Inspire| Case study

How legal and policy frameworks support MDSR in Jamaica

The World Health Organizatiosuggestshatiimaking maternal death a notifiable event in,land

supporting this with policies for maternal death review, analysis and folfpaction creates the
preconditions necessary for successful isenp | ement
(MDSR).

Professor Affette McCasBinns, a Reproductive Health Epidemiologist atltimversity of the West

Indies (Monajand Dr Simone Spence, Director of Family Health Services afithietry of Health in
Jamaicaell us how legislation and policies strengthened the reporting of maternal deaths in Jamaica.
Read< more >

Remembering Louiséiulton
Founder of the Global MDSR Action Network

Louise was passionate about strengthemagernal death surveillance and
responsesystems and established our Action Network to respond to
challenges itinding information about MDSRs. She dreahud a world
where no women difsom prevenablecauses of death during pregnancy
and childbirth.

We at the Action Network look forward to continuing to work together with our members to strive
t owar ds vidioo of & woelddwhere 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 fromEvidence for Action (E4A) EthiopiandE4A Nigeriaon their
reflections of thesecondAnnual ConferencéAC) of the African

Federation of Obstetrics and Gynaecolog{ 28 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 nethiopia MDSR Resource Hub
where you can find all country materials on our website in one place!
Discover what thé/inister of Healththinksabout the power of MDSR;
watch ashort filmof 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

v

< Surveillance and Response (MPDSR) Scorecard-Mi#y2016<here>

<here>

Learn| Presentation
Community-linked MDR to measure and prevent

maternal mortality: a pilot study in rural Malawi

We are thrilled to presentOri m Co | b@Lunstitute sr Global
Health presentation on the communitpked maternal death review
project. Watch the filmread our blogbrowse the publication, and
download the slides and training mahuiRead<more>

Learn| Resources
Improving data improving health: Verbal autopsy for

health systems strengthening

. Find outabout the recent seminar on verbal autopsies at the University
College of London. See the available resources, including recordings and
presentations. Readnore>



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 orThursday 23° March, 17:30-19:00(followed by refreshments) at thendon School of
Hygiene and Tropical Medicing SHTM) to attend:

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

This seminar is part of theeries Innovationsin MaternalandPerinataHealthin Humanitarian
Settings:Exploring EvidenceandInnovationsto ImproveMaternalandNewbornSurvivalamong
PopulationAffected by HumanitariarCrises Readmoreaboutthe speakes anddiscussiortopicsin
the EventAdvert towardthe endof the newsletter

This eventis a collaborationbetweerthe MDSR Action Networka n d L S Héalghons
Humanitarian Crises CentemdMARCH Centre for Maternal, Adolescent, Reproductive and Child
Health

For those of you who will be in London, we are thrilled to invite yoretpster to attendRegistration
is free, but required. Join us afterwards for refreshments wbarwill be able to meet the speakers
and other members of the Global MDSR Action Network.

If you are unable to attend, you dare streantheseminarFind outwhen this event will take place
in your time zoneWatch this spacto view the recordings and download materiafter the event.
We look forward to engaging with you!

Register to attend

Other upcoming events

Request for comments on theevision of definitions of maternal deathsdeadline for input: 31
March, online consultation (organisers: World Health Organization)

Free online course: Improving the Health of Woma, Children and Adolescents: from Evidence
to Action, starts 20 Marchgnline (organisers:London School of Hygiene & Tropical Medicing

Royal College of Obstetricians and Gynaecologists (RCOG) World Congress 2028.22 March
2017,Cape Town, South Africa

Virtual International Day of the Midwife, starts 4 May at 22:00 UT.®nline (organisers:
International Confederation of Midwives—ICM) , #VIDM17

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

Keep up to date on upcoming eveqnltgre>. For more informatiombout each eveincluding
location and registration deta{lwhere applicable)view the Calendar of Events at the end of the
newsletter.

MDSR Action Network

TheMDSR Action Networkaims to support a virtual platform in the area of MDSR, so together we
can make every maternal death count!
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The Action Networkconnectdealthcare providers and professionals, academics, politicians,
decisicm-makers and activists committed to end all preventable maternal deaths.

It inspiresthrough the sharing of stories of successhétllengeas to think big and be ambitious. It
shares resources and experiences so that we d¢aaralnore am it aims to motivate all those with a

part to play tact

Inspire| Case study

How legal and policy frameworks support MDSR in Jamaica

Professor Affette McCawBinns, a Reproductive
Health Epidemiologist at theniversity of the
West Indies (Monaand Dr Simone Spence,
Director of Family Health Services at thenistry
of Health in Jamaicexplain howlegislation and
policy strengthened the reporting of maternal
deaths in Jamaica. This case study deschbes

WPDr Simone Spence:
Credit: IAIM

the policy framework was amended to improve the reporting of maternal deaths and how other
interventionsmplemented simultaneously together strengthen the maternal death surveillance and

response (MDSR) system.

Background

In the early 1980, maternal deaths in Jamaica were significantly umeorted in vital registration
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records by as much as 75With over

80% of all live births occurring in public
hospital$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’, the govemment 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 urefssrting.

Approaches to improving reporting of maternal deaths

Maternal mortality as a notifiable event

In Jamaica, maternal mortality was first classified as a Class | notifiable event in 1998 and integrated
into the existing Class | disease surveillance system that monitors infectious diseases U®@ér the

Public Health Actrevised in 2004°®%  Thi s
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regulations [é.] in relation to a notifiable and
theredf [é]0

By classifying a maternal death a®otifiable 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 analbrell

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

Key features of the MDSR process:

1 A full-scale investigation of the case is conducted for the surveillance report, which incl

- Aclinical summanyby the attending plsjcian managing the case, reporting any hosp
admission by the deceased.

- A home visit(or verbal autopsy) with relatives of the deceased to document the sig!
and symptoms of her last illness, her healtbking behaviour (i.e. if she delayed
seeking cee, particularly when referred by the community health team) and possibl
barriers in accessing care (i.e. reaching the hospital or receiving care once at the
hospital).

- An antenatal care repoitcluding information on key findings, referrals, follayas
and home visits.

- Postmortem findinggrecommended 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, indirentidental

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

A national review team assesses the regional reviews and makes a final decision of the
classifcation and the underlying cause of death.

Defining a maternal death for surveillance purposes

At the start, the definition of a fimaternal deat
death in a woman of reproductive age (describelDds0 years) with evidence of a pregnancy in the

| ast s i®Eachweet, lswveiltance 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
pregnang in the past six weeks. Where evidence of a pregnancy was found, the death was reported

fon suspiciond to the National Epi demi ol ogy Sur v
Department, which would conduct the investigation. This simplification rta@eier 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 delop strategies to ensure improvements in maternal AgaRrarticipants

reported that the process had improved awareness of the problem however they expressed concern
that the WHO definitioht of a maternal death may limit understanding of factorsritnring to
pregnancyelated deaths, especially if lives had been prolonged by Intensive Care Unit admission or

if women died just outside that sixeek period from factors arising from pregnancy (e.g.

cardiovascular complicationsyhey also felt it negssary 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 violente)



As a result of this evaluation and to improve surveillatize case definition of maternal mortality

was expanded to include | ate maDeahrinmaaylwonsanaf c oi nc i
reproductive age (180 years) in whom there is evidence of pregnancy or termination of pregnancy

within the past ong e d(p.4). The Maternal Mortality Surveillance Guidelines (revised ZGk2)

out clear criteria for identifying cases as:

1T “ Ge n:demale
1 Age 1050 years
91 Evidence of PregnancyPregnant and died undelivered, history of abortion, miscarriage,
stillbirth or live birth
91 Period of observation for PregnancyFr om dat e of death to one year

Active versus passive surveillance

Because maternal deaths are notiiadbents, 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 knowmpassive surveillancéut can be unreliabland prone to
reporting bias.

In order to strengthen the MDSR system, the public sector adopgadian surveillanceystem to

improve the number of maternal deaths that were identified and investigated. Active surveillance
involves Class | surveillare 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 anevibstigated.

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 eves (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 af'taflus, 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 privateestor). Community health teams walttively follow up on information (e.g.
Arumour so) about a recent death of a mother. Cor
work in specific geographical areas regularly know the mothers in their catchopenétion 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 |8 AT SRS S e GE e S

and healthcare providers in both the public [ {2 VS a8 el 1= o el o i o

and private sectors.¢omplete information medical officers, regional technicabirector,
on confirmed cases will be noted and at chief nursing officer, etc.] at the facility and
minimum documented as a death due to regional level that nothing is gained from the
undetermined causes. bl ame gRrohMcCaw-Binns

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 céiseestigation and documéation process. The data are



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 keadby 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
Aunavoidabl ed. Howeeraetryr evchee rtea iea vinag edra bilkeent i f i ed
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 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 byadradiplinary teans 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
progranmes 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 arshared with the
national policy directorate for resolution by the Director of Family Health Services.

“Wi thout this policy [t
we would never have built the level of trust among
the health team to present and hoestly 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 bettet - Dr Spence

Challenges and lessons learnt
Deaths in early pregnancy

A 2008 study 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 firsttrimester of pregnancy where the family or the commumizy 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 qdbty are usually investigated by pathologists from the Ministry of
Justice. As these may become medammal cases, delays occur while the case is investigated by the
justice system, limiting the timely reporting and registration of these deaths. &dtasadden

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 andagescy committee aimed to
improve intersectoral data sharing.

Perinatal deaths

TheReqgistration (Births and Deaths) Attequires that all stillbirths of 2&eeks of gestation or
more be registerédAny 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 Jamaicad6s 2008 vi tfigeldeath#dpiusientedat i on sy
challenges in reportingtillbirths (69%), early neonatal deaths (89%) and late neonatal deaths (83%).

Most undefreporting of deaths among children unfige 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%" of all known deaths and registered within sufficient time to be included in routine demographic
statistics. This reviet found that whilst only
26% d sudden deaths among children unde
five were registered within a year of the eve
91% of all undeffive deaths certified by an
attending physician were registered within t
recommended time frame.

Due to the challenge in registering stillbirths
routinely generated mortality statistics (baseg

and registration of stillbirth occurrences in £ S~ S ' WAL

each facility on a monthly basis. A'mother, her newborn and-the
5 ar nurse. Credit: Dr Sharon Lay,

Institutional linkages . &

In the health setor, 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 outsitlee health sector, the Ministry of Health is awaiting the formalisation of

the datasharing agreement (mentioned above) with the Ministry of Justice. In the interim, the
Ministry of Health continues to wor kortgiett.)io ¢ o mmu n
identify cases of women of reproductive age who were recently pregnant and died.

In response to the persistent undeporting of maternal deaths through vital registrafiche

Regi st r a Dep&@temenadden b €omprehensive 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 significalfithy

Managing indirect causes ofmaternal death

Jamaica has improved its management of direct pregnatatgd complications and has had some
successes with indirect conditions such as HIV and Type Il diabetes. However, challenges persist due
to the changing epidemiological profile thie 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, logatibl

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
maternaifoetal medicine. The first group of fellows will begin practicing in 2017.

In response to the lack of adequate infrastructur CHEFNETIISIREN. s
the Ministry of Health is also seeking to improve antenatal care visit. Credit: Dr Sharon Laval
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 financi

Furthermore, there is a need to review and adjus
the current policy framework for service provisio
including the development of and training in usi
the revisedreatment guidelines. These
interventions are challenged by staff turnoverina
relatively underfinanced public health sector.

Multidisciplinary teams and the public

The national Maternal Death Surveillance Guidefimesvide the policy framework thatipports
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 levelsaoé. 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 longerm need témprove communication channels
amongst and across members of the health team and the wider
public. Investing in locally appropriate solutions that are effective
and evidencéased can also help strengthen relations between
patients and the health team asdlvas 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 framenk, 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 motherds death to identify the naeds of bot
cul tur al and quality of care aspects related 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 aceds$sgs. For example, the underlying

determinant in a remote rural area may be transportation while elsewhere it may be limited access to
evidencebased methods, such as magnesium sulphate.
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Inspire| Blog

Feedback from Evidence for Actionl ESOG and AFOG conferences

Evidence for Action (E4A) Ethiopiarere honoured to take part in tBecond Annual Conference of

the African Federation of Gletrics and Gynaecology (AFOG), and'Znual Conference and
Silver Jubilee Celebration of the Ethiopian Society of Obstetricians and Gynaecologists (@EEDG)
4 February, 2017 in Addis Ababa, Ethiopia.

They were joined by Dr Tunde Segun, @euntry Director aE4A 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 neitkk. We share some reflections on the event here.
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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 andgomernmental organisations.

E4A supported a preconfeence 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 natiombR
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 Ehiopia's maternal death surveillance and response (MDSR) systewere
presented at the conference;azdhoredointly by the Federal Ministry of Health (FMOHhe
World Health Organization (WHGInd E4A Ethiopia. Tétopics included:
1 National MDSR Annual Data in the 2008 Ethiopian calendar year.
U Presented by the FMOH.
1 Reducing maternal deaths from haemorrhage: What are the priorities?
U Presented by WHO/E4A Ethiopia.
1 Home, in transit and facility deaths: What d&tkiopia's MDSR data tell us?
U Presented by E4A Ethiopia.

All the presentations were well received and generated
lively discussions with not enough time to respond to &
the points raised!

A fourth presentation from an E4gupported hospital in
Ethiopia was delivered oRAPID (Rapid Ascertainment
Process for Institutional Deathsyhich is a tool to
investigate undereporting of maternal deaths outside
the Maternity unit (for example, the death of a pregna
woman from respiratory disease on a medical ward).

This presentation was well received by staff from other Ethiopiantaésfeen 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 maternalandnew r n s ur vi val i n t hr epeesestatiant es i n |
was well attended argkenerated a rich discussion, with participants eager to know more. Some of the
guestions posed during the discussion are outlined below, with links to informaticanhabvide
more insight:

1 Which professionals conduct the reviews?

U Read about muktlisciplinary team involvemeritere

1 Do the scorecards include commuHitysed deaths?

U Click hereto browse some examples from other settings of how communities have been
involved in MDSR andhereto learn about a pilot project ind¥awi on communitytinked
maternal death review (MDR).

1 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/

U Visit hereto read a Nigeria case study in this book (pﬁﬁbased on MDR data presented
in a scorecard a}:‘ S ,_-‘.,,; N
1 How will the findings from the reviews be shielded :"" S 380
from legal interference? &
i Click hereto know more about how legal
frameworks support MDSRs

You can r ead Dheredddvigwtned s
presentatiorere

them! New members can also join the Action Netwarnkneto
receive news and updates.

Ethiopia participants included Ato Sintayehu, FMOH; Dr Azmach Gebreglorgls WHO/E4A Ethlopla;
and Dr Tamiru Wondie, WHO/E4A Ethiopia.

For more information, contact Dr Gebregiorgig@bregiorgisaz@who.int

Acknowledgements:This blog is based on feedback from Dr Tunde SeGonntry Director for
E4A Nigeria,and Dr Ruth LawleyTechnicalSupportUnit Coordinatorfor E4A in Ethiopia.

Act | Country pdates

Nigeria | Maternal and perinatal death surveillance and response scorecard
from Lagos State

In ngerla theEvidence for Action (E4AAMamaYeprogramme has continued to provieldensive
— support to the implementation of maternal and perinatal death
surveillance and response (MPDSR) at-sabonal levels
@ from October to December 2016.

A0QS The programme assisted the Lagos S##P®OSR Committee
r@(‘~[]} F[LL and the Lagos State Accountability Mechanismnfiaternal,
KR ‘|,, Lr newborn and child health (LASAM) to develop the Statel
! ‘l‘ I‘f“ .}‘\ ALl I I" | Facility MPDSRScorecard. Data from May to July, 2016 from
chil 'L,‘ 'r' { |[L, §1% 17 general hospitals with MNCH services were submitted and
ill ) {_},;i][\.'” I"w I' : presented in the scorecard (see excerpt, below).

PDSFH A total of 68 magrnal deathsccurred over the three months
20(6SCORECARD and the highésnumber of deaths were duehgpertensive
disorders of pregnancy accounting #3% of the maternal
deaths (see Chart 1). Other causekided haemorrhage (25%), sepsis (16%), ectopic pregnancy
(1%) and other cause#cluding anaemia, retroviral disease, hypovolemic shock, unknown, acute
kidney injury, sudden death, severe respiratory distress and o{th&).


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 Chartl@xdiige 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%) Causes of deaths among 68 maternal deaths in Lagos
! ! tate, May - July 2016

neonatal tetanus (1%) and other causes see, Ty -

i i i i Ectopic
|ncIu_d|ng cor_1gemta| anomalies, . pregnancy 15___ B
respiratory distress syndrome, stillbirth, (n=1) (n=10)

intrauterine foetal death, sudden infant
death syndrome or, hypoglycaemia, and
fresh stillbirth and from antepartum
haemorrhage (23%).

The scorecard presents data from ec
facility on the review of maternal and
_permatal dgaths, the use of this eVIdenCCChart 1, Source: Facility-based data from 17 General Hospitals in
inform  action p|anS, the h0|dln9 OlLagos State, as reported in the MPDSR scorecard.

MPDSR meetings, and the process of

reporting relevant information from the Causes of deaths among 140 perinatal deaths in Lagos
notification of maternal and perinate state, May - July 2016
deaths within 24 hours to using MPDS Neonatal

id . lity of Neonatal ~ Tetanus 1% Unknown 3%
evidence to improve quality of care. Janudlcea% (n= 2 (n=a)

=5)
The State organised a meeting to review| Neonatal -\

Meningitis

the evidence from the MPDSR scorecard| s%(n=7)
The meeting was chaired Byofessor

Adetokunbo Fabamwo réfessor of SZS‘;’,T;@Q
Obstetrics and Gynaecologynd Chairman

of the State MPDSR Steeringp@mittee.
Those who attended the meeting include
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 Chart 2, Source: Facility-based datafrom 17 General Hospitals in

State Ministry of Health. Some of the Lagos State, as reported in the MPDSR scorecard.

main issuesliscussed during the meeting were the following:

1 Late referrals resulting in late arrivals of obste&inergency cases. It was agreed that the
State would work with health facilities to strengthen the referral system and increase health
education t@nsure early presentations at facilities.

1 Availability of life-saving medicines and commodities. The Medical Directors must ensure
the timely collection ofirugs from the Lagos State medical stores and thegdifeng drugs
are available at their facilés.

1 The readiness of referral centres to manage obstetric emergencies. The State MPDSR
Committee willrecommendhat the State Government develops a panel to audit health
facilities. This will help identify key areas at the facilities that require imprevesnin
readiness to effectively managmergencies.

Other State-level updates from E4AMamaYe Nigeria



Furthermore, in Gomb8tate, E4AAMamaYe 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 ' l
place in the first quarter of 2017.

To view and download the scorecard for free, clieke

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

Acknowledgements:This country update was written by Mr Oko B
Igado, National Technical Advisor for Mama¥&lA Nigeria and
reviewed by Dr Tunde Segun, Country Director for Mam#vé\
Nigeria.

Act | Country pdates

Nigeria | State-level updates in northern Nigeria

TheMaternal Neonatal and Child health programme (MNCis3) five year country led programme
which aims to reduce maternal and child mortality in northern

Nigeria. The programme works across six states: Jigawa,

‘4"‘{" Kaduna, Kano, Katsina, Yobe and Zamfara.
% ‘ Since 2014, MNCH2 has been supporting maternal and parinat
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

deatls in the future. MNCH2 also supports State MDR
Map of Nigeria, showing the six Committees to mentor and monitor facitigvel committees.

IR

states where MNCH2 works. MNCH26s support to MPDSR across
resulted in a number of achievements. Here are some examples:

Credit: MNCH2

1 At a general hospital in Kadurgtate, one of the MPDSR activities led to the establishment
of a fAcall roomd in a | abour ward based
committee found that in the event of an emergency, R
especially with cases of antepartum haemorrhage, &
was difficut for the medical doctor to immediately
attend to the patient as the doctors live far away frg
the hospital. To overcome this problem, the MPDSI
committee advocated for there to be a call room at
facility. Hospital management provided funds for th
renovation of a space that now serves as the call
room. The room has been prepared and is being us
by on call staff. The response to emergency cases
since improved.

1 In Kano State, efforts led by a facility MPDSR committee at a general hospitakdesult
committee members advocating for the provision of a blwak facility in the zone. As a

The call ro
Kadun

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

r

M


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. Contgnor@mbers were
responsive to blood donation following community sensitisation of the functionality of the
blood bankSince there have been improvements in the availability of blood, the facility has
not recorded any maternal deaths from postpartum haleags up to the time of writing (01
March 2017).

1 InJigawa State, MDR data was collected from 12 secondary health facilities from April to
June 2016. The data revealed that uterotonic drugs were only available fretd&00vhen
staff responsible for theedication 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 surveillanceresplonse scorecard in Lagos State,
click here

To read the Nigeria country update from October 2016k blice

Acknowledgements:This update was prepared based on feedback from:
1 Abdulrahman Idri§ Evidence and Advocacy coordinator, MNCH2 Jigawa state office
1 UmmaRakand Evidence and Advocacy coordinator, MNCH2 Kano state office
9 Dije Gimbai Evidence and Advocacy coordinator, MNCH2 Kaduna state office

Inspire| Blog
The power of communities: strengthenir
much more!

91 Doubling thenumber of maternal deaths identified.

91 Accurate and costfficient method of measuring the maternal mortality ratio.

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

1 Community actions to prevent future deaths: dsthaing mobile antenatal care clinics,
arranging community meetings to explore traditional beliefs and mobilising funds for bicycle
ambulances.

These are some of the key results froooamunitylinked maternal death review (CLMDR) pilot

. that ran from 2012012 in Mchiniji district, Malawi.
Presented by Dr Tim Colbourn, Lecturer in Global Health
Epidemiology and Evahtion 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
surwillance (MDSR) systems.

= = n many settings, it has proved challenging to get an
accurate picture of the number of women dying due to pregratated causes, especially when
those deaths occur outside of health facilities. This may be because theadeatbisrecognised 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

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 communibfDSR, 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 explainethéhat in

pil ot i comiailieaamd faniilies were enthusiastic about the process because they wanted
something done to prevent such deaths in the futare

The results identified at the start of this blog point to the concrete aied wapact involving

communities can haviefrom 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 causaad help toachieve the recommendations.

In Malawi, the MamaY<Evidence for Action A maternal deathis definedby theWorld

(E4A) team has been continuing to work on Health Organizatio@WHO) as "the death of
establishing and supporting community MDSR | =t el RWRTIER elete el el s T e e eV s
committees. You can read more about this by | GULIRETIRel sl E Q=S e iR

clicking here. duration and site of the pregnancy, from ai
cause related to or aggravated by the
You can learn more about how the CLMDR pregnancy or its management but not fror

project was implemented and what the other accidental or incidental caus@s.
achievements were by clickirpreto watch Dr
Col bour ndés pr tedownondahe i
Power Point presentation and to rélael paper about the study dissed mcludmg the fivestage
CLMDR form (see supplementary materials).

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

T The Mini st rraining rhanudferadmminiygocsed maternal death review
(June 2011) which provides more details of the process and how it haspésmented
in Mchinji district.

An articleabout the challenges of conducting MDRs in Malawi

1 Other initiativesnvolving communities in the MDSR system.

Acknowledgements:This blog was written by Patricia Doherty, EAfamaYe 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 seminarimproving Data, Improving Health: Verbal Autopsy for Health Systems Strengthening

was organised bytiéni ver sity of AberdeendswandU€hbdesel heti GUD
for Global Health The halfday event in October 2016 featured six speakers fronithvéd Health
OrganizationUmea University UCL, Malaria Gnsortium University of Aberdeen and thgrica

Health Research Institute



http://www.who.int/healthinfo/statistics/indmaternalmortality/en/
http://www.mamaye.org.mw/
http://mdsr-action.net/presentations/t-colbourn/
http://mdsr-action.net/wp-content/uploads/2017/03/Community-Maternal-Death-Review-Team-Manual.pdf
http://mdsr-action.net/publications/the-difficulties-of-conducting-maternal-death-reviews-in-malawi/
http://mdsr-action.net/tag/community/
http://www.abdn.ac.uk/iahs/research/global-health/events/improving-data-improving-health.php
https://www.abdn.ac.uk/sustainable-international-development/
https://www.ucl.ac.uk/igh/
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
http://www.malariaconsortium.org/
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 (VAand similar methods can
connect communities to policy makers to
improve data and strength health systems.
Browse the links below to watch the
recordings and download the slides for each
presentation.

What is verbal autopsyR 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
count r i éraosdetal 2A186).

Following a rounetable discussion, the

speakers published a Lancet commgé,Case for Verbal Autopsy in HealtlisiemsStrengthening

( D6 Amb etal.@dl®). Like the seminar, the focus of the piece was to explore how countries and
communities can use rigorous VA methods to improve datactoon, and enhance national and

global understandings.

Here are the key discussion points:

1 The health systems research approach connects global health researchers with local decision
makers and service providefie INDEPTH Networthe International Network for the
Demographic Evaluation of Populations and Their Health)-adth Systems Globale
examples of these groupesndicOpmmeé2@led to reseal

1 The World Health Organization has led the development process to standardise interview
procedures and align the VA
assignment of cause of death with
thelnternational Classificationf
DiseasesStandardising this
information will help make data
comparable across countries.

1 The use of mobile devices to colle
information and automated tools, g
such as InterVA and SmartVA, to
process data are practical
techniques that are effective and | Gl
require few resources. B © m? - -

1 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).

1 Inrelation to VA, &cial 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.

1 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.

1 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 sendirear


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 commentdrgre

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

Learn about the communiinked maternal death reviegrojectin Malawi by clickinghereto watch
DrTmCol bournds presentati on i pnesenhtatibnland tareadtdeo wnl o ad
paper abouthte study.

Browse our materials on social autopsye

Reference

D6 Ambruoso, L., Boer ma, T., By as s Mullan,.Z, (20Eh The caselfor verbaE . Her bsi
autopsy in health systems strengthenirancet,online publication.
http://thelancet.com/journals/langlo/article/P11S22180X(16)303321 /fulltext

Act | Eventadvert

Seminar 2 | Applying maternal death surveillanceand responsen crises
settings

Date and Time: Thursday 23° March 2017, 5:30 pm- 7:00 pm, followed byrefreshments

Location: John Snow Lecture Theatiegndon School of Hygiene and Tropical Medicine
(LSHTM) , Keppel Street, London, WC1E 7HT, UK

Overview:

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 b&s die in these specific i
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:

and in contributing to achieving sexual and
reproductive health rights

1 Approaches to measuring maternal mortality in
refugee settings and responding to findings

1 Participatory ethnographic evaluation research (PEER) as a tool to triangulate MDSR
findings in crises settings

Speakers:

1 Rajat Khosla, Human Rights Advisér 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/

1 Nadine Cornier, Humanitarian Adviser Reproductive Health & Head of Office, UNFPA,
Turkey
9 Eleanor Brown, Technical Specialist Options, London

Moderator: Sarah Moxon, Research Fellow, the March Centre for Matekdalescent,
Reproductive and Child Health, LSHTM

This event is a collaboration between th&alth in Humanitarian Crises Centre, the Global
MDSR Action Network and theMJARCH Centre for Maternal, Adolescent, Reproductive and
Child Health

Admissionand registration: It is freeto attend this seminar, but registration is requiRldase
click hereto register.

Email: mdsr@evidence4action.ne
Twitter: @E4AMamaYeAfrica #MDSR

The seminar will be live streamédre. The recording will be available dhis pageafter the event.

Time zones for live streaming:

09:30i1 11:00 (PST)

12:301 14:00 (EST)

17:3071 19:00 in UK (GMT, Sierra Leone)

18:301 20:00 (UTC+1, Nigeria)

19:307 21:00(UTC+2, Malawi, South Africa, Zimbabwe)
20:3071 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 7-9 March 2017
(theme: towards a healthier Africa: people, systems & Nairobi, Kenya

innovations)

View online

Request for comments on the revision alefinitions of Open. Deadline for input: 31
maternal deaths March 2017

Online consultation: organised by the World Health Online

Organization
View the draft paper AProj

mat er nal deatdnlm® and ¢ omme
Improving the Health of Women, Children and Starts 20 March, 2017
Adolescents: from Evidence to Action Online

Free online courserganised by theondon School of
Hygiene & Tropical Medicine
View online. Registeronline

Royal College of Obstetricians and Gynaecologists 20-22 March 2017
(RCOG) World Congress 2017 Cape Town, South Africa
View online Book your registrationnline

Virtual International Day of the Midwife , #VIDM17 Starts 4May at 22:00 UTC

Free 24hour online international conferenagganised by | (Find outherewhen 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/
http://march.lshtm.ac.uk/
https://www.eventbrite.co.uk/e/seminar-applying-maternal-death-surveillance-and-response-in-crises-settings-registration-32650927804
mailto:mdsr@evidence4action.net
https://panopto.lshtm.ac.uk/Panopto/Pages/Viewer.aspx?id=df8f931a-303e-4bd9-a42f-e5c22b56a948
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) your time zone)

View online Online

31* ICM Triennial Congress 18-22 June 2017

View online. Registeronline Toronto, Canada

Global Evidence Summit 2017: using evidence. Improvin( 12-16 September 2017
lives. Cape Town, South Africa
View online

Deadline for abstracts: 2M8arch. Viewonline



https://vidofmid.wordpress.com/
http://www.midwives2017.org/
http://www.midwives2017.org/registration
http://www.globalevidencesummit.org/
http://www.globalevidencesummit.org/call-abstracts

