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ABSTRACT

The study assessed the factors contributing to maternal mortality at Mwananyamala Regional Referral Hospital in Dar es Salaam, Tanzania; which offer referrals from all over Kinondoni and Ubungo municipalities and nearby areas. The first objective of the study was to determine variation of maternal health problem in regards to demographic and biological factors. The second objective of the study was to identify risk factors associated with maternal mortality at MRRH. The last objective was to find out availability of essential medical equips and facility readiness necessary to provide safe motherhood. The study employed descriptive research design and adopted both probability and non-probability sampling. Data were collected from 12 key informants of the research purposefully selected from maternal ward in the facility which was staffed by doctors, Registered Nurses, Nurse midwifes and nurse assistance; as well as 114 the patients who has been admitted at the facility. Descriptive statistics as well as bivariate level regression analysis were used to describe the variables relationships. The findings reviled that, most of maternal mortality at MRRH were caused by preventable causes. It was recommended that, there should be integrated health care services throughout maternity period; facility service providers must have regular training towards preventive measure of those risk factors associated with maternal mortality such as PPH, pre-eclampsia and eclampsia by detecting danger sign as soon as the patient admitted in the facility to reduce if not end maternal complications and deaths. There is a need for public health awareness program concerning care before, during and after maternity period.   
Keywords: Maternal Mortality, Hospital, Maternal Death, Mwanayamara. 
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CHAPTER ONE
INTRODUCTION
1.1 Overview

The aim of this chapter is to provide the background information on maternal mortality in Dar es Salaam and Tanzania in general, specifically the factors contributing to maternal mortality at Mwananyamala Regional Referral Hospital in Dar es Salaam. Therefore this chapter is presenting the overview of the study, background of the study, statement of the problem, objective of the study, research questions and significance of the study, limitation and organization of the study
1.2 Background of the Study
Worldwide, maternal mortality is still unacceptably high with about 295,000 maternal deaths which mostly occur in countries with few resources both within and outside health facilities (Pembe et al, 2019).Estimations show that, each year more than 303,000 women die worldwide, whereby approximately 830 women die each day from preventable causes related to pregnancy (such as Postpartum Hemorrhage (PPH), Eclampsia, Severe Eclampsia) and delivering process (WHO, 2016). 20% of the world’s child birth in Sub- Saharan African countries accounts to almost a half of this death.  (Pemb, 2014).
Despite of global maternal mortality ratio deteriorating by 47% from 380 in 1990 to 210 deaths per 100,000 live birth in 2013, low income countries specifically Sub Saharan African countries (SSA) are not reflected because majority (over 62%) of maternal death occurs (Mapunda, 2017). Tanzania is one among of 10 countries leading in maternal mortality ratio, each year approximated to reach almost 7,900 mothers’ death from child birth and pregnancies complications (Mussa, 2017), Despite of the SDGs 3 targeted to reach less than 70/100,000 live birth by 2030, with no country having MMR greater than 140/100,000, Tanzania like other countries in SSA experiencing preventable maternal mortality and still is slow in reducing the trend (Mussa, 2017).
According to the Sustainable Development Goals (SDGs) number 3, which seeks to ensure health and well-being for all at every stage of life (https://unstats.un.org/sdgs/report/2016/); the global address all major health priorities including maternal and child health which is an indicator used to assess the access and quality of maternal care. The government of Tanzania has developed One Plan I of 2008-2015 to accelerate reduction of maternal, newborn and child death, which was working closely with development partners including UNICEF to address the challenges in accessing quality health care, with specific focus on reproductive, maternal, newborn, child and adolescent health (UNICEF Tanzania, 2020). 
UNICEF Tanzania with funding from Korea International Cooperative Agency (KOICA) and in partnership with the government of Tanzania (GoT) designed and implemented the Saving Mothers’ and Children’s Lives through innovation, sustainable, and comprehensive reproductive, maternal, child and adolescents from march 2015-2019 June (UNICEF Tanzania, 2020). It has been reported that, maternal and neonatal mortality were high, quality of reproductive, maternal, Newborn, children and Adolescent Health (RMNCAH) services was compromised with numerous health system issues, utilization of health services was comparatively low, and coverage and availability of Adolescent Friendly Reproductive Health (AFRH) services were low. (UNICEF Tanzania, 2020) Most maternal death in Tanzania occurs after have arrived in health care facilities (Mussa, 2017), which indicates that, mothers are more likely to survive if appropriate and immediate adequate interventions could have been provided in the facilities. 
Mwananyamala Regional Referral Hospital in Dar es Salaam is one of the hospitals that adopt WHO recommendations, each case is discussed by maternal death committee who are responsible to determine the cause of the death and make recommendations as well as initiate the interventions to solve the identified issue. Most of these deaths are avoidable, since most of deaths are due to complications that arise during pregnancy and childbirth, efforts to reduce this death must be directed to this specific period of a women life. It was relevant to conduct the research on assessing factors that influence this situation specifically, incidence of maternal death; the variations of maternal health problem in regards to demographic and biological factors availability of essential; medical equipment and redness necessary to provide safe motherhood; so as to join efforts that the hospital is doing currently in reducing the voidable marten mortality. 
1.3   Statement of the Problem
Despite of the excellent efforts and progress made by the government of Tanzania in combating maternal mortality, it has been reported that maternal death is still a challenge in pregnancy women during pregnancy or short time after delivery. According to the report of (TDH-MIS, 2016) there was an increase of MMR to 556/100,000 (28.7%) within three years: however, WHO/UNICEF/UNFPA/WB estimates MMR for Tanzania for past 10 years as 950/100,000 live birth with range of 620-1300 per 1200,000 live births in 2015. According to (Nswilla,et al, 2018) in Tanzania Maternal Motility Rate was around 500/100,000 live birth which was unequally and large variations across regions. Quality of service, supply of maternal health services across stages of pregnancy(from seeking care to delivery) and other factors such as marital status during pregnancy  significantly contributes to maternal mortality (Shabani, et al, 2018) and (Mpembe,et al, 2014). 
Reduction of maternal ,newborn and child deaths has been given high priority by the government by addressing various national commitments including; The first National Road Map Strategic to Accelerate Reduction of Maternal, Newborn and child Deaths in Tanzania ,2008 to 2015 (one plan) which was developed in 2008  with the aim of  providing guidance on implementation of maternal, newborn and child health (MNCH) programs across different level of services delivery and to ensure coordination of introversions and quality service delivery across the continuum of care (URT, 2015); One Plan II 2016-2020 dressed key morbidities in Maternal, Neonatal, Child, and Adolescent Health (RMNCAH) as influence of quality of life and can lead to premature death, Tanzania vision 2025,the National strategy for Growth and Reproduction of Poverty (NSGRP) and the Health Sector Strategic Plan IV, among others   (URT, 2015)
Various studies have been done and contributed to the body of knowledge on issue of maternal (Pembe,2019) used 2011 data of Muhimbili National Hospital, while (Massawe,2019) based maternal death surveillance and response in Tanzania and (Aimable M. et al., 2017) of Kigali, Rwanda reviewed  parental death by caring perinatal audits in two main urban hospitals at district level and at tertiary level in Kigali, Rwanda ,from July 2012 to May 2013; however ,no known document conducted at Mwananyamala Regional Referral Hospital in Dar es salaam specifically in this decade.
1.3 Objectives of the Study

1.3.1 Main Objective
The main objective of this study is to assess the factors contributing to maternal mortality at Mwananyamala Regional Referral Hospital in Dar es Salaam, Tanzania.

1.3.2 Specific Objectives
i. To identify incidence of maternal death at Mwananyamala Regional Referral Hospital

ii. To determine the variations of maternal health problem in regards to demographic and biological factors
iii. To find out availability of essential medical equipment and redness necessary to Provide safe motherhood

1.3.3 Research Questions

i. What are incidences of maternal death at Mwananyamala Regional Referral Hospital?
ii. What the variations of maternal health problem in regards to demographic and risk factors?

iii. Is essential medical equipping and staff capacity necessary to provide safe motherhood available?

1.4 Significance of the Study
It is expected that the study is of significance especially on women potential life of pregnancy. The study is of significance especially on women potential life of pregnancy and childbirth Policy makers: study helps policy makers in recognizing the opportunities on policy formulations regarding the regulation of factors that spur maternal health of the mothers, in all three level of health system organization including community level health facilities, secondary and tertiary hospitals and centralized policy making and monitoring. Policy makers is well understanding the magnitude of the problem because the study examining the determinants of maternal health from broad social-economic, demographic and biological, risk factors and hospital equips and readiness, a thing needed to design broad based strategies so as to eradicate reproductive health problems. 
Government, to help government and hearth care centres to design and plan for the best to enhance maternal mortality intervention in health facilities so as to reach a goal of below 70/100,000 live born target. Through this study the government evaluates Mwanaanyamala health facility and plan based on this study finding which deploys whether the facility is under-use or misused or otherwise. 
Community, the study shall also offer awareness and stimulate discussion among community members as well as provide recommendation for the better maternal care in Tanzania; because it underscores the health of women who have a primary function of supporting their communities and families through their reproductive labor and other remunerative works. Good health defines their survivals and productivity in many sectors.
1.5 Scope of the Study 
The study of this study is at Mwananyamala hospital by focusing on women who delivered not more than 42 days. The key determination of this study is to influence risk factors, demographic and biological factors and hospital equips and readiness on maternal status of mothers during pregnancy from 38 weeks to 42 days after delivery. 

1.6 Limitation of the Study
The researcher expects to encounter issues such as data integrity, like secondary data which may lack control of the quality of data even through in some level was guaranteed from official health institutions The researcher expects to encounter issues such as, data integrity, like secondary data which may lack control of the quality of data even through in some level was guaranteed from official health institutions as well as government bodies. Furthermore, financial resources so as to reach as many informants as possible to make study findings more relevant. The researcher followed and complied with data collection procedures and observes confidentiality of the information. On the other hands, the researcher employed digital tool (KOBO Toolbox) in data collection so as to save money and time during data collection. 
1.7 Organization of the Study 
This forecasted research dissertation consists of five chapters namely, Chapter one dealing with the introduction of the study, background of the study, statement of the problem ,objectives of the study, research questions ,scope  and significance of the study. Chapter two deals with literature reviews that is theoretical framework ,theoretical literature review ,empirical review ,research gap and conceptual framework and chapter three consists of research methodologies which are ,the study area, data types and sources, research design ,types of measurements, population and sampling design, data collection methods research ,procedures, validity  and reliability of data ,data analysis methods and chapter summary, Chapter four consists of data analysis, interpretation and the discussion while chapter five communicates the summary ,conclusion and recommendations.
CHAPTER TWO
LITERATURE REVIEW

2.1 Overview

This chapter contains three main sections which employs  in the study ,namely theoretical literature review ,empirical literature review and conceptual framework .The theoretical literature review comprises the theories that guides the study presentation ,thereafter followed by empirical review which outlines the review of the earlier studies including discussions of the research gap and the last part is the conceptual framework which outlines the conceptual relationship between the variables which used to answer the research questions 
2.2 Definition of the Key Terms
Risk Factors are attributes or characteristics of an individual that affects the onset and/or advancement of a process (Ondimu, 2000) In this research it be defined as a characteristic that is more common among pregnancy women with a given health problem than otherwise. 

Maternal Mortality is defined by the timing of female deaths in relationship to the pregnancy, as any death occurring during pregnancy, childbirth or within two months after birth or pregnancy termination maternal (Shabani et al, 2018). Maternal mortality was be termed in this study as death of women  caused by  pregnancy  or child birth occurs from 30 weeks of pregnancy or within 42 days after termination of pregnancy  of pregnancy 
Maternal Death is the death of a woman during pregnancy or within 42days of termination of pregnancy, irrespective of the duration and site of pregnancy, from any cause related to or aggravated by pregnancy or its management but not from accidental or incidental causes (WHO, 2013). Maternal death will be defined by the study as death of pregnant women from 30 to 42 days of termination of pregnancy. Maternal mortality ratio is the number of women who die from any cause related to or aggravated by pregnancy or its management (excluding accidental or incidental causes) during pregnancy and child birth or within 42 days of termination of pregnancy, irrespective of the duration and site of the pregnancy per 100,000 live births (WHO & UNICEF, 2014) in this study maternal mortality ration was termed as number of pregnant women dies out of 100,000 live births 
2.3 Theoretical Literature Review
2.3.1 Gender Equity Theory
Gender equity theory is rooted in pursuit of justice and equality between genders in health, social, nutrition, economic and power relationships between male and females. Substantive equality is result oriented identifies and considers circumstances need and disadvantaged group (Walton & Schbley, 2014). The gender equity theory helps to explain fairness among genders in health care, social-economic, nourishment and the relations between sexes. This theory has suggested prevention of maternal death, and the risk associated with it.It helps to create fairness and equality with women when it comes to fairness and human right. 
This theory helps women o have sense of belonging at their regular checkup because they were treated fairly which helps them with quality service delivery and receive useful information prior to and after pregnancy. The research indicates that expectant mothers who face death at home are not yet registered by the professional heath care providers and therefore, the family members tend to avoid reporting such events (Mussa, 2017).The information on maternal deaths in the societal settling has been limited due to failures of reporting and hidden abortion is associated with the complications. Although this theory helps with fairness and equality, it cannot prevent discrimination due to the substantive equality and does not address the disparities based on social and economic aspects among susceptible people, which are related to distributions of possessions and influence (Eghan, 2019).
This theory was employed in this research because it explains three dimension of Gender Inequality Index (GII) which is reproductive health, women empowerment and labor force. The theory suggests that despite of GII incorporates MMR in its calculation; it should not be taken as substitute for, but rather as complementary to the MMR, the higher the GII in the country the higher MMR. Therefore, there was comparison of the theory statement that ‘there is direct relationship between gender inequality, health expenditure and maternal mortality’ with this study results.
2.4  Empirical Literature Review
2.4.1 Incidence Factors 
A study of (Pembe et al,2019) was conducted on maternal mortality at Muhimbili national hospital in Dar es salaam ,Tanzania reported that risk causes of maternal deaths were classified in 69.5% of the maternal ,such causes included ,preeclampsia/eclampsia which was the major cause  (19.9% of all deaths),followed by post-partum hemorrhage  (14.9%), abortion complications (9.9%) and sepsis (9.2%). Among the indirect causes anemia was the leading cause (11.3%) of all deaths, followed by HIV/AIDS (9.9%). Substandard care factors contributing to deaths were identified in 116 (82.3%) of all cases. Among these 28 had patient factors only, 71 medical service factors while 17 had both patient and medical service substandard care factors. The common factors from the woman’s side included delay in seeking care (73.3%) and complete lack of antenatal care (11.1%). Of the medical service factors, inadequate (26.1%) or no blood for transfusion (19.3%), delay in receiving treatment (18.3%) and mismanagement (17%) were the common factors. Therefore, Hypertensive disorders of pregnancy, post-partum hemorrhage and anaemia are the leading causes of maternal deaths in this institution.

Another study done by Evjen et. al (2008) in Tanzania used time dependent covariates through a survival modeling technique based on longitudinal data from Rufiji health and demographic surveillance system (RHDSS) where a cohort of 26 427 women aged between 15 and 49 years was followed up for a period of five years. Results revealed two risk factors that were significantly associated with maternal mortality in Rufiji district Coastal region of Tanzania: maternal age and marital status.
A case-control study of Evjen,et al,2008 was conducted to assess risk factors for maternal death in two administrative divisions in Mbulu and Hanang districts in rural Tanzania. Forty-five cases of maternal death were found through a comprehensive community- and health-facility based study in 1995 and 1996, while 135 antenatal attendees from four antenatal clinics in the same population, geographical area, and time-span of 1995–96 served as controls. The cases and controls were compared using multivariate logistic regression analyses. Odds ratios, with 95% confidence intervals, were used as an approximation of relative risk, and were adjusted for place of residence (ward) and age. Further adjustment was done for potentially confounding variables. Their result revealed an increased risk of maternal deaths for women from 35–49 years versus 15–24 years. Women from ethnic groups other than the two indigenous groups of the area had an increased risk of maternal death. There was an increased risk when women or husbands adhered to traditional beliefs and Women whose husbands did not have any formal education appeared to have an increased risk.
A case study of (Adam et al,2019) Kisenvule Village in Mkulanga District Tanzania  assessed risk factors on community setting associated with maternal death among women of child bearing age. During the study both quantitative and qualitative design was employed in which under quantitative cross-sectional descriptive study was undertaken. Where we enrolled 124 women of child bearing age. The mean age was 17.7. (37%) mentioned preeclampsia as the most risk factor leading to maternal death, 21% reported abortion, 13.7% mentioned anemia, and 12.1% reported postpartum hemorrhage, and 10.5% pregnancy induced hypertension (PIH), 3.2% ante partum hemorrhage and 2.4% early pregnancy. 
Other risk factors that seemed to cause maternal death included; delay to seek health facility to pregnant mother (8.9%), long distance from health facility to people’s residents (57.%), poor transport system in the village to reach the present health care facility (4.8%), negligence from health workers was also reported by the women as contributing factor (13.7%), economic condition poverty (7.3%) absence of emergency blood bank in the health facility(4.8%), and poor nutrients to pregnant mother (3.2%). More studies are needed in the community so as to explore more understanding on the risk factors among women of child bearing age. A study was (Mzee Nasoro, et al., 2019) conducted to assess maternal deaths due to obstetric haemorrhage.  
A retrospective review of all files of women who had died of obstetric haemorrhage from January 2018 to December 2019 was made. Where by a total of 18,296 women gave birth at DRRH; out of these, 61 died of pregnancy-related complications of the deceased while 23 (38%) died of haemorrhage, with many of them 10 (44%) between the age of 30 and 34. Many were grand multiparous women 8 (35%) and almost half of them (11 (48%)) had stayed at DRRH for less than 24 hours. More than half (12 (52%)) had delivered by caesarean section followed by laparotomy due to ruptured uterus (8 (35%)). The leading contributing factors to the deaths of these women were late referral (6 (26%)), delays in managing postpartum haemorrhage due to uterine atony (4 (17%)), inadequate preparations in patients with the possibility of developing PPH (4 (17%)), and delay in performing caesarean section (3 (13%)). Therefore maternal mortality due to obstetric haemorrhage is high at Dodoma Regional Referral Hospital where more than one-third of women died between 2018 and 2019. 
Almost all of these deaths were avoidable. The leading contributing factors were late referral from other health facilities, inadequate skills in managing PPH due to uterine atony, delays in performing caesarean section at DRRH, and inadequate preparation for managing PPH in patients with abruptio placentae and IUFD which are risk factors for the condition. There is a need of conducting supportive supervision, mentorship, and other modes of teaching programmes on the management of obstetric haemorrhage to health care workers of referring facilities as well as those at DRRH. Monitoring of labour by using partograph and identifying pregnant women at risk should also be emphasized in order to avoid uterine rupture.
2.4.2 Demographic and Biological Factors
A study of (Pembe., et al, 2019) was conducted on maternal death surveillance and response in Tanzania. A total of 76 facility maternal deaths that occurred in two regions in Southern Tanzania in 2018 were included for analysis. We assessed the comprehensiveness of summaries and action plans using a prepared checklist from Tanzania MDSR guideline of 2015. Presence or absence of items in four domains each with several attributes was recorded. These were socio-demographic characteristics, antenatal care, referral information and events that occurred after admission. Less than 75 percent completeness of attributes in all domains was considered poor while 95% and above was good/comprehensive. 
Action plans were assessed by application of SMART criteria and according to place of planned implementation (community, facility or higher level of health system). Almost half of narrative summaries (49%) scored poor, and only 1% scored good/comprehensive. Summaries missed key information such as demographic characteristics, time between diagnosis of complication and commencing treatment (65%), investigation results (47%), summary of case evolution (51%) and referral information (47%). A total of 285 action points were analyzed. Most action points242 (85%) recommended strategies to be implemented at health facilities and they were mostly 42(42%) on service delivery. Only 42% (32/76) of the action points were deemed to be SMART.
A retrospective study of (Veneranda et al, 2016) was conducted to assess causes of deaths due to pregnancy and delivery complications among women of child-bearing age. Information on causes of deaths due to pregnancy and delivery complications among women of child-bearing age (15–49 years old) recorded for the period of 2006–2015 was extracted. The proportion of deaths among 30–34 and 35–39 years old (all together) increased from 13% in 2006–2010 to 15·3% in 2011–2015 (p-value = 0.081). Hospital-based maternal mortality ratio increased from 40.24 (2006) to 57.94/100000 births in 2015. Of the 1,987 deaths, 83.8% were due to direct causes and 16.2% were due to indirect causes. 
Major direct causes were eclampsia (34.0%), obstetric hemorrhage (24.6%) and maternal sepsis (16.7%). Anaemia (14.9%) and cardiovascular disorders (14.0%) were the main indirect causes. Causes of maternal deaths were highly related; being attributed to up to three direct causes (0.12%). Cardiovascular disorders and anaemia had strong linkage with hemorrhage. While there was a decline in the number of deaths due to eclampsia and abortion, those due to hemorrhage and cardiovascular disorders increased during the period. Therefore there was an increase in the number of hospital maternal deaths in public hospitals in Tanzania. Maternal deaths accounted for 5% of all women of child-bearing age in-hospital mortalities. Most maternal deaths were due to direct causes including eclampsia, hemorrhage and sepsis. 
The findings of this study provide evidence for better planning and policy formulation for reproductive health programmers to reduce maternal deaths in Tanzania. A study of (Shija,et al, 2011) was conducted on maternal death in north western Tanzania revealed that knowledge of danger signs of obstetric complications and use of district hospitals by women with obstetric complications increases when there is sensitization and involvement of the community Outreach health education services is one way to ensure that communities have a better understanding of how to use reproductive healthcare services such as family planning, especially targeting adolescents and males who are not as engaged with these services. 
Two thirds of Tanzania’s population are youths, while males are both financial and decision makers and hence determinants of the family health care seeking behavior. Therefore, advocating for male partner involvement should be done by designing strategies for educating, sensitizing and encouraging male partner’s participation. Successful community engagement would require collaboration with community leaders, NGOs, and schools to ensure success and sustainability. Training workshops could be conducted to inform not only young women but men and adolescent boys about the importance of family planning and seeking maternal healthcare. Therefore to complement these adjustments, specific strategies should be in place to empower women, men and community members at large which are complemented with adequate health information to make informed decisions about their mothers’ healthcare. This combination of infrastructural and community based strategies has a better chance of effectively addressing the high maternal death rates in Tanzania.
A retrospective study (Mboera, et al, 2019) was conducted to investigating the patterns and causes of hospital maternal mortality in Tanzania over a 10-year period. The study included four tertiary level hospitals - both national and zonal referral - 20 regional referral hospitals and 10 district hospitals. From January 2006 to December 2015 there were a total of 40,052 deaths of women of child-bearing age (15–49 years) of whom 1,987 were maternal related deaths. This is 5.0% of the deaths of all women who are of child-bearing age. Looking at the MMR, the estimated hospital based MMR ranged from 33.65 to 69.64 per 100,000 births over the 10-year period under review. Over the years, there was an increase of over 40%, despite a declining Crude Birth Rate (CBR) from 42.2 per 1,000 people in 2006 to 36.8 per 1,000 in 2015. 
The largest number of maternal related deaths, 269, was recorded in 2011, during the same period of time when the highest maternal mortality ratio 69.64 per 100,000 births was reported. The pattern of number of deaths showed a significant increase from 2008, peaked in 2011, dropped in 2012 and slightly increased in 2014. For the 10 year period, 2008 represented a slightly lower number of deaths compared to all other years. A Cross Sectional Study (Theresia et al,2018) was conducted to understand the pattern and level of knowledge on obstetric and newborn danger signs, Individual Birth Preparedness and Complication Readiness (IBPACR) among pregnant women in Dodoma Municipal. 
A random selection of participants was employed to achieve a sample size of 450 pregnant women. A standard semi-structure questionnaire was used to collect data and descriptive analysis was carried out by using SPSS software to see the pattern and level of knowledge on obstetric danger signs and individual birth preparedness. The mean age of participants was 25.6 years ranging from 16 to 48 years and majority 326 (72.4%) had 2 to 4 pregnancies. Only 203(45.1%) of the pregnant women were able to tell 8 and above danger signs with at least 1 from each of the 4 phases, with the most known obstetric danger signs being vagina bleeding during pregnancy 287(63.8), labour and delivery 234(52.0%), after delivery 278 (61.8) 164 (36.4%) of the participants reported fever and difficult in feeding 182 (40.4%) as danger signs in newborn. 
Furthermore, only 75(16.7%) of the participants reported to be prepared for birth and complications. The most known component of birth preparedness was preparing important supply which are needed during birth 283 (62.9%). Therefore this study showed a low level of knowledge on obstetric and newborn danger signs as well as poor individual birth preparedness and complication readiness. Important predictors of knowledge level and birth preparedness were found to be age, education level, gestation age at first visit and husband involvement in Antenatal visit and care.

2.4.3 Hospital Equip and Readiness
A study of (Aimable, et al., 2017) was conducted at Kigali, Rwanda on case review of parental death at hospital. Perinatal audits were carried out at two main urban hospitals, one at district level and the other at tertiary level, in Kigali, Rwanda, from July 2012 to May 2013. Stillbirths and early neonatal deaths occurring after 2Partnering with NGOs and also through service agreements with faith-based organizations, which own and operate 40% of the hospitals in levels 2 to 5 of the national health system, could help to extend public health service provision. To complement these adjustments, specific strategies should be in place to empower women, men and community members at large which are complemented with adequate health information to make informed decisions about their mothers’ healthcare. 
This combination of infrastructural and community based strategies has a better chance of effectively addressing the high maternal death rates in Tanzania.2 completed weeks of gestation or more, or weighing at least 500g, were included in the study. Factors contributing to mortality and potentially avoidable deaths, considering the local resources and feasibility, were identified using a three-delay model. Out of 8424 births, there were 269 perinatal deaths (106 macerated stillbirths, 63 fresh stillbirths, 100 early neonatal deaths) corresponding to a stillbirth rate of 20/1000 births and a perinatal mortality rate of 32/1000 births. 
In total, 250 perinatal deaths were available for audit. Factors contributing to mortality were ascertained for 79% of deaths. Delay in care-seeking was identified in 39% of deaths, delay in arriving at the health facility in 10%, and provision of suboptimal care at the health facility in 37%. Delay in seeking adequate care was commonly characterized by difficulties in recognizing or reporting pregnancy-related danger signs. Lack of money was the major cause of delay in reaching a health facility. Delay in referrals, diagnosis and management of emergency obstetric cases were the most prominent contributors affecting the provision of appropriate and timely care by healthcare providers. Half of the perinatal deaths were judged to be potentially avoidable and 70% of these were fresh stillbirths and early neonatal deaths.
In additional it was been argued by the study on facility based maternal death review from Malawi accounted that for 69.8% maternal death caused by inadequate resuscitation among health workers followed by inappropriate mentoring and delay in management (Cham, et al., 2005). According to (Essendi,et al, 2011) inadequate equipment’s in the facility, communication and transport challenge and inaccessibility to referrals are statistically associated with maternal mortality.
2.5 Healthcare Sector in Tanzania

The provision of health care in Tanzania was adversely affected after the economic recession of the 1970s and 1980s, which negatively impacted the health services. Maternal mortality, child mortality, HIV/AIDS, pneumonia and malaria are the main problems that the health system faces. When it comes to meeting health related goals set by the UN, the country has made progress in achieving many of its 2015 targets for malaria, HIV and AIDS, tuberculosis and child health, however neonatal mortality has gone down less than planned, and furthermore the decline in Maternal Mortality was not fast enough to reach the goals. Reproductive, maternal, neonatal, child, and adolescent’s health in general is performing less effectively than control of communicable diseases. However, the country doesn’t yet have the goal. Capacity for an adequate response (Tzdpg.or.tz. 2014). This suggests that not only is maternal health a neglected health sector, but unless viable solutions are implemented to improve resources dedicated to this sector it was continued to lag behind. 
2.6 Research Gap
Several studies has been carried out locally and internationally reviewing maternal death; most of these were done more than last 10 years, (Pembe 2019) used 2011 data of Muhimbili National Hospital, while (Massawe 2019) based maternal death surveillance and response in Tanzania and (Aimable. et al., 2017) of Kigali, Rwanda reviewed parental death by caring Perinatal audits in two main urban hospitals at district level and at tertiary level, in Kigali, Rwanda, from July 2012 to May 2013. 
Much remain unknown about the risk factors for maternal mortality in Tanzania, specifically, no known document conducted at Mwananyamala Regional Referral Hospital in Dar es Salaam specifically in this decade. Specifically, (Pembe, et al, 2019) assessed incidence factors, while (Pembe., et al, 2019) socio-demographic characteristics on maternam death; where as, (Essendi 2001; and Vangen, 2005; Aimable et al., 2017) on facility based maternal death review
2.7 Conceptual Framework
The following figure represents the conceptual framework which describes cause-and-effect relationship between variables basing on the objective of this study. The dependent variable is maternal status after delivery while independent variables are incidence factors of maternal mortality; demographic factors; and hospital equips and readiness and intervening variables are hospital facilities and readiness. Maternal Status; this is a variable to be tested whether mother lives maternity wards alive or died; this depends on the three independent variables as shown in the figure 2.1
[image: image1.emf] 

Figure 2.1: Conceptual Framework
Source: Resercher, (2022).
CHAPTER THREE
RESEARCH METHODOLOGY

3.1 Overview

This chapter presents the research methods and procedures that was employed to accomplish this study. This chapter consists of research philosophy, research design, area of the study, sampling techniques and sample size, data collection technique, data analysis, ethical issues, validity and liability of the study

3.2 Research Philosophy
The research philosophy is development of research assumptions about the way in which data about a phenomenon are gathered, analyzed and used. Two major research philosophies have been identified in the Western tradition of science, namely positivist (sometimes called scientific) and interpretive (also known as anti-positivist) (Com. 2015). Positivist philosophy based on scientific and systematic verification hence uses quantitative research paradigm while anti-positivist based on subject’s interpretation and intervention in reality hence uses qualitative paradigm (Abuhamda, 2021); however, this study applied mixed paradigm philosophy because it allows researcher to conduct qualitative and quantitative approach, things which helps to bare weakness of one another.

3.2.1 Research Paradigm
A research paradigm is a way of describing a worldview that is informed by philosophical assumptions about the nature of social reality, ways of knowing, ethics and value systems it is therefore characterized by data collection and analysis methods as well as methodological approaches to study (Abuhamda, 2021). This study employed paradigm philosophy which involves mix of quantitative and qualitative approach. The research employed this methodology because it provides an accurate reality and valid representation of the variables that are relevant to maternal mortality for women admitted at maternal words at Mwananyamala Regional Referral Hospital in Dar es Salaam.

3.3 Research Design
Research design refers to the choice and planned ways of investigation of social reality or planned arrangement of how to address the research problem and is organized in such a manner as to optimize on research outcome (Omary, 2011). This study employed descriptive research design. Descriptive research studies are those which concerned with describing the characteristics of a particular individual or group and ascertain whether variables are associated. 

3.4 Population of the Study
Population is the group of interest to the research group to which she or he would like the results of study to be general (Kothari, 2014). The population of this study was all women admitted at maternity wards whether discharged alive or died at Mwananyamala Regional Referral Hospital, in Dar es salaam. Pregnant women with less than 28 weeks were excluded from the study population.
3.5 Description and Justification of the Study Area 
This study was conducted at Mwananyamala Regional Referral Hospital in Dar es Salaam. Dar es Salaam is one of 31 administrative regions and consist of five districts; Kinondoni in the north, Ilala in the center, Ubungo and Temeke in the south and Kigamboni in the east.  Its population is 6,400,000 in 1,493 Kilometer square coordinates at 6048IS 39017IE. Ubungo population in 2016 was 1,031,349 while Kinondoni was 1,775,049.

Mwananyamala Regional Referral Hospital is the health facility that can offer referrals from all over Kinondoni and Ubungo municipalities and nearby areas.   A large proportional of population is saved at the facility saving a population of 2.2 million people bed capacity of 254 with bed occupancy of 317. The facility attends 1500 to 1800 patient per day (www.mwananyamalarrh.go.tz). This hospital has been selected as area of study because it serves a large population proportional and the main referral hospital in two municipality including Kinondoni and Ubungo and there is no clear statistics on maternal mortality; therefore, this is the reason why Mwananyamala referral hospital selected to conduct study on to assess the factors contributing to maternal mortality.
3.6 Sampling Design and Sample Size
3.6.1 Sampling Design

The part of research plan that specifies the method of selection and the number of individual or organization that was selected and asked to participate in the study (Kothari, 2014). Therefore, the study adopted both probability and non-probability sampling technique to select the representative of the population, because employing these two design at same time helps a researcher to collect data from key informants of the research purposefully from maternal ward in the facility which is staffed by doctors, registered nurses, midwifes; as well as give equal chance for the patients (pregnant women) who has been admitted at the hospital using probability design.
3.6.1.1 Probability Sampling

Is the reliable method of obtaining information where every single member of a population is chosen randomly, merely by chance; each individual has the same probability of being chosen to be a part of sample (Com. 2015).  Systematic random sampling was used to select files of women admitted in the maternity wards at the hospital and other hospital officials; where two major criteria were used; first, women must be pregnancy at term with onset of labor, and second women must be admitted and delivered at the facility. 
3.6.1.2 Non-Probability Sampling
The researcher employed non-probability method to purposively select key informant of the research. These key informants include doctors, nurses and other maternity specialist at the hospital. The technique is providing a sample, which was more representative, accurate, easy to administer, and led to results that are more reliable.
3.6.2 Sample Size

Sample size refers to a number of observations in a sample. Under this study, 118 respondents were selected from Mwananyamala Regional Referral Hospital in Dar es salaam whereas the information collected was used to make conclusion on the research problem. Since Kinondoni and Ubungo municipalities as served at Mwananyamala Regional Hospital has a total population size of 2,806,398 according to the population 2002 Tanzania Census 
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This making the total of not less than 96 sample sizes; however, the study added 10 respondents so as to eliminate errors caused by missing of major questions, therefore this making the total of 106 respondents (women admitted in the maternal ward). However, 10 percent of this sample size (106) amounting to 10.6 approximately 12 respondents was purposively supplemented for interview making a total of 118 sample size.
3.7 Data Collection Methods and Tools
There were two mainly sources of data collection in research; primary and secondary data. The primary data are those which collected afresh and for the first time, and thus happen to be original in character and Secondary data, on the other hand, are those which have already been collected by someone else and which have already been passed through the statistical process. It involves the use of both published and unpublished materials like book, research reports and journal papers which provided significant information (Kothari, 2004). The accomplishment of any research objectives depends on both how data and information were collected including the quality of the collection instruments used. In this study, the following methods of data collection used
3.7.1 Primary Data
This is the type of data that collected by the researcher directly from the main source through interview, survey, experiments, observation and FGD (Formplus, 2020). The researcher collected primary data using key informant interview guide and questionnaires.

3.7.1.1 Key informant Interview Guide
Interview is a method of collecting information through oral or verbal communication between the researcher and the respondents. Interviews were facilitated by interview guides. Interview method chosen because it is quite flexible, adaptable and can be applied to potential people and vital information can be obtained in detail and well explained from doctors and Nurses. This was employed because the researcher wants to gather professional and technical information from key informants such availability of hospital supplies and equipment, working ambulance, how frequency they got training, the components of reproductive and child health clinic, availability of blood to be donated and how they detect danger sign as early as possible once the mother alive in the hospital.  

3.7.1.2 Questionnaire

According to (Formplus, 2020) Questionnaire is the research instrument that consists of s set of questions or other types of prompts that aim to collect information from respondent. The self-administered questionnaires used contain both open ended questions that allow the respondents to provide adequate information and closed ended questions that enable the respondents to answer the questions upon the requirement of the study. This questionnaire collected information to mothers who has previous history of eclampsia puerperal sepsis, postpartum haemorrhage, maternal nutritional status, previous use of contraception, mothers age, occupational status, level of education and availability of hospital equipment as well as staff redness. 
This method was used since it is the most flexible tool in studying respondent’s perception and opinions as it possesses peculiar advantage over other tools in obtaining both qualitative and quantitative information (Formplus, 2020). However, the study employed KOBO Tool Box to spread questionnaire among respondents. It is a free open source tool for mobile data collection, available to all, it allows you to collect data in the field using mobile devices such as mobile phones or tablets as well as with paper or computers. This tool was used because it saves time and easily to administer questionnaires results than the printed papers. 
3.7.2 Secondary Data

According to (Formplus, 2020) this is the data that has already been collected through primary source and made readily available for researcher to use for their own research. This research is going to employ documentary review method of collecting secondary data.

3.7.2.1 Documentary Review
Documentary review in this study was used in order to collect secondary data related to subject matter. Documents to be reviewed in this study was women’s files from the hospital, different books, journals, government report, magazine, newspaper, electronic, media and internet which included social demographic characteristics of the women while the DHIS2 was used to track the record of attended mothers at the facility. Secondary data has an advantage of saving time and money as it uses the data that is already available and at the same time as a big amount of data can be analyzed without additional cost especially in recent years when internet is accessible to everybody (Ghauri, 2005).Do to this, someone can get a huge amount of information by a single click.
3.8 Data processing, Analysis and Presentation
Quantitative data was collected, coded and analyzed using Statistical Package for Social Science (SPSS) version 26. Data were analyzed using descriptive statistics including percentages, mean, standard deviations minimum and maximum values; which was presented in forms of tables and figures. However the study employed bivariate regression analysis using Ch-Square test to measure relationship between variables (Incidence factors; Demographic and biological factors; and Hospital equips and readiness)  to determine basic factors for maternal mortality among women admitted at Mwananyamala Regional Referral hospital in Dar es salaam. Qualitative data was systematically classified into meaningful themes, categories and aspects and then quantified into numerical values and used to triangulate the results obtained from questionnaires. 
3.8.1 The Bivariate Regression Analysis
This is the mathematical presentations that indicate the relationship between dependent variable and one independent variable (predictor).  It indicates the extent to which the dependent variable can be predicted by knowing the value of the independent variable. Bivariate regression analysis was used to predict individual level association between dependent variable (maternal status after delivery) with independent variables.
(Y=1) = β0 +βX+µ
Whereby Y = is the dependent variable, the parameters β0 and β are the coefficients which are unknown and are to be estimated. X is the independent variable, and µ is a random error, which is the amount of variation in Y not accounted for by the linear relationship. 
Y=1 is the possibility of Maternal Status of being alive, while vice-versa is Y=0 


3.8.2 Chi-Square Test (Χ2)
Further analysis was conducted to measure the correlation between dependent and independent variable; where Chi-Square test was employed in this analysis. Chi-Square is the statistical analysis compares two or more statistical data sets that consists with variables distributed across various categories. 
X2 equation
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Where

Oi= Observed value (actual value)

Ei = Expected value 

The Chi-Square was used to estimate individual association between maternal status after delivery and independent variables. 
3.8.3 Models Assumptions

1st Assumption: in Cronbach’s Alpha test of liability, the coefficients closer to 1.0, implied the greater internal consistency of the items variables in the scale thus indicates a good internal consistency of the items in the scale, therefore data was good for analysis and interpretation.

2nd Assumption: In Chi-Square table, P-values of independent variables should be between p≤0.05-0.000 implying statistically significant relationship between variables thus accepting alternative Hypotheses.
3.9 Reliability and Validity
3.9.1 Reliability

To test reliability of the study, the pilot study was conducted to pre-test the instrument ability and accuracy to get the needed information. After doing so, all ambiguous question on collecting data sheet was reframed.  Due to the assumption Cronbach’s Alfa on standardized items below 45% indicates poor internal consistence of the variables, while between 45% and 75% indicates good while above 75% is excellent internal consistence. The table below indicates the Cronbach’s Alpha Based on standardized items is 53% which indicates good internal consistence of the measurement; therefore, data were good for further analysis and interpretation. 

Table 3.1: Reliability Statistics
	Cronbach's Alpha
	Cronbach's Alpha Based on Standardized Items
	N of Items

	.427
	.534
	32


Source: Data Analysis, (2021)
3.9.2 Validity

A valid measure is the one that measures what it is supposed to measure. Information and data to be collected through questionnaire and interviews were valid with facts. Respondents were asked questions related to the objectives of the study. Not only that, but also the researcher was constructed validity by providing abstraction of data forms to obstetricians to review the item, so to review each question and providing opinion on whether the items covered the research objectives. The researcher tested the validity of the study using KMO, where the sampling adequacy of data was 58.8% which indicates good measure of data and appropriate for analysis because it was both greater than 50% and statistical significance at 0.05 level because its P-Value of 0.000 was very smaller than 0.05. 
	KMO and Bartlett's Test

	Kaiser-Meyer-Olkin Measure of Sampling Adequacy.
	.588

	Bartlett's Test of Sphericity
	Approx. Chi-Square
	784.317

	
	Df
	406

	
	Sig.
	.000


Table 3.2: Validity statistics
Source: Data Analysis, (2021)
3.10 Ethical Consideration
Ethics is defined as a method, procedure or perspective for deciding how to act and for analyzing complex problems and issues and ethics focuses on the discipline that study standards of conduct, such as philosophy, theology, law, psychology, or sociology. The researcher ensured freedom by seeking consent from respondents that the data collected or information provided by respondents were used only for the study not otherwise and ensure that their participation in this study is voluntarily. Anonymity of respondents: Anonymity which essentially means that the participant remained anonymous throughout the study even to the researchers themselves, clearly, the anonymity standard is a stronger guarantee of privacy
The researcher was preserved confidentiality which includes obligations to protect information from unauthorized access, use, disclosure, modification, loss or theft. Fulfilling the ethical duty of confidentiality is essential to the trust relationship between researcher and participant, and to the integrity of the research project After data analysis and presentation feedback was provided to respondents on the outcomes or their responses.
CHAPTER FOUR

PRESENTATION OF FINDINGS
4.1 Synopsis 

This chapter presents the findings of the study on assessment of factors contributing to maternal mortality; a case of Mwananyamala Regional Referral Hospital. Data were collected from 114 mothers admitted at Mwananyamala Regional Referral Hospital; where questionnaires were deployed and their clinical cards were reviewed. Also, a total of 12 attendants of the facility were interviewed. The chapter presented as the means of confirmation of the fulfilment of the study objective and basis of making discussion, conclusion and giving out recommendation.
4.2 Respondents Demographic Data

4.2.1 Mothers’ Age Group
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Figure 4. 1:  Mothers’ Age Group

Source: Data Analysis, (2021)

Based on these study findings, age of mothers who participated in this study was the basis of understanding the factors contributing to maternal mortality at Mwananyamala Regional Referral Hospital (MRRH). The figure below indicates that; majority of mothers’ informants amounting to 55.9% were aged between 18-27 followed by 7.8% aged between 28-37, and 5.4% aged above 38 years while only 0.9 were aged below 18 years. This indicates that, this study was dominated with adult/matured respondents. 

4.2.2 Mothers’ Marital Status

Based on the study results, large proportional of mothers which is above two third reported as married while few than one third were single. See the figure 4-2 below. 
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Figure 4.2: Mothers’ Marital Status
Source; Data Analysis, (2021)

4.2.3 Mothers’ Occupation Status

The figure 4-3 indicates that, majority of mothers responded to this study amounting to 37.2% were self-employed or informal employed, followed by 25.7% who were employed in a formal job, 19.5% were home mothers and only 17.7% were farmers. This defines that, most of maternity women admitted at Mwananyamala Referral Hospital are self-employed or engaged in informal employment.
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Figure 4.3: Mothers’ Occupation Status

Source; Data Analysis, (2021)

4.2.4 Mothers’ Education Level
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Figure 4.4: Mothers’ Education Level

Source; Data Analysis, (2021)

Based on this study findings, mothers with post-secondary education level were 33%; 38% primary education level, whereas, secondary education level were 25% and only 4% did not attend to school. This indicates that, large proportional of mothers responded to this study had more than basic education level. This indicates that women admitted at Mwananyamala Maternal Hospital have basic education levels thing which prove their ability to understand instructions, guidance and directives from the attendants.

4.3 Factors Contributing to Maternal Mortality
The researcher analyzed relationship between dependent variable (maternal mortality) and independent variables (Demographic data, Risk factors and Hospital equips) using Pearson Chi-Square test with 95% confidence level and 0.05 level of significance. Each variable contained sub variables, therefore the analysis carried out in grouped level followed by individual level for each respective variable. The result is presented on the Table 4.1.
Table 4.1: Factors Contributing to Maternal Mortality
	
	Chi-Square 
	df
	Asymp. Sig. (2-sided)

	Demographic Data
	12.171a
	9
	.204

	Incidence Factors
	105.324
	49
	.000

	Hospital Equip
	18.424
	10
	.048

	N of Valid Cases
	114
	
	


Source; Data Analysis, (2021)
4.3.1 Incidence Factors of Maternal Death at Mwananyamala Regional Referral Hospital

The first objective of the study was to identify incidence factors of maternal death at MRRH; According to the result in Table 4-1 the incidence of maternal mortality rate at MRRH is 0.09% for the 2021 year; where a total of 7449 mothers were attended at the facility, out of them 7 discharged died due to several reasons including; cardiomyopathy to septic shock, hypovolemic shock, amniotic embolism, cardiac arrest due to hypovolemic shock due to DIC, pulmonary oedema secondary to eclampsia, pre-eclampsia with help syndrome and hypovolemic shock due to Postpartum hemorrhage-(PPH- heavy bleeding after delivery).
Gravidity                                 

Table 4.2: Gravidity
	Variables
	Categories
	%
	Discarded alive

proportional
	Chi-Square
	df
	Asymp.

Sig. (2-sided)

	GRAVIDITY
	Once
	34.2
	92.3
	22.885
	8
	.004

	
	Twice-thrice
	41.2
	95.7
	
	
	

	
	Fourfold and above
	24.6
	92.9
	
	
	


Source; Data Analysis, (2021)
According to the result as indicated in Table 4-2; Mothers gravidity (number of time mothers have been pregnancy) had Chi-square of 7.381 with its P-Value of 0.025 smaller than 0.05 significance level. Indicating that there is statistical association between maternal mortality and mothers’ gravidity at MRRH. Basing on descriptive statistics, Majority of mothers responded to this study amounting to 38.4% (2.2% of them discharged died) aggravated twice to thrice followed by those who aggravated once amounting to 30.5% (2.7% of them discharged died) and 25.2% fourfold and above (16.1% of them discharged died). Therefore, the large number of mothers who died (16.1%) had aggravated fourfold and above. This indicates that, the more the gravidity of the mothers the higher the risk of being discharged dies at MRRH.  Also (Mussa, 2017) found that number of mothers have been pregnancy were statistically significant associated with maternal mortality.

Para/Parity         

According to the result (Table 4.3.), mothers’ parity (number of mother’s actual birth) had Chi-Square of 9.582 with its P-Value of 0.008 indicating statistical association with maternal mortality at MRRH. It is also found that; large proportional of responded mother amounting to 36.9% had once previously active birth (none of them discharged died) while 34.3% of mothers had twice to third active birth (4.9% of them discharged died) and 22.8% of mothers had fourfold and above parity (17.9% of them discharged died). 
Table 4.3: Para/Parity
	Variables
	Categories
	%
	Discarded alive

proportional
	Chi-Square
	df
	Asymp.

Sig. (2-sided)

	PARITY
	Once
	41.2
	93.6
	7.574
	2
	.023

	
	Twice-thrice
	37.7
	90.7
	
	
	

	
	Fourfold and above
	20.2
	100
	
	
	


Source; Data Analysis, (2021)      
The findings indicates that, the higher the number of mother’s actual birth, the higher the risk of being discharged dies at MRRH. This result is supported by the literature, stating that; the higher the parities the higher maternal mortality rate and otherwise true (Aimable M. et al., 2017; Mpembeni, 2014). This result is in line with the study of (Mussa, 2017) which found that, maternal mortality death increased with parity and the highest maternal death s were reported to two to four parities.

Contraception use  

It has been found that (Table 4.4) the use of contraception among mothers is statistically significant associated with maternal mortality at MRRH because it has a Chi-Square of 4.612 with its P-Value of 0.032 which is very smaller than 0.05 significance level. It is also found that large proportional of mothers responded to this study amounting to 51.5% have previous used contraception before (1.6% of them discharged died) while 44.5% have never used (11.3% of them discharged died). This indicates that, neglecting contraception usage among mothers is more likely to cause maternal death than otherwise.
Table 4.4: Contraception Use
	Variables
	Categories
	%
	Discarded alive

proportional
	Chi-Square
	df
	Asymp.

Sig. (2-sided)

	CONTACEPTION

USE
	NO
	71.9
	97.6
	6.944
	1
	.018

	
	YES
	28.1
	84.4
	
	
	


Source; Data Analysis, (2021)
Pre-Disorders
It has been found that (Table 4-5) Pre disorders amongst maternity mothers has statistically significant relationship with the maternal mortality because its Chi-Square was 11.025 with its P-Value of 0.001 which is very smaller than 0.05 level of significance. Moreover, it was been discovered that, amongst respondent mothers large proportional amounting to 57.6% had non pre disorders (none of them discharged died) while 38.4% reported otherwise (15.2% of them discharged died). This meaning that, having pre-disorders among mothers increases the risk of being discharged died at MRRH

Table 4.5: Pre-Disorders
	Variables
	Categories
	%
	Discarded alive

proportional
	Chi-Square
	df
	Asymp.

Sig. (2-sided)

	PRE-DISORDERS
	NO
	59.6
	100
	11.025
	1
	.001

	
	YES
	40.4
	84.4
	
	
	


Source; Data Analysis, (2021)
Sexual Transmitted Diseases (STDs)
It was reviled that (Table 4-6); STDs has statistical influence on the maternal status of the mother after delivery this shown by Chi-Square of 26.321 which has a P-Value of 0.000 which is very smaller than 0.05 level of significance. Foremost, data shows that, large proportional of maternity mothers amounting to 93.6% did not contaminated with sexual transmitted diseases (3.7% of them discharged died), while very few amounting to 2.4% reported otherwise (60.0% of them discharged died). Therefore, this indicates that, being contaminated with STDs will increase the change of maternity mother being discharged died at MRRH than otherwise.

Table 4. 6; Sexual Transmitted Diseases (STDs)
	Variables
	Categories
	%
	Discarded alive

proportional
	Chi-Square
	df
	Asymp.

Sig. (2-sided)

	SEXUAL TRANSMITTED

DISEASES
	NO
	95.6
	96.3
	26.321
	1
	.000

	
	YES
	4.4
	40.0
	
	
	


Source; Data Analysis, (2021)
Admission Condition
According to the result in table 4.7, majority of the respondent mothers amounting to 43.9% was admitted with stable condition (none of them reported died) followed by 25.4% who had fair condition (none of them discharged died) while 21.9% had sick condition (4% of them died) and 8.8% had critical condition (60% of them discharged died). Therefore, this indicates that, the critical the mothers’ condition during admission time, the higher the possibility of being discharged died. This is supported by the study of (Mussa, 2017) majority of respondents were admitted in maternity wards with stable condition. Also (Mussa, 2017) found that condition during admission was statistically significant associated with maternal mortality. 
Table 4.7: Admission Condition
	Variables
	Categories
	%
	Discarded alive

proportional
	Chi-Square
	df
	Asymp.

Sig. (2-sided)

	Admission

condition
	critical
	4.4
	80
	11.31
	3
	.010

	
	Sick
	25.4
	82.8
	
	
	

	
	Fair
	25.4
	100
	
	
	

	
	Stable
	44.7
	98
	
	
	


Source; Data Analysis, (2021)

Table 4. 8 Descriptive Statistics- Admission Condition
	Descriptive Statistics- Admission Condition

	
	N
	Minimum
	Maximum
	Mean
	Std. Deviation

	Admission Condition
	114
	2.00
	5.00
	4.1053
	.93476

	Valid N (listwise)
	114
	
	
	
	


Source; Data Analysis, (2021)

Obstetric History 
Basing on this study data table 4-9, bad obstetric history has statistically significant relationship with the maternal mortality status after delivery because it’s Chi-Square of 86.527 has P-Value of 0.000 very less than 0.005 significance level. It has been found in this study that, large proportional of mothers admitted at MRRH amounting to 91.9% had at least one of obstetric history (6.5% of them discharged died). While very few amounting to 4.1% reported otherwise who amongst them, none have died. This indicates that, mothers with at least one obstetric history are more at risk of being discharged died than otherwise. This finding is same as of (Mussa, 2017) who found that among obstetric factors puerperal sepsis had significant higher risk of death than others. The most common obstetric history amongst maternity mothers admitted at MRRH including Eclampsia, Pre-eclampsia, PPH Trauma and Abruption Placenta.
Table 4.9: Obstetric History
	Variables
	Categories
	%
	Discarded alive

proportional
	Chi-Square
	df
	Asymp.

Sig. (2-sided)

	 BAD   OBSTETRIC HISTORY
	Non
	6.1
	100
	86.527
	8
	.000

	
	Yes


	93.9
	96.3
	
	
	


Source; Data Analysis, (2021)
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Figure 4.5: Incidence  Factors

Obstetric History Continues

The researcher also wanted to know the proportional for each obstetric history among mothers admitted at MRRH labor ward; and the following results were revealed. Majority of mothers admitted at MRRH amounting to 50.9% and 48.2% had experienced Eclampsia and Pre-eclampsia respectively; followed by mothers with PPH Trauma history amounting to 39.5%, 34.2% of mothers experienced Abrutio Placenta, 26.3% experienced Non-PPH Trauma; 25.4% of mothers experienced Anesthetic Complication; while 15.8% of mothers experienced Placenta Previa whereas, only11.4% and 9.6% of mothers experienced obstructed labour (malposition/mal presentation and Pelvic Abnormality respectively). See the figure 4-6 
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Figure 4.6: Incidence  Factors

Source: Data Analysis, (2021)
It was found that mothers with at-least more than one previous bad obstetric history have more risk of being discharged died at MRRH than otherwise. This was supported during interview with maternal ward attendants who reported that;

“…. we usually have problems like PPH and eclampsia and many other complications at this facility, but we are capable of managing them. The facility has significant equipment to minimize the risk of death to mothers” LR1
“…. Most of this problem has a very early indicator, the problem is our clinic centers are overloaded with the number of pregnancy women. Very few staffs attending hundreds of women daily, therefore they overlook some important procedures hence hard to notice early sign of a problem….”.TR3 
“…most of risk conditions among mothers can be handled by reporting their indicators early so the midwives and other attendants could prepare any significant equips to rescue mothers’ life”AR1

Similarly, to (Pembe, 2019) risk causes of maternal deaths were classified in 69.5% of the maternal deaths; such causes included, preeclampsia/eclampsia which was the major cause (19.9% of all deaths), followed by post-partum hemorrhage (14.9%), abortion complications (9.9%) and sepsis (9.2%). Among the indirect causes anemia was the leading cause (11.3%) of all deaths, followed by HIV/AIDS (9.9%). Substandard care factors contributing to deaths were identified in 116 (82.3%) of all cases. Among these 28 had patient factors only, 71 medical service factors while 17 had both patient and medical service substandard care factors. Therefore, Hypertensive disorders of pregnancy, postpartum hemorrhage and anemia are the leading causes of maternal deaths in this institution.

4.2.2 Demographic and Biological Factors

The second objective of the study was to identify variations of maternal health problem in regards to demographic and risk factors at MRRH; the study employed bivariate regression analysis using Pearson Chi-Square test with 95% confidence level and 0.05 level of significance. However, the descriptive statistics was used to triangulate the results. The following results were discovered.

Occupation

Occupation Status of the mother had a Chi-Square of 14.314 and it’s P-Value of 0.003 which is less than 0.005 level of significance, indicating that there is significant statistical association between occupational status and maternal status of a mother after delivery. See the table 4-10; furthermore, descriptive statistics indicates that; Majority of the respondent mothers amounting to 35.4% were self-employed of informal employment (of whom 4.8% discharged died) followed by 27.4% who were employed in formal works (none of them reported died); 19.5% were just home mothers (22.5% discharged died) and 17.7% were farmers who none reported died. This indicates that, being a home mother and informal employment is at higher risk of mothers discharged died at MRRH than otherwise
Table 4.10: Occupation

	Variables
	Categories
	Percentage
	Chi-Square
	df
	Asymp.

Sig. (2-sided)

	OCCUPATION
	Home mother
	19.5
	14.314
	3
	.003

	
	Famer
	17.7
	
	
	

	
	Employed  formally
	27.4
	
	
	

	
	Self employed
	35.4
	
	
	


Source; Data Analysis, (2021)
Education Level
It has been found that (Table 4-11.) Education level among maternal mothers had statistically significant influence to maternal mortality rate at MRRH because its Ch-Square was 10.846 with its P-Value of 0.013 which is very smaller than the significance level of 0.05. basing on descriptive statistics, majority of mothers amounting to 33.3% had primary level of education (11.6% out of them discharged died), followed by 33.3%of the respondent who had post-secondary educational level, among them none have discharged died, while 30.74% of the respondents had secondary education (none reported died); whereas, 2.6% of the respondents had not attended to school (40.0% of them reported died). This indicates that, mothers with lower level of education are more likely being discharged died than otherwise. 
Table 4. 11: Education Level
	Variables
	Categories
	Percentage
	Chi-Square
	df
	Asymp.

Sig. (2-sided)

	EDUCATION

LEVEL
	Not attended
	2.6
	10.846
	3
	.013

	
	Primary
	33.3
	
	
	

	
	Secondary
	30.7
	
	
	

	
	Post-Secondary
	33.3
	
	
	


Source; Data Analysis, (2021)
Marital Status
It has been found that, mothers’ marital status is statistically significant influence mothers’ maternal status at MRRH because its Chi-Square id 5.814 with its P-Value of 0.028 which is smaller than the significance level of 0.05. however, its descriptive statistics indicates that, majority of mothers amounting to 69.3% had married (only 2.5% of them reported died) while 30.7% of mothers were non-married whether single, or divorced or widowed or separated (14.3% of them discharged died) this indicating that, maternity mothers with no marriage had higher risk of being discharged died at MRRH than otherwise. Supply of maternal health services across stages of pregnancy (from seeking care to delivery) and quality of service and other factors such as marital status during pregnancy significantly contributes to maternal mortality (Shabani, 2018)
Table 4.12: Marital Status
	Variables
	Categories
	Percentage
	Chi-Square
	df
	Asymp.

Sig. (2-sided)

	MARITAL STATUS
	Single
	30.7
	5.184
	1
	.028

	
	Married
	69.3
	
	
	


Source; Data Analysis, (2021)
Age Group

Mothers’ age group had statistical significance association with the maternal molarity rate at MRRH, due to its Chi-Square of 35.62 with its P-Value of 0.082 is greater than 0.05.which is insignificant. However, the descriptive statistics indicates that, majority of mothers attended at MRRH amounting to 55.9% aged between 18-27 years of age (1.7% of them discharged died). While, 37.8% of the responded mothers aged between 28-37 years (none was reported died). 38 and above years’ mothers were 5.4% (60% of them discharged died), whereas, below 18% were 0.9% and none of them reported died.  This indicates that, as age of mother is increasing the rate of maternal death also increase than otherwise. This result was supported by the study of (Massawe, 2019) which found that the risk of maternal dearth is higher for the older woman than younger woman. However, one of the interviewee attending at the theatre reported that; 
“The only reason one can count age as unsafe matter during mother delivering is because of two things, one the staffs ourselves and management in general, because every problem leading to maternal death in the facility have indicative signs and ways to solve them. We are the reason they die not age and other issues you mentioned…….” 
Table 4.13: Age Group
	Variables
	Categories
	Percentage
	Chi-Square
	df
	Asymp.

Sig. (2-sided)

	AGE GROUP
	Below 18
	0.9
	35.62
	25
	.082

	
	18-27
	55.9
	
	
	

	
	28-37
	37.8
	
	
	

	
	38 and above
	5.4
	
	
	


Source; Data Analysis, (2021)
4.2.3 Essential Medical Equipping and Staff Capacity Necessary to provide Safe Motherhood available

The last objective of the study was to find out availability of essential medical equips and facility readiness necessary to provide safe motherhood; and the following results were revealed. The result is presented in the following sections. Mode of Delivery: It was being observed that, mode of delivery statistically determines maternal mortality because it has Chi-Square of 43.814 with its P-Value of 0.000 which is very smaller than 0.05 significance level. Accordingly, large proportional of mothers amounting to 83.3% delivered by spontaneous vertex (normal), 98.9% of them discharged alive. 1.8% of mothers delivered by Hysterectomy none of them discharged alive. 7.9% of mothers delivered by Vacuum extraction 77.8% of them discharged alive. 7% of mothers delivered by breach, 75% of them discharged alive.  
Table 4.14: Mode of Delivery
	Variables
	Category
	Percentages
	Discharged Alive Proportional
	Chi-Square
	df
	Asymp. Sig. (2-sided)

	Delivery Mode
	Spontaneous vertex delivery
	83.3
	98.9
	43.814
	3
	.00 0

	
	Hysterectomy
	1.8
	0
	
	
	

	
	Vacuum extraction
	7.9
	77.8
	
	
	

	
	Breech delivery
	7
	75
	
	
	


Source; Data Analysis, (2021)
Attending Personnel
The research statistics indicates that, personnel attending mother during delivery is statistically significant related to maternal mortality because its Chi square was 16.062 with its P-Value of 0.007 less than 0.05 significance level. On the other hand, large proportional of mothers amounting to 15.8.% attended by nurses 88.9% of them discharged alive. Followed by obstetricians by 23.7% where 88.9 among them discharged alive. Thereafter Medical attendant attended 42.2%, 60% among them discharged alive. Medical Doctors attended 9.6% of mothers where 100% discharged alive. While assistant medical officer attended only 4.4% mothers, amongst them 88.9% discharged alive. Also (Mussa, 2017) found that Medical attendant was statistically significant associated with maternal mortality. 
Table 4.15: Medical Attendants
	Variables
	Category
	Percentages
	Discharged Alive Proportional
	Chi-Square
	df
	Asymp. Sig. (2-sided)

	ATTENDING PERSONEL
	Medical attendant
	41.2
	60
	16.062
	5
	.007

	
	Medical Doctors
	9.6
	100
	
	
	

	
	Asst.Medical officer
	4.4
	88.9
	
	
	

	
	Nurses
	5.3
	100
	
	
	

	
	Obstetrician
	23.7
	88.9
	
	
	


Source; Data Analysis, (2021)
Referral Status                        

According to the Chi-Square test, Referral status had a value of 14.681 with its P-Value of 0.000 which is very smaller than 0.05, indicating that, referral status is statistically significant relating to maternal mortality at MRRH. Basing on these findings large proportional of mothers admitted at MMRH maternal wards amounting to 93% was not referral, among them 96.2% discharged alive. However, only 7% of mothers admitted at MRRH maternal wards was a referral while among them 62.5% discharged alive. According to (Aimable M. et al., 2017) delay in referrals, diagnosis and management of emergency obstetric cases were the most prominent contributors affecting the provision of appropriate and timely care by healthcare providers.
Table 4.16:Referral Status
	Variables
	Category
	Percentages
	Discharged Alive Proportional
	Chi-Square
	df
	Asymp. Sig. (2-sided)

	REFERRAL 

STATUS
	No Referral
	93
	96.2
	14.681
	1
	.000

	
	Referral
	7
	62.5
	
	
	


Source; Data Analysis, (2021)
Training Attendance
It was found that trainings among maternal ward staff is statistically significant related to maternal mortality because of the Chi-Square value of 5.045 with its P-Value of 0.025 less than 0.05 significance level. Furthermore, 59.6% of mothers’ attended by staff who did not attended trainings in nearly a year however discharged 89.7% of mothers alive. While 40.4% of mothers attended by staffs who attended training recently and 100% of the attended mother discharged alive.  In additional it was being argued by the study on facility based maternal death review from Malawi accounted that for 69.8% maternal death caused by inadequate resuscitation among health workers followed by inappropriate mentoring and delay in management (Cham, 2005).
Table 4.17: Training Attendance
	Variables
	Category
	Percentages
	Discharged Alive Proportional
	Chi-Square
	df
	Asymp. Sig. (2-sided)

	TRAINING
	None
	59.6
	89.7
	5.045
	1
	0.025

	
	Yes
	40.4
	100
	
	
	


Source; Data Analysis, (2021)
Working Ambulance
Basing on Likert scale criteria for ordinal measurement of data (as shown in appendix 1) where for this sub variable has four level of order from 0 to 3 where; 0= Not available (0.00<mean<0.75); 1=sometimes available (0.75<mean<1.50); 2=available but not sufficient(1.50<mean<2.25); 3 available (2.25<mean<3.00). The result on table 4-1 8 shows that Working ambulance had mean of 2.465 lies on the interval of 2.25<mean<3.00 with the ordinal value of 3 which indicates that at MRRH there is available working ambulance. According to (Essendi, H., Mills, S. and Fotso, J., 2011) inadequate equipment’s in the facility, communication and transport challenge and inaccessibility to referrals are statistically associated with maternal mortality. Summarily to the study of (Shabani, 2018) which found that, supply of maternal health services across stages of pregnancy (from seeking care to delivery) and quality of service
Table 4.18: Working Ambulance
	Variables
	Category
	Percentages
	Chi-Square
	df
	Asymp. Sig. (2-sided)

	Working Ambulance
	Not available
	0.9
	14.916
	3
	.00 2

	
	Sometimes available
	8.8
	
	
	

	
	Available but not sufficient
	33.3
	
	
	

	
	Available
	57
	
	
	


Source; Data Analysis, (2021)
Quality Antenatal Care
According to Likert scale criteria in appendix 1, this sub variable had three level of order from 1 to 3 where; 1=bad (1<mean<1.67); 2=fair (1.67<mean<2.33); and 3= very good (2.33<mean<3). The results on table 4-19 shows that, quality antenatal care had a mean of 1.93 which lies on the interval of 1.67<mean< 2.33 with the ordinal value of 2 indicating that quality antenatal care at MRRH is fair. One of the key informants reported that;

“…quality of health care services influences reproductive health as it determines utilization rates; availability of qualified medical personals, equips, essential drugs and stores contributes to maternal death….”
Table 4.19: Quality Antenatal Care
	Variables
	Category
	Percentages
	Chi-Square
	df
	Asymp. Sig. (2-sided)

	QUALITY     OF ANTENATAL CARE
	Bad
	18.4
	14.066
	2
	.00 1

	
	Fair
	70.2
	
	
	

	
	Very good
	33.3
	
	
	


Source; Data Analysis, (2021)
Hospital Supplies
According to Likert scale criteria in appendix 1, this sub variable had three level of order from 1 to 3 where; 1=Not satisfiable (1<mean<1.67); 2= somehow satisfiable (1.67<mean<2.33); and 3= Satisfiable (2.33<mean<3). The result indicates that, hospital supplies at MRRH has mean of 1.77 which lies on the criteria interval of 1.67<mean<2.33 with the ordinal value of 2 indicating that hospital supplies at MRRH is somehow satisfactory. In additional it has been argued by the study of (Cham, 2005) on facility supplies based maternal death review that maternal death caused by inadequate resuscitation among health workers followed by inappropriate mentoring and delay in management. 
In adequate of maternal health services across stages of pregnancy (from seeking care to delivery) and quality of service and other factors such as marital status during pregnancy significantly contributes to maternal mortality (Nswilla. & Mbaruku, 2018), Similarly, to (Pembe, 2019) The common factors from the woman’s side included delay in seeking care (73.3%) and complete lack of antenatal care (11.1%). Of the medical service factors, inadequate (26.1%) or no blood for transfusion (19.3%), delay in receiving treatment (18.3%) and mismanagement (17%) were the common factors.
Table 4.20: Hospital Supplies
	Variables
	Category
	Percentages
	Chi-Square
	df
	Asymp. Sig. (2-sided)

	HOSPITAL

SUPPLIES
	Not satisfiable
	41.2
	6.209
	
	.045

	
	Somehow satisfiable
	40.4
	
	
	

	
	Satisfiable
	18.4
	
	
	


Source; Data Analysis, (2021)
Table 4.21: Descriptive Statistics- Hospital Equips and Readiness
	
	N
	Minimum
	Maximum
	Mean
	Std. Deviation

	Working Ambulance
	114
	.00
	3.00
	2.4649
	.69358

	Quality Antenatal Care
	114
	1.00
	3.00
	1.9298
	.54398

	Hospital Supplies 
	114
	1.00
	3.00
	1.7719
	.74114

	Valid N (listwise)
	114
	
	
	
	


Source; Data Analysis, (2021)
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Figure 4.7: Hospital Equips and Readiness

According to the study result, hospital equips and readiness has statistically significant association with maternal mortality in both individual and grouped level. Mother who attended by recently trained attendants are more likely to be discharged alive than otherwise however mothers who attended by not recently trained attendants have higher possibility of being discharged died; One of the medical attendants added on this during interview that;

“Before the COVID-19 outbreaks we had frequently trainings at our facility and outdoors, but this then some of us we did not attend any training more than a year now.”

It is also found that at MRRH there is available working ambulance to facilitate patient conveyance in and out the facility and it was found that the facility quality antenatal care is fair while hospital supplies are somehow satisfiable.  This result is similar to the study of (Mussa, 2017) who found that women who attended by medical attendant had more risk of dying than being attended by other skilled medical personnel Study of (Pembe, 2019) found that lack of facility supplies which led to delay in treatment was the common factor for example no blood for transfusion and mismanagement. 
While study of (Aimable, et al., 2017) found that delay in care-seeking and arrival at facility, provision of suboptimal care, delay in seeking adequate care was commonly characterized by difficulties in recognizing or reporting pregnancy-related danger signs. Also, (Cham, 2005) found that delay in referrals, diagnosis and management of emergency obstetric cases were the most prominent contributors affecting the provision of appropriate and timely care by healthcare providers maternal death caused by inadequate resuscitation among health workers followed by inappropriate mentoring and delay in management.  According to (Essendi, 2011) inadequate equipment’s in the facility, communication and transport challenge and inaccessibility to referrals are statistically associated with maternal mortality. This was supported by the interviewee, who reported that; 

“…. the problem only comes when we need to blood transfuse the patient following the lost during the operation, but the bureaucracy of taking blood from the laboratory bank is high to the extent of wasting time, this causes many deaths here at theatre room…” TR2

CHAPTER FIVE

SUMMARY, CONCLUSION AND RECOMMENDATION

5.1 Summary

This chapter intends to provide a summary and conclusion from the findings of the study conducted to assess the factors contributing to maternal mortality at Mwananyamala Regional Referral Hospital in Dar es Salaam, Tanzania; which offer referrals from all over Kinondoni and Ubungo municipalities and nearby areas. The first objective of the study was to determine variation of maternal health problem in regards to demographic and biological factors. The second objective of the study was to identify risk factors associated with maternal mortality at MRRH. The last objective of the study was to find out availability of essential medical equips and facility readiness necessary to provide safe motherhood

This study employed descriptive research design and adopted both probability and non-probability sampling.  Data were collected from 12 key informants of the research purposefully selected from maternal ward in the facility which was staffed by doctors, clinic officer, midwifes assistance and auxiliary midwives; as well as 114 the patients (maternity mothers) who has been admitted at the facility. Dependent variable was maternal mortality and independent variables were Demographic and Risk factors and intervened by Hospital facility readiness; however, each dependent variable has a list of sub variables. 
The findings reviled that, most of maternal mortality at MRRH were caused by preventable causes, the study results show that, among other listed factors (demographic and risk factors; and facility readiness) MRRH staff capacity were overloaded with the number of maternity mothers admitted; where the facility had only 31 ANO, 14 Nurses and Medical attendant; while there was 5 gynecologists, 4 Medical doctors and AMOs doctors who on average attended 620 mothers in a month.

5.2 Conclusion
5.2.1 Incidence of Maternal Mortality Rate at MRRH
Incidence of maternal mortality rate at MRRH is 0.09% for the 2021 year; where a total of 7449 mothers were attended at the facility, out of them 7 discharged died due to several reasons including; cardiomyopathy to septic shock, hypovolemic shock, amniotic embolism, cardiac arrest due to hypovolemic shock due to DIC, pulmonary oedema secondary to eclampsia, pre-eclampsia with help syndrome and hypovolemic shock due to PPH.

5.2.2 Variations of Maternal Health Problem in regards to Demographic and Risk Factors at MRRH

It was found that; there is statistically significant strong association between mothers’ gravidity, parity, contraception usage among mothers, pre-disorders, contaminated with STDs, condition during admission, obstetric history, employment status, level of education, marital status and age of mother with maternal mortality at MRRH; where, the more the gravidity of the mothers the higher the risk of maternal death; the higher the number of mothers actual birth, the higher the risk of maternal death; neglecting contraception usage among mothers is more likely to cause maternal death; having pre-disorders among mothers increases the risk of maternal death; being contaminated with STDs will increase the change of maternal death; the critical the mothers’ condition during admission time, the higher the possibility of maternal death; mothers with at least one obstetric history are more at risk of maternal death; being a home mother and unformal employment is at higher risk maternal death; mothers with lower level of education are more likely being discharged died; maternity mothers with no marriage had higher risk of maternal death; and as age of mother is increasing the rate of maternal death also increase than otherwise.
5.2.3 The Essential Medical Equipping and Staff Capacity Necessary to Provide Safe Motherhood Available
According to the study result, hospital equips and facility readiness has statistically specifically, mode of delivery, personnel attending mother during delivery, referral status, trainings among maternal word staff, working ambulance, quality antenatal care and hospital supplies were statistically significant associated with maternal mortality at MRRH at individual level. Mother who attended by recently trained attendants are more likely to be discharged alive than otherwise however mothers who attended by medical officer have higher possibility of being discharged died. It is also found that at MRRH there is available working ambulance to facilitate patient conveyance in and out the facility and it was found that the facility quality antenatal care is fair while hospital supplies is somehow satisfiable. 
5.3 Recommendation

This section covers suggestion which will help the hospital management, government, policy makers as well as other stakeholders to reduce maternal mortality rate at Mwananyamala Regional referral hospital. Basing on this study finding; maternal mortality is a result of risk factors therefore referring centers as well as MRRH should be equipped with knowledge to detect risk factors at early stage so as to help recovering and safer preparation in delivery stages specifically to detect signs for eclampsia, pre-eclampsia and PPH which found to be the most maternal death causative. 
Sufficient and effective financing mechanisms for obstetric and newborn services should be established under the supervision of the government to ensure access to quality RCH care and strengthen the organization of that care. These mechanisms should include sufficient overall funding for needed services; the appropriate incentives for providers and for women to deliver at a certified facility capable of providing optimal care and to reduce unnecessary or inappropriate care; and effective monitoring and accountability mechanisms to plan and track financing, including some mechanisms for people's participation.

For Maternal health problem in regards to demographic as well as biological factors there is need for public health awareness program concerning care before, during and after maternity period. Evidence from this research shows that most of mothers were not well informed about their pregnancy’s status during clinic visitations. Therefore, there is need for a serious campaign to intensify community awareness concerning maternal risk factors and ways to reduce their possibilities if not avoid. There should be a community-based volunteer who operates once a month to register births, weigh and measure babies, provide nutrition and health information, and immunize infants, encouraging women with high-risk pregnancies to seek prenatal care in due time and help the women to arrange transportation to a health facility. As part of a multi-tiered system, this serves as the first line of care, followed by basic professional care at health centers and clinics, and then higher referrals to district and advanced hospitals.

Further more essential medical equipment and staff capacity to provide safe mother hood there should be a system for training medical attendants, physicians, Doctors and nurses who specialize in emergency obstetric, neonatal, and anesthesia services. Training of midwives should emphasize recognition of obstetric emergencies and the design and implementation of birth plans that include prenatal care and evaluation and early referral for complications, as well as, most important, a clear plan for the birth to take place in a BEmoNC or CEmONC facility.
As an immediate first step toward realizing access to comprehensive emergency obstetric and neonatal care when necessary, clear referral links should be established between certified BEmONC and CEmONC Facilities throughout the country. Every effort should be made to ensure that every facility designated as a CEmONC facility has the necessary staff, supplies, and equipment and is fully prepared to provide the required emergency obstetric and neonatal care 24 hours a day. To that end, a system of accreditation and monitoring of such facilities must be put in place and repeated periodically.
5.4 Area for Further Studies
Basing on this study findings, there is need to conduct a study on effectiveness of maternal care at clinical centers toward reduction of maternal death 
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APPENDICES

Appendix 1:  Likert Scale Criteria

	
	
	
	Mean Range

	Ordinal level
	Ordinal Values
	Intervals length
	Lower Limit
	Upper Limit

	3
	1
	0.67
	1
	1.67

	
	2
	0.67
	1.67
	2.33

	
	3
	0.67
	2.33
	3.00

	4
	1
	0.75
	1.00
	1.75

	
	2
	0.75
	1.75
	2.50

	
	3
	0.75
	2.50
	3.25

	
	4
	0.75
	3.25
	4.00

	4
	0
	0.75
	0.00
	0.75

	
	1
	0.75
	0.75
	1.50

	
	2
	0.75
	1.50
	2.25

	
	3
	0.75
	2.25
	3.00

	5
	1
	0.80
	1
	1.80

	
	2
	0.80
	1.80
	2.60

	
	3
	0.80
	2.60
	3.40

	
	4
	0.80
	3.40
	4.20

	
	5
	0.80
	4.20
	5.00

	6
	1
	0.83
	1
	1.83

	
	2
	0.83
	1.83
	2.67

	
	3
	0.83
	2.67
	3.50

	
	4
	0.83
	3.50
	4.33

	
	5
	0.83
	4.33
	5.17

	
	6
	0.83
	5.17
	6.00


Appendix 2: QUESTIONNAIRES

Hello respondents, my name is Julius Pius Nyakazilibe (PG 201801306) am conducting a research on assessment of factors contributing to maternal mortality a case of Mwananyamala regional referral hospital for the partial fulfillment of requirement for the Master of Arts in monitoring and evaluation (MA.M&E) of the open university of Tanzania.

NB. Questionnaire will be set on data collection software (KOBO) therefore there will be skipping condition between mothers (patients) and maternal ward workers; mothers will answer the question in black while maternal ward workers will answer questions in red. Indicate your responses position

a) Maternal ward worker 
b) Mothers (patient)

1. Maternal Status after delivery at Mwananyamala Hospital for the last 106 patients attended 
a) Discharged alive

b) died

Risk Factors

2. Obstetric history

a) None

b) Severe pre-eclampsia 

c) Placenta previa

d) Eclampsia

e) Puerperal sepsis

f) Obstructed labour (malposition/malpresentation)

g) Obstructded labour (maternal pelvic abnormality)

h) Abruptio placenta

i) PPH Trauma

j) PPH non trauma

k) Anesthetic complication

3. Number of antenatal visits/Parity

a) None

b) One

c) Two or three

d) Four or more

4. Previous use of contraception

a) Non

b) yes

5. Maternal nutritional status

a) poor

b) average

c) better

6. Previous Pre-existing maternal medical conditional (Disorders)

a) None 

b) yes

7. Have you ever contaminated Sexual Transmitted Diseases during pregnancy?

a) non

b) Yes

8. Conditional during admission

a) stable

b) fair

c) sick

d) critical 

e) dead on arrival

Demographic & biological factors

9. Mothers’ age group

a) 18 – 27

b) 28 – 37

c) 38 and above

10. Occupation status
a) Student

b) House worker

c) Employed other than farm

d) Farmer 

e) Other (specify) 

11. Mother education level

a) Not attended

b) Primary

c) Secondary

d) Post secondary

12. Marital status

a) Single

b) Married i)Monogamous  ii) Polygamous

13. Height of the mother …………………….

Hospital Equips and Readiness

14. Mode of delivery

a) Spontaneous vertex delivery

b) Caesarean section

c) Hysteretomy

d) Vacuum extraction

e) Breech delivery

15. Birth skilled VS unskilled attendants

a) Medical officer

b) Midwive/nurse

c) Medical assistant

d) Intern doctor

e) Obstrtrician

f) Traditional birth attendant

16. Referral status

a) Referral

b) Not referral 

17. Improved skill level (trainings)

a) Non

b) Yes

18. Working ambulance

a) Not available

b) Sometimes available 

c) Available 

19. Quality antenatal care

a) Very good

b) Fair
c) Bad
Interview guide for the Maternal ward officials
1. Wat is your working position ………………
2. Number of mothers who died less than 24 hours…………….
What was the cause?
3. Rate out of 5 the following Obstetric history you have recorded from patient (where 5 is the most common record) 

i. Severe pre-eclampsia 

ii. Placenta Previa
iii. Eclampsia

iv. Puerperal sepsis

v. Obstructed labor (malposition/malpresentation)

vi. Obstructed labor (maternal pelvic abnormality)

vii. Abruptio placenta

viii. PPH Trauma

ix. PPH non trauma

x. Anesthetic complication

4. Reason for referrals in your facility

5. Are there days in a month there are no drugs/equipment in neonatal unit …………?
6. If yes approximately how many days you remember

7. In your experience, which cause maternal death

a) Health facility……………

b) Community …………………..

c) Government………………………..

d) What is your plan………………………….
Appendix 3: Research Clearance Letters
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