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Abstract Maternal mortality, defined as the death of a woman during pregnancy or shortly after childbirth, is a key target of the sustainable
development goals. Yet, in many low- and middle-income countries, accurate measurement of maternal mortality remains a major challenge.
Reliable death registration systems are often incomplete or absent, making it difficult to calculate the maternal mortality ratio. However,
opportunities exist to improve measurement. In about two thirds of low- and middle-income countries, more than 80% of births now occur
in health facilities. This shift means that health facilities can serve as a valuable source of data not only for local quality improvement but
also for informing population mortality estimates. However, this requires high-quality data. To improve the quality of facility-based data,
we propose four simple quality metrics: (i) plausibility of reported national and subnational levels and patterns; (ii) the ratio of reported
stillbirths to maternal deaths; (iii) the distribution of causes of death; and (iv) the share of deaths among women aged 35 years and older.
Using data from the United Republic of Tanzania as an example, we show how these metrics can be applied to assess the completeness
and internal consistency of routine health data systems. Our example aims to encourage quality assessment of facility-based data in other
countries, alongside: (i) individual death reporting using standardized classification of causes of death; (i) centralized data quality assessment
based on the proposed metrics; and (jii) regular national on-site assessment of the completeness and accuracy of maternal and perinatal
death reporting.

Abstracts in G H13Z, Francais, Pycckuii and Espafiol at the end of each article.

Introduction

Measuring maternal mortality, defined as death in pregnancy;,
childbirth and the six weeks thereafter, is a key indicator for
reviewing progress towards the sustainable development
goals, as well as for national health sector reviews." At the
global level, the United Nations Maternal Mortality Estima-
tion Inter-Agency Group provides estimates in 2-3 years
intervals.”” Uncertainty intervals for the estimates are often
large, due to the limited underlying data. In addition, the
Global Burden of Disease (GBD) publishes global, regional
and national estimates, which often differ considerably from
the Maternal Mortality Estimation Inter-Agency Group esti-
mates.* These discrepancies raise concerns about the accuracy
of these estimates.” Data sources for these estimates include
death registration as part of civil registration and vital statistics
systems, reproductive age mortality studies, population census
and household surveys.?

While civil registration and vital statistics systems are
considered the best source for mortality estimates, reliable
systems are lacking in most low- and lower-middle income
countries. As a result, surveys and sometimes censuses are the
main sources for these estimates.”>* Large household surveys,
such as the Demographic and Health Surveys (DHS) and
Multiple Indicator Cluster Surveys, typically rely on women
reporting on the survival of their siblings to estimate adult and
maternal mortality.>”* However, this approach has important
limitations. Maternal deaths are relatively rare events, lead-

ing to small sample sizes and wide uncertainty intervals. In
addition, estimates are based on long reference periods, often
seven years before the survey, which makes it difficult to track
recent changes. Declining fertility and mortality rates, along
with increasing migration, further challenge the accuracy of
the sibling-based method.”'’ Population censuses may provide
additional data points, providing information about household
deaths in the last 12 or 24 months, although the quality of these
estimates is highly variable."

These limitations, and the inability of survey data to
provide subnational estimates, have not only called for im-
provements in civil registration and vital statistics in low- and
middle-income countries, but also increased interest in using
health facility data, as the majority of births take place in health
facilities. Using health facility data would be of major value.
Evidence already exists that combined use of population and
health facility data can improve estimates of population indi-
cators for immunization coverage,'’ family planning'>'* and
prevalence of human immunodeficiency virus.'>'¢

Incomplete reporting of maternal deaths by health facili-
ties is, however, a major concern. We therefore argue that a
methodological approach and roadmap to improve facility
death reporting should be developed to improve the quality
of facility-based maternal mortality estimates, with the goal of
enabling their integration into global estimates of population
mortality. Here we propose four data quality metrics to review
facility-based maternal mortality data, assessing the plausibil-
ity of: (i) levels and ranking of institutional maternal mortality
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Box 1.Proposed quality metrics to assess completeness of health facility data on

maternal mortality

1. Plausibility of levels and ranking of institutional maternal mortality ratio

No district or other administrative entity with a hospital should have an institutional maternal
mortality ratio below 25 deaths per 100000 live births; subnational ranking should align with
facility birth coverage, poverty levels and other related development indicators.

Il. Plausibility of the stillbirth-to-maternal death ratio

Fewer than 10% of subnational units shall have a ratio of stillbirths to maternal deaths below

6 or above 15.
1l. Plausibility of cause-of-death distribution

The proportion of deaths due to haemorrhage, hypertensive disorders and obstructed labour
should be < 60%, with reporting of abortion and pregnancy-related infections of > 5%.

IV. Plausibility of age distribution

The proportion of deaths in women 35 years and older should be at least 1.5 times the share

of births in the population.

ratios; (ii) the ratio of stillbirths to
maternal deaths; (iii) cause-of-death
distribution; and (iv) age distribu-
tion (Box 1). Our work, including the
case study presented, was developed
based on insights generated from two
workshops conducted in 2024, bring-
ing together stakeholders involved
in maternal mortality measurements
in the United Republic of Tanzania.
The work was organized as part of
the Countdown to 2030 initiative and
is stimulating similar work in other
settings."”

Facility maternal death data

Facility maternal death data are typi-
cally generated through multiple data
systems. Data sources include: (i) the
District Health Information System 2
(DHIS2), which operates in over 80
low- and middle-income countries;"*
(ii) the Maternal and Perinatal Death
Surveillance and Response system,
which captures maternal and perinatal
deaths for surveillance and audit pur-
poses;'” and (iii) research studies based
on data from individual or multiple
health facilities. We refer to maternal
mortality derived from health facility
data as the institutional maternal mor-
tality ratio, defined as the number of
maternal deaths per 100 000 live births
occurring within the same facilities and
time period.

Quality metrics

Box 1 summarizes the operational
thresholds for our four proposed quality
metrics. Below we outline their rationale
and interpretation. Further details are
available in the online repository.”’
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Subnational mortality ratio

We divided this metric into two submet-
rics: metric Ia assesses the plausibility
of absolute levels, whereas metric Ib
examines whether relative differences
between subnational units are consistent
with expected patterns. Based on empiri-
cal estimates,” for metric Ia we deemed
institutional maternal mortality ratios at
a subnational level of less than 25 deaths
per 100000 live births, which is twice
the level of high-income countries, to be
implausible for low- and middle-income
countries. However, this assumption ap-
plies only to administrative units with a
hospital because of referral practices. For
example, in United Republic of Tanzania
less than 5% of districts do not have a
hospital, implying that the remaining
95% of districts should have levels higher
than 25 deaths per 100000 live births.

For metric Ib, we expect subna-
tional units with higher fertility, lower
institutional delivery coverage and
less-developed health services to have
a higher institutional ratio than units
with a better health infrastructure, based
on available evidence from ecological
studies.”"*

Stillbirths to maternal deaths

Given the considerable overlap in the
causes and underlying pathways of still-
births and maternal deaths, we considered
aratio of stillbirths to maternal deaths be-
tween 6 and 15 to be plausible.'”** Because
some subnational units lack a hospital
and/or referral practices or have a small
population, we assumed that not more
than 10% of subnational units should fall
outside this range. Widespread deviation
beyond this proportion may indicate
inconsistencies in reporting.
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Cause of death distribution

Based on systematic reviews of causes
of maternal death, we assume that about
half are attributable to haemorrhage,
hypertensive disorders and obstructed
labour or ruptured uterus.*”* Higher
proportions in institutional data sug-
gest underreporting of deaths occurring
outside the labour ward, such as deaths
due to abortion and pregnancy-related
infection, which each account for 7-8%
of maternal deaths, as well as indirect
causes (25%).%* Thus subnational units
reporting distributions that are incon-
sistent with expected patterns are likely
to underreport deaths occurring outside
the labour ward, particularly in early
pregnancy or the postpartum period.

Age distribution

Pregnant women older than 35 years
have a two- to threefold increase in risk
of dying compared to younger wom-
en.””* We therefore propose that the
proportion of maternal deaths among
women older than 35 years should be
at least 1.5 times the share of births
in the population. A lower proportion
may indicate underreporting of deaths
among older women, which are often
associated with indirect causes.

Case study

To show how these metrics can be used,
we apply these quality metrics to data
from the United Republic of Tanzania.
We chose this country as the govern-
ment has a strong interest in improving
maternal mortality measurements to
better monitor their policies and strate-
gies. The health ministry has established
a policy and strategy framework” and
invested in scaling up of health centres
providing caesarean section services.”

Local setting

The most recent United Nations esti-
mates suggest a maternal mortality ratio
of 276 deaths per 100000 live births
(80% uncertainty interval, UL: 192-429)
in 2023, which is a major reduction
from 486 deaths per 100000 live births
in 2010.> The 2023 GBD estimate is 142
deaths per 100000 live births (95% UI:
91-212)." The national weighted propor-
tion of institutional births has increased
rapidly from 65% in 2015 to 81% in
2022, ranging from 72% in northern
United Republic of Tanzania to nearly
100% in the southern highlands and
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Dar-es-Salaam. The total fertility rate
was 4.8 births per woman in the 3 years
before the 2022 DHS, with wide subna-
tional variations.”

Available data
Population-based data

The available data sources include DHS
surveys (2010; 2015-16; 2022),~*! cen-
sus data (2012 and 2022)°>** and subna-
tional sources. The DHS 2022 estimated
a maternal mortality ratio of 104 deaths
per 100000 live births (95% CI: 59-149)
for 2016-2022 based on 30 reported
deaths.”” Women older than 35 years
accounted for 14.2% of all maternal
deaths.” The 2022 census data provides
a maternal mortality ratio of 177 deaths
per 100000 live births based on 5180
pregnancy-related deaths, which has
been derived from the crude estimate
of 147 deaths per 100000 live births in
the national report.>**

Population maternal mortality ratio
estimates from the Magu Health and
Demographic Surveillance Site in north-
west United Republic of Tanzania sug-
gest 280 deaths per 100000 live births
(2015-2022).% In addition, a reproduc-
tive age mortality study conducted in
Dar-es-Salaam estimated a maternal
mortality ratio of 239 per 100000 live
births based on 848 maternal deaths
(2019-2020).°° Verbal autopsy as part
of the routine of civil registration and
vital statistics and DHIS2 has been
piloted in selected regions but reliable
information on maternal mortality is
not yet available.”

As shown in Fig. 1, these many
measurements create uncertainty in the
population estimates and highlight the
problem of underreporting on institu-
tional deaths.

Facility-based data

Available routine facility-based data
sources on maternal deaths include
the monthly district aggregated DHIS2
data'® and aggregated reports from the
Maternal and Perinatal Death Surveil-
lance and Response system at district
and regional levels.”” In addition, we
performed a systematic search in June
2025 using the keywords “(pregnancy
OR birth OR childbirth OR mother*
OR pregnan* OR maternal OR parturi-
tion OR ante-partum OR antepartum
OR antenatal* OR intra-partum OR
intrapartum OR peri-partum OR peri-
partum OR postpartum OR postpartum

Policy & practice

Measurement of maternal mortality, United Republic of Tanzania

Fig. 1. National and subnational population-based maternal mortality estimates,
United Republic of Tanzania, 2002-2023
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Demographic Surveillance System.*

OR delivery) AND (death OR deceased
OR mortality) AND (United Republic of
Tanzania).” We searched for studies pub-
lished since the year 2000 in PubMed®
and Web of Science. We retrieved 32
studies reporting health facility data.
We excluded population-based studies.
Further information is available in the
online repository.”’

In the past 3 years, DHIS2 recorded
3582 deaths, while in the past 6 years the
Maternal and Perinatal Death Surveil-
lance and Response system recorded
8998 deaths. The institutional maternal
mortality ratio based on data from DHIS2
and the surveillance and response system
is 65 and 78 deaths per 100 000 live births,
respectively (Table 1 and Fig. 2). The
institutional maternal mortality ratio of
published studies range from 45 in up-
graded health centres providing caesar-
ean section services* to 1541 deaths per
100000 live births in the national referral
hospital in 2011 (Table 1).*

Data quality

Using our proposed quality metrics,
we observe that for metric Ia, 20.1%
(37/184) and 8.7% (16/184) of districts
report implausibly low institutional
maternal mortality ratios in DHIS2 and
the Maternal and Perinatal Death Sur-
veillance and Response system, respec-
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tively (Table 1). District and regional
patterns contradict expected rankings
based on access to facility births, which
reflect socioeconomic development and
health infrastructure, and therefore fail
to meet the quality metric Ib: plausi-
bility of subnational ranking. When
analysing the relationship between in-
stitutional birth rates and institutional
maternal mortality ratio using DHIS2
data, a higher institutional maternal
mortality ratio was observed in places
with higher institutional birth rates. A
similar picture was observed for the
Maternal and Perinatal Death Surveil-
lance and Response system data, but
fewer regions had very low institutional
maternal mortality (Fig. 3; available
at: https://www.who.int/publications/
journals/bulletin/).

For metric II, DHIS2 data showed
that 26 (14.1%) of 184 districts had a still-
birth to maternal death ratio below 6, and
68 (37.0%) above 15 (online repository).”
Using Maternal and Perinatal Death Sur-
veillance and Response system data, 22 of
26 regions had a ratio below 6 indicating
potentially major underreporting of still-
birth in this system (online repository).’

Data for assessing the plausibility
of cause-of-death distribution (metric
III) are only available for the Maternal
and Perinatal Death Surveillance and

633


https://www.who.int/publications/journals/bulletin/
https://www.who.int/publications/journals/bulletin/

Policy & practice

Measurement of maternal mortality, United Republic of Tanzania

Table 1. Comparison of quality of maternal mortality facility data, United Republic of
Tanzania, 2000-2023

Metric, plausible value
for United Republic of
Tanzania

DHIS2
(2020-2022)

Maternal and Perinatal

Death Surveillance
and Response system
(2018-2023)

Research studies

la. Plausibility of institutional maternal mortality ratio levels

< 5% of districts are 37 (20.1%) of
expected to have 184 districts
institutional maternal  report a ratio
mortality ratio below below 25

25 as they have no
hospital

16 (8.7%) of 184
districts report a ratio
below 25

NA

Ib. Plausibility of the subnational institutional maternal mortality ratio rankings

Higher institutional Limited
birth coverage and plausibility in
better infrastructure the data

should be associated
with lower institutional
maternal mortality
ratio and vice versa

Limited plausibility,
regions with high
institutional birth
rate have higher
institutional maternal
mortality ratio

II. Plausibility of the stillbirth-to-maternal death ratio

< 10% of districts or
other subnational units
are expected to lie

26 (14%) of 184
district report
a ratio below 6

outside the range of and 68 (37%)
6to 15 districts report
above 15

22 (85%) of 26
regions report a ratio
below 6, probably
due to stillbirth
underreporting and
none above 15

lIl. Plausibility of cause-of-death distribution

< 60% of deaths are
due to haemorrhage,
hypertensive disorders,
and obstructed labour
causes

> 5% of deaths should
be due to abortion

> 5% of deaths should
be due to infection

NA?

IV. Plausibility of age distribution

As 17% of births are in
women aged 35 years
or older, we expect
25.5% of deaths in this
age group

NA®

61.5% of maternal
deaths are due to the
three main causes.
1.6% of deaths were
attributed to abortion
6.8% deaths due to
puerperal sepsis

19.3% of reported
deaths were in women
aged 35 years or older

NA

NA

15 (46.9%) of 32
studies report on
cause of death, 11
(73.3%) of these had
< 60% of deaths due
to the three causes
and report > 5%
due to abortion or
infection

9 (28.1%) of 32 studies
reported results

by age-group, five
studies reported that
>25.5% of births are
in women aged 35
years and older

NA: not applicable.

¢ Cause of death data are not available from DHIS2 as only the aggregated number of maternal deaths per

month are reported.

® Age distribution of deaths are not available from DHIS2 as only the aggregated number of maternal

deaths per month are reported
Note: definitions of the metrics are available in Box 1. The Maternal and Perinatal Death Surveillance and
Response system only provided percentage for metrics Il and IV. We obtained the proportion of births in
women 35 years or older from the 2022 Demographic Health Survey.”

Response system as DHIS2 does not
record causes of death. The system
attributed 61.5% of maternal deaths
to the three causes of haemor-
rhage, hypertensive disorders and
obstructed labour, indicating some
underreporting of deaths outside
the labour ward. Only 1.6% of deaths
were attributed to abortion, 0.6%
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ectopic pregnancy, and 6.8% to pu-
erperal sepsis. Roughly half (15/32)
of the facility-based research studies
provided information on cause of
death and of those, 73.3% (11/15)
reported < 60% of deaths due to
the three causes and >5% due to
abortion and infection, suggesting
areasonable cause-of-death pattern.
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The quality metrics on age distribu-
tion (metric IV) indicated that 19.3%
of deaths reported in the Maternal and
Perinatal Death Surveillance and Re-
sponse system were in women 35 years
or older, thus slightly less than expect-
ed.” Nine research studies reported on
age at death, and five of these reported
that >25.5% of deaths were in women
35 years and older.**

Comparison of estimates

We compared the consistency of insti-
tutional maternal mortality ratio with
population estimates, using scenarios
with different assumptions about
the completeness of the institutional
maternal mortality ratio (100%, 66%,
50%) and the ratio of facility to com-
munity maternal mortality rate (rang-
ing from 1 to 3), using published for-
mulas (Fig. 4).”” We chose institutional
maternal mortality ratio from the
Maternal and Perinatal Death Surveil-
lance and Response system as the data
showed higher quality when assessed
by our quality metrics (Table 1). We
used the observed surveillance system
institutional maternal mortality ratio
of 78 deaths per 100000 live births
averaged over the past six years and
the observed institutional birth rate
of 81%. With 100% complete reporting
by facilities and a community maternal
mortality ratio double the institutional
maternal mortality ratio, the popula-
tion maternal mortality ratio would
be 93. Assuming 50% reporting com-
pleteness, as observed in some studies
in high-income countries, the popula-
tion maternal mortality ratio would
be 186. This estimate is substantially
lower than the UN Maternal Mortal-
ity Estimation Inter-Agency Group
maternal mortality ratio estimate of
276 deaths per 100000 live births for
2023 but somewhat close to the group’s
estimate for 2020, 160 deaths per
100000 live births, and the 2023 GBD
estimate of 142 deaths per 100000
live births (95%: 91-212).* Although
population estimates have large un-
certainty and temporal fluctuations,
the comparison suggests that there
is substantial underreporting in the
Maternal and Perinatal Death Surveil-
lance and Response system that needs
to be addressed and quantified. For
DHIS2 monthly reporting, incomplete
reporting is more severe than in the
surveillance system.
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Discussion

Here we propose quality metrics to
assess whether available facility data
reporting of maternal deaths is suitable
for calculating institutional maternal
mortality ratio. By applying the metrics
on available facility data from United
Republic of Tanzania, we observe quality
and completeness issues across all four
indicators and available data sources.
Thus, these metrics provide insights
into the completeness and quality of the
reported institutional mortality data and
their potential use for estimating popu-
lation maternal mortality. At this point,
we do not aim to define a universal gold
standard for expected maternal mor-
tality patterns, as these are inherently
context-specific and vary across settings.
Instead, we propose indicative ranges or
thresholds to assess the plausibility of
reported values. The four metrics should
be interpreted jointly, as no single metric
alone can provide a complete assessment
of data quality.

Assuming a completeness of 50—
67% in the facility data provides a
reasonable adjustment for underreport-
ing as the resulting maternal mortal-
ity estimates are consistent with levels
from other population-based estimates,
except for the 2023 estimate from the
United Nations Maternal Mortality Esti-
mation Inter-Agency Group. Differences
between estimates are expected because
incomplete reporting of maternal deaths
is a global issue, and even estimates from
civil registration and vital statistics in
high-income settings are adjusted.’
Furthermore, the models and limited
data used for estimation create large
uncertainty in the estimates. Improving
maternal mortality estimations requires
both increasing completeness and robust
estimation of completeness in facility
data. In particular, efforts are needed
to capture maternal deaths occurring
outside maternity wards as the level of
community maternal mortality is uncer-
tain. Adding a single question regarding
the place of death in sibling survival
histories in household surveys would
greatly help improve the assumptions
used to estimate community maternal
mortality ratio.

We believe that regular quality
assessment of facility data could im-
prove reporting of maternal deaths. To
ensure high-quality data, we propose
four actions that facilities and health
authorities can take. The first action is
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Fig. 2. Health facility maternal mortality estimates, United Republic of Tanzania,
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Fig. 4. Institutional maternal mortality ratio based on different scenarios of community
maternal mortality ratios and assumptions of reporting completeness, United

Republic of Tanzania, 2018-2023
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to improve the reporting of maternal
deaths in facilities by emphasizing
reporting in a single reporting system,
thus assuring that DHIS2 and the
Maternal and Perinatal Death Surveil-
lance and Response system are linked
and integrated (online repository).”” As
the use of multiple unlinked reporting
streams increases the reporting burden
and system inefficiency,”~"' linking the

Bull World Health Organ 2026;1 O4:631—639A| doi: http://dx.doi.org/10.2471/BLT.25.295623

systems is a first step to reduce under-
reporting.

The second action is to establish
regular national data quality reviews
using the proposed metrics to assess
completeness and internal consistency
(Box 1). These regular data quality re-
views should guide the implementation
of improvement measures and support
adjustments for incomplete reporting.
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The third action is to develop and
implement a system that independently
verifies the completeness and accuracy
of facility-reported maternal deaths. If
resources permit, this system should
be based on an annual assessment of
a sample of health facilities using a
standardized protocol. This assessment
includes verifying the maternity regis-
ters, listing of all deaths among women
of childbearing age in relevant wards
(including internal medicine, surgical
and gynaecological wards) and assessing
the reported causes of death to identify
missed maternal deaths. The main out-
come of these assessments should be an
estimate of reporting completeness that
can be used to derive institutional- and
population-level maternal mortality.

The fourth action is to estimate
ranges for the population maternal
mortality ratio, using institutional ma-
ternal mortality ratio and population
data. These estimates should incorporate
different scenarios of completeness of
institutional maternal death reporting
and varying assumptions about the
ratio of community to institutional
maternal mortality, given delivery cov-
erage. The proportion of institutional
births is widely available from surveys
and DHIS2-based estimates.”” The
community-to-institutional maternal
mortality ratio can be obtained from re-

search studies, but would improve if the
sibling survival histories in surveys and
mortality module in censuses included
a question on place of death. Several
countries, such as Sierra Leone, United
Republic of Tanzania and Zimbabwe,
are piloting or have established systems
for civil registration and vital statistics
reporting in the community. Data from
these systems may further inform the
community-to-institutional maternal
mortality ratio.”*>**

In addition, researchers should
validate the assumptions to adjust for
incompleteness used to calculate the
community maternal mortality ratio.

Conclusion

With this article, we wish to trigger
further discussion on the use of facility
death data, which is in line with national
aspirations. We see a major opportunity
given that the institutional birth rates
in most low- and lower-middle income
countries are increasing and often reach
levels above 80%. Therefore, the institu-
tional maternal mortality ratio can be-
come a major input into the estimation
of maternal mortality ratio at national
and subnational levels.”” In addition,
facility data may smoothen estimates,
preventing an improbable upward trend,
as modelled for the United Republic of
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Tanzania for the latest UN report. Fa-
cility maternal mortality data may also
become the main source of estimates if
DHS surveys do not resume after the
current funding crisis.”

Regular assessment of reporting
quality could improve maternal death
reporting and, if data quality improves,
may support their inclusion in the
Maternal Mortality Estimation Inter-
Agency Group estimates. Inclusion of
such data could be based on quality
criteria, which may incentivize improve-
ments in both civil registration and vital
statistics and facility-based maternal
death reporting. Empirical studies are
needed to assess the completeness and
quality of reporting within facilities
and to provide estimates of community
deaths to inform evidence-based adjust-
ments. M
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Résumé

Mesure de la mortalité maternelle, République-Unie de Tanzanie

La mortalité maternelle, définie comme le déces d'une femme en cours
de grossesse ou peu aprés I'accouchement, constitue un point clé des
Objectifs de développement durable. Pourtant, dans de nombreux pays
a revenu faible ou intermédiaire, la mesure précise de cette mortalité
reste un défi majeur. Les systéemes fiables d'enregistrement des déces
sont souvent incomplets, voire inexistants, ce qui complique le calcul
du taux de mortalité maternelle. Il existe toutefois des possibilités
d'améliorer cette mesure. Dans environ deux tiers des pays a revenu
faible ou intermédiaire, plus de 80% des naissances ont désormais lieu
dans des établissements de soins de santé. Cette évolution implique que
ces établissements peuvent constituer une source précieuse de données,
non seulement pour I'amélioration de la qualité a I'échelle locale, mais
aussi pour étayer les estimations de la mortalité de la population.
Cette approche nécessite toutefois des données de haute qualité. Afin
d'améliorer la qualité des données issues des établissements de soins
de santé, nous proposons quatre indicateurs simples de la qualité: (i) la

plausibilité des niveaux et des tendances signalés aux échelles nationale
et infranationale; (i) le rapport entre les mortinaissances signalées et
les décés maternels; (jii) la répartition des causes de déces; et (iv) la
part de déces chez les femmes dgées d'au moins 35 ans. En prenant
comme exemple les données de la République-Unie de Tanzanie, nous
mettons en évidence la maniere d'utiliser ces indicateurs pour évaluer
lexhaustivité et la cohérence interne des systémes de données de soins
de santé de routine. Notre exemple vise a encourager I'évaluation de
la qualité des données issues des établissements de soins de santé
dans d'autres pays, parallelement a: (i) la déclaration individuelle des
déces a l'aide d'une classification standardisée des causes de déces;
(ii) une évaluation centralisée de la qualité des données fondée sur
les indicateurs proposés; et (iii) une évaluation nationale réguliere, sur
place, de l'exhaustivité et de l'exactitude des déclarations de décés
maternels et périnataux.

Pesiome

OueHKa MmaTepuHCKoli cmepTHocTH B O6beaunHeHHoi Pecny6nuke TaH3aHuA

CHWKeHVe MAaTEPUHCKOW CMePTHOCTW, ONpeaensaemMon Kak CMepTb
XEHLMHBI BO Bpema 6epeMeHHOCTV UK BCKOpe Moc/e POofoB,
ABNAETCA KMIOYEBbIM MOKasaTtenem Lesnieit B 0bnactu ycTonuMBoro
Pa3BUTUA. Tem He MeHee BO MHOTMX CTPaHax C HU3KNM W CPeHMM
YPOBHEM JOXOAa TOYHAA OLIEHKA MAaTEPUHCKOM CMEPTHOCTM OCTAeTCA
cepbe3sHoi Npobnemon. HaaeHble cucTembl perucTpaumnm Ciyyaes
CMepPTN YacTo OTCYTCTBYIOT WM PEFUCTPUPYIOTCA He BCE Ciydaun
CMEPTHOCTY, YTO 3aTPYAHAET pacyeT Ko3dULMeHTa MaTePUHCKOM
cmepTHOCTU. OAHAKO CYLLECTBYIOT BO3MOXHOCTU ANA YAydlWeHna
OUEHKM. B 6onbwmrHCTBE (NpYMEPHO 2/3) CTPaH C HU3KKM U
CpeaHUM ypoBHemM foxofda bonee 80% pofoB celvac NpoucxonaT
B MeOMUMHCKUX yupexaeHnax. bnarogapa aton TeHaeHUMm
MeANLUMHCKME YyUYpexaeHNA MOryT CTaTb LUEeHHbIM MCTOUYHMKOM
[aHHbIX HE TONbKO ANA NOBbILLEHNA KaueCTBa MeANLMHCKOM MOMOLLM
Ha MECTHOM YPOBHE, HO 1 AN1A OnpefefieHna OLEHOK CMePTHOCTY
Hacenenua. OgHaKko Ana 3Toro TpebyloTcA BbICOKOKaUeCTBEHHble
JaHHble. YToObl MOBBLICKTH KaueCTBO AaHHbLIX Ha 6aze MeanLIMHCKIIX
yupexaeHnii, aBTopbl NpeanaraloT MCNOb30BaTh YeTbipe NPOCTbIX

nokasaTena KayecTsa: (i) BOCTOBEPHOCTb COOOLLIaEMbIX HALIMOHANbHBIX
1 CyOHaLUMOHaMbHBIX YPOBHEN 1 3aKOHOMepHOCTel; (if) COOTHOLLEeH e
YMCNa 3aperncTpMpoOBaHHbIX ClyYyaeB MEPTBOPOXAEHUA K
Yyncny mMaTepuHcKMx cmepTels; (iii) pacnpegeneHvie NpUYMH
cmepTy; (iv) fonA cmepTelt Cpefn *eHLWWH B Bo3pacTte 35 neT u
cTapuwe. Ha npumepe aaHHbix No O6beanHeHHON Pecnybnvike
TaH3aHWA aBTOPbl MOKAa3blBalOT, Kak 3TW MOKa3aTenn MOXHO
NPUMEHATbL AN1A OLIEHKM NOMHOTbI U BHYTPEHHEN COrMacoBaHHOCTY
CTaHAAPTHbIX CUCTEM 0BPAOOTKM AaHHbBIX B Chepe 3APaBOOXPAHEHMA.
[laHHbI NPUMEpP HanpasieH Ha TO, YToObl CTUMYNMPOBATh
OLIEeHKY KauecTBa AaHHbIX Ha 6aze MefuUMHCKMX yupexxaeHuin B
APYrVX CTPaHax, a Takke NpefocTaBuTb Cneaylolme AaHHble 1
BO3MOXHOCTU: (i) IHAWBWAYabHYIO OTYETHOCTb 1A CMEPTHOCTM C
MCNOMb30BaHVIEM CTaHAAPTU3NPOBAHHOM KnaccudrKaumm NpuumnH
cmepTv; (if) LLeHTPann30BaHHyo OLEHKY KaueCTsa AaHHbIX Ha OCHOBE
npeanoXeHHbIX Nokasatenel; (iii) perynapHyio HauMoHanbHyIo
Bble3HYI0 OLieHKY MOIHOTbI M TOYHOCTV OTYETHOCTY O MATEPVHCKOW
1 NepvHaTanbHON CMEPTHOCTM.
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Resumen

o os

Medicion de la mortalidad materna en la Repiiblica Unida de Tanzania

La mortalidad materna, definida como lamuerte de una mujer durante el
embarazo o poco después del parto, constituye una meta fundamental
de los Objetivos de Desarrollo Sostenible. Sin embargo, en muchos
paises de ingresos bajos y medios, la medicion precisa de la mortalidad
materna sigue representando unimportante desafio. Los sistemas fiables
de registro de defunciones suelen serincompletos o inexistentes, lo que
dificulta el célculo de la razén de mortalidad materna. No obstante,
existen oportunidades para mejorar su medicion. En aproximadamente
dos tercios de los paises de ingresos bajos y medios, mas del 80% de
los partos tienen lugar actualmente en establecimientos de salud. Este
cambio implica que dichos establecimientos pueden constituir una
valiosa fuente de datos, no solo para la mejora de la calidad a nivel
local, sino también para fundamentar las estimaciones de la mortalidad
poblacional. Sin embargo, ello requiere datos de alta calidad. Para
mejorar la calidad de los datos procedentes de los establecimientos de

salud, se proponen cuatro métricas sencillas de calidad: (i) la plausibilidad
de los niveles y patrones nacionales y subnacionales notificados; (ii) la
razén entre las muertes fetales notificadas y las muertes maternas (ijii) la
distribucion de las causas de muerte; y (iv) la proporcion de defunciones
entre mujeres de 35 afios 0 mas. Utilizando datos de la Republica Unida
de Tanzania como ejemplo, se muestra como estas métricas pueden
aplicarse para evaluar la exhaustividad y la consistencia interna de los
sistemas rutinarios de informacion sanitaria. £l objetivo de este ejemplo
es fomentar la evaluacion de la calidad de los datos procedentes de los
establecimientos de salud en otros paises, junto con: (i) la notificacion
individual de las defunciones mediante una clasificacién estandarizada
de las causas de muerte; (i) la evaluacién centralizada de la calidad
de los datos basada en las métricas propuestas; v (iii) la evaluacién
nacional periédica sobre el terreno de la exhaustividad y la exactitud
de la notificaciéon de las muertes maternas y perinatales.
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Fig. 3. District and regional patterns of facility births versus maternal mortality ratio,
United Republic of Tanzania, 2018-2023
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Data sources: district data from DHIS2 (2020-2022) and regional data from the Maternal and Perinatal
Death Surveillance and Response system (2018-2023).”
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