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Abstract

Disrespect and abuse of women during labor and delivery is becoming recognized as a violat
ion of their rights and a barrier to using life-saving, facility-based labor and delivery care.

In Addis Ababa, the rate of expert birth attendance is 97 percent, with the remaining women
giving birth at home. From the viewpoints of both providers and mothers, this study investiga
tes the experiences of disrespect and abuse in maternal care, as well as the factors associated

with facility-based maternal care.

We conducted 455 interviewer-administered structured interviews at two randomly selected
governmental health facilities with their four-catchment health centers and two hospitals of
privately owned hospitals in Addis Ababa Ethiopia with midwives, health officers, nurses,
and medical doctors, and women who had given birth within the three months prior to the
survey date. In addition to the quantitative survey, the mothers who experienced disrespect

and abuse took part in an in-depth interview.

We discovered that during labor and delivery, both health care providers and women who pa
rticipated in an in-depth interview reported physical and verbal abuse, as well as non-
consented care. Most abuse, according to providers, is unintentional and stems from the over
crowding of the labor ward as a result of inappropriate referrals. We uncovered no evidence
of more systematic types of abuse involving the detention of patients from living with her
new-born rather than restraining women in the facility because they failed to pay health care
fees. Most of the mothers reported that they were never asked to know the position she
prefers to deliver in yet and also, they were denied to deliver in the position she preferred.
However, it is small in number the disrespect and abuse that they shy away to report also
appeared during the quantitative survey.

Our findings recommend that respectful care training, which is included in the national midw
ifery curriculum's professional ethics modules, be expanded to include a stronger emphasis
on counseling skills and rapport building. Our findings also suggest that all treatments aimed
at improving midwives' interpersonal contacts with women should be supplemented by addre

ssing structural concerns related to provider workload.

Keywords: Midwives, Respectful maternity care, Disrespect and abuse, Maternity care, Quality,

Patients’ rights, unnecessary referrals



CHAPTER 1
INTRODUCTION

This study assessed the relationship between disrespectful maternal care and factors
associated with facility-based ANC, delivery, and postpartum. Factors associated with
mistreatment in this study are conceived as the independent variables where disrespect and
abuse are conceived as the dependent variables. The factors associated to commit
mistreatment measured in form of individual (providers holding authority or empowering
him/herself over the patients, specific provider’s individual behaviour, qualification of
service provider ) and system or structural factors (over crowdedness of obstetric ward, under
staff facility, poor physical infrastructure...) while our dependent variables was quality of
respectful maternal care as world health organization claimed seven articles to inhibit the
Disrespect and abuse (Windau-Melmer, et al. 2013) such as, Every woman has the right to
be free from harm and ill treatment; Every woman has the right to information, informed
consent and refusal, and respect for her choices and preferences, including companionship
during maternity care; Every woman has the right to privacy and confidentiality; Every
woman has the right to be treated with dignity and respect; Every woman has the right to
equality, freedom from discrimination, and equitable care; Every woman has the right to
healthcare and to the highest attainable level of health and, Every woman has the right to

liberty, autonomy, self-determination, and freedom from coercion.
1.1 Background

The study strived to assess the women’s experience of respectful maternity care and the
factors associated with, through profound investigation using mixed method approach with
reproductive-age women from service seeker side and physicians, midwives, health
managers, and nurses from health provider side in both privately-owned health facilities and
state running health facilities.

It is near past that human rights organizations began collecting evidence and made the record
on disrespect and abuse in 2007, though it remained the challenge of women to give birth at
the facility since 1950 (Bohren M, et al.2015; Kruk ME et al,2014 ). In light of the fact

recorded, the world health organization revealed a statement on disrespect and abuse, during

1



pregnancy and childbirth. The statement emphasized the importance of respectful maternal
care and women’s rights during pregnancy and labor as well as the need for immediate

attention to this global phenomenon.

It is persisting concern that disrespect and abuse of women during pregnancy and delivery
has become an increasingly recognized phenomenon over the past decades. Global public
health norms now explicitly condemn such practices, admit them as both a violation of a
woman’s rights and also, instrumentally, as significant deterrent to the use of life-saving
facility-based labor and delivery services (White Ribbon Alliance 2016; World Health
Organization 2015;. Hastings MB, et al 2015). The enormous number of women across the
globe experience disrespectful, abusive, and neglectful treatment during childbirth in
facilities (Silal SP.et, al.2011; Small R et al.2002 d’Oliveira AFPLA et al.2002). This creates
a violation of trust between women and their healthcare providers and can also be a powerful

discourage for women to seek and use maternal health care services (Bohren M et al.2014).

While disrespectful and abusive treatment of women may occur throughout pregnancy,
childbirth, and the postpartum period, women are particularly vulnerable to disrespect and
abuse during childbirth. Such practices may have direct adverse consequences for both the
mother and infant. Unfortunately, disrespect and abuse of patients, particularly during
childbirth, persist globally and are prevalent throughout African countries (Bohren M, et
al.2015; Kruk ME et al,2014; Leonard K (2014), Mannava P et al.2015; Freedman LP et al
2014). The WHO emphasized the important role of RMC in statements entitled “RMC
improves lactation” (WHO 2007) and “recommendations for improving the childbirth

experience” (WHO recommendations 2018).

D&A can violate human rights and exacerbate women’s mental health conditions such as
sleep disorders and post-traumatic stress disorder (PTSD) (Swahnberg K et al.2007). Despite
the abundance of research on D&A prevalence, few studies have investigated effective
measures for reducing and preventing the prevalence of D&A behaviors during labor and
birth (Abuya T. et al.2015; Ratcliffe HL et al.2016 Kujawski SA et al.2017). The
identification of both aggravating and mitigating factors of negative and abusive care
provider-patient relationships has been neglected in health systems. Quantitative studies
conducted in African countries to determine the level and type of D&A show high disrespect
and abuse rates (Okafor 11, et, al.2015; Sando D, et, al.2016). Few studies were found to
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assess women’s D&A experiences during pregnancy and childbirth (Orpin J, et, al. 2018;
Balde MD et, al. 2017; Bohren MA et, al. 2016 Schroll A, et, al.2013).

In Ethiopia, no rigorous study was found to use relevant definitions or a standard
measurement tool to assess and manage RMC. The quantitative studies conducted given more
attention to cultural, economic, and social differences among various societies, rather than
emphasizing maternal mistreatment and the factors associated with it. Regarding the
importance of pregnancy, labor, and birth, and the impact of D&A on women’s decisions on
where to give birth it is necessary to assess the status of D&A and its related factors.
Assessing the quality of respectful maternal care the level and type of D&A show high abuse

rates, especially in African countries (Okafor Il et al. 2015; Sando D, et al, 2016).

Recent studies showed that the prevalence of disrespect and abuse of mothers is worse in
Sab-Saharan African countries. Bowser and Hill (2010) conducted an analysis with a global
perspective and identified seven categories for disrespect and abuse including physical abuse,
discrimination, non-consent clinical care, undignified care, non-confidential care,
abandonment of care, and detention in health facilities. According to the study, the range of
prevalence is so wide: 20% in Kenya and extended to 98% in Nigeria Bowser and Hill
(2010). Many women did not have procedures or the labor process not explained to them and
did not hear about the findings of medical inquiry. Disrespect and abuse during pregnancy
and childbirth have been ascending over the past decades (Burrowes S.et al.2017). A review
of relevant articles, some determinants including lack of professional support for health care
staff, hierarchical work relations, the excessive workload in the labor ward, the inadequate
staff at different levels, and poor infrastructures can contribute to the increased prevalence of
disrespect and abuse (Bowser D, et al. 2010; Freedman LP et al.2014).

Despite Ethiopia's Ministry of Health's focus and unwavering support for measures to minimi
ze maternal and newborn mortality, the absence of critical staff, the unavailability of supplies,
the inadequacy of facilities, and poor quality of staffing contributed to the poor performance
of the health care sector (Burrowes, S., et al 2017). The problems of emulation to check and
balance, the bribery requested by recruiting body of health care providers, the absence of
proofing the forgery educational award and the appearance of nepotism in the sector
exacerbate the problems; and if economic and political instabilities are added to the list, it is

simple to imagine the predicament of the maternal health care seeker. From standpoint of the
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service seekers the age, personal attributes and the health status of maternal service seekers

contribute to the RMC service quality.

In Ethiopia from a reviewed article, it is found that both health care providers and patients
reported that physical abuse, verbal abuse, and non-consented care during pregnancy and
delivery are the most frequent type of mistreatment (Burrowes, S. et al. 2017). The providers
reported that most abuse is unintended and results from weaknesses in the health system or
from medical necessity. Despite showing good basic knowledge of confidentiality, privacy,
and consent to health care providers, training on the principles of responsive and respectful
care, and on counseling is largely absent. Patient responses suggest that women are aware
that their rights are being violated and avoid facilities with reputations for poor care
(Burrowes, S. et al. 2017).

Underutilization of health facilities remains a concern in Ethiopia and contributes to the
countries high mortality rate. It is alarming that albeit inadequate (underestimation) figure,
412 women die for every 100,000 live births in the country and maternal death constitute
21% of all death to women of reproductive age, though the ministry of health prioritizes and
pose vigorous support of an effort to reduce maternal and child mortality (CSA and ICF,
2016). In Ethiopia, only 28% of women receive skilled health care in a health facility during
labor and childbirth and 3% of Addis Ababa reproductive age women experienced home
delivery (CSA and ICF, 2016). The women’s educational level, residence, ethnicity, parity,
autonomy, household wealth are associated with low utilization of health facilities (Memirie
ST et al. 2016; Mengesha ZB et . 2013; Tarekegn SM et al 2011). As studies in Ethiopia
demonstrated, perception of poor quality of care such as lack of privacy and lack of
psychosocial support, are significant factors in women deciding whether or not to give birth
at a health facility (Sheferaw ED et al.2016; Roro MA, et al. 2014).

Moreover, recent studies revealed evidence of disrespect and abuse in Ethiopian facilities (
Asefa A et al 2015; Kruk ME et al.2010, ). The study conducted in primary health care units
in two regions: SNNP and Tigray found that 21% of post-partum women surveyed reported
disrespect and abuse, non-consented care (17.7%), lack of privacy (15.2%), and non-
confidential care; and 82% of providers cited occurrences of disrespect and abuse in their
facilities John Snow International (2010). Nonetheless, Ethiopia has enshrined the promotion

of women’s rights and status in its constitution and subsequent national policies (Wada T.et



al. 2008 ) and has supported the core United Nations General Assembly resolutions and other
international agreements that acknowledge the rights of childbearing women to respectful
maternity care (White Ribbon Alliance 2011). However, individual patients are unlikely to

know about, much less use, any mechanisms to address rights violations.

In an effort to reduce maternal morbidity and mortality, Ethiopia’s government has both
expanded health care infrastructure and coverage and has undertaken initiatives to make care
more hospitable. These include expanding numbers of midwives trained and posted in rural
areas (matched with their region of origin); operationalizing a Women’s Health Development
“Army” to conduct health outreach to rural women, and providing traditional foods to women
who give birth in rural health centers ( Getahun H et al.2002; Federal Ministry of Health
Ethiopia 2015). According to the Ethiopian Midwives Association (2012), due to new, exam-
based selection criteria, a distinctive aspect of the midwifery profession's expansion is the
growing share of male midwives (22 percent). Ensuring the quality of these services and
understand women's readiness to use them are two relatively understudied difficulties of this
scale-up. Despite doing research in several parts of the country, there is no comprehensive

study that covers all aspects of respectful maternal care and the factors that influence it.

1.2 Statement of the problem

The articles found from different scholars mainly asking some group of women whether they
experienced disrespect and abuse in the hand of health care providers or not; but there was
insufficient research that reveals the sources or the factors associated that come with the

health care providers to commit the mistreatment.

Evidences gathered on disrespect and abuse during pregnancy and childbearing in health
facilities show only some types of disrespect and abuse albeit partial and how frequent they
are. Studies covering incidences of all forms of disrespect and abuse that are against the
rights of mothers to respectful maternity care are very limited. Moreover there are no
sufficient works found that assess the factors associated with disrespect and abuse from point
of view of both service providers as well as service seekers during facility based delivery and

postpartum service in Ethiopia.

Henrico Dolfing said “understanding your problem is half the solution (Actually the most

important half)”. In light of the fact, by knowing the factors associated with disrespect and



abuse during facility-based delivery and postpartum; the health facilities owners and

managers decide to improve both system-driven and provider behaviors driven factors.

According to recent studies, contempt and maltreatment of mothers is more common in Sub-
Saharan African countries (Miller S, Lalonde A 2015). According to Bowser and Hill (2010),
in Kenya, Tanzania, Ethiopia, and Nigeria, women's experiences during childbirth were
studied to estimate the prevalence of disrespect and abusive treatment (20%, 20-28%, 78, and
98%), respectively. Many women did not have procedures or the labor process not explained
to them and did not hear about the findings of the inquiry. In Ethiopia, only 16% of Women
asked whether they had any questions or not (Gebremichael, et al.2018). Respectful
maternity care (RMC) is a universal human right for every childbearing woman in every
health system. It is not an option. It is not a luxury awarded only to women in certain

geographies or demographic groups. It is a right (Bohren MA, et al. 2015).

Some determinants: lack of professional support for health care staff, hierarchical work
relations, the excessive workload in the labor ward, the inadequate staff at different levels,
and poor infrastructures have a negative association with respectful maternal care (Bowser D,
et al. 2010; Freedman LP et al.2014). The absence of critical staff, the unavailability of
supplies, the inadequacy of facilities, and poor quality of staffing positively contributed to the
poor performance of the health care sector (Burrowes, S., et al 2017). The problems of
emulation to check and balance, the bribery requested by recruiting body of health care
providers, the absence of proofing the under standard educational award, and the appearance
of nepotism in the sector also associated negatively with respectful maternal care. Moreover,
the age, personal attribute, and the health history of the service seekers have also negatively
contributed to the quality of respectful maternal care and is becoming an area of increasing
concern, particularly in developing countries. When women experienced disrespect and abuse
during facility-based delivery, and postpartum they become reluctant to use health facilities
to seek maternal service and choose to give birth at home over time, leading to an inclination
of maternal and neonatal morbidity and mortality. Addressing this problem will have
practical benefits for Addis Ababa and contribute to the understanding of this widespread

phenomenon.

In the literature on maternal services, these dehumanize treatment are sometimes

characterized as a flexible active choice which is committed unintentionally for seeking a
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medical inquiry and sometimes as disrespect and abuse. To gain a fuller understanding of
why maternal service providers commit disrespect and abuse, both quantitative and in-depth
qualitative research is required. Focusing on reproductive-age women service seekers’ and
maternal service providers’ experiences can help develop more robust theories to avoid
flexibility and precarious anecdotes in quality of respectful maternal care scenario, as well as

potentially informing future maternal care policy objectives.

1.2 Research objectives.

The overall objective of this study was to assess the prevalence and the factors associated
with maternal disrespect and abuse committed by health care providers during facility base
maternal care.

The specific objective of the study

The study directed or guided by the following specific objectives;
1. To identify the prevalence of disrespectful and abuse of mothers attending delivery and
postpartum service during facility based maternal care in Addis Ababa.

2. To identify factor associated with disrespect and abuse of mothers.
1.4 Research questions

Questionl

What is the most frequent type of mistreatment observed among seven categories of
disrespect and abuse?

Question 2

What are the factors associated with the quality of respectful maternal care?

Question 3

What are the disrespect and abuse during facility based maternal services that women shy

away to report it?

1.5 Significance of the research.

There is no adequate data on the magnitude of disrespect and abuse of reproductive age
women in Addis Ababa city that assess concurrently state running health facilities and
privately owned health facilities, regarding disrespect and abuse committed during labor and

childbearing by health care providers and the factors associated with it. This study pull back



the curtain of disrespect and abuse, and its effect that supports the public health facilities and
the owner of the private health facilities to evaluate their services using the clue listed in the
WHO statement and to develop a new guideline to improve maternity care in Addis Ababa.
Moreover, it hoped that the results of the study would give clue to policymakers on the
understanding of factors associated with disrespect and abuse during labor and childbirth in
the country and, serve as an important tool for any possible intervention aimed at improving
low utilization of maternity care services in the city. Therefore, this study can fill the gap of
knowledge in the area of the magnitude of D&A in both state running health facilities and
privately owned health facilities of disrespect and abuse; and act as a stepping stone for other
researchers to research the issue in Ethiopia. Health care providers working on the maternal
issue can also use the findings of this study to inhibit D&A which may lead to low utilization
of the facility.

1.6 Scope and limitations of the research

The study endeavour to reflect the close relationship of independent variables, and dependent
variables. Our independent variables were individual (providers holding authority or
empowering him/her self over the patients, specific provider’s individual behaviour,
qualification of service provider) and system or structural factors (over crowdedness of
obstetric ward, under staff, poor physical infrastructure...) while our dependent variables are
quality of respectful maternal care. This study was conducted in selected private health
facilities and public health facilities in Addis Ababa city administration. During data
collection, the researcher engaged in quality control of interviews in health facilities. Eight
data collectors, who trained before the survey date, conduct the structured interview using
CsPro software. Four interviewers for public health facilities and four interviewers for private
health facilities were assigned to conduct interviews. This data collection was conducted for
one month period from May 1 to 31 2021 for approximately eight hours per day. In the study,
456 women were interviewed by data collectors using a structured questionnaire. Juxtapose
the researcher conducted the in-depth interview with staffs and reproductive-age women at
both public health facilities and private health facilities.

The very dominating limitation of this study was the recalling problem of the women, as the
women were supposed to recall the quality of respectful maternal care she received since her
recent pregnancy or give birth of the last child three months back to the survey dates; and

non-random selection of mothers, as interviews conducted on a consecutive basis. The other
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limitation was social desirability bias that mothers being in the fearing state by suspecting the
data collectors to tell the response to health care providers the women may not give real
response, that they respond only positive side of the services and this might result in under
reporting of disrespect and abuse committed by health care providers. To overcome this
limitation the data collectors and the researcher conducted skilful probing, assuring the
confidentiality of the data during data collection and encourage the women to reflect their
feeling to get a real response. Not least but may be the last limitation was being in the era of
COVID19 coronavirus risk the woman might have felt as if she was disrespected while the
health care provider take action concerning take the head for the virus this might led to over

estimation of the response.
1.7 Operational definitions

Disrespect and abuse during facility-based maternal services is any act of physical abuse,
non-confidential care, non-consented care, and undignified care, abandonment of care,

discrimination, and detention in the facility.



CHAPTER 2
LITERATURE REVIEW

2.1 Concept and measurement of disrespect and abuse

Since the outcome is not known, almost all women felt frightened of childbirth, but it should
also be a lovely occasion, that every woman should feel valued, respected, and appreciated by
those who aid her in her journey of bringing life into the world. Pregnancy and childbirth
signal great ambition and momentous events in the lives of women and her family in every

Country and community worldwide that represent a time of intense vulnerability.

Though child bearing is also an important rite of passage, with deep personal and cultural
significance for a women and her relatives, most of the time the concept of motherhood
restricted to physical safety. (Windau-Melmer, et al. 2013). On her journey of bringing the
life into the world, complication or miscarriage could happen at any time to the pregnant
woman that necessitates the help of skilled health care providers. The health care attendee
should offer respectful maternal care during prenatal, labor, and postnatal care. By definition,
respectful maternal care during labor and childbearing is a universal human right that
encompasses the principles of ethics and respect for women’s feelings, dignity, choices, and
preferences. The evidence showed that women worldwide are subjected to disrespectful and
abusive treatment in the hands of maternity care providers. Disrespect and abuse of women
during maternity care are problems that have been obscured by a “veil of silence,” and they

can significantly impact women’s willingness to seek out life-saving maternity care (Bowser
& Hill, 2010).

The state-run health care delivery system of most developing countries is characterized by
very poor government spending and inconsistent policies. As a result, the system is poorly
developed, and the staff is poorly motivated. Besides, the health care providers in these health
facilities are often unfriendly to the patients, do not respect their cultures and sometimes,
exploit them. Patients wait for long periods to be attended to by providers who are indifferent
to their problems (Obi Betrand Nwosu et al. 2012)

In contrast, the health care providers in private health facilities are more patient-friendly and
attend to the patients within shorter periods (UNFPA 2003). The studies conducted in Nigeria
corroborate that privately owned hospitals play major roles in the provision of obstetric
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services in the country (Okonkwo JE et. al.2006; Olusanya BO et, al. 2010; Lamina MA et
al. 2006). It, therefore, becomes imperative that any strategy to reduce the high maternal
mortality rate in the sub-Saharan region will not succeed without the involvement of privately
owned health facilities (Obi Betrand Nwosu et. al. 2012).

Accompanying the growth of private health care facilities, especially in Addis Ababa, it is
important to assess the quality of respectful maternal care services delivered by these
establishments. While this emerging of private health facilities is encouraging, the
perceptions that people have about, not only maternal health care quality but also general
medical care services quality in the country may not be so favorable. This assessment is
important because even if the problems of access were to be substantially alleviated, quality
factors are likely to strongly influence patients’ choice of health facilities. Apparently, quality
is important and demands continuous attention. A poor status of facilities and the inconsistent
behavior of the health care providers in public health facilities act as a push factor for those
who can afford maternal care service fees to private health facilities was a key finding of
Andaleeb SS. (2000).

In general, the quality of institutional delivery in the private sector is better than in the public
sector. Relatively the rich segment of the society benefits from access to both better quality
health care from the private sector as well as subsidized health care services from the public
sector. The poor segment of the communities loses the services from the private sector due to
a lack of money to afford. In fact, the difference in the quality of service in maternity care in
the public health facility and private health facility is among the biggest determinant to
decide seeking service from public health facilities or private health facilities even to stop
seeking services from both of the health facilities ... Andaleeb SS. (2000).

In particular, it is important to assess the quality of respectful maternal care services provided
by private health facilities and public health facilities. If quality issues are being
compromised by these establishments, it calls a country for the re-evaluation of policy
measures to redefine their role, growth, and coverage, and to seek appropriate interventions to
ensure that these institutions are more quality-focused and better able to provide the most
attainable maternal care service to meet the needs of reproductive age women seeking service
from. A search of the literature suggests that such a specific and inclusive both, state-run
health facilities and privately owned health facilities, the study has not been undertaken in
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Addis Ababa yet. While anecdotal evidence suggests, the existence of serious service-related
problems in both sectors, this study is designed to determine the quality of respectful
maternal care services provided by both privately owned and state-run health facilities and
the factors associated with, in Addis Ababa.

The theoretical basis of this study is that the quality of services provided by the health
facilities is contingent on market incentives: because private health facilities are not
subsidized and depend on income from clients, as a result, that they will be more inclined
than public health facilities to provide quality services and to meet patients’ needs better. By
doing so, they will not only be able to build satisfied and loyal clients who will revisit the
same facility for future needs; but also, they build their image in the client to recommend
those private establishments to friends and family, thereby sustaining the long-term viability
of private health facilities Andaleeb SS. (2000).

In public health facilities, on the other hand, there is little or no market incentive to motivate
the staff to take extra initiative or effort to improve the condition of patients and ameliorate
their suffering. Tax subsidies and other sources assure these organizations of their survival.
Harsh as this may sound, evidence of their lack of responsiveness, dedication, or quality
assurance in media reports is often stark. This suggests that their service quality will be rated
lower than private health facilities Andaleeb SS (2000). Respectful maternal care Quality
assessment, however, requires careful consideration. According to Andaleeb SS (2000)
quality of care may be defined as the degree of excellence in overall care, the judgment of
quality may depend on whose perspective is sought. Accordingly, the magnitude of quality of

maternal care determination depends on the service seeker’s perspective is sought.

Assuming that, customers or clients of health facilities have the most direct experiences with
the services provided by these institutions, this study focuses on mothers’ perspectives. Thus,
we will take the reproductive age women’s and health care providers' perspectives on
maternal service quality as the heart of the study since their opinion can provide valuable,
albeit partial, insights, and as their opinions should drive meaningful changes in the system.
This is because; a woman’s satisfaction with health care services is associated with her
utilization of those services; When women feel that their rights are violated during healthcare,
it can undercut their satisfaction and trust in health care facilities and providers (Kujawski et
al., 2015; Kowalewski et al., 2000; Bohren et al., 2014; Turan et al., 2008). A woman’s

satisfaction with health care services is tied with her utilization of those services; a study
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conducted in Tanzania conveyed that women who experienced D&A reported lower
satisfaction and not interested to seek service from the facility (Kujawski et al., 2015).
Delayed utilization of health facilities can in turn affect women’s health. Women delaying
care-seeking either by skipping prenatal care or laboring at home to minimize experiences of
D&A can lead to additional complications or put their health or their baby’s health at
risk (Bowser & Hill, 2010). Women who gave birth at home without the assistance of a
professional attendant to address clinical complications had a greater risk of maternal and
neonatal morbidity and mortality (Gao et al., 2010; Kowalewski et al., 2000; Bradley et al.,
2016; Oyerinde et al.,2013; Moyer et al., 2014; Bohren et al., 2014).

Furthermore, according to some study, abuse by clinicians during pregnancy or delivery
discourages mothers from using public health facilities in the long run, even for their
children. Women's prior experiences with the health-care system, as well as their views of
facility quality, can impact their decision to seek care for their babies and children
(Atuyambe et al., 2009; Syed et al., 2008; Colvin et al., 2013).

Poor pregnancy outcomes are highly linked to D&A. Neglect or abandonment on the part of
the provider, for example, can preclude timely or accurate diagnosis and treatment of
problems. Overmedicalization of childbirth, particularly the overuse or misuse of unpleasant
treatments, can increase morbidity and mortality. These techniques, such as induction,
augmentation, continuous electronic fetal monitoring, episiotomies, cesarean section, and
enemas, might induce maternal or newborn issues, such as uterine rupture, perineal
laceration, or uterine prolapse, when overdone (Miller et al., 2016). In a survey of public
health services in Uttar Pradish India , it was discovered that mistreatment during childbirth

were more likely to experience complication during delivery and postpartum period.

Poor physical outcomes are not the only health impact of disrespectful and abusive care.
D&A can adversely affect mental health by creating a fear of childbirth... (Lukasse et al.,
2015; Schroll et al., 2013), affecting sexuality and desire to have children (Schroll et al.,
2013), and generating life-long feelings of guilt and grief (Forssén, 2012). ...Some women
have even shared that their experience with D&A in childbirth had triggered memories of

sexual assault... (Reed et al., 2017).

Disrespect and maltreatment of women during childbirth in a facility is not a new occurrence.

Women's health and rights campaigners have long lamented the inadequate treatment of poor
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and marginalized women in reproductive and maternity health services. The subjective
character of experience, as well as the normality of some disrespectful and abusive practices,
confound the definition and measurement of D&A. Because the acts are normal and even
expected in their health care setting, many women may not regard them as rude or abusive.
Similarly, because it is ingrained in their profession, women may see a behavior as D&A that
providers do not (Freedman et al., 2014). A comprehensive definition of D&A must
“[capture] the intricate interaction between expectations, normalcy, and rights while noting
the link between individual action and the institutional conditions that sustain it” (Freedman

& Kruk, 2014).

Disrespect and abuse during facility-based labor and giving birth has a socio-economic
impact on the family as it comes with protectable maternal morbidity and mortality. When
the mother dies, her family and community suffer, and surviving children often face a higher
risk of poverty, neglect, and mortality. In Ethiopia, following the death of the mother, the
infant under one month and the children under five are likely to die; the daughters are more
likely to get married before turning her 15 birthdays, siblings subjected to separate and forced
to live with relatives. The girl (orphan) who lives with her relative is subjected to the loss of
her childhood right and forced to care about the children in the house. The household subject
to disintegrate and the girls get more risk of harassment that may result in unintended

pregnancy may come with maternal death or contribute to rapid population growth.

Beyond socioeconomic deterioration disrespect and abuse during facility-based labor and
childbearing extends to adversely affect mental health by creating fear of childbirth, affecting
sexuality and desire to have children, and generating life-long feelings of guilt and grief that
come with the contribution of population aging that imbalance the demographic structure
(Forssén, 2012). According to United Nations, Department of Economic and Social Affairs,
Population Division (2018) World Population Policies (2015), in the next decades, virtually
all countries in the world are expected to experience population aging, although at varying
levels of intensity and in different time frames. Once limited to countries in more developed
regions, concerns over the consequences of aging have been growing in less developed
regions as well. As a result of that, over the last five years, many countries have taken steps

to address population aging.

Despite the existing evidence that suggests women’s experiences of disrespect and abuse

during facility-based childbirth are widespread, (Silal SP et al. 2011) there is currently no
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international consensus on how disrespect and abuse should be scientifically defined and
measured. Consequently, its prevalence and impact on women’s health, well-being, and
choices are not known. Although it has been recognized as a problem since the 1950s (Diniz
et al., 2015), human rights organizations did not begin to formally document incidences of
disrespect and abuse (D&A) in maternity care until 2007. (Ogangah et al.,2007; Amnesty
International, 2010). Since then, the field of D&A research has expanded, as has the difficulty
of describing and quantifying such a complicated phenomenon. Accordingly, the world
health organization reveals the statement of important components of facility-based respectful
maternal care during pregnancy and delivery services. The components albeit inadequate of
disrespect and abuse as derived from WHO statement calling for advocating inhibiting

disrespect and abuse of reproductive age women were as follows:

e Every woman has the right to be free from harm and ill treatment.
e Every woman has the right to information, informed consent and refusal, and respect
for her choices and preferences, including companionship during maternity care.

« Every woman has the right to privacy and confidentiality.

o Every woman has the right to be treated with dignity and respect.

o Every woman has the right to equality, freedom from discrimination, and equitable
care.

« Every woman has the right to healthcare and the highest attainable level of health.

o Every woman has the right to liberty, autonomy, self-determination, and freedom

from coercion.
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Figure 1 Conceptual framework of factors associated with disrespect and abuse
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2.2 Theoretical literature

When urgent maternal care is requested, the women contact with nearest health facilities, as
delaying to get service results in another complication. Whenever the institution fails to offer
the highest attainable health service the reproductive age women switch to alternative health
facilities. Thus, the women’s satisfaction with health care services ties with her utilization of
those services; and a study revealed that women who had experienced disrespect and abuse
reported lower satisfaction and intent to deliver at the facility (Windau-Melmer, et al. 2013).
Mistreatment of women during labor and delivery has occurred throughout history and has
been labelled variously as "obstetric brutality" and "dehumanized care” (Freedman et al.,
2014). Systematic evaluations of research on disrespect and abuse during pregnancy and
delivery point to both systemic and individual factors. They discover that abuse is not
restricted to a few individuals or institutions, but is a result of both systemic failures and

deeply established provider attitudes and beliefs ( Bohren MA et al 2014; Freedman LP et
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al.2014 Bowser D,et al 2010; Bradley S, et al 2016 ; Kujawski S et al.,2015; Filby A, et al
2016).

The individual drivers (specific provider behaviours experienced or intended as disrespect or
humiliating) which is difficult to measure and Structural factors identified include provider
shortages/heavy workloads, poor physical infrastructure, lack of supplies and equipment, and
lack of supervision (Mannava P,et al, 2015). Such conditions are particularly prevalent in
sub-Saharan Africa and are often associated with individual-level drivers of abuse such as
provider stress, overwork, low motivation, and stigmatizing attitudes. General lack of
supportive care and poor rapport between providers and patients are also often considered
forms of disrespect and abuse. Systematic reviews show that patients view both intentional

and unintentional mistreatment as abusive.

A 2015 systematic review of 65 qualitative, quantitative, and mixed-method studies proposed
a seven category model for classifying instances of disrespect and abuse: physical abuse;
sexual abuse; verbal abuse; stigma and discrimination; failure to meet professional standards
of care (lack of informed consent and confidentiality, painful examinations and procedures
and failure to provide pain relief and neglect and abandonment); the poor rapport between
women and providers; and health system constraints. Health system constraints include lack
of resources such as infrastructure to ensure privacy, supplies to ensure standards of care are
met, and personnel to ensure that providers are not overly stressed and can effectively attend
to the needs of each woman and baby. They also include a lack of policies sanctioning
inappropriate behaviour and facility cultures that promote bribery and extortion, have unclear
fee structure, or make unreasonable requests of women by health workers (Bohren et al.,
2015).

There is a growing global commitment to addressing this problem, as evidenced by policy
statements from the World Health Organization, the Lancet, and, most notably, the White
Ribbon Alliance's facilitation of the Respectful Maternal Care Charter in 2011, a global
consensus statement on a positive vision for respectful maternity care that includes a
definition of disrespect and abuse, as well as the consequences of both. (see Table 1 below).
Accordingly, the researcher will be guided most generally by the interpretive perspective of
the above listed seven category model for classifying instance of disrespect and abuse of

reproductive age women that is encompassed in (Windau-Melmer, et al. 2013) and as far as

17



the Empirical review is concerned, (Windau-Melmer, et al, 2013.) can be quickly cited as it is

the reflection of the WHO statement on respectful maternal care.

Our research adds to this growing body of knowledge in two ways. It is one of the only
researches that thoroughly assesses the disregard and misuse of maternal care in both state-
run and privately owned health institutions. It also provides a fresh look at the relationship
between disrespect and abuse, as well as the elements that influence it, from the perspectives

of both clients and providers.

Table 1 Respectful Maternity Care: Charter on the Universal Rights of Childbearing Women

No | Category of disrespect and abuse Corresponding right
1 | Physical abuse Freedom from harm and ill treatment
2 | Non-consented care Right to information, informed consent and

refusal, and respect for choices and
preferences, including companionship during

maternity care

3 | Non-confidential care Confidentiality, privacy

4 | Non-dignified care (including verbal | Dignity, respect

abuse)

5 | Discrimination based on specific | Equality, freedom from discrimination,

attributes equitable care

6 | Abandonment or denial of care Right to timely healthcare and to the highest

attainable level of health

7 | Detention in facilities Liberty autonomy self-determination, and

freedom from coercion

Sources White Ribbon Alliance, 2011

2.3 Empirical literature

Quantitative studies have reported prevalence rates of mistreatment of women in facility
childbirth ranging from 15% to 98% (Bohren et al. 2018; Afulani et al. 2018; Abuya et al.
2015a; Sando et al. 2016; Okafor et al. 2015; Raj et al. 2017). Verbal abuse is the most
commonly described form of mistreatment in studies from countries around the world to date.

However, mistreatment types and prevalence across studies are limited by differences in the
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definitions and methods used to measure mistreatment. Measurement challenges include
inconsistent definitions of mistreatment and the use of varying tools and study designs in
studies (Sando et al., 2017).

The recent review by Sando et al. of methods used in the first five prevalence studies of
disrespect and abuse in facility-based childbirth. There are no defined “definitions, tools, or
study procedures employed to date [affecting] generalizability and comparability of
disrespect and abuse prevalence estimates across studies,” according to the paper for
example, rates of client-reported mistreatment may vary with the timing and place of
questionnaires. According to a study conducted in Tanzania, reports of any disrespectful
treatment varied from 19 percent at the time of exit to 28 percent at the time of community
follow-up, with ignoring, screaming, and derogatory comments being the most commonly
reported events. From the review of mentioned literature proportion of women reporting
mistreatment during facility, childbirth increased from 19% during maternity exit interview to
28% during home-based interview conducted six weeks after birth (Kruk et al. 2014). This

made the study result change with the time and place of the interview.

In 2019, Bohren and colleagues published a cross-sectional four-country study of how
women are treated in childbirth, with a focus on mistreatment, using common measurement
methods across countries (Bohren et al. 2019). In their study, 41.6% of 2016 observed
women, and 35.4% of 945 women surveyed postpartum in the community experienced
physical or verbal abuse, or stigma or discrimination across countries (Burma, Ghana,
Guinea, and Nigeria). Their study was implemented in two phases. The first phase consisted
of qualitative formative research to explore manifestations and drivers of mistreatment during
childbirth using focus group discussions and in-depth interviews with women, providers, and
administrators. A second phase measured the prevalence of mistreatment using direct
observation and a community postnatal survey based on the formative phase findings (Bohren
et al. 2016, Bohren et al. 2017, Balde et al. 2017a, Balde et al. 2017b). The study generated
an important measure of mistreatment prevalence in four countries using common methods
and instruments across countries. However, labor observations and postnatal community
surveys require significant resources which are likely to limit their usefulness for assessing

and monitoring mistreatment in large MNH programs outside of research studies.

"Status of respectful and non-abusive care during facility-based birthing in  Addis Ababa

hospital and health facilities," Asefa and Bekele published in 2015. According to the study,
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71.8 percent of multigravida mothers (n = 103) had previously had an institutional birth, and
78 percent (75.3 percent in health centers and 81.8 percent in hospitals; p = 0.295) had
encountered one or more categories of disrespect and mal-treatment All women who gave
birth in hospitals and 89.4 percent of respondents at health centers claimed violations of their
right to information, informed consent, and choice/preference of position during labor. In
39.3 percent of instances, mothers were left alone during childbirth (14.1 percent in health
centers and 63.6 percent in hospitals; p 0.001). Only 22 (16.2 percent) of respondents
subjectively experienced disrespect and abuse, despite the fact that 78.6% (n = 136) of
respondents objectively suffered contempt and abuse. There is a limitation within the study as
the investigator recognize that exhaustively addressing all types of disrespect and abuse that
might have been practiced but not captured; delineating urban-rural differences, the other
limitation identified during article review is that, the representativeness of the facilities’

sample and the unit target population is under the question mark.

Sheferaw and colleagues released a cross-sectional design study in 2017 that was done in
Ethiopia's four regions: Tigray, Amhara, Oromia, and SNNP. It was discovered that on
average, women received 5.9 (66%) of the nine suggested RMC procedures. RMC
performance was higher in health centers than in hospitals. In 36% of the observations,
women were subjected to at least one form of abuse (38 percent in health centers and 32
percent in hospitals). Despite its tangibility, the study's prevalence was underestimated due to
the hypothetical Hawthorne effect, in which service providers would display acceptable
conduct because they knew they would be judged.

2.4 Synthesis of the literature review

John M.E., Duke E.U., Esienumoh E.E. (2020 ) very recently reported that from the study
conducted in Nigeria RMC was reported by 58 (69.9%) clients while 25 (30.1%) reported a
lack of it in different categories. Maternal service accompanied with disrespect and abuse that
included lack of privacy, lack of information about the progress of labor, denying preference
and choice of childbirth position, lack of sensitivity towards clients' pain and culture, verbal
abuse, detention in the facility for non-payment of bill. Attending midwives confirmed not
adequately screening or draping women (because of lack of screens and drapes); restricting
women to deliver in the dorsal position and detaining women if they cannot pay the bill
(because of health facility policy). Common acts of disrespectful care experienced by women

in this study fit into some of the categories identified in the literature. Appropriate maternity
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care must be respectful and rights-based to enhance the utilization of maternity services and
access to skilled care. Though we take the literature as evidence of disrespect and abuse, for a
country like Nigeria that with a leading population size the representativeness of sample size

is insignificant.

Sheferaw, et al, (2017) reported 36% mistreatment in Ethiopia in the form of physical abuse,
verbal abuse, violated privacy, and abandonment. Such disrespect and abuse are reportedly
more common in single mothers (Amroussia, Hernandez, Vives-Cases, and Goicolea, 2017).
This observation-based study has subjected to Hawthorne effect to underestimate the
mistreatment as a result of that providers will show acceptable behavior during service

provision because they know that they were being observed.

Singh, Chugani, and James (2016) reported 98% mistreatment of patients during labor and
delivery in India, particularly verbal abuse, being left without care, lack of information, and
detention or confinement against the will. Research in Nigeria (Okafor, Ugwu, and Obi,
2015) report disrespect and abuse during maternity care as high as 98%. Such poor practice
of respectful maternity care may discourage many women from facility-based births, make
them report to the health facility only as a last resort, and therefore poses a burden to quality
health care delivery in these countries. Although the proportion of women who experience
disrespectful maternity care in Nigeria is not generally documented, such mistreatments along
with the poor quality of care have been cited as barriers to access to skilled care by pregnant
women in the country (Dahiru and Oche, 2015; Yahaya, Bishwajit, Uthman, and Amouzou,
2018).

Burrowes et al. BMC Pregnancy and Childbirth (2017) Reported that both health care
providers and patients report frequent physical and verbal abuse as well as non-consented
care during labor and delivery. Providers report that most abuse is unintended and results

from weaknesses in the health system or medical necessity.
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CHAPTER 3
METHODOOGY

3.1 Setting

This study was conducted in randomly selected government running hospitals and health
centers and privately owned hospitals in Finfine (Addis Ababa), which is the capital city of
Ethiopia during May 1 to 31 2021 at maternal care service delivery points. Administratively,
Addis Ababa is divided into 11 sub-cities and more than 116 weredas with an area of 541 sqg.
kilometers and hosting more than 5,005,524 populations. There are 12 public hospitals, 40
private hospitals, 95public health centers, and more than 850 private clinics which provide
different health care services (CSA, 2014).

3.2 Study Design

An institutional-based descriptive design of cross-sectional study with a mixed-method
approach was employed. A Mixed method research can provide the best approach to identify
the indicators of D&A while women’s experience is explored and considered in developing
new guidelines. The mixed-methods approach emphasizes epistemological pluralism; hence,
it supports the integration of different and even contradictory theories, approaches, and
methods, it helps researchers better understand various concepts (Tashakkori A, Creswell
JW2007).

3.3 Population

The subjects of study for this assessment were both reproductive-age women who seek
maternal service from state-run or privately owned health facilities and maternal health care

providers in the health facilities.

3.3.1 Source population

From the service recipient side, the source population was all postpartum women who gave
birth in past three months of survey and visited maternity health facilities in Addis Ababa for
delivery. From the health care service providers' side, the source population of the study was
all physicians, health managers, midwives, and nurses who had been providing maternal

health care service in Addis Ababa.
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3.3.2 Study population

Thus, the study population was the women attending delivery and postpartum service in
selected health facilities within three months of the study date and arrived at selected eligible
public health facilities and privately owned health facilities of Addis Ababa during the data
collection. From maternal health care service provider perspective selected physicians, health
managers, midwives, and nurses who were attending maternal health care service at least for
six months in the selected eligible maternal health facilities who were willing to participate as

key informant interviewees.

3.3.3 Inclusion criteria

Reproductive age women who have been pregnant in the past one year or had given birth
within three months before the survey (From February 2021 to April 2021) and arrived at
selected public health facilities and private health facilities of Addis Ababa during the data
collection and willing to participate in the study; and the health care providers: physicians,
health managers, midwives and nurses who had been attending births at least for six months

and willing to participate as a key informant interviewee.

3.3.4 Exclusion criteria

Reproductive age women who gave birth before three months of the study date, mentally
incompetent, women who are seriously ill and not willing to participate in the study were
excluded. The providers who served below six months in the selected health facilities or the
providers not willing to participate in the study were also excluded.

3.4 Sampling for the quantitative study

3.4.1 Sample Size Determination

The sample size was determined using Fischer’s method (Hassan T. Inferential statistics

year?)
Z&«P(1-P)
- _Z
n 42
Where:

n = Minimum sample size for a statistically significant survey

Z = Normal deviant at the portion of 95% Confidence interval = 1.96
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p = Proportion of disrespect and abuse prevalence from previous study report and g=1-p

d = Margin of error acceptable or measure of precision = 0.05, and a 10% non-response rate
was added.

From the article reviewed 16.2% of laboring mothers in Addis Ababa experience at least
one form of disrespect and abuse during childbirth and postpartum. This figure took from a
previous study conducted in Addis Ababa in which 16.2% of mothers reported subjectively
experienced disrespect and abuse from health providers during childbirth and postpartum
services (Asefa A. et al. 2015). This proportion was used to obtain a proxy estimate of the

sample size n required to assess the level of disrespect and abuse

24 0. -o0. i
n= L26+0162070162) 549 accordingly

0.052

n =209 +10% non-response rate =230

A sample size of 460 mothers who delivered (live birth or not) in past three months of the
survey was used to improve the power of the study by assuming that the proportion of women
prevalent to disrespect and abuse in a public health facility is equal to the proportion of
prevalent women in private health facilities that the researcher took double of sample size
calculated above as there was no such kind of study before in private health facilities.
Accordingly, the total sample size requested to collect data, was 460. The quantitative data
was collected through face-to-face interviews using a structured questionnaire. The data
collection conducted through collaboration with service providers to identify eligible clients

after they receive service to smooth the journey of data collection.

3.4.2 Sampling Technique

To select the eligible study units from the service delivery points (health facilities) simple
random sampling technique was utilized. Two hospitals from eligible public hospitals
available in Addis Ababa has been randomly selected: Gandhi Memorial Hospital and Yekatit
12 hospital; eligible health centers selected randomly from catchments of each public
hospital: Shiro Meda health center and Maichew health center from Yekatit hospital
catchments; and Gotera health center and kadsico health centers from Gandhi Memorial
Hospital catchments. From private General hospitals which include maternal care in their
services two eligible hospitals were selected randomly: Anania mothers’ and children’s
Hospital and Bethazatha General Hospital were selected. The total sample size was
proportionally allocated to the 4 hospitals and 4 health centers based on the average number

of daily delivery number per month was taken from the registration book. The sample size
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was proportionally allocated to the health facilities based on the average number of
deliveries. Finally, all eligible and available moms during the study period who met the
inclusion criteria were enrolled in the study. Two in-depth interviews with reproductive-age
women who gave birth within 3 months or experienced gravidity in the year prior to the
survey were conducted at each of the designated health facilities. In addition, using relevant
techniques, an in-depth interview was done with clinicians or managers of chosen health
facilities to study the predictive variables related with disrespect and abuse during facility-
based delivery, and postpartum.

3.5 Sampling for the qualitative part of the research

Qualitative study was needed to know the factors associated to commit disrespect and abuse
during facility based maternal health care. Thus in addition to quantitative survey qualitative
study had undergone through indepth interview with selected and relevant mothers and health
care providers. The sample sizes for qualitative part was determined on the basis of saturation
point in data collection when new data no longer bring additional insights to the research
questions. Accordingly, the qualitative data was collected from 12 mothers and 11 health care
providers. During the in-depth interview, the interviewees were given an explanation and
explanation of why the in-depth interview was necessary, and they were asked whether they
were willing to participate in the study. The in-depth interview was completed after the

consent of the persons was confirmed.

25



Figure 2 Selected health Facilities Diagram
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Table 2 Study unit Sample Allocation for quantitative study

S.N Facility Name Daily admitted maternal | Quota of sample
care in the facilty per facility
1 Yekatit Medical college Hospital 44 80= 2% 4 460
250
2 Gandhi Memorial Hospital 54 08=, 2% & 460
250
3 Anania mothers and children hospital 2 47=, % * 460
4 Bethazatha General hospital 27 49=2" « 460
250
5 Gotera health center 97 50= 2Z*460
250
6 Kadsco health center 54=-2 4 460
30 250
7 Shiro meda Health center 42="23 & 460
23 250
8 Maichew 19 35:% * 460
Total 250 460

3.6 Study Variables

3.6.1 Dependent variable

®,

% Maternal disrespect and abuse during facility-based delivery and postpartum.

3.6.2 Independent variables.

R/

% System condition such as over-crowding and heavy workload; shortage of care
equipment; type of maternal care, ANC, labor and delivery, and, PNC

0,

% Mothers personal attribute.

0,

% Socio demographic characteristics of women such as Age, Parity, household income

3.7 Data Collection Procedure

Data collection was started within 3 days of confirmation of the proposal by the advisor and
Addis Ababa administrative health bureau IRB committee. It was collected by conducting an
interview with women who gave birth within 3 months of the survey date regardless of the
outcome of the pregnancy. The interviewers conducted the interview using the Ambharic
version and use English version as a reference when necessary. Eight data collectors who
have BSc degrees in nursing and midwifery were involved in the study. The investigator
conducted supervision and in-depth interview with women and providers selected for the

qualitative part of the study. The Advisor supervised the overall process of data collection.
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For data collectors, one-day training was given on study objectives and data collection
techniques. Informed Consent was taken from each participant for quantitative and in-depth
interviews. Each filled questionnaire was checked for completeness and consistency by the

researcher and supervisor on spot.

3.8 Data Quality Management

Pre-test of the tool was conducted by using 23(5%) of the study participants on facility that
were not selected in Addis Ababa, following the result from pre-test the necessary
amendment was made on the questionnaire. To maintain the quality of the data the English
version of questionnaire was translated to Amharic by researcher and verified by advisor. The
data collection process was closely monitored and collected data was checked for any

incomplete content by supervisor assigned and trained from the facility.

3.8.1 Quantitative data entry

Quantitative data entry was conducted on the spot as the data collection was collected by
using Cspro data entry version 7.5 that CAPI questionnaire developed by the researcher. The
data cleaning process was made to assure necessary data consistency and completeness. The
data was exported to the statistical package for social science (SPSS) version 23 to conduct

analysis.

The verification criterion was counted within their respective categories of disrespect and
abuse. The criterion had dichotomized response, “yes” or “No”, to objectively identify
reported events of disrespect and abuse. For categories of disrespect and abuse with more
than one verification criterion, a woman was labelled as “disrespected and abused in the
respective category” if she reported “yes” for that specific question. If a mother identified as
having faced disrespect and abuse in at least one of the seven categories, she was considered
as a “disrespected and abused woman”. As the screening question, the mother who reported
“yes” to the question “Do you think that you had been disrespected and abused during your
recent delivery and postpartum” was categorized as a mother who experienced disrespected

and abused.

Descriptive statistics employed to display the values of the variables and the odds and odds
ratio were calculated to display the relative occurrence and likelihood of the response by
comparing categories. The strength of association between dependent and independent
variables and their significance was computed using an odds ratio with a 95% confidence
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interval. Bivariate and multivariate regression analysis was conducted to evaluate the relation

of the independent and dependent variables

3.8.2 Qualitative data

For the qualitative study, each of the in-depth interviews was recorded by using tape-recorder
for volunteer participants and then transcribed and translated. The qualitative part of the data
was analysed by conducting the critical content analysis of recorded sound, then the result of
qualitative study included in this thesis write-up.

3.9 Ethical Considerations

The research proposal was approved by the Center for Population Studies, College of
Developmental Studies of Addis Ababa University. Ethical clearance was obtained from
Institutional review board (IRB) Committee of Addis Ababa Health Bureau. Participants
were informed about the objective of the study before the data collection and they were asked
for their consent before participating in the study. Participation was voluntary and
participants were informed that they have the right to refuse or withdraw whenever they want
in the middle of data collection. Confidentiality was maintained by omitting their names and
personal identifiers throughout the study. As much as possible, the rights of patients was
protected in this research work and questionnaire was administered to women who gave their

consent, after due counselling.

3.10 Dissemination of Results

The result of this study was submitted to Addis Ababa University, College of Development
Studies, Center for Population Studies, and to Addis Ababa Health Bureau. The finding of the

research is presented in a public defines for assessment.
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CHAPTER FOUR
RESULTS

4.1 Socio-demographic characteristics of the respondents

A total of 455 (98.1% of planned sample) women participated in the research and 9 (1.9%) of
the selected women did not consent to participate for various reasons. Moreover twelve
health care providers and twelve women participated in in-depth interview of the survey.

The mean age of the participant women was 27.65 with standard deviation of 4.387 and the
range age is 24 and the minimum and the maximum age were 19 and 43 respectively. Age
group 25-29 was the most frequent 247(53.2%) and encompassed the mean age of the
participants. Regarding the residence of the participants 402(86.6%) came from Addis Ababa
while the remaining proportion came from out of Addis Ababa. Most of the women who
participated for interview which accounted for 95.9% were married. Regarding educational
status of the respondents, 282 or more than half of the participants, completed secondary

school and above.

Regarding birth order of the women 222(47.8%) of women reported that they gave birth for
first time and 233(50.2%) gave 2" or more births. 134(28.9%) of participant women desired
to have four children. 71(15.3%) of women experienced pregnancy terminated with abortion.
Majority of the respondent’s monthly household income was above 4000 that accounted for
69.2% of the respondents

4.2 Socio- demographic factors of mothers in immediate ANC, Delivery and post-
partum

Table 1 shows the socio demographic and obstetric characteristics of women. Majority of the
respondents use governmental health facilities. Almost all of the mothers participated in the
survey as well as in qualitative research in marriage union. Regarding the time of birth

attending most of them give birth at night.
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Table 3 Socio- demographic characteristics of the study participants

Frequency Percent Valid Percent Cumulative Percent
Mothers Age 15-19 3 7 7 7
category 20-24 86 18.9 18.9 19.6
25-29 247 54.3 54.3 73.8
30-34 86 18.9 18.9 92.7
35-39 23 51 51 97.8
40-44 10 2.2 2.2 100.0
Marital status |Single 4 9 9 9
Married 445 97.8 97.8 98.7
Divorced 4 9 9 99.6
Separated 2 4 4 100.0
|
Education 33
Primary 140 30.8 30.8 38.0
Secondary 97 21.3 21.3 59.3
Technique 4 9 9 60.2
Diploma 75 16.5 16.5 76.7
Degree 90 19.8 19.8 96.5
MSc 16 35 35 100.0




Figure 3 Bar chart of Educational status of respondents
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Table 4 Socio- Economic characteristics of the household

Monthly household income

first degree

Frequency Percent | Valid Percent Cumulative Percent
Monthly house |<=1000 14 3.1 3.1 3.1
sl reane 1001-2000 41 9.0 9.0 12.1
2001-3000 50 11.0 11.0 23.1
3001-4000 29 6.4 6.4 29.5
4001-5000 63 13.8 13.8 43.3
>5000 258 56.7 56.7 100.0
Table 5 Service delivery related variables
Frequency Percent Valid Percent | Cumulative Percent
FACILITY Governmental 361 79.3 79.3 79.3
CATEGORY
Private 94 20.7 20.7 100.0
FACILITY Hospital 272 59.8 59.8 59.8
TYPE
Health Center 183 40.2 40.2 100.0
The time at your || Day 210 46.2 46.2 46.2
delivery or labor | Night 245 53.8 53.8 100.0

32



attended

Provider factors for respectful maternity care

Most of the delivery attendant health care provider gender was male, their qualification was
midwife and medical doctors, though the dominating number of the survey participants

couldn’t  identify = the  qualification = of the  maternal care  attendants.

Table 6 Providers related factors

Provider factors for respectful maternity care among mothers in ANC, delivery, and post-
partum period in Addis Ababa health facilities

Frequenc Percent Valid
g y Percent | Cumulative Percent
Service provider | Male 246 54.1 54.1 54.1
Gender Female 209 459 459 100.0
Table 7 Fertility related characteristics of study participants

Last birth/pregnancy Frequency Percent
The current baby was the  |Yes 222 48.8
first baby for woman? No 233 51.2
pregnancy terminated with  [Yes 71 15.6
abortion No 384 84.4

Parity/Birth order

For which service the
women came? (During the
data collection)

Gave birth to the first baby 221 49
Gave birth to two children 133 29
Gave birth for three children 66 15
Gave birth for four children 31 6.1
Gave birth for five children 4 0.9
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Labor and delivery 254 55.8
Family planning 8 1.8
EPI 97 21.3
Treatment or consultation 96 21.1




Birth spacing between the | She gave birth for first time 222 48.8
last consecutive children Gave birth after one year 35 7.7
Gave birth after two years 59 13.0
Gave birth after three years 41 9.0
Gave birth after four years and above 98 21.5
Intention to have more No more children is desired 84 18.5
children Want to have a child after one year 28 6.2
Want to have children after two years 79 17.4
Want to add children after three years 79 17.4
Want to add children after four or 52 114
more years
Not decided to add or not more 133 29.2
children

Our research was conducted in labour ward department of a hospital for a care and admission
of women in the process of child birth, postnatal wards and sick new born critical unit.

Majority of the participant women were present for labour and delivery

As presented in the Table 7 above the highest proportion of women participated in the study
gave birth for first time. The shortest birth interval which was giving birth after one year was
reported by 15.4% of the participant women. The median birth interval reported by women

was 3.00 years

Most of the participants planned to have more children two or three years later and 84(18.1%)
didn’t need more children while 133(28.7%) of the participants reported that they didn’t
decide to have more children.

4.3 Disrespect and Abuse during Labor and Postpartum

Results are presented starting assessment from the women anti-natal care follow up, and
structured based on the typology of the mistreatment of women during childbirth. The
criterion had dichotomized response, “yes” or “No”, to objectively identify reported events of
disrespect and abuse. For categories of disrespect and abuse with more than one verification
criterion, a woman was labeled as “disrespected and abused in the respective category” if she
reported “yes” to at least one of the verification criteria during childbirth. If a mother
identified as having faced disrespect and abuse in at least one of the seven categories, she
considered as “disrespected and abused woman”. As the screening question, mother who

reported “NO” to the question “Do you think that you had got respectful maternal care during
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your recent pregnancy, childbirth or complication?” was categorized as a mother who

experienced disrespect and abuse.

To further assess the nature of disrespect and abuse that women experienced questions were
asked in relation to categories of disrespect and abuse and the result was described below and
in table 9. From article 1 the most common type of mistreatment was shouting at the clients
with frequency of 95 (21.1%) showed above. From measurement of Article 2 of statement
of WHO, not asking which position the mother would like to deliver in her baby is reported
by 271(60.1%) women and was more frequent than the other mistreatments. In both type of
facilities, government and private, the providers failing to tell the client that she can refuse
any treatment if she doesn’t like it, was the most frequent mistreatment for article 3. For
Article 4 stated by WHO, denying for reassuring touch during care was most frequent of
others. From article 5 measurements women were asked the question “Do you think that all
patients are treated equally in the facility?” and 136(29.9%) reported “NO”. From Article 6
of the WHO statements, women being kept for a long time in the health facility before
receiving any service were more frequent than others. However, there was no preventing of
mothers from living with her new-born baby because she fails to pay her bill, there was
detaining of mothers in the facility because she was insecure service fee. The survey
reflected; those 62 (17.4%) women who seek maternal from government facility detained in
the facility as a result of insecure their bill. The most dreadful outcome of maternal disrespect
and abuse during facility-based care was physical abuse or harm that can result in
complicated health problem. It was the alarming and shocking outcome which may lead to

maternal mortality.

Interviewing 455 women about the quality of ANC, about a quarter 103(22.1%) of the
women reported that the health care provider didn’t explain types of laboratory investigation
in a satisfactory way (see table 9). Regarding the disrespect and abuse during labour, delivery
and PNC, shouting on the client women was more frequent 95(21.1%) both in public and
private health facilities. Deny informing the women about the care provided 126(27.9%) was
the most frequent practice the mothers experienced. The other most frequent type of
disrespect and abuse during delivery was deny asking the position the women prefer to
deliver in, 282(62.5%) and bypassing to allow the position she would like to deliver in
271(60.1%) was the most frequent type of disrespect and abuse.
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In Government health facilities 29(8.0%) of 361 and from private 8(8.5%) of 94women
experienced forceful downward abdominal pressure, and in government facilities 43(12.0%)
and in private health facilities 3(3.2%) totally 46(10.2%) of women experienced denied
liberty of movement during labour or forcefully held down to the bed. One of the specific
objectives in research proposal was investigating the disrespect and abuse that the women shy
away and reported rarely. 53(14.7%) Women seeking maternal health care from
governmental health facilities and 7(7.4%) of women seeking maternal health care from
private health facilities experienced undergoing unnecessary and extensive episiotomies.
38(10.5%) of survey participant women reported that they have experienced postpartum
suturing of vaginal tears or episiotomy cuts without the use of anaesthesia. 16(4.4%) of
women who seek maternal care from governmental health facilities felt inappropriate
touching of genitalia/thigh during general examination and labour accordingly. 21(4.6%) of
the participant women experienced complication as a result experienced different types of

disrespect and abuse during facility based maternal care.
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Table 8 Respectful maternal care experience measurements during ANC,

reported by participant women

RMC measurements Frequency (%)

Respect culture and religion during the general examination 392(84.5)
explain procedures by giving a greeting before the examination 381(83.7)
health care provider treat you in a friendly manner 359(77.4)
The Health care provider showed his/her concern and empathy 368(79.3)
The Health care provider explain types of laboratory investigation in a 352(75.9)
satisfactory way
health care provider caring for you with a kind approach by calling your | 390(84.1)
name
responded to clients’ needs whether or not you asked during counselling | 367(79.1)
on birth preparedness and complication readiness
The health care provider assure your privacy during the examination 450(97.0)
waiting time fair for examination 373(80.4)
treated you compassionately and respectfully during ANC follow up 402(86.6)
The woman involved in decision making as much as she can. 341(73.5)
Did you have well informed and good communication with the staffs 388(83.6)
Did you receive individualized care during the ANC visit? 430(92.7)
health care provider promotes your partner/accompany during ANC 314(67.7)
happy with the over all services she got then 420(90.5)
what decision did you make for the | Shift to another government facility 9(1.9)
non-respectful care you received Shift to private facility
during facility based maternal care 1(0.2)

| have written on the comment 3(0.6)

book

Nothing 151(32.5)

There was no disrespect and abuse | 290(62.5)
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Table 9 Disrespect and abuse during Labour, Delivery and PNC by facility category

Every woman has the right to be free from harm and ill treatment(Physical Abuse)

RMC Measurements of the article:

Category of the facility

Experience reported: Governmenta | Private Difference of | Total
| (n=94) proportions (n=455) ClI for the proportion
(n=361) difference
Statement of Article 1 by WHO
Pinched or slapped, during getting maternity | 70(19.4%) 7(7.4%) 12% * 77(16.6%)
care. 3.43% 20.45%
Verbal abuse (insult, intimidation, threats) 26(7.2%) 3(3.2%) 4% 29(6.4%) -1.53% 9.55%
shouted upon clients/women 82(23.0%) 13(13.8%) | 9.2% 95(21.1%) -0.34% 18.11%
Denying liberty of movement during labour 43(12.0%) 3(3.2%) 7.8% * 46(10.2%) 1.88% 15.56%
Undergone unnecessary and extensive 46(12.8%) 5(5.3%) 7.5% 51(11.3%)
episiotomies. 0.26% 14.58%
Postpartum suturing of episiotomy cuts 35 (9.8% - 9.8% * 35(7.7%)
without the use of anaesthesia 3.65% 15.74%
pushing on the abdomen to force the baby out, | 29(8.0%) 8(8.5%) (0.5%) 37(8.1%%) -6.68% 5.73%
Statement of Article 2 by WHO Every woman has the right to information, informed consent and refusal, and respect for her choices
and preferences, including companionship during maternity care.
Lack of information about the care provided 102(28.5%) | 24(25.5%) | 3% 126(27.9%) -7.43% 12.88%
coerced into a medical procedure 8(2.2%) 2(2.2%) 0 10(2.2%) -3.24% 3.42%
not asking which position the mother would 231(64.7%) | 51(54.3%) | 10.4% 282(62.5%)
like to deliver in -1.28% 20.75%
Denying choice of position for birth 224(62.7%) | 47(50%) 12.7% * 271(60.1%) 0.91% 23.19%
Not requesting mothers consent for all the care | 144(40.3%) | 19(20.2%) | 20.1 * 163(36.1%
she received 8.79% 30.56%
Not communicating by HWs with simple and | 37 (10.4%) 10(10.6%) | (0.2%) 47(10.4%) -7.30% 6.52%
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Every woman has the right to be free from harm and ill treatment(Physical Abuse)

RMC Measurements of the article:

Category of the facility

Experience reported: Governmenta | Private Difference of | Total
| (n=94) proportions (n=455) ClI for the proportion
(n=361) difference
local language
Statement of Article 3 by WHO Every woman has the right to privacy and confidentiality
Examination, labour, and deliver in view of 9(2.5%) - 2.5% 9(2.0%)
others -0.667% | 5.653%
sharing sensitive information, such as a - - - 0%
patient’s HIV status, age, marital status, and
medical history, in a way that other people can
hear 0.000% | 0.000%
Denying to tell the client to refuse any 264(73.9%) | 52(55.3%) | 18.6% * 316(70.1%)
treatment if she doesn’t like. 7.357% | 28.265%
Statement of Article 4 by WHO Every woman has the right to treated with dignity and respect
Not showing concern and empathy 84(23.5%) 19(20.2%) | 3.3% 103(22.8%) -6.442% | 12.554%
felt inappropriate touching of genitalia or thigh | 16(4.4%) - 4.4% * 16(3.5%)
during examination 0.252% | 8.613%
felt that the HWs showed you animosity 4(1.1%) - 1.1% 4(0.9%)
because of your personal attribute -1.011% | 3.227%
The HWs have not made reassuring touch 140(39.2%) | 37(39.4%) | (0.2%) 177(39.2%)
during care/examination -11.645% | 10.484%
You haven’t been treated respectfully by all 62(17.4%) 10(10.6%) | 6.8% 72(16.0%)
HWs -1.747% | 14.819%
The health worker didn’t respond to clients’ 43(12.1%) 4(4.3%) 7.8%* 47(10.5%)
needs whether or not they asked 0.749% | 14.563%
the service provision delayed due to the health | 62(17.4%) 12(12.8%) | 4.6% 74(16.4%)
facilities problems -3.967% | 12.784%
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Every woman has the right to be free from harm and ill treatment(Physical Abuse)

RMC Measurements of the article:

Category of the facility

Experience reported: Governmenta | Private Difference of | Total
| (n=94) proportions (n=455) ClI for the proportion
(n=361) difference
HWs shouted on client during care giving or 51(14.4%) 11(11.7%) | 3.7% 62(13.8%)
physical examination -5.361% | 10.211%
You haven’t been treated by HWs in a friendly | 97(27.0%) 13(13.8) 13,2% * 110
manner 3.323% | 22.757%
the HWs didn’t called the client with her 25(6.9%) 4(4.3) 2,6% 29(6.4%)
name -2.874% | 8.214%
Communicating client/ companion politely 66(18.6%) 9(9.6%) 9% * 75(16.7%) 0.287% | 17.129%

Statement of Article 5 by WHO: Every woman has the right to equality, f

reedom from discrimination and equitable care.

Insulting client/companion because of client’s | 30(6.3%) - (6.3%) * 30(6.6%)

personal attribute 2.678% | 13.943%
all patients are not treated equally in the 110(30.5%) | 26(27.7%) | 2.8% 136(29.9%)

facility -71.578% | 13.201%
heard of woman discriminated because she 20(5.5%) 7 (7.4%) 1.9% 27 (5.9%)

was HIV positive -71.269% | 3.455%
Statement of Article 6 by WHO Every woman has the right to the highest attainable level of health

left alone for a long time 66(18.3%) 35(37.2%) | (-18.9%) * 101(22.2%) -28.383% | -9.520%
kept for a long time in the health facility

before receiving any service 96(26.6%) 15(16.0%) | 10.6% * 111(24.4%) 0.888% | 20.382%
Have you been detained by HWs because you

don’t have money to pay 62(17.4%) 1(1.1%) 16.3% * 63(14.0%) 8.272% | 23.949%
complicated health problem due to abuse or 18(5.0%) 3(3.2%) 2.8% 21(4.6%) -2.967% 6.557%
physical harm during facility based maternal

care

Do you think that you have been respected 4.448% 22.298%
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during your recent Pregnancy, childbirth or 79(21.9%) 8(19.1%) 2.8% * 87 (19.1%)
complication
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Figure 5.Pie chart for reported prevalence of respectful maternal care

Do you think that you have been respected during your recent delivery and postpartum?

Eves
o

4.4 Predictors of respectful maternity care in health facilities - Bivariate
associations and multivariable analysis

In bivariate logistic regression analysis, association of each explanatory variable with
outcome variable (respectful maternity care) was assessed and the observed associations
were reassessed by multivariate analysis to identify adjusted association with the probability
of receiving disrespectful care. By adjusting the dependent variables for facility category
(governmental or private) the findings conveyed that monthly household income is
associated with almost all types of mistreatments. Women with monthly household income
less than 2000 birr significantly more likely to be subjected to inappropriate touching
around gentelia/thight (AOR=8.671 CI (1.348, 55.789)), Women with monthly household
income less than 2000 Eth birr triple times more likely to experience staying for a long time
in the health facility before receiving any services compared to women with monthly
household income >=5001 Eth.Br (AOR=3.000 CI(1.352,6.655) ). Women who came from
household earning monthly income less than or equal to 2000 are more than double time
likely to experience being shouted at and threating from their providers (AOR=2.300
Cl(1.024,5.164) ) than women with higher income.
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Age is also associated with disrespect and abuse those women younger than 30 years are
more likely subjected to experience pinching and slapping than older women. (AOR=2.144
Cl(1.083,4.245)). As the adjusted OR revealed younger women less or equal to 30 are more

than double time likely to experience pinching and slapping.

Getting maternal health service in the hands of male health care providers seem more
protective from maternal services accompanied with disrespect and abuse during facility
based maternal health care than getting maternal health care service in the hands of female
health care providers. As the multiple logistic regression models revealed below women got
maternal service in the hand of male health care providers are fifty seven percent less likely
to experience insulting and threating than those who got maternal service in the hands of
female health care providers (AOR=0.426 CI(0.189,0.962))
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Mothers attitude towards service received during facility based maternal services adjusted for facility category

(screening question to determine prevalence rate)

95% Confidence Interval for Exp(B)
Lower
Sig. Exp(B) Bound Upper Bound

Interceit 224

[Education illiterate and primary school] 152 1.535 .854 2.757
[Education secondary technic diploma] 0.008* 2.459 1.259 4.804
[Age 15 through 24] 071 2.000 942 4.244
Age 25 through 30 .660 891 534 1.489

Is the recent child the first baby for you?If YES= 1039  .654] 1.651

[MONTHELY HH INCOME <=2000] .019* 405 191 .861

[MONTHELY HH INCOME beteween 2001 through 5000] 153 .646 .355 1.176
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Physical Abuse | Insult or shouted upon | Restrained or | Unnecessary Pushing on Felt keeping for a
(pinched or Threats clients/women | tied down and extensive | the abdomen | inappropriate | long time in
slapped) epistomy to baby out touching the health
around facility before
genitalia/thig | receiving any
h service
Household Monthly income
[MONTHELY HH Ref(1) Ref(1) Ref(1) Ref(1) Ref(1) Ref(1) Ref(1)
INCOME=>=5001]
[MONTHELY HH | pog 585 P=0.875 P=0.044* P=0.990 P=0.203 P=0.427 P=0.023 P=0.007
INCOME ,=<2000BR] | ) 0r=0.778 AOR=1.131, AOR=2.300 AOR=0.994 AOR=1.831 AOR=1.696 AOR=8.671 AOR=3.000
CI(.315,1.917) | CI(0.245,5.224) | CI(1.024,5.164 | CI(0.369,2.6 CI(0.721,4.650 | CI(0.460.6.2 CI(1.348,55. CI(1.352,6.655
) 79) ) 52) 789) )
[MONTHELY HH | p=g.315 P=0.180 P=0.652 P=0.160 P=0.086 P=0.613 P=0.773 P=0.027*
INCOME=2001 AOR =0.695 AOR=2.130 AOR=1.168 AOR=.545 AOR=0.442 AOR=0.735 AOR=1.370 AOR=2.121
THROUGH 5000] C1(0.342,1.413) CI(0.705,6.439) | CI(0.594 CI(0.233,1.2 CI(0.174,1.123 | CI(0.224,2.4 CI(0.161,11. CI(1.089,4.129
2.297 72) ) 19) 642) )
Age of the respondents
31 Thru. highest Ref(1) Ref(1) Ref(1) Ref(1) Ref(1) Ref(1) Ref(1) Ref(1)
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25 years thru. 30 P=0.029* P=0.691 P=0.424 P=0.565 P=0.049* P=0.475 P=0.063 P=0.284
Years AOR=2.144 AOR=1.231 AOR=0.796 AOR=0.793 AOR=0.482 AOR=0.669 | AOR=0.200 AOR=1.403
CI(1.083,4.245) | CI(0.443,3.423) | CI(0.456,1.39 | CI(0.360,1.748 | CI(0.233 CI(.223,2.01 | CI(0.037,1.09 | CI(0.755,2.604)
1) ) .997) 2) 3)
15 years thru 24 P=0.096 P=0.431 P=0.996 P=0.627 P=0.117 P=0.904 P=0.793 P=0.079
years AOR=2.149 AOR=1.709 AOR=0.998 AOR=0.777 AOR=0.466 AOR=0.922 AOR=1.248 AOR=2.008
CI(0.874,5.285) | CI(0.451,6.483) | CI=(0.459,2.1 | CI(0.281,2.146 | CI(0.179,1.21 | CI(0.244,3.4 | CI(0.238,6.5 | CI(0.922,4.374)
70) ) 0) 81) 44)
Educational background of the participants
Dip,BAMARF | Ref(1) Ref(1) Ref(1) Ref(1) Ref(1) Ref(1) Ref(1) Ref(1)
Secondary Techn P=0.602 P=0.256 P=.000* P=0.081 P=0.157 P=0.162 NA P=0.173
AOR=0.814 AOR=0.459 AOR=0.198 AOR=2.519 AOR=0.426 AOR=3.127 AOR=0.596
CI(.376,1.763) | CI(0.120,1.759) | CI(0.091,0.434 | CI(0.892,7.11 | CI(0.131 CI(0.632 CI(.283,1.256)
) 0) 1.389) 15.473)
Iliterate and P=.827 P=0.876 P=0.005* P=0.003* P=0.251 P=9.033 P=0.421 P=0.781
primary AOR.925 AOR=0.914 AOR=0.385 AOR=4.104 AOR=1.590 AOR=4.871 AOR=0.471 AOR=0.913
CI(0.459,1.865) | CI(0.295,2.829 | CI(0.196,0.755 | CI(1.610,10.4 | CI(0.720 CI(1.137,20. | CI(0.075,2.9 | CI(0.478,1.742)
) ) 58) 3.509) 865) 46)
Service provider’s gender
Female(reference) | Ref(1) Ref(1) Ref(1) Ref(1) Ref(1) Ref(1) Ref(1) Ref(1)
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Male P=0.801 P=0.040* P=0.002* P=0.416 P=0.190 P=0.467 P=0.654 P=0.394
AOR=0.936 AOR=.426 AOR=0.479 AOR=0.761 AOR=0.657 AOR=.715 AOR=0.765 AOR=0.814
CI(0.560 CI(0.189,0.962) | CI(0.299,0.76 | CI(0.395,1.4 CI(0.350,1.231 | CI(.290,1.76 CI(0.237,2.4 CI(0.508
1.564) 5) 69) ) 5) 68) 1.305)
Being giving the first baby

yes P=0.434 P=0.577 P=0.007* P=0.474 P=0.120 P=0.743 P=0.462 P=0.661
AOR=0.798 AOR=0.779 AOR 0.487 AOR=1.301 | AOR=1.741 AOR=1.184 | AOR=0.576 | AOR=1.123
CI(0.453 CI(0.325,1.871) | CI(0.289,0.823 | CI(0.633,2.6 | CI(0.866 Cl(0.432.32 | CI(0.132,2.5 | CI(0.668,1.887)
1.405) ) 74 3.500) 48) 08)
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4.5 Qualitative Result

In-depth interviews was used to explore key issues around the factors associated with
committing disrespect and abuse during facility-based maternal care, and the rarely reported
disrespect and abuse. As part of this larger study, we targeted 11 service provider and 12
mothers from service provision points (health facilities) which were selected for the
quantitative study. As the data sources we used the woman experienced mistreatement and
never experienced from Yekatit medical college hospital and the same scenario has taken
from Gandhi memorial hospital. From Anania mothers and children hospital and Bethazata
general hospital the two women participated in the qualitative study with out selection
criterion while from Gotera health center and shiromeda health center two women one from
mistreated and one from never mistreated took as the participants. In addition to that from
kadsco health center and Maichew health center two women who experienced disrespect and

abuse participated in the indepth interview.

On the other hand providers interviewed to got precarious evidence on the maternal
mistreatment (see table 12 below). Accordingly the interview conducted was a long interview
with providers and more brief in-depth interviews with mothers who experienced disrespect

and abuse and with mothers who never experienced mistreatment yet as well.

Table 11 qualitative research participant mothers information

Mothers | Facility Age Education status | Service status
M1 Shiromeda health center 32 Secondary Edu mistreated

M2 Shiromeda health center 28 Elementary edu Never mistreated
M3 Mayichew health center 25 technique Mistreated

M4 Anania  mothers  and | 22 Degree Never mistreated

children hospital

M5 Gandhi Memorial hospital | 24 Diploma Mistreated

M6 Gandhi memorial hospital | 30 certificate Never mistreated

M7 Yekatit 12 medical college | 28 Diploma Mistreated
Hospital

M8 Yekatit 12 Medical college | 26 illiterate Never mistreated
hospital

M9 Bethazata General hospital | 25 Elementary Never mistreated

M10 Kadsco health center 19 secondary mistreated
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M11l Gotera Health center 34 Diploma Mistreated

M12 Gotera Health center 30 Degree Never mistreated

Table 12 Interview participant service provider information

Providers Facility Age | Gender | Qualification

P1 Shiromeda health center 42 F Midwife

P2 Shiromeda health center 34 M HO

P3 Mayichew health center 29 F Midwife

P4 Anania mothers and children | 52 F Midwife
hospital

P5 Gandhi Memorial hospital 34 M Midwife

P6 Gandhi memorial hospital 36 F Midwife

P7 Yekatit 12 medical college | 56 F Midwife
Hospital

P8 Yekatit 12 Medical college 38 M Midwife
hospital

P9 Bethazata General hospital 52 F Midwife

P10 Kadsco health center 31 F Nurse

P11 Gotera Health center 36 M Midwife

The in-depth interviews are described below.
One of the rights of women to be protected as part of respectful maternal health service, in
the WHO guide is “Every woman has the right to be free from harm and ill-treatment”:

or no physical harm is done

Study participants about this were asked about their experience of the care that they were
given during labor and delivery. We started interviews by asking women to describe their
experiences during childbirth at the facility of care and their perceptions of its quality. Most
of the patients interviewed reported satisfaction with their care during labor and delivery.
Whereas, women who experienced disrespect and abuse during labor and delivery reported
lower satisfaction with the care. Patients were aware that health facilities offer life-saving
care and seemed to appreciate the access, particularly because services were offered free of

charge. Regarding the experience of lack of respect and abuse, women reported cases of
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abandonment of them by the provider without giving them proper treatment for long hours.
Forceful downward abdominal pressure to push the baby out and slapping on the leg are
physical abuse reported by mothers. Shouting at mothers/accompanying relative and spoke to
them using harsh tone has repeatedly been reported by mothers. Not admitting the mothers
with labor by giving reason such as “shortage of bed in the facility”; a rushed checking/care/
without listening to clients and unnecessary referrals were reported by mothers. Undergoing
extensive surgery by medical student was among the reported disrespect and abuse during the

in-depth interview;

A case of disrespect and abuse during labor and delivery by women is described below.

Not providing the appropriate service/care on time and neglect without service

A woman of 24 years old who gave birth at governmental hospital was shifted from the
catchment health centre where she experienced disrespect and abuse. “There was no
attention given for the mother’s problem in the health center, there was extreme patient
abandonment by providers. | think that was due to over crowdedness of the labour ward.
After starting of labor I have arrived to health centre. The health care provider has referred
me to Gandhi hospital because there was severe bleeding at a time [placenta previa]. As a
result of that | had delivered the baby by operation (Caesarean Section) method and | went
home after 48 hours of stay in the hospital. If the provider at the hospital had not given me
the care, my baby and | would not have been saved. But again the suture was so extensive
and ruptured after seven days. The wound was severely bleeding and | had to go back to the
hospital after a midnight around 1:00 am and | have stayed for a long time in the hospital
without getting any care. | think that the delivery process had made by Medical student who
was practicing in the hospital. | got the medical care on the next day at 4:00 pm. Thus | had

to stay for such a long time without getting the maternal care.”

Experience of verbal abuse (insult, intimidation, threats)

6.4% of participants in the quantitative survey reported verbal abuse. In the qualitative
research, both mothers and providers interviewed reported incidences of verbal abuse. Clients
/mothers reported that providers often shouted at them or spoke to them using harsh tone.

A young woman,24 years old who delivered in a hospital her first baby experienced verbal
abuse and described her experience below: “Since I was in pain I couldn’t open my legs as

the midwife wanted, He shouted at me saying ‘open your legs as you opened when enjoying
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sex and then he laughed at me saying, ‘you enjoyed then and complain now’, but I was

suffering from pain of labour.”

Experience of physical abuse

We found significant difference in reporting of physical abuse both in quantitative survey and
qualitative assessment between service seekers and providers. There was insignificant
reporting of physical abuse in quantitative survey of mothers. In contrast midwives reported
that they had personally did physical abuse to mothers. They were slapping on the legs in
order to get the mothers to comply with their (providers) instructions for positioning for

labour.

A male senior midwife of 56 years old reported that “some of the younger mothers who gave
birth for the first time do not usually obey the instruction of the care provider were expected
to be pinched and slapped on her thigh. Even the family expected that she would be pinched
by providers.”

A female senior Midwife of 52 years old from private hospital reported that

"The mothers who came to our hospital want to give birth in the hand of specialists/
gynaecologists. Most of the time husbands accompany their wives and we encourage this
practice. Creating good rapport with providers not being aggressive toward the providers
and the entire staffs of the facility and giving the necessary respect to providers contribute to

good outcome of the labor”

“Apart from hearing about disrespect and abuse I haven’t seen any provider committed
mistreatment intentionally yet. The verbal abuse and speaking in a harsh tone to make the
mothers cooperative and to save her from rupturing of different maternal organs. This type of

reaction toward mothers ensure successful outcome.”

The midwife continued replying “The pain due to labour is not comparable with pain of
pinching or slapping. The mother in labour obliged to close their legs from severe pain of

labour that they do not feel about the pain of pinching and slapping.”
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Drivers of disrespect and abuse

Due to health system problem the service providers commit mistreatment. Patients reported
that there was abandonment, neglect and mistreatment arising from shortage of beds as well
as providers.

24 years old woman who gave birth to her first baby in government Hospital reported

“ I have seen it in my naked eye that woman admitted after me, automatically gave birth on
the bed I delivered on by shifting me to the chair near to the bed, | asked the service provider
why he was forcing me to seat on the chair, he replied ‘What can I do? As you can see, there
is no even one bed to admit this woman, at least you have held the alive baby but this

woman’s new born is at risk.”’

A 34 years old woman who gave birth for her third child reported

“There is shortage of skilled health care attendant. | went to hospital in the evening and was
admitted by a midwife that only appeared once and examined me then but he didn’t come
back again. perhaps other mothers are waiting for him to be assisted. | gave birth in the
morning and was assisted by the morning service provider.”

A mother of age 28 reported

“... The provider came after almost all part of the baby was delivered by itself, because she
was assisting other woman whose baby was suffocated. In addition there was rushing in the
care to reach all pregnant mothers who came for service, unsanitary rooms, as a result of
over crowdedness of the labour ward, women who were there for delivery service had to
wait or being left alone for a long period of time and subjected to give birth on the
mattress/carpet. Sometimes the providers talk in a harsh sound that seem aggressive for no

reasons, may be they are tired or they think about their unsatisfactory salary”

Factors Associated to commit disrespect and abuse
Workload and over crowdedness of the labor ward was raised by providers in both state

running health facilities and privately owned health facilities. Another factor mentioned was

government’s disregard and nonresponse to service providers’ request of different benefits
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One governmental hospital 56 years old male senior midwife reported

“in addition to the routine work of the hospital there is unnecessary maternal referrals from
health centers which made the hospital labor ward overcrowded. The shortage of health
service providers, unavailability of health care equipment and low salary and duty payment
for the providers exacerbate mistreatment of clients who come for maternal health service.
The government’s and the owners of the facilities disregard and nonresponse to Service

providers’ request of different benefits: salary and duties, make the providers not to serve in

full heart.”

The investigator asked by restating. “You mentioned that you were hitting or shouted at
clients. In your opinion, what factors influenced you to commit mistreatment? Please
explain.”

He continued replying

“As they (laboring mothers) are in severing labor pain, particularly the younger mothers do
not listen to the care providers when they advise them. The woman or her relatives insult or
hit us. As you can see the security segment of the hospital is weak and sometimes, we face
difficulty when accident (death) happened during maternal care, the relatives try to attack
us.”

One female 52 years old senior midwife replied that,

“we need cooperativeness from the laboring mother as well as her relatives. I had been
working as a midwife for 26 years in government facilities but now I am working in this
private hospital.”

The Midwife complained about the fee paid for maternal service by saying, “this service is
(maternal care) offered for free in government health facilities, why so here? The person who
can afford the service fee should afford it, he should take free of charge service if and only if
the person couldn’t afford it.”

“Clients or relatives being offensive or aggressive towards service providers may subject the
client to be mistreated.”

In general, providers had knowledge gap on describing the WHO articles for enhancing the
quality respectful maternal care. None of the providers clarify correctly the phrase “respectful
maternal care.” Both mothers and providers repeatedly reported that the cause of disrespect
and abuse are crowdedness of the labor ward. The providers emphasized that, no providers

commit disrespect or abuse intentionally, rather to ensure “good outcomes” for the baby.
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One of the providers reflected that the unnecessary referral from health centers made the
ward more crowded that the health care providers offer service for full time. Using harsh
tone during speaking with the mothers, and discouraging the younger mothers when they
disobey the command by midwives are among the reflected disrespect and abuse. The most
shock and alarming thing found in both the quantitative and qualitative research was, mothers
experiencing complication as a result of disrespect and abuse. The senior gynecologists being
indifferent to mothers worry and invite the medical students (inter) to conduct surgery in the
absence of senior surgeon and open the service system to be afforded by rehearsing students.
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CHAPTER 5

DISCUSSION

Not ensuring access to maternal health services that are safe, timely, respectful, and non-
abusive care is double-barrelled maltreatment as both a violation of the right for all women as
well as a deterrent tool to use facility-based lifesaving maternal and new-born care. The
Global Strategy for Women’s, Children's and Adolescent’s Health highlights the rights of
women, children, and adolescents to the highest attainable standard of health (S Myers et al.
2014). The Ethiopian Government had committed to the ambitious goals outlined in
millennium development goal (goal 5) improve maternal health, and sustainable development
goal (goal 3) as a result of which preventable child deaths dropped by more than half, and
maternal mortality went down almost as much (Kumar S. et, al 2016). Service quality
improvement is key measure that contributes to better maternal and child health. The
findings of this study reflect areas requiring significant attention in these quality

improvement efforts and are discussed below.

The result of interviewer-administered structured and unstructured survey data collection
showed experiences of mistreatment from point of view of 455 mothers and 11 service
providers. 19.1% of the mothers seeking maternal services in the survey reported that they
feel mistreated during service. It was found that most of the mistreatments happen during the
labor and delivery time rather than during ANC follow up in the facility. This could be
because providers are more likely to be overburdened around the time of birth or due to stress
and frustrations experienced by the providers which are caused by un-fulfilment of resources
to manage childbirth, over-crowdedness of labor ward and, younger mothers being in the
state of panic, might invite the providers to commit mistreatments. The most frequent type of
mistreatment was ‘not asking which position the mother would like to deliver’ in (62.5% of
cases) and ‘denying to allow the mothers the position they would like to give birth’ in
(60.1%), which suggest bypassing of the right to be free from harm and ill-treatment. This
may be due to the familiarity of providers for mothers to give birth only in dorsal lay
position (a position in which the mothers lies on the back with the lower extremities

moderately flexed and rotated outward) rather than using other birth position alternatives.
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This result is similar to other research finding which was conducted in Ghana, Guinea, and
Nigeria (Bohren MA 2019).

According to the qualitative research conducted with providers, none of the providers clearly
defined and try to list the seven articles of WHO statements which inhibit disrespect and
abuse. Since the providers were not equipped with sufficient knowledge about the respectful
maternal care articles, providers unknowingly misstep and fail to respect women’s rights to
get respectful health care. Despite showing good basic knowledge of confidentiality, privacy,
and consent to health care providers, it was found that consecutive on-the-job training on the
principles of responsive and respectful care, and on counselling is largely absent as aligned
with (Burrowes S. et, al. 2017) findings. Moreover the findings of the qualitative research
showed indeed, all mistreatments committed were unintended and had actually resulted from
the intention to ensure good outcomes that were a safe motherhood and healthy new-born as

mentioned in (Burrowes S. et, al.2017).

The providers described that younger mothers are “uncooperative” that physical and verbal
abuses are expected even by the family of the mothers as aligned with (Bohren MA 2016) to
ensure a good/safe outcome of the labour. According to qualitative research, midwives and
doctors described women as “uncooperative” during this period and some justified using
physical and verbal abuse as “punishment” for non-cooperation to ensure “good outcomes”
for the mother and baby. However small in number, some disrespect and abuse that, women
usually shy away to report also appeared in this research. Inappropriate touching of genitalia
or thigh during examination in 16(3.5%) cases, undergoing unnecessary and extensive
episiotomies 51(11.3%) cases, and postpartum suturing of episiotomy cuts without the use of
anaesthesia 35(7.7%) were among the mistreatments that women shy away to report usually
but revealed in this study.

As women want to ensure a positive outcome that fulfils or exceeds their prior personal and
socio-cultural beliefs and expectations, giving birth to a healthy baby in a clinically and
psychologically safe environment with continuity of practical and emotional support from the
skilled birth attendant was necessary. This study indicates that about 80.9% of mothers
reported that they have received respectful maternity care in general. This result is
comparable with studies done in Kenya 80%, Tanzania 85%, Zanzibar 88.3%. And it’s
significantly diverted from studies conducted in Nigeria 2%. The difference with Nigeria

perhaps rose from time variation related with currently accelerated RH promotion activities
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and women-friendly programs, different supportive pieces of training in some health
institutions of the study area (Okafor 11, 2015, EDHS 2016). The finding of this study
revealed that facility gatory and income was predmonentely associated with receiving
respectful maternity care. Accordingly those mothers who got maternal care in government
health facilities are more likely experienced disrespected and abused. From multivariate
analysis we learnt that women treated in state running health facilities subjected to physical
abuse AOR=0.271 CI(0.114, 0.642) which is 3.7 times fold as compared as the private health
facilities. Verbal abuse was also practiced in public health facilities than private health

facilities.

The analysis indicated that women treated in public health facilities subjected to hospitalize
shouting and harsh tone (AOR=0.098 CI1(0.037,0.259) that implies the providers in public
health facilities practice verbal abuse significantly. Accordingly, male health providers who
attended deliveries give almost four times better respectful maternity care than female health
providers. This result is consistent with a study done in urban Tanzania higher likelihood of
performing respectful maternity care was found among male providers in facilities (Kruk ME
et al.2010 ). And also the same national study implementing a quality improvement approach
among laboring women accompanied by a companion indicate that male providers were
practice RMC more frequently than female providers(Kruk ME et al.2010 ). Moreover, the
women attended for birth by providers in public health subjected to restrained or tied down
during labor and delivery (AOR=0.233 CI(0.065,0.829)) and unnecessary and extensive
epistomy AOR=0.360 CI1(0.131,0.992).

In general, women from household earning more than 5001 birr were more likely to get
respectful maternal care. Accordingly a Women earned monthly income less than or equal to
2000br were subjected to experience shouted and harsh tone (AOR=0.435, 95%
C1(0.194,0.976)), subjected to inappropriate touching around gentelia/thight (AOR=0.115,
95% (0.018,742)) and experience keeping for a long time in the health facility before
receiving any service (AOR=0.333 CI(0.150,,0.739). Being married was not significant in the
study as contrast to a previous study done in Addis Ababa health facilities, which found that
married women were three times (AOR 3.65 [95 percent C.I 1.59, 8.36]) more likely to
receive respectful maternity care when compared to those who are not in marital union
(Martha T.et, al. 2019)Thus, Ethiopian women's practice may appear during data collection
that around 96%
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By adjusting the dependent variables for facility category (governmental or private) the
findings conveyed that monthly household income is associated with almost all types of
mistreatments. Women with monthly household income less than 2000br significantly
subjected to inappropriate touching around gentelia/thight (AOR=8.671 CI(1.348,55.789)),
Women with monthly household income less than 2000 Eth birr experienced triple times
keeping for a long time in the health facility before receiving any services than women of
monthly household income >=5001 Eth.Br (AOR=3.000 CI(1.352,6.655) ), while women
with household income 2001- 5000 Eth. Birr were more likely to be kept for a long time in
the health facility before getting any health service (more than double times) comparing
with women who came from households with monthly earning 5001Eth. birr and more
(AOR=2.121 CI(1.089,4.129) ). Women who came from household earning monthly
income less than or equal to 2000 birr are more than double time likely to experience being
shouted at and threating from their providers (AOR=2.300 CI(1.024,5.164) ) compared to those

with household income above 5000 birr.

Age is also associated with disrespect and abuse that a women younger than 30 years are
more likely subjected to experience pinching and slapping (AOR=2.144 CI(1.083,4.245))
As the adjusted OR revealed younger women less or equal to 30 are more than double time
likely to experience pinching and slapping.

Getting maternal health service in the hands of male health care providers seem more
protective from maternal services accompanied with disrespect and abuse during facility
based maternal health care than getting maternal health care service in the hands of female
health care providers. As the multiple logistic regression models revealed below women got
maternal service in the hand of male health care providers are more than half less likely to
experience insulting and threating than those who got maternal service in the hands of
female health care providers (AOR=0.426 CI1(0.189,0.962)) and male health care providers
are less shouting up on the clients than female health care providers ( AOR=0.479
Cl1(0.299,0.765)).

The women with educational status Illiterate and primary are subjected to physical abuse of
Pushing on the abdomen to get the baby delivered by health care providers than the other
women of academic status more than diploma and above (OR=0.244 CI(0.096,0.621) )
According to this study, mothers, who attended secondary education and higher, tend to

receive better respectful maternity care than those who have no formal education, this is in
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line with studies done in Enugu, south-eastern Nigeria, educational status of mothers were
significantly associated with receiving respectful maternal care, This finding is perhaps
related to intellectuality, that educated women practice their rights better than non-educated

women and command respect from providers.
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CHAPTER 6
CONCLUSION AND RECOMMENDATION

6.1 Conclusion

In conclusion, in light of the fact gathered from the perspective of mothers, disrespect and
abuse remain the challenge of mothers to give birth in the facility. Around 20% of surveyed
women experienced mistreatment by providers during childbirth. Younger (<30years old),
less educated women were at the highest risk, highlighting the need for multilevel

interventions.

The most frequent type of mistreatment was denying to ask the position the women want to
deliver and not allowing the position the mother prefer to deliver her baby. Though the
frequency was small the disrespect and abuse which the woman shy away to report were also
reported in the government health facilities because of some provider’s behavioural problem
or lack of required resources at the facilities and over crowdedness of facilities. Addressing
these inequalities and promoting respectful maternity care for all is key to improve health
equity and quality. Our findings can be used to inform policies and programs to ensure that
all women have positive pregnancy and childbirth experiences, and are supported by
empowered healthcare providers within well-functioning health systems. Over crowdedness
of the labor ward and shortages of a skilled midwives are the sources of mistreatment. The
recommendation directed by the participants of the study need due consideration and action
to enhance the provision of respectful maternity care in Addis Ababa.

6.2 Recommendations

As WHO recommended the respectful maternity care which is integral to the human rights
refers to offering maternal health care in a manner that ensures dignity, privacy and
confidentiality, freedom from harm and ill treatment, and enable informed choice and
continuous support during labour and child birth.

More importantly, interventions that work towards preventing and controlling mistreatment
and to guarantee the provision of respectful maternity care during childbirth must consider
contextual and social norms and develop a comprehensive intervention that addresses the root

causes.
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In light of the evidence gathered from the participant women and health care providers
involved in this study, the following recommendations are directed for reducing disrespect
and abuse and improving the health care services.

1. Creating awareness and empowering clients and families: promote rights-based care by
applying a human rights framework to ensure that high-quality reproductive, maternal, and
new-born health care is available, accessible, and acceptable to all who need it, using
different media that sponsored by the government and stakeholders. This is a guiding
principle of Ending Preventable Maternal Mortality (WHO 2015).

2. Encompass the WHO recommendations of respectful maternal care in educational modules
or subjects beginning from lower-level classes.

3 Operationalizing Sustainable development goal (Goal 3) reduction of maternity mortality
by incorporating statements of WHO that enhance respectful maternal care may bear the
significant change in maternal care service improvement.

4. In order to minimize hospital over crowdedness of labour ward measures should be taken
to control unnecessary referrals to hospitals from health centers.

5. To plan an online information system which can collect data and inform upon request
about vacant beds and available delivery services in different facilities at any point in time so
that service seekers can avoid the 2" delay during labor and delivery and get the required

standard service without delay.

6.3 Strengths and Limitation

6.3.1 Strengths
» This study explored the state of quality of respectful maternal care observed as
recommended by WHO, covering Private and Public health facilities.
» The quantitative research questions were formed following standardized
measurement of respectful maternal care.
» Both qualitative assessment and quantitative survey were conducted concurrently to

make the research more comprehensive.

6.3.2 Limitation

» The sample size of service point (facility) selected was not sufficient to generalize
about the situation of Addis Ababa.
» Neglecting to use Observational study even though it’s powerful to study respectful

maternity care
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» Excluding health facilities in rural areas, because most of the problem of respectful maternal
care is in rural area that results in relation to cultural, religious and social taboos and

shortage of skilled provider Some variables were missed like social desirability
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Annex 1- Questionnaire for quantitative survey D and A during ANC

Socio demographic characteristics of women who came for MNCH services

Thems Response
Q101 | Ageincompleted years? | memmemee- years
AL aq, Nao-i qaoi Qani
Q102 Residence Addis Ababa =0
pane /P N Out of Addis Ababa=1
AR.N ANN,=0
NASN ANN M.eh,=1
Q104 | Marital status Single/PAINF
PINF Uiz Married/£70F
Widowed/?9e+N+
Divorced/P4 T
Separated/f+A L&
Q105 Educational status of the respondent. Illiterate/ PA+a9/F=0
PtAFLP AT PHIRUCT BLE Primary/PaeBansp e/ 8=1
Secondary/U-At+& £/8=2
Technique/th1ng a>£=3
Diploma/&,ThM™=4
Degree/PaRgan/p £9)/=5
MSc/UA+E £914=6
PhD/&A+4+=7
Q106 | Monthly hh income in Birr. nc
PN+AMN 7N, NNC
Q107 For which service the women came? | Labor and delivery /A@A &/AF°M.=1
(During the data collection) PNC= SUZ-OAL K14 AT =2
NHY PMS +&ge PHTFE APTE . Family planning/®b+NA1 oM} =3
A4 10 EPI/ARTN
Treatment or consultation=4
Q108 Service provider gender Male/@7 =1
PATTPAL MT ATA1 T NeR, £ Female/+=2
=1
=2
Q109 | Service provider qualification Midwife/APAZ Uhg =0

P -tPAL MG ATANNN AdPLN, Pa-p
/8

Nurse/1CHh =1
HO/PMmg PNy == 2
Medical Doctor/m$AA Uhg™ =3
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I don’t know/AAM.$ 9™ = 4 explain
T R LY, s—

Q100 Have you given birth for the first time? Is | If YES=0 —112
the recent child the first baby for you
$CN 14 P+OALM AF parBan/ o ym? | NO=1
Q110 How many births have you gave? If yes she gave birth for first time—112
AND ALY N7 ARTT DAS? papEan/p AF mAS NPy 112 Ak
Q111 | How many of them are alive? | . &mC
oy PUA NUL DT AA?
Q112 Desired number of children? 99=not decided ,99=AADA Y-
7T AT APMAL 2LAIN?
Q113 Birth spacing of the last baby in years? 98=deliver is the first
AUT N+HOALM. AS AT NNE+ AE dPYA
oy PUA Pt AR AA?
Q114 | When to add children? 0 =if no more children desired and 97=not
AA AE aOF ATRER,APC AAN-? decided AA A AALATITR =0
AADNTNHIP=97
Q115 Have you ever experienced a pregnancy | Yes =0
terminated with abortion? No =1
N@.CE  P+MGPE  ACTHT AIDIH
PM.Pe?
Q116 The time at your delivery or labor attended | Day/$7=1
PIP M, MLIIR POA L 1H Nigh/T 3-t=2
=2
QNO | QUESTIONS FOR ANC
Q201a | Did the health care provider respect your Yes=0
culture and religion during the general NO=1
examination? Not rember=2
NAMPAL JoCARLM MPF PMT
ATANNN APLNO NUAPT AT hP=0
Y2me+PY PhNC 1NC? hELATP=1
AANFDNTP=2
Q201b | Did the health care provider explain Yes=0
procedures by giving a greeting before the | NO=1
examination? Not rember=2
PMS NAD™-P JoLaR4 NME LT NET
AARF NARAMT PIRCADL-M.Y $LIP hP=0
+h+d AN 1AT? hBEATP=1
AANFDATP=2
Q201c | Did the health care provider treat youina | Yes=0
friendly manner? NO=1

PMma ATANNN APLND- ACNPTY
N3L%1F 1N ANTTIL A?

Not rember=2

AP=0
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h2EATP=1

AANFDNIP=2
Q201d | Did the Health care provider showed Yes=0
his/her concern and empathy NO=1
PMT NAT™Pm, PATEY 69T AT | Not rember=2
Ne+ CULY ANLFAA?
AP=0
AL LATP=1
AANFDNIR=2
Q201e | Did the Health care provider explain types | Yes=0
of laboratory investigation in a satisfactory | NO=1
way? Not rember=2
PMS NAT>PMm, PANGF¢ TPLCARE
QL 1RFY NADIN Uit ANLEHAT? AP=0
A2 LATP=1
AANFDNATP=2
Q201f | Did health care provider caring for you Yes=0
with a kind approach by calling your NO=1
name? Not rember=2
PMmT NAAE-PM, NIPTF N MLt NLTTFH
AL +TINNANPT RUPT? hP=0
A2 LATP=1
AANFDNATP=2
Q201g | Did the health care provider responded to | Yes=0
your needs whether or not you asked NO=1
during counseling on birth preparedness Not rember=2
and complication readiness
PMS ATANNN APSNE NTPNC DPF AP=0
NA DAL HIEF AT P+DAAN PACTIHT A2 LATP=1
F9C HIB.9F AL PMPeTT ML AANFDATP=2
LAMPLFT BIPC AACNP &ATT FRAR
Nda?
Q201h | Did the health care provider assure your Yes=0
privacy during the examination? NO=1
PMS NAT™ P, NFPLARL.M MPT Not rember=2
PACNPY P14 1271F1PT NAPMNP
ANHGTEPA? hP=0
A2 LATP=1
AANFDATP=2
Q201i | Was waiting time fair for examination. Yes=0
NACH AR NMT t2a™ MAMD A7A94T | NO=1

ATRE T PMN%T 1H AN 1A NAM,
PIegA?

Not rember=2

AP=0
AR RATE=]
AANFDAOIP=2
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Q201j | Did the health care provider treated you Yes=0
compassionately and respectfully during NO=1
ANC follow up? Not rember=2
NACTHST ATTA @PF PMmT NAT>PM,
NCU&L AT NANNCT ANTT2FA7? hP=0
AR LATP=1
AANFDHIR=2
Q201k | Were you involved in decision making as | Yes=0
much as you want? NO=1
NMSP F8L NtFA M7 NMAL Aewyt | Not rember=2
TN T PA?
AP=0
AR LATP=1
AANFDHIR=2
Q2011 | Did you have well informed and good Yes=0
communication with the staffs NO=1
NAZ+&F IC aOCE NTITH P+ITHN, Not rember=2
e AT INGTFU? hP=0
AR LATP=1
AANFDATP=2
Q201m | Did you received individualized care Yes=0
during the ANC visit? NO=1
NACSIHS ATA 1H P14 187+ PmNe Not rember=2
(AT APR NMLFANT Ui MAM)
ATANNN AT5+PA? hP=0
AR LATP=1
AANFDATP=2
Q201n | Did health care provider promotes Yes=0
partner/accompany during ANC? NO=1
PMS NATPM- NACTHT NFTA 1H Not rember=2
NAICP IC ®17+Y PNLFFA? hP=0
AR LATP=1
AANFDATP=2
Q2010 | Are you happy with over all the services Yes=0
you got then ? NO=1
NACTIHS httd @%T N7+ A1kt | Not rember=2
2N+E 1N4.?
AP=0
AR LATP=1
AANFDNATP=2
Q200 If No for question above, what decision did | Informed to manager=0

you make for the non-respectful care you
faced during facility based maternal care?

NAL A+mPet M PEPTF ARTS. AT
A2LATR NPT AIMARPT ANC PAA D
PAT-TPAL MT AT41AT T2 DAR?

Shift to another government facility =1
Shift to private facility=2

I have postponed using the facility=3
There is no disrespect and abuse above=4
ARN+8 L4 11Ch+=0

ML AA PARYF PG +RIR AP N=1
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ML 74 PMT +£RI° APHN=2
AT®AL IH PMT +RI® AP MPI® ATPN=3

AA BTIAR=4

Annex 2. Survey Questionnaire- D and A during labor, delivery and

PNC
ARTICLE 1 Every woman has the right to be free from harm and ill treatment.
Q201Ala | Have you ever pinched or slapped, Yes=0
during getting maternity care, by health | NO=1
care providers? Not rember=2
POAL ATANNN ATA1AF AT T
ML M +&9° aOm+@ INMG NAae-p | AP=0
+&IMM MLIID NS, +aPP P pA? | AERATR=L
AANFDNATP=2
Q201Al1b | Have you insulted or threatened during | Yes=0
labor delivery OR PNC by health care NO=1
providers? Not rember=2
PMT NAT-PM. NI MLTIR NMA L
03T MLT° NOALE NEA PMT hP=0
R1ACT NFPAMNT TH +ASNPA | ARRATR=L
LI ANK.L-CHPA? AANZFONTR=2
Q201Alc | Have any health care worker/provider Yes=0
shouted on you because you fail to obey | NO=1
what the health care providers expected | Not rember=2
you to do?
NOAL A74°%T 1H PMT NAT>PM. | AP=0
PHHTT FAHH NATIANCP D LTI A2 LATP=1
PMmS NATE-PM, P9 MNPNTT AANFDAFP=2
NAT L Zo1P b PN Fa\?
Q201A1d | Have you ever restrained or tied down, | Yes=0
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during getting maternity care, by health
care providers?

NOAL ATnNNN @P+ NMS NATP

NO=1
Not rember=2

ATLLTIPAPMA ThARAPA DLTIP hP=0
FNa POrPie? hEEATP=1
AANFDNATP=2
Q201Ale | Have you ever experienced undergoing | Yes=0
unnecessary and extensive episiotomies; | NO=1
by health care providers? Not rember=2
NOAL OPT URF NPAX ATEDAL
naem PAL NATF ARkl ML hP=0
NAFP ATENG ML AIPIRFd ? | ARRATR=L
AANFDNATP=2
Q201A1f | Have you ever experienced postpartum | Yes=0
suturing of vaginal tears or episiotomy | NO=1
cuts without the use of anesthesia; by Not rember=2
health care providers?
PM.5 NAPM, hMA L NBA AP=0
e+18m PNAT hed A LIHH A2 PAGR=1
ALMPI° AN 4.3/ M7y AANFDAGE=2
RIMIPFA?
Q201Alg | Have you ever subjected to pushingon | Yes=0
the abdomen to force the baby out, or NO=1
excessive physical force to pull the baby | Not rember=2
out?
AT ATRADMF NP L AL dP74+7 AP=0
LI A9FT AN ATID-MF NAPM7 A2 LATP=1
NAL ANAR 524 APMPI° AIMIPFA? | AANFDNTP=2
If yes for question above, what decision | Informed to manager=0
did you make for the non-respectful Shift to another
care you faced during facility based government facility =1
maternal care? Shift to private facility=2
NAL A+mPet mPePF A~YS ANy | | have postponed using the
AP NPT IAIMIPF ANC PAAD facility=3
PAUTPAR MG AIATIAT oy @Ay | Oers= explain=4
AAN+S L4 17CNT=0
ML AA PARY % PG
+RI° APPN=1
MEL 7 PMT +kIP
APPN-=2
ATOAL 1H PMT +RIP
MMPI° A$IN-=3
AA R1AR=4
Article 2

Every woman has the right to information, informed consent and refusal, and
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respect for her choices and preferences, including companionship during maternity

care.
Q202A2a | Have you got the health care, without Yes=0
getting proper information about NO=1
medical procedures? (Healthcare Not rember=2
providers not giving women the proper
information about medical procedures; ) | AP=0
NA UR9RG Y 24T +IN 0% an/ B hePATR=1
ALTF IPMT ANNNDT ATF+PAT? | hANFDAIE=2
Q202A2b | Have you coerced into a medical Yes=0
procedure such as cesarean section, NO=1
Episiotomies, hysterectomies, blood Not rember=2
transfusion, sterilization and
augmentation of labor, without getting | A$=0
your permission. ( Healthcare providers | , p pAgn=1
not asking fo_r women’s permission to AANFDNGE=2
conduct medical procedures such as
Cesarean sections, Episiotomies,
Hysterectomies ,Blood transfusions,
Sterilization Augmentation of labor.
PMT NAC™PM. ML L MIT N&EA
AT PNAF AP MY AdRRaR(E
PRURT UNIPT ATREZ): BFP
ATETONEI ATIIPNT MLIIR JOm
ATELMT ATRE L AR ey
ATP@DJI%F AN L L FA?
Q202A2c | The providers did not ask you which Yes=0
position you would like to deliver in? NO=1
PMT NATE-PM, NPHF M PDA L Not rember=2
AeTM MAL AILTOFTLAT hP=0
AAMPPATD? A2 LATP=1
AANFDNTP=2
Q202A2d. | The providers didn’t allowed you to Yes=0
give birth in the position you want? NO=1
Not rember=2
PMS NAPM, ACH NARZMet PDAL | AP=0
APM@M ATEMA S AL PLATIN? | AEEATR=]
AANFDATP=2
Q202A2e | The providers didn’t requested your Yes=0
consent for all the care you received? NO=1

PMT NAT™ L@ ATLAME- ATA A
Uk PTEY §&287%7% hRAMPHID?

Not rember=2

AP=0
AR RATE=]1
AANFDAOIP=2
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Q202A2f

you didn’t communicated by HWs with
simple and local language?

PMa NAT™-PM. AL NUTT NATC
LY AATICTHIR?

Yes=0
NO=1
Not rember=2

AP=0
AR LATP=]
AANFDAIR=2

If yes for question above, what decision
did you make for the non-respectful
care you faced during facility based
maternal care?

NAL A+MPeT D PRPT ARTSE AT
AP NPT AIMAPF ANC PIEAM

PAT-TPAL MG AT41AT T2 MAR?

Informed to manager=0
Shift to another
government facility =1
Shift to private facility=2
I have postponed using the
facility=3

Others= explain=4
AAN+S L4 17CNT=0
ML AA PARY % PG
+&RI° APPN-=1

MEL 7 PMT +kI
APPN-=2

At®AL 1H PMG +RIP
O M$I° ASTPN-=3

AA BTAR=4
Article 3 : (Every woman has the right to privacy and confidentiality.)
Q203A3a | Have you ever experienced having to Yes=0
examination labor ,and deliver in view | NO=1
of others (without privacy barriers such | Not rember=2 fan/8
as curtains?) ANAN, aBAP
P NATE-P iP7d aPNFPY ALMNS |, o
AAAT APT AL NPT Ui K PAGE=1
geLansd. MLYIR PARPAL AT KANFDOITO=2
AT Fa?
Q203A3b | Have you ever experienced healthcare Yes=0
workers share sensitive information, NO=1
such as a patient’s HIV status, age, Not rember=2
marital status, and medical history, in a
way that other people can hear? AP=0
ATL KTAL.N, FPLADL MMFIOLT™ | nePAgD=]
T PINF Ui F AT PURTRT 2N P AANFDAIR=2
M AMLP aZEPFY P LAAN+F M,
NPT NFATF 33 AS ATANNN
Ne+EF AICTPA?
Q203A3d | Have you been told that you can refuse | Yes=0
any treatment if you don’t like? NO=1

NALATF T9YE9R PA L ATA 1A+

Not rember=2
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ARN, MAT ATRIFA NMT NAT-P
TT9C Fe\?

AP=0
AL LATR=]
AANFDAIR=2

If yes for question above, what decision
did you make for the non-respectful
care you faced during facility based
maternal care?

NAL A+MPeT D PRPT ARTSE AT
AP NPT AIMAPF ANC PIEAM

PAT-TPAL MT AT41AT T2 MAR?

Informed to manager=0
Shift to another
government facility =1
Shift to private facility=2
I have postponed using the
facility=3

Others= explain=4
AAN+S L4 17CNT=0
ML AA PARY % PG
+RI® APPN-=1

MEL 7 PMT +kI
APPN-=2

At®AL 1H PMG +RIP
O M$I° ASTPN-=3

AA BIAR=4

Article 4

(Every woman has the right to be treated with dignity and respect.)

Q204A4a | The providers did not show their Yes=0
concern and empathy? NO=1
PMS NATPPE PATMY NJ+ AT Not rember=2
CUL'E RANRTR?
AP=0
A2 LATP=1
AANFDAFP=2
Q204A4b | Have the HWs shouted on you because | Yes=0
you were not doing what you were told | NO=1
to do? Not rember=2
PMS NAG™Pm, PHHAY FAHH AP=0
NAALRTCA e UNA POLPA? A2 LATP=1
AANFDATP=2
Q204A4c | Have you felt inappropriate touching of | Yes=0
genitalia/thigh during examination? NO=1
NgeCans. ™t NAF/sn AhNN, +1n, | Not rember=2
LAULT ®YNT +AIPFP F4?
AP=0
AL LATP=1
AANFDNIP=2
Q204A4d | Have you felt that the HWSs showed you | Yes=0
animosity because of your personal NO=1

attribute (being prostitute)?
PMa NAT™PM, N7 NULP LTI

Not rember=2

AP=0
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NAANNN MLIIR NTPNGT e ALLAIP=1
gonY Pt PAPMP& NULE AN T FA:: AANFDHIP=2
Q204A4e | The HWSs have not made reassuring Yes=0
touch during care/examination? NO=1
Not rember=2
PMT NAT™P NFRCans. mPF TNAR
ANNMN NARYNE AANZFFRTe @9e | AP=0
AACJINTP i A2 LATP=]1
AANFDHIP=2
Q204A4f | You haven’t been treated respectfully Yes=0
by all HWs? NO=1
PMS NAT™PPF A ACAT NNNC Not rember=2
AANGRFgP::
AP=0
AL E2ATP=1
AANFDATP=2
Q204A4g | You weren’t allowed to practice Yes=0
cultural rituals in the Health Facility? NO=1
PMS NAT>PPF NUART MLTIID Ay Not rember=2
ACYRF NMT +29° A
RTINS RAL$LIR? hP=0
AL LATP=1
AANFDATP=2
Q204A4h | The health worker didn’t respond to Yes=0
your needs whether or not you asked? NO=1
PMS NAT™PM. AAUNIRT M, a2 E Not rember=2
ACH NMERI® NEMELRI® JRAR
AANMTD? hP=0
AL LATP=1
AANFOHIR=2
Q204A4i | Was the service provision delayed due | Yes=0
to the health facilities problems? NO=1
Not rember=2
Nt&a> FoC 92h 7 0% PIR LT T+
ATA% T tATETRAA? hP=0
AL LATP=1
AANFDHIE=2
Q204A4j | Did the HWs shouted on you during Yes=0
care giving or physical examination? NO=1
PMT NADPM, ANAP goran. Not rember=2
NPLLAAN PR PMLPA?
AP=0
ALLATP=1
AANFDHIP=2
Q204A4k | Have you been detained by HWs Yes=0
because you don’t have money to pay? | NO=1
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ATTAM A7A%AF PIRHNE LM, 77HN
AAATNZA PMS NAT™ P,

Not rember=2

RYPNSART 18034/ ANCAA? hP=0
AR LATP=1
AANFDNTR=2
Q204A4L | You haven’t been treated by HWsina | Yes=0
friendly manner? NO=1
PMT NA™PM. 32% 7%+ N+IRANT Not rember=2
aAn AAhaefge?
AP=0
AR LATP=1
AANFDNTR=2
Q204A4m | Have you been told that you can refuse | Yes=0
any treatment if you don’t like? NO=1
mMIFM YR PN -+ PAL MT ATA9ATF | Not rember=2
NALATTN ATPN TAT ATLIPHF NM.S
NAT™P kA+17ZAI? hP=0
A2 LATP=1
AANFDNATP=2
Q204A4n | Have the HWs called you with your Yes=0
name? NO=1
PMS NAT™P PN Y-+PAL MT Not rember=2
K749 NFPADNT @PT NNTPA
AAMEAT? h#=0
A2 LATP=1
AANFDNATP=2
Q204A40 | Have you/your companion been Yes=0
communicated by HWs politely? NO=1

PMT NAT™PM. ACATT PACATY
ABN/DSE NFUFT AG1LPA?

Not rember=2

AP=0
A2 LATP=1
AANFDNOFP=2

If No for question above, what decision
did you make for the non-respectful
care you faced during facility based
maternal care?

NAL A+MPeT D PEPT ARTE AT
AP NPT AIMAPF ANC PAA D

PAT-TPAL MT AT41AT T2 MAR?

Informed to manager=0
Shift to another
government facility =1
Shift to private facility=2
I have postponed using the
facility=3

Others= explain=4
ARNT8 L4 11Ch+=0
ML AA PORYI T PG
TRI® APPN-=1

MEL 14 PMT +kI
APHN-=2

A+mAL 1IH PMS +RIP
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OMPI® A$IPN-=3
AA RTAR=4
Article 5 :(Every woman has the right to equality, freedom from discrimination,
and equitable care.)
Q205A5a | Have you/your companion been Yes=0
insulted by HWs for your personal NO=1
attribute? Not rember=2
ACH MLTIP PACH ASN/DBE NALCH
O%FP Ui MATIR AANNH 0L | AP=0
PIRUT Uik DLYIR NTPNGT e AELATP=1
goNTLF NMS NAT™ P +ALNPA? | AANFONTP=2
Q205A5b | Do you think that all patients are treated | Yes=0
equally in the facility? NO=1
NHU PMT +29° AR ATET ARA Not rember=2
£FNTA NAM. PANA? hP=0
A2 LATP=1
AANFDHIP=2
Q205A5c | Have you heard about women Yes=0
discriminated because she was HIV NO=1
positive? Not rember=2
A74%F NTTANTM PMG +RIP
AP PhF.AL.A NAF NAANTFO hP=0
ML Aeq MIAA PRLANTFM.T ATHT ARELATP=1
ATP+A Ot PAT? AANFDNTP=2
Q205A5d | Have you heard of women Yes=0
discriminated because she was NO=1
physically disabled? Not rember=2
A74%F NTTANTM PMG +RIP
@AD PANA 8% NAANTFM Mg | AP=0
7AA PRLANTFAY ATHT ATO+R hBEATP=1
FO.LPAN? AANFDNIR=2
Q205A5¢e | If No for question above, what decision | Informed to manager=0
did you make for the non-respectful Shift to another
care you faced during facility based government facility =1
maternal care? Shift to private facility=2
NAL A+mPeT mPePF A~TS ANy | | have postponed using the
AREAT® NPT AIME PR ANC PAA@. | facility=3
PAYHPAL MG AIATNF 9oy mAry | ONers= explain=4
ARN+8 L4 11CH+=0
ML AA PARY 0t P MG
TRI® APPN-=1
MEL 7 MG +kID
APPN-=2
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A+®AL LH PMG BT
Mg ASITON=3
AA BIAR=4

Article6 Every woman has the right to healthcare and to the highest attainable
level of health.

Q206A6a | Have you been left alone for a long Yes=0
time? NO=1
PAT-+PAL MG A1AIAT A9t | Not rember=2
PMT +29° YoM, ALEI® 1H ANFP
T MPA? hP=0
A2 LATP=1
AANFDNATP=2
Q206A6b | Have you been kept for a long time in Yes=0
the health facility before receiving any | NO=1

service?

PAT-TPAL MG ATA AT ATY)E T
PMT t£I° LM AZEIP 1H
A18°1% kT ALTTF +PIPMPA?

Not rember=2

AP=0
AL LAIR=1
AANFDAOIP=2

If No for question above, what decision
did you make for the non-respectful
care you faced during facility based
maternal care?

NAL A+MPeT D PEPT ARTS AT
ARLATE NPT AIMI®PF ANC PAAG

P T-+PAL MT ATAINF TO7T MAR?

Informed to manager=0
Shift to another
government facility =1
Shift to private facility=2
I have postponed using the
facility=3

Others= explain=4
ARN+8 L4 11CH+=0
ML AA PARY % PG
+RI° APPN=1

ML 9/PaRY )T P
+&RI° APPN-=2

At+@AL LH PMT +&ID
MMPI° A$IN-=3

AA £IAR=4

Article 7 Some health facilities have been known to detain or prevent women from
leaving with their babies, because they cannot pay their bills.

Q207A7a

Did you detained or prevent from living
with your baby because you cannot pay
their bills.

PAT-+PAL MT ATAINT NEP

@A NAAFA AETT NCA AL+PA?

Yes=0
NO=1
Not rember=2

AP=0
AR LATP=]
AANFDAHIP=2

If yes for question above, what decision

Informed to manager=0
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did you make for the non-respectful
care you faced during facility based
maternal care?

NAL A+MPeT M PRPT ARTS ATNRY
AP NPT AIMA®PT ANC PAA D
PAT-TPAL MT ATAN AT TP DAR?

Shift to another
government facility =1
Shift to private facility=2
I have postponed using the
facility=3

Others= explain=4
AAN+S L4 17CNT=0
ML AA POyt PMGT
+RI® APPN=1

MEL 7 PMT +kI
APPN-=2

AtT®AL 1H PMT +RIP
MMMPI® A$IPN-=3

AA £1AR=4
Did you have a complicated health Yes=0
problem due to abuse or physical harm | NO=1

during facility based maternal care?
NMS +RI™> A PT7- +PAL MT

Not rember=2

NP7 FNF 1 N2ZANT ANC AdAM. | AP=0
PNT-TPAL MG ATAIAT TRRT LT REEATP=1
Lamaet mANAN eMmg FIC INC? AANFDAIR=2
7000 NMPAL NMS +La™ AT PAY- Yes=0
NO=1

+PAL M5 A744F NANC P717F
200N Ao 34\?

Not rember=2

AP=0
AREATE=]1
AANFDAHIP=2
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Annex 3 In- depth Interview Guide for women who experienced
D and A —in overall provider client relationship

Q1. Could you kindly describe your experience during childbirth at the facility (Name)?
Please explain to us what happened Probes; labor history (when and how it started, travel to
the facility, admission procedures, waiting time, management before delivery, management
during delivery, and after delivery.

Q2. Describe the most notable event during the stay in the facility during your last childbirth?
Q3. Please narrate to us your experience of unfriendly and insensitive treatment during your
last childbirth.

Q4. How did the incident/s of unfriendly and insensitive treatment that you experienced
during your last childbirth in the facility affect you and your immediate relatives?

Probe for physical, emotional/psychological, financial implications, how the
incidents/incidents affected family and relatives/friends

Factors that contribute to disrespect and abuse in health facilities

Q5. In your own opinion, what factors contribute to providers being unfriendly and inhuman
treatment in health facilities?

Probe for Infrastructure, human resource- deployment, motivation, staff attitude, staff
training, supplies/ commodities, leadership and management, information management,
referral system, community factors

Dealing with disrespect and abuse in health facilities

Q6. When you felt that the treatment you received from the facility was improper during your
lasts childbirth, what did you do/or plan to do and why?

(Explore for personal initiative in seeking redress through community involvement, facility
management, legal psychological support from any institution or family members)
Community understanding of disrespect and abuse

Q7. In your own opinion, what is the community perception to care and treatment during
delivery by service providers during delivery? What do majority of women here say about
their experiences with services providers during child birth?

Q8. Do you think the community has a role in influencing the way service providers

communicate and handle them during child birth? Why do you say so?
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Q9. In your own opinion do you think that, in this community there are community level

mechanisms to mitigate unfriendly and insensitive treatment in facility based births?

Future plans for fertility and delivery

Q10. Tell us your future plans regarding future child deliveries

Probe desired number of children, where they would go for delivery; reasons for choice of
plans, the place of delivery, alternative to the hospital delivery.

Ask respondent if he/she wants to add anything

Plan to see the respondent again in case there are any clarifications to be made.

Annex 4 In- depth Interview Guide for women who have never
experienced D and A yet

Q1.Could you kindly describe your experience during childbirth at facility (Name). Please explain to
us what happened: Probes; labor history (when and how it started, travel to the facility, admission
procedures, waiting time, management before delivery, management during delivery and after
delivery.

Q2. Describe the most notable event during the stay in the facility during your last child birth?

Q3. Please narrate to us your experience of friendly and sensitive treatment during your last
childbirth.

Q4. How did the incident/s of friendly and sensitive treatment that you experienced during your last
child birth in the facility affect you and your immediate relatives?

Probe for physical, emotional/psychological, financial implications, how the incidents/incidents
affected family and relatives/friends

Factors that contribute to disrespect and abuse in health facilities

Q5. In your own opinion, what factors contribute to providers being unfriendly and inhuman
treatment to women during child birth in health facilities?

Probe for Infrastructure, human resource- deployment, motivation, staff attitude, staff training,
supplies/ commodities, leadership and management, information management, referral system,
community factors

Community understanding of disrespect and abuse

Q6. In your own opinion, what is the general community perception to care and treatment during
delivery? What do majority of women here say about their experiences with services providers during
child birth?

Q7. Do you think the community has a role in influencing the way service providers communicate and

handle them during child birth? Why do you say so?
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Q8. In your own opinion do you think that in this community there are community level mechanisms
to mitigate unfriendly and insensitive treatment in facility based births?

Future plans for fertility and delivery

Q0. Tell us your future plans regarding future child deliveries

Probe desired number of children, where they would go for delivery; reasons for choice of plans, the
place of delivery, alternative to the hospital delivery.

Ask respondent if he/she wants to add anything

Plan to see the respondent again in case there are any clarifications to be made.

Annex 5 Key informant interview guide for service providers

Perceptions and experiences of care during childbirth, focusing on treatment by health workers and
the facility environment.

1. In your opinion, how are women in general treated by health workers in the health facilities when
they come to ANC, delivery and postnatal care?

2. Could you describe for me what supportive/respectful care during childbirth means to you? a. In
your opinion, is respectful care provided to women during childbirth in hospitals/health facilities?
Please explain.

b. In your opinion, what would health workers need from a woman in order to provide
supportive/respectful care?

c. In your opinion, what would health workers need from a woman’s family and community in order
to provide supportive/respectful care?

d. In your opinion, what would health workers need from their colleagues in order to provide
supportive/respectful care?

e. In your opinion, what would health workers need from their supervisors in order to provide
supportive/respectful care?

f. In your opinion, what would health workers need from their Hospital implementers in order to
provide supportive/respectful care?

g. In your opinion, what would health workers need from Ministry of Health at national and

provincial levels in order to provide supportive/respectful care?

3. Sometimes women are mistreated or poorly treated during childbirth. Have you ever seen or heard

any type of mistreatment happening? [Probe: physical abuse, sexual abuse, verbal abuse, stigma and

discrimination, failure to meet professional standards of care, poor rapport between women and

providers, and health system conditions and constraints?]
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Could you explain the situation?

a. In your opinion, how common is the situation that you described? [Probe: do situations like this
happen often?]

If the informant is not aware of any cases of mistreatment - share examples provided by participants
in in-depth interview with recently delivered women.

Interviewer: After the key informant explains the scenario, ask if there were any other times or ways
that mistreated happens. If they describe another scenario, follow-up with questions 3a-3b.

Perceived factors that influence how women are treated during childbirth

4. You mentioned these types of mistreatment: (Interviewer: restate what type of mistreatment the
woman experienced. For example, you mentioned that you/friend/family/clients were hit or yelled at
by the health care provider]. In your opinion, what factors influenced how you/friend/family/clients
were mistreated? Please explain.

a. Related to supplies (availability of medication and equipment)

b. Related to health workers (number of staff, heavy workload, lack of training, attitude and biases
towards patients based on economic and educational status, tribal affiliation, number of children, etc.)

c. Related to patient load (number of patients, patient’s or companion’s expectation/ attitude)

d. Related to health facility (management practices, policies, infrastructure/setup and services)

e. Related to the insecurity — who controls the local community, fighting?

f. Related to health system (MoH at central or provincial level)

g. Other factors

5. In your opinion, what policies could be issued or revised to address these factors so that women are
treated better during labor and childbirth from a policy maker perspective?

6. In your opinion, what improvements in the HEALTH SYSTEM could be done, involving health
facility managers, or MoH at the central and provincial levels, to address these factors so that women
are treated better during labor and childbirth?

7. All women are entitled to care which respects their basic dignity, privacy and autonomy. How can
we ensure women and communities are aware of these rights?

How staff are treated

8. In your opinion, what is the most rewarding /motivating part of health workers’ work? Why?

9. In your opinion, what is the most challenging part of health workers’ work? Why? [Probe: what
mistreatment or harassment by clients, colleagues or supervisor do you think they experience?]

10. In your opinion, do they feel valued or appreciated in their work? Why or why not?

11. Overall, do you think that health workers’ work environment is supportive? Please explain. a.
What do you think could be done to make health workers” work environment more supportive?

12. Do you think the proposed Midwives and Nurses Council and the established Medical Council can
improve the provision of quality respectful maternity care? If so HOW?

Wrapping up
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13. Is there anything else that you would like to tell me about your work that may be helpful for
understanding women’s and health care providers’ experiences during facility births?

14. What are you most interested in learning from our assessment of women’s experiences during
facility births?

15. Do you have any question for me?

Thank so much for your time and assistance. The information you shared will be kept confidential and
is anonymous. We look forward to sharing the results of the study with you in the coming months.

Annex 6 Informed consent statement: for survey respondents and
indepth /key informant interviews

Good morning/afternoon, my Name is ------=-==-==mmmmmmmmmm oo I am working with
Abdulkadir Gelgelu who is completing his master’s Degree in Addis Ababa University
College of Developmental studies, Center for Population Studies. This study is, part of the
requirements for the fulfillment of the MSc programme he is enrolled. | would like to ask you
questions about some important issues in relation to quality of respectful maternal care during
facility based maternal care.

Whatever information you provide will be kept strictly confidential and will not be shown to
other individuals or providers. Participation in this study is voluntary, If you prefer not to
respond to all questions or to some of the questions it is your right and your decision will not
be affected in any way the services you are receiving at the hospital/clinic/health center and
you don’t forced to answer any question if you don’t, and you can stop the interview at any
time. However, | hope that you will actively participate in this survey since your views are
important. The study may require 10-15 minutes. So please give me only some minutes to
complete my questions. At this time, do you want to ask me anything about the survey?

May I begin the interview now?

1=Yes2=No
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Annex 7 Amharic Informed consent statement: for survey
respondents and indepth /key informant interviews

P T T A T L | Nk&A kNN RLACA L PATYY

MTF PALE T PAHN DT MONA PUATT 892 0FMT NTIMTPP AL NI T+ At
ANSALEC 10N IC A APWAL 10 = £U MTF Al A+TRHING- PU-A+E £914
TC49° AT N PNL AT AONL LT AT8 ANd 10 = N+HNNLMD- PATHT PAvY-
+PAL PMG ATANNN OFF NTANNG PATHT ATANNN Mt IC NP PH ATBTE ANEAT
F80FT N+IRAN+T AML PP ALAIAL =

PMAMF AQIT@-9° A28 N TP NTAME PP AT AddeT FANNT mLIP
APGNPT AR FLIP i NHU DT @-ND A+E N PLTTF 1D T AUAT® D PEPTF DEIP
AMPEPT AN AACAMT NADLMy. PACAP TN} h0-i: AGTGR ACH PADA(RT ADAR
NPATFA / AALR / MG MNP AG NIPYII° ALY A1 L PACAT OO ARTNA-GD ::
NATPAM: YT M-19° M PE ATBADAM: AR 89D | AT SPATMLET NMIFD-9° IH,
@M&Ie LFAN: PPIR 07 T ANTLPPTP ANLAL NALF NHU PEAA DT @ N9+
2A+4A NR +N& ARCIAL = DT+ N10-15 LLPPFT ALAT BFAA = NAHU D PEPEY
ATMTP ANAPT P+DNAF LLPPFT NF BAM- = NHU TH NA 8AA DT+ TMIFDTI° 57C
AME:T BLAIN?

SAMMLET AT ABIRC?

1= AP

2 = h (AtEY ACPAID: PATPMERT AMT PP
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