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Table 6: Six-box analysis of sensitivity and specificity in classification of maternal death (True [T] / False [F]) and missingness (Unreported [U]) with 95% confidence intervals and risk ratios (RR) of differences in the surveys; Zimbabwe Maternal and Perinatal Mortality Surveys, 2007-08 and 2018-19   

	Documented maternal deaths
	Documented non-maternal deaths
	Missed deaths
	All pregnancy-related deaths

	Sensitivity and specificity analysis in 2007-08 survey (n=325)

	T+
	195
	F-
	11
	U+
	88
	True maternal deaths in CRVS

	F+
	17
	T-
	7
	U-
	7
	True non-maternal deaths in CRVS

	
Sensitivity:
	 =   = 95% (91% - 97%)

	Specificity:
	 =   = 29% (13% - 51%)

	Sensitivity and specificity analysis in 2018-19 survey (n=137)

	T+
	82
	F-
	24
	U+
	24
	True maternal deaths in CVRS

	F+
	1
	T-
	5
	U-
	1
	True non-maternal deaths in CRVS

	
Sensitivity (95% CI):

	  =    = 77% (68% – 85%)

	Specificity (95% CI):
	  =       = 83% (36% - 100%)

	Comparison of sensitivity and specificity between the two surveys:

	
Significance test of difference in sensitivity between surveys: 2007-08 (95%; 195/206) and 2018-19 (77%; 82/106) – Risk Ratio (95% CI): 0.43 (0.32 – 0.58)

Significance test of difference in specificity between surveys: 2007-08 (29%; 7/24) and 2018-19 (83%; 5/6) – Risk Ratio (95% CI): 6.25 (0.84 – 46.6)
 






Table 7: Findings on documentation and record-keeping for 2018-19 maternal death records in the health system, vital registration and surveillance in the Zimbabwe Maternal and Perinatal Mortality Survey; results from assessment done in the year 2020.  

	Data Source
	Key observations 

	Health records
	· In large hospitals with dedicated records rooms and records staff, patient charts/notes/registers were available and accessible. 
· Some health facilities with records rooms did not follow standard record filing and removal practices. 
· Health facilities without record rooms had poorly archived records; in some health facilities the records were dumped on the floor in some rooms without proper filing. 
· In some health facilities, individual staff kept maternal death records in places known only by themselves. When these staff were off duty, the records could not be located.  
· Nurses in one district hospital without a medical officer reported that they signed death certificates but were not allowed to assign medical causes of death on the death certificates. They omitted the causes of death or assigned non-medical causes such as “short illness” or “long illness.”

	CRVS records
	· All RG’s district offices visited had secure records rooms managed by dedicated records staff. Death records were sequentially filed in box files by the date of registration of the death, and the boxes were labelled with the years of deaths and sequentially filed by years. 
· Medical certificates were attached to the death records of some institutional deaths, but this practice was inconsistent across districts. 
· Community deaths – registered by family members at RG’s offices or registered in mobile registration exercises had vague causes of death, such as “natural causes”, “natural death”, “swollen leg”, “running stomach”, “headache”, etc. 

	Surveillance system (MPDSR database) 
	· Copies of death notification forms completed by health facilities were filed at the Ministry of Health’s provincial offices and head office. In provincial offices, the forms were filed in box files but kept in individual staff’s offices. When these individuals were absent, the records could not be accessed. 
· Data on death notification corms received at the head office were captured into an electronic database by national monitoring and evaluation officers. After electronic capture, the forms were not properly filed because of the shortage of storage space, resources and staff to do the filing.
· Although the surveillance system is supposed to capture community deaths, staff in all districts surveyed reported that (i) they face challenges when investigating community deaths among members of the apostolic faith sects whose women deliver at home, (ii) their faith healers, leaders and family members do not cooperate when health workers come to investigate community deaths (iii) majority of the community deaths occur in this sect’s communities.     



Annex 2: Zimbabwe Maternal and Perinatal Mortality Study (ZMPMS) group members; 2007-08 and 2018-19
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