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Acronyms and abbreviations

CHW community health worker

CRVS civil registration and vital statistics

ENAP Every Newborn Action Plan

HMIS health management information system

ICD-10 International Statistical Classification of Disease and Related Health Problems, 
10th revision

ICD-MM The WHO application of ICD-10 to deaths during pregnancy, childbirth and 
puerperium (ICD-Maternal Mortality) (WHO publication)

ICD-PM The WHO application of ICD-10 to deaths during the perinatal period  
(ICD-Perinatal Mortality) (WHO publication)

MDSR maternal death surveillance and response

PPIP Perinatal Problem Identification Programme

SDG Sustainable Development Goals

SMGL Saving Mothers, Giving Life

VA verbal autopsy

WHA World Health Assembly

WHO World Health Organization
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