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1. Background of maternal mortality in Colombia 

 

 

 

 

1.1. Colombia’s health system 

 

In Colombia, the State’s decentralization process began in 1990 with Law 10. This 

reform was supplemented by Law 60, which decentralized the areas responsible for and 

the resources allocated to health and education, as well as Law 100 of 1993 (Sistema 

General de Seguridad Social en Salud), which broadened public health and personal care 

coverage through an insurance system. 

With Law 100 of 1993, the concept of social security in health was incorporated as an 

recognition of health as a basic right for all Colombia’s inhabitants, in compliance with 
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the country’s 1991 Political Constitution. This legislation considered two affiliation 

modalities, or regimens, for coverage under the General System for Social Security in 

Health (known for its acronym in Spanish, SGSS, for Sistema General de Seguridad Social 

en Salud)—the contributive regimen and the subsidized regimen. 

The contributory regimen requires quota payments (12.5% of salary); affiliation is 

compulsory for salaried workers and those population groups who are able to pay. This 

regimen extends social protection in health coverage to the affiliated worker’s spouse or 

partner, and his or her children under 18 and up to 25 years old, if they are full-time 

students or have some disability. 

Persons who are unable to pay the required quotas, such as the unemployed or 

informal-sector and independent workers whose earnings fall below two currently-set 

minimum wage levels, are granted full or partial subsidies to ensure that they and their 

families are covered by the Social Security in Health System through the subsidized 

regimen. This affiliation is financed mainly through State contributions—through the 

national Solidarity and Guarantee Fund (known as FOSYGA for its Spanish acronym) and 

departmental and municipal funds—supplemented by regulated solidarity transfers 

from the contributory regimen. 

Persons who are not affiliated with either of these regimens, mainly because they do 

not fall under any of the previously mentioned categories, are considered to be “the 

uninsured poor,” whose health service provision falls under the responsibility of  

mayors’ offices in each municipality, who contribute resources to public hospitals to this 

end (subsidy provision). 

The system’s structure includes the National Council for Social Security in Health 

(Consejo Nacional de Seguridad Social en Salud), which is charged with the system’s 

stewardship; the Ministry of Social Protection, which sets policy (at the local level, this 

responsibility is undertaken by section health services and municipal health 

secretariats); and the National Super-intendance of Health, which is charged with the 

system’s inspection, oversight, and control.  

 

1.2. Care during pregnancy and childbirth 
 

According to the 2010 National Demographic and Health Survey, 92% of pregnant 

women in Colombia reported that they had received prenatal care by a physician and 

5% had received such care by nurses in the five years prior to the survey, although there 

were differences from region to region by the women’s characteristics. For example, 



almost all women (99.6%) with higher education had accessed prenatal care, compared 

to 76.1% of women who had had no education.  Moreover, 89% of women had received 

at least four prenatal-control checkups—91% in urban areas and 81% in rural areas—

77% of women had attended their first prenatal appointment earlier than four months’ 

gestation.  

 

In terms of where childbirth occurs, Colombia has undergone significant changes: in 

1990, only 76% of deliveries occurred in a health institution; by 2010, the percentage 

had risen to 95%, decreasing the percentage of deliveries attended at home from 22% 

to 4% in the same time period (1). Information from the National Department of 

Statistics shows even greater improvement, with an institutional delivery rate of 99% for 

2010 (2). 

 

1.3. Maternal mortality trends in Colombia 
 

Maternal mortality, as an important public health problem, is relatively new in 

Colombia. In 1995–1996, maternal-mortality surveillance in the country began as part of 

a national epidemiological surveillance system, the “Alert-Action System” (Sistema 

Alerta Acción), which has continued to be strengthened over the past 16 years. In 2000, 

the system was fine-tuned, and its name was changed to Epidemiological Public Health 

Surveillance System (Sistema de Vigilancia Epidemiológica en Salud Pública, known for 

its Spanish acronym SIVIGILA), which covers all epidemiological surveillance processes 

for events that have been determined to be of public health interest in the country.  

 

Before 1998, when death certificates did not include variables that clearly identified a 

maternal death, the under-registration of maternal deaths was high. Since then, and 

following WHO’s guidelines, variables that clearly identify the pregnancy history in 

women 10–50 years old who have died has helped to decrease this under-registration. 

However, a 2002 study conducted by the National Administrative Department of 

Statistics (Departamento Administrativo Nacional de Estadísticas, known for its Spanish 

acronym, DANE) and the Ministry of Social Protection found a 9.9% under-registration of 

general mortality due to incomplete death certificates and a 13% possible omission in 

the identification of maternal deaths by non-registration of obstetric history; this was 

greater in rural than urban areas, given problems in physical access and safety (3).  

 

Through the years, these problems have been overcome, and in 2006, the country 

developed an single online information system that contains a registry of those 



individuals who are affiliated with the Comprehensive Social Security System (Sistema 

Integral de Seguridad Social) and makes it possible to complete live-birth and death 

certificates online (Single Affiliate Registry; known as RUAF for its Spanish acronym). 

 

Today, the country has access to more reliable information that shows a more accurate 

view of maternal mortality patterns and makes it possible to evaluate the country’s 

progress in attaining MDG Goal 5, set for Colombia as attaining a mortality ratio of 45 

per 100,000 live births. This goal was established in 2005, and was re-evaluated by the 

National Council of Economic and Social Policy in 2011 (4). 

 

During 1990–2007, the overall maternal mortality in Colombia decreased by 16%, but 

the decrease has not been consistent. In 1990–2000, the maternal mortality ratio 

fluctuated between 60 and 105 per 100,000 live births; beginning in 1988, maternal 

deaths decreased 3.85 deaths per 100,000 live births each year up to 2005. Even though 

the number of maternal deaths decreased from 722 deaths in 1998 to 485 in 2010, since 

2003, the maternal mortality ratio has remained virtually stable, fluctuating at around 

75 maternal deaths per 100,000 live births (5) (Figure 1). 

 

 

Figure 1. Maternal mortality trends, Colombia, 1998–2012. 

 
 
Source: Instituto Nacional de Salud-COVE Nacional 07/2012. 



 

Figure 2. Maternal mortality ratio, by department, Colombia, 2010. 

 

 
 
Source: Así vamos en salud. Map of political administrative divisions: DANE, 2002. Vital statistics on maternal mortality and births: 

Dane, 2010. Sistema de Información Geográfica SIG. Centro de Estudios e Investigación en Salud CEIS. Fundación Santa Fe de Bogotá.  

 

 

The cause-of-death ranking remained the same in the last two decades of the 20th 

century. Figure 3 shows that in 1985–2006, the two leading causes of maternal mortality 

were hypertensive phenomena (toxemia) and hemorrhage. 

 

 

 

 

 



 

 

 

Figure 3. Trends in maternal mortality, by cause of death, 1985–2005.  

 

Source: DANE, Sistema de Estadísticas Vitales, Registros de Nacimientos y Defunciones, 1997–2006. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

2. Organization, Structure, and Function of the surveillance 
system 
 

 

 

2.1. Responsibilities and functions 
 

In Colombia, the Ministry of Health and Social Protection is divided into two vice-

ministries: the Vice-ministry of Social Protection and the Vice-ministry of Public Health 

and Health Services; each vice-ministry has directorates, sub-directorates, and bureaus 

under its jurisdiction. 

 

Public health surveillance falls under the National Institute of Health (INS, for its Spanish 

acronym), a national public agency with legal and independent status and 

administrative and financial autonomy, which reports to the Ministry of Health and 

Social Protection and is part of the health system and the national system for science 
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and technology. In addition to its work in planning, developing, and coordinating the 

health information and epidemiological surveillance systems in coordination with the 

Ministry of Social Protection, local governmental entities, and other health-sector 

bodies, the INS advises the national government and local governmental entities on the 

definition of policies, plans, and projects dealing with scientific research and the 

development of health technologies, as well as in the formulation of scientific and 

technical guidelines and procedures for health (6). 

 

The INS’s sub-directorate for public health surveillance is charged with developing 

actions that guarantee the operation of the National Public Health Surveillance System, 

in accordance with Ministry of Health and Social Protection guidelines, designed to 

generate, analyze , and disseminate epidemiological information to be used in public 

health decision making, according to the Comprehensive System of Social Protection 

Information (see Annex 1).  

 

In Colombia, the decree that regulated epidemiological surveillance activities, including 

those that deal with information on morbidity and mortality and their determining 

factors, was enacted in 1984 (7); it established the Ministry of Health’s Directorate of 

Epidemiology as having a centralized control over sectional (departmental), regional, 

and local (municipal) committees. After the passage of Law 100 in 1993 (new health 

system) and the implementation of its regulation decrees in subsequent years, that 

structure began to dissolve and the system lost cohesiveness. Even though surveillance 

activities continued, and in the second half of the 1990s and the first decade of the 

2000s maternal mortality surveillance activities continued to be carried out,  the 

regulatory framework of the “new health system” did not occur until the last five years 

of the decade of the 2000s. The current public health surveillance system was created in 

2006, through presidential decree 3518. This decree establishes the public health 

surveillance system (SIVIGILA, for its Spanish acronym) as “the set of users; regulations; 

procedures; and technical, financial, and human resources that come together for the 

collection, analysis, interpretation, updating, dissemination, and systematic and timely 

evaluation of information about health events, in order to guide public health 

prevention and control actions” (8). 

 

According to this decree, the responsibilities of the Ministry of Health and Social 

Protection in terms of SIVIGILA are to: 

 

 

 



 Direct the public health surveillance system 

 Define the necessary policies, plans, programs and projects for the proper 

operation of the public health surveillance system. 

 Regulate all aspects pertaining to the definition, organization, and operation of 

the public health surveillance system. 

 Design conceptual, technical, and operational models as needed for the 

surveillance of national public health issues. 

 Coordinate the active participation of health sector organizations and agencies 

from other national sectors in the development of the public health surveillance 

system. 

 Provide technical assistance to participating national-, department-, and district-

level entities for the implementation and evaluation of the public health 

surveillance system. 

 

The National Institute of Health, in turn, is responsible for: 

 

 Developing actions that ensure the operability of the public health surveillance 

system in areas under its responsibility. 

 Supporting the Ministry of Health and Social Protection in defining technical 

standards and strategies for public health surveillance.  

 Proposing plans, programs, and projects to the Ministry of Health and Social 

Protection that contribute toward the development of the surveillance and 

control of public health problems.  

 Supporting departments and districts in the administration of the public health 

surveillance system and in the development of surveillance and epidemiological 

control actions in the areas under its responsibility, as needed. 

 Analyzing and periodically disseminating information generated by public health 

surveillance in the areas under its responsibility. 

 Coordinating with the Ministry of Health and Social Protection the 

implementation of actions to be carried out with local entities and other 

participants according to the system’s requirements. 

 Implementing the recommendations issued by the Ministry of Health and Social 

Protection regarding actions to be carried out to mitigate, eliminate, or control 

an event of public health interest. 

 Supervising and evaluating public health surveillance actions conducted by local 

entities in the areas under its responsibility. 

 



Local or departmental health directorates are charged with managing and coordinating 

the development and operation of the system in their area of responsibility, as well as 

with analyzing health conditions based on information generated by the system and 

steering control actions for the problems under surveillance. 

 

In addition to their local-level administrative functions, local and municipal health 

directorates are responsible for the management of inter-institutional and inter-

sectorial actions that ensure an ongoing flow of information of public health interest, as 

required by the public health surveillance system in their jurisdiction. They also are 

responsible for organizing the community and enlisting its participation in activities 

pertaining to public health surveillance, and are charged with conducting an active 

search of cases and contacts for events that require it.  

 

There is a national protocol for the surveillance and control of maternal mortality that 

establishes the system’s guidelines and operations (5). 

 

The system’s actors are primary data-generating units (UPGDs, for their Spanish 

acronym), which are the public and private entities that capture events of public health 

interest, and notifying units, which are national, departmental, district, and municipal 

entities who collect the information from the primary data-generating units and then 

submit it to INS. All public and private institutions throughout the country that provide 

delivery attendance are considered to be primary data-generating units and are part of 

SIVIGILA. 

 

2.2. Objective of the maternal mortality surveillance system: 
 

“To conduct public health surveillance of every maternal death during pregnancy, 

delivery, and the first post-partum year throughout the national territory; in 

other words, all maternal deaths up to 42 days after termination of the obstetric 

event, all late maternal deaths after 42 days but before one year after the end of 

pregnancy, and all mortality associated with pregnancy, including deaths due to 

incidental causes and violence (homicide and suicide), through a process of 

notification, collection, and analysis of data, in order to analyze them, identify 

their determining factors, and orient decision making to reduce these deaths at 

the municipal, departmental, and national levels” (5). 

 



The maternal mortality ratio is calculated from maternal deaths according to the ICD-10 

definition. 

 

2.3. Epidemiological surveillance strategy 
 

2.3.1 Routine epidemiological surveillance is conducted through the following 

processes: 

 

 Compulsory immediate and weekly notification of mortality in women during 

pregnancy, childbirth, and within one year after delivery, by municipality and 

department. 

 Consolidation and analysis of the information generated by the municipalities, 

departments, and at the national level. 

 

2.3.2 Active epidemiological surveillance is carried put through the following 

mechanisms: 

 

 Monthly review of death certificates of women 10-to-54 years old at the 

institutional, municipal, and departmental levels in search of probable maternal 

death cases, late maternal deaths, and pregnancy-related deaths.  

 Biannual cross-checking of information from vital statistics databases and death 

certificates of women of childbearing age (10–54 years old), against live birth 

certificates and certificates of fetal deaths, as a way to detect maternal deaths 

that may not have been identified as such in the death certificates or through 

routine notification.  

 Evaluation of the consistency between maternal death cases reported by DANE’s 

vital statistics (death certificates) and SIVIGILA’s notification through 

institutional, municipal, departmental, and district-level vital statistics 

committees; any discrepancies should be corrected. 

 Community-level surveillance, involving the participation of community leaders, 

midwives, health promoters, community managers, and public health assistants, 

to gather ongoing information on recent developments regarding deaths, births 

(live or stillborn), and other events of public health interest. 

 The active search of women who have not attended prenatal-control sessions by 

the health-care providing institutions (IPSs, for their Spanish acronym). 



 Confirmation of any information about a maternal death from health-sector 

personnel or institutions, or from those of any other sector, including the 

benefit-plans insurance companies (known as EAPBs for their Spanish acronym). 

 Search in forensic service records for maternal deaths among pregnancy-related 

cases of death and late maternal deaths. 

 An active and ongoing search of hospital registries for obstetric intake and 

release records in public and private health care institutions.  

 

2.4. Information flow:     
 

Information flows from the UPGDs (who generate the information) to the 

municipality, from the municipality to the department, from the municipality to the 

national level, which provides feedback to the departments, which provide feedback 

to the municipalities, with each level sending information to the EAPBs (see 

flowchart in Annex 2). Table 1 summarizes this process. 

 

 “At the national level, information is purged, evaluated and analyzed on a weekly 

basis, and the consistency between the death module within the vital statistics 

and the information on maternal deaths notified to SiVIGILA is reviewed.” 

 “A weekly maternal mortality bulletin is produced and presented at the weekly 

national meeting of the epidemiological surveillance committees (COVE, for their 

Spanish acronym), which the 36 local entities, the Ministry of Health and Social 

Protection, the insurance companies, and the IPSs attend.”  

 The bulletin is also presented to the national committee for safe maternity, which 

meets monthly at the Ministry of Health and Social Protection; the areas of 

promotion and prevention, public health, insurance, health service provision, and 

the National Superintendence of Health also attend this meeting.” (National 

Institute of Health interview). 

 

For each case analysis, information is gathered from the following sources: 

 

Medical information: copies are collected of every medical history from every 

institution where the woman was seen, including pathology test results and post-

mortem results, if done. 

 

Socioeconomic and health care information: one or more persons close to the 

deceased are interviewed as a way to identify social or economic circumstances that 



could be associated with the death (family interviews) and to evaluate the timeliness in 

identifying signs of disease and deciding to seek medical advice, and any difficulties the 

woman may have encountered in accessing the health services throughout the process 

that ultimately ended in her death. If the death occurs without any contact with the 

health services, the family interview will be the only information source available for 

identifying the possible cause of death (verbal autopsy).  

 

Table 1. Process, timetable, and responsible parties. 

 

Scope  Process  Responsible parties  
UPGDs, EAPBs, local health 

directories, departmental or 

district-level health secretariats, 

National Institute of Health 

Immediate 

notification 

From the UPGDs to the municipality and respective insurer, from the local 

directory to the department, and from the department to the national 

level. Immediate notification according to operative definitions established 

in the means of communication that have been made available (fax, email, 

etc.). 

Completion and review of the death certificate and the notification card 

for basic and supplementary health data. 

Local health directories, 

departmental or district-level health 

secretariats, National Institute of 

Health, Ministry of Health and 

Social Protection, PAHO/WHO 

. 

Weekly 

notification 

From the municipality to the department or to the district. 

- Notification to SIVIGILA of individual record card information in flat files. 

- Review and collection of death certificates and any supplementation of 

the notification card. 

- Submission of the death certificate to the departmental level. 

From the department/district to the national level (weekly notification): 

- Notification of maternal deaths and pregnancy-related deaths. 

- Receipt and review of information sent by municipalities of cases notified 

through a certificate, and sending to the national level a copy of the 

certificate along with information from the record card for supplementary 

data in flat files.  

Departmental or district-level 

health secretariats, National 

Institute of Health 

 

Adjustments by 

epidemiological 

periods 

Adjustments to confirmed cases that were not notified by the department 

during the weeks of the previous period, must be done in the 

epidemiological period immediately following.  

Upon finalizing the case analysis, any information that is incomplete or 

incorrect must be completed and adjusted in the notification to SIVIGILA. 

Local health directories, EAPBs, and 

health-care providing institutions 

(IPSs, for their Spanish acronym) 

Case 

investigations 

The municipal health secretariat in the municipality where the woman 

lived compiles the case’s existing documentation from the various 

institutions and sectors. 

The municipal health secretariat, along with the responsible EPSs and IPSs, 

conduct the family interview as part of the field work, which is an 

extramural activity. 

IPSs, health promotion companies 

(EPS for their Spanish acronym), 

local health directorates (DLS for 

their Spanish acronym), 

departmental health secretariats, 

National Institute of Health 

Case 

analysis 

A chronological reconstruction of events prior to gestation and up to death 

is developed. Upon concluding the case analysis, the case information 

must be sent to the National Institute of Health in a period no longer than 

45 days, digitally, by email, or physically. This information must include a 

copy of the notification card, a copy of the death certificate, the field 

investigation, the verbal autopsy, the case analysis, an improvement plan, 

and evaluations on the compliance with the improvement plan 



 

2.5. Availability of physical and human resources 
 

At the local (municipal) level, available human resources will depend on the 

municipality’s ranking.1 Local health directorates in small municipalities have a single 

professional in charge of all public health surveillance events, including maternal 

mortality; institutions that provide health services in these municipalities likewise have 

only one person performing this task (as a rule, an information systems manager, not an 

epidemiologist, covers all the events). Moreover, this person is not available on an 

ongoing basis; he or she is not a permanent staff member but, rather, has been 

contracted for a finite period, and the contract is not automatically renewed; contract 

extensions often are delayed due to political and administrative reasons. 

 

“Problems identified in the surveillance system are: high turnover among 

surveillance personnel, job instability, delayed contracting, and inconsistent 

compliance with the required profile.” (National Institute of Health interview.)  

 

Only the health institutions and directorates in the larger municipalities have an 

epidemiologist available. For example, the Health Directorate of Medellín has “an 

epidemiology leader, a specialized professional (epidemiologist), a university 

professional who handles the SIVIGILA software, a computer-science team, statistical 

packages for analyzing information, and access to a telephone or the Internet.” 

(National Institute of Health interview.)  

 

2.6. Analysis model 
 

The analysis model proposed by the National Institute of Health is the four-delays model 

“Path of Life” (“Ruta de la Vida”), set forth in the Pan American Health Organization’s 

guidelines for the surveillance of maternal mortality (9). 

 

Each maternal mortality case is analyzed at various levels: 

 

                                                        
1 In Colombia, municipalities are ranked according to six categories, depending on economic and 
social variables, such as population, public service coverage, and unmet basic needs. The largest 
municipalities with the best conditions are ranked as category 1; those with the smallest populations 
and higher poverty index are ranked as category 6. In 2007, 89% of Colombia’s municipalities were 
ranked as category 6. 



Institutional level: each health institution that provided health care to the deceased 

woman is under obligation to conduct an analysis designed to identify quality issues that 

may have contributed to the death and to propose and develop action plans designed to 

have an effect on those factors. The EAPBs, too, are obligated to analyze any maternal 

deaths that occur among their insured populations.  

 

Municipal level: the municipal level conducts a global analysis of the case, considering 

any institutional inputs and the information gathered from the family interview. This 

analysis seeks to identify contributing factors, not only in terms of the quality of care, 

but also regarding additional issues that may require the participation of other sectors 

to address. 

 

Departmental level: this level reviews the institutional and municipal analyses and 

determines, by consensus, the basic and direct causes, as well as whether the case could 

have been prevented. This level also establishes the contributing factors that must be 

addressed, and the departmental institutions commit themselves to the plans of action. 

The report that emerges from this level of analysis is referred to the national level 

(National Institute of Health), along with a copy of the medical history, the institutional 

analyses, any relevant improvement plans, and the follow-up of these plans. 

 

“At the departmental level, an analysis is conducted for each maternal death 

case; in it participate those responsible for this matter in the departmental and 

municipal health secretariats; any health-care providing institutions (IPSs) who 

were involved in caring for the deceased pregnant woman; health promotion 

companies (EPSs, for their Spanish acronym), which are responsible for providing 

health insurance to the population; other health sector actors; and any others 

whose input may be required in a given case. Based on the individual case 

analysis, improvement actions in response to findings in the health sector’s 

health care process are called for. Improvement actions are consolidated in an 

improvement plan for each of the institutions that were involved in the case.” 

(Source: National Institute of Health) 

 

2.7. Recommendations and the decision-making process: 
 

The ultimate objective of a maternal death analysis is the development of improvement 

plans that include a series of interventions designed to control the contributing factors 

that have been identified. In addition to activities, these plans must clearly establish 



deadlines, assign responsibility for tasks, and set forth indicators that will make it 

possible to follow up on the plan’s compliance.  

 

The process clearly establishes the roadmap that these recommendations should follow: 

 

 “Findings that emerge from the individual case analysis become 

recommendations that are then incorporated into improvement plans for the 

institutions providing health care, which are to be followed-up subsequently. 

Because these findings are evaluated in the context of the community, the 

institutions, and the user and her family, each scenario must have its own 

recommendations.” (Health Secretariat of Medellín interview.) 

 “Recommendations that emerge from the global case analysis are 

incorporated into the Health Situation Analysis document, which is an input 

consulted during the planning process for the municipal-level development 

plan and the local-level health plan. These documents include proposed 

strategies based on prioritized lines of action.” (Health Secretariat of 

Medellín interview.) 

 

Despite these guidelines, those interviewed stated that difficulties remained in the 

follow-up and wrap-up of the improvement plans: 

 

 One of the system’s problems is, “The difficulty in following up on 

improvement plans and a lack of commitment of the EPSs and IPSs in 

developing improvement plans that really lead to better processes and 

procedures.” (Source: District Health Secretariat of Bogotá.) 

 “The process is weak (sometimes, after records with the punitive 

recommendations are submitted to the legal department, they languish 

there; from there they must be sent to the area head for approval), and even 

though the IPSs sometimes do not comply, there are no corrective measures 

applied. For example, there are no sanctions or any temporary or permanent 

closing of those IPSs that are out of compliance; follow up is not done on 

100% of the findings on the IPSs; and there are administrative obstacles, such 

as the failure to hire verification staff or hiring them late each year, a lack of 

logistical support, etc. All of this leads to a lack of compliance with document 

005 of 2012.” (Source: Departmental Health Secretariat of La Guajira.)  

 “As a rule, after the analysis of maternal death cases has been completed, 

the health institutions that have been involved propose improvement actions, 

and improvement plans are filed with the departmental or district-level 



health secretariats to be evaluated and monitored. This final process in the 

epidemiological surveillance chain remains weak, due to such factors as poor 

coordination between the different areas in the departmental or district-level 

health secretariats, which are the health authority and the entities that 

provide leadership and conduct inspections, surveillance, and control of the 

health system in the regions; problems in the adequacy of health secretariat 

professionals to conduct the previously described actions, and uneven 

political commitment from region to region.” (Source: National Institute of 

Health.) 

 

2.8. System features 
 

The departmental-level actors who were interviewed did not present a formal 

evaluation of the system’s attributes, but they did report on their perceptions about 

them. 

 

Those interviewed, at both the national and local levels, agreed that the system is well 

integrated between local, departmental, and national levels. 

 

 “The maternal mortality epidemiological surveillance system SIVIGILA 

coordinates the local level (primary data generating units [UPGDs] and 

municipalities) with the departmental and national levels. At this time, there 

are 5,000 UPGDs that coordinate with the municipal notifying units (UNM, for 

its Spanish acronym) (the country has 1,122 municipal notifying units; USMs 

are, in turn, distributed throughout the country’s 36 local entities 

(departments and districts). UNMs consolidate the information; from there, 

the information is relayed to the departmental or district level, and from 

there, to the national level (National Institute of Health) on a weekly basis.” 

(Source: National Institute of Health.) 

 

The notification of mortality events by local entities is one of the system’s strengths, 

according to reports from National Institute of Health representatives: 

 

 “Notification received by the National Institute of Health during epidemiological 

week 46 of 2012 was 100% (36 of 36 local entities) for the departmental and 

district-level notifying units (UNDs, for their Spanish acronym).” (Interview with 

the National Institute of Health.) 



 

 “Notification from the municipal notifying units (UNM, for their Spanish acronym) 

nationwide was 98.57% (1,106 municipalities out of 1,122). The weekly 

notification goal was reached (92%).” (Source: National Institute of Health.) 

 

2.8.1 Percentage of death cases analyzed 

 

Two of the three secretariats interviewed (Bogotá and Medellín) agreed that they 

analyze 100% of their cases. The Departmental Health Secretariat of La Guajira reported 

that they analyzed 72.7% of their cases in 2012; beyond the under-registration issues 

discussed earlier, they also reported a high percentage of non-institutional deliveries: 

 

 “This issue has not been evaluated methodologically; all I can say is that La 

Guajira has a high percentage of indigenous population—around 49% of the total 

population in the department—who live in rural and remote areas (some in 

extremely remote areas) where it is impossible to provide health care within the 

health structure. Roughly 20% have home births, so information for them is 

lacking. Their deliveries are attended by family members in the home setting.” 

(Source: Departmental Health Secretariat of La Guajira.) 

 

Nonetheless, at the national level, 50% of cases had been analyzed up to 

epidemiological week 40: “In 2012, of the 316 maternal death cases (up to 42 days after 

childbirth, by direct or indirect causes) notified up to epidemiological week 40, the 

national level has received 50% of the cases analyzed.” (Source: National Institute of 

Health.)  

 

2.8.2 Timeliness 

 

Deadlines are not met 100% of the time: “The information is timely only about 90% of 

the time; those cases that go directly to forensic services are problematic, in that their 

death certificates are still being submitted in hard copy (paper forms) on a monthly 

basis.” (Source: District Health Secretariat of Bogotá.) 

 

At the national level: “The timeliness of the notification within the first 24 hours after the 

maternal death from the UPGDs to the municipality is 50%; within the first week after 

the death, timeliness from the UPGDs to the municipality is only 37%.” (National 

Institute of Health interview.) 

 



2.8.3 Acceptability 

 

Overall, the system was viewed as acceptable by those who were interviewed: “There is 

high acceptability by the institutions, and a high degree of awareness of the importance 

of maternal deaths.” (National Institute of Health interview.) 

 

As with timeliness, however, there were differences between departments in terms of 

acceptability: 

 

 “Overall, professionals are aware of the importance of case notification; 

notification is occurring almost on an immediate basis, given the network of ob-

gyn and epidemiology professionals in the IPSs, as well as the professionals in the 

EPSs who notify a maternal death the moment it occurs.” (Source: District Health 

Secretariat of Bogotá.) 

 

 “They accept it (but they also have other priorities). We follow-up with a 

telephone call, so that the information is submitted to SIVIGILA and RUAF [the 

single online user affiliation registry] , which we can do thanks to the telephone 

that the Ministry of Social Protection has donated to us, which has been an 

invaluable help.” (Source: Departmental Health Secretariat of La Guajira). 

 

2.8.4 Adaptability 

 

One of the respondents felt that the system was weak in this regard: “At this point, we 

are having a bit of difficulty with cases that have incomplete information for one reason 

or another; the SIVIGILA application does not allow for the information to be 

completed.” (Source: District Health Secretariat of Bogotá.) (Note: some fields in the 

application are compulsory and if they are not filled out, the transmission of the flat file 

will not be permitted.) 

 

2.8.5 Representativeness 

 

Save for a few differences, respondents felt that the system was representative and 

provided complete and real information on the cases. 

 

According to the national level, estimated under-registration of information from 

SIVIGILA compared to that of vital statistics was 16%. (National Institute of Health 

interview.) 



 

2.8.6  Simplicity 

 

According to the representative from the Health Secretariat of Medellín, Colombia’s 

public health surveillance system is complex: 

 

“Colombia’s surveillance system is complex because it tracks many events (more 

than 100), which taxes the response capacity of some local entities and health 

institutions, which do not have enough human resources, because their staff 

must perform several functions. New tasks are added on, but no additional 

persons are assigned to perform them.” 

 

“In order to function, the process requires access to computers and the Internet, 

as well as the establishment of procedures ranging from the information system, 

documents, and resources that make it possible to fulfill individual and collective 

actions that fall under the responsibility of local entities. In addition, a quality 

assurance procedure must be in place to ensure that the system functions well in 

its planning, conduct, and verification aspects, and procedures designed to 

standardize the staff’s management of the system must be disseminated. These 

resources may be insufficient in some of the country’s areas.” (Source: Health 

Secretariat of Medellín.) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

3. A new, web-based maternal mortality epidemiological surveillance 
system 
 

 

 

Based on SIVIGILA’s needs, and coupled with the country’s strengths in computer 

science and the collaboration of international organizations, SIVIGILA began to be 

updated in 2009, which led to the new web-based system. 

 

3.1. Background 
 

Currently, Colombia is migrating its maternal mortality surveillance system to a new 

web-based surveillance system—the Web-based Maternal Mortality Surveillance 

System (SVEMMBW, for its Spanish acronym). 

 

The new system originated from a project financed by the United States Agency for 

International Development ‘s (USAID) Bureau for Latin America and the Caribbean, 

which had technical support from Colombia’s Ministry of Health and Social Protection; 

National Institute of Health; departmental health secretariats of Antioquia, Caldas, and 

Valle; the municipal health secretariats of Medellín, Manizales, and Cali; and the District 

Health Secretariat of Bogota, D.C., as well as the support of the World Health 

3. A New, Web-based Maternal Mortality 
Epidemiological Surveillance System 



Organization;  the Pan American Health Organization (WHO)2; WHO’s departments of 

Making Pregnancy Safer (MPS) and Child and Adolescent Health (CAH) in Geneva, 

Switzerland; the Pan American Health Organization’s (PAHO) Country Office in 

Colombia; the Latin American Center for Perinatology, Women, and Reproductive 

Health (CLAP, for its Spanish acronym), a PAHO Pan American Center located in 

Montevideo, Uruguay; “NACER, Salud Sexual y Reproductiva,” a research, teaching, and 

health outreach center specializing in sexual, reproductive, and childhood health that is 

based at the University of Antioquia; and the United States Centers for Disease Control 

and Prevention (CDC). 

 

The following are some of the considerations that made the reduction of maternal 

mortality a priority in Colombia, and which created favorable conditions for developing 

the new system: 

 

 Colombia’s signing of the United Nations MDG declaration, whereby the country 

committed itself to decrease maternal mortality in the country by three-fourths, 

based on the 2000 maternal mortality ratio. 

 The creation in 2004 of four centers linked to the Latin American Center for 

Perinatology, Women, and Reproductive Health, which aimed at helping 

national, departmental, and local authorities in the surveillance of maternal and 

perinatal mortality, the dissemination of medical practices based on evidence, 

and the conduct of collaborative research. 

 The stagnation of maternal mortality figures in the past five years, with an 

average of one death each day in the country. 

 The existence of gaps in the country’s interior that showed a higher risk of dying 

among indigenous and Afro-descendent populations, and a strong effect from 

social determinants, such as cultural,  socioeconomic, and health care access 

factors. 

 Concerns over high investment in resources without a nearly universal insurance 

translating into better health care and better health outcomes. 

 The support from national and international entities, such as the Nacer center at 

the University of Antioquia, PAHO’s Country Office in Colombia, WHO, the CDC, 

and USAID in providing technical assistance and financing to the initial stages of 

the web-based system, based on a CDC visit to evaluate de computer science 

                                                        
2 In 2010, Dr. Margaret Chan, Director-General of WHO, announced that the two departments would 
merge to form a new Department of Maternal, Newborn, Child, and Adolescent Health, under the 
acronym MCH. 



development in the country that would make it possible for the project to move 

forward. 

 Since 2006, maternal mortality has been tagged as an indicator of health-service 

quality, considering that it is one of the leading indicators for evaluating the 

quality assurance system (SGC, for its Spanish acronym) (Resolution 1446 of 

2006) for insurers and providers. 

 The country’s experience with a web-based statistics system, which encouraged 

the Ministry of Health to commit itself to the development of a single and 

integrated public health surveillance system, where the maternal mortality 

module will reside. 

 

The project was developed in three stages: 

 

Stage I: between 2008 and 2009, mechanisms were validated and the operational 

framework for the Web-based maternal mortality epidemiological surveillance was 

developed. 

Stage II: between 2009 and 2010, the Web platform was developed and the system and 

its three scenarios (Web, physical, and local applications) were pilot-tested in the 

departments of Antioquia, Caldas, Valle, and the District of Bogotá. 

Stage III: in 2011 the pilot test was expanded to other national areas, and experiences 

and lessons learned were shared with other interested countries in the region. As a 

result of this effort, the National Institute of Health opted for implementing the 

SVEMMBW in 19 departments, and began a training process with the goal of having a 

functioning system by June 2013. In October 2012, a national training workshop was 

conducted with persons responsible in local entities, who also would be responsible for 

implementing the system in the municipalities. 

 

At the international level, technical cooperation projects were carried out in Bolivia and 

Honduras. 

 

3.2. SVEMMBW features and epidemiological requirements 
 

The Government of Colombia considers that epidemiological surveillance is the 

decision-making cornerstone of public health practice and one of the prioritized events 

within the epidemiological surveillance of maternal mortality. 

 



Following WHO’s recommendations, SVEMMBW relies on methodologies that promote 

active surveillance as a way to improve the identification of maternal deaths and their 

reporting in real time, which helps to decrease the undercount and under-registration of 

cases. This approach also enhances the capacity to identify new risk factors based on 

social determinants and makes it easier to follow up on improvement plans developed 

with those factors in mind. 

 

The Web-based maternal mortality surveillance system is active and forward-looking, 

and it operates almost in real-time. The compulsory and immediate notification of 

known maternal deaths is ongoing, but the notification card will be filled out online in 

those sites that have a connection to the Internet. In addition, the system enables the 

active search of cases among deaths in women 10-to-54 years old. The records of these 

deaths in the single registry of affiliated users (RUAF, for its Spanish acronym) are 

uploaded unto the system, and the system automatically identifies additional or 

suspected cases that should be investigated for confirmation or rejection. The system 

also allows for the incorporation of cases that do not have a death certificate. Both 

these strategies will improve the system’s responsiveness, in that they will allow for the 

capture of cases that were not identified due to  data masking (improper cause of death 

classification) or due to an undercount of maternal death cases. 

 

The SVEMMBW continues to tap medical histories and family interviews as information 

sources, but the information is compiled in standardized forms that are filled out by 

those charged with this task.  

 

The SVEMMB strengthens the analysis of maternal deaths, which in the country has 

been carried out using the three delays audit, with a social determinants in health 

approach added to it; this makes it possible to integrate social and biological dimensions 

into the analysis, and so to present the circumstances that determine maternal 

mortality organized in the following categories: woman, family, community, and health 

system. This approach will enhance the understanding of the circumstances surrounding 

maternal mortality and the decisions taken by those responsible for formulating policies 

and by program directors. 

 

Moreover, the SVEMMBW will contribute towards individual and pooled analyses of the 

cases, as well as to the identification of the maternal death’s determining and 

contributing factors in each of the established categories.  

 



The SVEMMBW has a built-in set of alarms strategically placed at each step in the 

surveillance cycle, which are aimed at notifying operators working at the health 

system’s different levels. These alarms function as alerts and reminders of the 

established deadlines, thereby improving the monitoring and supervision of all 

personnel involved in the epidemiological surveillance system, and enhancing their 

performance in terms of the notification and analysis of cases, and the development of 

action plans and their follow-up. 

 

This effort will enhance the quality, accuracy, completeness, comparability, and 

timeliness of the information in the maternal mortality epidemiological surveillance 

system. In so doing, this new Web application will strengthen the system, as a key 

strategy in responding to the urgent call to accelerate the reduction of maternal 

mortality. 

3.3. SVEMMBW scenarios 
 

 Figure 4 shows the system’s three possible scenarios: a physical scenario, for those 

localities that do not have access to the Internet or computers; a desktop scenario, for 

those localities that have computers but no access to the Internet; and a Web scenario, 

for those localities that have both computers and access to the Internet. Institutions and 

localities that must use the physical and desk scenarios, are required to submit their 

information to the next level up that has access to the Internet, from where the 

information will be uploaded to the Web. These scenarios have been established in 

order to reflect the reality in the countries, where some localities do not have access to 

the Web and do not even have computers at hand.  

 

 

 

 

 

 



3.4. SVEMMBW modules, according to the epidemiological surveillance 
cycle 
 

The Web-based maternal mortality surveillance system is made up of seven modules 

and two sub-modules (negative notification and notification of maternal deaths 

confirmed by other sources), which are in line with the maternal mortality surveillance 

cycle recommended by WHO (10). 

 

3.4.1 Identification of maternal death cases 

Modules 1, 2, 3, and both sub-modules correspond to this component in the cycle 

(Annex 4), and are defined as follows: 

 

- MODULE 1—List of deaths in women 10–54 years old. This module aims at 

identifying all deaths in women 10-to-54 years old, and from there identify any 

confirmed or suspected maternal deaths. 

- MODULE 2—Notification of confirmed maternal deaths. This module aims at 

notifying confirmed maternal-death cases in women 10–54 years old. 

- SUB-MODULE—Notification of maternal deaths from other sources. This sub-

module aims at notifying confirmed or suspected maternal death cases in 

women 10–54 years old that have no death certificate or an identification 

document. 

- SUB-MODULE—Negative notification. This sub-module aims at demonstrating 

the conduct of activities that deal with the active search of maternal death cases 

in the UPGDs. 

- MODULE 3—Pregnancy verification form. Once the medical history has been 

reviewed, this module aims at confirming or ruling out suspected maternal 

deaths through a filter form designed to verify or disprove pregnancy in the 

deceased woman’s last year of life, by interviewing a family member or close 

friend.  

 

3.4.2 Collecting maternal death information 

 

Modules 4A, 4B, and 5 (Annex 1) belong to this component in the cycle. 

 

 MODULE 4A—Family interview. This module aims at identifying the non-medical 

factors associated with the maternal death. 

 MODULE 4B—Verbal autopsy. This module aims at identifying maternal deaths 

that occurred in the community and reconstructing the history and the pathway 



followed by the pregnant woman, including any morbidity and complications she 

faced up to her death. 

o It involves interviewing anyone who is familiar with the events leading to the 

death. These persons may be family members, neighbors, close friends, 

traditional midwives, etc. 

o It is defined as the method for uncovering the medical causes of the death and 

identifying personal, familial, or community factors that may have affected the 

deaths of women that occurred outside a health institution. 

 MODULE 5—Summary of the clinical care the deceased woman received. This 

module aims at gathering information about the health care process the 

deceased woman underwent. 

 

3.4.3 Analyzing the findings 

 

Module 6 (Annex 4) belongs to this cycle component. 

 

 MODULE 6—Case summary and technical report. This module aims at 

summarizing the variables in the health care process and identifying any non-

medical factors (family interview) that may be associated with the maternal 

death. 

o Based on the case summary, the medical history review, and the available 

information, the analysis committee will establish: 

o The basic cause of individual and pooled maternal deaths. 

o Medical and non-medical factors that contributed to the maternal death, 

according to the following categories: woman and family, community and health 

system. 

o Classification of the death case as avoidable, unavoidable, or lacking sufficient 

information. 

o Classification of the death case as direct, indirect, late, coincidental, or not a 

maternal death. 

 

The case summary and the committee’s conclusions will be supplemented and 

completed by the person in charge of municipal surveillance in the technical report. 

 

3.4.4 Recommendations and actions 

 

Module 7 (Annex 4) belongs to this cycle component; it is defined as: 

 



 MODULE 7—Plans of action. Plans of action include the set of joint actions to be 

undertaken in order to diminish the conditions that, according to the analysis 

committee, were associated with the maternal death. These conditions are 

framed within the following categories: woman, family, community, and health 

system, as defined by the Web-based epidemiological surveillance system 

(SVEMMBW) according to various approaches incorporated into the system. 

Module makes it possible to rank activities by order of importance, such as 

monitoring the compliance with activities through quantitative and qualitative 

indicators. 

 

3.4.5 Reports 

 

Report module: This module aims at presenting information grouped according to the 

user’s needs, which makes it possible to view figures and tables that show univariate 

and bivariate data. 

 

3.5 System confidentiality 

 

A basic tenet of the surveillance system is having a confidential environment, mostly 

anonymous and secure, that allows for the description and analysis of the factors that 

affect maternal mortality outcomes. Confidentiality makes it possible to have frank 

information, which, in turn, leads to a more precise sequencing of the facts. 

 

Both participants (health workers and the community) and family members must be 

assured that the only objective is to learn as much as possible from maternal deaths so 

that future lives can be saved. The study of  a maternal death aims at identifying any 

failings in the health system, and the woman, family, and community (non-medical) 

factors that had an effect on the maternal death. This review will not be used to initiate 

lawsuits or administrative punishments, nor to seek guilty parties. 

 

 

 

 

 

 



 

4. Strengths and weaknesses in Colombia’s maternal mortality surveillance 
system 
 

 

 

4.1. Strengths in the maternal mortality surveillance system: 
 

 The national coverage of the maternal mortality epidemiological surveillance 

system involves 100% of the country’s institutions that are part of the system. 

 In the past few years, the system has been enhanced by the identification of 

more cases through the active search of death certificates of women 10-to-54 

years old.  

 The online single affiliate registry (RUAF) has improved the timeliness of vital-

events registration.  

 Case-identification consistency across different sources is checked at the 

system’s various levels.  

 The search, identification, and analysis of late maternal deaths makes it possible 

to conduct a more rigorously monitor any changes in the trends and profile of 

the country’s maternal mortality. 

4. STRENGTHS AND WEAKNESSES IN COLOMBIA’S 

MATERNAL MORTALITY SURVEILLANCE SYSTEM 



 The actors involved are fully committed to the surveillance of maternal mortality 

as a priority event. 

 The new online system will make it possible to have better coordination among 

the various actors in the health system. 

 The new Web-based system will have a set of alarms that will make it possible 

for the control agencies to provide better and more timely follow-up of action 

plans up to their end. 

 The participatory discussion and development of the maternal mortality 

surveillance system, with the involvement of national and international entities, 

added energy to the process. 

 

4.2. Weaknesses in the maternal mortality surveillance system: 
 

 Even though the system has a nationwide scope, its operation is uneven, 

functioning extremely well in some departments and inadequately in others. 

 The system is weak in its ability to transform the information it generates into 

effective action: not all participating institutions develop improvement plans, the 

monitoring and compliance of plans is only partial, and no punitive or control 

measures are implemented for those cases that deserve them; moreover, the 

coordination with other sectors—a key factor in responding to social 

determinants—also is weak. 

 Small municipalities have limited staff available to cope with the many events 

under surveillance by the system—they only have one person charged with 

monitoring all events. 

 Frequent staff turnover in municipal and departmental health secretariats 

hinders the surveillance process and the monitoring of improvement plans. 

 There are weaknesses in the training  of medical personnel on how to enter the 

cause of death in death certificates, which leads to an undercount of maternal 

deaths. 

 Even though maternal mortality surveillance at the community level is 

contemplated in the system, in Colombia, social participation in maternal and 

perinatal death issues is still in early stages, and the identification of maternal 

mortality cases by the community is anecdotal. 

 The coordination with other sectors also is weak; for deaths that are under 

review by forensic medicine departments,  legal processes and restrictions rule, 

leading to significant delays in identifying cases and establishing cause of death. 

  



5. Annexes 
Annex 1. National Institute of Health organizational chart 
 

 

 
Source: Colombia. National Institute of Health. Organizational chart. Colombia. Available from: 

http://www.ins.gov.co/conocenos/Paginas/organigrama.aspx [last accessed on 4 November 2012]. 

 

 

  

http://www.ins.gov.co/conocenos/Paginas/organigrama.aspx


Annex 2. SIVIGILA information flow. 
 

 
 

 

 

Source: Colombia. National Institute of Health. Public health Surveillance and control. Maternal mortality 

surveillance and control protocol. Available from: 

http://www.vigepi.com.co/sivigila/pdf/protocolos/550p%20mor%20mat.pdf [last accessed on 5 

November 2012]. 
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Annex 3. Single maternal mortality notification form. 
 

 
 

 

 

  



 

 
 



 

 

 
 
Source: Colombia. National Institute of Health. Public Health Surveillance and Control. Surveillance and 

control of maternal mortality protocol. Available from: 

http://www.vigepi.com.co/sivigila/pdf/protocolos/550p%20mor%20mat.pdf [last accessed on 5 

November 2012].

http://www.vigepi.com.co/sivigila/pdf/protocolos/550p%20mor%20mat.pdf


Annex 4. Form 1-Weekly Report of Deaths of Women 10-54 years old





 

Annex 5. Form 2 – Notification of Confirmed Maternal Deaths 



 



 



Annex 6. Form 3 – Pregnancy Verification Form (Filter Sheet) 



 
 

 

 



 
 

 

 



 

 

 
 



 
 

 

 

 



 

Annex 7. Form 4 – Family Interview (4A); Verbal Autopsy (4B) 

 
 

 

 

 



 

 

 
 

 

 

 

 

 

 



 
 

 

 

 

 

 

 

 

 



 

 

 

 

 



 
 

 

 

 



 
 

 

 

 



 
 

 

 

 



 
 

 

 

 



 
 

 

 

 



 
 

 

 

 



 
 

 

 



 
 

 

 

 



 

 
 

 

 



Annex 8. Form 5 – Summary of Clinical Attention to the Woman who died 

 
 



 
 

 



 
 

 



 
 

 



 
 

 



 
 

 



 
 

 



 
 

 



 
 

 



 
 

 



 
 

 



Annex 9. Form 6 – Summary of the Technical Information of the Maternal 
Death

 

 



 
 



 
 



 
 



 
 



 
 



 
 



 
 



 
 



 
 



 
 



 
 



 
 



 
 



 
 



 
 



 
 



 
 



 
 



 
 



 
 



 
 



 
 



 
 



 
 



 
 



 
 



 
 



 
 



 
 



 
 



 
 



 
 



 
 



 
 



 



 



 



 



 
 



Departamento:
Municipio:

Intitución:

Representante legal:       

Líder plan de mejora:

Fecha elaboración:

Fecha inicio Fecha terminación

1

2

3

1

2

3

1

2

3

1

2

3

1

2

3

¿Dónde se va a realizar ? ¿Cómo se va a verificar la acción realizada?¿Cómo se va a realizar? ¿Quién lo va a realizar?

¿Cuándo se va a realizar?

Plan de Mejoramiento Derivado del Análsis de Muerte Materna

Factor determinante o 

mejoramiento  esperado 
Nro. ¿Qué se va a realizar?

DD/MM/AA

 

En las columnas siguientes se realiza el seguimiento al plan de mejoras, la entidad puede utilizarla para su propio autocontrol y el auditor del ente territorial utilizará el mismo formato para el seguimiento

Se recomienda que el  plan de mejoramiento sea participativo desde el diseño, avalado y apoyado por la gerencia, liderado por los coordinadores de los procesos evaluados. 

Instructivo Para el plan de mejoramiento

En la columna "¿Cómo se va a realizar?" describa como va ejecutar la acción de mejoramiento identificada. (conjunto de actividades planeadas: incluye recursos físicos, económicos y tecnológicos) y la rendición de cuentas

En la columna "¿Cuándo se va a realizar?" corresponde al plazo para la ejecucón de las actividades, se debe programar la fecha de inicio y la fecha en la cual debe estar ejecutada la actividad.

En la columna "Factor determinante o mejoramiento esperado" se registra el estándar evaluado que no ha alcanzado el nivel avanzado y sobre el cual identifican acciones de mejoramiento.

En la columna "¿Qué se va a realizar?" describa la acción de mejoramiento que la entidad propone

En la columna "¿Dónde se va a realizar?" describa el lugar la que se ejecutaran las actividades.

En la columna "¿Cómo se va a verificar?" describa lel producto esperado y los registros con los cuales se puede evidenciar la ejecuciòn de las actividades planeadas.
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Departamento:
Municipio:

Intitución: Fecha elaboración plan de mejora:DD/MM/AA

Responsable evaluación viabilidad: Fecha evaluación viabilidad: DD/MM/AA

Responsable evaluación pertinencia: Fecha evaluación pertienecia: DD/MM/AA

Responsable evaluación oportunidad: Fecha evaluación oportunidad: DD/MM/AA

Líder responsable evaluación y cierre: Fecha evaluación y cierre: DD/MM/AA

Viabilidad

¿Se dispone de los recursos humanos, físicos y

económicos, para la ejecución de las acciones?

¿Las intervenciones propuestas

responden a las necesidades

identificadas y que las mismas son 

Las interveciones propuestas requieren

ajustes, ¿Cuáles?
¿La entidad hizo el ajuste sugerido?

Primer seguimiento (33%)

Relacionar los avances en la

ejecución de la acción de mejora

Segundo seguimiento (66%)

Relacionar los avances en la

ejecución de la acción de mejora

Tercer seguimiento (33%)

Relacionar los avances en la ejecución de la

acción de mejora

Relacionar el porcentaje de

cumplimiento de las acciones de

mejoramiento

Evaluar el impacto de las mismas sobre los

factores determinantes e identificar oportunidades

de mejora

Definir nuevas acciones dirigidas a producir un impacto

positivo sobre la necesidades descritas en el factor

determinante no modificados

Evaluación y cierre

Evaluación y Seguimiento al Plan de Mejoramiento Derivado del Análsis de Muerte Materna

Pertinencia Oportunidad

0

0

0
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