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ABSTRACT
Objectives This study aimed to explore experiences of 
communication as an element of quality of care, among 
women surviving a maternal near- miss event, thus 
women who nearly died but survived haemorrhage, or 
pre- eclampsia complication during pregnancy, childbirth or 
within 42 days of termination of pregnancy.
Design A descriptive, phenomenological, qualitative study 
using semistructured interviews with women who survived 
a maternal near- miss in Southern Tanzania.
Setting The participants were recruited from two selected 
hospitals in Mtwara Region, where women sought child 
birth care and developed near- miss condition.
Participants Participants for this study were women who 
experienced and survived a maternal near- miss event and 
who had lived in the study area for at least 1 year. Women 
were recruited using an adapted version of the WHO 
criteria for maternal near- miss.
Data collection We identified 16 women and were 
able to conduct 10 in- depth interviews with women at 
their homes, 4 weeks after they were discharged. The 
interviews were audiorecorded and transcribed and 
translated word for word from Kiswahili. Thematic analysis 
was used to identify emerging themes.
Results Three major themes evolved: (1) Being informed 
about the care and interaction, (2) Being engaged and 
encouraged and (3) Being afraid to ask questions. The 
study highlighted that good communication with women 
during the provision of care helped women feel grateful, 
supported and cared for. Women who were unconscious 
during care were often not informed later of what 
happened. This created some negative feelings and 
anxiety.
Conclusion This study highlights the importance of 
communication, and of being informed of what happened 
and why. Empathetic communication with sufficient 
explanation on what happened and why created trust 
among women—a positive finding which should 
encourage the development of consistent approaches to 
strengthen healthcare provider communication skills.

INTRODUCTION
According to reports from WHO, every day 
in 2017, approximately 810 women died from 
preventable causes related to pregnancy and 
childbirth.1 Further, 9.5 million women are 
estimated to suffer from pregnancy- related 

complications every year.1 2 Sub- Saharan 
Africa alone accounts for roughly two- 
thirds of global maternal deaths.1 Tanzania 
is among the countries with the highest 
maternal mortality rates in the world, with 
398 maternal deaths per 100 000 live births.3 4

Maternal near- miss (MNM) refers to a 
pregnant or delivered woman who nearly 
died but survived a complication during 
pregnancy, childbirth or within 42 days of 
termination of pregnancy.5 WHO proposes 
an ‘MNM approach’ to monitor and improve 
the quality of obstetric care, using a tool 
that classifies women according to several 
(potentially) life- threatening conditions.6 
Five potentially life- threatening conditions 
are used as part of the inclusion criteria set: 
severe postpartum haemorrhage, severe pre- 
eclampsia, eclampsia, sepsis/severe systemic 
infection and ruptured uterus.7

The MNM concept is promoted, as women 
who survive life- threatening conditions have 
many common aspects with those who die of 
such difficulties.8 They can provide insights 
into which aspects of quality of care need to be 

STRENGTHS AND LIMITATIONS OF THIS STUDY
 ⇒ This study explored the experience of women who 
survived a maternal near- miss event—a very vul-
nerable population.

 ⇒ Recall bias needs to be assumed, as the women 
were interviewed 4 weeks after the event. However, 
earlier interviews might have found the women still 
physically and emotionally distressed, which would 
have made the interviews impossible.

 ⇒ Some women could not be interviewed as they 
stayed with their close relatives living elsewhere 
until fully recovered from the event. This could have 
created selection bias, since those included might 
have had fewer problems or different experiences 
from those who were missed.

 ⇒ A main limitation of our study is that we did not in-
clude the perspectives of healthcare providers and 
close family members.
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improved.9 Women who have experienced an MNM can 
provide valuable information on clinical, but also other 
aspects of care, including communication.10 Analysing 
MNM cases is a useful approach for designing and moni-
toring strategies to improve the maternal care. Women 
who survive life- threatening conditions share many condi-
tions with women who died. Learning from such more 
positive events has been suggested to provide important 
clues to improve the quality of maternal care.11 12

Low quality of birth care experienced by women affects 
their health- seeking behaviour and trust of the healthcare 
system.13 According to the WHO framework for the quality 
of maternal and newborn healthcare, effective communi-
cation with women and their families helps women feel 
more involved in their care, avoids unnecessary anxiety, 
misunderstanding and wrong expectations, and gives 
women control of their condition, which contributes to 
a positive experience.14 In turn, effective communica-
tion among healthcare providers, relatives and women 
is essential to improve maternal and newborn healthcare 
services.14 Effective communication has been highlighted 
by women as a means to avoid unnecessary anxiety, misun-
derstandings and wrong expectations.15 16 Interpersonal 
communication and counselling skills, a positive attitude, 
plus simple, clear language that women and their families 
can understand, are equally important.17

When caring for women during an MNM event, health-
care providers may focus on managing the patient and 
provide less information about the decisions they are 
making.18 Therefore, in this study, we aimed to explore 
experiences of communication as an element of quality 
of care among women who had experienced an MNM in 
Southern Tanzania.

METHOD
Setting and participants
This qualitative, cross- sectional, descriptive study was 
conducted in the Mtwara region, Southern Tanzania. 
According to the National Bureau of Statistics, the total 
population of Mtwara was estimated to be 1 334 606.19 
Mtwara region’s maternal mortality ratio was estimated 
at 579 deaths per 100 000 live births in 2012, according 
to the latest census, which is higher than the national 
maternal mortality ratio.19 This study focused on two 
selected hospitals that were purposefully chosen: Ligula 
Regional Referral Hospital, because it receives referrals 
from the region’s surrounding districts and Mkomaindo 
Hospital, which is a referral centre for all health facili-
ties within the district. These two hospitals have high 
caseloads, and were part of the intervention study to eval-
uate the impact of the Helping Mothers Survive Bleeding 
after Birth (HMS- BAB) training programme from 2014 
to 2016.20

Data collection
Between September 2018 and October 2018, we identi-
fied women in the two hospitals using slightly modified 

MNM criteria as proposed by Hanson et al.20 We included 
women who received a transfusion of any unit of blood, 
reflecting the scarcity of this intervention.20 Four nurse- 
midwives (two in each facility), who worked in the mater-
nity wards at Ligula Regional Referral Hospital and 
Mkomaindo Hospital and who used to collect MNM cases 
during the HMS- BAB Study,20 received a 1 day refresher 
training to identify MNM cases. Before discharge, women 
with MNM were identified and invited to participate in 
the study. Written consent was obtained, before discharge, 
from all women who agreed to participate. We identified 
16 women with an MNM above 18 years of age, purposely 
seeking a wide age range, but restricted to two key compli-
cations: haemorrhage, or pre- eclampsia and eclampsia. 
Our sampling approach adhered to the concept of infor-
mation power, where the selected women had the most 
knowledge to provide the needed information for our 
very specific, and narrow aim.21

Home interviews were done from October 2018 to 
November 2018 by the first author. The interviewer 
reviewed the hospital- based medical records before the 
interview to understand the medical history. We used a 
semistructured interview guide informed by the WHO 
framework for the quality of maternal and newborn 
healthcare.14 The interview guide (online supplemental 
appendix A) included questions focusing on (1) the 
patient’s communication with healthcare providers 
throughout their stay in the hospital as well as (2) the 
woman’s involvement in decision- making on her treat-
ment during care. Interviews were conducted at each 
woman’s home, 4 weeks after the woman had been 
discharged. We were able to interview 10 of the 16 
selected women while 6 women were missed as they were 
not at their home, but were being taken care of by their 
families at another place (figure 1). The interviews were 
conducted in a place where the woman was comfortable, 
and where nobody could hear the conversation between 
the researcher and the participant. All interviewed women 
were asked whether they objected to the interviews being 
digitally recorded. None of them objected. The inter-
views were conducted in Kiswahili, the national language 
used by all Tanzanians. Each interview lasted between 30 
and 45 min and was built on the previous one, with slight 
modification, elaboration and better- focused questions. 
Data saturation was reached at the eighth interview. The 
last two interviews gave no new information, even with 
probing. There was no refusal to answer questions, nor 
drop- outs from this study.

Data analysis
Our analysis followed the guidance of thematic analysis 
proposed by Braun and Clarke.22 The transcripts were 
read several times to become familiar with the data and 
then were analysed by the first author, with frequent 
and substantial input from the co- authors. A process of 
encoding information was done in six phases, including:
1. Familiarisation with the data: the transcripts were 

read and reread to familiarise researchers with the 
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knowledge, and make sure they understood its overall 
meaning.

2. Generating initial codes: the entire data set was coded, 
and labels were generated for important information. 
The preliminary coding framework was based on the 
synthesis of initial concepts identified in previous stud-
ies.22 As the process continued, new, emerging codes 
were formulated and compared with the initial codes.

3. Searching for themes: the codes were combined to cre-
ate sub- themes that were then condensed to generate 
themes.

4. Reviewing themes: sometimes, the themes were split, 
combined or discarded during the process.

5. Defining and naming themes: meanings were formu-
lated for the themes.

6. Producing the report: this involved weaving the analyt-
ical narrative and the extracts, in which vivid examples 
were chosen to demonstrate the essence of a point. 
The reporting of this qualitative study adheres to the 
standard for reporting qualitative research (SRQR) 
guidelines.23

Patient and public involvement
No patient or member of the public were involved in the 
design of this study.

RESULTS
Demographic characteristics of participants
A total of 10 women were interviewed. The age range was 
from 18 to 34 years, with a mean of 25.6 years old. Demo-
graphic characteristics, delivery and type of the MNM 
details of interviewed women are presented in table 1.

Emerging themes
Three major themes emerged during the analysis:1 being 
informed about the care and interaction,2 being engaged 
and encouraged, and3 being afraid to ask questions. 
Quotations taken directly from the data are used to illus-
trate the themes.

Figure 1 Study flow chart. Sixteen women were selected 
in this study. Ten women who nearly died but survived 
haemorrhage, or pre- eclampsia and eclampsia completed the 
study with the inclusion criteria were age over 18. Six women 
were missed as they were not at their home, but were being 
taken care of by their families at another place.

Table 1 Describes the sociodemographic characteristics, 
delivery and type of the MNM patient interviewed

Variables Mean n (%)

Age (years) 25.6

Education level

  Primary 8 (80)

  Secondary 1 (10)

  University 1 (10)

Occupation

  Unemployed 8 (80)

  Self- employed 1 (10)

  Employed 1 (10)

Marital status

  Married 7 (70)

  Single 3 (30)

Mode of delivery

  Caesarean section 6 (60)

  Spontaneous vaginal delivery 4 (40)

Type of complication

  Postpartum haemorrhage 5 (50)

  Ante- partum haemorrhage and 
postpartum haemorrhage

1 (10)

  Eclampsia 3 (30)

  Severe pre- eclampsia 1 (10)

MNM, maternal near- miss.
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Theme 1: being informed about care and interaction
Some women shared that they felt they were informed 
about their care and progress throughout pregnancy 
until they were discharged from the health facility after 
they had given birth. During antenatal visits, some of 
them described being counselled to seek medical care 
from the higher- level healthcare facility immediately for a 
positive labour outcome, if they noticed any danger signs. 
They reported that they were regularly informed about 
the progress of labour and its effect during the labouring 
process:

…the nurse who was taking care of me told me that 
‘you cannot deliver normally, you need to go to the 
theatre because your babies are in the wrong posi-
tion.’ I agreed, and I left there at 12:30 am to go to 
the theatre…(participant 1 who had PPH).

… two weeks before delivery, my body started to be 
swollen. I went to the hospital, and they told me that I 
had to go to the big hospital because these were dan-
ger signs and I should go on Monday, but on Sunday 
night I started to feel labor pain, so early Monday 
morning I went to the big hospital where I was being 
held in operation.(participant 2 who had eclampsia).

The women who had more severe MNM were not able 
to take care of themselves afterward. In some circum-
stances, their relatives were allowed to assist them at the 
health facility, and in some cases, they were informed of 
their patient’s procedures and treatments. One woman 
described how her relatives were informed about her 
progress and care at the health facility:

…during care, they informed my relatives that they 
needed to provide water for me. Then my relatives 
responded by saying yes. They kept telling them that you 
need to go and buy this medicine because we don't have 
it here in our hospital store and my relatives agreed, and 
they said to them that your baby (me) had lost a lot of 
blood during delivery, so we need to do a blood transfu-
sion—also agreed, and said they would pay anything …. 
(participant 1 who had PPH)

Other women reported being informed by nurses, 
midwives, and doctors about their labor progress and 
what was expected of them. They acknowledged that the 
providers listened to their concerns and dealt with them 
without delay:

…when I told them that I had stomach pain, they 
brought medication for me. When I told them that I 
felt the urge to defecate, they got me a pan (partici-
pant 2 who had eclampsia).

Despite being conscious, some women reported not 
being informed at all about the care that they received, 
or the procedures performed—such as catheterisation 
and wound dressing—and were not aware of medications 
they were given, nor the reasons for taking such drugs. 
Surprisingly, one woman, who delivered twins, reported 
that she was not informed that she had lost the second 

twin until she was at home after being discharged from 
the hospital, and her grandmother was the one who 
provided that information.

After being discharged from the hospital, when at 
home, my grandmother told me that I gave birth to 
two, but unfortunately one child died. (participant 3 
who had severe pre- eclampsia).

I was seeing those bringing medicines, coming to 
dress wounds. They didn’t tell us that ‘we give you 
this medication for these reasons”. (participant 1 who 
had PPH).

Theme 2: being engaged and encouraged
In this study, women valued being encouraged and 
emotionally supported by healthcare providers during 
care. Some women expressed being grateful, because 
providers were usually present and took time to counsel, 
encourage and reassure them that they were in good 
hands, would recover and go home safely. The women 
we interviewed typically left pleased after receiving words 
of encouragement and reassurance from the healthcare 
providers.

…. I was often asking the doctor if my condition was 
normal; he told me that it was normal, and I would 
be okay and well…. Since I'm not a professional, I ac-
cepted that, and I know that the one who spoke it was 
a professional on that so that response encouraged 
me. (participant 9 who had eclampsia).

…they saw me as their younger sister, they advised 
me, and encouraged me, I mean they used to pray 
for me, in short, they used to pray for me for quick 
recovery and to return to a normal health condition 
for me to proceed with my daily activities (participant 
10 who had PPH).

Some women were happy with the way healthcare 
providers supported each other and engaged with 
saving their life during their critical condition of MNM. 
A woman who had eclampsia recalled the healthcare 
providers’ discussion and final decision on saving her life 
and felt grateful.

As when I had a problem like this of falling down, 
they all worked together to save the baby’s life. They 
said, let’s work together, no discussion, we need to 
help the mother in order to save her life, otherwise 
she can lose her life and her baby, because she can’t 
push, she lost a lot of energy—we need to take her to 
the theatre… (participant 2 who had eclampsia).

After delivery, some mothers reported receiving advice 
from healthcare providers. Some women reported that 
the support and guidance received from healthcare 
providers was adequate and helpful. A woman with 
twin babies delivered by caesarean section shared her 
experience:
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… they (healthcare providers) came to check our 
wounds and tell us the progress, if the wound was 
not doing well, they would tell you that your wound 
was not doing well and they would tell you to do your 
best… they told us to do the exercises, they said that 
exercise straightens the wound. If you don’t exercise, 
the wound will rot (oza) inside…they told us that 
the great support is exercise. (participant 1 who had 
PPH).

Most women were happy with the way healthcare 
providers engaged their close family members during 
care. Women reported that healthcare providers engaged 
them and their close family members during care. Mothers 
and immediate family members were involved in any deci-
sion concerning themselves and their babies. They were 
provided with a clear explanation of the process of care.

…they asked me how I was doing and I told them 
that I was doing fine, they opened my eyes looking 
inside because I was given two units of blood. They 
took their equipment, which was used to measure 
pressure, and they measured my pressure and they 
told me that it was slowly coming down. (participant 
5 who had eclampsia).

Theme 3: being afraid to ask questions
Women who were interviewed also indicated that the 
healthcare providers did not always give them the 
chance to ask questions or have enough time to talk with 
them about issues they did not understand concerning 
their care. When asked why those healthcare providers 
behaved in this way, they mentioned that some healthcare 
providers were too busy at their offices, showed no time 
for the patients and were very harsh:

Mh, you knew them very well, they act too exception-
al and busy at their offices…You cannot ask them 
many questions because when you ask, they become 
very harsh. (participant 4 who had APH and PPH).

Some women also had concerns about how healthcare 
providers communicated with them when they were in 
pain during labour, and how they communicated with 
their relatives when they were around providing support:

I would like to see those nurses change their bad 
behavior, they were just talking bad words. When 
my relatives came to help, they were chased out, or 
when you felt too much pain during labor, they were 
just talking a lot of words… so if you are very sick 
for sure you will feel terrible (participant 2 who had 
eclampsia).

Furthermore, some women were frustrated with the 
way healthcare providers behaved when communicating 
with them and so they wished to leave the hospital and go 
home for care:

…not always, sometimes when they decided to listen 
to us, they listened, others when you talked to them, 

they didn't even reply and left for their office. Those 
who come and are serious, we were afraid of them, 
but those who were coming while happy we couldn't 
be scared to ask them questions. We asked them, and 
indeed on my side, I asked them after surgery what 
kind of vegetables do we need to eat, and they ex-
plained ….others, they are not humble at all, some-
times you feel like it would be better to be discharged 
and return home to have a rest from this environ-
ment. (participant 5 who had eclampsia).

DISCUSSION
Our qualitative study is among the few studies that explore 
how women who had MNM complications experienced 
communication as an element of the quality of care. Our 
study reports that a large number of women felt informed 
about the care and interaction, engaged and encouraged. 
However, some indicated that they were afraid to ask ques-
tions and were insufficiently informed, particularly when 
they had periods of unconsciousness. The interviews 
suggest that women felt grateful, supported and cared 
for during the facility stay when communication was 
adequate. However, in some instances, women reported 
that healthcare providers were harsh, busy and unable or 
unwilling to take time to talk and listen to them, causing 
women to feel frustrated during their care.

Our findings are similar to other studies in low resource 
settings, such as one in India which found that providers 
shared information with the women about their condi-
tion, procedures needed and care advice.24 Generally, in 
our study, women trusted healthcare ‘providers’ knowl-
edge, and appreciated the services and efforts to save 
their lives. Similar to previous research studies, women 
generally experienced good communication at the health 
facilities and appreciated the maternal services, and 
therefore, were satisfied with the care.11 25

However, it should be noted that unconscious women 
were not informed sufficiently about the medication 
they had been on, or even the reasons for taking such 
medicines. This finding is similar to previous research 
studies in Tanzania, Ghana and Malaysia, indicating 
information deficits.2 18 26 Adequate information 
including sufficient details in relation to conditions 
and treatment procedures, has been suggested also 
by others to increase the patient’s adaptation process 
and their satisfaction.2 18

Our study also supports the conclusion of Norhayati et al 
from Malaysia, that family members should be allowed to 
accompanying the patient and remain with her.18 In our 
study, relatives were involved in care, decision making, 
and were provided with a clear explanation of the process 
of care in most although not all circumstances. In case 
relatives were well informed, these were able to inform 
the women experiencing the MNM complications about 
the care, as well as procedures performed, such as blood 
transfusion and caesarean sessions. Another study, done 
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in Uganda, found that women’s partners were eager and 
willing to support their women in a time of the obstetric 
emergency. However, they were dismayed by inadequate 
communication about their patient’s prognosis and any 
implications of the childbirth complications.27

Our study reveals very positive experiences, as women 
reported that they received encouraging and reassuring 
words from healthcare providers, for example, that they 
would recover and go home safely. This is a support that 
has been highlighted as empowering in other studies.28 29 
Small acts of kindness help women cope during the anxious 
waiting period. This was highlighted in a study from the 
UK: doctors and midwives repeatedly reassured women 
that everything was okay. These small, personal touches 
of reassurance from healthcare providers were perceived 
to help during the life threatening situation.30 Emotional 
support is composed of affirmative words, reassur-
ance, showing sensitivity to the woman’s fears, offering 
encouragement, empathy and applause for grit. All this 
emotional support enabled women to remain focused, 
consoled and gave them the courage and strength to 
endure the process of childbirth.29

However, we also reported negative events: some 
women indicated that some healthcare providers commu-
nicated with them poorly by shouting, being rude when 
asked for help, and exhibiting negative behaviour. This 
concurs with other studies reporting that women were not 
happy with the attitude of some nurses and midwives, and 
felt neglected, discriminated against, and verbally abused 
during care.13 25 31 32 Burn- out, work overload, inade-
quate nursing staff and other resource constraints were 
reported to affect nurse–patient communication and 
their overall performance of providing quality maternal 
healthcare.13 33 34 Also, in our study, some women revealed 
that it was difficult for them to ask healthcare providers 
questions during care because they were too busy at their 
offices. This finding is similar to the study done in Ghana, 
which also showed that women were unable to ask ques-
tions if the nurses and midwives had negative attitudes.2 
Previous research has shown that the neglect in the facili-
ties reinforces women’s desire to deliver at home.13 32

Strengths and limitations of this study
A major strength of this study is that we explored the 
experiences of women who each had undergone a life- 
threatening condition of similar seriousness, using the 
accepted definition of MNM. This provides depth and 
information power.21 Also we employed several measures 
to ensure the trustworthiness of this qualitative study.35 
The study was conducted by a multi- professional team, 
with experience from several settings, supporting flexi-
bility. Several authors; HAK, LTM, ABP, CH, and SL read 
the transcribed interviews. The first author did the initial 
coding and all authors discussed the themes and alter-
native interpretations until consensus was reached. The 
quality of the data was maximised by interviews being 
held in Kiswahili, the national language.

However, our study also has limitations, foremost the 
small numbers of participants, which might have limited 
the variation of perspectives, for example, in relation to 
age or socioeconomic status. However, we reached satu-
ration after eight interviews, suggesting that our sample 
was sufficient for the study question. We only included 
participants from two public hospitals from Southern 
Tanzania, a typical rural setting sharing many similari-
ties with other parts of Tanzania. Public hospitals share 
typically the pattern of resource constraints36 still, we 
cannot exclude, that women might have raised different 
aspects in other parts on the countries. Second, this study 
captured the experiences of women who had delivered 
several weeks earlier, and therefore, faced some recall 
bias. We do, however, believe that earlier interviews would 
have been ethically questionable and we might have 
found women too physically and emotionally distressed.37 
The large number of women which we missed because 
they were cared still outside their home confirms this 
concern. Lastly, we only interviewed women, while inter-
viewing healthcare providers or family members might 
have added additional perspectives.

CONCLUSION
This study highlights the communication issues expe-
rienced by women facing a life threatening event. The 
women participants shared divers positive and negative 
experiences. They expressed that when they were well 
informed, engaged, encouraged and involved by health-
care providers, this seemed to build confidence and trust 
in the healthcare system. Our findings also suggest that 
more emphasis needs to be placed on informing women 
who become unconscious during their stay. Training in 
communication and information provision should be an 
integral part of training to improve the quality of emer-
gency care. Such communication training may consider 
the special needs of women and families where there were 
episode of unconsciousness.
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