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INTRODUCTION

In recent yvears there has been a substantial increase im concern over the perslstent high
levels of waternal morrality in developing countries. This concern led to the International
Safe Motherhood Conference held in Nairobl in February 1987, which was sponsored by the World
Health Organization, the World Bank and the United Nations® Fund for Fopulation Activitien.
This landmark conference was attended by representatives of 37 countries, 14 non-governmental
organlzations, and seven bilateral aid organizations.

At the Conference, Dr Halfdan Mahler, Director General of the WHO, pointed out that one
of the reasons for growing attention to this neplected problem is the aceumulation of
reliable data showing very high levels of maternal death in a number of developing
countries. He noted, however, that "wost of the countries where maternal mortality is high
are also countries where even regiastration of deaths, let alone certification of cause of
death, is greatly deficlent or absent,”

The aim of this book is to assist people in such countries to gather information on the
level and causes of maternal deaths in their area. This book iz not written for
professional researchers. It is designed to be used by anyone who wants to find out more
about the nature of this problem in their area, be they physicians, nurses, administrators,
social workers, or planners.

The structure of thls book reflects the process that these people may go through. The
first step is to decide whether research of the kinds covered in this book is needed in a
given situation {Chapter 1). If it is, then the next step 1s to decide what questions the
proposed study ghould answer (Chapter 2). This declgion leads to the cholce of study design
and gources of Information to be used {Chapters 3 and 4). Chapters 5-7 provide practical
information on planning, setting up, and managing the study. This Information is drawn from
the experiences of researchers who did studles of maternal mortality in Ball, Bangladesh,
Egypt, Ethiopia, India, Jamaica and Tanzania. {See Appendiz A for a list of
contributers, ) Throughout this book, these astudies are used as examples. (In addition,
some of the data collection forms and other lnstruments used in these studies are included in
Appendix D, so that readers can study, use or adapt them, ) Finally, Chapter 8 discusses
ways to put the study findings to work preventing future unnecessary maternal deaths.

Having said what purposes this book 1s intended to serve, it is Iimportant te note what 1t
is not intended to do. This book does not cover methods (e.g., “oparations research” or
gurveillance) for evaluating preventive programmes,. Nor does it cover studies of maternal
morbidity. It 1s hoped that publications on thege isgsues will become available within the
next few years.

As this iz the first edition of the guldebook we are very anxicus to know whether it has
proved useful. If you have comments ot suggestions for additienms or improvements pleasze
write to: Division of Family Health, World Health Organizatien, 1211 Geneva 27,

Switzerland. Thank youe

ACKNOWLEDGEMENTS
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1. IS RESEARCH NEEDED?

This book discusses the merhods for determining rates of maternal death and identifying
the reasons why women die. Some of the methods described are relatively simple, while
others are more coskly and difficult, However, to do any formal study requires time, energy
and often money. Therefore it 1s important to considex carefully at the outset whether a
formal research project is needed, Answers to many questions can be found either by
studving the literature, or by relatively informal observation. For example, in a hospital
with a large number of maternal deaths it may be obvious that lack of supplies and staff are
important contributing factors, It might be possible for the medical director, or other
staff, to improve the situation without taking the time to do a study. On the other hand,
having data that demonstrate the problem may help convince the govermment or other agencies

to take appropriate action.

In order to decide whether more research is needed, it is essential to be clear about
what use you intend to make of the information,. Do you want to convince the government or
health professionals in your country that maternal mortality is an important problem so that
preventive programmes receive more attention? Do you want to find out whether the medical
care in vour hospitel is falling to prevent maternal deaths so that you can improve
services? De you want to know about cultural factors in maternal deaths s5¢ that you can
design g health education campaign? Do vou want to know about problems of access so You can
crzanize transport? Each of these objectives requires a different kind of information.

It {s important to find out whether the informatlion you need is already available.
Comparved to some other areas of public health {e.g. infant mortality), there have been
relatively few good studies dene on maternal mortality.

In most developing countries there is not good information on rates of maternal
mortallty. National statistics are based ¢on voutine reporting or hogpital studies, which
are not adequate sources of information on maternal mortality. (This is more fully
dis¢ussed in later sections.) ‘

As for the reasons why women die, there is a good deal of informaticon on the medical
disgnoses of maternal deaths. In developing countries the five major obstetric causes of
maternal deaths are haemorrhage, infection, toxaemia, obstructed labour, and illicit induced
abortion. In some countries, endemic diseases such as malaria and hepatitis contribute to a
substantial proportion of maternal deaths.

A good deal is also known about the influence of maternal age and parity on maternal
mortallty. In general, women at either end of the age and parity continuums are at greatesc
risk of death - i.e., women vounger than 18; women 35 or older; women having theiy firvst
birth and these having thelr fourth or later hirth.

There are alsc some studies which show that inadequate wedical supplies and treatment
result ip death from pregnancy complications of many women who could have been saved (e.g.
the studies in Jamaica and Tanzania)d.

There 1g, however, very little information on other factors that contribute to maternal
deaths, such a8 women's access to medical care and family planning services, and
sociocultural factors. Foy example, if two women have postpartum haemorrhages, and it takes
one woman half am hour to get to the hespital and Lt takes the other woman five hours, the
second woman is more likely to die. Infortunately, research on this kind of factor is only
beginning.

1t is not necessary to spend 3 great deal of time in order to find out what is already
known. See Appendix C for information ou how to get coples of reviews and studies. In
addition to reviewing the published literature, it is a good idea to talk to other people In
your country about what information exists. For example, there may be unpublished reports
or doctoral dissertations that contain useful data.
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2. WHAT DO YOU WANT TO KNOW?

If you decide that more research is needed, the next step 1s to formulate the study
guestion, (the "what do we want to know?").

While, in theory, & study begins with the question, this is not always the caase. Some
other aspect of the study, such as rhe site, may already have been determined. If, for
example, the study is golng to be conducted in a hospital, this influences the gquestions that
¢an be addresaed. Similarly, if the amount of time and money available is very limited,
this will also affect the options open to researchs. Therefore, it 1s cften necessary Lo
adapt various aspects of the study to fit existing constraints.

In practice, then, there is a reciprocal relationship among varlous aspects of the study,
as the diagram below suggests:

Figure 1.

Research Queation < Study Design

Fundg #—* Data y——p Sire

Research questions about materual mortality generally fall into twe categoriess How big 1is
the problem? What factors contribute to maternal deaths?

2.1. How big is the problem?

Because most developing countries lack good studies on maternal mortallry, the importance
of this public health problem is genmerally not appreciated. Research on the magnitude of
maternal mortality is useful for convincing policymakers that it deserves attention.

The magnitude of maternal mortality is measured im two ways: the number of deaths and
the frequency of deaths,

2.1.1. How many deaths are there?

We begin with the number of maternal deaths for several reasons. Firstly, it can be a
valuable initial indicaror of the size of the problem. Secondly, the number of maternal
deaths forms the basgis for all other measures of the size of the problem - e.g., the
numerator of the maternal mortality rate.

2.%.2. How common are maternal deaths?

Part of the process of formulating the study question is making it wore specific. Forx
example, the heading of this section, "How common are maternal deaths?” is too general to be
a good study question, It needs to be made more specific, because the frequency of marernal
deaths can be expressed in various ways, depending on the cholce of denominators. If the
denominator is live births, the study will answer different questions than if the denominator
igs women of reproductive age.
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The dencminators most often used in studies of maternal mortality are described below
under the questions they address:

"How dangerous ls pregnancy in this area?”  This question iz addressed by using live
births as the denominator, and the results of the study are expressed as the "maternal
mortality rate”, {See the studies in Ball, Bangladesh, Egypr, Ethiopia, India and
Jamailca.) Occasionally, all deliveries (miscarriages, stillbirths and live births) are
included in the dencominator. This may be appropriate when there is not sufficient
information on the condition of the infant at birth (e.g., in 2 household survey). However,
using this deunominaror reduces the ability to compare your results with those of other
researchers, since live births are most commonly used.

"How common is maternal death among women in this area?” In order to address this
question, use women of reproductive age as the denominator, (See the studies in Egypt,
Indonesia and Indiz as examples.) When vou do this, the rates reflect two factorss 1) the
risk of hecoming pregnant; and 2} the risk of dying among wowmen who become pregnant. Thus,
anything that affects fertility (e.g. use of contraception) will change this rate. For
exampla, the studies in Egypt and Ball show that the mortality rate per 100,000 live births
15 nearly four times as high In Balil ag in Egypt. This is not surprising, since Bali is
much poorer and less developed. However, the mortality rate per 100,000 women of
reproductive age is only 50 per cent higher in Bali than in Egypt, in part bhecause use of
modern contraceptive methods is so0 much higher in Bali,

"low important ig maternal mortality as a cause of death?”, To address this question,
the dencminator is a8ll deaths of women of reproductiwve age in the study population, and the
results are expressed ags a proportion - e.g. maternal deaths make up 23 per cent of deaths
among women of reproductive age in the Egyptian and Balinese studies, and 36 per ceant in the
Indian study.

Ze 123 Why are women dying?

For any siugle death, there are a number of "causes”™ operating at different levels. For
example, a woman does not die just because she has a postpartum infection, she dles because
the infection is not treated properly. There may be many reaszons for this¢ she may not
know where to go for help; she may live far from the hospital or be too poor to pay for
medical carey or the hospital may not have adequate staff or supplies, Sfimilarly, while
maternal age is a risk factor, it is not sufficient to explain the death from pregnancy
complications of a 40-year-old woman. Why did she get pregnant at that late age? pid she
want another child? Did she know about contraceptives and know where to get them?

There is a real need for studies that look beyond the most immediately apparent reasons
for maternal deaths and explore such factors as access to medical and family planning
gservices, and cultural factors,. This kind of research would have important implications for
preventive programnes.

A major consideration in studving the reascons for maternal deaths is the difficulty of
demonstrating causation. A gingle study canmot prove that one event (e.g. illiteracy)
“causes” another event (maternal death), All the study can show ig that these two factors
are “associated”™ = e.g., that illiterate women sre motre likely to die in childbirth than are
educated women., But some other factor might be respongible for the association between
education and mortality. For example, educated women probably have better access to health
CArR.
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For this reason, we usually use the term “"risk factors” rather than “causes”. A risk
factor for maternal mortality is a characteristic that 1s wmore common among women who die
than among women who do not.

The list of factors that can be investigated is almost endless, so it may be helpful to
think of risk factors as belenging to categories, such as maternal characteristics, health
gystem characteristics, and envirommental characteristics. Some characteristics ¢an belong
Lo more than one category. For instance, on the individual level education is a
characteristie of the woman, whereas the proportion of women who can read is a characteristic

of the social envivonment. Nevertheless, these categories may be helpful as you consider
what risk factors to investigate.

Maternal characteristics include age, sociceconomic and marital status, medical atatus,
and reproductive characteristics. Spme of these characteristics contaln a nuwber of
parts. Reproductive characteristics, for example, include obstetric history (number of
preguancles, live births, abortions), contraceptive use, and whether the current or last
pregnancy was wanted. The study in Ethiopis showed that unwanted pregnancy 1s a risk factor

for maternal death, particularly from fl1licit abortion.

Socioeconomic status can be measured by famlly income (1f there is a cash income); by
whether the family has a radio, a toilet, or running water; by years of education, marital
status, occupation, etc, The most appropriate ways to measure sociceconomic status vary
with the community. Tt might help to consult a local social selentist for advice about

which measures are appropriate in your area.

Health system characterlstics include adequacy of treatment, staff and equlpment, access
to care {distance, travel time, cost, administrative barriers).

Enviromnmental characteristics include urban/rural residence, transportation systems, the
presence of a medical facility, etc.

In chooging among the vast array of factors, consider what kind of practical
recommendations might come from your study and which factors have not been adequately
investigated in other studies.
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3. STUDY DESIGN

A basic division among studies of maternal mortality is betweeam "population studies” and
"case studies”. In & population study, an attempt is made to identify and describe all
maternal deaths in a defined population (such as a town or region). A population study has
a numerator {the maternal desths), a denominator (the population in which the deaths
occurred), and a time perigd.

Cagse studies, in contrast, do not describe all deaths that took place within a defined
popularion, and so have no denominatoer. These studies may focus entirely on the women who
died ("case historiez") or may compare each woman who died to other women ("case/control
studies™).

While various study designs are discussed separately, they are not mutually exclusive.
In India a case/control study was performed within the larger population study. In Ethiopia
and Jamaica, studies of case hlgtories were combined with the papulation study. The raascn
for using more than one study design is that each design has advantages and disadvantages.

Besldas the kind of study (i.e., population or case study), there is the "direction™ of
the atudy. Usually, studies of maternal mortality are done looking backward in Lim& at
deaths that have already happened. This is a "retrospective” study. lass common are
"prospective” studies. These begin by registering & group of women, and analysing deaths
within the group. Both population apd cage studies can be either prospective or
retrospective.

J.1. Population gtudies

Of the studles cited in this book, those in Ball, Bangladesh, Egypt, Ethiopia, India and
Jamaica are population studles. All but the Bangladesh studies are retrospective.

In a retrospective population study, the researcher starts by identifying all the
deaths. {There are a number of wavs to do this, and these are discussed in detail in the
next chapter = "Sources of Data”.) The researcher also needs to obtain denominator data,
either from the game data source (€.Z., 4 survey) or from other sources. Using these data,
measures of frequency are derived. Comparisous can then be made of rates of maternal
mortality among groups of women with different chacteristies - e.g., various ages, parities,
rural versus urban.

In a prospective study, the researcher begins with a group of women (e.%., pPregnant
women), follows them for a period of time, and then determines what proportien have died.
This gstudy design provides data on both the denominator sud the numerator,

One of the potential advantages of & prospective population study is that the denominator
is clearly the population within whieh the deaths occurred. In a retrospective study there
is often some doubt about the accuracy and appropriateness of the denominator.  Also, with a
prospective population study one can gather informaticn on a wide variety of characteristics,
including some about which little is known from existing data (e.z., distance from a health
fac{lity, cultural factors.) Prospective population studies are also useful for obtaining
infornation on maternal morbidity.




WHO/FHE /87,7
Page B

The major disadvantage of progpective population studies is that they are usually far
more time consuming and expensive than are retrospective population studies. A large number
of women must be followed in order to obtain data on enocugh deaths to produce stable
mortality rates or identify risk factors, Fer this reasom, prospective population studies
are not usually done just to obtain rates of maternal deaths. A potential problem with
progpective studies 1s loss to follow up of women within the group - especially in areas with
gubstantial migration rates, In addition, a prospective study of pregnant women is less
likely than a retrospective study to detect deaths from illicit abortion because women who
intend t¢ gbort may not admit they are pregnant.

3.2. Cage gstudies

Case studies can provide in~depth information on women who died and the events that led
to thelr deaths. When deing case studies, confidentlality is important te conslider because
the individual cases may remalu identifiable, The families of women who died and the
medical staff who treated them need to be assured that confidentiality will be maintalned.

3.2.1. Case histories

(Over the years, a great many articles have been published on the characteristics of women
who died in hospital of maternal causes. In fact, collections of case histories are by far
the most common kind of maternal mortality study.

While ¢ase histories can be valuable, they have often been misused. For example,
maternal mortality rates based on hospital deaths and births are frequently cited ag
indicators of the level of maternal mortality in a city or countyy. This is not a vallid uge
of the data, because people im a hospital are never typical of the general population. in
developiug countries, most women deliver their babies at home. Those who deliver in
hospital are usually either upper—class women who use health services in a2 modern fashlon,
women who had been referred to deliver in hospital because they were at special risk, or
women who had intendad to deliver at home but then developed complications. Another basic
problem iz that there are no appropriate denominators, For every rural woman admitted to
the hospital, there may have been z hundred or a thousand others who delivered at home.

In most developing countries, only a fraction of maternal deaths take place in
hospitalg, In onpe study in Bangladesh, 53 of the 5B maternal deaths identified took place
outside the hospital. The vast majority of women who died had had no medical care at all
during their lagt illness, Furthermore, all the women who died in hospital died of
toxaemia, even though less than one—quarter of all maternal deaths were from toxaemia.

Az long ag the data are not misused, case histories can be extremely useful. For
example, while they are not juformarive about the situation in the region as a whole,
analyses of maternal mortality rates in a hospital can demonstrate to the medical and
administrative staff that there are problems that need to be corrected.

Studies of cese histories can be done on the experience of women before and/or after they
enter the hospital. Az always, the kinds of questions that can be addressed depends on what
information you collect and examine.

In cagse histories, the importance of & given factor must be self-evident, since women who
died are not being compared o women who did not die. For example, if a woman with
postpartum infection was kept at home and never recelved medlcal care, this obvicusly
contributed to her death. Similarly, if such a woman is brought to a hespital but there are
no antibiotics available, thig shortage was clearly a contributing factor.

Hospital=baged studies of case histories have been dome in both developed and developing
countries to learn what aspects of medical care, or lack thereof, contributed to maternal
deaths, and how future deaths might be prevented, This kind of study is sometimes called a
“confidential enquiry” or “case audit.” In Tanzania, data on management of the cages by
health facilities were collected, In Jamaica and Ethiopia, ianformation was gathered on
deaths that took place either within or ocutside of medical facilities.
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When doing an evaluation of medical care, it 1s important to specify what is the standard
against which the treatment is measured — local standards that recognize the availability of
staff and supplies, or optimal standards? In the Tapzania study, it was found that lack of
blood, supplies or equipment was the most common contributing factor in maternal deaths, even
when locally appropriate standards (not optimal standards) were used. The findings were
similar in Jamaica. Thiz kind of study can be useful to hospltal and Mionistry of Health
personnel as they work to prevent future maternal deaths.

Community-based studies of case histeories are nuch less common than hospital-based
studies. There is much to be learned from such studies. For example, in Ethiopla there
was an ummarried girl who dled of toxemia. A contributing factor im her death was that her
mothar was ashamed of her pregnancy and kept her hidden at home, even after she had begun
having convulsions. This story illustrates how case histories can be usad to gather
tnformation on the ways in which cultural factors increase maternal mortallty. Buch
information cap be used to help design public education campaigns.

3,2,2., Caze/control studies

in recent decades, case/control studies have become increasingly common in many fields of
research, but surprisingly few have been done in the area of matermpal mortality. This is
unfortunate, because case historles can be much more informative if women who died are
compared to women who did not.

Thars are dozens of hospital studies in which women who died of maternal causes are
analysed by such factors as age, parity, etc. Without a comparison group, gsuch data have
little meaning. For example, just saying that 30 per cent of women who died were having
their first child does not demonstrate that first blrths are more dangerous than later
births. In that soclety, it might be that 30 per cent of all births are first births.

Using hospital data, women who die can be compared to a contrel group consisting of all
other women who deliver in the hospital during the same period of time. This, however, is a
great deal of work. Alternatively, a subgroup of women can serve as controels. For
example, for each woman who dies, a control can be chozen at random from among the women who
delivared in the hospital and survived.

As with any hospltal-based study, with a hospital—-bhased case/control study the findings
cannot be assumad to apply to the whole population. Certain kinds of women are
under-represented among hospital deaths - e.g., women who live in remote areas of the
country, who cannot afford medical care or who are ashamed ©f heing pregnant.

While most case/control studles are hospital-based, it is quite possible to do
case/control studies in the community. For example, one can identify cases of maternal
death using village informants, and then compare them to controls who delivered at home and
survived. This deslgn was used in the Indlan study.

Case control design has important advantages for certain kinds of research. There are,
howaver, some difficulties with casefecontrol studies. Chief among these is the cheoice of
controls.

The assumption underlying case/centrol studies is that the risk factors will be found
more often among women who die than among women who do not. Therefore, one must allow the
rigk factors to vary freely.
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Any factor that is being held constant camnot be examined for its relationship to
maternal mortaliry. 50, for example, if controls are chosen from the same village as rhe
women who died, the effect of distance from the hospital cannot be studied. Similarly, if
vou take as the control the next woman who delivered in the hospital, you cannot examine the
effect of any factor that wight be related to that period of time ~ e.g, kind of medical
staff on duty, availability of blood for transfusion. Therefore, unless you have a good
reason for wanting to remove a factor from consideration, it is best not to match.
"(vermatching” can cause you to miss an association that does, in fact, exist. Moreover,
some characteristics are closely related to each other. For example, maternal age and
parity inerease together. So if you want to study the effect of parity on maternal
mortality, you need to remove the effect of age.

An option to consider 12 using more thanm one control for each case. Thizs will mean more
work and gxpenge, bub 1t has advantages. One advantape is that having two, three or even
four controls increases the statistical power of your analysis. This means that you have g
better chance of having a gtatistically significantl finding even though the number of
maternal deaths in the study 1s relatively small. Another advantage iz that if rhere Iis
more than one control for each ¢age, they can all be the same kind of controls (e.g., women
chosen at random from the gsame maternity ward), or there can be more than one kind of
control for each case — e.g., a hogpital control and a community control. Having more than
one kind of control group saves you from trying to decide which is the "ideal™ control
gTroup. Fach control group will help you evaluate different risk factors.

In general, decliding what kind of control group to use is difficule. Often there lz no
ideal group. Consequently, 1t may be helpful to discuss this matter with someone who has 2
good deal of expardence in doing this type of study.

1a finding that is unlikely to be fortuitous, to have arisen by chance.
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4, SOURCES OF DATA

441 Mumerator data

Obtaining numerator data for a maternal mortality study is a matter of finding as many of
the maternal deaths as possible. Thiz is by no means an easy task, because maternal deaths
are always under-reported, even where vital registration is well developed. For example, in
the United States a recent study found that maternal deaths were undercounted by 30 per cent
because the death certificates did not mentiom that the death was pregnancy-related.

The ecasiest mistake to make in a study of maternal mortality is to underestimate its
magnitude. S0, unless you are prepared to devote substantial time and effort to detecting
the deaths = both im hospitals and outside = you should consider doing a case study rather
than a population study.

There are several reasons why finding all maternal deaths ls very difficult, In many
developing countries, vital registratiom systems are poor or non—existent. In some
spcieties it is considered bad luck to talk about death. People's memories are wnreliable
{in all c¢ountries).

Another difficulty stems from the definition of maternal death = the death of a woman
while pregnant or within a defined period (usually 42 days) after the termination of the
Pregnancy. (§ee Appendix, ) Unless a death was obviously due to pregnancy {e.g.,
postpartum haemorrhage) the faet that the woman had been pregnant may not be recognized or
recorded.

Cortain kinds of maternal deaths are particularly likely to be undercounted, either
becauge they are difficult to recognize {e.g., ectopic pregnancies) or because they carry a
gocial stigma (e.g., deaths from illegal abortion and matermal deaths of upmarried women).
The deaths of women living on the edges of soclety (e.g., poor migrants) are also especially
likely to be overlooked.

lesson learned

One key to identifying maternal deaths is to use
more than one source of information

There are now encugh good studies of maternal mortality to show that there is no single
source of information that is reliable. You need more than one source, preferably more than

one kind of source (e.g., records and informants). In the Jamaica study, six different
sources were used to find maternal deaths, and then the deaths were cross—checked. Only one
source (hospital in-patient records) identified as many as two-thirds of the maternal deaths.

Keep vour eyes and your mind open to new sources of data. In some instances it will
coon bacome clear which sources are uwseful in your particular study area. In Bali, all
private physicians who were agked to share their records with the researchers did so; in
Egypt, there was no cooperation from private physicians.,
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Sometimes there 15 no way to know early Im the study which sources are reliable and
profitable. It turned out that village headmen in Bali and community health workers in
India reported only a fraction of deaths, but this could not be known until the information
they provided was compared to information from other sources.

It is worthwhile checking information from different sources againgt one ancther, o that
you can evaluate their guality. For example, 1f you have both hospital and community data,
compare the Individual cases to gee which ones are missing from each source.

It is also informative to analyse which kinds of deaths are reported by each source.
The study in India confirmed that women who die quickly (e.g., from haemorrhage) and women
who may be ashamed to go to the hospital (e.g., women with complications o¢f induced abertion)
are more likely to die at home rhan are other women (e.g., those who die of postpartum
sepsls).

Also, if possible, try to find information from other studies with which to compare your
findings, For example, the researchers in Bali determined at the end of the study that,
despite all thelr efforts, they had found only about one-half of deaths among women of
reproductive age. They learned this by comparing the age-specific death rates in their
study to those obtained in another study using a different method of identifying deaths. In
snother country, & researcher knew that a prospective study was belng done for a completealy
Jifferent reason. He checked the records of that study to see if there were any deaths
among women that had been missed. There were not.

4ylel. Records
Written records as sources of information on matermal deaths have both advantages and

disadvantages. The biggest advantage is that they are relatively easy to find. The
biggest disadvantage 1s that they under report the deaths in the community.

Iesson learned

Don't rely on what is supposed to happen
eugs, Chains of reporting. Check the
sources for yourself.

Quite often one is told about a chain of reporting {(¢.g., from health worker to health
canter to district administration), or one is assured that & certain person (e.g., the
village headman or health worker) will definitely report all deaths. Asgume that this is
not troe.

A.  Medical recordss

Medical records can never be relied upon for finding all cases of maternal death,
especlally in developing countries where only a small proportion of deaths take place in
hospital. They are, however, an impertant scource of information. If you use records, make
sure you make use of all those available ~ ward books, death registries, worgue records, casge
notes, etg.
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lesson learned

When using medical records for case finding, always

review all deaths among women of reproductive age,

not just those listed as maternal deaths, or those
taking place in the maternity service

The reason for this is that some women in serious condition may have been admitted to the
emergency ward and died there, without ever belng treated in the maternity ward. Similarly,
the ultimate cause of death (e.g. blood poisoning) may be listed in the death certificate
without mention of the underlying cause (11lieit induced abortion), S0 it is important to
investigate all deaths where the cause of death i1s unclear and might be obstetric =~ ..,
"spaeasthetic accident”™ or "eardio-respiratory failure,”

B. Vital registration

In some countries, vital registration systems are well enough developed to be a valuable
gource of information. However, befors you rely heavily on vital registration, find out if
there has been an independent assessment of the completeness of recording.

Even if all deaths are reported, vital registration can never be relied on to identify
deaths as being maternal. It iz essential to investigate all deaths of women of

reproductive age that are not clearly due to some other factor - e.g., an accldent, Even
then, some violent deaths ~ sulcides and homicides - may well be related fo pregnancy.

C. Others

There may be other records of deaths in your study area, such as newspapers, chureh
records, police and coromers. reports. Thege may help you identify additional deaths that
can then be investigated. A5 always, think about who is likely to be left out by a
particular source — e.g., rural people, religlous minorities and very poor families may bury
their dead at home, and not ba listed in chureh records.

4.1, 2. Informants

Unless you are golng to rely completely on a household survey to identify maternal
deaths, you will need to have informants. What kinds of informants will be most helpful
will depend on the study area.

A. Official personmel

4ny organized group in the study area can be a source of informatiom on maternal deaths,
provided that you can get their cooperation. fmong the groups of officiasl workers that have
been used as informants are community health workers, and school teachers.

B, Community membexs and groups

A great variety of community informants have been used Iin maternal mortality studies,
incleding village headmen, traditional birth attendants, school children, and funeral
cooperatives.
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4a1.3. Household zurveys

One of the advantages of a household suxvey is that family members are less likely to
forget the death of a woman than is an informant who was not personally affected by the
death. Of course, in a household survey there is still the danger that you will miss the
deaths of poor, unattached wowen (who probably also have high rates of maternal mortality).

The major drawback of a household survey is that it is generally more expensive and
complex than other methods of locating deaths. In some instances you may be able to
partially overcome this problem by adding some questions on maternal deaths onto a survey
being done for another purpose (2.ge, 2 Census). However, make sutre that the survey design
15 appropriate to atudying maternal morcrality. For example, if the field workers are
instructed to only interview adult women in the household, you would uadercount housgeholds in
which there had recently been a maternal death.

In any case, in order to locate matermal deaths, a survey needs to be very large.
Suppose, as a rough example, that there are 500,000 people living in the reglion, and that the
birth rate is 35 birthe per 1,000 population per year. If you estimate that the maternal
mortality rate is 5 deaths per 1,000 births, then each year there are about 88 maternal
deaths in the reglon. (500,000 x .035 = 17,500 births x .005 = 87.5 waternal deaths.) Of

course, the number of deaths is the same no matter what sources of data you use to locate
deaths. The difference Ls that with a survey you would have to interview every household in

the region to locate the B8 deaths, which may not be cost-efficlent,

To decreagse the cost, you could survey only a portion of the households. This ig called
a "sample survey’. However, this also reduces the number of maternal deatha identified,
unless you extend the population covered. Having a small number of deaths reduces your
ability to look at rates and risk factors for subgroups of women, Thege things need to be

consldered before launching a study.

Sampling allows you to cover a wider area, which makes your findings applicable to a
larger population (@.g., a whole state rather than a few towns). If you do decide to
sample, 1t is a good idea to get expert help in designing the sampling plan.

Another way to reduce the cost of a survey or increase the number of deaths identified 1s

to increase the recall period — e.g. from the last year te the last twe years. Doing this
may increase the likelihood that some maternal deaths will be “forgotten". (This is alsc
true when using informants.)

lesson learned

Even when doing a household survey, it is advigable
to use other sources of data as well. In the
Ethiopia study, three deaths were ldentified in
hospital records that should have been
reported in the survey, but were nof.
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Most household surveys are retrospective, That is, the lnvestigators ask about deaths
that have already taken place. There 13 another kind of survey, called a "repeat household
survey”, that is prospective, In this kind of study, there are two or more rounds of the
SUTVEY. During the first round, a list is made of all the women (or adults, or people)
living in the household. During the second round the field worker asks where each of the
regidents 15, and whether any of those missing have died. If any have, their deaths can
then be investigated. It seems that this methodology haz not yet been used to study
maternal mortality. 4z with any design, there are potential problemg, such as loss to
follow up in areas with high migration rates. Nevertheless, it might be tried.

4.1, Denominator data

There are three ways to obtaln denominator data for a population study of maternsal
mortality: gather your own raw data (e.g., during a household survey or prospective study);
vse existing raw data (e.gs, birth registries kept by health workers) to make estimates; or
use exXisting estimates from surveys or special studies,

Inless you are doing a household survey as your main study, gathering your own
denominator data is not cost-efficient. One reason is that records of births in developing
countries gre even less complete than those of deaths. Of the =seven population studies used
as examples in this guidebook, one was a household survey of births and deaths (Ethiopia),
and two were prospective studies in which the denominator was the pregnant women registered
gt the beginning of the srudy (Bangladesh). In the other four studies, existing estimates
were used as denominators.

Using raw data collected by others is usually the least desirable way to obtain
denominator data. Under-reporting of births is even more common than under-reporting of
deaths,

¥ you do a household survey of vital events or a prospective study, You can get maternal
mortality rates by dividing the number of deaths by the number of births, If you usge
existing survey data, you will need both fertility rates and population gsize. Moreaver, if
you plan to compare maternal mortallty rates for various groups of women, you will need a
separate denominator for each group. While data on age are usually available, it ig rare to
find data on parity, education, and many other factors you may want to investigate. If this
is5 the case, perhaps a case/control study would be more appropriate,

When you use existing survey data as the dencminator, do so with caution. For example,
if the fertility rates are derived from an urban study they may well be too low to apply to a
rural population. Remember, using a denominator that is too small is the only way you are
likely to over-estimate the maternal mortality rate,
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5. PLANNING

The planning stage of @& study can be time consuming, but as one researcher sald “careful
planning in the early stages ,.. saves & lot of time later.”

5.1. Funding

Many people do reseavch as part of their regular job or in their oun time. Often,
howevar, outgslide funding is necessary.

A first step ip raising funds is to identify doners likely to be Iinterested in your
prﬂjeatl. These might be agencies concerned with maternal mortality or related subjects -
such as maternal and child health, family planning, etc. Or they might be agencles that
have a long-standing relationship with your country.

A good way to get Informatiem on funders is to talk to other researchers. Find ogut what

agencies they approached and what their experience was. If a particular agency is not
willing to fund your study, the people there may still be able to suggest other organizations

vou might contact.

Lesson learned

Don't give up if your propesal is rejected by the
first few funders. The Ethiopian study was
turned down by 35 agencies before it was funded
by the Swedish Save the Children Federation.

Reducing the cost of your study can increase the likelihood that you will find funding.
Make it ¢lear to the funding agency that you are trying to keep the cost to a minimum.
Don't ask them to¢ pay fer everything. Try to cover some expenses with existing staff,
office space, photocopying and data analysis facilities, etc.

Sometimes funders are reluctant to devote money to research because they do not see how
it can help improve health in the near future. Emphasize the practical implications of the
proposed study - spell out how the findings can be used to help prevent maternal deaths.

5.2. Contacte and clearances

To be successful and useful, research must be a collaborative effort. In order to do a
study, one needs the cooperation, suppert and advice of various organizations and
individuals, e.g., clearances from the state or national government; cooperation from
doctors, nurses and midwives iu order to locate deathsj support from community groups and
leaders for a survey,. These peaple may also make valuable suggestions.

And in order for the results to be used to prevent future deaths, local health

1yHO 1s always willing to advise on funding and will endeavour to provide suppoert from its
own funds. If this does not prove possible, it will help to identify othex sources of
funding.
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authorities need to be interested and supportive. Too many times, ressarchers have lamented
that their findings were not put to uge by the hospital management, the government, or the
community. A major reason for this is that the people who could make use of the findings
were not invelved in the development of the study. Perhaps if they felt they had playsd a
role from the beginning they would have been more likely to pay attention teo the findings,

Lesson learned

Make coutact with the offieial, professional and
community groups relevant to your study as early as
possible = even before the study design is final.

Think carefully about both the organizations from which you will need coeperation and
people at different levels within those organizations. For example, if you are reviewing
hospital records, you will need the permission of a semior person (e.g., director of the
hospital) but you will also need the help of the records clerks, ward nurges, etc.

In most countries, a governmeénh Agency must Sponsoer your study. In other places having
a non—goverumental organization or university sponser is helpful. Find out which applies in
youy situation,

Here are some of the ways in which researchers have built up support for their studies:
formed a study advisory committee or a panel of experts; conducted workshops; obtalined
letters of explanation and introduction to community groups and local health departments;
informed community groups about the purpose of the study.

Getting government sgencies, community groups, and other relevant people involved during
the planning of the study will not only make your job easier, it will increase their interest
in the project. This can, in turn, increase the chances that the findings of your study
will he put Lo use.

5.3. Staff

Many different types of staff can be used to gathex information on maternal deaths. In
the studies cited in this guidebook, staff ranged from traditional birth attendants
{Bangladesh) family welfare assistants (Bangladesh), and family planming workers (Bali) to
medical students (Tanzania), social science students (Ethiopia) and experienced interviewers
(Egypt and India).

A difficult decision that some researchers face is whether to use existing staff (e.g.,
government health workers) to gather data, or to hire personnel especially for the study.
The benefit of using existing staff is that it is less eXpensive. Transportation will he
less of a problem if they are already travelling around the study area as part of their
regular job. Also, they are already familiar with the area and may be on good terms with
the people there.
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The major disadvantage of using existing staff is supervision. If they do not perform
well (perhaps because they have too many duties) the researcher is usually powerless to
replace them. S0, revliew their current work load and performance, Do they have time to
add another activity? Are they doing a good job with their current tasks? if not, it is
unlikely that they will do a pgood job for your study. '

Another problem with using existing staff is that their familiarity with the area and
pecple may prevent them from being impartial and objective. They may think they know all
the angwers and sit at home and fill in the questionmaires.

What level of education should you require of your staff? If interviewers are golng to
gather information on the events leading up to deaths, they obviously must be able to read
and write, But do they need medical training? Such training makes them more knowledgeable
about the information they obtain. On the other hand, several studies have shown that
peaple without medical education can gather information on events and symptoms. This
information can then be reviewed by one or more physicians who assign cause of death.

Lesson learned

You may not need medical persomnel or even highly
educated people to gather data, 1f they are
well trained and supervised.

The main disadvantage of medical personnel is that they are usually expensive and In
short supply. But there may als¢ be other disadvantages. Madical personnel (medical
students ineluded) may jump te conelusions about cauge of death and not write down symptoms
that don't agree with their dlagnoses. This could bias the study findings. Thug, there
are sometimes advantages to having staff who don't consider themselves experts and don't have
their own hypotheses. Fven if you use medically trained staff, remember that training is
absolutely essential.

Another issue 1s whether the sex of the interviewer matters. Some researchers (e.g2.,
those working in Bangladesh ) believe that, in their area, 1t is best fo use women Lo get
information about maternal deaths. Other researchers feel that it does not make a
difference in thelr setting.

In general, think about what kind of biases each kind of worker might bring to your
study. For example, health workers and traditiconal birth attendants may be reluctant to
report deaths among the women they serve. (In this kind of gituation it is especially
important to use nultiple sources.)

Finally, whatever kind of worker yvou decide to use, make sure that the terms of your
arrangement are clear: What do you expect from the workers? What can they expect in
return? How will they be evaluated? What will happen if their work is not satisfactory?
Also, check the employment laws and ¢ustoms, In Ethiopia, for example, a job is considered
permanent after three months.
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S.4. Technical assistance

The most important time for technical assistance is eéarly in the study. Technical

consultants need not always be brought from other countries. Often there are local
resources that can be used, In the Ethioplan study, various kinds of assistance were

obtained from local agencies.

Having technical consultants ¢an be valuable even when you have experience, because they
can give you a fresh peint of view, You may be so involved in your study that you overlook
some problem or opportunity.

The following are some of the tasks in which technical assistance ¢an be especially
important;

Study design — Getting technical assistance with study design is often valuable. For
example, you may want someone to check your figures on the size of the study you will need to
do to obtain large enough numbers for the planned analysis.

If you are golng to do a sample survey, get help in designing the sampling f{rames.

Selection of control groups is a complex task. Having an experienced person to help vou
think this through can be invaluable.

Questionnaire development - Generally, mistakes are caused by overconfidence and haste.
Unless you have designed several questionnalres on maternal mortality or a closely related

subject, get expert help. Even if vou are an expert, ancother opinion will invaciably prove
beneficial.
Demcgraphic estimates — In many cases, it makes more sense to use demographers' estimates of

birth rates and population size than to try to derive them from your study, Find out if
anvone has recently done this «ind of work in vour area -~ e.g., national ¢ensus bureau,
internatiounal agenciles, university faculty or students.

Even if you use published figures, you should consult an expert to see if there is any
problem with the way vou plan to apply them, For example, the birthrate in a city may be
quite diffevent from the national rate,

Data analysis — Even though the data analysis phase comes at the end of the study, 1f you
intend to involve statistical consultants yvou should do so in the planning phase. They can
help you set up vour study in a way that makes coding, data entry and analysis easier.

Researchers cften assume that they need a computer when, in factr, they don't. A
computer is essential only for large dara sets {e.z,, a household survey) or for complex
statistical procedures (e.g., multivariate analysis). For example, the analysis of the
Jamaican data was done with a hand calculator.

If you do need a computer, you may neot need to buy one. There may be one that you can
use that belongs to some institution =- e.g., & local university. Cne problem with this kind
of arrangement Is that you may have to wait a substantial time for the computeyr and aperators
to be free. This happened in the Tanzania study, and the researchers later realized they
might have been better off dolug the analysis by hand.

Even 1f you have your own computer, remember the axiom; “stay close to your data”. Do
at least the basic¢ analyses by hand. Regseaychers often get important ingights in this way.

Remember to include the cost of putting data inte the computer when you do your budget.
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5.5. Time/action plan

Drawing up & timefaction plan for your study iz essential 1f you are doing & large study,
have many staff or infommants, or if vou have definite deadlines for certain phases — e.g.,
finish the fialdwork before the start of the rainy season. But even with a smaller study, a
time/action plan will help you organize your activities and set pricrities.

Make sure to include getting clearances, ete,, in your plan. If these are delayed, your
whole sehedule can be thrown off.

Be realistic in your planning. For example, when you move your workers from one area to
another it will take them ar least a day to get set up and oriented. Think about the
logistics of working in a large area. Thiz was a problem in Bangladesh, where most villages
are inaccesgible during the rainy season. Transportation can be a major effort and expense,
and this 1s often overlooked in the planning stages.

Don't forget to take cultural factors into account when planning a study. In some
socleties it would not be polite to interview members of a family for the first six weeks
after a death, In Bali, people use a uumber of different nawes, depending on the
clrcumstances, In Bangladesh, women go to their farher's house to have their bables.

Don't underestimate the time required for such mundane things as cleaning and coding of
data.

lesson learned

Most things take longer than we expect
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6. SETTING UP

f+1. Developing instruments

6.1,1, Data collection forms

This section is focussed on a particular kind of data collection form — a questionnaire
for identifying maternal deaths and their causes, Many of the concepts, however, also apply
to other dats collection forms, such as those developed for abstracting information from
hospital records.

When developing a data collection form, get examples of those used by researchers who
have done similar studies. {5ome of the forms used in the studies discussed in this book

are included in the Appendices.)

To the extent feasible, try to gather informatiom im such a way that your findings can be
compared with those of other researchers. For example, there are often a number of ways to
ask a particular questiom. If you use similar wording in your study to that used in a study
you admire, you will be hetter able to compare your resullis.

Also, use standard definitions. For example, not all researchers define "parity” as
jineluding the current pregnancy when a woman dies before giving blrth. We suggest rhat you
use this definition. (Definitions are given in the Appendices.)

One of the most common mistakes in research is that people gather much more information
than they need or can use. For example, they gather masses of complicated data on
socioeconomic status withour having a plan for how to use them, If you try to do too much,
the cost of the study will go up and the gquality of the informatiom will probably go down.

One way to avoid gathering unnecessary information is to plan your data analysis early.
For exampla, design the tables you will use. If you don't know how you are going to use a
piece of information, don't include it.

When you develop a questionnalre, do not begin by writing questions. Begin by making a
list of the data you need, then write questions that will elicit those data. When possible,
precode the answers.

Many researchers suggest getting the interviewers involved in questionnalre
devalapment, These are the people who will have to use the questionnaire, so it is good teo
find out early if there are problems that make it difficulr to use, The interviewers may be

able to help you with the wording of the questions if they arve familiar with the people and
culture.
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Obtaining good information about maternal deaths is a delicate task. One reason La that
the death of any family member is likely to be a gensitive subject, particularly if it was
recent and unexpected. In addition, some maternal deaths have gsocial stigma attached to
them - e.g., deaths from illicit abortien and maternal deaths among unmarried women.
Therefore, the process by which you tyy to get the information is imporrant.

One way to approach this delicate subject in a survey is to start by asklng 1f anyone In

the household has died within the study period. Express sympathy about the deaths, Once
vou have a list of all deaths, ask the ages of the women who died. If they were of
reproductive age, then ask how they died. Finally, if it is not clear whether or not it was

a maternal death, ask 1f the woman was pregnant at her death or in the few months before.

Lesgon Learned

It is possible to get information from family
and friends about abortion deaths and maternal
deaths ameng unmarried women

Getting this kind of information means that you need to train the interviewers carefully,
because they not only need to be able to ask gquestions in a standardized manner, it they
algo need to be able to detect subtle clues in the face and voice of the respondent that
suggeast that they should probe further. tnticipate these situations and practice them with
the interviewere during training so that they probe in a standardized manner.

In order to help people remember the tiaming of events, it is useful to have a ecalendar of
locally important events, such as festivals, national events, Bseasens. In places where
people are not certain of thelxr own or other pecople's age, a similar technigue has proved
helpful.

In the studies in Bali and Egypt, the researchers were afraid that 1f they asked family
members about a woman who had died, the family would say she had all of the symptoms
listed. Thigs iz not what happened. In more thap 90 per cent of the cases, the symptoms
listed by the family created a picture from which a panel of doctors could assign medical
cause of death within broad categories (e.g., heart disease, infection, hsemorrhage).

In general, questionnaires ghould be written in the loecal language, so that the
interviewers will not each be doing thelr own translations in the fiald. There are,
however, cases where this is not possible. For example, in Bali there are three different
languages in use, so it wag necessary for the interviewers to translate into different
languages, depending on whom they were interviewing. Tow this kind of situation, 1t iE
eszential to train the interviewers to do standard translations. Alsgo, if you write the
questionnaire in one language and then translate it into the lecal language, check it by
having another person translate It back. This can tell you whether the meaning has changed
in translation.

6.,1.2. Code begok

Davelop the code book at the same time as you develop the data collection form. This
will save you from finding uwnseen coding problems when it 1s too late to fix them without
great trouble. For the same reason, you should invelve the paople who will work on the
analyasis of the data at this stage.
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6.1.3. Instruction manuals

Instruction manuals should be prepared at the same time as the questionmaire. Manuals
should clearly state the tasks workers are to perform, and the procedures they should use.

The content of the manuals will depend on the type of study. For example, for a
household survey the manual should include instructions on what to do if there is no one home
at a house selected for the survey. In Ethicpia, the interviewers were told to try twice
moxre, (0f course, 1If the worker 1s following up a report of a death, they should keep on
trying.)

Instruction manuals ave necessary for studies in which many workers are gathering data.
But eyen if only a few researchers will be involved in your study, it is a good idea to write
down the procedures you are going to use, Thiz will help you think through some of the
problems you might encounter and develop standayd ways to deal with them. It will also give
vou a record of your methods.

After the pllet study it may be necessary to revise the instruction manual to reflect
what you have learned.

6.2. Pre—testing

Researchers are often in a hurry to get their study started, and some decide to save time
by doing little or no pre-tecting. But when asked what they would do differently if they
were o do thelr study over apgain, many researchers say they would have spent more time on
pre-testing,

Lesson learned

You will be sorry if you don't pre-test.

The pre—test should take place in circumstances as similar as possible to these of the
gotual study. For example, if the study will take place in a farming community, de not
pre—test the gquestionnaire om a class of college students,

Mmong the things you want to learn from the pre~test are: Are the questions clear? Is
the language understandable, or are there local words that might work better? Does the
sequence of gquestions make sense to the respondents?

You may find that some of the questions ger no answer or unreliable answers. For
example, people may not know their exact age and round off to the nearest decade. S0 Lf the
results of the pre-test look strange, vou will need to revise vour questionnaire.

I1f you revise the questionnaire at any poimt, de another pre-test before you use 1t in
the main study.
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6.3. The pilot study

In the pre=test you f{ind out how well the data collection forms work. In the pilot
study yvou test the whole system, including data analysis. You need at least one pllot study
- more {f you make significant changes in design or procedures.

Whenever possible, the pilot study should be dene in an area similar to the area where
the full study will be, but not the same area. Don't just uee the most convenient place -
e.g., adjacent to your university or hospital.

The senior researchers should participate in and observe the pilot study so that they can
evaluate the results for themgelves. {Of course, in order to do the pilot study you will
have had to choose and train some staff.)

Some of the questions that a pilot study can answer are the follewing: Has the staff
been well trained? How much time does each interview or case review require? Is the
estimated time frame for the study realisric?  Are the records adequate? Are informants
cooperative? Iz the study likely to get the information degired? Are there unforeseen
transportation and logistic problems? Does the code book work?  If there are different
kinds of staff (e.g., interviewers aud supervisors), do they work well together?  Are the
lines of authority clear? Are the gupplies adequate? It may be helpful to develop a
checklist of issues you want to examine during the pilot study.

The pilot study 18 also an opportunity to review the research question and study
design, Analyse the results of the pilot study the way you will those of the full study.
This will show whether you are c¢ollecting a lot more information than you need. It is also
a chance to see 1f the data you plan to collecr will answer the research question, It may
be that the study is too large and cumbersowme to conduct with the resources available. You
may even decide at this point to alter your study design.




WHO/FRE/87.7
Page 25

7. MANAGING

Managing 2 study once it is underway is especially important in a big study invelving a
large number of staff or informants. Nevertheless, researchers doing small studies may find
some of the points in this chapter useful.

Part of managing a study is keeping your eves open for unexpected opportunities, not just
problems, In India, the value of asking school children about deaths in the community was
discovered during the study. {This meant that staff had te go back to villages already
vigited, Otherwise, the intensity of case finding would not have been equal for all
villages, and this could have biased the results,) In the Jamaica study too, new sources of
information were found as the study progressed.

A key part of managing 2 atudy is assigning responsibility. Even in a small study with
only a few staff, there needs to be one person who is clearly in charge, and who has the
auvthority, time, resources and training to coordinate and monitor.

In a large study, supervision is of crucial importamce, hecause the quality of data may
well depend upon it. If the main researcher is not persconally in charge of supervising the
workers, he or she must keep in cluse contact with the supervisors, making frequent field
visits if possible.

In order for supervisors to be successful they must consider themselves (and be treated
as) trusted colleagues. Therefore, the main Ilovestigator must give the supervisers whatevey
they need to manage the field work: the authority to make certain on—the-spot decisions, a
supply of money to handle unexpected expenses, etc. In addition, the main researcher should
be supportive of the supervisors, taking time to meet with them and help them solve problems
that arise about such practical matters as living conditlons, travel difficulties, personnel,
community relations.

In a large study, you might consider dividing staff and supervisors into teams. In bhoth
the Ethiopilan and Indian studies, there was one supervisor assigned to each team of six
interviewers,

Supervisors should have regular and frequent meetings with interviewers (e.,g., once a
week). During these meetings, they can review interviewing technique to see if questicning
and probing i3 belng done in a standardized fashion, This 18 also an epportunity to deal
with problems that field workers are encountering that did not arise duering the pre-fest or
pllot study.

Even when the supervisors are doing 2 good job, it is the responsibility of the main
investigator to see that the study is going well. This neans wmaking checks on the quality
of data being collected. There are several parts to this process.

First of all, data collection forms should be reviewed as soon as possible to see if they
are properly and completely filled in, In the Ethiopia study, this was done at the end of

every day. If a problem is evident, efforts to correct it can include retraining, pep
talks, surprise field visits, or even honuses for excellent performance. Coding and
c¢leaning of the data should also be ongoing processes.
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The reliability of the data collectlon should be checked as the study progresseas.
(Reliability is the extent to which you get the same results when you repeat the interview or
other observatbion.) Tn the Ethioplan study, cupervieors re-interviewed 5 per cent of
reapondents and found that the data collected were more than 80 per cent reliable. In the
studies in Bali and Egypt, a 10 per cent reliability check wag done on the medical diagnoses
assigned by the members of the medical panel, with good results, It i alse Iimporcant to
check the reliability of ceding,.

Analysis of data should not be left until the end of the study, as preliminary results
can reveal problems that need correction. But even with such careful omgoing surveillance,
it is a good fdea to do a formal mid-term evaluation (which includes analysis of the data
collected so far). A wide variety of problems can surface during a mid-—term review. Forx
example, in the Ethiopia and Balinese studies it was found that fewer deaths had been
reported than were expected, While it is often not feasible to make major changes in study
deslgn or fnstruments mid-term, some problems can be corrected at this juncrure,

In some studles, the mid-term evaluation iIs conducted by people other than the main
investigator and study staff, In Bangladesh, the expert committee that had been organized
at the beginning of the study participated. In Bali and Egypt, outside evaluators were
hrought in,

8. USING THE FINDINGS

Throughout this book, emphasis has been placed on deing reseéarxch that will be directly
applied to proprammes that improve maternal health. Thiz concern was reflected in the
sections on cholce of study design, and the planning and management of the study. It s
therefore approprlate that the last chapter of this book deals with putting the results of
the study to worlk,

If you have heeded the advice given in earlier chaptexs, then some of the first steps to
take in getting your finding known and used are clear. Make a special effort to share your
findings with the people who have gsupported and worked with you from the start of the project
- e.,g,, funders, community groups, government agencies, health workers. Workshops are a
good way to present the findings, discuss their implicatiens for programmes, and plan ways to

put them to use. There are many ways to use data, depending on the study and the
situation. Don't limit yourself to papers and presentations. Work with the appropriate

groups on developing programme policies and plang, teaching materials for midwives and
physicians, maternal mortality review committees, hospital management counclls, emergency
transportation systems, blood banks, community education campaigne and materials, etc.

Your research findings may well be useful to people working in other parts of the

country, reglon and world. To reach this wider audilence, present your regulbs at .
professional meetings, hold seminars and press conferences, and publish the findings and

recommendations in national and international professional journals.
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B ANNOTATED GLOSSARY

In order to compare the results of various studies, either within or between countries,
researchers need Lo use standard deffinitions of terms.

Maternal Death

WHO's International Classification of Disemse (9th Revision) defines a maternal death as
“the death of a wowan while pregnant or within 42 daye of tewmination of pregnancy,
irrespective of the duration or site of the pregnancy, from any cause relared to or
agpgravated by the pregnancy or its management but not from accidental cavses.”

Sometimes 1]l deaths among women who have been pregnant within 42 days are included among
maternal deaths, and the deaths then divided into three groups: “direct obstetric deaths”
(those resulting from complications of pregnancy, delivery or their management)i “fndirect
ohstetric deathe™ (deaths due to existiag medical conditions that were aggravated by
pregnancy or delivery): and “"fortultous deaths“(those unrelated to pregnancy ).

It does nob pose a problem for comparability 1f researchers uze this definition, because
if fortuitous deaths are subtracted, the deaths remaining conform to the WHO definition.

In gome countries (e.g., the United Kingdom) the period for inclusion is extended to one
year {rather than 42 days). Various studies have shown that some maternal deaths do take
place aftoer more than 42 days. This is proportionately more common I{n developed countries,
where women who eventually die can be kept alive for a long time with sophisticated
technologya But some late deaths take place in developing countries as well, In the
Frhiopia study a number of deaths occurred more than 42 days after termination of pregnancy,
most of them due to 1llicit induced abortion.

I you use a period longer than 42 days, also present your findings in such a way that
other researchers can compute the rate for deaths within 42 days, so that your results can be
compared with those from other studies.

Maternal mortallty rate

The "maternal mervtality rate” is the number of maternal deaths per 100,000 live births.
In fact, this is a ratlo and not a rate. But this definltion ig widely used and has been
adopted hy WHD,

Sometimes the maternal mortality rate is expressed per 10,000 or per 1,000 (rather thano
per 100,000) live births. While this is possible in areas where maternal mortality is high,
it can lead to confusion when comparing studies.

Parity

Parity, in the context of maternal mortality, is conventially defined as the number of
previous pregnancles of more than 28 weeks gestation, plus the present pregnancy {whatever
the gestation).

Women of reproductive age

The reproductive age range is defined in varlous wavs = usually of 15-44 or 15-49 years
of age, Within this range, subgroups are presented in five—year increments.

You may wish to lower the minimum boundary =~ to age 10 or 12 = in order to measure the
risk of death among young adolescents. Or vou may raise the upper boundary Lo 50, since in
many countries people round off thelr age, so that women aged 49 might say they are 50.

As with any departure from standard definitions, the important point 1s te present your
data in such a way that other researchers can recaleulate vour basic statistles so that they
can be compared with those from other studiesg.
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1.

2.

3.

SAMPLE STUDY INSTRUMENTS

Instruction manual; Chapters 1-3 (Ethiopia study)
(uestionnaire on Background Characteristics (Bali Study)
Symptom Questiomnalre for gathering information on cause of death (Ball study)

Maternal Death Form for abstracting medical records and informants reports
{Jamaica study)

Interview Schedule from case/control study (India)
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Instruction Manual
Froms Maternal Health Care Addis Ababa Community Survey. B. Kwast,
Chapter 1

1,1 Scope and coverage of the community survey on maternal health in Addis Ababa

The Community Survey 1974/1975 F.C, ic designed to obtain estimates of reasonable
precision on different parameters of births, infant and maternal mortality in Addis Absba.
The objectives of the survey ares

1 To reghster births, perinatal and infant mortality.

2. To determine the incidence, distributiocn and causes of matergal mortality.

3 To determine the utilization of maternity services during pregoancy and delivery and
the fnvolvement of trained and untrained traditional birth attendants by women
during childbirth.

ba To utilize this information for the improvement of maternity services in Addis Ahaba.

1.2 Role of the enumerator and gupervisor

The enumerator's task is central in the whole survey, to the information cellecrad and
the gquality of the survey. It is important that both enumerators and supervisors working
for the survey follow carefully the procedures laid down by the survey organizers. The

enumerators come Into contact with the survey organizers through the supervisors, The
supervisors are bagsed in the respective Kehele Office. Supervigors will provide enumerators

with materials and instructions, collect and check their work and try to help with problems
they may come acrogs In the field, Enumerators will remain in constant touch with
SUPELVISOIS.

The supervision of enumerators work is an integral snd nescessary part of the survey which
aims at collecting data of high quality. The supervisors will check the completed work of
the emumerators. They will also be concerned with administrative and organizational aspects

of the survey.

After the interviews have been completed and the forms and queationnaires have been
checked by both the enumerators and their supervisors, they are put through a further
checking procedure, This is done so that any errors that were overlooked can be
corrected. After this checking procedure, the answers on the questionnaires are then
transferred onto a computer.

Data will be processed and analysed and a report will be prepared showing the principal
findings of the survey, which can then be used for further planning and improvement of
services to mothers and their children.

1.3 Training

Your training as enumerator or supervisor is crucial to the suecess of the survey. Your
training will consist of 2 combination of practical and classroom teaching. In order to
train you effectively, a combination of techalques will be used. One will be the
demonstration interview, in which you will listen to or interview or more, This will
provide you with experience of seeing how an interview proceeds., During the training, the
questions included in the housing list and the questionnalres will be discussed in detail,
At this stage you will participate in role playing interviews where you will be given the
opportunity to participate as enumerator, respondent or observer. Your training does not
end when the formal training period is completed. Each time a supervisor or survey
organizer meets with you in the field to discuss your work, your training is heing
continued. The formal training period merely provides you with the basic knowledge and
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information regarding the survey, questionnalres and procedures. Continued ¢observation and
gupervision during the field work completes the rraining procegs, This is particularly
important in the first few days of the field work.

1.4 Survey documents

The documents to be used in the field are:

Housing unit llst - Registration of births/abortions
- Registration of maternal deaths
-~ Registration of mothers presently pregnant

Questlonnaire I
~ Details of birth/abortion 1n 1974 or 1975

and utilization of maternity services.

Questionnaire 1L
- betails of second birth/abortion in 1974 or

197% E.C. and utilization of services.

Fnumerators and supervisors should be thoroughly familiar with these documents as well as

with the Instruction Manual. In addition you will carry into the field a file,
questionnaire and housing unit lists, your identity card and your identifying letter.

1.5 (Quality control during field work

To ensure good and constant quality of work, the supervisor will do the following during
field work:

1. W will scrutinize in detail all the questionnaires and housing lists completed by
the enumerator and see that the required information is complete,

2, The supervisor will each day randomly select 10 houses and vieit these to confirm
the information obtained on housing unit lists and questionnaires, by conducting a
second interview.

3. The supervisor will re—visit a house in case the enumerater faced 2 particular
problem and complete the missing information,

ba The supervisor will from time to time visit houses together with the enumerator Lo
provide encouragement and advice where necessary.

5. The supervisor will meet the enumerators daily in the morning and/or afternoon to
collect completed forms, distribute further supplies and discuss the work.

Ba The supervisor will be in regular c¢ontact with the survey organizers to report on
the progress of the work and to discuss further organization and possible problems.

Enumerators will have contact with the survey organizers at least once a week,

Finally, the organizers may decide to discontinue the work of a supervisor or enumerator
during the field work if his/her performance is not considered adequate for the high quality
this gurvey alwms at,
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Chaptex 2

The Enumerator's task

2.1 Relationship to the supervisor

For a proper appreciation of your role, you must first clearly understand your
relationshlp to your supervisor.

1. While vou do most of the actual interviewing, your supervisor is responsible to the
survey organizers for ensuring that you do your work satisfactorily. This means that
the supervisor assigns work to you.

Sinee the supervisor has to plan the work in the area so that is is conducted as

efficiently as possible, and is completed within the time allowed, it is your duty to
complete the work allocated as punctuzlly as possible. You should meet with your supervisor

every morning and hand in the completed forms either on the same day in the afternoon or on
the next morning, %o as to epable the supervisor to check the completed information,

Ze Upon receiving the completed forms, the supervisor will check these to see that the
interviews have baen completed correctly and that the standard procedures as laid down by
the survey organizers have been followed. You will discuss your previous work with your
supetvisors daily and amend any omisslons as have been shown to you. This gives you a
chance to discuss any problems with your supervisor and get help and advice whenever
NeCesSsaAYy.

3. Your supervisor has been asked by the survey organizers to revisit some of the
houses after you have interviewed the residents. During these vislts the supervisor
verifies that no mistakes were made in identifyling births and may also obtain some
additional information. Such revisiting by supervisors Is used in all surveys and is an
integral and necessary part of a survey which aims to collect data of high quality.

4a The supervisor serves as a link between you and the survey organizers. Just as he
informs you of the survey organizer's instructions, you must inform him in return of any
problems oy difficultlies you may experience, If, for example, you are not clear about a
particular part of the organization or about the meaning of a gquestion in a questionnaire
you should seek the advice of the supervisor.

2.2  Securing supplies and information

Before going into the field, make suvre that you have the following:

1. A copy of the "Instruction Manual”,

2, Identity card and letter of introduction.
3 A file with forms and questionnaltes.

ba Pencil, rubber.

Bafore you start home visiting each day make sure that you have an adequate supply of
questionnaires with you and that you have had contact with your supervisor.

The housing unit lists are pre-numbered and you will be given lists on which the houses
are congecutively numbered. In this way a specific area within a Kebele has been allocated
to yvou and you should not change numbers on the housing sheets, nor exchange lists with other
enumerators.

Questionnalres have also been pre-numbered and you are raquested not to change these
numbers on any account, If there are any problems with numbering, vou should seek advice
from your supervisor,
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2.3 Identification of houses and conducting the interview

As the houses have already been selected, Lt will be helpful to familiarize yourself with

the area where the houses have been allocated to you filrst. Ag the Kebele's have been
informed officially, a guide can show you the route first, after which you start with the
BULVEY s The information on the housing unit 1list has to be completed first as you will then
tdentify those qualifying for administration of the questicnnalre.

1. Eligibility for administration of questionnaire

Remember that the houses you visit must only be those indicated on the housing
lists. (Every 6th house is left out through random sampling).

The whole survey stands or falls with the careful and complete filling in of the
housing unit list. If you have identified eligible women for administration of the
questionnaire, you will proceed to fill in Questiomnaire No. IL. If there is a birth or

abortion in both 1974 and 1975 or if there are two births or aborticns in one year, You

algso complete Questionnaire No. IL. Page 3 of Questionnaire Mo, I is completed only if
a maternal death occurred. You have a separate supply of page 3 of Questionnaire Mo, I
which vou will complete and attach when applicable.

2. Consistency of angwers

It is very important duripg an interview to make sure that the answers given to
variocus questions are consistent with each other. You should check during the interview
itself that the information you are getting is consilstent, Thiz requires a thorough
familiaricy with the questionnaire. it also requires presence of mind during the
interview.

2,4,  Checking completed guestionnaires

Aftar an interview has been completed, you must review the questionnaite you have just
completed. This check means going over the entire interview, reading carefully through all
relevant qurestions and answers. While checking, you may cortect your handwriting or
clarify answers where needad. You should make the following checks on every housing list

and gquestionnaire completed?

la Bes the information for identification of the interview been provided? This is
most Important.

2. Have the answers been recorded legibly and completely?
Every column or question should have an angwer.

i Is the form dated, with name of enumerator filled in?

4, Have interview instructions been followed correctly? While you may correct any
miner errors which obviously may have been caused by wis-recording, you must never alter

anything in the completed questiounaire without asking the respondent the relevant
question again. Also, copying the entire information onto a new questiomnaire should

not be done.

2.5 Dealing with nom-response

Non-reaponse means failure t¢ obtain coumplete information on housing list or
questionnaire, You must attempt to obtain a complete interview from a regident in the
house, preferably a senior woman or mother of a child, if possible. One of the mest
effective ways of raducing the extent of non-response 1s Lo make repeated visits to the house
1n gquestion, Occasionally a nelghbour can be interviewed if she has an intimate knowledge

of the residents of the house in question or if it 18 a one person household only.
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However, you must make sure that im such & c¢ase there was no woman in that house in the

last two years (1974/1975) who gave birth and might have died. This requires very careful
questionning, in order not to miss births or deaths. Failure to obtain an interview may
result from one of the following:

2.6

1. Failure to find any resident in the house

Residents mav be out at work or the house may be empty. Make a note on the housing
1ist — eitherz "revisit' or ‘empty' and report to supervisor,

2. Refusals

Whether or not residents in a house are willing to co—operate depends very much on
the initial Iimpression you make on them. You must introduce yourself properly, explain
the purpese of your visit and assure the respondent of the confidential nature of the
information you are going to obtain, If a resident appears to be unwilling te be
interviewed, do not take this to mean final refusal. She may not want to be interviewed
at that particular time, or may have misunderstood the purpuse of your visit. Explain
the situation again; ask her if you can come to see her at some other time. If the
refusal appears to be final, report to the supervisor.

3. Not at home

If on vour visit you do not find the appropriate resident at home, you must make
another visit. If during the second visit the appropriate personr is not at home, try to
collect the relevant information frow znother member of the house or an intimate
neizhbour. If unsuccessful, the neighbours should be asked when the person is at hone
and Lp that case a repeat vigsit must be made om a Saturday afterncon or on Sunday.
indicate 'revisit' on housing unit list, in margin.

4e Incomplete interview due to any other reason

If an interview ig left incomplete, either because something interrupted it, or
because you left out some questions by mistake, you must go back to the house as soon as
possible so that vou can complete it without having te repeat the entire Interview.

Returning forms and questionnaires

You should return completed housing lists and questionnaires to your supervisor daily and

discuss your work with him.

2.7

Summary of procedure

1. Before starting out each day, wake sure you have enough supplies of questionnaires
and housing lists.

2. lave contacts with your supervisor at least once & day in the mornilng or afterncon,
3. Return completed forms to your supervisor daily.

hs Try to check the questionnalres before leaving the house where the interview took
place. In any case you ghould check it before returning it to the supervisor,

5a If vou make an unsuccessful visit to a house, you should make a revisit. Check
that you write the correct idemtification on the forms.

fa Report back to the supervisor about all the completed work and discuss any problems
arising.
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How

Chapter 3

to conduct an interview

3.1

Introduction

An interview is a means of obtaining information from someone by asking him questions.

It is somewhat like am ordinary conversation in that there are two persons talking.
However, it differs from ordinary conversation in several respects.

1. The interviewer (enumerator) and the respondent are strangers to each other. One
of your main tasks is to gain the confidence of the respondent ox other resident in the
house oo that she/he is at ease and willing to answer the questlons you are asking.

2. Unlike normal conversations, one person is asking all the questions and the other
person is answering them all. You must refrain from giving your opinion and you should
not resct with disapproval £o anything the respondent Lells you. At all time throughout
the interview you must remain striectly neutral, However, you should shew interest in
the answers and be understanding and encouraging by saying something like '1 see' or
"Yes'.

KN Thers is a sequence of guestions that must be asked. You should follow this
sequence and be im control of the interview situwation so that you will maintain the
interest of the respondent throughout the interview.

Principles of interviewing

Below is a summaty of some important polnts to be kept in mind during the interview.

1. Gaining access to the respondent

As mentjoned above, you and the respoudent are strangers to each other. Yet you
must approach the respondent and, in a very short time, gain her confidence and
coroperation so that she/he will answer all the questions. The first impression of your
appearance, and the first things you do and say, are of vital ipportance in gaining the
regpondent's co—operation. So first vou must be sure that your appesrance and behavicur
are acceptable to the respondent and also to other people in the area in which you will
be interviewing, When visiting a house the first thing you should do 1s to introduce
yourself and state where you are coming from and the purpose of your visit. You may
mention the confidentiality of the sutvey and explain that no individual names will be
used, other than for follow—up purposes of a pregnant woman, You ghow your identifying
letter only if the respondent specifically asks for 1it, The respondent wmay want to know
why vou have come to that particular house. Explain that the houses were pelected at
random and that houses in other Kebeles have been selected in the ssme way; it ls
therefore a matter of chance that this particular house was chogsen. You should at all
times be patient and tolerant and these characteristics will determine the success of the

SUrVey.

2. Privacy

It is important that the individual interview be done privately. Teenage children
and those of neighbours should be asked not to be present at the interview. While other
women or the husband may be present at the interview, the respondent should answer all

the questions her/himself. The presence of other people not related to the respondent
may influence some of the answers and they should therefore be asked politely to leave.
3. Neutrality

Most people are polite, especially to strangers, and they tend to give just those




WHO/FHE/87.7
Pages 37

answers and create the right impression which they think the other people will be pleased
with. It 1= therefore important that you remain obsolutely neutral towards the subject
matter of the interview. Do not tell the respondents vour own opinion,

If the respondent is reluctant or unwilling to answer a question try to overcoue
that reluctance, explaining once again the confidenrial nature of the information and by
gtating that the same questions are being put to respondents all over the city of Addis
Ababa. If she/he still refuses, make 2 note 'refused to answer' next to the question
and proceed as if nothing has happened, If you have successfully completed the
interview, you may try to obtain the misaing informatiom at the end, but do not push too
hard for an answer, Inform your supervisor of any problems, If there 18 a sick person
in the house or a pregnant woman who has problems, and yeu are asked for advice tell you
supervisor who will take the matter up with the survey organizers. If you meet a
pregnant woman, you may ask her whether whe is attending antenatal clinic and if not
already attending, advise her to go to the nearest Maternal and Child Health (MCH) clinic
for check-up. Remember that the purpese of the survey is to help people and improve the
health care. Please advige people to take their babies for vaccination if applicable.

be Controlling the interview situation

If the respondent is giving irrelevant or elsborate answers, do not stop her/him
rudely, but listen to what he/she has to sayv: then try to steer him/hexr gently back to
the original question. Remember, you are conducting the Interview so should be in

contrel of the situation. 4 good atmosphere must be maintained throughout the
interview, The best atmosphere for an interview is one in which the respondent sees the

enumerator as a friendly, sympathetic and responsive person who does not intimidate
her/him and to whom she/he ¢an say anything without feeling shy or embarrassed.

Questions arcund childbirth and subsequent events concerning her children may require her
to recall painful exeriences and it is important that you remember that questions related
to such events are sensitive.

3.3 The art of ssking questions

This art will be acqulred with practice, but there are certain basic points whieh you
wust bear in aind. The most important point to remember is the one already wentioned:
newtrality. Po not indicate which of the possible answers you expect from the respondent.

1. Wording of the gueations

It is very lmportant that you ask the queations as they are explained in the
instruction. There are reasons for this. Firstly, the questions have been carefully
constructed and altering the wording can alter the meaning of the question and thereby
alter the answer. Secondly, altering the woerding can also affect the neutrality of the
question, again influencing the answer.

2. Repeating the question

Interviewing is not always merely a matter of reading out questions and writing down
ANEWETS . A question put to the respondent may not immediately produce a relevant
response, Indeed, it may produce a vague, lrrelevant or contradictory answer or the
respondent may refuse to answer or =ay 'I don't know'.

Often difficulties arise because;

a. Respondent may have misunderstood the sltuation and say she does not know or refuse
to answer because she is afraid. If you senge this, remove the misunderstanding by
reagssuring her of the confidentiality of the informaticn given.

ba Respondent may have misunderstood the gquestion. You =should repeat the eoriginal
question to obtain the desired information and only when that fails, vou should go on to
explaining or asking additional questions.
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3. Explaining and re-phrasing

Occasionally it may happen that a respondent finds it difficult to understand a

particular question. In such cases you may rephrase the question. However, be careful not
to alter the meaning of the queation.

3.4

4e Probing

1t can happen sometimes that the respondent's answer to the question 1s not
satisfactory from your point of view. Sometimes the respondent may be unable to answer
the question as it was put to her/him, If this happens, then in order to obtain a
complete answer to the original question, you have to ask some additional quesgtions.
This is called 'probing' ox Tasking indirvect questions', e,g. after having asked whether
a particular woman had a birth (delivery)} or abertion in the last two years or in 1974 or
1975, you ask:

1} “How old ig your last child?” It may then transpire that the woman had a child
within the last two years.
ii) or 1f her last child is, for instance, 7 years old, you asks "Have you had any

child or abortion since that 7 year old child?” This may reveal that she had a child
after the 7 year old, but it may have been still born or died subsequently or she may
consider this to be an abortion. therefore the woman doesn't think this is relevant or
important information.

There are gome examples of incorrect indirect questions. These should not be used slnce
they are not neutral but suggest an answer to the respondent:

i) "This is the only child you have, isn't 1t?”

11) "I suppose you did not have another child after this one?”
1{i) "I suppose you are not pregnant now, are you?”

iv) "Where did you go for sntenatal care?”

Asking indirect questions to ascertain correct information is possibly the most
challenging job of the enumerator and superviscr. It alse bacomes the most satisfying,
especially when good angwers are obtained as a result of it.

Avoiding expectations

The background, attitude and personality of the respondent will often be different from

that of the interviewer,. Be careful to avoid expectations about the ability of the
respondent to answer particulaxr questions. Do not abbreviate or alter questions because the
respondent appears to be intelligent. Do not suggest or assume answerg because the
respondent is less educated than yourself. The respondent may be distrustful or afraid,

ghe /he may say things she/he thinks you are expecting or which are generally degirable.

Be gensitive to the respondent's expectations and be reassuring about the nature of the

SUrveya If ghe/he cannot answer a question directly, wait and never be {mpatientC. If you
do not understand her/his smswer, ask again without implying it is her/his fault,
Consciously avoid your own expectations during the interview.
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Name of d ed: Nama of raspandant:
Date of daath: Relstionship to decessad:
Address

BACKGROUND CHARACTERISTICS
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B

1. Regency number:

District nurmbier

L

Case number:

Data of doath:

- os WM

Dato of intarview:

day mgnth

vaar

. How oid was she? (rafer to list of avents if
nacassary)

7. What was the fast grada in achool she compieted?

B. What was the last grada in achool har husband
completad?

. {2z her husband a farmer? 0) no —« SK/F to question 10
1) yes

b. Does he own his land? ) no, rents 1) yes, owns
2} yes, both

[l

sy

¢. How many hectares of paddy does he tend?

d. How mény rice harvosts does he get vach yoar?

8. How many cows doss he have? l

10,
11a.

ts hee hyaband a fisherman? Ol no 1) yos

Iz har husband s nonagricultural workes? O} no = SXIP
to quastion 12 1) yas

o

What is his occupation?

. Is this job government o nongovernment?
1) government 2} norngovernmant ~& SK/F to
gquestion T1a

o

d. What grade is this job? [row go to question T2)
8. s ha self-employed? 0)no 1) yes

12, |z there a water supply in the compound where she
lived? O) no 1) yes, wall 2} yes, tap 3} yes, other

4] don't kinow

f-13

14-18

a2l

33u23

[ e

14

xr

2830

24

19-33

(1 CIL] L1]L

13.

14.
15.

18.
17

19.
20,
21

23.

24.

25

2B

27

i8.

25,

Are there toHut fucilities in the compound whers she lived?
0) no 1) yes. flush witet 2} yes, latting 3) yes, other L

Did she amoke tobaceo? &) ne 1) yes 2} don't know 4
Did she chaw tobacco or betal? &) ne 1) yes. tobacco
2) yea, betal 3) yes, both 4) don't know

I A—4n

[T

How many living children did she bava?

How old is tha youngest? (completad yaars)
00) legs tham 1 year 29) don't know

. Had she been pregnant singe this child was barn? O} no

1) yes 2)dont knaw /f YES, give the data this —
prognancy ended: 4t
How many live bicthe had she had? I 49=30
How many stillbirtha? 3]
-
How many miscarriages? L qm
. How many ingucad abortions? [t

Now that makes how tmany pregnancies altogather?

{chack for cansistancy] EDH—M
Drid sha lor har husband} aver use any maethad of family

planning? Q) no 1) yes 2) don't know D“
ml

[

Since her laat pragnancy did she {or her husband} use
any method of family planning?

0} no } termunate 1) yas

2} den't know Y interviow

What maethod was that? 1) wibaf igation 2) 1UD 3] pilla
4} injection 5} condom 8) foam 7) digphragm
B} othat, specify

Sinca the last pregnancy. did she ever stop using
family planning?

Gl no } terminate 1) yes alan
2) don't know  interview =
Whon did she stop uaing femily planning? I J I | 80-a3
maonth year
For how iong did she stop? (numiber of months) 44-0%
211 [
kkx111 E/20

International Fertiiity Fesearch Program « Research Triangle Park, North Cargiina 27708 USA
Badan Kpordinasi Keluarga Berencana Naglonal » Jalan Raya Puputan—Denpagar, Ball
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SYMPTOM QUESTIONNAIRE

Name of deceased. Namo of raspondent:

Dty of death: Ralatignship 1o deceased:

Address: .

1. Regency numbar:

District number:
Cage number:

Date of death:

o R s

Date of intarview:

[ |

day month

Good rmorming, | understand that your wife diad recently. | am very sorry to hear that.
With your parpnizzion | would like to ask you » few questions about her illress and death.
Would you mind teiling ma about tha circumatances leading up to her death.

year

A=)

1d=—10
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84. Do you know what died of? Q}ne 1) yes

b. Whet was it?

7a. How long was she unwell bafore ghe died?

b, Was she perfactly well before thet? O) no 1) yas 2} don't know 2

8. How long is it since she tould do her usual work? n—ar
9. During the iinezs (or after the accident) that caused her death, was she seen
by a doctor, nurss gr gther health worker? Ohno 1) yes 2) don't krow an
Who? Whare?

Now | am going to ask you about a lot of symptoms she may hava had befora she died.
Just tell me about the symptomns she had during her final iliness.

10a. Wasg sha in pain? 0} ne —= SKYP to Quaestion 12 1) yes 2) don't know Dn
b. Where was the pain? 1) head 2) belly 3) chest 4} bresst ) lags 8) other
7) all over B} don't know a0

¢. How long did she have this paint
Until sha digd? ) no 1) yes 2) don't know

d. How long age did it start?

t1a. Did she have 8 pain anywhere else? D) na 1) yes 2) don’t know

& Whare was the pain? 1) head 2) beily 3) chest ) breast 5)iags 6) other
7} all over B} don't know

¢. How long did she have this pain? B

Until she died? Clno 1) vas 2) don't know

41-42

d. How fong ago did it start?

1280, Was sha blesding from the vagina? 0)no 1) ves 2) don't know ]

i aaan

b, How long befare she died did it start?

c. Wes she bleeding «ght up to when she died? O)ng 1) yes 2) don't know
d. Wea it 36 much that it soaked her clothes? O)no 1) yes 2) don't know

13a. Was shy bleading from anywhere aise? 0} no 1) yes 2} don't knaw
b, Whera?

¢, How long bafore she died did it start?

d. How tong did it last?

Until she died? 0 no 1) yes 21 don't know

144, Did she have 3 cough? O) o 1) yes 2) don't know

b. How long before she died did it star?

&. How long did it last?

Until sha died? O)no 1} yes 2} don't know a
d. Was she bringitg up any spit? 0)no 1) yes 2) don't know o
&. Was there blood init? ) no 1) ves 2) don't know a2
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COMMENTS

15a. Did she havo a fover? O} no 1) vas 2) don't know
b. When did you first notico it}

Eel

. How long did it lagt?

Until aha ciedd? Ol o 1) yes 2) don't know

o

. Did gha have any sheking chilis? O} no 1) yea 2) don't know

16a. Did you notica anything unususl about her color? 0) no 1) yves 2) don't know ]
b. Was sha pale? 0l no 1) ves 2} don't know LAl
., Was sha yellow? O} no 1) yes 2) don't know ]
d. Was she blua? Olno 1) yas 2) don't know 2]
178. Had she boan vomiting? Ol ng 1) ves 2) don't kpow | L

b How long before she died did it atart?

c. How long did it lagt? :
1|1 fre-we
Lintil sha died? Olng 1) yes 2} don't know y
d. Was she able to keep anything down at allf @) no 1) yes 2} don't know .y
&, Did she over vamit pure bload? Q) ne 1) yas 2) don't know L[

t8a. Did shn have distrhea? (fraquent passage of liquid stools) 0)no 1} yes 2} don't know

b. How long before she diad did if stast?

]

. How long did it last?

Until she died? O) no 1) yes 2) don't know

19a. Did sha have biack stoola? 0) no 1) yes 2} don't knaw "

b. How long bodore she died did this start?

o

. How long did it last?

Until she died? O no 1} yes 2} don't know

41 rice watar stoo!l 5} ather

20. Did she hava sny difficulties with urination? Q) no =+ SKIF to Question 25
1) yas 2) don't know

21a. Was sha unabla 1o pass any urine? 0) no 1) yes 2} don't know

d. Was thare anything olse unusual about har stoota? 1) blogd 2) mucus 3) pus D

[

. How long before sha diad did this stert?

izl

. How Jong did it last?
Uintil she died? 0)no 1} yes 2) don't know | 0
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21a.

o

(>

23a.

o

248,

o

]

25a.

o

n

28a.

o

27a.

n

ZBa.

o

29,

. How long did it last?

. How long did it {ast?

. How tong did it last?

. How long did it last?

. Was the weight loss axcessiva? O} no 1) yas 2} don’t know

. When did you first notice this?

. Howv lang did it last?

Too frequent urination? O) no 1} yes 2) don't know El

How long bafore she died did this start? =33

=38

Unti$ she died? Q) no 1) yes 2) dont know 1

Painful urination? 0} no 1) yes 2} don't know

How long boefore ske Qind did this start?

Lintil she died? 0) no 1) yas 2) don't know

Bloody urine? Q) no 1) yes 2)don't know

How lang bafore she died did this s1art?

Until she diad? O} na 1} yes 2} don't know

Did she get tired aasily? Q) no 1} yes 2) don't know
Whan did you first notica this?

Until sha disd? Q) ao 1) yos 2} don't know

Had she lost weight? O} no 1) vas 2} don't know

When did you first notica thia?

Was eny part of her body swollen? O) no 1) yes 2} doen't know
What part? 1] belly 2) face 3)legs and feet 4) face, legs and faet 5) other

Lintil sha digd? O) no 1) yas 2) don't know

Was she short of braath? 0) no 1} yaz 2) don’t know L1

When did you first notice the shortneas of breath?

Haw long dd it tast?

Until she died? D) ne 1) yas 2) don't krnow m

Did she have asthma? Q) no 1) yes 2) don't know l:]?‘-'
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308, Had she lost the use of any of har limbs? Q) no 1) yas 2] don't know - "
b. Which ones?  Right leg? O} no 1) yea 2) don't know |
Leftlog? OV no 1) yes 2}don't know i
Right arm? 0) no 1) yes 2) don’t know ™
Left arm? Q) ng 1) yes 2) don't know ”
¢. How long before she died did this happen?
d. How long did it last?

Until ahe died? 0) no 1) vas 2) don't know

31a. During her last iliness, did she aver collapse? Q) no 1) yes 2) don’t know i
b, How many times? 1"
¢ g the lose consciousnese? Q) no 1) yes 2} don't know [
. tid she sheka or corwulga? 1) ghake 2) convulse 3) neither. fimp "

42 Did she have epilepsy? Q) no 1) yes 2) don't know

33a. Was she over told that she had high biood pressura? D) na 1) yes 2) don't know

b. Who tolg her? 1) doctor 2} other health worker 3} don't Know

]

. How long ago was thet?

34a. Wos the pregnant when she died? O)ne 1) ves 2) don't know

b. How manhy months alang was she? — SKIF to question 37

H

35a. Mad she boan pregnant recently? (6 weoks or less) O) no 1) yes 2} don’t know

b. How did the pregnancy end? 1} five birth 2) stillbirth 2) spontanagus abortion
4) induced abortion . 2
c. Did &ha lose an unususl amount of bloed? 0)ne 1) yes 1) don't know .

d. How long beforo she died did the pregnancy and? -

38. How long ago waa her last menstrual period? (weeks) -
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378, Had she EVER had a molar pregnancy? 0} no 1) yes 2) don't know
b, How long ago?

3B8. Was she aver told by a doctor, nurse, health worker or any other kind of medical or
peramadical person that she had any kind of disease? 0} ne 1) yes 2) don't know

Disease Who told her (name)? How long ago?

3%, Had she EVER had any kind of operation? ) no 1) yes 2} don’t know

Oparation Hospital name How long aga?

40a. During her 1ast Hiness wes she taking any drug or medicine? 0 no 1) yes 2) don't krnow Du

b. Where did she get the drug or medicina? 1) prescribeg by doctor 2} aver tha counter
3) traditional madicing

<. What was the medicine?

May i have the bottle or packet pleasa?

hare? Q) no 1) yes

41a. Is thare anything eise that you know about her iliness or death that wa have not covarad D

b, What iz that?

42. Imtorviewer's assessment of the quality of data. 1) good 2} moderate 3) poor 4) can't tell 1
43. Imerviewer's name: 77078
3 (1 1w

kkx11d S/8¢
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MATERNAL DEATH T[IRM
WOMANTH MIME .. e s s nnmnnnnnrensen Date of birth ......... e
Age ... W
L S e
............... feeseeaiiaaaneeeaaa. Marital status ...l
Occupation ....... i sasnanan
Previous obstetric history Parity .. ..iaenn.s
Number of previous live births ... oo oanns
Number of living children fhhmman e .
Number of previous stillbirths oo onenass
OLher detorls:
Previous medical history.
1t delivered: 1. place of delivery  .ooeiiirinarerrcenanannsannnnes
1. date of delivery ..., fraaaaaaaeeee .- .
iii. delails of haby(s) live/stillborn
birthweight ..............-
BEX M/F
F=Tan 13D o
Dute of last menstrual period ..o oo oo
Gestativnal age at delivery or death ...............
Place of death ... oo Date of desth ... ..ot
Anto-natal care
{Tinte attended Dirter of visit Fincdings
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Ante-natal care cont....

Clinic attended Date of visit Findings

M ~ I oo

Deliverv ¢care and/or circumstances surreunding death (eq.if admitled to

hespital, time and date of admission, name aof hospitat, time{s) seen by

midwife and doctur, details of examinations carried out - blaod pressure
readings, urine, physical examinations, etec, details of treatment given

including medication and operations, time of death),

Dingnosis made

Cause of deati: as stated in notes or in other records (state source)

Sourve(s) of information (eg. casuslty, in-paticnt docket: caronet's, police,
post-mbriem repert: desth certificate: oo informant with report numbers).
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SURVEY OF MATERNAL MORTALITY TN ANANTHAPUR
DIZVRICT, ANDIIHA PRADESH

PART —~ I

(Both for maternal mortallty and controlled cases)

LI

Date of Interview H

Investigator's name |

Nama of tha respondent and

relationship to woman

A. VILLAGE INPORMATION
1. Name 3
2. Population :
3., location : on the main road/interlor
4, Subcentre 3
5. HC H
6. Nearest Town H
7. Distance from subcentrs H
8. Conditlion of road to
subcentre 1 Mud/metalled/mixed
%, Usual mode of transport
Lo subcentre t
10. Ristance from PHC :
11, Condition of road to PHCQ + Mud/metalled/mixed
12. Usual mode of transport ko
PHC H
13. Distance from the nearest
town 1
14, Condicion of road to

nearest towal Mad,/metalled/mixed




Usual mode of transport to
nearest town

Distance from nearest
railway station

Distance from nearest bus
station

Frequency of buses
Post office 1In village

Edugcatleonal institucions
in the village

- Electricity in the village
Health service providers

Trainad Dais

Untrained bDais
Traditional Practitioners
Allopathic practitioners
any other specliy

HOUSEHOLD INFORMATION

No. of members in the
household

Type of family

Type of house

No. of rooms in the house
Separate kitchen

Separate bathroom
Elaectricity in the houss
Religion

Casta

Whether SC/5T

Amount of land owned

Relationship of head of
household to woman

WHO/FHE/87, 7
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Yes,/No

Primary school/Hlgh School/
College/Any other specify

Yos/No

Muclear/Joint
Pucca,/Mixed,/Kaccha

Yes/No
Yas/No
Yas,/No
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38,

39,

40,

41,

42,

43.

Main occupation of head of

household t
Place of work ' :
Bducational level of head

of household H

Radlo/trangistor in the
house

Do any members of the
hous=shold read newspapers/
perlodicals 1

Do you know where the
nearest subcsantre is7? H

Have you or any other
members of your household
ever been to the sub-
Cehtre? H

If ne, to .41, ask why
not?

Varbatim:

English translation:

If yes, to Q.41, ask where
your needs satisfied by the
visie? H

Iliiteratse/Primary/High
school /Collegs/Any other
(specify)

Yes/No
Regularly/Occassionally/

Norne

Identified correctly/
lncorrectly/Don't know

Yes/No/Don 't know

Yes/No/Don 't know
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If nobk satisfied i,e, No, Lo
(-41, ask the respondent to
glive response:

Verbatims

English translatlon:

Have you or any other members
of your household evers been to
PHC? : Yes/No/Ton 't

If no. Lo Q.45, ask why?

Verhatim:

English trapnslation:
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47,

48.

45.

50.

If yes to 0,45 ask where your
needs satisfled, by the visit?

If not satisfied i.e. No, to
0.45., ask the respondent to
give reasonas

Verbatim:

tnglish translation:

Have you or any other membars
of your household ever ieen Lo
a govt, dispensary or
hospital?

If no. to .49, ask why?

Verbatim:

English kranslaticn:

1

Yes/No/Donte know

Yes/No/Don't know




Do you know when the male health
worker wisit your household
last?

If yes, when and for what
purposes’?

Verbatim;

English Translaticon:

Do you know when the female
health worker visit your
househeld lase?

If yes, when and for what
PUrmOsSes?

Veroatim:

English translation:

-
-

Yeas/ No

WHO/FHE/87, 7
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S5,

56,

57,

C.

Where do the family members go
for treatment 1f any one
falls sick?

vhere do the famlly members go
for marketing and how often?

Are any famlly members work in
a town or city?

INFORMATION ABOUT WOMAN:

58,

59,

60,

&1,
62,

63,

64.
63a

66,

Age

Elucational level

Coecupation (previous if
deceased)

Age at marriage
Hushand's age

Hushand's educational level

Hushand's occupatien

Place of work

(Naxt page)

You/NO

Illiverate/Primary
school /High school/
College/Any other
{specify)

Tllicerate/ Primary
school /High school/
Collega/any other
{speclify)
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67. Problems during pregnancy:

Pregnancy
order Type of problem and what was done?y

Verbatim:

English translaticon:

Verbatim:

Baglish translatlion:
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Pregnancy
order Type of probliem and what was done?

Varbatim:

English translation:

Verbatim:

English translaciont

Wzg the woman reaistered for
antenatal care durlng last
pregnancy? t Yes/No/don't Know

If yes at what stage of )
pregnancy? ‘ months
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70,

Tle

72.

T3,

74,

75,

I'f no, reasons for neot reglstering:

Verbatim:

English translation:

No. of visits made ko subcentre/
PHC for antenatal c¢are £

If not vislted aven once reasons

for not visiting :

Verbatimt

English translation:

bid any health worker visit home
of the woman during antenatal
period? 1

e

If yes, how many times?

buring the last pregnancy, did
the woman ask any one for
sdvise of help about her last

pregnancy before delivery? H

Yes/No/Don 't know

Yas/No/Don't know




76,

T7.

78,

80,

If yes, from whom the advise was
sought?

How many monthes pregnant the
woman was when the advise or
help was sought?

Why the advise or help was
sought?

Verbatim:

English translation:

If yes, who provided the care
and no,. of times the care was
provided

Ware there any complications
during the pregnancy and what
was done? Give details,

Verbatimi

English translation:

WHO/FHE/87.7
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8l.

g2,

83.

84.

pid
the
che

al
b)
<)
a)
a)
£)
gy
h)
i)
3}
K)
1)

Which of the following symptoms
or signs occur during the last

the woman suffer from any of

following diseases during
last pregnancy?

Anemia

Heart disease

Diabetes

High blood pressure
Urinary tract infection
Asthma

Jaundice

Lung disease (TB etc.)
Malaria

Peptlc ulcer

Liver disorders

Aany other disease {speclfy)

pregnancy?

a) Excessive vaginal bleeding
»)} Hicgh fever

¢} Eclamptic fits

4) Any other {specify)

Flace of pregnancy termination

who assisted the pregnancy
termination

L0

-

-

-

L

Yes/No/don't. know
Yes/No/don'c KHow
Yeas/ o /don 't Know
vea/No/don 't know
Yes/No/don't Know
Yes,/No/don 't Know
Yes/Nosdon 't Know
ves/No/don 't know
Yes/No/don 't know
Yes/No/don 't Know
Yes/Nosdon e Know
Yes//No/don 't Know

Yes/No/don 't kKnow
Yes/No/don't know
Yes/No/don s know
Yes/No/don 't XKnow

Home/PHC/Hospital/
other health insti-
tution (specify)/
Other

Nobody/relative/
neighbour/trained dai/
untrained dal/ANM/
LHV/Govt.,Doctor/
private Practltioner/
others (specify)
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PART = XTI

(For only maternal mortality cases)

Date of death H
Month of pregoancy L

At what stage the death occured : (a) Before the start of
. labour pailns

(k) After the start of
labour pains but
before the baby
was delivered

After the daliVEry of
baby.

If the child was actually
delivered, indicate time between
onset of labour and delivery

of child

If death occured after the baby
was delivered, indicate the
number of days between delivery
and date of death H

Pl ace of death t Home/Transit/Government
hespltal /Private hospital/
PHG/Any other (specify)

If death occured at home, why
tha woman was not taken to the
hospital before death for
treatment, Give detailed
reasons

Verbatim:

Bnglish translation:
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10.

il.

12.

13.

14.

If death occured in the hospital
ilndicate the condition of the
woman at the time of taking her
to the hospital

Verbatlm:

English translation:

what mode of transport was used
to take her to the hospital?

Who accompanied the woman to the
hospital?

How many days the woman stayed
in the hospltal before her
death?

Did anybody advise thabt the
woman ke taken to the hospital?

If yes, who?

TIf death occured at home who
attended at the delivery?

Yes/No/don 't know

{a)
(b)
()
(a)
(e)
(£)
(g}
{h)
(1)

Untrained Lal
Trained Dai
Relative

Neighbour

ANM

LHY

Pvi.Doctor

Govt, Doctor

Any other (specify)




15,

16,

17,

18.
19.

Did the person attending at the

del ivery tell the family about

the sericusness of the patientts

oondicion?

If yes, what was told and what
suggestion were made?

" Verbatim:

BEnglish translation:

Wasz any worker from the sub-
centre/BHC called <~ attend
to emergency?

If yes, who was called?

1f po, indicate the reasons

Vaerbatim:

Enalish translationt

t Yes/No/don't know

:+  yes/No/don't know
.

H
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20. What were symotoms of the patient
before her death? Probe about
=hills, fever, cramps, osdema,
offensive odour etc,

Verbatim:

English translation:

21, What do you think were the malin

cawses of death? (a) spontaneous abortien

(b} Induced abortion

(¢) Haemmor:ii-yc before
delivery

(d) Haemmorrhage after
delivery

{e) Retalned placenta
(£) FRuptured uterus

(g) R Sepsis

(h) Bclampsia

(i) Tetnus

(jy Any other {specilfy)
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22. Do you think any pre-~existing illw
ness of the woman complicated
the delivery and casused her
death? If yes, give details,

Verbatim:

English translaticon:




