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Addressing inequalities through the
MPDSR system: Lessons learned from
Sierra Leone

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:
Dr Francis Moses, Programme Manager, Reproductive Health and Family Planning Programme
Ministry of Health and Sanitation, Sierra Leone

Part 2: Panel Discussion:

Matron Margaret Mannah, Programme Manager, National Quality Management Programme
Dr James Squire, Programme Manager, National Disease Surveillance Programme

Ministry of Health and Sanitation, Sierra Leone

Questions & Answers
Closing remarks: Ms Francesca Palestra, WHO Geneva
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Addressing inequalities through the
MPDSR system: Lessons learned from
Sierra Leone

QUESTIONS

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
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Dr Francis Moses
Program Manager for Reproductive Health and Family Planning
Ministry of Health and Sanitation, Sierra Leone
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Key Health and Demographic Statistics

7.5+ Million
Population

I

0.34/1000
Doctors/Nurse/Midwives Density

51 Hospitals

1,250+

250,000+
Annual Deliveries

250,000+
Estimated number of Live Births




Key Maternal and Child Health Statistics

ANC1 (98%)
ANC4 (76%)

54.5
Early Initiation of Breast
Feeding

81%
Newborn Dried After

21%

Modern Contraceptive
prevalence rate

Rirth




717/100,000

Maternal Mortality
Rate

122/1000
Under-five Mortality Rate

24/1000
Stillbirth Rate

31/1000
Neonatal Mortality Rate

106/1000
Adolescent Birth Rate

witii{d b

54.3
Life Expectancy at Birth




Gender Related Statistics

Percentage of married women participating in

decision making

Woman's own health care

Major household
purchases

Visits to family or
relatives

Participate in all 3
decisions

Participate in none of
these decisions

—
I
I s
I ::
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Percentage of women participating in decision Making
for Family Planning among current user of FP

Wife and
Background Mainly husband  Manly
characteristic wife jointly  husband
Age
15-19 55.6 36.8 75 0.0
20-24 43.6 38.0 18.4 0.0
25-29 50.6 32.9 16.5 0.0
30-34 46.5 38.1 15.3 0.1
35-39 52.8 35.2 12.0 0.0
40-44 53.3 32.7 13.9 0.0
45-49 46.2 39.2 14.6 0.0

Total 49.7 35.5 14.8 0.0
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Key Gender Related Statistics

Women’s Experience of Violence by Marital Status (DHS 2019)

m Never m Married or = Divorced/
married living together separated/
widowed

BV

Overall, 61% of women aged 15 to 49
have experienced physical, sexual, or
emotional violence since age 15.

g 13
— i
Percentage who Percentage who

have experienced physical have ever experienced
violence since age 15 sexual violence




Prevalence of Female Genital Cutting

83% of women age 15-49 are circumcised

Types of female genital cutting

Don't know/!
missing
3%

Cut. flesh
removed
84%

Cut, no flesh
removed
1%

Female genital cutting by age

gg 91 93 94 95
81
m I I I
15-19 20-24 25-29 30-34 35-39 40-44 45-49
Age group




In Summary

Inadequate Skilled

Human Resources for
Health

Poor Outcome
Indicators

(High Maternal,
Perinatal and Child
Mortality Rates)




Goals of RMNCAH Investment Case and Midterm Development Plan

* Achieve gender equity and equality in all sectors and enable women to
take their rightful position in national development, and political leadership
and decision-making;

* Eliminate all forms of GBV and Discrimination

* Drastically reduce (by more than 50 percent) the number of women
experiencing GBV

* Health Systems Strengthening for RMNCAH

* Accelerate reduction of preventable deaths of women, children and
adolescents and ensure their health and well being.



Institutionalization of MPDSR in Sierra Leone

Guidance on Implementation of functional
Maternal and Perinatal Death Surveillance and
Response (MPDSR) Systems
within Health Facilities

Ministry of Health and Sanitation
. latemal _
. / E 4 Government of Sierra Leone
. 3 P eath
- % - [ A /B Eurveillance and
f‘} s Response
PG v N é REPRODUCTIVE, MATERNAL,

NEWBORN, CHILD & ADOLESCENT
REPRODUCTIVE, MATERNAL, HEALTH STRATEGY National Technical Guideline
NEWBORN, CHILD & ADOLESCENT 1* Edition, July 2015
HEALTH POLICY

MPDSR is embedded in Sierra Leone’s M DSR PDSR

National Policy and Strategy for RMNCAH In 13 Hospitals

Nationwide with SCBUs




MPDSR System Objective

Reporting System

-

To generate
accurate and
timely
maternal and
perinatal
mortality data

Review System

To identify major medical
and non-medical causes of
maternal and perinatal death.

To formulate  appropriate

interventions to
these causes.

in the service

\system :

To institute improvements

address

delivery
/




MPDSR Timeline
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Liberia

Surveillance System for MPDSR

Maternal and Perinatal Death Screening, Notification and Reporting

O O , ,
Week: Monthly Summary Reproductive Health Services - HF3
Facility name and type: Chiefdo:
Disease Cases Deaths Reporting Officer: Signature:
ANC ron Folic Acid supplemertaton Qutcome of delivery in facilty (refDelivReg) | [HPV 1stdose
Acute Flaccid Paralysis ' . ]
fepea Live birth in facility HPV 2nd dose
Acute Viral Haemorrhagic Fever _—
ANC deworming medication Stil birt fresh in facilty
Acute jaundice syndrome syndrome _
Adverse events following immunization ANC fst st -surened or syohis |
Animal bite — Dog ANC IPTp 1! dose Birth weighed within 24 hours
Animal Bite — Snake ANCIPTp 2nd dose Birth weight under 2.5 kg Nomal Delivery
Bacterial Meningitis ANC PTp 3d dose Live birth <=3 weeks gestaion hssisted Vagina Del
Cholera Breastfed within 1 hour of birth Caesarian Secfion
COVID-19 (Suspected)
Diarrhoea with severe dehydration in < 5 years Maternal cases and death infacility | Cases Death
Dracunculiasis (Guinga wormj e -
Complications Al 1044 yrs | 1519yrs | 20-4 2+
CDysentery (Bloody diarrhoea) i il Ml LR LY et U R
Measles Obstetric - pregnancy aborfive
Malnutrition severe Obstetic - pregnancy induced hypertension Misoprostol ONLY
Total Clinical Malaria cases Obsletic- Haemontage Combined (Misopros
Total Malaria cases tested Obstrefic - Pregnancy related infection Manual Vacuum Aspi
Total Malaria cases positive - Y
Obstetic -Ruptured uterus Surgical (Dilatation an
Maternal death . —
Monkey Pox Obstelc - eciopic prercy
Neonatal Tetanus Obstefc - bsiucked lar
Non-Neonatal Tetanus Indirect - Malaria
Perinatal and Neonatal Death — Stillbirth Indirect - Anaemea
Perinatal and Neonatal Death - Early Neonatal bieccberobsic oomplcdins -
Perinatal and Neonatal Death - Late Neonatal s - Oberconplgio E—
Fneumonia severe Unknown or undetemmined Postparum woman p
Typhoid Fever —
NOTE: Any matemal death in community must reported on form HF4 and NOT here
cYellow Fever o




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

© W3 F .l 48% E 16:39

= Aggregate Report

Njandama MCHP

IDSR Weekly Disease
Report(WDR)

W44 2016-10-31 - 2016-11-06

IDSR Weekly Disease Report(WD...

Period: W44 2016-10-31 - 2016-11-06
Organisation Unit: Njandama MCHP

N3 Tl 47% E 16:41

Njandama MCHP

Week 44

Disease/Condition/
Event

Acute Flaccid
Paralysis

Acute Jaundice
Syndrome

Acute Viral
Haemorrhagic

AEFI (Adverse
Effects Following

Animal Bite (dog,
cat)

Anthrax

Buruli Ulcer

rhalara

< 5 Years old > 5 Years old

Cases | Deaths | Cases | Deaths

SUBMIT

surveillance data

A frontline health worker spends few minutes
on Monday morning to transmit weekly

£ iy




Percentage of HFs Reporting
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Health Facility Weekly IDSR Reporting Rate
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2020
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2016 (
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MMR Estimate Reported

Carshon-Marsh Expected Maternal Unreported
et al, 2021 Maternal Deaths Deathss % Reported (Gap?)
_ 1,480 37% 63%
SRY(E e (Cl:1,402 — 1,562) >46 (35% - 39%) (61% - 65%)
~ 60%of
Maternal
Deaths
unknown




Reported Maternal Death by District (2016-2020) \’J

Count of District

200

150

Bo Bombali  Bonthe  Kailahun  Kambia  Kenema Koinadugu  Kono  Moyamba Portloko  Pujehun  Tonkolili ~ Western
Area

Year .Y

m2016 m2017 m2018 w2019 m2020

District ~



Place of Maternal Death, 2016 - 2020

600
500
400
300
200
10

- O

2016

Reported Maternal Death by Place of Death, 2016 - 2020

2017 2018 2019

M Health Facility M Community W in transit

2020

500

400

300

200

10
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Reported number of Maternal Death by Facility Type, 2016-2020

2016 2017 2018 2019

B Public Hospital  mPublicPHU ~ m Private Facilities

B Faith Based

2020



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

Perinatal Deaths

1200

981

1000

643
(66%)

800

600

400

243
147 116

20

o

174 203 193
o) Bl o

Kenema PCMH Makeni Bo Grand Total
m Stillbirths = Antepartum = Intrapartum




Number of Deaths

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

Neonatal Deaths

500
450 435 389
400 (87%)
350
300 257 218
250 (85%)
200
100 50 3
; s EM
X - s e Hm e
Kenema ODCH/PCMH Makeni Bo
Hospital

®m Neonatal deaths = Early Neonatal Deaths (1-7 days) = Late Neonatal Deaths (8-28 days)



0 (0)
1,480 o 37% 63%

°10(Cl:483-538)  ((c).1,402 - 1,562) (35% - 39%)  (61% - 65%)

" 40%of )
expected
Maternal
Deaths
\. Reported

What do we do? —




Who Conducts the Maternal Death
Investigations and Reviews?

* Investigation Team
* District Disease Surveillance Officer
* MDSR Coordinator
* Midwife Investigator

* Review Committee
* National Committee — meets quarterly
* District Committee — meets monthly
* Hospital Committee — meets weekly/fortnightly/monthly



Comprehensive Maternal Death Investigation and Reviews

29



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

(TotalNo. | (No.of | No.of mother died (Maternal  |deaths select |For health Date of admission |admission (For | Date ofdeath For |[For health cause of
Epi Week_ Place of residence: previous|  ANC (During ~ |death catezoryof  |facilitydeaths, | (Forhealthfacility |healthfacity | healthfacility |facility death naf
Datedeath | Death | Age | Districtof | Districtof | Chiefdom | TownCRVillageOR |Pregnancie|deliverie |Contacts| Mode of deliverv. | Pregnancy. ||Community. {facility spechyNameaf | deaths|[Month | |deaths)24hr | deathsMonth | |deaths24hr  |Rezsonfor Cause of Maternal Death _|listed in
S0 "|  occumed |7 Ocourny T (Vear ™| Death ¥ |Residen ™| MardMT| StrestAddress ¥|sinclud Y| sliv ™| 0-3 ¥ |Selectfromme ¥ | During ¥ (Intransit| ¥ |[GovtHospi " [facilty 7| Day/Vear) ¥ |Systemez Y|  Day/Vear] o Systemes. | (Admizsion | 7 |Referred From | ¥ {{1C0-10 Code ¥ |pravious
A A7 Septenber 2018 i 35 Bo Bo Kok honia i i 1| Undelvered After Delivery | Inhansit (OTA) l
B 17 Buphmber 2018 ] 2By B Baama Tikaj 3 2 3| Undelivered Aftar Oelivery | I tranit (07
il i By B Hualth Faclity
i i B Bo Health Facily
i i By B Hualth Faclity
i i By B Hualth Faclity
il 16 March 201 i ZlBonthe  |Bonthe | Soquen Tihin b ] 3| Normal $40 After Delivery | Community Pusrperal epsiz [(13]
[ 13 May 2088 1§ 32|Bonthe  [Bonthe [ Jong Masarie § 4 3| Undelivered Quring Labowr | I trancit Plceata (045.4)
(3] 26 My 2088 il 0|Bonthe  {Bonthe | Rwame Baikrin | Fulawabun 2 | 3] Mormal $Y0 Aitar Olivary | I tranit (07)
i 4 iy 20t ] H|Bonthe  |Bonthe | Dima Maigho b ] 2| Undelivered Ouring Labour | I hansit APH 046
103 1 Ditober 2018 M5 (Kabhn  Kailhe |l Sindi § 4 (1| Wlizzarriagetfbartion | During Pregnancy | Intransi It o Prenancy or Abertion (0051)
105 fNavember 2018 W3 (Kalsh Kl Jaw Fali 1 | 1| Normal $¥0 Aftar Oilivary | Community (07)
il B8 | Toholli | Tookolli Vo il 31 i HE] Hormal $40 After Delivery | Inhansit Intransit Pk I transit (OTA)
il i {Moyambs | Moyamby | Kaivamba Mo, 10 Cale shrt, Salna 4 i (1| Wlizzarriagetdbartion | During Pregnancy| Communiy Walaria (0586
i 24 banuary 2018 A3 (Wt Urban) st Urban MAWEL STREET WELLINGTON | Aitar Olivary | I tranit Rupture of Uterus (0710
i 25 dpril 2088 ] 4 | Westernlrban| Westom Urban ALLENTONN d d Hormal $40 After Delivery | Inhansit Pk ALLENTOWHMCHR | (OT2A)
43 21 Janwary 2018 4 lkambin  [Fambin | Samu Camp D 1 b b | Marmal $Y0 Aftar Oelivery | I tranit Trangit Transit Kaszoria CHC (07
430 § Jine 2018 & Kambin ~ [Kambi | Manbelo Watat Cammunity Community Cammuniy Communiy
A58 Gl 201 [ Kambia (Kb | Magbena Bamai Luma f Undelivired Ouring Preguancy| Health facillty | Gost Hospital | Kambia Gowt Hospital O3
00 i Portloko ~ |Partlobo | BskehLoke Hualth Faciity | Gost Hazpital | Part Loka Govt Haspi (M2 154500
it ) 15 [Partloke  [Portloke  [KaffuBulom 1 0 Aitar Oilivery | Hualth Faclity | Goot Hozpital | Lungi Gowt Hospital (i
i) i Westirn rban| Wester Urban Health Facity | Private Faclty | Aberdeen Women Centre
i i Yestin Urkan| ezt Urban Hualth Faclity [ Private Facity | Aberdzen Wamen Cintre
i i YWestin Urkan| Westam Urban Hualth Faclity | Private Faclity | Aberdien Wamen Cantr
i} i Westirn rban| Wester Urban Health Facity | Private Faclty | Aberdeen Women Centre
i & My 2018 1 Yestin Urkan| ezt Urban Hualth Faclity | Gost Hozpital [ Whiltary 34 (07




Analysis and Reporting

M




Documentation — Annual MDSR Report

MATERNAL DEATH

SURVEILLANCE & RESPONSE

ANNUAL REPORT 2016

Annual Report, 2017
Directorate of Reproductive and
Child Health Ministry of Health &

Maternal Death Surveillance &
Response

Annual Report, 2018

Directorate of Reproductive and
Child Health Ministry of Health & Sanitation,
Sierra Leone

Maternal Death Surveillance and Response

Annual Report

A Call for Action
Time to Respond

Ministry of Health & Sanitation
Directorate of Reproductrve and Child Health

2019




Maternal Death by Age, Gravidity, ANC, 2016-2020
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Maternal Death by Stage of Pregnancy and Mode of Delivery,
2016 - 2020

Two-thirds of maternal deaths occurred

after delivery

4%

m During Pregnancy ~ m During Labour  u After Delivery

m Undelivered m Assisted m Ceaserian Section mSVD




Average Length of Stay in Hospital Before Pronounced Dead,
2016 — 2020

45%
27%
20%
15%
15% l 13%

0-2hrs 3-6hrs 7-24 hrs > 1 day

N w w
S 23 &
S & X

Percentage of Maternal Deaths
=
o
N

3
X

Q
x

Length of Stay (hours)



Maternal Death by Cause of Death, 2016 — 2020

Abortion/Ectopic

Indirect Causes
4%

8%

Sepsis/Infection

12%
Haemorrhage

49%

Other Obstetric
Cause
12%

Hypertension
15%



Contributing Factors

M Financial ™ Lack of awareness on danger signs ™ Socio-cultural norms and beliefs

76.2%

22.5%

% of Maternal Deaths

1.4%

Delay |



% of Maternal Deaths

Contributing Factors

B Cost of transport B Delay in referral from lower level facility ¥ Lack of transport

75.0%

15.6%

9.4%

Delay 2



% of Maternal Deaths

Contributing Factors

m Poor adherence to EmONC guidelines
m Lack of equipment or supplies

46.2%

12.5%

m Lack of personnel/Unskilled personnel
® Delay in providing care

32.6%

8.8%

Delay 3



We know now women’s
stories

What are we doing?




Response and Best Practices

Health Systems Strengthening

Building Human Resource Capacity
v' Midwifery education
v' Postgraduate training of specialists
v In-service training
v’ Supportive supervision and mentorship
Strengthening referral systems
v" National Ambulance service
v’ Strengthening community referral mechanisms
Strengthening response to SGBV
New laws against rape and child marriage
v' Community engagement and CSE in schools
Legal and policy environment for SRHR
Safe motherhood and reproductive health bill in progress

Quality of Care — Improvement Science at Point of Care

Change packages in hospitals for addressing the causes of
v' Maternal Deaths (Sepsis, hemorrhage, PIH)
v Perinatal Deaths (Stillbirth, asphyxia, sepsis)

Improving women’s experience of care
Piloting in learning facilities for nationwide scale up



Challenges

* Blame culture/punitive measures

* Data discrepancy between various sources
* Quality of Investigation and Reviews

* |ssues around documentation

* Legal and policy environment

* Inadequate capacity of community based surveillance



Next Steps

* Create friendly policy and legal environment for MPDSR
* Strengthen Quality Improvement Approaches for MPDSR

* Strengthen capacity of MPDSR investigation teams and review
committees

* Strengthen community based surveillance system
* Create an enabling environment for service delivery
* Strengthen leadership and coordination for MPDSR/Quality of Care



Panel Discussion and Q&8A

Matron Margaret Mannah, Dr James Squire,
Programme Manager, Programme Manager,
National Quality Management National Disease
Programme Surveillance Programme
Ministry of Health and Sanitation, Ministry of Health and
Sierra Leone Sanitation, Sierra Leone
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What’s next?

* We are working with our regions, countries, the MPDSR TWG and partners for an
implementation support plan at country level

 WHO website for other materials

* Recording & slides are available at:
https://www.qualityofcarenetwork.org/webinars/series-7-webinar-7-maternal-and-
perinatal-death-surveillance-and-response-materials

* Please visit Quality of Care Network website.

* If you are interested to implement this in your country and context, please reach out to:

Ms Francesca Palestra,
Technical Officer, MCA WHO Geneva
Email: palestraf@who.int
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