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Summary:

Maternal and Perinatal Death Surveillance and Response (MPDSR) is a fundamental strategy in
preventing maternal and perinatal deaths and has reached 105 hospitals across 27 districts (out of 77) in
Nepal. The Family Welfare Division indicated the majority of maternal deaths occured in hospitals,
emphasizing the need for strengthening hospital-based MPDSR systems. Hence, under the leadership of
FWD and health directorate of Koshi province, USAID's Momentum Country and Global Leadership
(MCGL) initiated virtual training for service providers and managers in MPDSR, amidst the COVID
pandemic. During the learning meeting, the 'response' component of the MPDSR approach was identified
as a weak link, largely due to unaddressed 'delays 1 and 2'.

MCGL proposed strengthening the 'response' component through the introduction of an MPDSR
scorecard for monitoring and follow-up of response plans, developing MPDSR mentors, and active
government involvement. A series of workshops employing the Behaviorally Focused Applied Political
Economic Analysis (BF-APEA) approach were also held to identify feasible strategies for bolstering
MPDSR. MCGL then supported the execution of the action plans developed during these meetings.

Key outcomes included the endorsement and digitalization of the MPDSR scorecard, the establishment of
recurring monthly meetings, commitments from health offices to provide support for MPDSR
implementation, and improvements in implementation status of hospital MPDSR from baseline to midline.
MCGL integrated data review and learning meetings as CLA approaches, leading to a comprehensive
system for MPDSR strengthening. Although it's early to assess outcomes fully, the collaborative efforts
are beneficial in implementing the response plans and seem promising in reducing maternal and perinatal
deaths in the province.



1. WHAT: What is the general context in which the case takes place? What organizational or

development challenge(s) or opportunities prompted you to collaborate, learn, and/or
adapt?

Records from the Family Welfare Division indicated that a significant majority of the maternal deaths in
Nepal are reported from hospitals (76% of 176 reported maternal deaths in 2021), underscoring the pivotal
role of strengthening hospital-based MPDSR systems in preventing maternal and perinatal deaths. MPDSR
is a fundamental strategy in preventing maternal and perinatal deaths but has yet to reach all hospitals and
communities in Nepal. Though MPDSR began in 1990, it has reached only 27 out of 77 districts in Nepal as

of 2023. Additionally, some of the implementing sites were not functional due to lack of trained human
resources.

Amidst COVID, in early 2022, under the leadership of Family Welfare Division and Provincial Health
Directorate, USAID's MCGL initiated virtual capacity building of service providers and managers in MPDSR.
This initiative was largely concentrated in one federal hospital and three medical colleges in Koshi
Province. MCGL supported formation of the hospital-based MPDSR committees, cascading the capacity
building activities,and mentorship. Also, the complementary study that MCGL conducted using BF-APEA
approach identified need for engagement of local levels in response planning and implementation.

MCGL perceived potential for reinforcement of the 'response' component of MPDSR. This could be
achieved through the introduction of an "MPDSR scorecard" for monitoring and follow up of response
plans, developing MPDSR mentors, active involvement of government bodies such as health offices and
the health directorate in the execution of response plans, and the refinement and development of a
systematic MPDSR system strengthening strategy.

2. What two CLA Sub-Components are most clearly reflected in your case?
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3. HOW: What steps did you take to apply CLA approaches to address the challenge or
opportunity described above?

MCGL initiated a baseline review of the MPDSR implementation status across hospitals utilizing the
Maternal and Child Survival Program's (MCSP) MPDSR progress monitoring tool that uses progress
markers defined for six stages of implementation. This step was instrumental in assessing the status of
the facilities at baseline, and facilitating the capacity building for service providers and managers in
MPDSR. This followed the formation of MPDSR committees at hospitals as per the national guidelines.
Selected participants from the hospitals underwent additional training through the facilitators' preparation
workshop, and subsequently cascaded it to their respective hospital teams.

Concurrently, MCGL developed and implemented an Excel-based MPDSR scorecard. This tool, adapted
from the World Health Organization's (WHO) MPDSR Implementation Guide 2020, was designed to
track mortality trends and monitor the status of response plans.

To assess the progress and the gaps in implementation of the MPDSR activities in the hospitals, MCGL
conducted a data review and a learning meeting. It was found that the 'response' portion of the MPDSR
approach was the weakest link within the hospital settings. This was largely due to the majority of
maternal and perinatal deaths being linked to 'delays 1 and 2,' which often went unaddressed as the
hospitals were only managing 'hospital-based delay 3.' So, a follow up learning meeting with
representatives from the Family Welfare Division, Ministry of Health of Koshi Province, Koshi Health
Directorate, health offices, and WHO along with hospitals was conducted. Subsequent to these
meetings, a study was introduced employing behaviorally focused applied political economy analysis to
assess locally feasible and sustainable strategies for bolstering MPDSR at the provincial level. These
workshops provided platform for continuing collaborative meetings among the stakeholders and
hospitals. Stakeholders collectively identified the overarching goal of MPDSR in the province, pinpointed
obstacles to achieving this goal, and co-created actionable solutions to these barriers.

Throughout these four collaborative meetings, it became evident that to address Delays 1 (problem
identification) and 2 (access) it was crucial to enhance synergy between hospitals and local entities
(health offices and the health directorate). Their combined effort is required to address all the three
delays that contribute to maternal and perinatal deaths. Moreover, MCGL provided support to the
hospitals in executing the action plans developed during these meetings, which were subsequently
evaluated in successive data review and learning meeting.

Several key decisions emerged from these data review and learning meetings, including the need for
endorsement and digitalization of the excel-based MPDSR scorecard, the establishment of recurring
monthly meeting dates by the hospitals, the obligation for health office representatives to attend these
monthly meetings, and the call for health offices to provide financial and logistical support as required for
MPDSR implementation. Additionally, hospitals committed to updating and reviewing the scorecard
during their monthly meetings, while virtual and on-site mentorship from MPDSR mentors would
continue. Periodic provincial level MPDSR reviews and learning meetings were also agreed upon.

Recognizing the importance and benefits of conducting comprehensive learning meetings, MCGL
integrated both data review and learning meetings as the CLA approach in the latter stages of MPDSR
implementation in the province.



4. RESULTS: Choose one of the following questions to answer.

We know you may have answers in mind for both questions; However please choose one to highlight as part of this
case story

A. DEVELOPM ENT RESULTS

MCGL's collaborative efforts with hospitals, health offices and the health directorate played a pivotal role
in defining the modality of MPDSR system strengthening which has received endorsement from the
National MPDSR Technical Working Group (TWG).

Following the learning meetings' recommendations, the scorecard was digitalized, linked with reporting
forms, and integrated into the national web based MPDSR system. It is now part of mandatory reporting
and has been endorsed by the national MPDSR TWG. Utilizing the information on a higher number of
stillbirths from the scorecard, one hospital added a fetal monitoring system in labour room, increased
doctors, and also added a ventilator system in Neonatal Intensive Care Unit to improve quality of
perinatal care. Similarly, another hospital established a protocol for high-risk case management of sepsis,
placenta previa, and hypertensive disorders to improve the quality of maternal care.

The USAID MCSP’s progress monitoring tool for MPDSR implementation at the four hospitals showed
progress in their midline scores (17-20 out of 30) compared to the baseline scores range of 5-17.

Similarly, the district offices and the health directorate have committed to establishing their respective
MPDSR committees based on national guidelines. At present, the MPDSR focal points from the three
districts have started attending the hospital MPDSR committee meetings and MCGL coordinated with
health offices in supporting the hospitals with the required logistics mobilizing their district's funds.
Moreover, the four hospitals have allocated their funds for capacity building activities, introduced MPDSR
in their residency program for obstetrics and gynecology and pediatrics, and also upgraded the neonatal
care unit as a result of findings from the reviews of the deaths.

The introduction of the CLA approaches fostered regular assessment of the implementation status and
contributed in collaborative efforts to discuss and address the challenges in implementation of the
response to prevent maternal and perinatal deaths.



5. ENABLING CONDITIONS: How have enabling conditions - resources (time/money/staff),
organizational culture, or business/work processes - influenced your results? How would
you advise others to navigate any challenges you may have faced?

MCGL recognized the importance of engaging multiple tiers of government from the inception. Both public
and private facilities are receptive to government-led initiatives. Hence, the learning meetings were led by
the government while MCGL provided technical assistance. Importantly, MCGL incorporated CLA
methodologies from the design phase of the activities, dedicating resources to leverage any emerging
opportunities for adaptation during the implementation process. The data review and learning meetings are
time and resource intensive as bringing the service providers and managers to a common platform from
every part of the province is costly. Hence, MCGL integrated data review and learning meetings into one
CLA approach in the latter part of the implementation. Moreover, often the service providers have prior
commitments at their health facilities, hence, MCGL's CLA activities were flexible and tailored to
accommodate the needs and availability of service providers and managers. For example, some of the data
review and learning meetings were conducted before or after typical office hours. Moreover, the findings of
the sub-national level learning meetings were periodically shared with the National MPDSR TWG, and their
recommendations were also integrated into programmatic changes. The turnover of high-ranking officials
posed challenges, requiring unplanned update meetings, but MCGL continued to exert great effort to
engage government and hospital supervisors in learning meetings so there was ownership of the decisions
made. For the effective implementation of CLA activities in MPDSR, MCGL recommends the importance of
strong governmental leadership, tailoring the activity to foster hospital and staff engagement, and an
adequate budget. Hence, integrating CLA activities from inception, encouraging government-led ownership,
fostering multi-sectoral engagement, and periodically sharing progress with diverse stakeholders bolsters
collaborative success.

The CLA Case Competition is managed by USAID's CLA Team in the Bureau for Policy, Planning and
Learning (PPL) and by the Program Cycle Mechanism (PCM), a PPL mechanism implemented by Environmental
Incentives and Bixal.
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