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Causes of maternal deaths

Causes of perinatal deaths 

Congenital anomaly

Obstetric complications

Resp distress syndrome

Others

Neonatal Jaundice

Neonatal sepsis

Prematurity/LBW

Unknown

Asphyxia

Preg with abortive outcome

Non obst complication

preg related infection

Hypertensive disorders

Obstetrics haemorrhage

employ more Medical/Health Personnels (all cadres) for the General Hospitals in 
Lagos State

request that the Primary Health Care (PHC) Board  ensure that its officers adhere 
strictly to the referral Policy of the State vis a vis early referral of cases

supply the Service Delivery Protocols (SDPs) to all the facilities that do not have SDPs

We ask 
Lagos State Ministry of Health to:
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NO OF DELIVERIES IN THE FACILITY 599 909 232 484 160 147 751 205 384 24 17 193 5 643 468 451 569 151 199 0 109 113 0 6813

REVIEW OF MATERNAL DEATHS

Number of maternal deaths  in the last 3 months 9 13 3 2 0 0 5 6 2 0 0 2 0 3 1 6 0 1 1 1 0 55

Number of maternal deaths reviewed in the last 3 months 9 3 3 2 0 0 5 6 2 0 0 2 0 3 1 6 0 0 1 0 0 34

% of maternal deaths reviewed 100% 23% 100% 100% 100% 100% 100% 100% 100% 100% 100% 0% 100% 0% 62%

REVIEW OF PERI-NATAL DEATHS

Number of peri-natal deaths  in the last 3 months 48 0 5 11 6 2 6 22 13 0 0 5 0 31 1 3 5 5 4 15 1 2 7 192

Number of peri-natal deaths reviewed in the last 3 months 6 0 4 6 6 2 6 22 13 0 0 5 0 12 1 3 5 5 4 13 1 2 5 121

% of peri-natal deaths reviewed 13% 80% 55% 100% 100% 100% 100% 100% 100% 39% 100% 100% 100% 100% 100% 87% 100% 100% 71% 63%

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 17 8 7 7 4 6 7 6 15 2 0 17 1 3 5 9 9 0 11 8 5 4 0 151

Number of activies in action plan implemented during this 
quarter 12 5 3 3 2 6 7 4 14 2 0 17 0 2 5 8 7 0 7 3 2 3 0 112

% of actions implemented 71% 63% 43% 43% 50% 100% 100% 67% 93% 100% 100% 0% 67% 100% 89% 78% 64% 38% 40% 75% 0% 74%

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  completed

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 MDR forms are submitted monthly to the State 
M&E officer

FACILITY

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


