
BAUCHI STATE, NIGERIA
Jan – June 2018

HEALTH FACILITY MATERNAL AND 
PERINATAL DEATH SURVEILLANCE AND 
RESPONSE (MPDSR) SCORECARD

the State MPDSR steerring Committee to urgently work with 
relevant stakeholders for the implementation of the MPDSR 
facilities step down training

the State Ministry of Health to ensure regular conduct of the 
supportive monitoring visits to the facilities 

the State Ministry of Health to print tools and forms for continuous 
review of maternal and perinatal deaths in the facilities

the facility-based MPDSR committees to sponsor the monthly 
meetings from their service account fund

the State Ministry of Health to create a budget line for the MPDSR 
activities

We ask 
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REVIEW OF MATERNAL DEATHS

Number of maternal deaths  in 
the last 6 months Number 13 4 3 4 0 4 3 4 3 6 4 4 2 1 3 1 5 26 11 4 13 5 11 6 3 5

Number of maternal deaths 
reviewed in the last 6 months Number 10 0 0 0 0 0 0 0 0 1 3 0 1 0 1 0 0 0 0 0 0 0 2 0 0 1

% of maternal deaths reviewed % 77% 0% 0% 0% 0% 0% 0% 0% 17% 75% 0% 50% 0% 33% 0% 0% 0% 0% 0% 0% 0% 18% 0% 0% 20%

REVIEW OF PERI-NATAL DEATHS

Number of peri-natal deaths  in 
the last 6 months Number 26 6 0 0 0 0 1 0 0 2 0 2 0 0 0 2 0 0 8 3 9 0 5 0 3 1

Number of peri-natal deaths 
reviewed in the last 6 months Number 22 0 3 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 0

% of peri-matal deaths reviewed % 85% 0% 0% 0% 0% 0% 0% 0% 0% 20% 0% 0%

USE OF MDR EVIDENCE

MPDSR Committee has an action 
plan for current quarter

Yes/
No

Action plan contains clearly 
defined activities Yes/No

Number of activities in this 
quarters  action plan Number 10 2 4 3

Number of activies in action 
plan implemented during this 
quarter Number 10 2 2 3

% of actions implemented % 100% 100% 50% 100%

MPDSR MEETINGS AND 
REPORTING

MPDSR Committee hold monthly 
meetings with minutes of 
meeting Yes/No

MPDSR focal person is notified 
of all maternal deaths within 
12 hours Yes/No

All maternal deaths are 
reviewed within 48 hours Yes/No

MPDSR focal person is notified 
of all perinatal deaths within 
12 hours Yes/No

All perinatal deaths are 
reviewed within 48 hours Yes/No

MPDSR forms are  completed Yes/No

Causes of each maternal death 
are clearly defined Yes/No

Causes of each perinatal death 
are clearly defined Yes/No

Health staff are using evidence 
from MDR to improve quality 
of care Yes/No

Completed MDR forms are 
submitted monthly to the State 
M&E officer Yes/No

NoYesNot applicable 75% - 100% 50% - 75% <50% All criteria met Some criteria met No criteria met

FACILITIES


