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Ministry of Health

Millennium Development Goal

ParrAmerican Health Organization/ World Health Organization
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Online Morbidity and Mortality Systems

National Health Service
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El Salvador is a sovereign state located in Central America. It hasubagpmp of 5,744,113
according tathe 2007 population and housirgensus. Given its 20,742 knthe country has the
highest population density in continental America. Its ethnic breakdown is estimated to be as
follows: 90% mixed race, 9% white, and 1% indigenous, with few of them preserving their
customs and traditions

9f {Ff@FrR2NRN& LRLMzZ FGA2y Aa olFaAirolfte I @&2dzy3 L
this trend is expected to hold for the coming yeafhe proportion of women (50.88%) slightly

exceeds that of men (49.12%); the proportion of older adultsons increasing; and the

population is mainly urban (58.98%), most of which lives in marginal areas. Even though life
expectancy in the country has increased, the quality of life has not.

Onefifth of births are to mothers undet9 years old Overall, thefertility rate has decreased,
althoughit corntinues to be high among loimcome, low level of education, and rural mothers,
with a rate of 89 per 1,000 women.

1.1. (%! ,4( 3%26)#% 02/ 6) 3)/
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includes the Ministry of Health (MINSAL), the Salvadoran Social Security Institute (ISSS, for its

Spanish acronym), the Salvadoran Institute for the Rehabilitation of the Disabled (ISRI, for its

Spanish acronym), the Armed Forcemalth Care (Sanidad Militar), the Salvadoran Instifote

1 General Directorate of Statistics and Census, Ministry of Economics, El Salvador, 2007.
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Solidarity Fund (FOSALUD, for its Spanish acrahym).

The private sector includes fprofit and nonprofitprivate bodies.

¢KS L{{{ FYR alLb{![] LINRGARS O2@SNI3IS F2N Y2ai
autonomous body whose goal is to provide social security for fesmetior workers. MINSAL, in

addition to providing health services to the populati without social security coverage,
functionsadi KS KSI f 6K aSOG2NRa fSIR Syidiaideo

9f {If@FIR2NRa& /2yaldAadGdziazy adlrisSa GKFG GKS KSI £
that the State will provide free care to sick individuals who are undblpay and to the
population at large in the prevention of communicable disedses.

aLb{![ FT2NXrfte O20SNER ymx: 27F 9-bectdrwdri@rb &d NR& LI L]
their families, which accounts for about 18% of the population. ISBM ctea&chers and their

families (spouses and children up to 21 years old). The Armed Forces Health Caré\noeers
Forcespersomel, their families, and pensionefs.

The ISBM, the National Association of Telecommunications, the Electricity Company, and the
Armed Forces Health Care cover some 2.3% of the population.

PB8TB- %383%85! , | . $SHR2UOB/ GB , 4
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Health (FESAL, for its Spanish acronym), is 2.5 per woman. The median age for the first conjugal

union is 20 years, and the agefirst birth is 20.8 years. 72.5% obmen 1544 years old that

use contraceptive method10% usdemporary methods ad 32.4% permanent methods. The

Ministry of Health is the source for most of contraceptives in the country, at 56.6%. Early
enrollment in prenatal care is 76.8%, 69.9% of them attend five sessions or moralehosty

control prior to the first six weekis 52.89%.

In 2011, the Ministry of Health reported 84,752 prenatal enroliments, of which 31.4% were
among adolescent women. The enrollment in family planning among adolescents wés 36%.

In terms of overall mortality, specifically among women, the leading cause of death in
adolescent women 1819 years old in 2011 was satiflicted death from toxic effects of
ingested noAmedicinal substances; many of these cases are linked to unwanted pregnancies or

2 Republic of El SalvadorSpecial Law for the Establishment of the Health Solidarity Fund (FOSALUD).
San Salvador, 2004.

3 Republic of El Salvador, Political Constitution of El Salvador, San Salvador, 1983.

4 Republic of El SalvadorSalvadoran InstO O OA 1 £ 4 A & BeBidaioh. GanBélvadaA 2007.

5 National Survey of Family Health.El Salvador (FESAk 2008).

6 Work Report, Sexual and Reproductive Health Unit, Sexual and Reproductive Health Policy,
MINSAL, 2011.



to an inadequate exercise of sexual and reproductive health. For womes02gears old, the
leading cause is HIV/AIDS.

Of the six leading emes of morbidity, five are related to pregnancy, childbirth, or the
puerperium’

1. BELI VERY CARE

According to information from the 2008 National Survey on Family Health (FESAL 2008), the
hospital deliveryrate was 84.6% (MINSAL, ISSS, private hdspiténer hospitals) and the nen
institutional delivery rate was 15.4% (of which 10.9% were attended by midwives, 1.8% at
home by others, 2.1% at homeith no assistance, and 0.7%okthers). Ofhospital deliveries,
24.9% were by cesarean sectib8ee Figure 1 for hospital delivery rates by hospital and
department.

Figure 1. Hospital delivery rates, by type of hospital and by department
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SourceNational Survey on Family Health, El Salvador (FE3%18)

7 Work Report, Sexual and Reproductive Health UnBexual and Reproductive Health Policy,
MINSAL, 2011.
8 National Survey on Family Health, El Salvador (FESAR008).



1. ANSTI TUTI ONALCALECEHWIDELI NES

One of the objectives of the dalth reform that began in 2009 is the development of a National

Health System that ensurethat the population will receive effective andfficient health
serviceghatwillbeinlineg A 1 K (1 KS O2 dzy i NB @aal oprhniithehtg@gimédat YR Ay (i S
benefitting the population.Such a systencan becomea reality providedthat objective and

timely informationis available on the tracer indicators of health events, whiebults from an

effective intrasectorial andnter-sectorial coordinationThis coordination aimat standardizig

the registration of mortalitythroughout all institutions that are part of the National Health

System and facilitates the use of mortality indicators that are representative for thentgu

and contributes towad the development of strategie® prevent causes of deatthroughout

the life cyclée’

{AYOS HnndpX GKS aAyAadaNB 2F | SIfGiK Hevelopadl 8SR Al
National Health System that, since its inceptiamd in line with ax explicitcommitment to

recognize health as a public good and a fundamental human right that the State must
guarantee, assumests collective, democratic, and participative constructiobased on

programmatic foundations that include:

a human rights approachnter-sectorial work to addres social determinants of healthhe

development of a national health system that is equitable, efficiesupportive and universal;

and the integation, complement, and development of health policies at tudregionaland

regional levels®

The following are some of the strategies that are used in the surveillance of maternal mortality:

Strategy 1: NationaHealth SystemBased onPrimary HealthCare.
Developing a national health system based on comprehensive primary health care is| a key
strategy for attaining the Millennium Development Goals and effectively addressing health

determinants and inequities.

Strategy 6: Strategic Information System.
Establishing quality strategic information system is a critical mechanism for making evidence
based decisionsand expediting social oversight, planningnd the control and allocation of
resourcesRemmmendation. 6.6:Compulsory and free registration of vital statistics (births and
deaths) in every municipality.

Strategy 15: Sexuand ReproductiveHealth.
Workingg A 1 K G KS d/ & pogranRintendizé $ Ndarantee the rights of Salvadoran
women by providing then with specialized services), efforts to prioritize information, sexual
education, and sexual and reproductive health targeted to schgeld, preadolescent, and
adolescent women and men throughout the life cycle.

2 Technical guidelines for mortality surveillance in the life cycle, MINSAL, August 2012.
10 Building Hope, Health Strategies and Recommendations, 20@914.



Recommendations:
15.1: To establish an intesectorial program on sexual education and pregnancy preverntion
among adolescents.

15.2:Ddzl N} yiS8S GKS NRIKG G2 62YSyQa &aSEdzf |l yR NBL
cultural and economic accessibility criteria.

15.6: To technically qualify, accredit, and supervise midwives as support personnel in the
62YSYyQa LINPANIY YR AYO2NLERNIGS GKSY Ayiz2z GdKS
network.

15.8 Provide education and services in reproductive health care, imdudrepregnancy,c,
and postnatal.

In addition, according to Article 40 of the Health Code and Article 42, numgoélte Internal
Regulations of the Executive Branch, the Ministry of Health (MINSAbpaiged with issuing
standards that deal with health activities. It also is responsible for collecting, classifying,
tabulating, interpreting, analyzing, and publishifgo-demographic information on the
population, birth rates, morbidity, and mortalify.

To that end, MINSAL has developed Standards fothe Registration of Vital Evesit (Norma

para el Registroade Hechos Vital@swhicha SGa F2NIK | aLlSO0da RSIHEAy3
beginning and end of life. The standard is followed by all technical and administrative personnel

in institutions that are part of the national health system, including the Salvadoran Social
Security Institugé (ISSS), private hospitals that attend deliveries, medlical practitioners in

private practice. To begin an investigation on a possitdéernal death Article 30 states:

Art. 30- Every death of a woman where the cause of death is suspected to laedeto

pregnancy, or is identified with numeral 13 or 14 in the death certificate, must be subjected to

an investigation by health personnel, in order to rule out the existence of pregnancy; if the

death occurred in a hospitaland there is suspicion okk-inflicted poisoning, the Attorney

DSYSNI t Qa hFTTFTAOS Ydza §in adSitioh aybloddNsgt SnBst He dadedmirulel KS O & !
out or confirm pregnancy.

11 Health Code, Republic of El Salvador, 1997.
12 Standards for the Registration of Vital Events, MINSAL, March 2012.



2. BACKGROUND

In 2000, MINSAL establishdte compulsoryreporting of maternal deaths, and sins 2001 it has
been developing and updating Technical Guidelines for the Perinatal Maternal Mortality
Surveillancé®which set forth objectives, strategies, functions, steps in the notification process,
those responsibldor the investigation, the institutional organization for the surveillance, the
analysis and interpretation of results, and the tools for collecting information on maternal
deaths.

Even with the existence of the tecioal standards for reportingnaternal deaths, El Salvador
had great variability in its numbers, which meant that there weraeal@mble data available that
could show the extent of the problem.

CKA& aAddzrdAz2y SR aLb{![ (2 O22NRAYIFI0GS | ol &ast
from 1 June 2005 to 31 May 2006he study had a prospective and desaviptdesign based on

a modified Reproductive Age Mortality Survey AMOS) methodology. The study covered

deaths in women 1{0-54 years old; the age range was expanded because, since dnere

pregnant women younger than 14 years old and older than 49 years old, this avoided a potential
underregistration*

13 Technical Guidelines for the Surveillance of Perinatal Maternal Mori&f, MINSAL, 2001, 2004,
2009.
14 Maternal Mortality Baseline in El Salvado(study), June 2003May 2006.

10



This study uncovered the lack of information on maternal mortality that occurs outside health
institutions, the poor classificationfaleaths, the undercount of maternal deaths, and non
medical (social) causes that may be involved in maternal mortality.

The wide variation in maternal mortality figures mentioned in the previous paragraph, occurred

because data were obtained from theatibnal Survey on Family Health (FESAL), which meant

that figures for 1990 and 2000 were not comparable with those for 2007. The methodological
OKIy3aS OFYS I 062dzi wbste@dodyaSIicK 2R ¢ dzZCOY I [ (1 BmIzZNBSe a S
the maternal mortality ration in the country had decreased from 158 per 100,000 live births to

120 between 1993 and 1998hen increasing to 172 per 100,000 live births in 2002. This

apparent setback reflects problenis sampling methodology, as the agency responsible for the

surveyt the Salvadoran Demographic Association (known as ADS, for its Spanish atronym)
acknowledged, admitting that the sample for calculating this indicator was too small, and there

were other mehodological measuremergroblems.

The baseline study made it possible to estimét& S O 2 rdayeinal En@tality at 71.2 per

100,000 live births for the June 2005 to May 2006 period. It also allowed the national team and

the CDC and PAHO consultants ko Of dzZRS Ay (G KS dGAYRANRGOG 20aiGSi
poisoning, givertheir gravid condition and confirming them through a verbal autopsy stating

that the suicide occurred as a result of the pregnaticy.

¢tKS aiddzRéeQa YIAy NBadzZ §a AyOf dzRSY

The leadingcause of death among women d®¥ years olds tumors (neoplasms), with 537
cases, epresenting 21.8% of all deathsnang thiscausegroup, the most frequent neoplasm
was cancer oftte cervix, accounting for 32.8%K5 a4 SO2y R Y2ald TFNBeldzSyid OF d
and woundg with 17.8%, followed by ilefined causes, with 17.5%.

I There were 100 deaths identified as related to pregnancy, of which 82 were maternal
deaths (direct and indirect) and 18 were unrelated.

i The basic direct causes of maternal death wésgertensive conditions of pregnancy
(eclampsia and preclampsia), which was the most frequent diagnosis at 42% of total cases,
followed by hemorrhage, at 38%, and infectious problems at 6%. Maternal deaths|from
indirect causes represented 39%, of whith6% were related to suicide.

I Of the 32 maternal deaths from indirect wses, seHnflicted poisoningas a result of
pregnancywasthe leading cause of death, with 13 cases (40.6%). It should be noted that
this cause led to the proposal to incorporateuder the group of maternal deaths from
indirectcauseqI1CD10).

9 Of the total maternal death$52% vere women younger than 25 years old, wétiolescents
accountingfor 26.8%.

1 The som-demographic profile of the deceased, in terms of civil status, 4@ in domestic
partnershipsand 37% were single mothers. In terms of educational attainment, 19.5% |were

15 Maternal Mortality Baseline in El Salvado(study), June 200May 2006.
16 Maternal Mortality Baseline in El Salvador (study), June 20@B1ay 2006.

11
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illiterate and 34.1% had not completed primary school. In addition, 63.4% were
residents, 69.5% were of lower socioeconomic levels, and 72%hees=wives.

In terms of prenatal control, 67.1% had access to such services, of which 49% attend
or more sessions. There were 76.4% who enrghieor to 12 weeks of pregnancy.

Of the total deaths, 43% had had tvio-four pregnancies and 34% wepemigravidae.

In terms of birth intervals, 45.6% had intervals of 36 months or more.

Among the 82 deaths (direct and indirect causes), there were 181 orphaned children.
Only 44% of the deceased had been able to recognize signs and symptoms of alar

rural

ed five

m, and

only 25% had a delivery plan, even though they had an available health service and the

opportunity to receive care.

The delay that most influences direct maternal deaths is related to the services (lll); among

indirect maternal deaths, the most frequenthaskified delay (I) was caused by the family
the patient herself.

12
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3. EPIDEMIOLOGY OF MATERNAL
MORTALITY IN EL SALVADOR

After the baseline calculations, MINSHds continued to monitor maternal deaths through the

Epidemiologic Surveillance System. According to that registry the maternal mortality ration for
2006c2008 is 57.1 per 100,000 live birtHs.

Figure 2 Trends in maternal mortality ratio El Salvador1990;2015.

25

Compromiso
ODM 5

52.8

1990 2005 2010 2015

Source:1990, maternal mortalityanalysis in various periods in El Salvador, with the 42% tned@stration added on;

2005, Maternal Mortality Baseline study; 2010, Report on the active surveillance of maternal mortality in El Salvador;
2015 MDG 5 target.

17 Second MDG report, El Salvador, 2009.
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Table 1. Classification of maternal deaths and maternal mortality ratio, EI Salvador, 006
2011

Subtotal: maternal deaths due 40
to indirect causes

Subtotal: maternal deathsdue | 30 18 12 35 25 27
to direct causes
Total maternal deathsd(ie to| 70 61 53 70 65 64

direct and indirect causes)

Births according to DIGESTYC | 107,111| 106,471 112,049 124,898| 125,464| 126,052
Maternal mortality ratio per| 65.35 |57.29 |47.30 |56.04 |51.8 50.8
100,000 live births

Source SIMMOW, Base de Datos USSR, MINSAL

Table 2. Causes of maternal deaths, El Sdtw, January to December, 2010 ag611.

Maternal death dassification 2010 2011

DIRECT 40 37

Hypertensive disorders of pregnancy 10 14

Hemorrhage associated with pregnancy 15 12

Infedions associded with pregnancypuerperal infection, infected abortion 7

Embolisms

Abortion (gestational trophoblastic disease [GTEgdtopic pregnancy

Anesthetic failure

Other pregnancgomplications

INDIRECT

Postpartum depression and major depression

Heart disease

Hemorrhagic dengue

AIDS

Cancer of the cervix and/or ovaftymors)

5
0
3
0
2
Seltinflicted poisoning 6
1
3
0
0
1
1

~| Wl W] B[O OINf | O[N] WO

Other indirect causeghepatorenalsyndrome hepatic failure fatty liver disease
sickle cell diseas@neumonia diabetesmellitus, renal failure Lupuserythematosus
pancreatitis,meningitis,epilepsy)

o)
N

TOTAL 65

Foreign 6 3

UNRELATED 11 18

Source:Sexual and Reproductive Health Unit database, MINS#luargDecember, 2010 and
2011.

Thismonitoring determined that the threedading causes of maternal deaith EI Salvaderin
rank order, are: hypertensive disorders, obstetric hemorrhage, and sep$ie maternal
mortality causes haveemainedthe same in the last few years, and continue to dd%.o.

In 2011, of the 64 deceased women, 44 lived in urban areas and 20 in rural areas (69% and 31%,
respectively). In addition, 52 maternal deaths occurred in hospitals and 12 in the community; 54

18 Maternal Mortality Baseline in El Salvador (study), June 20@B1ay 2006.
14



of the deaths were among women who had MINSAL coverage, 9 awmongen with social
security coverage, and 1 in the private sector. In terms of prerwatrol coverage, 77% of
deceased women attended prenatal control sessions, and of them, 50% enrolledftatett{e

first 12 weeks of gestation)lhe most important ssociated risks were: multiple pregnancies,
previous cesarean sections, adolescent pregnancies, unwanted pregnancies, and previous
pathologies.

Of the 64 deaths that occurred in 2011, 62 were audited by the morbidity and mortality
committees, with deathshat occurredin the ISSS pending audit. The review and analysis of the
cases found that 58 of the women died due to preventable or potentially preventable causes,
with only 6 deaths occurring due to ngmeventable causes. Moreover, 49 of the deatisre

found to haveDelay 3 (directly related with the health services) hbdl Delay 1 (delays seeking
consultation by the woman or her family); no deaths having Delay 2 (or access) were found; this
type of analysis was not conducted on 1 of the deaths.

Regarihg the moment of death, 18 women died while pregnant, 4 died after an abortion, 1
during delivery, and 41 after delively.

In terms of the age of the deceased, 1df%he deathsoccured in adolescent women; 62% of
the deaths were in the age groups¢@ years old?

Table 3. Maternal deaths, by aggoup, El Salvador, 2011.

Agegroup \ Number \ Percent

10¢14 years old O

15¢19 years old 7 11
20¢24 years old 12 19
25¢29 years old 15 23
30¢34 years old 13 20
35¢39 years old 11 17
40¢44 years old 6 9
Total 64 100%

Selfinflicted death due to toxic effects of nemedicinal substances was reported as a leading
cause of death in adolescent womencl® years old; many of these cases were associated with
unwanted pregnancies or conflicts arising from tlheadequate exercise of sexual and
reproductive health.

In 2011, the third leading cause of mortality in womerg2® years old is HIV/AIDST the first
sixcauses of morbidity, five are associated with pregnancy, delivery, and the puerperium.

19 Sexual and Reproductive Health Unit database, MINSAL.
20 Sexual and Reproductive Health Unit database, MINSAL.
21 Sexual and Reproductive Health Unit database, MINSAL.

15



3. EBEPI DEMI OLOGI CELLEWBLRNRYE OF EL
SALVADORG6S MAMBRNALITY

As was discussedearlier, in 2001 El Salvaddpegan developing technical guidelines for the
surveillance of maternal mortalitywhich were updated in 2004 and 2009. These guidelines are
mainly designed to give health service providers a tool #dratbles them to implement actions
intended to identify, collect, process, analyze, and systematically and actively disseminate
information associated with maternal and perinatal health surveillance, in order to boost the
development and implementation of improvement plans and, in so doing, decrease severe
maternal morbidity and maternal mortality.

The Maternal Mortality Baseline study nae it possible to implement a surveillance system
that consiss of:

1) The identification of maternal deaths through the review of death certificates of women| 10
54 years oldegistered in the municipalities.

2) The conduct of a survey with the S OSI aSRQa Fl YAf & YSYOSNE (2 SAGF
confirm it, in which case a social interview andeabal autopsy are carried out

3) The review of clinical records of all institutie that cared for the deceased

4) The review and analysis®ff OK Ol aSQa AYyFT2NXI GA2Y olted GSIY 2°
in each health region)

5) Gather more precise and realistic information that can improve service performance in the
community and the identification of problems; 6) issue recommendaticsghed to decrease
maternal deaths?

%)

Duringthe 20032014 political and administrative term, MINSAL is fostering the development
and implementation of information and communication technologies as a way to bolster the
health reform. The Directorate of fllrmation and Communication Technologies (known as
DTIC, for its Spanish acronym) is taking the lead in this regard. Thisbasety its development
strategy o the analysis, design, and implementation ofadla L b { | [ 6fdts irstifuURorna Q
information systems, as well as the gradumigration from private softwar¢owardsthe use

and production ofree and/or operaccess software.

Based on these parameteran information systemhas been createdthe Epidemiological
Surveillance (known as VIGEPES for its Spanish acronym) Online Morbidity and NEys$sdiy
(SIMMOW, for its Spanish acronyrhas been createdThe system operates in all MINSAL
hospitals and in firstevelof-care institutions; it is currently being exp#ed to other national
health system providers and participating institutions, mainly those within the ISSS.

Each consultation and discharge must be recorded in a comjaiged module, especially
events subject toepidemiological surveillance, such asteraal deaths. Upon occurring, the

22\Work Report, Sexual and Reproductive Health Unit, MINSAL, 2011.
16



epidemiologist or other person responsible for the information must fill out the registration
form and enter itbefore 72 hours after the event has been recorded in a health institulibis
ensures that in cases of intsitional deaths, the information is timely.

For deaths that occur in the community or outside the health services, information is gathered

from death certificateNB IA & G SNBR A Y Y dzfcasrivdslightiony; sedrghihimy 2 FFA O
the media commurity surveillance and notificatiorand key respmdents (community leaders).

Beginning in 2009, the Health Surveillaideectorate has been charged with the nationwide
RAA&ASYAYIlLGA2y 2F GKS aidlidS 27T inclKdds tle2Heanfthii NB Qa Y2
Statistics and Information Unit, arttie Public Health Surveillance Urnitfalls under the Vice

Ministry of Sectorial Policies and tiadffice of the Ministry.

To this end, beginning in 2012, thdaternal Mortality Surveillancésuiddines became the
Technical Guideling®r the Surveillance of Mortality in the Life Cycle and Severe Maternal and
Neonatal Morbidity.These documents are legally based on the Standards for the Registration of
Vital Events, which in its Chapter Il definas/gillance as:

Surveillance process, Art. 33Every health institution within MINSAL must implement the
mortality surveillance system in order to obtain objective information regarding the deaths that
have occurred and to contribute toward the reduction of undegistrationof deaths in its area

of resporsibility. The process must include the following procedures:

a) Identification of deaths: i) active search and ii) passive search.
b) Notification, registration, and processing.

c) Investigation

d) Monitoring, evaluation, and dissemination.

e) Quality control.

Active search, Art. 34 Every healtkservice provider mushterview individuals seeking carat
the health institutionand, in the community,conduct home visitshrough the network ofkey
community respondents or other means of communicatisegarding the death that occurred
in the previous week, emphasizing maternal, perinatal, and infant deaths.

Passive search, Art. 35The Director of the Community Family Health Unit (UCSF, for its

Spanish acronym)or anyone he or she delegates, must collect, code, anter into the

computer based statistical module, within the first 10 working days of each month, information

2y RSFiKa NBO2NRSR AY YdzyA OALJ € YI@2NARQ 2FFAO!
according to the established format. ANNEX 2.

Notification, Art. 36t Every death must be notified with the statistician or person responsible
for that information in the health establishment in the corresponding level of care within 72
hours after the occurrence or identification of the death; for hospital deatthe death
certificate must be used. ANNEX 4.

Every death that occurs outside a hospital should be captured by the community health
personnel in the Mortality Registrhey should notify the health establishment in his or her
area of responsibility.
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Immediate notification, Art. 3@ For a maternal death, the statistician or person responsible for
this information in the health establishment must be notified, using the notification form for
diseases under surveillance in Annex 6, which rhase the approviof the chief of service or
director in the case of whospital deaths, and of the UCSF director in the case of deaths that
occurred outside a hospital. ANNEX 3.

Investigation, Art. 42 For every maternal, perinatal, infant, and child death, and otheatlle

of epidemiological interest, be they -hospital or out of hospital, health personnel must
conduct an investigation to determine the basic cause of death and the factors that contributed
to it, in order to develop interventions that prevent future dba, using the following
methodologies: a) autopsies, b) verbal autopsies, ¢) medical audits, and d) laboratory tests.

Autopsy, Art. 43 Hospital autopsies are one of the procedures for determining the cause of
death, especially in those cases that fallder articles 3 and 4 of the Technical Guidelines for
Autopsies.

If a maternal death occurs in a hospital that is not equipped to perform this procedure, an
autopsy should be requested from a hospital that has a pathology department, following the
establshed technical guidelines for autopsies.

Issuing an opinion, Art. 4¢l For every death under investigation (autopsy, medical audtit
laboratory tests) an opinion must be issued that establishes the causes of death; this opinion
should be vouched for byheé director of the corresponding establishment and must be sent to
the statistics and medicalocuments departments, or the area in charge of the health
information in that establishment, to be processed.

Ensuring ompliance with the articles and guidelines described above relies on a structure
implemented and strengthened bthe baseline study the committees for morbidity and
mortality surveillance. These committeeseahe operational arm of the surveillance systein
mortality and morbidity in the life cycle in particular maternal, perinatal, infant, and childhood
mortality, and they require that all providers that are part of the national health system,
organized into surveillance committees at the differenlexels of care, work together in
analyzing the medical and nanedical causes of death, the quality of care, the degree of
predictability of the death, and the severe maternal and neonatal morhidityaddition, this
analysis will make it possible for éators of health establishments to design and implement the
necessary technical and administrative interventions to prevent similar cases in the future.

These committees in the national health systemhich includes the ISSS, arenstituted
according taheir organizational structure.

In MINSAL, the committees should be set up in the three organizational levels: &) local
community family health unit (henceforward referred to as UCSF), hospital, and basic health
system (henceforward referred to as SIBAIyegional; and c¢) national.

Depending orthe complexity ofa given establishmenthe committeemaybe made up by the
director, or his or her representative of:management the service directorates, nursing,
statistics or person responsible for information, maternal and infant leader, and any others
considered necessary to be included on a temporary or permanent basis, depending on the
case. Nomination will be through a demination from the immediate director and the term
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Depending on the organizational level, these committees should fulfill the following functions:

T

= =4 -4 -9

= =

Invesigate and analyze cases of mortality in the live cycle, including maternal, peri
infant, childhood mortality as priority groups.

Conduct a verbal autopsy in all cases of maternal, fetal, neonatal, infant, and chil
mortality.

natal,

1thood

Generate a summaryeport for each case investigated and submit it to the director

immediately above.

Ensure that interventions designed to prevent the occurrence of deaths from the

causes are implemented.

Ensure that there is an updateentry of all deaths in the lifeycle in the mortality
registry book that follows procedures set forth in the standards for registration of
events.

Analyze, on a monthly basis, the information on maternal, perinatal, infant,

childhood morbidity and mortality according to the fitistional registry system.

Keep the minutes of the hospital committee.

Develop ongoing training for health personnel.

Monitor improvement plans and the surveillance system.

Analyze, on a quarterly basis, information on maternal, perinatal, infant, clutiihend

same

vital

and

adolescent morbidity and mortality, according to the institutional registry and analyze

the data.

Promote and foster intemstitutional and intersectorial coordination in support of

morbidity and mortality surveillance.
Ensure the safekeepingbfdzZRA G NB L2 NI A | yR OF &S &dzy
Support the management of the necessary inputs for the compliance of comm
recommendations and interventions.

Define the professional profile and propose members for the Expert Consult
Committee for the analysis of maternal or child death cases that are difficu
diagnose.

Propose strategies, plans, programs, and projects to be implemented amatienal
level in support of reducing morbidity and mortality, in consideration of exds
policies®

YI NA Sa
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ative
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The Morbidity and Mortality Surveillance Committee is responsible for auditing the case;
among its functions are:

1

1
)l

Reviewing all the information pertaining to the case: numbered clinical record, v
autopsy, case summary from any otheacility that was involved.

| 2y @SYyS Ftyez2yS Ay@2t SR Ay (KS dzaSND3
Conduct a longitudinal analysis: date and time of the care given to the user in
facility.

erbal

OF NBZ
each

23 Morbidity and mortality in the life cycle surveillance system, MINSAL, 2012.
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Analyze the degree of compliance with existing guidelines aadtthical stages in the
health care process.

Determine the basi cause of deathroot causes, and final cause of death and tk
proceed to code the death according to the ICD in effect.

Conduct an analysis of failure using the critical links model, whizkes it possible tc
establish the continuity of care from the community to the health institutions (colo
in red those that require intervention or immediate correction; in yellow, those |
that are areas of concern; and in green, those areas thaived no problems).
Classify the death by cause and degree of potential prevention.

Conduct an analysis by delay: for each case the delay that most affected the deatt
be established, considering that in some cases

There could be more than one.

Draw upan evidencebased final report for thecase,that includes conclusions an
recommendations for each level and for each of the institutions involved in the case
Elaborate an integrated improvement plan that details the interventions to
undertaken at eah level of care and establishing those responsible for execution
monitoring; the plan will take into consideration critical and alert points to
addressed, and should answer the following questions: Why? What will be done?
will it be done? Whemwill it be done? How did you evaluate their compliance? Who

v

en

ring
nks

1 must

d

\v

be
and
be
How
will

do it? How will they do it?
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the 20052006 baseline study.

*Note from the editor: from this point forward, the document incorporates opinions from the
people who were interviewed for th work. These opinions will be in quotes and italics.
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3.2.1SENSITIVITYi KS aeaidsSyQa Ol L) OoOAalde (2 RSGSOG YI ¢

1. The epidemiological surveillance system was strengthened, in that now all health personnel
is aware of the importance dhe compulsory and timely notification of maternal deathi
addition, specific forms for collecting information are now available.

2. At every administrative level in MINSAL atiee ISSS there is a leader in sexual and
reproductive health andnaternalmortality surveillanceThis person coordinates, to some
degree or another, withepidemiology to monitor the maternal death information and
notification system officially and unofficially (deaths that occur in health establishments and
notification of cases through community respondents and key respondents such as the

24 Morbidity and mortality in the life cycle surveillancesystem, MINSAL, 2012.
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media, community leaders, e)¢.d Xa clear flow chart of thesurveillat©S adaeéadSyQa
activatiore

The onlinemorbidity and mortality surveillance system that has been put in place and is

now functioning facilitates the timely (within the first 72 hours after the occurrence of the

even notification by all hospitals in the national network. The system operates throughout

the public network, but not in the private sector.

¢KS OFLIWidzNBE 2F 3ISYSNIf Y2NIFfAGe FNRBY (GKS RS
concentrates on the deas in women of childbearing age, and makes it possible to

document maternal deaths that occur in the community,! OG A @S &SI NOK 2F Y
RSI GKa®de¢

5dzZNAy3d (GKS olFaStAayS &addRéex | F2NXY O64aCAf GSNI { K

woman had been pregmd or notup to one year prior to her death in all deceased won
1ocpn @SINB 2fR ¢6K24aS RSIGK&A oSNB NB3IAal

This survey, administered to the family of the deceased, made it possible to dete
whether this death was maternal death or not, especially among those deceased wo
whose death certificates had not been filled out completely by the health institutions w
she had received care or if her death occurred in the community. This effort uncovere
of undercount and underegistration of maternal deathsEven though it ispart of the
standardstoday this activityis not being carried out in 100% of the casdgre question 14
in the death certificate, related to pregnancy at the time of death, has not been filled
G Xequires staff, andbgistical, material, and other support in order tofiestained

Defining the basic cause of death continues to besane, which leads to problems in tk
identification of cases, particularly in departmental health institutions or in deaths
occur in the community ERESEFAY SR o0l A0 Ol dzaS 2F RS G

The effort to improve public health service coverage continuesndfieugh MINSAL ha
O2YYdzyAlle KSIFfOdK LISNER2YYySt Ay Yz2aild 27
reform and the new health care model it ushered in.

en
SNBR AY

rmine
men
here
d 42%

out.

e
that
K €

3.2.2. TIMELINES®F THE INFORMATI@Nhe speed of capture and transmittal of
information among various levels of operation is intimately linked with the time required to
conduct interventions.

1. The notification of maternaRS I G K OF 4S&a GKIFG 200dzNJ Ay |aLb{! [ Q:
Once documentedentered, and sent to a computdrased platform for internal usehe
information is disseminated instantly to the various directorates and decisiaking
authorities.

2. I1SSSs working on its incorporation into the single health information system; to date,
notification, in conventional format, is handled via telephone, fax, or eriafl.2 OA I £ & S OdzNA |
FYR aLb{![ LI NIHAOALNI GAZ2VYE
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10.

The maternal deaths that occur in the privatector are very few (0.3&0.5%); when they
do occur, notification is immediate, in an informal basis.

Formal notification must be done through MIN$Ahe Ministry requeststhat the

established forms for a maternal death case investigation be filled outbareke summary

be prepared within a period not to exceed four weeksi KSNBE A a y2 LI
LINE A RSNEX &dzOK Iad GKS LINAGIFGS asSoil2NE

The notification of deaths that occur in the community in areas wileeee are community
health promoters is done as soon as these promoters become aware of the death.

In urban areas, espedly in larger cities, the detection and reporting of materdehths
from suicideas a result of unwanted pregnancy is slower, irt tha information is collected

FTNRY Ydzy A OA LI fin th¥ first 20Narking 2lalysfof BeSfallowing month. Upon

NI A OA LI
LJ NJi A Od.

identifying a case of suicide or a suspected maternal death, the case is investigated; it is

then reported if it is determined to be maternal death.

¢ KS O2 dmn tiehudiretidat tiie Forensic Medicine Institute conduct body identificat
and autopsy in all violent deaths and silflicted deaths, such as suicides.

When such deaths occur as a result of pregnancy, the information forensic medicine i
not always timely: often, the autopsy is not performed, and when it is, it is base
criminalistics, rather than to detenine the basic cause of deatlinegative attitude of
operational personnéel

Collecting information sgrificto a maternaldeath caseThecase summary, documentatio

=]

ion

in specified formsis carried out in the timeframe prescribed in the Maternal Morbidity and

Mortality Surveillance Guidelines. In very few cases is this information delayed.

However, the applicatin of administrative sanctions on personnel that did not comply with

the technical guidelines idosv and sometimes nogxistent: & ¥ 2 fuf 8 #émprovement

LE FyEar K2aLMAGHE Y2yAG2NAYy3IT FyR RSTFAOASYdH !/

LISNE2Y Yy St ¢

3.2.3. ACCEPTABILITifis quality refers to thewillingnessof persons and institutions to
participate in the surveillance system.

1.

During the baseline study great effort was expended in advocacy, consciousness raising, and
training with all personnel responsible for the registration of deaths (health personnel in

100% of MINSAL and ISSS institutions, as well as 100% of registratisefr®82 municipa

YI@2NBRQ 2FFAOSA0P ¢ KA A& Haftigipatakiof geisannelRrSther 3y
process of improving the quality @hproving the filling out of the death certificate and the

(V)
Pul;
c

N

OF LI dzNB 2F AYTF2NNIGA2y NBIFNRAy3d RSOSIHaSR s2Y¢

offices; this widespread understanding of the importance of notifying matesteath cases
subsists today thaks to the empowerment of sexual and reproductive health leadés

monitoring visits from the Prevalent Diseases Wmithe Family Health Community Units,
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which are designed to review whether the registration book for mortality in the life cy
bey 3 1 SLIG LINBLISNI & FyR dzLJRI G§SR¢

The health personnedre empowered to conduct surveillance, investigation, and folaw

cle is

of pregnant women, as well agf thosein whom risks associated to pregnancy or not have

beendetected. This surveillance manifesed in the followup done at the community leve
of women that fail to attend their prenatal control sessions, which makes it possib
develop strategies to ensure prenatabntrol attendance andinstitutional delivelies
GRSALIAGS aSihol Ohave pariicha@al 1 this Btratégy sinee& i incept

le to

on

continue on as if these obstacles did not exist, and | know that none of us, despite the

problems, will stop working so that each day women going through pregnancy, deliver
the puerperiumwilK I @S | KI LI +FyR alFFS YIFGSNYAL

The fact that there is national strategic plan for the reduction of maternal perin
mortality, 201kt nmn G KIF G KIF&a o6SSy | RI LI SR regidhal,
SIBASI, hospitals and community family healthtsynand the 1SSSattests to the
institutional and individual commitment.

. Attaining MDGs 4 and 4 has requirtdht the Ministry of Health use its authority to positic
this issue as a muitdimensional problem for the country: to tackle it through a isb
determinants approach, and to bolster the configuration of an igectorial response ir
support of the maternal deaths surveillance and prevention system.

The participation of other institutions, such as the General Directorate of Statistics
Cersus (DIGESTYC, for its Spanish acronym), an arm of the Ministry of the Ec
provides figures on births, information that is necessary for rendering statistical calculz
and estimates.

¢KS KSIfdK LISNE ihyidvimatarnahdRaghsfieck thekfankly(andzgtiet
as a whole has been a factor in the acceptance of the maternal mortality survei
system.

Once a maternal death has occurred, the surveillance system is actigatbdriggers an
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investigation specific to the case. The case is analyzed and discussed, which results in an

improvement plan to avoid the occurrence of another death in the same circumstances
follow-up of these improvement plans and the monitoringtbé health establishments i
deficient, however; leadership at the guidelines level is needed for these plans to
expected resultsg X G KSNB Kl & 06SSy f -pofirecémmerntatihds .
@ NA2dza t SOSt a¢

. As part of the surveillancgystem the analysis and review of maternal mortality cases h
made it possible for the health system itself to improve: there has been a solid
adzaidlr AYySR AYONBIFAS Ay AyadAddzirazylf RS
28 maternd health facilities essential medicines for treating obstetric emergencies h
been acquired, the active management of the third stage of labor is being followeo
direct causes of maternal deaths are managed based on evidence, guidelines f
management of preconception, prenatal, delivery, and the newborn are being upda

5. The
S
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ted,

andguidelines for handling the leading obstetric morbidities are being developed.
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3.2.4. ADAPTABILIT¥( K S

aeaidsyQa FoAatAGe G2 adcddingdd

the objective to be met.

AdasSt ¥

1. The maternal mortality surveillance systenflexible and camesponddeperding on need:

it makes it possibléo estimate statistical figuregstablishleadingcauses of death; classi
deaths by degree of preventip delays, social determinants, critical linkg&-demographic
aspects, andotherst | & GKAA&A GAYSE L Y y2i
within the matenal deaths surveillance system@K S KSNJ 6§ KSNB Aa |

Theguidelines for the surveillance of maternal morbidity and mortality have been revie

adapted, and modified. The 2009 revision ledthe expansion of mortality surveillance

throughout the life cycle, emphasizing maternal and infant mortality, and airatripe

consolidaton of the processfor registering mortality in nationgtealth-system institutions

and facilitate the availability of representative mortality indicators for the country

contribute to the development of strategies to prevent theuses of death in the life cycle:

GKI @S OdzNNByid NB3IdzZ I GA2ya F2NJ OFNB | yR

The surveillance system also was adapted and updatedlving from a poorly accessible

notification system relying on handritten forms sent by fax into a computérasedsystem
that is timely, easily usednd consulted by decision make&:XA G A a Fy | O
has been demonstrated that it can be implemented and it works; there already is a str
in place that can be properly+e Qi A @ 4§ SR 32 GIA OBXESY (i Q&
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The health services are improving and their capability to solve health problems is growing

throughout the health service netwd, using thereferral, return, and consultation

framework, whichalso is applicable to the maternal and perinatal mdilyi and mortality
surveillance system.

While it is true that the notification system is timely, it is not available in 100% of
institutions that are part of the health service network; computer equipment is lack

which limits the information, angbis, and decisiemaking that arise from the community

levela X[ F ©1 2F 02 YLldzi SNJ Slj dzA ndr SK/dit f YR &/
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3.2.5.REPRESENTATIVENE®S capability to represent what occurs in time, person, and
space.

1.

The maternal mortality surveillance system is representative ofntlaey efforts that the
Ministry of Health and the Social Security, in the main, are carrying out:

Promotion of integrated public policy and institutional standards: the national strafggic
for the reduction of maternaperinatal mortality, the technical guidelines for caring f
women in their preconception, prenatal, delivery, the puerperium, and newborn peric
The management of the leading obstetric and gynecological morbiditesilyf planning
guidelines.

or
ds.
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3. Launching of the new model of care based on the primary health care, reaching the
population through family and specialized community teams (EE&E)SF

4. Ensuring the provision of essential obstetric and neonatal care in thea&28rnities under
MINSAL and the Social Security.

5. Community workrelated to the Delivery Plan strategynitiation of operations ér the
YEOGSNYAGe a& SVAYASKRYIATT 62YSYyZ FlLYA{ASas +y
efforts with NGOs and internatial organizations.

6. The upgrade and ongoing education of health personnel has strengthened obstetric skills
and competency, the immediate care of newborns, and the identification of risks among
women who are pregnant or in the puerperium, and newboras)Xcontinually train the
NE&a2diNDOSa Ay@d2f SR GKNRdAzZAK2dzi GKS &adaNBSAtflFyOS

3.2.6. SIMPLICIT¥n structure and operations)the ease with which a surveillance system
functions.

1. Today, health personnel is fully aware of the importance and relevance of the timely
notification of maternal death cases; case notification is carried out easily and simply, and
consists in notifying through the eduty manager or service when the eventaoirs,
GXFGadAGdZRS YR FT@FAfFoAtAGE 2F NBIA2YlE FyR f2

2. The information is transferred to the epidemiologist or his or her delegate, who enters the
information in the epidemiological surveillance compulsoaotification module; the
information is then immediatly transferred to the variousmanagerial levels which
launches the investigation, analysis, discussion, and falipwf casesg | y ldbl@ ang
functioning computetJN2 INJ ¥ (GKF G (1SSLJA LISNER2YYy St dzRIFGSR®

3.2.7. SPECIFICIDR POSITIVE PREDICTIVE VALE capability to know that the
percentage of cases that have been identified as such, indeed are cases.

1. As was detailed earlier, the identification and notification of institutional cases is immediate,
in the first 24 hous after the event has occurred.

2. Interms of cases that occurred in the community or in indirect maternal deaths, notification
hinges on the correct identification of the basic cause of death and of associated-or pre
existent causes; efforts are under way to improve both of these issudslgfihed basic
OFdaS 2F RSIGKE

3. In documenting the reasons for the death and analyzing its caudesc@mespossible to
anticipate, ancevenprevent, the recurrence of cases due to the same causes. This diagnosis
shouldenableputting in place ongoingmprovements to address the identified weaknesses
and to improve processesimplementation of improvement plans designed to avoid
FY2G3KSNJ YFGSNYIFt RSFGK Ay GKS &l yYS OANDdzvail yoO
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Case identification also allows for joint and coordinate work to be exhoiut in the health

establishment and in the community, which should make it possible to pool resources and

efforts to save lives, maximizing the efficiency and efficacy of the intervemtiohdza
several analysis mechanisms to study a single matertal{d& £

Ay 3

3.2.8. STABILIT Yeliability in terms of the consistency in the gathering of information and the
availability of the collected information when it is heeded.

1.

The country and the institutions are committed to support the reduction of mate
mortality; in addition, there is political will to construct a national health system and a s
health information system that can be sustained over time.

For El Salvador, which is a signatory to theited Nations MillenniunmDeclaration this
effort A AyAFTASA GKIG GKS O2dzyiNEQaA STT2NI
Goals.

This is an information system that has prevailed and been strengthened over
generating reliable, and timely information on the maternal mortality profile in thentry,
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THE MATERNAL MORTALTIY
EPIDEMIOLOGICAL SURVEILLANCE (MN
SYSTEMMPLEMENTATION AND
ACCOUNTABILITY

18p8 3#40% B3834%-063. S%HE) L - %

T al SNyt Y2NIlIfAGeE &adz2NBSAt I yan8 monikoghg hasKS ae a.
NAASY (G2 GKS LREAGAOIE IINBYylFS FyR (KS AaadzsS Aa
Inter-sectorial Health Commission (known as CISALUD, for its Spanish acronym) as a matter
for inter-sectorial discussion and support.

1 The m@rticipation of additionalnstitutions and sectorhas been made possible thanksthe
I2PSNYYSyiQa OdzNNByid LXFyX oF&a&SR afgrimér- G SNyt Y
institutional and intersectorial work to be done; this still needs to baproved and
strengthened.

9 Even though the law states that MINSAL islésder of the National Health Systeits role
needs to be strengthened throughe formalization ofpublic and privatdanstitutions that
provide health servicesn order for them tofully comply with the standards for reducing
maternal mortality and morbidity; to date, they participate only on a voluntary basis.

I The efforts to consolidate the operations of a single, permanent maternal mortality
surveillance system in El Salvador thadkes it possible to evaluate the dution of the
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impact indicator (the maternal mortality ratidhrough the reporting of maternal mortality
casesand the institutional and national level needs to be improved.

Each SIBASI has a maternal mortality sllaree committee, which nmets each month to
analyzecases of maternal morbidity and mortality, review maternal care statistics,

and

develop plans to improve the quality of care. They need to be consolidated through

supervision and monitoring.

8 §
& % “Y ) 494" %. %B& M4 3

Sexual and reproductive health must be addressed in consideration of various as
including social determinants, and through an ins&ctorial and intefinstitutional
approach thaencompasses human rights, gender issues, and social inclusion.

To that end, it is necessary to improve the classification of the basic cause of death a

44 [/ & 02)/ 2)2$ W3 ! #K ) -0! #4h
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deaths d women of childbearing age, so that they can be analyzed and maternal deatk
be identified.
All maternal deaths must be subject to verbal autopsies, a review of clinical recorc
analysis by maternal mortality surveillance committees in each StBA&gion.
The maternal mortality surveillance committees in each SIBASI or region must hold &
12 meetings each yeam order to develop improvement plans for each health institut
and level that was involved in the cases, generating an equalber of SIBASI, regiong
and sexuahndreproductivehealth-unit reports .

The maternal mortality ratio and profile for the country must be established, with
YAYA&GNE Qgovdrnyhént cormyitmexd:

888/ 24%$) 5!-.$ |, t4.%2! #4)6) 4) %3

Pursue advocacy at the intsectorial, civilsociety, and internationatooperationragency
levels, in order to keep the reduction of maternal morbidity and mortality in the strat
LX I yQa F3SyRI ®

Elicit the firm and committed participation of additiahinstitutions in the development off

actions and interventions designed to improve sexual and reproductive health.

On an ongoing basis, revieamd provide training on how to correctly classify the basic ce
of death in all National Health System estslhinents.

Monitor the progress of each intervention proposal and improvement plan for e
maternal death at the hospital, SIBASI, regional, and central levels.

Develop quarterly reports for each SIBASI and health region on the maternal morbidi
mortality of women at childbearing age, maternal mortality, and foloprand compliance
results of improvement plans.
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Elaborate a quarterly report on the maternal mortality surveillance for ministry autaeri
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4. 41.3)B3 T&HE ( EV I DEANSCED )
2 %#/ - - %. $14)/ .3

I The regional and national maternal mortality surveillance committees should actively
request monitoringfollow-up and compliance of interventions proposed by the local and
SIBASI surveillance committees; if there is no response to thessqxl needs for reducing
delays and addressing critical links, among others, the process may lose credibility and
efforts will have been in vain.

9 The central government and the Ministry of Health haeals and objectives that align with
the reduction ofmaternal mortality in El Salvador, so that the support requested from
cooperation agencies, friendly countries, and governmental and nongovernmental bodies
aims at attaining the Millennium Development Goals.

T88#/ 20/ 2" 4) ] 02P& %# B3) 6% (2%, 4 (
&1 2 71 - %.

9 El Salvador has entered into a commitment that entails significant cultural change, in that
ideas about family planning and contraceptive decisions must change, and |these
conceptions are deeply entrenched in the collective consciousness. didatsomen must
have full access to reproductive health in terms of sexual education and reproductive
decisions that impinge on the attainment of MDG 5.

9 The reduction in the maternal mortality ratio is tied to an increase in hospital coverage,
because it has made it possible to have more women properly careoefore and during
pregnancy and during delivery. The percentage of deliveries outside of alsspduld be
progressively reduced if the delivepjan strategy were followed.

1 The timely supplpf inputsfor the management of obstetric emergencies has improved.

9 Hiring of specialists at the first level of care has increased.

1 Clinical care guidelinesibed on scientific evidence have been updated.

I The expansion of health service coverage through the deployment of family health
community teams offers specialty care in the field, thus widening access for women.

T838B33%-).14)/..42)"$54)/ . 43/ | 7# )21$,3
171 2 %. %3 3

1 MINSAL is coordinatingn inter-sectorial and inteinstitutional effort to develop a

comprehensive and integrated approach to sexual and reproductive health by forming

alliances with nongovernmental, chgibciety and externatooperaton organizationsThe

promotion of sexual and reproductive rights and their determinants, the promotion |and
detection of gendeibased violence, and thmanagement and sustainability of the sexual
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and reproductive health policy prevail in this effort, asvay to envision the specific an
differentiated needs in the care of women across the life cycle.

I These alliances are a migestation of the participatoryconsultatve, and proposal proces
in sexual and reproductive health, particularly in issuessefuality, maternal health
perinatal and neonatal health, and malignancies of the female and male reprodt
systems (emphasis on cervical and breast cancer).

I MINSAL is pursuing advocacy and management activities to work on the health budge
a gerder approach.

S

’

Ictive

t, with

%3 !
# %

341 #, A$ 4RD2B) | R- %B %3 4 %-
[ 2 -1

8
& -

03

.

The consideration of maternal mortality as a development indicator has liaken up
in the national policy within the Government Plan. Strategic plans for the reductic
maternal mortality have also been in place during the past two consec
governmental terms.X  ¢Pblitical Decisianthis includes international pressur
through the MDGs, @nter-institutional commitment, €Ministerial commitment, @
Clear research protocols, including mechanismis,IEG A 2 y | £ L322t A OA S

The health sector reform has improved access to specialized maternal health serv
the community, fre services, and th&eatment of the population, which, in turn, ha
improved maternal health.

In parallel to the strengthening afaternal mortality surveillance, other strategie
designed to reduce maternal mortality have been incorporated. Among teH#egs are
the Delivery Plan, maternity waiting homes, the women, individuals, families
community strategy, the expansion of the health service network (ECOS F,&hd

updating of clinical standards and guidelines, incorporation of instituticom® foutside
the sector (education, churches), greater budgetary allocation earmarked to the s
and reproductive health policy. All of these are appropriate and efficac
interventions aimed at a saff 2 i KSNK22R>X gKAOK O2y (N
hedth and quality of life.

The epidemiological surveillance system (VIGEPES), a notification system that
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tracks

cases of epidemiological interest, and is compulsory in the public health service

network, has some reports from the private health services, vpaoticipate on a
voluntary basis only, and lacks information on cases in the community (especially
and deaths), which has made it difficult to consolidate theaternal deaths
epidemiological surveillance system. The system falls under the DiréztofaHealth

births

Surveillance: Health Statistics and Information Unit and Public Health Surveillance Unit,

asd S TFT2NIK 6S3IAYYAYI AY HAnd Ay

This gap can be overcome by conducting a parallel and simultaneous surveillanc
the Sexual and Reproductive Health Unit (which falls under the Health Provision
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10.

that covers all maternal mortality information sources: public, private, and comiyu

level and works in close coordination with the epidemiology arEas surveillance

activity has beerstrengthened, and is reliablend timely. It should be continued unti
such time as the overlap and transition between the directorates of Health Bance
and of Support to Health Management and Programming has been guaraidte¢d; N
my point of view, this is not an integrated system; despite great efforts being mac
date, expected results are not there yet. Each level does not coordinatéidtssasith
20KSN) f S@gStazx az GKS O2yilAaydadae 27F OF

Upon the identification of a maternal deatthe case investigation is triggered in eve
institution where the woman received care; according to the maternal morts
surveillanceguidelines, each institution must issue a technical report and a
summary within established timeframes, in order for the surveillance committe
review them and so that during the monthly meeting, the case may be analyzec
improvement actions cabe proposed; in most cases, these reports and summary
not turned in a timely manner, which limits the development of recommendations
improvement plans.

The construction of the indicator for measuring maternal mortalitie maternal
mortality ratiot requires the participation of other central government bodies, suck
the Ministry of Economy, in that this Ministry is responsible for providing the real ¢
of registered births in the country. Today, this figure is a projection, intti@tountry
is not used tofollowing the practice ofa timely registration of vital events, whic
curtails the updating of this important information.

The technical and administrative support has been critical for facilitating all
improvement actions implemented by MINSAL. For example, there has b
transportation made available to move operational and administrative technicians
support the research, the followp of cases and implemented strategies, all of th
designed to improve maternal health

It should be highlighted that this support has come from varicugisterial
officeholders and authoritieamost especially from the Government Secretariat and
central level; regional and local authorities have provided much less suppgoft,¥ 0
recommendationgsemainat the technical level and are not implemented, because |
authorities do nobpttoA YLIX SYSy i GKSY¢é

Efforts are under way to enligivil society ancdhongovernmental organizationas well
as external cooperation agenciesn the promotion, prevention, and detection o
maternal deaths; these entities have had very good results and have facilligiteging
g2YSyQa KSIFHfGK G2 GKS F2NBFTFNRYyG>S +Fy A
citizen participation.
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5. ONCLUSION: STRENGTHS AND LES

LEARNED

The spark that led to the current maternal mortality surveillance system was the information

gathered in the 1998, 2062003, and 2008 Family Health NatibSarveys (FESALS), which were

based on the sisterhood methodologg. X a I Ayf &8> GKS FI 00 GKIFI{G GKSNB ¢
the notification of maternal deaths, in that the sisterhood method was not applicable to

populations that small; in other wordshere was undeNS I A AU N) GA2Yy T ¢ a[ I O1 2
Fo2dzi NBFE adradraadaoa Fd GKS O2dzyiNEB fS@St (2 |

5SALIAGS alLb{![ Q& STFFT2NIlasz (wsdiskofraghiNridisdiay aAK2 gy
2000 the foundation for the baseline study of temal mortality in ElI Salvador began to be

constructed. This effort reached fruition between June 2005 and May 2006, with the technical

analysis that set theeal maternaimortality ratio at 71.25 per 100,000 live births, with an under

registration degreef 42%.

After that study, various proposals have been put forward to facilitate and improve the
maternal mortality surveillance cycle:

1 ¢ Case identification:
Srengthening the notification of maternal death that occur in institutions, especiallyutpnout
MINSAL and the ISSS; the development and operation of an online immediate notification
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system; the understanding by 100% of health personnel at the community level of the
importance andbinding nature of the identification and notification of mataindeaths; the

participation, to a lesser degree, of those responsible for vital events registries, the involvement

2F GKS Yl aa YSRAI Ay ARSYGAFTeAy3d YR RAAASYAY!Il G
women of childbearing age (489 years old) wo have died by various causes, according to the
YI@2NBRQ 2FFAO0Sa 2NJ y20GATAOF (A 2cgnfirmed orlrke®out,02 YY dzy A G
GX ¢KS NBIdA FG2NE FTNIYSE2N] 66A0GKAY (GKS KSIFfGK
maternal death or susxted naternal death, it is investigated at the community or hospital

f SGSET K2aLAdlta FNB NBIJJdANBR (2 AYYSRAIFIGSt& NBIL

2 ¢ Data collection:

As soon aghere is knowledge of maternal deathji KS 62 Yl yQa Of AyAOlIf NBO2
filed, and held for safekeeping; further, a summary is prepared of the main care the woman

received at each of the institutions she consultggenerating a summary for the basic or

community level and a summary summaries for the intermediate and specialized hospitals).

In general, all medical records are available; only in rare occasions are these records not
available.

Standards dictate that every direct or indirect maternal death should be subject to alverb
autopsy, which consists of visiting the family of the deceased, upon previous coordination with
the community personnel, in order to interview the person or persons who were in contact with
the deceased in the days prior to the death. This activityise carried out during the 10
working days following the death, in order not to interfere with religious funeral rituals.

The verbal autopsy is designed to collect additional information not included in the clinical
summaries, such as onset of symptomscomplications, time it took to transfer the woman

from the communityl YR GKS FI YAfeQa LISNOSWLIA2Yy 2F GKS | dz
Gl L2y ARSYUOGATFeAy 33 | in dnlingtisithaly orin thékeSrimuiiity, thesdeds (1 K S NJ

must be immediatelyeported. Sbsequently the process moves to an investigation of the

deathr first, with a document review in the first few daiysthose cases that have records from

a health institution responsible for the geographic coverage area; after 10 days, a aetdyady

is conducted, which supplements the document re¥iew.

Sociedemographic information also is collectednarital status, level of education, housing,

and contraceptive use, among other & X ! L2y A RSy (yiafeénbtijfed atile SY>X (G KS
regional and central MINSAL levels. Subsequently, the records of all care levels and health care
Ayalurabdzinzya 6AF GKSNB Aa Y2NB GKIFy 2yS0 FNB NB¢

3 ¢ Analysis of findings:
Almost all thecases that have occurred areviewed;discussed, and analyzed, save for a few
exceptions, such as deaths in private hospitals and some deaths in social security.

For the purpose of these discussions, there is a national plan that assigns one day e#tlhomo

each health region, in order to allow centialel officeholders and the surveillance committee
from the area where the death occurred to participate.
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A group of experts participates in the case reviews, issuing technical opinions as part of the
review of medical summaries and the verbal autopsy. Finally, the diagnosis, treatment, and
definition of basic cause of death are detailed; in addition, the degree of preventability, the
delays, the critical links, and the compliance with standards arelddta

This process has been strengthened and consolidated over time, despite the fact that there have

been political and administrative changed. X h y OS G KS Ay F2NX I A2y KIF & 0S8
surveillance committees analyze the case with the pi@diion of regionaland centrallevel

personnel. Coverage is complete, including all levels. Although the quality of the analysis should

0S 2LWAYFEXZ Ad YlIe 06S a1S6SR AT t20Ff tS@Sta a
mistakes thatmay have SSy YI RS Ay GKS OFaSxz¢ aXmnmE: 2F RSI
GKS ljdzZ t Ade 2F GKS Fylfteara A& 3A22Rs Ay G(KIFG SEL
4 ¢ Recommendations and actions:

During the case analysis, an improvement plan is drawn up and activities that will help avoid a

future death due to the same circumstances are specified.

Many of these suggestions are followed through, leading to improvements in administrative and

technial processes; sometimes, however, recommendations are carried out, and the

monitoring of improvement plans tends to be deficientin most cageX. ¢ KS Fylf &asSa | NB
G9l OK fS@St 2F OFNB LINBLI NBa Ala-upt@efisuelhaty 2F | O
another similar maternal death does not occur. At this point, there is no administrative-tgilow

to address the failures that have been ide®tiR Ay ( K Sa htFyilStyesa ANBIE2 YYSY R
remain at the technical level and are not implemented, because local authorities do not opt to

AYLX SYSyid (KSY¢

5 ¢ Evaluation and improvement:

& WAYLINROSYSyGa gAfft o0S LlaaroftS6 AT YR gKSy Gf
it is skewed, the recommendations will not be effective. [To maintain this quality] it is essential

for decision makers at all levels to work in concavtare that the case analysis and their
recommendations are the foundation for avoiding future maternal deaths under the same
OANDdzyaidll yoSa |yR NBRdAzOAY3I GKSANI AYOARSYy OS¢

El Salvador has undertaken enormous efforts to improve its health system, and itnaate
mortality surveillance process has been strengthened. Based on evidence and on the ongoing
monitoring of cases and theitauses, various actions have been pursued, among them: a
strategic plan for the reduction of maternal mortality that includes dieaefined objectives

and lines of action has been in operation during two administrative and political periods, the
technical standards and clinical guidelines for the management of the leading obstetric
morbidities and the management dfie pre-concepton, pregnancygdelivery, puerperium, and
newborn periodshave been updated, the skills and competency of medical and nursing
personnel in hospitals and in the communtigve been strengthened, and support has come
from other ministries, such as the miniigts of education and governance.

Having maternal or sexual and reproductive health leaders in each one of the regional
directorates and in the central leved extremely important not only because they are highly
committed to the sustainability and operations of the surveillance system, but also because they
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are the ones who carry out the various processes of identification, analysis, dglipwnd
evaluation processes of maternal and perinatal morbidity and mortality.

In terms of the evaluation and accountability mechanistiignnualevaluations are currently
carried out on the regional plans for the reduction of maternal deaths. To this end, the
coordinaion of each comprehensive and integrated network must present its achievements and
difficulties.While osme networksdo comply, this is not a standardized activity.

The catral level conducts a biannualvaluation in which nationdevel hospital directmtes,

ministry-of-health and sociasecurity officeholders, and representatives of external cooperation

agencies and nongovernmental organizations participate. At thistimg information that has

led to various activities is presented, including: a ol budgetary allocation to sustain a basic

package of family planning methods, especially methods for use among adolescents; the
incorporation of preconception care as a way to affect indirect maternal mortality through the

identification and decreasef@eproductive risksthe improvement and equipping of maternities

SO asto better manageemergency obstetric conditionghe incorporation and training of

volunteer leaders who can identify maternal risks and can make a timely refdiral shift in

the role of traditional midwivesand the strengthening of partnershipgesigned to support

women in seeking institutional delivery cares hy'S 2F GKS 3INBFGSad LINRoOES
surveillance system is coping with the paradigm change that breatlescope of thesystem

from amere formulation of indicators intthe formulation of plans and moving forward into

action; in other words, the implementation of the plafi$e basis for this is the monitoring of

plans, in which the local directorates playNdk G A OF £ NRf S Fa R2 (KS O2yaz2f
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6. ODURCES

©8p84%26) 7T %S QuUW23/ .. %
NAME POSITION LEVEL
DrR.Z - Resgarchet‘oasgllne st_udy on maternal mortality Eastern Health Region
- Regional technicahedical collaborator
- Researchemaseline study on maternal mortality .
Dr. 1M -Workingin the administrative are, departmental hospita Central Health Region
- Sexual and reproductiveeflth leader: childhood an
Dr.J.M adolescence Metropolitan Health Region
- Regional physician, technical collaborator
Dr D.C - Researcher, &seline study on maternal mortality Paracentral Health
T - SIBASI techniaahedical collaboratarService Provision | Regorn/SIBASI
. . . - Metropolitan Health
Dr.J.C - SIBASI technicahedical collaboratarService provision RegionSIBASI
- Researcherhaseline study on maternal mortality
Dr.N.M - Medical technical collaborator at the central level: Sery MINSAL central level
provision
Dr.R.A - Researchemaseline study on maternal mortalitysSS gﬂ\éﬁg&ran Institute - of - Socig

©8C8 35--).20%7 &) %7 3

RESPONDEN

QUESTION.: What was (were) the trigger(s) that made it possible to move from
acknowledgment of the importance of maternal deaths into action to reduce them throu
active surveillanc@

Dr.R.Z

GwS3F NRf Saa 2 ¥ briggk Bitcaniidithe hodsehyldoryhot, she is the basi
ddzLILR2 NI F2NJ 0KS FlrYAfer (GKS LISNAZ2Y 6K2
Each time a woman die, S+ Ay 3 KSNJ OKAf RNBY 2NLIKIFyS
they have greater difficulty incorporating thesmlves ito society. Once the active search
GKA&a LINRPOS&aa Aa €1 dzyOKSRXI Al 06S02YSa 6Of

Dr. LM

Mainly, the fact that there was no reliable source for notifying maternal deaths in
country, giverthat the sisterhood methodology was not applicable in populations that sr
in other words, there was undeegistration.

Dr.J.M

A-Political decision, including international pressure through the MDGs
B-Inter-institutional commitment

CMinisterialcommitment

D- Clear research protocols that inclutils

E National policies

Dr.D.C

The full awarenesamong all personnel at every level of care of the importance of notif
maternal deaths.

Dr.J.C

Increase in mortality.
Investigation of causes.
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Maternal mortality baseline.

High number of preventable maternal deaths.

i A

Dr. N.M UnderNB IAAGNI GA2Y | YR dzy RSND2dzyd 2F YIF (S
U Health publichospitalnetwork hospitals, and in the community
The politicakommitment to attain MDG 5.
Dr.R.A A lack of information about real statistics in the country; attaining MDGs.
RESPONDEN QUES_TIONZ: What is the regulatory or programmatic framework for maternal deal
surveillance?
Dr.R.Z N/A
Dr. .M MINSA @uadelines for maternaperinatal surveillance
Dr.J.M Currently there are technical guidelines for the surveillance of matgyaahatal mortality.
The health system regulatory frameworkqreres that, on the occurrence or a matern
Dr.D.C death or a suspectedmaternal death,it should be investigated at the community a
hospital levels; hospitals are required to immediately report it and activate the system.
Dr.J.C Guidelines for the surveillance of matersadrinatal morbidity and mortality.
Dr.N.M Technical guidelines for the materqa¢rinatal health surveillance systeiINSA|.2009
Dr RA aLb{![ Qa (KS 3IdzA R Sqerngtdd imorbitlidy Nahd imidrEality YsunieifflaNg
system.
RESPONDEN| QUESTIORN: How is the surveillance system organized
According to the established standards, it is clear that there must be profyksm
coordination among all lels. In reality however, one can onljruly understand this by
Dr.R.Z living it, and each region hats own peculiarities; in the eastern part of the country,
example, things are more difficult, the distances are greater and our women have
schooling levels
Deaths in women of childbearing agieat are reported by the first level hedtunits are
Dr I.M moni'gored, which i§one entry point into the system and a secor]dAentry point is the dire
o Y2UAFAOlLIUAZ2Y 2F | YFUSNYyFt RSFUK o0ée Y
determination of the cause of and the delays involvimg maternal death.
The foundation for the surveillance system are the surveillance committees in the
Dr J.M levels of care, especially at the local Ievgzl, in that local committees are the ones to con
o passie investigation of all maternal ded Ka Ay 62YSYy 2F OKAf{HF
& K S S (ité comdyctan active search through kegspondents ohealth promoters.
Dr.D.C At this moment there is no framework, as such.
Community surveillance.
Surveillance opre-conception risk.
Dr.J.C . C
Surveillance of risks in the pregnant woman.
Surveillance of the care provided during delivery and the puerperium.
Maternal mortalityperinatal surveillance committee at the hospitalBASI level, matern
Dr.N.M mortality-perinatd surveillance committee at the regional level, and National Mater
Perinatal Health Surveillance Committee.
At the national levethere isa national committeanade up of the leadership of institutior]
Dr RA that provide health care; a technical comitee supports the national committee. In additic

there are egional, hospital, SIBASI, and healdy A G O2YYAUG(GSSax

structure.
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RESPONDEN

QUESTIOM: Is this a system that is integrated among all the levels (national, proving
local)?

Dr.R.Z

¢KId ¢g2df R 06S ARSFHESZ odz2i ¢S auAatt Kb @S
up obstaclesand this makes it difficult for us to conduct the evaluation or the timely refe
of the user in our region; coordination éxcdlent, and when there are difficulties they a
handled through theregional maternal leaderThis is where the role of the metropolitg
maternal leader was critical, in that it was with her that coordination was reached, wit
having so many difficultg& and always considering the health of our women as the 1
important issue.

Dr. .M

Yes.

Dr.J.M

Yes.

Dr.D.C

Yes, national, departmental, and local.

Dr.J.C

From my point of view, this is not an integrated system; despite enormous efforts
expended, expected results are not a reality yatividuallevek have yet to integratetheir
actions wih those of other levels, which is necessary to ensure coityirio the care of
users.

Dr.N.M

In some regions, the committee is made up precisely as laid out in the technical gesq
for the surveillance of materngderinatal healtht in other words, thecommittee for the
surveillance of materngberinatal mortdity at the hospital/SIBASI level. In most instanc
however,each committee functions independentlyin other words, a SIBASI coritiee and
a hospital committee with joint work between the regional, hospital, and SIBASI le
being carried out only wheauditing the cases to be analyzed

Dr.R.A

Yes, it includes the national, regional, and I¢bakpitak and health unitk

RESPNDENT

QUESTION: How are cases notified and identified, how is information collected, and wk
is the analysis process fomaternal deaths? What is the coverage and quality of th
analysis?

Dr.R.Z

Notification, which occurs immediately upon the death of the user, is doreghonecall to
the regional maternal leadeg request to havél K S dza S NsEcaredid Gil2dsBr to
every level where the woman went, an internal analysis is conducted to determine wh
urgent interventions are needed, and after 10 days, there is a visit to the family to cong
complete investigation and subsequently an audit is coneldicin everyone involved, wit
each of these persons presenting their improvement plan already under way, and add
agreements are entered into, as necessary.

Dr.I.M

Cases are notifieth a sheetspecifically developetbr the notification of maternhdeaths,
and an investigation is also carried out on the deaths of women of childbearing age rej
G2 GKS YIFI@2NRQ 27T7TA 0y Was thad wakhanipfegani of Bad s
been pregnant one year prior to her death,; if there is any doalilter sheet is used to rul
out pregnancylnformation is collected by the SIBASI and regional maternal leader an
analysis is conducted through the hospital maternal and perinatal death committee (
up of the first level of care and the corpnding hospital). The analysis is conducted bg
on DELAYS, CRITICAL LINKS, AND BASIC CAUSE OF DEATH

Dr.J.M

A passive search results from an external consultation and/or the information collects
'/ {C LISNER2YYSt TFTNRY YI 2at Ndiethal dettisioOS deathsd
women of childbearing agehat hashad the filter sheet applied; active search results fr
the information of key respondents in the communities andfealth promoters
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Upon identifying the maternal death, whether institutional or occurring in the commuitit
must be immediatelyreported. Then the process moves to an investigation of the de
which in the first days involves a document review of records from the heasltablishment
responsible for the pertinent geographic argapvidedsuch documents are available; aft
10 days, a verbal autopsy is done, which supplements the document review. Subseq(
these steps, the local maternal and pesonatal morbidity and mortality committee
conducts an analysis, identifying not only causes, but also problems in the care the v
received from the health servicesand issuing a series of recommendations
improvemensto be implemented in the shoiterm, in order toavoid having anothedeath
that presents with the same characteristicBhis process is known as the maternal de
audit, and it involves a technical review of the informatmontained in theclinical records
from all health institutions the woman soughéare from (including firstand seconeevel of
care),including the institution where the death occurred, wsll as information from verba
autopsies(investigations that collect information on how the family perceives the qualit
the care the womanreceived); this is cafucted at the local level, as Weas in the
comprehensive health service networks all the way to the regional level.

The method used is the critical links methodology, which makesssible to identifythe
weakest link in thesystem for that particular maternal death case, and so issug
improvement plan that addresses those weaknesses

Dr.D.C

Each UCSF reports any maternal death that occurs in its geographic area to the pe
SIBASI, the SIBASI then notifies the regjitgvel, and ultimately the central level, where
information is collected in the forms designed for this purpose. Subsequently, the re(
f SPSt aSia GKS RIFEGS F2NJ GKS Fylfteara as

Coverage: ach SIBASI analyzes 100% of maternal deaths; the quality of the analysis
good, given that experts participate in the case discussions.

Dr.J.C

Severe maternal morbidity is analyzed.

Deathin women of childbearing age (4499 years old) who have died due to various cau
FOO2NRAY3I G2 (GKS YI@2NERQ 2FFAO0Saz Aa Y4
A quality analysis is conducted; however, the administrative actions to be undertakel
result are not conducted as expected.

Dr.N.M

Whenever a death occurs in the community or in a hospital, it is entered into a Minis
Health database that is part of the W4lased Morbidity and Mortality Systef&IMMOW
for its Spanish acronymlIf the death occurred in the community, this information
obtained fromthe deattOS NI A FA OF G4 S NX 3 A a ( Nand thediLidlentdref
into the SIMMOWEE

Dr.R.A

Deathsmay be identified by the report issued by personnel in the heedthter where the
death occurred (hospital level) or by community health personisaths also can b
ARSYGAFASR FNRY RSIFGK NBIAAGNRSA Ay YI
the regional level and then to the central MINSAL levalbs8quently, records from all cal
levels and all institutions (if there is more than one) are reviewed, and a verbal auto
carried out. Once the information is gathered, the case is analyzed by the local surve
committees, with the participatio of regional and centrallevel staff. Coverage is comple
i SOSNB tS@Stod vdzktAle &aK2dzdZ R 6S 2LJA
position to the extent that they do not accept responsibility for mistakes made in the ca
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RESPONDEN

QUESTION: What is the pathway that the recommendations follow; what is the decisic
making proces®

Dr.R.Z

The region is made up of four SIBASI, and theytte first ones to monitocompliance with
the improvement plan; the regional level monitors its compliance if the SIBASI does nc
the initiative; it is the region that takes it upon itself to ensure that agreementdali@ved
through.

Dr.I.M

Recommendations become improvemt plans that are developed and implemented f{
every link identified in the chain; their implementation is monitored by the central level.

Dr.J.M

Recommendatios emerge, in the main, from the analyses of local morbidity and mort
committees higher levels,which must monitor each of the improvement plans, must
aware of them.

Dr.D.C

Each care level develops its own plan of action and conductsnitsfollow-up, to ensure
that no other maternal death due to the same cause will occur.

As of now, there is no administrative follewp that deak with those resources that havead
identified failures.

Dr.J.C

Often, recommendationsemain stagnantat the technical level and are not implemente
because local authorities do not opt to inephent them.

Dr.N.M

Considering that recommendations are the equivalent of the improvement plan
hospitals and the SIBASI conduct jointly after the audit analysis, these recommend
need to be brought to the attention of the various directoratasd headquarters of the
various levels of care, in order to support and guarantee the compliance with said plan.

Dr.R.A

The recommendations that result from this analysis may be directed to local, region
central levels, depending on the case.

RESPNDENT

QUESTION: How are findings translated into recommendations that are incorporated in
AYLINRGSYSY(G LIXlya RSaA3IySR (2 Syt ysQlke
structure/process/advocacy/leadership required for this to occur? (Pleagwovide
concrete methodologies and examples.)

Dr.R.Z

Each plan is tailored to each communiaynd aims at having an impact on the case at hg
so that the same mistakes can be avoideden though these mistakes may be committec
the community levelmoreover, given that there is a critical link for each case, the idea
improve this link, provided that solutions are possible at each level

Dr.I.M

Findings must be incorporated into the improvement plan, with theamsthnding that the
intention isto avoid another casdue to the same causek this way, the health system w
be gradually improved, progressing from the specific to the general. The maternal mef
perinatal surveillance system is the structure that encompasses the aptithway for a
maternal death cse; it encompasses the different care levels and describes the functio
each level, which makes it possible to know that advocacy efforts are at a high level, w
National Maternal Mortality Committee (I am not sure tfig stil active) being able tq
request an audience with the president of the country, if necessary.

Dr.J.M

One of the most serious problems affecting the current surveillance system is the par
shift from a surveillance system that simply formelaindicators, to one that develops pla
and translates them into action.

The foundation for this is the monitoring of plans, in which the local directorates p
critical role, as do the committees that have been formed.

Dr.D.C

No answer.

Dr.J.C

Improvement plans have been developed and changes have been made thanks
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leadership of technicians; that said, leadershigtil lacking in terms of the guidelines befg
these plans have the expected effeEbr example, directors must undertakdrministrative
actions against personnel thdb not comply with existing regulations.

Dr.N.M

When the maternal, perinatal, or infant death audit is carried out, warning findings, as
as critical points, set the standards for decision making ma#ting improvements in thos
areas.

Dr.R.A

Maintaining the quality of the argsis at an optimal level is idedf the analysis is skewe
the recommendations that emerge from it will not be effective. In order to uphold
guality ofthe analysisall decision makers from all levels must work in concert, aware
the case analysis and their recommendations are the foundation for avoiding f
maternal deaths under the same circumstances and for reducing their incidelece.isa
concrete examm@: a woman diedwho was sterilized during her second trimester
pregnancy. Guidelines clearly state that before referring a wofoasterilization, she mus
have a pelvic exam, during which her pregnancy wdddietected and the sterilization
postponed.Clearly, it is imperative to enforce this standard at the local level, so that no
refers patients for sterilization without perfming a pelvic exam. This requires that all SIE
and regional directors, as well as thentral level, be aware that this was a grave mist
and that it is critical to provide strict supervision so that this regulation is complied wit
similar cases will continue to occilhen this particular case was audited, the health
that referred the pregnant woman in her second trimester for sterilization did not rece
any admonishment or recommendation. The recommendation, in fact, was addressed
hospital where the woman underwent the sterilization, stating that any women comin
sterilization procedures shoule given a pregnancy test. In other words, expending
more resources and time in a developing country, instead of intervening at the leve
made the mistake. This recommendation was approved by the local, regiombeantral
levels.

RESPONDEN

QUESTIOM: Are there any monitoring and accountability mechanisms in the matert
death surveillance system?

Dr.R.Z

Previously, we developed a gnonth evaluation for the highest authority; today we or|
evaluate theplan and continue to pursue active surveillance, promoting the interest in
resource that what we must avoid is a maternal death.

Dr.I.M

Yes, there are monitoring mechanisms that are part of the very maternal mor
surveillance system. As | ungé&nd it, it is not being implemented any longer; there is
active sarch of maternal deaths, rather, we are only pursuing a passive se
Accountabity is carried out during the getings of the materngperinatal committees af
the time the maternal dath is analyzed.

Dr.J.M

Yes, there are mechanisms, but there is a need to make them operational and there is
of follow-through on actions and any admimative interventions that issugom them.

Dr.D.C

Not at this moment.

Dr.J.C

Yes, each month there amudits of maternal deaths and severe maternabrbidities, and
each month there is surveillance otk pregnancies and a review of clinical records.

Dr.N.M

Constitute a surveillance committee that includes key disciplaresthat is made up of the
various care levels. Currently, the critical links methodology and the classification acc
to delays 1, 2, and 3 are being used, as well as the degree of preventability

Dr.R.A

Yes, there are mechanisms, but they do fustction adequately.
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STRENGTH

WEAKNESSES
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participated in this strategy since its incepti
continue on as if these obstacles did not exist, al
know that none of us, despite the problems, W
stop working so that each day women going throu
pregnancygdelivery, and the puerperium will have
KFELILXR yR aF¥S YFGSNYyA

There has been little support for the follewp of
recommendation from the various levels.

Active search of maternal deaths

oX fingsOdh an important initiative for theountry
with political aspects

Clear flowchart of the triggering of the surveillan
system

Increased training of resources involved through
the surveillance chain

Use of various analysis mechanisms to stud
maternal death

a Xrequires personnel and logistical, material a
other support in order to be sustainéd

Implementation of improvement plans that aim
avoiding another death due to the san
circumstances

Followup of improvement plans, monitoring i
hospitals and UCSRdeficient

a.. it is an active system, in that it has be
demonstrated that it functions and can K
implemented; there already is a structure in pla
GKFG OFy 68 LINRPLISNIe@&
Xé

a At this point | am not aware about how th
accountability of the maternal death surveillan
system is being carried out, or if there is an anal
of resultg

Monthly followup.

Scanty budget.

The attitude and availability of regional and lo
technicians

Negative attiide of the operational ersonnel.

There are existing
surveillance.

regulations for care a

Other providers, such as the private sector, do
participate, especially in the analysis of cases.

Participation from social security and MINSAL

Lack of computer equipment and Internaccess in
many health institutions

Monitoring vsits conducted by the Prevale
Diseasednit to the Family Health Community Uni
to review whether the registration book fg
mortality in the life cycle is being kept properly a
updated

Ill-definedbasic cause of death

Also through the Health Situation Room for disea
of epidemiological interest

Little involvement from middle management levels

Available and functioning computer system th

keeps personnel who have access to it up to date
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7. ANNEXES
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Deaths reported
in the mortality

registration book

Move on to MM
investigation flow
Review of deaths chart
in women 10 749

years old
(suspected)

v

Fill out maternal
b h death investigation 9 {
form

Rule out maternal death*

FLYOt dzaAz2zy ONRGSNRALY
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- lyeé RSIOKARESAOBSRSEIFAAZY
* In every woman 1649 years old with suicide intention or havin
committed suicide, pregnancy must be confirmed or ruled ¢
through a urine or blood pregnancy test; apply the filter sheet a
evaluate whether to conduct a verbal autopsy with the family.

Source: Morbidity and mortality in the life cycle surveillance system, MINSAL, 2012.

45



| .. %8- /cBA! , P %9 ) 34209

MINISTERIO DE SALUD

&z
A Reqgistro ode Mortalidad

Ploaerrinrs s le Sl aleile

Lova | i b

Fommibres ol

LiEro— Fartics Moo ol
Fo. iglimmols regietro sn Apsilldos f nombras H_r'-'.r:':';i D. L wliael I-I “rh'-' ;;-r" Ioconl ds - B
{1} ocormunitaris mlonidin 1) Pt e e ueroildmn (=) [ =) g_
(=) {3} T )
1y 12)

3
b

L P L L TR PR P

- (AB) Fusme duramse sadesrss e e el (e
D LY S Pl A4S - B -
T s

1. i R ]

1. e cullnas
Z. Ffermesnire & Fmarml oy D et b 2. Mulmlelie
A 1]

. Imsdsrtasrmninascis

B S lugar




ANNEX

3.

DEAFHCGERETI

47







