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  ABSTRACT 
 

How well do our vital statistics and national surveys measure Maternal Mortality Ratios 
(MMR) over time?  
 
For the past 25 years, our Maternal Mortality Ratios have remained unchanged. This 
observation is curious given that so many interventions to improve prenatal care, 
attendance at delivery by a skilled birth attendant, and post-partum care have been put 
in place by both national and local governments. In reality, facility-based delivery is 
now at 80% on average. The question is therefore raised on whether there is in fact no 
change in MMR or whether the current methods to measure MMR are statistically 
adequate to detect any changes.  
 
To answer the aforementioned question, the authors examined the quality of Vital 
Statistics 2010-2014 by analyzing the public use files provided by the Philippine 
Statistics Authority. The authors concluded that data quality was poor based on the low 
coverage of maternal death reports, the incompleteness of entries, and the lack of 
internal consistency in the reporting of immediate, antecedent, and underlying causes 
of death.   Thus these could not be relied upon for MMR estimates.  
 
On the other hand, national surveys have also been incapable of detecting any 
changes in MMR over the last 25 years due to the lac of statistical power. In other 
words, sample sizes were not large enough to detect changes less than +/-40 per 
100,000 and to increase them was unaffordable. Furthermore, the inherent limitation 
of the sisterhood method used in these surveys added to the uncertainty of the 
estimates of MMR.  
 
Moving forward, striving to improve the quality Civil Registry and Vital Statistics is the 
path which the Philippines should take. This effort should be pursued diligently in the 
coming years.  In the meantime, as far as the MMR baseline for the Sustainable 
Development Goal is concerned, the country is constrained to use the FHS 2011 figure 
of 221 per 100,000 as the point of reference for 2030. The country should aim to have 
reliable maternal mortality estimates from the Vital Statistics within the next few years 
and certainly before 2030.    
 
Keywords: Civil Registry and Vital Statistics, Maternal Mortality Statistics, Maternal 
Mortality Ratio, Data Quality, Sustainable Development Goals, Demographic Health 
Surveys, Low–Middle Income Country, Philippines, Sisterhood Method 
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1. Introduction 
 
Since 1990, the Philippines’ Maternal Mortality Ratio (MMR) has remained virtually unchanged. 
The Maternal Mortality Ratio is the primary indicator to monitor progress in achieving Millennium 
Development Goal (MDG) 5. It is calculated by taking the count of maternal deaths divided by 
the count of live births multiplied by 100,000. There are two other indicators: the Maternal 
Mortality Rate that instead has a denominator that uses the number of women in the reproductive 
age group multiplied by 1,000, and the Proportion of Adult Female Deaths Due to Maternal 
Causes, which is the number of maternal deaths divided by the reproductive age group.  
 
Globally, the gold standard for calculating MMR is by using Civil and Vital Registry Death 
Certificates to collect those classified as maternal deaths (AbouZahr & Wardlaw, 2001). While 
this is the case in developed nations, many developing countries lack the information 
infrastructure, which makes it difficult to monitor progress in reducing maternal mortality. In the 
Lancet series of 2007 entitled Who counts? it was highlighted that the lack of investments in Civil 
Registry and Vital Statistics (CRVS) amounted to the failure to obtain adequate information to 
inform and develop policies to respond to the needs of the people. In the absence of good CRVS 
databases, other methods were developed to generate estimates on Maternal Mortality. These 
methods are collectively called the Reproductive Age Mortality Studies (RAMOS). They are 
generally grouped into five categories: Death Registration, Health Facility Statistics, Decennial 
Census, Surveys, and Surveillance (see Figure 1 on next page). Outside of the RAMOS, there 
are other analytic methods to generate Maternal Mortality Ratio estimates.  
 

a. Findings of the 1998, 2006, and 2011 Surveys – no statistical difference between 

MMR estimates 

There are three sources of Maternal Mortality Data in the country: the Civil Registry and Vital 
Statistics (CRVS), the National Demographic and Health Surveys (NDHS and its subsets), and 
the Field Information System (FHSIS). The first CRVS in the Philippines was established in 1898 
and institutionalized in 1931 by Act No. 3753. As recently as 2008, new forms have been 
established to ensure better data granularity, and continuing efforts to migrate the data into digital 
formats are being pursued by the Philippine Statistics Authority (PSA). The surveys have been 
done every 7 years since 1998 and are being used to gather data on necessary development 
indicators and demographic characteristics of the Filipino population. Traditionally, none of these 
demographic surveys recorded maternal mortality, but specific smaller subset questionnaires of 
the NDHS were commissioned to generate an estimate for the Maternal Mortality Ratio. The 
reason these surveys were done was because there was an opportunity to gather Maternal 
Mortality Data from a larger sample size of households. These were the 2006 Family Planning 
Survey, the 2011 Family Health Survey. These surveys are now the basis for the official 
estimates of the Philippine National Maternal Mortality Ratio Indicator. The third source is the 
Field Health Information System (FHSIS), which generates data from the Public Health Programs 
of the Department of Health (DOH) at the Rural Health Units established in the 1990s. 
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Figure 1. RAMOS Studies from Graham et al., 2008 

 
 

b. Caveats of the Sisterhood Method 

The Direct Sisterhood Method is the method used in the Philippine Surveys. It involves asking 
living relatives their detailed sibling history to determine if there has been a death in the family 
that has occurred during pregnancy or what is called a pregnancy related maternal death 
(PRMD). 
 
There are a number of caveats in the use of this method. Prior to even considering using the 
Sisterhood Method, the World Health Organization (WHO) in 1997 had already cautioned that 
the use of this survey to generate estimates for MMR was not appropriate for measuring safe 
motherhood initiatives in the short term, evaluating programme impact, comparing geographic 
areas (or sub-national estimates), studying trends, or allocating resources. It is important to note 
that the Sisterhood method relies on the recall of living siblings and does not have any other 
method of validation. This makes the method inadequate in generating the required information 
directly relating to the deceased mother for policy and program purposes (Ahmed and Hill, 2010).  
 
Another caveat is the sample size required to achieve adequate precision. The 1998 NDHS used 
a sample of 13,708 households, the FPS a sample of 45,000 households, and the FHS a sample 
of 49,000 households. Even with the larger sample sizes used in the FPS and FHS surveys, the 
generated confidence intervals for the MMR estimates were still very wide at +/- 40%, as shown 
in Figure 2 and Table 1. In Figure 2 each of the point estimates are different: 172/100k, 162/100k, 
and 221/100k. Even if there have been differences in point estimates in the MMR, if the changes 
are not larger than 40%, then any changes will not be considered statistically different from each 
other. This is reflected in Figure 2 as the bands of all 3 data points overlap with each other. 
 
In addition, the Sisterhood Method should not be used in countries that have low total fertility 
rates (i.e., less than 3) and high internal migration. It is not recommended to repeat the survey 
less than 10 years after one round because of its low precision and retrospective nature (World 
Health Organization [WHO] Department of Health and Research, 1997). 
Low Fertility rates and high migration patterns affect the Sisterhood Method in the same direction. 
This means that they both decrease the probability of detecting a maternal death thereby making 
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a rare event harder to measure. The net effect is to require larger sample sizes to narrow the 
confidence intervals of the estimates. 
 
Lastly, it is important to note the recommended 10-year period gap between surveys. The MMR 
represents a magnitude/range of obstetric risk estimate spread over a number of years (typically 
7 years according to Hill et al., 2006). If the surveys are repeated in a period of less than the 
recommended years, changes in maternal health may not yet reflect in the MMR estimates 
produced from the survey. 
 

Table 1 

NDHS, FPS, and FHS MMR Estimates with the Range and Confidence Intervals 

NDHS 1998, FPS 2006 and FHS 2011 Maternal Mortality Ratio Estimates 

Year Average Lower-Upper Range 95% Confidence Interval 

1998 172 132-212 +/- 40 

2006 162 122-202 +/- 40 

2011 221 181-261 +/- 40 

 
Figure 2 Boxplot of Each National Survey with Adult Maternal Mortality Ratios, Taken 

from the 2011 Family Health Survey Report 

 

 
 

It is clear that using the survey as a method to monitor progress towards reducing Maternal 
Mortality is inadvisable given its limitations. As a proxy, the United Nations (UN) and WHO have 
recommended using the operational indicators of Skilled Birth Attendance at Birth (SBA), Facility-
Based Delivery (FBD), Antenatal Care (ANC), and Post-Partum Care (PPC). Collectively, these 
are known as the UN process indicators, and they are much easier to collect and interpret for 
program management given the difficulties in estimating and interpreting the MMR. However the 
relationship of High coverage of the UN process indicator leading to better maternal health 
outcomes is not straightforward (Souza et al. 2014). 
 
Shifting to the Sustainable Development Goals, AbouZahr and colleagues in 2015 have stated 
in the Lancet that the time is ripe to revisit strengthening the CRVS as it is the most reliable and 
cost-efficient data source that a country can have with regards to mortality.  
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c. The Death Certificate and Relevant Data entered for Analyzing Maternal Mortality 

 

Figure 3. Sample Death Certificate from the Civil and Vital Registry vr 2008 

 

 
 

The Data generated by the death certificates are very important. If properly filled it can answer 
who died, where they died, how they died, and whether the death was from natural or other 
causes. 
 
Maternal Mortalities are a subset of all mortalities reported in the death certificates. The important 
data fields that can shed light on the circumstances surrounding a maternal death include: (1) 
Demographic Data (2) Causes of Death (3) Attendant at Death (4) Maternal condition or maternal 
timing of death. 
 
In a death certificate there are 3 data field entries for cause of death, namely: Immediate, 
Antecedent, and Underlying. Any mortality is classified based on the underlying cause of death 
(Handbook for Medical Certification of Death, DOH 2014). For example if the underlying cause 
of death is tuberculosis, said death is classified as a TB death. Thus a maternal mortality is 
identified if the underlying cause of death is obstetric in nature. 
 
II. Methods 

In partnership with the Philippine Statistics Authority, the Ateneo team was given access to 
specific data fields from the CRVS public use files on maternal death certificates from 2010 to 
2014. The team was also given access to the raw data and report of the Family Health Survey 
2011, and the final report of the National Demographic and Health Survey 2013.  
 
Using PSPP, frequency tables were generated from the CRVS to count the reported deaths, Age 
distribution of those who died, the regions where they died, the immediate causes of death, the 
antecedent causes of death, the underlying causes of death, the attendant at death, and the 
maternal condition or timing at death.  
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Microsoft excel was used to filter and cross tabulate records that had complete entries in all fields 
from the data sets as well as generating summations for different variable values. It was also 
used to generate 10 random entries from the 2014 data set with complete entries on all fields. 

 

 
III. Results 

 

a. The Estimated Coverage of Death Certificates in the Philippines is Low, 

affecting overall data quality 

The estimated coverage of death certificates being reported were at 65% in 2009. This 
percentage was estimated using the Preston and Coale method developed in 1981. To calculate 
this, the data requirements are to collect the census over a specific reference period (in this case 
the total population in the 2000 Census of the Philippines) and then to estimate the number of 
mortalities using an equation in reference to the current year of interest (2009).  The total number 
of death certificates submitted is then divided by the estimated total mortalities of the period 
(Cajita, Tan, et al. 2009). 
 

b. MMR estimates from CRVS 2010 to 2014 demonstrate some fluctuations up and 
down but the general trend is flat relative to the last 25 years 

Table 2 
Total Number of Reported Deaths, Live Births, and MMR Using the CRVS 

CRVS MMR 

Year 
 

Reported Deaths Reported Live Births MMR 

2010 
 

1,719 1,782,981 96.41 

2011 
 

1,469 1,746,684 84.10 

2012 
 

1,447 1,790,367 80.82 

2013 
 

1,522 1,761,602 86.40 

2014 
 

1,765 1,748,857 100.92 

 
Figure 4. MMR Trend from 2010 to 2014 Using the CRVS Data 
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From 2010 to 2014, the estimated Maternal Mortality Ratio using the CRVS is 96 to 100 deaths 
per 100,000. As shown in the figure, there are yearly fluctuations in the MMR over the past 5 
years however general trends in either direction are not sustained. Since the 1980s the Philippine 
CRVS reports MMRs ranging from 80 to 110/100,000 and has remained relatively stagnant. 
 
These figures and trends are reflected in the Trends in Maternal Mortality Report by the UN, 
WHO, and UNICEF in 2013. This report used the same CRVS data to compare the progress for 
achieving MDG 5 across different countries to see progress over the 25-year period. For the 
Philippines the report estimated that the percent change over this period was 25% with an 
average annual fluctuation of 1.1%. The report then classified the Philippines as one of 26 
countries that had no progress in reducing the MMR by 70%. 

 
c. Mean Age Distribution of Deaths is 30 years old with a standard deviation of +/- 7 

years 

Table 3 Year and Age of Those who Died 

Year  Reported Deaths Variable Mean Std Dev Range Minimum Maximum 

2010 1719 Age 30.17 7.55 47 13 60 

2011 1469 Age 30.49 7.97 77 14 91 

2012 1447 Age 30.66 7.78 34 15 49 

2013 1522 Age 30.12 7.61 34 15 49 

2014 1765 Age 30.2 7.56 34 15 49 

From the CRVS, the mean age of mothers who died is 30 years old with a standard deviation of 
7-8 years. Thus the age distributions of Maternal Deaths are clustered around the 23-38 years 
old range. There may be some misclassified deaths as the data from 2010 and 11 reported the 
deaths of a 60 year old and a 91 year old and both of these ages are beyond the reproductive 
age group population. 
 

d. Maternal Deaths are higher in Regions with high poverty incidence 

  



Page 9 of 28 

 

 

 

  

 

Figure 4. Intensity of Death Reports by Region 

 

 
 

From 2010 to 2014 majority of reported deaths come from the following regions: NCR, 
CALABARZON and MIMAROPA, Central Visayas, Western Visayas, Bicol, and Central Luzon. 
Citing the year 2012 as an example the highest counts for maternal deaths are in regions with 
relatively higher poverty incidence rates, except for NCR (Table 4). 
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Table 4. 

2012 Reported Deaths, Urbanization Levels, and Poverty Incidence 

Region Name Region 
Code 

Reported 
Deaths 

Percentage Urban 
Barangays 
Percentage 

Poverty 
Incidence 
Estimates 

NCR 13 188 13.00 100% 2.60% 

CALABARZON and 
MIMAROPA 

17 180 12.00 59.7/22.3% 31.90% 

Bicol 5 130 9.00 15.30% 32.30% 

Central Visayas 7 123 9.00 43.70% 25.70% 

Central Luzon 3 121 8.40 51.60% 10.10% 

Eastern Visayas 8 110 7.60 8.70% 37.40% 

Wester Visayas 6 99 6.80 34.70% 22.80% 

Northern Mindanao 10 82 5.70 41.30% 32.80% 

Davao Region 11 71 4.90 59.30% 25% 

Ilocos Region 1 63 4.40 12.70% 14% 

Zamboanga Peninsula 9 61 4.20 33.90% 33.70% 

Soccsksargen 12 59 4.10 46.50% 37.10% 

NIR 18 52 3.60 * * 

Caraga 16 46 3.20 27.50% 31.80% 

Cagayan valley 2 37 2.60 11.60% 17% 

CAR 14 19 1.30 26.30% 17.50% 

ARMM 15 6 0.40 13.70% 48.70% 

 
 

e. The top underlying causes of death are hypertensive diseases and 

hemorrhage 
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Table 5.Underlying Causes of Death Table 2010 to 2014 from the ICD 10 Codes 

 
2010 2011 2012 2013 2014 

O94-O99: Other obstetric conditions, Not 
elsewhere classified 

6% 6% 5% 4% 4% 

O85-O92: Complications Predominantly 
related to Puerperium 

9% 7% 10% 11% 11% 

O80-O84: Encounter of Delivery 0% 0% 1% 1% 1% 

O72: Post Partum Hemorrhage 17% 17% 15% 14% 16% 

O60-O75: Complications of Labour and 
Delivery (excluding O72: Post Partum 
Hemorrhage) 

17% 19% 17% 16% 15% 

O30-O48: Maternal Care Related to the 
Fetus and Amniotic Cavity, and Possible 
Delivery Problems 

7% 11% 6% 7% 7% 

O20-O29: Other Maternal Conditions 
predominantly related to Pregnancy 

0% 1% 1% 1% 1% 

O10-O13 and O16: Other Edema, 
proteinuria, and Hypertensive disorders of 
pregnancy, childbirth and the puerperium 

1% 0% 1% 1% 2% 

O15: Eclampsia 22% 20% 20% 20% 20% 

O14: Pre-eclampsia 12% 10% 14% 16% 14% 

O00-O08: Pregnancy with abortive outcome 9% 8% 10% 10% 11% 

Total 100% 100% 100% 100% 100% 

 

Hypertensive diseases of pregnancy (Eclampsia, Pre-eclampsia) and post partum hemorrhage 
have consistently been cited as the top causes of mortality. These two comprise 50% of all cited 
causes of maternal deaths. 
 

f. Most of the Death Reports come from Hospital Authorities 
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Figure 5. Attendant at Death 
 

 
 

For the past five years, the percentage of maternal deaths that were attended by “hospital 
authorities” average at 66%, by “public health officers” at 3.7%, and by “private physicians” at 
1.2%. Those that were not attended average at 28%. This indicates that many of the deaths are 
reported come from hospitals. 
 

g. Over half of Reported Maternal Deaths have “None of these” with regards to 

their Timing.  

Figure 6. Timing of Death 

 
 

The maternal condition or the timing of maternal deaths classify when a death occurred in the 
pregnancy period. Prior to 2013 and 2014, none of the maternal death certificates had any 
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entries in this field. More than 50% of the entries in this field were listed as “None of these” for 
the two years where the data was inputted.  

 
h. The Circumstances surrounding a maternal death are often unclear as reported in 

the death certificate 
 

As a general observation from 2010 to 2014 completeness entry improved slightly. In 2013 
8.3% had entries for all three causes of death and maternal condition/timing. In 2014 13.4% 
had entries for all three fields and maternal condition/timing. From the completed cases 10 
were randomly chosen in an attempt to understand the circumstances behind the reported 
deaths (Table 5). 
 
Many of the cases appeared to confuse mode or mechanism of death with the cause of death. 
In addition many of the cases also had ill-defined cause of death codes and some of the cases 
confused the sequence of events leading to the death.  In all, this makes interpreting the 
circumstances behind each death even more difficult. 
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Table 6 

Randomly Selected Cases of Causes of Death and Timing of Deaths Comparison 2014 

Immediate  Antecedent Underlying Timing of Death 
Attendant 
at Death Remarks 

I469: Cardiac 
arrest, unspecified 

R571: 
Hypovolemic 
shock 

O066: 
Unspecified 
abortion 

Pregnant not in 
labor 

None Plausible but ill-
defined 
underlying 
cause of death 

R571: Shock, not 
elsewhere 
classified 

O721: Other 
immediate post-
partum 
hemorrhage 

O622: Secondary 
uterine inertia 

Less than 42 days 
after delivery 

Hospital 
authority 

Plausible  
 
 
 

O141: Severe 
preeclampsia 

O459: 
Premature 
separation of 
placenta, 
unspecified 

O622: Other 
uterine inertia 

Pregnant in labor Hospital 
authority 

Plausible but 
order of events 
is incorrect 
 

I469: Cardiac 
arrest, unspecified 

I10X: 
Hypertension 

O152: Eclampsia 
in puerperium 

Pregnant in labor Hospital 
authority 

Plausible but 
maternal timing 
and underlying 
code are 
contradicting 

I279: Pulmonary 
heart disease, 
Unspecified 

G934: 
Encephalopathy, 
unspecified 

O622: Other 
uterine inertia 

42 days to 1 year 
after delivery 

Hospital 
authority 

Implausible 
given timing 
and causes of 
death 
 

I469: Cardiac 
arrest, unspecified 

A419: Sepsis, 
unspecified 

O723: Post-
partum 
coagulation 
defects 

42 days to 1 year 
after delivery 

Hospital 
authority 

Implausible 
given the chain 
of events 

I461: Sudden 
cardiac death 

I219: Acute 
myocardial 
infarction, 
unspecified 

O994: Diseases 
of the circulatory 
system 
complicating 
pregnancy 

42 days to 1 year 
after delivery 

Hospital 
authority 

Plausible chain 
of events 
 
 
 

G931: Anoxic 
brain damage, not 
otherwise 
specified 

I509: Heart 
failure, 
unspecified 

O903: 
Cardiomyopathy 
in puerperium 

42 days to 1 year 
after delivery 

Hospital 
authority 

Plausible chain 
of events 
 
 

I269: Pulmonary 
embolism without 
mention of acute 
cor pulmonale 

O149: 
Preeclampsia, 
unspecified 

O459: Premature 
separation of 
placenta, 
unspecified 

Pregnant in labor Hospital 
authority 

Plausible chain 
of events 
 
 
 

D649: Anaemia, 
unspecified 

K922: 
Gastrointestinal 
hemorrhage, 
unspecified 

O159: Eclampsia, 
unspecified to 
time period 

Pregnant in labor None Difficult to 
determine 
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IV. Discussion 
 

a. Hypertensive Diseases of Pregnancy and Post Partum hemorrhage are still the 
leading causes of Maternal Deaths 

It is alarming that the top causes of maternal deaths are due to Hypertensive diseases of 
pregnancy and Post Partum Hemorrhage. Even though these are condition with which the 
maternal program has been designed to prevent and treat. The NDHS in 2013 provides clues on 
why this may have happened. Using the survey it is a consistent trend that poorest and least 
educated women are given less of the services (USAID and UPEcon 2016). This may also be 
compounded by operational issues that hamper the delivery of necessary supplies as well as 
issues in the quality of the services being given. Thus it is important to relate whether the poor 
quality of services and operational issues occur in the areas where there are a high number of 
reported deaths. 
 

b. Maternal Death Counts are higher in regions with higher poverty incidence 

Except for NCR many of the regions that report a higher number of maternal deaths also have 
higher poverty incidences. This observation supports the literature that poverty affects overall 
health and contributes to mortality. NCR is an exemption to this but it is possible that given its 
population density and the availability of end-referral facilities in the capital region that many of 
the deaths are reported here. For example, if a mother from the poorer regions needed more 
advanced care, she would be referred to hospitals in the capitol and if she died she would be 
reported as a death from NCR though she did not necessarily live there. This phenomenon is 
unproven but would require further investigation given that NCR has the lowest poverty incidence 
but one of the highest numbers of maternal deaths reported. Analyzing the relationship between 
poverty incidence and the number of reported deaths in subnational levels should be pursued in 
order to evaluate the mechanisms and contexts where these deaths were reported to have 
occurred. 
 

c. Overall Data Quality of CRVS 2010 to 2014 is poor 

At present the overall data quality of the CRVS is poor. The two primary contributors to why 
would be the low coverage of reported deaths and the poor quality of data inputted.  
The estimated coverage of 65% is considered to be low. Other countries with well functioning 
CRVS systems have coverage of 80% or more and are routinely used to inform policy and 
operations. 
 
Evidence of poor quality can be seen from the misclassified deaths in 2010 and 2011 based on 
age, the incomplete entries in the causes of death, and timing of death. Overall only 13.4% of 
death certificates are completely filled. This calls into question the utility and reliability of the data 
for policy and operation use. 
 
As the surveys, by themselves, do not provide enough information to inform policy and 
operations a systematic and sustained effort in improving the CRVS should be implemented and 
supported as it is a crucial tool in informing and monitoring efforts in reducing maternal mortality. 
 
 

d. Improving CRVS is the most cost effective way of measuring maternal mortality.  

The CRVS is the single most reliable and cost effective means of measuring maternal mortality 
(AbouZahr et al. 2015). The two main issues in order to improve the CRVS in the Philippines are 
(1) the low coverage of death certificate reports and (2) the accuracy of the causes of maternal 
death and the timing of maternal death.  
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Mikkelsen and colleagues in 2015 proposed that a new measure, the Vital Statistics Performance 
Index (VSPI). It uses mortality data as a proxy metric for the quality and utility of all the CRVS 
data produced. It uses a single scale from 0 to 1 for each calendar year produced. Values closer 
to 1 approximate the real epidemiologic profile of the country and indicate fitness for policy use, 
whereas values closer to zero indicate those which are unrepresentative and that offer little use 
for policy making. 
 
The six components of this metric are (1) completeness/coverage of death reporting, (2) quality 
of death reporting, (3) level of cause-specific detail (4) internal consistency, (5) quality of age 
and sex reporting, and (6) data availability or timeliness.  
 
Improving completeness is the most complex and time consuming of all six, but it is also the 
most cost-effective. For example, strategic initiatives to train doctors in correct medical 
certification, adoption, and use of the standard international cause of death certificate and use 
of more detailed cause of death lists can improve the quality of CRVS in a decade, as was 
observed in other countries. 
 
According to the study the Recent Philippine VSPI scores calculated for 2005 to 2010 and 2011 
to 2012. These were at 45.6% and 20% respectively. This means that the CRVS data must be 
improved to increase its utility in policy and operations. 
Improving the CRVS data hinges on addressing the two main issues identified – i.e., increasing 
coverage of death certificate reports in the Philippines and better accuracy of the data entered 
in the certificates.  
 
It has been postulated that requiring funeral homes and mortuaries to report deaths to authorities 
can increase coverage substantially. The Philippines already has existing policies to allow this 
and revisiting its implementation with local government and the Department of Health can be a 
potential way to increase coverage rapidly (AbouZahr et al., 2015). 
 
Implementing the use of modern communications technology such as SMS or the internet to 
inform local authorities of mortality is also potentially cost-efficient means of increasing the 
coverage of reported deaths. Another potential source of information would be Philhealth Claims 
Data, especially if these can be matched to the reported mortalities. Lastly current coverage also 
covers mostly the public sector, and involving more private sector facilities and clinics in reporting 
deaths should be pursued. 
 
Efforts in improving accuracy and completeness of entry for death certificates are underway.   A 
handbook was co developed by the PSA and the DOH as a reference for physicians in the field. 
Changes in medical education where also introduced. 
 
Lessons from other countries can also be adopted. For example, in Thailand including coverage 
of registration as a component of good governance metrics with corresponding incentives was 
able to increase coverage. (Thai Health Information Standards Development Center 2013) 
 
 

e. As a baseline for the SDG, use the FHS 2011 figure of 221/100,000 MMR 

As a baseline for the SDGs the Philippines should use 221/100,000 MMR figure from the FHS 
2011. As a broad starting point it appears that this number is more reliable compared to the data 
generated from the CRVS at present. Moving forward the CRVS should be strengthened to be 
able to generate the MMR reliably. Even with its limitations the CRVS is better suited to monitor 
annual and subnational changes in the MMR compared to the national surveys. 
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In the interim, it is prudent to use the different sources of data to create a bigger picture of the 
maternal mortality situation. For instance the NDHS 2013 was able to demonstrate inequity in 
both health access and the impact of the social determinants of health. 

f. Observations from the 2013 NDHS 

Looking at the quintile breakdowns, the national averages hide inequities in access to maternal 
health services. Figure 7 compares the 2013 averages across the quintiles of the Philippine 
population. It can be observed that there are large discrepancies between the lowest quintile and 
the others, especially on SBA, FBD, and PPC. A more thorough investigation would be warranted 
from the existing NDHS on the subnational distribution and magnitude of these inequities as they 
may be reason for the relative stagnation of Maternal Mortality Ratios over the past 25 years.  

It was demonstrated that aside from the poor having the lowest coverage and completeness of 
services, they are also the least educated. In other words the poorest and least educated get the 
least amount and quality maternal health services. (USAID, UPEcon 2016) 

Figure 7. Quintile Breakdown of the Maternal Health indicators NDHS 2013 

 

 

Relating this to the findings of the CRVS, it is possible that even in urbanized locations, the 
relatively high proportion of poverty and the large impact of a single maternal mortality (since it 
is a rare event) exponentially increases the MMR. In light of this, the inequity of access for the 
poorest quintile and the relatively high number of maternal death reports in regions with above 
average poverty incidences point to a potentially large impact. Further research should be done 
to investigate this discrepancy. 
 
Other factors such as the social determinants of health are important considerations in improving 
the effectiveness of the Maternal Health Program moving forward. Among all the 144 Low-Middle 
Income Countries that have embarked on reducing maternal mortality 10 countries which have 
achieved success showed that there is no one template in reducing maternal mortality but that it 
is important to integrate health sector interventions with other women initiatives that address the 
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underlying social determinants such as livelihood, education, and governance (Kuruvilla et al. 
2014). 
 
Shifting to the Sustainable Development Goals (SDG) would require constant commitment not 
only in terms of the interventions to be implemented but also on using and improving data for 
monitoring and evaluation purposes.  
 
V. Conclusion 

The Philippines has mainly relied on the Sisterhood Method to generate its MMR point estimates. 
Over the last 25 years, each of these estimates has not shown statistically significant differences 
between one another. Given the large confidence intervals associated with the national surveys, 
it cannot be ascertained whether there have indeed been changes in Maternal Mortality Rates. 
 
The CRVS is seen as the gold standard for monitoring the vital events in a country, and it is also 
used to gauge development. The Philippine CRVS is currently at 51% usability according to the 
VSPI, and moving forward, it should be used to monitor maternal mortality. In addition, 
continuous improvements and strengthening is imperative to increase the utility of the CRVS, in 
particular, in terms of the coverage of death certificate reporting and the accuracy of inputted 
data. 
Despite the shortcomings, the CRVS still reveals important patterns in maternal mortality at a 
glance. Combining it with the current NDHS 2013 report, it can be postulated that the high death 
rates in the lowest quintiles may have the effect of keeping the overall MMR high.  
 
Shifting to the SDGs, the current 2011 MMR estimate from the FHS can be used as a starting 
point. However, the surveys should not be used to monitor progress annually and are 
inappropriate for the annual monitoring of the MMR. The CRVS, even in its current state, is better 
suited to guide program direction and monitor progress annually and over different geographic 
locations and jurisdictions. 
 

Table 6 
Strengths and Weaknesses of Selected Typology of Data Opportunities and Options for Measuring Maternal 

Mortality (Adapted from Graham et al., 2008) 
 

Data Opportunity Strengths Limitations 

Death Registration 
- Philippine Civil and Vital 

Statistics System 

- Also collects birth data 
- Representative of entire 

population 
- Continuously available 
- Can provide annual and cause-

specific estimates of maternal 
mortality, trends, and sub-
national distribution 

- Under-reporting 
- Untimely/late reporting of 

deaths and births 
- Quality of cause-of-death 

certification and coding needs 
regular assessment 

 

Health Facility Statistics 
- Field Health Information System 

of the Philippine Department of 
Health 

- Ongoing routine data collection at 
facilities 

- Provides annual and cause-
specific and trend estimates of 
maternal mortality 

- Captures only facility deaths 
(specifically rural/city health 
units) and misses 
community/non-obstetric 
ward deaths 

- Records may be poorly 
maintained 

Surveys 
- National Demographic and 

Health Survey (NDHS) and its 
subsets, the Family Planning 

- Data representative of the 
population 

- Generates a more recent 
estimate vs. the indirect method 

- Larger sample size than 
indirect method with more 
complex collection, 
processing, and analysis 
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Survey (FPS) and the Family 
Health Survey (FHS), using the 
Direct Sisterhood Method 

(which reflects the situation 20 
years prior to collection) 

- Permits calculation of confidence 
intervals and can be added to 
multi-purpose surveys 

- Required sample size to 
achieve precision to detect 
changes in MMR is not cost-
effective 

- Less appropriate with 
substantial migration 

- Should have a 10 year gap 
between surveys 

- No established demographic 
techniques to permit 
evaluation and adjustment, if 
necessary 
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