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The measurement of less severe maternal morbidity represents many
challenges forwomen during pregnancy and postpartum, and for the
organization of health services. In orderto explore the different aspects
of the feasibility and acceptability of implementing morbidity
measurement tools at the primary health care network level, a
qualitative and quantitative mixed descriptive study was conducted at
the level of the primary health care network in theprefecture of
Marrakech. The objectives are: (1) to test the tools for measuring
maternal morbidity less severe proposed by the WHO and describe the

state of play of this morbidity, (2) to study the feasibility and
acceptability of integrating these tools into the Pregnancy and
Childbirth Surveillance Program inMarrakech, and (3) to validating and
proposing a new tool adapted to our Moroccan context. The data were
collected by questionnaires administered face-to-face for 257 women in
antenatal care and 253 women in postpartum care recruited at the level
of ten health centers. Most of the women who participated in the study
(55.95% antenatal and 52.17% postpartum care) were not in good
health. Of these women, 35.79% had direct complications and 33.85%
indirect (medical) complications. In terms of feasibility, the results
suggest that the implementation of the tools presents challenges in terms
of time, resources and coordination. Regarding the acceptability of the
WMOs, the women surveyed perceive it as a useful information tool
that promotes communication with health professionals and makes it
possible to assess their state of health and ensure their holistic care.

Copy Right, 1JAR, 2022,. All rights reserved.
Introduction
Maternal health is essential for sustainable development and is a serious problem in the world. The magnitude of this
problem places maternal well-being and survival at the center of the concerns of all countries [2]. Each year, around
210 million women become pregnant andaround 140 million newborns are born meaningthat maternal health is not a
marginal issue [3].

In 2015, the WHO estimated that 303,000 womendied from complications related to pregnancy orchildbirth, most of
these deaths were preventable.
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In view of this alarming situation, there is greaterawareness globally of the plight of women who have complications
related to pregnancy, childbirth and who may continue to have long-term problems [4]. Fortunately, women's health and
their ability to perform economic and social functions is a central concept of the Sustainable Development Goals (SDGs).
Thus, the “Survive, Thrive and Transform™ program of the Global Strategy for Women's, Children's and Adolescents'
Health (2016-2030) ismoving away from the goal of reducing maternal and infant mortality, emphasizing the need to
ensure good health so that women, adolescents and children can fully play their role infuture development. According to
Lale Say et al [1], maternal mortalityis only part of the overall burden of poor maternal health, as it excludes maternal
morbidity. The burden of maternal morbidity is not yet known [5].

WHO estimates that for every recorded maternal death, 20 to 30 women suffer from morbidity. Of these cases, a quarter
could suffer serious and permanent sequelae. Maternal morbidity, represented by the health problems borne by women
during pregnancy, childbirth and postpartum, contribute to this burden [6]. According to these same authors, these
sequelae can affect women on a physical, mental and sexual health level, on their ability to function (cognition, mobility,
participation in society), their body image and their socio-economic status in low- and middle-income countries,
especially among the poorest women. Currently, there is an estimated 27 million episodes of direct complications that
occur each year [1].

Despite this large number of complications, thereislittlecomprehensiveresearchonmaternalmorbidity. The spectrum of
conditions is so widethat studies often focus on the most serious andfatal causes of obstetric morbidity and / or on asingle
disease[2].

In 1999, Fortney and Smith [7] noted that the literature is full of hospital studies, case studies describing acute and chronic
morbidities associated with pregnancy and childbirth. What remains relatively unknown is the prevalence of specific
orgeneral morbidity in the population asawhole. These remarks remain largely valid today, few data on morbidity have
changed, despite the increase in data on maternal health [8,9].

In Morocco, the attention paid to maternal healthin recent years has resulted in notable progress in improving maternal
and newborn health. Considerable progress has been made in reducing maternal and neonatal mortality. Indeed, according
to the latest national survey carried outby the Ministry of Health in 2017 and 2018, the maternal mortality rate is estimated
at 72.6 maternal deaths per 100,000 live births with a decline of nearly 78% compared to the ENSPF from 1992.The
neonatal mortality rate fell by 38% between 2011 and 2018, from 21.7 to 13.56 per 1000 NV. The improvement of these
healthcare indicators, as evidenced by the results of thesurvey, shows that Morocco is on track to achieve the SDGs.While
current attention is paid to survival during pregnancy and childbirth, and to ensuring the full development of women
throughout their lives, much remains to be done tomake pregnancy a positive experience. In order to be nline with the
objective 3 of sustainable development and the global strategy, Morocco is called upon to put in place integrated health
services capable of maximizing the health, well-being and potential of women throughout of their life. In building the
new national maternal and newborn health strategy to end preventable deaths, improving the measurement of maternal
health will bethe keyto success [10].

Building on WHO's success in defining and measuring severe maternal morbidity (Near miss), the current focus is now
on standardizing and measuring less severe maternal morbidity. Indeed, in 2012, the WHO [11] launched a work
programon the development of a common definition and identification riteria for very severe cases of maternal morbidity
(Near-miss) allowing its routine measurement and monitoring, in particularas a tool for assessing the quality of care for
women with severe morbidity. However, the definition and criteria did not exist for less severe cases along the continuum
of maternal health. This working group agreed on the following definition of maternal morbidity "any health condition
which contributes to and/or complicates pregnancy and childbirth and whichhas a negative impact on the well-being and
/ or functioning of the mother".

This work led to a conceptual framework, titled Maternal Morbidity Measurement Framework (MMM) [12].

In order to respond to the need to measure and cope with the magnitude of this burden, a tool for measuring this maternal
morbidity (OMM) has been developed. The particularity of this tool lies in the fact that it is sensitive to regional
specificities and adaptable to any category of communities. It measures less severe maternal morbidity in prenatal and
postnatal clinical populations. This tool has already been tested in three resource-limited countries namely Jamaica,
Kenya, and Malawi [13]. No test has been conducted so far in Arab countries or North Africa. Therefore, the adoption of
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tools for measuring maternal morbidity in our Moroccan context requires a study to determine the feasibility and
acceptability of setting up a simple and appropriate tool.

In this sense, the present study is proposed to describe the burden of less serious maternal morbidity at the level of the
city of Marrakech, and to test the data collection tool proposed by the WHO in order to arrive at a standard tool, adapted
to our context.

The data collected through this study will provide better information on the extent of maternal morbidity. In order to fill
the current gaps in the management of maternal and newborn health, this study will enable researchers, decision-makers
and health professionals to be equipped to plan interventions and resources. Helping meet women's reproductive health
needs. This study will test the feasibility and acceptability of using a tool to measure the consequences of pregnancy and
childbirth on a woman's state of health. Once validated in our context, this OMM will provide evidence and will constitute
a routine tool for the measurement of maternal morbidity.

Framework

This conceptual framework, developed by the WHO Maternal Morbidity Working Group, high lights the general
ramifications of maternal morbidity and outlines the types of actions needed to capture as it relates to women, service
providers and decision-makers (Figure N°1). This new conceptual framework presents a new definition of Maternal
Morbidity and its measurement. It takes into account and applies the principles of the WHO International Classification
of Functioning, Disability and Health (ICF) [14].

The reproductive health cycle is placed at the center of the framework, connecting the various stages of pregnancy,
postpartum labor and delivery, and from the pre-reproductive phase to the post-reproductive phase of the life cycle of a
woman. Maternal morbidity can occur in any woman during pregnancy, childbirth, or postpartum. The present study
concerns the measurement of less severe maternal morbidity during both the prenatal and postnatal periods.

The immediate results of maternal complications are a constant sign of full recovery, less severe maternal morbidity in
the short or long term, life- threatening complications (near miss), or maternal  death. With the exception of maternal
death, each of these complications can have a negative impact on the functioning and well-being of women. The present
study is concerned with direct and indirect maternal complications leading to less severe maternal morbidity in the short
or long term. At the top of the framework, external factors are represented and include laws and policies, health systems
and quality of care, women's pre-existing socio-economic status as well as their state of health. The morbidity
measurement tools that are tested in this study.

The Objectives Of This Study Are:
-Determine the feasibility, acceptability of implementing a simplified and modified tool to measure maternal morbidity.

-ldentify the recommendations regarding the integration of morbidity measurement tools in our Moroccan context.

Method

The present study took place at the level of the prefecture of Marrakech. It is part of the Marrakech-Safi Region. This is

a qualitative and quantitative study which was carried out following the test of tools for measuring maternal morbidity on

540 women in the pre and postnatal period. Thirty interviews were carried out with health professionals: 27% for general

practitioners, 66% of midwives, and 7% of nurses. The majority, or 76%, were female. The average age was 43 years and

60% of the participants have a seniority between 10 and 20 years. This study concerned:

1- Health professionals involved in the care of women during pregnancy, childbirth and postpartum at the primary health
care network level.

2- Midwife surveyors who participated in the administration of the maternal morbidity measurement tools (OMMM).

3- Those responsible at the central (Population Directorate), regional (Regional Health Director, public health service
manager, mother and child health program manager), provincial level with responsible at the level of the SRES
(Head of the  SRES, and animator of the pregnant woman care program), and at the local level (Midwives and
nurses responsible for the Pregnant woman care program).
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Results

Feasibility of implementing tools to measure Maternal Morbidity:

After having tested the morbidity measurement tools with 510 women (257 in prenatal and 253 in postnatal consultation),
and to describe maternal morbidity at the level of the prefecture of Marrakech as part of another study, the present study
consists of collect qualitative data in order to study the feasibility and acceptability of integrating these measurement tools
into prenatal and postnatal consultation.

In this sense, individual interviews and focus groups guided by the concepts and variables of the study were carried out
with the interviewers. These results were consolidated by the data of the interviews with health professionals involved
in the care for prenatal and postnatal women at the level of the primary health care network, as well as resource persons
at the central, regional and provincial level.

The period of appropriation of the MM measurement tools required a total of three meetings with each of the
interviewers. Questions were reformulated and training sessions were scheduled to facilitate completion and simplify
the use of the tools. Elements of information were discussed with other health professionals around the objective of
better meeting the needs of parturients. In addition, the integration into the prenatal and postnatal consultation and the
coordination of other activities as well as the referral of women if necessary, have been clarified.

Following the appropriation period, the procedure for administering the measurement tools was put in place. The
administration time varied between 20 and 45 mn per participant. The duration of this new task was not commented on
by the interviewers reluctantly: “.... We have no objection to the duration of the administration of the tool which can
sometimes last up to 'at 45 min per participant, especially if the latter presents a complication, we are used to proceeding
in the manner ....” (Interviewer 6).

Nevertheless, the number of women to be taken care of and the number of questions provided for by these tools
constituted an additional, less appreciated task: “...... The problem arises especially when we receive several women to
whom we must administer the treatment. same tool, it is even worse when the woman comes to PONC with her child, it
becomes difficult to devote enough time to each woman, in addition to the questions provided for by the tool, which are
very numerous...” (Interviewer 4).

The interviewers were also embarrassed by the multitude of information media: "... we are obliged to repeat the
information several times in the different tools" (Interviewer 4). As they do not have care for at- risk pregnancies, the
referral of women who present problems sometimes required considerable coordination efforts on the part of the
interviewers: “... The problem does not arise in the administration of the tool. As much as it arises in quality care for
women with complications, Also, before the introduction of these tools, no reference was provided for the cases of
problems linked to sexuality, conjugal violence and mental disorders: "... There are many difficulties in taking charge
of women presenting complications related to sexuality domestic violence and mental discorders, we were not trained
to provide information on these aspects either, nor to take care of them....” (Investigator, 2).

Another difficulty, considered temporary by the investigators, concerns the unforeseen changes in the duration of the
consultation which sometimes disturbs the women: As there are changes in the duration of PNC and PoNC, women are
sometimes embarrassed especially when they are accompanied by their husband, they are not used to staying long
especially for the PONC. In short, filling in the morbidity measurement tools requires additional time to complete,
alongside the other information materials already established by the pregnancy and childbirth monitoring program
(PWCP), and especially to coordinate and animate a meeting that requires more time. This additional time and effort, in
part related to an organization not prepared for the integration of new aspects would be assessed as an obstacle to the
integration of these tools into current practice.

However, the interviewers declared that they usually take time with certain women, especially with those who suffer
from certain problems related to health or sometimes even to married life, but without notifying this information, nor
having a tool to be able to assess. state of health and decide whether or not it should be referred to the doctor at the
center or to another level of care: "... Even outside of this study, the PNC sometimes takes a long time, especially in In
case of complications, we discuss everything with the woman and she can tell us about her relationship with her husband

1016



ISSN: 2320-5407 Int. J. Adv. Res. 10(05), 1013-1022

and her personal problems, but this does not concern all women and we do not have any support to notify certain
information not appearing on the pregnancy and post-partum surveillance card” (Interviewer 2).

In addition, the investigators as well as the SF interviewed support the fact that these tools will not require a lot of time
since they do not concern all the women who present for the PNC or the PONC, but just those whose pregnancy is> 28
WA and deliveries> 6 weeks after delivery. They add that this problem of time does not limit the use of morbidity
measurement tools, it can be linked to the organizational problem, especially for women who will require specialized
care: “... Me, I do not think that the question of time can cause problems afterwards, | think it is just a question of
organization ..."(MW, 2)," ...The number of women with more than 28 WA and> 6 weeks postpartum is not always
high, in addition in our center.

Acceptability of MM measurement tools

For the interviewers

Despite the feasibility problems posed, the investigators support the benefit of these tools to ensure an integrated and
quality of care for women during pregnancy and after childbirth. During the interviews, the interviewers mentioned that
the participants felt reassured to be able to ask their questions and share their concerns: “The women were very
comfortable; they react to the questions even if sometimes it is more intimate, and | just came from. Learn that women
have multiple needs” (interviewer 6). The investigators underline that the discussion of the content of the tools makes it
possible to clarify several elements of surveillance and monitoring (general condition, symptoms, mental health,
sexuality, health resources and behaviors, etc.). For the interviewers, the use of these tools is acceptable in itself, even
desirable. However, the current organizational conditions must be adapted «I really appreciated this tool, | learned a lot
of things by using it, aspects that we did not know before «(Interviewers 2).

To counter the feasibility barrier of integrating these tools into their practice, the investigators suggest possible
solutions. The time allocated to the appropriation of the tools is evaluated as necessary: “... | took a lot of time to master
the tools, it is so long that it takes a lot of time” (Interviewer 3). Training should therefore be provided during the initiation
period. In addition, the interviewers suggest that each professional involved in the trajectory or the continuum of care
should be informed about the use of the tools: "...Training is essential before the integration of these tools, and this training
must concern all. stakeholders, we need to speak the same language...” (Interviewer 5). The acceptability of this procedure
with the actors involved would however need to be documented by the interdisciplinary team. The investigators also
suggest that medical data could be added in the same tool. According to them, morbidity measurement tools would be
both useful for the patient in understanding her medical situation, and for the health system to have complete and relevant
data allowing adequate decisions to be made: “These are tools that will improve care for women, of course, but will also
be used by the health system...” (Investigator 4). Finally, these tools should be integrated into the current information
system. Also, the referral of patients requiring specialized care, should also be systematically integrated into the trajectory
of patients to facilitate coordination: "... It is preferable that these tools be integrated into the current information system,
the best would be to complete the pink sheet concerning the monitoring of the patient. Pregnancy and postpartum,
elements already exist, just add those that do not exist such as conjugal violence, sexuality and mental health”
(Investigator 1). In short, as with feasibility, organizational constraints compromise the acceptability of these tools
according to the interviewers. the best would be to complete the pink card concerning the monitoring of pregnancy and
postpartum, elements already exist, it suffices to add those which do not exist such as domestic violence, sexuality and
mental health” (Investigator 1). In short, as with feasibility, organizational constraints compromise the acceptability of
these tools according to the interviewers. the best would be to complete the pink card concerning the monitoring of
pregnancy and postpartum, elements already exist, it suffices to add those which do not exist such as domestic violence,
sexuality and mental health ...” (Investigator 1). In short, as with feasibility, organizational constraints compromise the
acceptability of these tools according to the interviewers.

For the women interviewed

Consistently with the investigators, the patients interviewed appreciated being able to discuss widely their state of
health and for the first time certain intimate aspects. They report that the new prenatal or postnatal consultation was
useful for receiving relevant information about pregnancy or the postnatal period, their state of health, symptoms to
watch out for and pathologies related to pregnancy and postnatal care. partum, as well as favorable health behaviors.
They also report the relevance of this new method to better understand their situation: "... | had time to ask all my
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questions ..." (Participant 4 PoNC)," I have had all the information I needed...” (Participant 54 PNC). Some participants
mentioned that some of the questions asked by the SF had helped to better understand the extent of certain pregnancy-
related illnesses that they did not attach great importance to: “.... For me, being nervous all the time, being anxious and
moving away from everyone, even my children and the people I love, is normal for a pregnant woman” (Participant 37
PNC). For the women who have given birth interviewed, they stated that they never had a postpartum examination, and
they did not have the opportunity to discuss the progress of the birth and their state of health. in a fairly detailed and
precise manner. They appreciated the use of this new tool: “... Even if the nurse explained to me that I am going to
participate in a study, | was not expecting this type of intimate question, | am not disturbed on the contrary | really
enjoyed it, because it is for the first time that | am discussing this question of sexuality with someone " (Participant 113
PNC). However, another participant mentioned that the consultation took her longer, especially since she is accompanied
by her husband: ... I still wanted to stay and I needed more information but I was disturbed by calls from my husband
who was waiting, usually the consultation does not take enough time...”. The women interviewed find the new
consultation very acceptable and rich in information. .."(Participant 113 PNC). However, another participant mentioned
that the consultation took her longer, especially since she is accompanied by her husband: ... I still wanted to stay and
I needed more information but | was disturbed by calls from my husband who was waiting, usually the consultation
does not take enough time...”. The women interviewed find the new consultation very acceptable and rich in
information..." (Participant 113 PNC). However, another participant mentioned that the consultation took her longer,
especially since she is accompanied by her husband: “... I still wanted to stay and I needed more information but I was
disturbed by calls from my husband who was waiting, usually the consultation does not take enough time ...”.

The women interviewed find the new consultation very acceptable and rich in information...”. The women interviewed
find the new consultation very acceptable and rich in information...”. The women interviewed find the new consultation
very acceptable and rich in information. Regarding the acceptability according to the doctors at the level of the health
centers, the analysis of the content of the answers to the open questions reveals three themes.

The first concerns relevance for pregnant and postpartum women. The three of The doctors interviewed maintain that
the implementation of morbidity measurement tools is relevant: “It is obvious that these tools are relevant, they will
allow us to measure an aspect that has long been neglected” (GD, 1). They added that these tools and especially the
other aspects that were not included in the information system could promote monitoring and lead to better overall care
for women as well as a feeling of reassurance in order to prevent the woman feels "abandoned" for certain aspects which
are not currently taken into consideration during prenatal and postnatal consultations. "It would also be relevant to
integrate these tools into the current information system" (MG 3).

The second concerns the usefulness of morbidity measurement tools for general practitioners. For all the doctors
interviewed, the OMM would be useful to them by allowing a better knowledge of the state of health of the women and
the medical follow-up. Training would however be desirable. Also an adaptation to the context, an integration into the
current information system and the establishment of care networks are required: "The establishment of these OMMs is
dependent on the involvement of all stakeholders during the continuum of care™ (GD 2). Clarifications would also be
desired for patients concerning the complexity of the follow-up when several comorbidities are present and the
importance of shared follow-up, carried out jointly with the specialized team during pregnancy and post-partum.

The third theme addresses the impact of OMMSs on the continuity of care. Respondents mention that OMMSs could
facilitate continuity of care and relational continuity between patient and health professionals, they believe that these tools
could thus better meet the information and emotional needs of women: “We need it so much. of this kind of study and
this kind of tools which will act on the continuity of care” (GD 3). In addition, all GMs report that the content is well
detailed, clear, precise and complete, except that it is a bit long. They add that OMM can be adopted in our context and
require readjustments and suggest deleting the chapter on female genital mutilation. Only one participant pointed out that
the integration of these tools could help to increase the workload. In short, all the actors perceive the OMM as acceptable,
even desirable.

Validation and presentation of final tools

The integration of all the recommendations formulated by the various actors during the interviews and the literature

allowed the development of a first draft of the tools for measuring maternal morbidity adapted to our context. The draft

has gone through a validation process. A participatory and iterative process was carried out in two stages:

1. Presentation of the measurement tools for validation to the interviewers and other actors (midwives, managers of the
Pregnant woman care) according to a consensual approach for each of the items proposed in the tools,

2. Meetings with midwives and managers of the Pregnant woman carefor clarification.
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This validation process required two group meetings, and three individual meetings representing a total of 11 hours to
allow the development of a final version of the OMM integrated into the pregnancy and childbirth monitoring form. First,
a focused discussion group lasting four hours was carried out with participants from the group of health professionals,
namely midwives (n = 7), a nurse and a medical specialist. Each OMM item was presented by PowerPoint, in order to
validate the content of these tools and the proposed format. Then, three individual 60-minute meetings were scheduled
with three SFs for the technical development of the tool. The remarks raised are as follows:

Notes on presentation, organization of tools and questions

1. Both tools for PNC and PoNC should be summarized. It is recommended, according to the focus group carried out
with the interviewers and also by the managers and the PS interviewed, to adapt the content of these tools and to
integrate them into the sheet already mentioned. The same recommendation was proposed by officials at the central
level.

2. Theillustrations used in the clinical examination section are important but the same information can be reported in
a simpler way.

3. The presentation in tabular form was found to be complicated, following the same structure of the pink card is
desirable.

4. The number of questions was considered too important; it is recommended to add just the questions which do not
appear on the information system in particular the pink sheet.

5. The organization of the tools by topic was suggested as well as the numbering of the questions in order to facilitate
the use of the data.

Notes on the content of the questionnaire

In order to ensure its use, participants suggest that the content be shorter. The use of measurement scales is desirable
only for measuring mental health. Other supports can be used to supplement the information if necessary, or to assess
the state of health of the woman or the type of complications she presents.

1. Items to add: The new chapters concerning mental health, conjugal violence, sexuality, assessment of the state of
health and risk factors and environment must be summarized and added to the information on the sheet.

2. Inappropriate items or which do not adapt to our context: The part concerning genital mutilation should be deleted
according to the investigators. The same proposition was raised during the interview with managers as well as
healthcare providers. On the basis of the guide concerning biological analyzes for pregnant women, drawn up in
2013 by the Moroccan Ministry of Health, it was agreed to reduce the number of tests offered by the measurement
tool and to keep only those proposed. by this guide.

The final morbidity measurement tool is thus validated by taking into account the various comments and suggestions. It
is proposed to be included in the pregnancy and postpartum monitoring sheet. Indeed, most of the information already
existed on this sheet, only four chapters relating to sexuality, risk factors, violence and mental health will be added.

Discussion

The study of the feasibility and acceptability of tools for measuring maternal morbidity in a Moroccan context, more
particularly at the level of the prefecture of Marrakech, revealed that the tools are complete. content of the tools, I find
them complete and well organized ...” (MD 6), with a simple, understandable language, and the information is relevant
to describe the state of health of the woman. The investigators when they read and tested the tools, they said they contain
more information compared to the current information system. Nevertheless, they raised that the place given to the
newborn is very limited “... I wonder why these tools give less importance to the newborn? few questions are given to
her ...” (Interviewer 3).

The answer to this question can be found among the principles of the conceptual framework on the measurement of
maternal morbidity [12] on which we relied in the framework of this study. Indeed, this conceptual framework
emphasizes the importance of using a woman-centered approach. Because indirectly the influence on the newborn is
proven. Indeed, the health problems that prevent women from carrying out their normal activities can have a direct or
indirect, significant impact on their life and that of the fetus, newborn baby and even other members of their family. use
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a woman-centered approach. Because indirectly the influence on the newborn is proven. Indeed, the health problems
that prevent women from carrying out their normal activities can have a direct or indirect, significant impact on their
life and that of the fetus, newborn baby and even other members of their family. use a woman-centered approach.
Because indirectly the influence on the newborn is proven. Indeed, the health problems that prevent women from
carrying out their normal activities can have a direct or indirect, significant impact on their life and that of the fetus,
newborn baby and even other members of their family. According to those in charge at the central level, the integration
of these tools in the pregnant woman care program is feasible at their level "...At our level, there is no disadvantage to
integrate these tools, on the contrary, we have already expressed this need and we are just waiting for the right moment.

What remains to be studied is the feasibility at the operational level and the adhesion of health professionals, it is they
who will put it in place in a concrete way, this feasibility study will greatly facilitate our task...”. The same result was
raised by the WHO pilot study [10] which showed that the interviewers agreed that these problems raised by the tools
were important and that they had to be taken into account in future clinical interactions with women. During discussions
with the interviewers to determine the feasibility and challenges of implementing these tools, it appeared that the women
were open to difficult topics (violence, mental health and sexuality).

Nonetheless, the interviewers raised that they did not feel prepared to engage in some discussions, or were concerned that
the information they had was insufficient to properly inform women who had problems or complications.

With regard to the appropriate time for the administration of the tools, the investigators find that the time proposed by
the WHO during pregnancy is adequate (beyond 28 weeks). Nevertheless, it is recommended to schedule other
consultations beyond 6 weeks after childbirth to measure and diagnose other morbidities and complications. This
recommendation corroborates that proposed by Assarag (2015) [33] in his study which focused on postpartum maternal
morbidity in Morocco.

Strengths Of The Study

Our study is the first in North Africa to study the feasibility and acceptability of integrating the tools for measuring less
severe maternal morbidity proposed by the WHO [1] in the management of women during pregnancy and after childbirth.
It is the third in Morocco to deal with the subject of maternal morbidity and the first to deal with the measurement of less
severe maternal morbidity in Morocco. We have diversified the data collection tools and at the same time we proceeded
by triangulation in the analysis of the results to study the feasibility and acceptability of the tools tested to have more
visibility and understanding in order to propose and validate the tools of measure adapted to our context.

Conclusion

As the international community works to reduce maternal mortality, there is an urgent need to define and measure maternal
morbidity. Beyond 2015, it is an investment that no one can ignore. All countries must now go beyond survival, to
establish integrated health services capable of maximizing the health, well-being and potential of women throughout their
lives [26]. It reflects the full value of women as members of families, communities, societies and economies. This study
supports the added value of tools for measuring maternal morbidity to meet information needs, and for comprehensive
and integrated care that is part of the continuum of care. Although the women interviewed report a high level of satisfaction
with MM tools, and despite the growing support for these tools from healthcare professionals, managers and international
partners, its adoption can take time. The reasons include the limited resources available, the lack of time to complete the
tools as offered by WHO and the buy-in of all health professionals. In the light of the results of the present study, we have
proposed avenues for improvement to key players, which first consist of adopting a broader approach to maternal health
that responds to contemporary challenges and the most frequent complications.
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This is about going beyond traditional models of maternity care where women are in contact with health systems only
during pregnancy up to 6 weeks after childbirth. Maternal health service delivery can have a greater reach over a woman's
life cycle, including pre-marital care, longer-term health care, and better integration with existing health programs and
services. Maternal health and communicable and non-communicable disease control programs should be synergistic. The
recommendations proposed as well as the simplified form to be included in the pregnancy and postpartum surveillance
form already in place at the level of ESSP, will help to have factual and comprehensive data on maternal morbidity and
therefore facilitate decision making. Investing in maternal morbidity will not only prevent maternal and newborn deaths,
but also contribute to the well-being of the mother and her newborn and thus achieve SDG 3 by 2030.
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