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Introduction: Ms Francesca Palestra, Technical Officer, Department of Maternal, Newborn, Child and Adolescent 
Health and Ageing, WHO Geneva 

Part 1: Sierra Leone’s experience in implementing the MPDSR system: 
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Part 2: Panel Discussion: 
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Questions & Answers 
Closing remarks: Ms Francesca Palestra, WHO Geneva 
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For the Questions & Answers we invite questions from all participants. 

Please place your questions in the CHATBOX
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Country Experience:
Addressing Preventable Maternal and Perinatal Deaths 
During Pregnancy and Childbirth by Implementing The 
Maternal And Perinatal Death Surveillance And Response 
(MPDSR) System





Key Health and Demographic Statistics

7.5+ Million
Population

51 Hospitals



ANC1 (98%) 
ANC4 (76%)

83%
Institutional Birth Rate

87%
Skilled Birth Attendant 

Rate

54.5 
Early Initiation of Breast 

Feeding

81%
Newborn Dried After 

Birth

21%
Modern Contraceptive 

prevalence rate



Key Health Statistics 

717/100,000
Maternal Mortality 

Rate 

24/1000
Stillbirth Rate

31/1000
Neonatal Mortality Rate

54.3
Life Expectancy at Birth

122/1000
Under-five Mortality Rate

106/1000 
Adolescent Birth Rate

Key Impact Indicators 



Gender Related Statistics



Key Gender Related Statistics



Prevalence of Female Genital Cutting



In Summary 



Goals of RMNCAH Investment Case and Midterm Development Plan

•

•

•

•

•



MPDSR is embedded in Sierra Leone’s 

National Policy and Strategy for RMNCAH

Institutionalization of MPDSR in Sierra Leone 



MPDSR System Objective 



MPDSR Timeline

2014
July 

2015
Nov

2015
Jan 

2016

Ad hoc reporting of 

Maternal Deaths

National Technical 

Guideline Developed

Guideline 

Disseminated

National MDSR 

Committee formed 

Health Workers 

Trained

District MDSR 

committee formed

Tools printed and 

distributed 

2019-

2020
2018

June 

2017
April 

2017

QI Projects Initiated

PDSR guideline 

developed

2018 Report 

Produced

QOC Program 

Institutionalized 

2017 Report 

Published

Report launched by 

the President 

ICD- 10 Introduced 

SOP Developed and 

2016 report published



Surveillance System for MPDSR 



A frontline health worker spends few minutes 

on Monday morning to transmit weekly 

surveillance data

Electronic Data Entry for IDSR
Easier, Faster…  Hence more compliance to reporting weekly data
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706

2016

MMR (2019 DHS): 717 (CI:615 - 1,099)

Estimated Number of Maternal Deaths

2,081 (CI:1,785 – 3,190)

MMR (Carshon-Marsh et al, 2021): 510 (CI:483 -538)

Estimated Number of Maternal Deaths

1,480 (CI:1,402 – 1,562)

Registered 

Deliveries on 

DHIS2 in 2020

221,458

Notification and Surveillance for Maternal Death 



60% of 
Maternal 

Deaths 
unknown 

MMR Estimate 

Carshon-Marsh 

et al, 2021

Expected 

Maternal Deaths

Reported 

Maternal 

Deathss % Reported

Unreported 

(Gap?)

510 (CI:483 -538)
1,480 

(CI:1,402 – 1,562)
546

37% 

(35% - 39%)

63% 

( 61% - 65%)



Reported Maternal Death by District (2016-2020)



Place of Maternal Death, 2016 - 2020



2021 Data from 4 Hospitals (PCMH, BGH, KenGH, MakGH)
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50

257

61 67

435

45
(90%)
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(85%)

50
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40% of 

expected 

Maternal

Deaths 

Reported

What do we do?

Comprehensive 

Maternal Death 

Investigation and 

Review 

MMR Estimate 

Carshon-Marsh 

et al, 2021

Expected 

Maternal Deaths

Reported 

Maternal 

Deaths % Reported

Unreported 

(Gap?)

510 (CI:483 -538)
1,480 

(CI:1,402 – 1,562)
546

37% 

(35% - 39%)

63% 

( 61% - 65%)



•
•

•

•

•
•

•

•

Who Conducts the Maternal Death 
Investigations and Reviews? 



Comprehensive Maternal Death Investigation and Reviews 



Maternal Death Line List –
Online Form Created in DHIS2 (2022)



Analysis and Reporting 



Documentation – Annual MDSR Report  



Maternal Death by Age, Gravidity, ANC, 2016-2020



Maternal Death by Stage of Pregnancy and Mode of Delivery, 
2016 – 2020  
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Maternal Death by Cause of Death, 2016 – 2020



Contributing Factors 



Contributing Factors 



Contributing Factors 





✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

Response and Best Practices 



Challenges 

•

•

•

•

•

•



Next Steps 

•

•

•

•

•

•



Panel Discussion and Q&A

Matron Margaret Mannah, 
Programme Manager, 
National Quality Management 
Programme
Ministry of Health and Sanitation, 
Sierra Leone

Dr James Squire,
Programme Manager, 
National Disease
Surveillance Programme
Ministry of Health and 
Sanitation, Sierra Leone



What’s next?

•

•

•

•

•

https://www.who.int/publications/i/item/9789240036666
https://www.qualityofcarenetwork.org/webinars/series-7-webinar-7-maternal-and-perinatal-death-surveillance-and-response-materials
https://www.qualityofcarenetwork.org/webinars/series-7-webinar-7-maternal-and-perinatal-death-surveillance-and-response-materials
mailto:palestraf@who.int
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