4A 

Ethiopia. 
 

Dr Tunde Segun also delivered a presentation titled: Using scorecards to catalyse action for 

improvements in maternal and newborn survival in three states in Nigeria. Dr Segunôs presentation 

was well attended and generated a rich discussion, with participants eager to know more. Some of the 

questions posed during the discussion are outlined below, with links to information that can provide 

more insight: 

¶ Which professionals conduct the reviews?  

ü Read about multi-disciplinary team involvement here 

¶ Do the scorecards include community-based deaths? 

ü Click here to browse some examples from other settings of how communities have been 

involved in MDSR and here to learn about a pilot project in Malawi on community-linked 

maternal death review (MDR). 

¶ Was a survey done to find out what was obtained before and after the introduction of 

scorecards? 

http://www.who.int/en/
https://www.abdn.ac.uk/iahs/content-images/rapid.pdf
https://www.abdn.ac.uk/iahs/content-images/rapid.pdf
http://mdsr-action.net/tag/multi-disciplinary/
http://mdsr-action.net/tag/community/
http://mdsr-action.net/presentations/t.colbourn/


ü Visit here to read a Nigeria case study in this book (p.84-6) based on MDR data presented 

in a scorecard  

¶ How will the findings from the reviews be shielded 

from legal interference? 

ü Click here to know more about how legal 

frameworks support MDSRs 
 

You can read Dr Segunôs abstract here and view the 

presentation here. 
 

The MDSR Booth shared some information about the MDSR 

Action Network with conference attendees, and several signed 

up to join the Action Network. We look forward to welcoming 

them! New members can also join the Action Network online to 

receive news and updates. 
 

Ethiopia participants included Ato Sintayehu, FMOH; Dr Azmach Gebregiorgis, WHO/E4A Ethiopia; 

and Dr Tamiru Wondie, WHO/E4A Ethiopia. 
 

For more information, contact Dr Gebregiorgis at gebregiorgisaz@who.int 
 

Acknowledgements: This blog is based on feedback from Dr Tunde Segun, Country Director for 

E4A Nigeria, and Dr Ruth Lawley, Technical Support Unit Coordinator for E4A in Ethiopia. 
 

 

Act | Country updates  
Nigeria | Maternal and perinatal death surveillance and response scorecard 

from Lagos State 
 

In Nigeria, the Evidence for Action (E4A)-MamaYe programme has continued to provide extensive 

support to the implementation of maternal and perinatal death 

surveillance and response (MPDSR) at sub-national levels 

from October to December 2016.  
 

The programme assisted the Lagos State MPDSR Committee 

and the Lagos State Accountability Mechanism for maternal, 

newborn and child health (LASAM) to develop the State-level 

Facility MPDSR Scorecard. Data from May to July, 2016 from 

17 general hospitals with MNCH services were submitted and 

presented in the scorecard (see excerpt, below).  
 

A total of 68 maternal deaths occurred over the three months 

and the highest number of deaths were due to hypertensive 

disorders of pregnancy accounting for 43% of the maternal 

deaths (see Chart 1). Other causes included haemorrhage (25%), sepsis (16%), ectopic pregnancy 

(1%) and other causes - including anaemia, retroviral disease, hypovolemic shock, unknown, acute 

kidney injury, sudden death, severe respiratory distress and others - (15%). 
 

http://www.mamaye.org/sites/default/files/evidence/MamaYe%20E4A%20Case%20Study%20Book.pdf
http://mdsr-action.net/wp-content/uploads/2015/08/E4A_2012_FIGO-legal-briefing.pdf
http://mdsr-action.net/wp-content/uploads/2017/02/E4A-Nigeria_Abstract-AFOG-ESOG-conferences_Addis_Feb-2017_final.pdf
http://mdsr-action.net/wp-content/uploads/2017/03/Segun-B_2017_ESOG-AFOG_MPDSR-Nigeria-Presentation_final.pdf
http://mdsr-action.net/join-our-network/
mailto:gebregiorgisaz@who.int
http://www.mamaye.org.ng/


During the same period, 140 perinatal deaths were recorded (see Chart 2). The leading cause of death 

was birth asphyxia (39% of all perinatal deaths). Other causes of perinatal death were prematurity 

(19%), neonatal sepsis (6%), neonatal 

meningitis (5%), neonatal jaundice (4%), 

neonatal tetanus (1%) and other causes - 

including congenital anomalies, 

respiratory distress syndrome, stillbirth, 

intrauterine foetal death, sudden infant 

death syndrome or, hypoglycaemia, and 

fresh stillbirth and from antepartum 

haemorrhage - (23%). 
 

The scorecard presents data from each 

facility on the review of maternal and 

perinatal deaths, the use of this evidence to 

inform action plans, the holding of 

MPDSR meetings, and the process of 

reporting relevant information from the 

notification of maternal and perinatal 

deaths within 24 hours to using MPDSR 

evidence to improve quality of care. 

The State organised a meeting to review 

the evidence from the MPDSR scorecard. 

The meeting was chaired by Professor 

Adetokunbo Fabamwo, Professor of 

Obstetrics and Gynaecology and Chairman 

of the State MPDSR Steering Committee. 

Those who attended the meeting included 

the Chief Medical Directors of all Lagos 

State hospitals providing MNCH services, 

other members of the Facility MPDSR 

Committees and key senior staff of the 

State Ministry of Health. Some of the 

main issues discussed during the meeting were the following: 

¶ Late referrals resulting in late arrivals of obstetric-emergency cases. It was agreed that the 

State would work with health facilities to strengthen the referral system and increase health 

education to ensure early presentations at facilities. 

¶ Availability of life-saving medicines and commodities. The Medical Directors must ensure 

the timely collection of drugs from the Lagos State medical stores and that life-saving drugs 

are available at their facilities. 

¶ The readiness of referral centres to manage obstetric emergencies. The State MPDSR 

Committee will recommend that the State Government develops a panel to audit health 

facilities. This will help identify key areas at the facilities that require improvements in 

readiness to effectively manage emergencies. 
 

Other State-level updates from E4A-MamaYe Nigeria 
 



Furthermore, in Gombe State, E4A-MamaYe supported the establishment of the State MPDSR 

Committee, which included training the Committee on the National Guidelines for MPDSR in 

Nigeria. Training of the Facility MPDSR Committees will take 

place in the first quarter of 2017. 
 

To view and download the scorecard for free, click here. 
 

To read about state-level updates in MPDSR from northern Nigeria, 

click here. 
 

To read the Nigeria country update from October 2016, click here. 
 

Acknowledgements: This country update was written by Mr Oko 

Igado, National Technical Advisor for MamaYe-E4A Nigeria and 

reviewed by Dr Tunde Segun, Country Director for MamaYe-E4A 

Nigeria. 
 

 

Act | Country updates  
Nigeria | State-level updates in northern Nigeria 
 

The Maternal Neonatal and Child health programme (MNCH2) is a five year country led programme 

which aims to reduce maternal and child mortality in northern 

Nigeria.  The programme works across six states: Jigawa, 

Kaduna, Kano, Katsina, Yobe and Zamfara. 

Since 2014, MNCH2 has been supporting maternal and perinatal 

death surveillance and response (MPDSR) across its six states.  

At secondary level facilities (which often have a high number of 

deliveries), MDR committees have been set up to review the 

causes of maternal death and take action to prevent similar 

deaths in the future.  MNCH2 also supports State MDR 

Committees to mentor and monitor facility-level committees.  

MNCH2ôs support to MPDSR across northern Nigeria has 

resulted in a number of achievements. Here are some examples: 

¶ At a general hospital in Kaduna State, one of the MPDSR activities led to the establishment 

of a ñcall roomò in a labour ward based on MPDSR observations. The facility MPDSR 

committee found that in the event of an emergency 

especially with cases of antepartum haemorrhage, it 

was difficult for the medical doctor to immediately 

attend to the patient as the doctors live far away from 

the hospital. To overcome this problem, the MPDSR 

committee advocated for there to be a call room at the 

facility. Hospital management provided funds for the 

renovation of a space that now serves as the call 

room. The room has been prepared and is being used 

by on call staff. The response to emergency cases has 

since improved.  

¶ In Kano State, efforts led by a facility MPDSR committee at a general hospital resulted in 

committee members advocating for the provision of a blood-bank facility in the zone. As a 

http://www.mamaye.org.ng/sites/default/files/Lagos-MPDSR-Scorecard%20copy.pdf
http://mdsr-action.net/updates/nigeria-state-level-updates-in-northern-nigeria/
http://mdsr-action.net/updates/nigeria-the-development-of-a-mpdsr-system/
http://www.mnch2.com/


result of this successful advocacy, a new blood bank was made available to patients in July 

2016 and is still in use, comprising of three refrigerators. Community members were 

responsive to blood donation following community sensitisation of the functionality of the 

blood bank. Since there have been improvements in the availability of blood, the facility has 

not recorded any maternal deaths from postpartum haemorrhage up to the time of writing (01 

March 2017). 

¶ In Jigawa State, MDR data was collected from 12 secondary health facilities from April to 

June 2016. The data revealed that uterotonic drugs were only available from 8:00-14:00 when 

staff responsible for the medication was on duty.  Outside of these hours the medication was 

locked in a cupboard forcing evening and night staff to buy the medication from pharmacies 

outside the hospital premises. In response to this, the Honourable Commissioner instructed 

for the medication to be available at all hours of the day and night. In September 2016, a 

review of the next quarterly data showed a shift in the leading cause of death from 

haemorrhage to eclampsia. 
 

To read about the facility maternal death surveillance and response scorecard in Lagos State, 

click here. 
 

To read the Nigeria country update from October 2016, click here. 
 

Acknowledgements: This update was prepared based on feedback from: 

¶ Abdulrahman Idris ï Evidence and Advocacy coordinator, MNCH2 Jigawa  state office 

¶ Umma Rakana ï Evidence and Advocacy coordinator, MNCH2 Kano state office 

¶ Dije Gimba ï Evidence and Advocacy coordinator,MNCH2 Kaduna state office 
 

 

Inspire | Blog 
The power of communities: strengthening maternal death reporting…and 

much more! 
 

¶ Doubling the number of maternal deaths identified. 

¶ Accurate and cost-efficient method of measuring the maternal mortality ratio. 

¶ Strengthened relationships and trust between health facilities and communities they serve. 

¶ Community actions to prevent future deaths: establishing mobile antenatal care clinics, 

arranging community meetings to explore traditional beliefs and mobilising funds for bicycle 

ambulances.  
 

These are some of the key results from a community-linked maternal death review (CLMDR) pilot 

that ran from 2011-2012 in Mchinji district, Malawi.  

Presented by Dr Tim Colbourn, Lecturer in Global Health 

Epidemiology and Evaluation at the University College 

London (UCL) Institute for Global Heath, the results of the 

study show the importance of involving communities in the 

process of identifying maternal death and acting on the 

recommendations of maternal death review and 

surveillance (MDSR) systems. 
  

In many settings, it has proved challenging to get an 

accurate picture of the number of women dying due to pregnancy-related causes, especially when 

those deaths occur outside of health facilities. This may be because the deaths are not recognised as 

http://mdsr-action.net/updates/nigeria-maternal-and-perinatal-death-surveillance-and-response-scorecard-from-lagos-state/
http://mdsr-action.net/updates/nigeria-the-development-of-a-mpdsr-system/
http://www.mamaye.org/en/evidence/community-linked-maternal-death-review-clmdr-measure-and-prevent-maternal-mortality-pilot


A maternal death is defined by the World 

Health Organization (WHO) as "the death of 

a woman while pregnant or within 42 days of 

termination of pregnancy, irrespective of the 

duration and site of the pregnancy, from any 

cause related to or aggravated by the 

pregnancy or its management but not from 

accidental or incidental causes.ò 

maternal deaths, are not reported for reasons including HIV or unsafe abortions or because health 

workers, traditional birth attendants and those involved in treating the woman feel they will be 

blamed. 
 

The strength of the community MDSR, and the CLMDR pilot Dr Colbourn spoke of, is that it can 

help minimise the culture of blame by involving various members of the community and emphasising 

the need to address systemic issues rather than individual fault. Dr Colbourn explained that in the 

pilot in Malawi ñcommunities and families were enthusiastic about the process because they wanted 

something done to prevent such deaths in the future.ò 
 

The results identified at the start of this blog point to the concrete and varied impact involving 

communities can have ï from being an accurate way to measure the maternal mortality ratio to 

inspiring a community to work together to define recommendations to reduce the risk of other deaths 

happening from similar causes and help to achieve the recommendations.  
 

In Malawi, the MamaYe-Evidence for Action 

(E4A) team has been continuing to work on 

establishing and supporting community MDSR 

committees. You can read more about this by 

clicking here. 
 

You can learn more about how the CLMDR 

project was implemented and what the other 

achievements were by clicking here to watch Dr 

Colbournôs presentation in full, to download the 

Power Point presentation and to read the paper about the study discussed including the five-stage 

CLMDR form (see supplementary materials).  
 

To find out more about MDSR in Malawi, click on the links to read about: 
 

¶ The Ministry of Healthôs training manual for community focused maternal death review 

(June 2011) which provides more details of the process and how it has been implemented 

in Mchinji district. 

¶ An article about the challenges of conducting MDRs in Malawi 

¶ Other initiatives involving communities in the MDSR system. 
 

Acknowledgements: This blog was written by Patricia Doherty, E4A-MamaYe Technical Advisor at 

Options and Sara Nam, Technical Specialist at Options and Manager of the MDSR Action Network. 
 

 

Learn | Resources 
Improving data improving health: Verbal autopsy for health systems 

strengthening 
 

A recent event at University College London (UCL) will be of interest to those working on MDSR. 

The seminar, Improving Data, Improving Health: Verbal Autopsy for Health Systems Strengthening, 

was organised by the University of Aberdeenôs Centre for Global Development and UCLôs Institute 

for Global Health. The half-day event in October 2016 featured six speakers from the World Health 

Organization, Umeå University, UCL, Malaria Consortium, University of Aberdeen and the Africa 

Health Research Institute.  
 

http://www.who.int/healthinfo/statistics/indmaternalmortality/en/
http://www.mamaye.org.mw/
http://mdsr-action.net/presentations/t-colbourn/
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http://www.abdn.ac.uk/iahs/research/global-health/events/improving-data-improving-health.php
https://www.abdn.ac.uk/sustainable-international-development/
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https://www.ucl.ac.uk/igh/
http://www.who.int/en/
http://www.who.int/en/
http://www.phmed.umu.se/english/units/epidemiology/research/umea-centre-for-global-health-research/?languageId=1
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https://www.ucl.ac.uk/2034/review/global-impact/africa-health-research-institute
https://www.ucl.ac.uk/2034/review/global-impact/africa-health-research-institute


The aim of the seminar was to explore how 

verbal autopsy (VA) and similar methods can 

connect communities to policy makers to 

improve data and strengthen health systems. 

Browse the links below to watch the 

recordings and download the slides for each 

presentation. 
 

Following a round-table discussion, the 

speakers published a Lancet comment, the Case for Verbal Autopsy in Health Systems Strengthening 

(DôAmbruoso et al. 2016). Like the seminar, the focus of the piece was to explore how countries and 

communities can use rigorous VA methods to improve data for action, and enhance national and 

global understandings. 
 

Here are the key discussion points: 

¶ The health systems research approach connects global health researchers with local decision-

makers and service providers. The INDEPTH Network (the International Network for the 

Demographic Evaluation of Populations and Their Health) and Health Systems Global are 

examples of these groups ñcommitted to research for actionò (p.e20). 

¶ The World Health Organization has led the development process to standardise interview 

procedures and align the VA 

assignment of cause of death with 

the International Classification of 

Diseases. Standardising this 

information will help make data 

comparable across countries. 

¶ The use of mobile devices to collect 

information and automated tools, 

such as InterVA and SmartVA, to 

process data are practical 

techniques that are effective and 

require few resources. 

¶ Drawing on the evidence of implementing VA models will inform the possibilities and 

barriers of using VA in mortality registration (e.g. civil registration and vital statistics, and 

sample registration systems).  

¶ In relation to VA, social autopsy is a method to capture information on the social and 

systemic circumstances of a death. It investigates issues related to social exclusion from the 

health system and systemic failures to better understand why deaths happen outside of 

facilities or why deaths are not registered. 

¶ Combining VA with participatory methods can support the involvement of communities to 

interpret local data, generate new knowledge for action to inform service organisation and 

delivery, and gain learning from action. 

¶ There is a need to improve information systems and generate good data where deaths are 

currently unrecorded and health systems depend on global estimates. 
 

The authors suggest that the use of VA can mobilise change in local communities, which in turn will 

contribute to global improvements. 
 

View the recordings and download the presentations of the seminar here.  
 

What is verbal autopsy? It is an interview with 

caregivers of the deceased to find out the 

medical signs and symptoms which lead to the 

death. The information is used to classify the 

causes of death. This is a practical approach 

used in many low- and middle-income 

countries (D’Ambruoso et al. 2016). 

http://www.who.int/healthinfo/statistics/verbalautopsystandards/en/
http://thelancet.com/journals/langlo/article/PIIS2214-109X(16)30332-1/fulltext
http://www.indepth-network.org/
http://www.healthsystemsglobal.org/
http://www.who.int/classifications/icd/en/
http://www.who.int/classifications/icd/en/
http://www.abdn.ac.uk/iahs/research/global-health/events/improving-data-improving-health.php


Read the Lancet commentary here. 
 

Learn more about VA approaches and how VA models are used to capture and record maternal and 

perinatal deaths here. 
 

Learn about the community-linked maternal death review project in Malawi by clicking here to watch 

Dr Tim Colbournôs presentation in full, to download the Power Point presentation and to read the 

paper about the study. 
 

Browse our materials on social autopsy here. 
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Act | Event advert 
Seminar 2 | Applying maternal death surveillance and response in crises 

settings 
 

Date and Time: Thursday 23
rd

 March 2017, 5:30 pm – 7:00 pm, followed by refreshments 
 

Location: John Snow Lecture Theatre, London School of Hygiene and Tropical Medicine 

(LSHTM) , Keppel Street, London, WC1E 7HT, UK 
 

Overview: 

Mothers and their babies face greater risks to their survival 

during humanitarian crises. However, there is a dearth of 

evidence about how best to apply reproductive health 

interventions effectively in crises settings. Understanding 

why women and their babies die in these specific 

circumstances is pivotal to designing appropriate 

interventions to prevent deaths from similar causes.  
 

This seminar will explore tools and approaches to maternal 

death surveillance and response (MDSR) in crises settings 

with presentations on the following: 
 

¶ Value of MDSR data and systems in crises settings, 

and in contributing to achieving  sexual and 

reproductive health rights  

¶ Approaches to measuring maternal mortality in 

refugee settings and responding to findings 

¶ Participatory ethnographic evaluation research (PEER) as a tool to triangulate MDSR 

findings in crises settings  
 

Speakers: 
 

¶ Rajat Khosla, Human Rights Adviser ï Sexual and Reproductive Health and Rights, World 

Health Organization, Geneva 

http://thelancet.com/pdfs/journals/langlo/PIIS2214-109X(16)30332-1.pdf
http://mdsr-action.net/tag/verbal-autopsy/
http://mdsr-action.net/presentations/t-colbourn/
http://mdsr-action.net/tag/social-autopsy/
http://thelancet.com/journals/langlo/article/PIIS2214-109X(16)30332-1/fulltext
https://www.lshtm.ac.uk/
https://www.lshtm.ac.uk/


¶ Nadine Cornier, Humanitarian Adviser ï Reproductive Health & Head of Office, UNFPA, 

Turkey 

¶ Eleanor Brown, Technical Specialist ï Options, London 
 

Moderator:  Sarah Moxon, Research Fellow, the March Centre for Maternal, Adolescent, 

Reproductive and Child Health, LSHTM 
 

This event is a collaboration between the Health in Humanitarian Crises Centre, the Global 

MDSR Action Network and the MARCH Centre for Maternal, Adolescent, Reproductive and 

Child Health 
 

Admission and registration: It is free to attend this seminar, but registration is required. Please 

click here to register. 
 

Email:  mdsr@evidence4action.net 

Twitter:  @E4AMamaYeAfrica #MDSR 
 

The seminar will be live streamed here. The recording will be available on this page after the event. 
 

Time zones for live streaming: 

09:30 ï 11:00 (PST) 

12:30 ï 14:00 (EST) 

17:30 ï 19:00 in UK (GMT, Sierra Leone) 

18:30 ï 20:00 (UTC+1, Nigeria) 

19:30 ï 21:00 (UTC+2, Malawi, South Africa, Zimbabwe) 

20:30 ï 22:00 (UTC+3, Kenya, Ethiopia) 
 

Click here to know when this event will take place in your time zone.  
 

 

Act | Calendar of events 
 

EVENT DATE AND LOCATION  

Africa Health Agenda International Conference 2017 

(theme: towards a healthier Africa: people, systems & 

innovations) 

View online 

7-9 March 2017 

Nairobi, Kenya 

Request for comments on the revision of definitions of 

maternal deaths 

Online consultation: organised by the World Health 

Organization 

View the draft paper ñProposed revision of definitions of 

maternal deathsò and comment online 

Open. Deadline for input: 31 

March 2017 

Online 

Improving the Health of Women, Children and 

Adolescents: from Evidence to Action 

Free online course: organised by the London School of 

Hygiene & Tropical Medicine 

View online. Register online 

Starts 20 March, 2017 

Online  

Royal College of Obstetricians and Gynaecologists 

(RCOG)  World Congress 2017 

View online. Book your registration online 

20-22 March 2017 

Cape Town, South Africa 

Virtual International Day of the Midwife , #VIDM17 

Free 24-hour online international conference: organised by 
Starts 4 May at 22:00 UTC 

(Find out here when that is in 

http://options.co.uk/
http://crises.lshtm.ac.uk/
http://mdsr-action.net/
http://mdsr-action.net/
http://march.lshtm.ac.uk/
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http://mdsr-action.net/updates/seminar-series-2017/
http://users.manxbroadband.com/22177/time.html
http://ahaic.org/
http://www.who.int/reproductivehealth/maternal-death-definitions/en/
https://www.futurelearn.com/courses/women-children-health
https://www.futurelearn.com/register
http://rcog2017.com/
http://rcog2017.com/Registration.asp
https://www.timeanddate.com/worldclock/fixedtime.html?msg=VIDM+2017+--+9th+Virtual+International+Day+of+the+Midwife&iso=20170504T22&p1=1440


the International Confederation of Midwives (ICM) 

View online.  

your time zone) 

Online 

31
st
 ICM Triennial Congress 

View online. Register online 
18-22 June 2017 

Toronto, Canada 

Global Evidence Summit 2017: using evidence. Improving 

lives. 

View online 

Deadline for abstracts: 15 March. View online 

12-16 September 2017 

Cape Town, South Africa 

 

https://vidofmid.wordpress.com/
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