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Causes of maternal deaths

Causes of perinatal deaths 
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encourage facilities to increase the number of maternal and perinatal death reviews
ensure that facilities regularly give notification of all maternal and perinatal deaths to the DSNOs

ensure that facilities emphasize the use of standardized protocols for patient management of 
obstetric heamorrhage, hypertensive disorder in pregnancy and birth asphyxia

encourage the development of a wholistic behavioral communication change program for timely 
reporting of patients to the health facilities

We ask 
Lagos State Ministry of Health to:
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NO OF DELIVERIES IN THE FACILITY 662 846 245 533 225 140 740 208 399 46 18 226 3 390 516 279 550 229 253 125 163 6796

REVIEW OF MATERNAL DEATHS

Number of maternal deaths  in the last 3 months 6 19 2 2 1 0 8 3 6 0 0 0 0 0 5 4 5 6 4 1 2 74

Number of maternal deaths reviewed in the last 3 months 2 19 2 1 1 0 8 0 6 0 0 0 0 0 6 4 3 6 4 1 2 65

% of maternal deaths reviewed 33% 100% 100% 50% 100% 100% 0% 100% 120% 100% 60% 100% 100% 100% 100% 88%

REVIEW OF PERINATAL DEATHS

Number of perinatal deaths  in the last 3 months 63 21 17 11 4 16 29 11 1 0 8 0 44 21 10 17 10 3 12 3 8 2 311

Number of perinatal deaths reviewed in the last 3 months 4 3 7 11 4 16 5 11 0 0 8 0 12 2 10 10 10 3 7 3 8 2 136

% of perinatal deaths reviewed 6% 14% 41% 100% 100% 100% 17% 100% 0% 100% 27% 10% 100% 59% 100% 100% 58% 100% 100% 100% 44%

USE OF MDR EVIDENCE

MPDSR Committee has an action plan for current quarter

Action plan contains clearly defined activities

Number of activities in this quarters  action plan 11 18 13 15 8 6 12 18 11 1 6 10 16 7 14 5 4 5 10 7 9

Number of activies in action plan implemented during this 
quarter 8 10 8 12 4 2 11 10 10 1 5 8 7 5 14 5 1 4 4 6 6

% of actions implemented 73% 56% 62% 80% 50% 33% 92% 56% 91% 100% 83% 80% 44% 71% 100% 100% 25% 80% 40% 86% 67%

MPDSR MEETINGS AND REPORTING 

MPDSR Committee hold monthly meetings with minutes 
of meeting

MPDSR focal person is notified of all maternal deaths 
within 24 hours

MPDSR focal person is notified of all perinatal deaths 
within 24 hours

LGA District Surveillance Notification Officers (DSNOs) are 
notified of all Maternal Deaths within 48hrs

LGA DSNOs are notified of all Perinatal Deaths within 
48hrs

All maternal deaths are reviewed within 7 days

All perinatal deaths are reviewed within 7 days

MPDSR forms are  completed1

Causes of each maternal death are clearly defined

Causes of each perinatal death are clearly defined

Health staff are using evidence from MPDSR to improve 
quality of care

Completed MPDSR forms are submitted monthly to the 
State M&E officer1

FACILITY

100% of deaths reviewedNot applicable Yes No 75% - 99% 50% - 75% <50% All criteria met Some criteria met No criteria met

1Because the upgraded eMPDSR platform is not finalized and 
the State is not collating report for these indicators


