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ABSTRACT

Background: Person-centered maternity care is respectful and responsive care to
individual women’s preferences, needs, and values and ensuring that their values guide all
clinical decisions during childbirth. It is recognized as a key dimension of the quality of
maternity care that increases client satisfaction and institutional delivery. However little

research has been conducted about person-centered maternity care in Ethiopia.

Objective: The study aimed to assess the status of person-centered maternity care and
associated factors among mothers who gave birth at public hospitals in Addis Ababa city,
Addis Ababa, Ethiopia, 2021.

Method: A facility-based cross-sectional study was conducted at public hospitals in Addis
Ababa city. A semi-structured questionnaire was used to collect data from post-natal
mothers selected by systematic random sampling. The data was coded and entered Epi-
data version 4.6 and analyzed using SPSS version 25. Bivariate and multivariate linear
regression analysis was used to identify factors associated with person-centered maternity
care. The strength of association between independent and dependent variables was
reported by using unstandardized p at 95% CI and p-value < 0.05 were considered as

statistically significant.

Results: In this study 384 mothers were participated with a response rate of 99.2%. The
overall prevalence of person-centered maternity care was 65.8%. Respondents who had
no ANC follow-up (B=-5.39, 95% CI: -10.52, -0.26), <4 ANC follow up (= -3.99, 95%
Cl: -6.63, -1.36), nighttime delivery (p= -3.95, 95% CI: -5.91, -1.98) and complications
during delivery (B=-3.18, 95% CI: -6.01, -0.35) were factors significantly associated with

person-centered maternity care.

Conclusion and Recommendations: The finding of this study showed that the proportion
of person-centered maternity care among mothers who gave birth in public hospitals of
Addis Ababa was high. ANC follow-up, frequency of ANC, time of delivery, and
complications during delivery were factors significantly associated with person-centered

maternity care. Health care providers should provide person-centered care for all mothers.

Keywords: Person-centered maternity care, Childbirth, Addis Ababa, Ethiopia
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1. INTRODUCTION
1.1 Background

Person-centered care (PCC) also referred to as patient-centered care is as responsive and
respectful care to individual patient’s preferences, values, and needs; ensuring that their
values guide all clinical decisions. In 2001 the Institute of Medicine identified person-
centered care as a key component of quality of care [1]. It is a concept grounded in strong
patient-provider interactions, effective communication, and shared decision-making by
enhancing clients to take charge of their health rather than being passive recipients of the
care [2, 3].

Person-centered maternity care (PCMC) is defined as providing maternity care that’s
responsive and respectful to individual women’s preferences, values, and needs; ensuring
that women’s values guide all clinical decisions during labor and childbirth [4]. The world
health organization (WHO) recommendations highlighted dignity and respect,
communication and autonomy, and supportive care during childbirth as key components
of PCMC that should be provided for all mothers during labor and delivery. It aims to
improve communication between health care providers and women to promote the

utilization of care [5].

Globally, 300 000 women died from pregnancy and childbirth-related causes in 2015, with
99% of those deaths occurred in low-income and middle-income countries [6]. Maternal
mortality is higher in counties where the number of births delivered by a skilled birth
attendant is low. Recently the number of facility-based childbirths are increasing.
However, the involvement of mothers in their health care by health care providers is

important for the improvement of quality of care [7, 8].

Person-centered care during childbirth is identified as a key dimension of the quality of
maternity care. It recognizes user experience and affects health-seeking behavior [5].
Studies showed that the PCMC approach can lead to decreased maternal and neonatal
complications, postpartum depression, and improved patient satisfaction. Moreover, when
women feel respected and experience compassion from care providers during labor and

delivery they are more likely to return for postpartum maternal health services [9, 10].
1



Poor person-centered maternity care which is characterized by disrespectful and abusive
treatment of women during facility-based childbirth can deter women from giving birth in
health facilities and lead to poor maternal and neonatal outcomes [11]. It has psychological
effects for mothers, a higher risk of dissolution and risk for families, and the potential
poverty of thousands due to high costs of care [7].

A study in low and middle income counties showed that mothers were not receiving
person-centered maternity care with 16% of women reported verbal abuse and less than
5% experienced physical abuse. This study showed that person-centered maternity care
was affected by the socioeconomic status of the women and by health facility level [12].

A study in Ethiopia showed that person-centered maternity care is one of the factors that
increase client satisfaction and influence health-seeking behavior of the women. On the
other hand, poor person-centered maternity care results in decreased institutional delivery
[13]. Another study found that time of delivery, mode of delivery, and complication during
childbirth were factors affecting person-centered maternity care [14].



1.2 Statement of the Problem

Poor quality of care leads directly to high maternal mortality by poor identification and
management of pregnancy complications and indirectly by decreased demand for maternal
health services. Particularly poor person-centered maternity care contributes both directly
to maternal and neonatal outcomes and indirectly can be a barrier for institutional delivery.
However, Studies found that women were not experiencing person-centered maternity

care in low and middle-income countries [8, 12, 15].

Person-centered maternity care is recognized as a key dimension of quality maternity care
by World Health Organization. PCMC contributes to improved communication between
care provider and patient, increased adherence to treatments, timely care provision, and
better maternal and neonatal outcomes [12]. Other studies showed that improving
supportive care can reduce the risk of maternal and neonatal complications whereas

communication and autonomy can increase postpartum family planning utilization [9, 16].

Poor person-centered maternity care contributes to high maternal mortality in developing
countries, especially in Sub-Saharan. About three-quarters of maternal deaths are due to
complications of labor, childbirth, and the first 24 hours postpartum after delivery [8].
Evidence showed that person-centered maternity care plays an important role in the
identification of complications during facility-based childbirth thus reducing maternal
mortality and morbidity significantly. Moreover, PCMC emphasizes the quality of patient
experience by helping the women to feel safe and at ease to communicate how she feels

and what she needs to the health care provider [15].

Poor person-centered maternity care is a violation of a mother’s right that can lead to
decreased institutional delivery [17]. Women who gave birth in health facilities share these
experiences in their communities, which results in poor community perceptions of quality
care and influences other women from utilizing health facilities during childbirth. In
addition, lack of respect from care providers and fear of the cost of using a health facility

are factors contributing to decreasing utilization of maternal health services [8, 13].

Advancing PCMC approaches in maternal health services is essential to improve client
satisfaction, increase facility-based deliveries and ensure implementation of women’s

rights [10]. Efforts to increase maternal utilization of health services in low and middle-
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income countries are not possible to achieve the desired goals without improving women’s
experience of care. Other studies showed that women intent to give birth in an environment

where they feel safe, valued, and respected [2, 3, 18].

A study conducted in Iran found that a direct relationship between person-centered
maternity care and positive childbirth experience [19]. Similarly, a study conducted in
Kenya showed that women with a higher PCMC score were less likely to newborn
complications than women with a lower PCMC score. In addition, women with a high
PCMC score had reported a willingness to return to the health institution for their future
childbirth than a women with low PCMC score [10, 16].

A study done in Ethiopia reported that 64.5% of women experienced person-centered
maternity care. This study also showed that person-centered maternity care increases
maternal satisfaction and improves maternal health service utilization [4]. On the other
hand poor PCMC a major factor affecting the quality of care and utilization of maternal
health services [20]. Additionally, poor experiences of care at health facilities can also be
a barrier for women seeking child health services. Other studies conducted in Ethiopia
showed that poor person-centered maternity care is significantly associated with weakened

delivery and experience of complications [14, 21].

Several studies have been conducted to identify determinant factors of person-centered
maternity care in different countries. However little research has been conducted in
Ethiopia about person-centered maternity care during facility-based childbirth. Therefore
this study aimed to assess the status of person-centered maternity care during childbirth

and associated factors at public hospitals in Addis Ababa, Ethiopia.



1.3 Significance of the Study

Poor person-centered maternity care contributes both directly and indirectly to high
maternal death. To reduce maternal death improving the quality of maternity care and
utilization of maternal health services is essential. World Health Organization

recommended good intrapartum care for a positive childbirth experience care.

Person-centered maternity care is identified as a key component of the quality of maternity
care. However, there is a lack of evidence about person-centered maternity care in the
study area. This study was proposed to assess the status of person-centered maternity care
during childbirth and associated factors in public hospitals of Addis Ababa, Ethiopia,
which helps contribute information for hospitals and concerned bodies to improve the

quality of maternity care.

This study will also provide important information to stakeholders and policymakers to
design and implement interventions on person-centered maternity care and health facilities
to emphasize factors that influence person-centered maternity care. Moreover, the study

can be used as initial data for other researchers.



2. LITERATURE REVIEW

2.1 Person-Centered Maternity Care

Person-centered maternity care is defined as responsive and respectful maternity care to
individual women’s needs, values, and preferences. It includes system and provider
responsiveness, communication between patient and health care provider, and
interpersonal treatment. Person-centered maternity care is viewed as a broader construct
with respectful maternity care as part of the broader component in person-centered care
[7, 12]. PCMC approach is believed to advance communication between women and
health care providers, making care empathetic and improve maternal and neonatal health

outcomes [3].

Person-centered maternity care is recognized as a key dimension of quality maternity care.
The World Health Organization recommendation highlights dignity and respect,
communication and autonomy, and supportive care as key components of person-centered
maternity care for a positive childbirth experience. These propositions are based on the
belief that patient views, input, and experiences can help to decrease maternal mortality
and morbidity [5].

2.2 Prevalence of Person-Centered Maternity Care

A study conducted in Nepal revealed that most of the women received person-centered
care. However, they are also experienced poor PCMC such as being shouted upon (30%),
being slapped (18.7%), delayed service provision (22.7%), and not talking positively
about labor pain management (28%) [17].

A cross-sectional study done in Colombo, Sri Lanka found that the mean person-centered
maternity score was 42.3 out of 90. This study reported that 91.8% of mothers followed
without partograph, 73.3% gave birth in non-supine position, 4.8% did not get labor
stimulation, 9.5% had a birth companion and 41.3% had skin-to-skin contact immediately
after childbirth [10].

A study conducted in low and middle-income countries showed that women were not
experiencing person-centered maternity care. This study reported that women were
receiving the highest mean PCMC score (66.9%) in urban Kenya and the lowest PCMC

score (51.6%) in rural Ghana. The study reported that health care providers never
6



introduced themselves for 90% of mothers, 53% of women in Kenya, and 73% of women
in India were not asked permission from health care providers before doing procedures.
In addition, 58% of women in Ghana and India have not received explanations on the

purpose of medications [12].

Another study conducted in East and South Africa reported most of the mothers
experienced poor interactions with health care providers and were not well-informed about
their care [22]. A systemic review and meta-analysis study conducted at health facilities
in Sub-Saharan Africa showed that the prevalence of person-centered maternity care
during childbirth was 44% [23].

A qualitative study conducted in Tanzania reported that Midwives provide person-
centered maternity care. The study reported that respect for women’s privacy, positive
interactions between midwives and women, provision of safe and timely midwifery care
for delivery, active involvement in women’s labor process, and helping of the mother-

newborn relationship were observed from Midwives [24].

According to a study conducted in Ghana in the LEKMA hospital, more than 75% of
women experienced high person-centered maternity care. From the domains of PCMC,
the dignity and respect category received the lowest mean score. The communication and

autonomy category recorded the highest percentage mean score [15].

A cross-sectional study conducted in Dessie town, Northeastern, Ethiopia showed that the
prevalence of person-centered maternity care was 64.5%. From the sub-scales, the
prevalence of dignity and respect was 82%, whereas communication and autonomy score
recorded 57% and supportive care recorded 62% [4]. Another study done in Bahir Dar

revealed that the prevalence of respectful maternity care re was 57% [14].

A study done in Ethiopia showed that the prevalence of person-centered maternity care
was 66% [25]. Another cross-sectional study conducted in the West Shewa zone, Oromia
region, Ethiopia showed that only 35.8% were received person-centered maternity care.
This study reported that 76.5% of women were experienced physical abuse, and only 39%

of mother’s right to informed consent were protected [26].



2.3 Factors affecting Person-Centered Maternity Care

2.3.1 Socio-demographic characteristics

Socio-economic status such as age and marital status is the most important factor affecting
person-centered maternity care [15, 27]. According to a study conducted in Pakistan,
lower socioeconomic status was the main determinant of person-centered maternity care

during labor and delivery [28].

A study done in Kenya found that wealthier, employed, literate and married women
experienced higher person-centered maternity care scores as compared to poorer,

unemployed, illiterate, and unmarried women respectively [8].

Studies done in Ethiopia reported that respondents who live in a rural area and having an
average monthly income of <3000 birrs were factors significantly associated with
decreased person-centered maternity care as compared with respondents who live in the
urban area and having an average monthly income of >3000 birrs respectively [4, 14].
Another study conducted in Southwest Ethiopia showed that being non-married was
related to a higher likely hood of reporting person-centered maternity care than those
mothers who are married. However, having secondary education or more was significantly

related to a lower likely hood of person-centered maternity care [14].

2.3.2 Obstetrics related characteristics
A study conducted in Tabriz, Iran showed that time delivery, number of health care
providers, delivery attendants, and length of stay in childbirth were factors significantly

associated with person-centered maternity care [19].

A cross-sectional study done in Kenya reported that women with higher parity were more
likely to be experienced poor person-centered maternity care as compared to women with
lower parity. The study also revealed that nighttime deliveries were associated with
decreased likely hood of PCMC than those who gave birth at day time [18].

A study done in Ethiopia reported that women received care by male provider were
experienced high person-centered maternity care as compared to the female provider. The
study also showed that women delivered by Midwives received high PCMC than those

women who delivered by other cadres [25].



A community-based cross-sectional study conducted in Dessie town, Northeastern,
Ethiopia showed that nighttime delivery and dead fetus outcome were factors significantly
associated with decreased person-centered maternity care as compared to day time
delivery and alive fetus outcome respectively [4]. Another study done in Bahir Dar
reported that previous cesarean delivery, and having complications during childbirth were
factors associated with the poor experience of person-centered maternity care [14].

According to a study done in Ethiopia having ANC follow-up, planned pregnancy, labor
attended by a male provider, and normal maternal outcome were significantly associated
with PCMC [29]. Another study conducted in the North Shewa zone, Oromia region,
Ethiopia reported that daytime delivery and unintended current pregnancy were factors
significantly associated with respectful maternity care [26].

2.3.3 Facility characteristics

Overcrowded health systems, supply shortage, and the number of staff are major factors
affecting person-centered maternity care. According to a study conducted in Ghana
uninterrupted water supply, uninterrupted electricity supply, and overcrowding in the
hospital were factors significantly associated with person-centered maternity care [15].
Another study done in Nigeria reported that person-centered maternity care was

influenced by poor provider training and supervision, and week health systems [30].

A study conducted in Ethiopia showed that women delivered in facilities implementing a
quality improvement approach and having a companion during childbirth received high
person-centered maternity care [25]. Another study was done in Dessie town,
Northeastern, Ethiopia showed that health facility length of stay was significantly related
to decreased person-centered maternity care [4]. According to a study conducted in the
North Shewa zone, Oromia region, Ethiopia longer duration of stay, the presence of less
than 3 care providers during childbirth, and waiting-time were factors significantly
associated with PCMC [26].



2.4 Conceptual Framework

Obstetric related factors

e ANC
e Parity
e Mode of delivery
e Time of delivery
e Previous delivery

experience
e Complications during
Socio-demographic ; delivery
factors ——— 1 e Delivery attendant
o Age
e Marital status
e Residence

e Level of education Person Centered

e Employment status
e Income

Maternity Care

Facility characteristics

» |nadequate number of staff
= Length of stay at facility
= Auvailability of infrastructure

Figure 1: Conceptual framework showing factors associated with person-centered
maternity care during childbirth [4, 8, 12, 15].
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3. OBJECTIVES
3.1 General Objective

e To assess the prevalence of person-centered maternity care during childbirth and
associated factors at public hospitals in Addis Ababa city, Addis Ababa, Ethiopia,
2021.

3.2 Specific Objectives
e To determine the prevalence of person-centered maternity care during childbirth
at public hospitals in Addis Ababa city, Addis Ababa, Ethiopia, 2021.
e To identify factors associated with person-centered maternity care during
childbirth at public hospitals in Addis Ababa city, Addis Ababa, Ethiopia, 2021.

11



4. METHODS

4.1 Study Area and Period

The study was conducted in public hospitals of Addis Ababa city from February 15 to
March 14/2021. Addis Ababa is the capital city of Ethiopia and covers an area of 527
kilometers. According to the 2007 census the city has a total population of 3,384,569 [31].
There are 13 governmental hospitals in the city. From these five hospitals are administered
under the Federal Ministry of Health, six managed by Addis Ababa health bureau, one
under the police force, and one governed by the armed force. The study was conducted in
Tikur Anbessa Specialized Hospital, St. Paul’s Hospital Millennium Medical College,
Gandhi Memorial Hospital, and Yekatit 12 Hospital.

Tikur Anbessa Specialized Hospital is a referral and teaching hospital under the Ministry
of Education of Ethiopia. St. Paul’s Hospital Millennium Medical College is a specialized
and teaching hospital managed under the Federal Ministry of Health. Gandhi Memorial
Hospital and Yekatit 12 Hospital are governmental hospitals administered under the Addis
Ababa health bureau.

4.2 Study Design

A facility-based cross-sectional study was conducted.

4.3 Population

4.3.1 Source Population

All women who gave birth at public hospitals in Addis Ababa.

4.3.2 Study Population
Randomly selected women who gave birth in selected hospitals of Addis Ababa during

the data collection period.

4.4 Inclusion and exclusion criteria

4.4.1 Inclusion Criteria
v" Women aged above 18 years who gave birth in selected public hospitals

v" Women who gave consent to participate in the study

12



4.4.2 Exclusion Criteria
v" Women who were referred from other health institutions after giving birth to
those selected public hospitals

4.5 Sample size determination

The sample size was determined by using a single population proportion formula. A
previous study conducted to assess the determinants of person-centered maternity care in
Dessie town, Ethiopia reported that the prevalence of person-centered maternity care was
64.5% [4]. This study used the assumption of standard normal distribution at a 95%

confidence level and a margin of error assumed to be 5%.
n=(Z a/2)*x P (1-P)
dz2
Where:
n = sample size
p = proportion of PCMC (64.5%)

Z = standard normal distribution curve value for 95% level of confidence with the value
of 1.96

D = margin of error to be tolerated (d = 0.05)
n=(1.96)?x 0.645(1-0.645) =352
(0.05)2
Considering a non-response rate of 10%, the final sample size was 387

4.6 Sampling Procedures

Four hospitals were selected out of thirteen governmental hospitals in Addis Ababa by
simple random sampling. Therefore, Tikur Anbessa Specialized Hospital, Gandhi
Memorial Hospital, St. Paul’s Hospital Millennium Medical College, and Yekatit 12

Hospital were the selected hospitals for this study.
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The total sample size (387) was allocated proportionally to each of the selected hospitals
by reviewing the number of deliveries attended in each hospital. A systematic random
sampling technique was used to collect data using the women’s delivery registration
logbook during the study period in each hospital. K = N/n = 2050/387 = 5. So every fifth

mother was interviewed.

nxNi

ni
Where;
ni = sample size of each hospital
n = final sample size
Ni = number of deliveries in each selected hospital
N = total number of deliveries in selected hospitals
1. Tikur Anbessa Specialized Hospital = 387 x 330/2050 = 62
2. Gandhi Memorial Hospital = 387 x 720/2050 = 136
3. St. Paul’s Hospital Millennium Medical College = 387 x 700/2050 = 132

4. Yekatit 12 Hospital = 387 x 300/2050 = 57
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Thirteen Public Hospitals in Addis Ababa

Simple random sampling

KEYS

Systematic random sampling

TASH- Tikur Anbessa Specialized Hospital

GMH- Gandhi Memorial Hospital

SPHMMC- St. Paul’s Hospital Millennium Medical College

YH- Yekatit 12 Hospital

Figure 2: Schematic presentation of sampling procedures
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4.7 Study Variables
4.7.1 Dependent variable

e Person-centered maternity care

4.7.2 Independent variables
e Socio-demographic characteristics: age, marital status, residence, level of
education, employment status, monthly income
e Obstetrics related factors: parity, ANC, mode of delivery, time of delivery,
previous delivery experience, complication during delivery, newborn outcome, sex
of delivery attendant, and profession of delivery provider
e Facility characteristics: availability of infrastructure and length of stay at a health

facility

4. 8 Operational Definitions

Person-Centered Maternity Care

Person-centered maternity care was measured by using the PCMC scale. The PCMC scale
has three domains: dignity and respect, communication and autonomy, and supportive care
and 30 items with each item having a four-point response scale. i.e. 0- ‘no, never’, 1- ‘yes,
a few times, 2- ‘yes, most of the time” and 3- ‘yes, all the time’. The negative items such
as physical abuse, verbal abuse, auditory privacy, and crowdedness of the room questions
were reversely coded so that the highest score represents good care. The total PCMC score
is a summative score from the response to individual items which ranges from 0 to 90 [4,
15].

Dignity and Respect

Measured by using six items with each item having a four-point response scale. i.e. 0- ‘no,

never’, 1-‘yes, a few times, 2- ‘yes, most of the time’ and 3- ‘yes, all the time’.
Communication and Autonomy

Measured by using nine items with each item having a four-point response scale. i.e. 0-

‘no, never’, 1- ‘yes, a few times, 2- ‘yes, most of the time’ and 3- ‘yes, all the time’.
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Supportive Care

Measured by using fifteen items with each item having a four-point scale. i.e. 0- ‘no.
never’, 1- ‘yes, a few times, 2- ‘yes, most of the time’ and 3- ‘yes, all the time’.

4.9 Data Collection Tool and Procedures

Semi-structured questionnaires which have socio-demographic characteristics of the
mother, obstetrics history, and person-centered maternity care scale were used to collect
the data from study participants. The tool was validated in different low and middle-
income countries including Ethiopia to assess person-centered maternity care for
developing settings. The scale has good internal reliability with Cronbach’s alpha above
0.8 [4, 8, 32].

The data was collected from mothers who gave birth in selected public health hospitals
using a standardized, pretested, and structured Amharic version questionnaire. Four
Diploma Midwives were recruited for data collection and two BSc Midwives were

assigned for supervision.

4.10 Data Quality Assurance

The questionnaire for data collection was prepared first in English and translated into
Ambharic and back-translated to English to keep the consistency of the data. A one-day
training was given to data collectors and supervisors by investigators. Additionally, a pre-
test of the questionnaire was done on 5% of the sample size (20 women) who gave birth
in Zewditu memorial hospital in Addis Ababa City. The data was checked daily for its

completeness and consistency by the investigator and supervisors.

4.11 Data Processing and Analysis
The data were checked for completeness, cleaned manually, coded and entered into Epi-
data version 4.6 software, and exported to SPSS version 25 for further analysis.

Descriptive statistics were presented using tables and figures.

After creating dummy variables simple linear regression analysis was used primarily to
check which variables had an association with dependent variable. The assumption of
linearity was checked by plotting a P-P plot and normality was checked by using Q-Q

plots and histogram. Multicollinearity assumption was checked by Variance Inflation
17



Factor (VIF) and there is no multicollinearity. Variables having p- value <0.25 in simple
linear regression were entered into multiple linear regression for controlling the possible
effect of confounders by enter method. Factors that had significant association were

identified by using unstandardized B, 95% confidence interval (CI), and p-value < 0.05.

4.12 Ethical Considerations

Ethical clearance to conduct this research was obtained from the research review and
ethics committee of Addis Ababa University, College of Health Sciences, School of
Nursing and Midwifery. Letter of permission to conduct the study was obtained from
Addis Ababa Public Health Research and Emergency Management Directorate. Each
respondent was informed about the purpose and anticipated benefits of the study by the
data collectors. Written consent was taken from the volunteer participants. Confidentiality

and anonymity were ensured throughout the process of the study.

4.13 Dissemination of the Result

The findings of the study will be presented to Addis Ababa University, College of health
sciences, School of Nursing and Midwifery, Department of Midwifery. The results of the
research will be disseminated to the Addis Ababa University College of health sciences
library. The findings of the study will also be disseminated to the Federal Minister of
Health, and Addis Ababa town public hospitals. Finally, efforts will be made to publish

the research in a national or international reputable journal.

18



5. RESULTS

5.1 Socio-demographic characteristics of the respondents

In this study, 384 mothers have participated with a response rate of 99.2%. Most of the
study participants 328 (85.4%) were from Addis Ababa. The mean age of the mothers was
26 (SD, £ 3.87) years. Out of the total respondents, 165 (43%) had a primary level of
education. Regarding occupation 226 (58.8) were housewives. The mean monthly income
of the respondents was 3384 birr (Table 1).
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Table 1: Sociodemographic characteristics of the respondents at public hospitals in
Addis Ababa, Ethiopia, 2021 (n= 384)

Variables Frequency Percentage (%)
Residence
Urban 328 85.4
Rural 56 14.6
Age of mothers
<24 149 38.8
25-29 160 41.7
>30 75 19.5
Marital status
Married 369 96.1
Unmarried 15 3.9
Level of education
Unable to read and write 23 6
Primary school (grade 1-8) 165 43
Secondary school (grade 9-12) 118 30.7
Diploma and above 78 20.3
Occupation
Housewife 226 58.8
Government employee 34 8.9
Private employee 124 32.3
Income
0-1650 62 16.1
1651-3200 174 45.3
>3200 148 38.6
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5.2 Obstetrics characteristics of the respondents

From the total 384 study participants, almost all of 369 (96.1%) had antenatal care (ANC)
follow-up for current delivery. Besides, nearly a quarter of the respondents 274 (74.3%)
had received four and above ANC visits.

About 231 (60.2%) of the mothers were multiparous. Almost half of the mothers 188
(49%) had delivered through spontaneous vaginal delivery and 261 (68%) of deliveries
were attended by Doctors. Over half of mothers 211 (54.9%) had gave birth in the daytime.
Most of the respondents 329 (85.7%) had no complications during delivery. Among the
total respondents, 148 (36.8%) had more than two days of hospital stay (Table 2).
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Table 2: Obstetrics characteristics of the respondents at public hospitals in Addis
Ababa, Ethiopia, 2021 (n= 384)

Variables Frequency Percentage (%)
ANC

Yes 369 96.1
No 15 3.9
Number of ANC

<4 95 25.7
>4 274 74.3
Parity

Primiparous 153 39.8
Multiparous 231 60.2
Number of facility based delivery

1 156 40.6
>2 228 59.4
Mode of delivery

Spontaneous vaginal delivery 188 49
Cesarean section 176 45.8
Instrumental 20 5.2
Profession of delivery attendant

Doctor 261 68
Midwife 123 32
Sex of provider conducting delivery

Male 248 64.6
Female 116 30.2
Both 20 5.2
Time of delivery

Day 211 54.9
Night 173 45.1
Complication during delivery

Yes 55 14.3
No 329 85.7
Newborn outcome

Alive 368 95.8
Died 16 4.2
Length of stay in the hospital

One day 186 48.4
Two days 50 13
More than two days 148 38.6
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5.3 Person-Centered Maternity Care (PCMC) Scales and Sub-scales
Person-centered maternity care during childbirth was defined as a summative score from
the response to each item which ranges from 0 to 90. The mean person-centered maternity
care score of the respondents was 59.2 (SD= +10.1) out of 90 with the minimum and
maximum PCMC scores of 33 and 82 from 90 respectively. The percentage mean PCMC
score of the respondents was 65.8%.

5.3.1 Dignity and Respect

The mean dignity and respect score of the study participants was 15.7 (SD= £2.15) from
18. From the total respondents, 133 (34.6%) of the study participants were treated with
respect by health care providers. About 128 (33.3%) of the study participants were treated
in a friendly manner in the facility. Only 15 (3.9%) and 4 (1%) of mothers had experienced
verbal or physical abuse at least on times in the facility respectively. In addition, 7 (1.8%)
had reported their auditory privacy was not kept and 9 (2.3%) felt their health information
was not kept confidential (Table 3).

Table 3: Distribution of dignity and respect items in public hospitals, Addis Ababa,
Ethiopia, 2021 (n= 384)

Items No, never Yes,afew Yes, mostof Yes, all the
(%) times (%) the time (%) time (%)

Providers treat me with respect 5(1.3) 41 (10.7) 205 (53.4) 133 (34.6)

Provider treat me in a friendly manner 12 (3.1) 39 (10.2) 205 (53.4) 128 (33.3)

Providers shouted, insulted, scolded, 360 (93.7) 15(3.9) 8(2.1) 1(0.3)

threatened or talked me rudely (RC)

Providers pushed, slapped, beaten, 378(98.5) 4(1) 2 (0.5) 0

pinched or physically restrained (RC)

People not involved in the care hear 354 (92.2) 7 (1.8) 19 (5) 4 (1)

discussion with the provider (RC)

Feel health information was or will be 17 (4.4) 9(2.3) 91 (23.7) 267 (69.6)

kept confidential

RC= Reverse Coded
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5.3.2 Communication and Autonomy

The mean communication and autonomy score of the study participants was 14.62 (SD=
+4) from 27. Most of the participants, 316 (82.3%) had reported providers never
introduced themselves during their stay in the facility. From the total respondents, 124
(32.3%) reported that health care providers never called by their name. Only 24 (6.3%) of
the respondents reported that providers never asked consent before doing examinations
and procedures, and 88 (22.9%) of respondents had involved in decisions (Table 4).

Table 4: Distribution of communication and autonomy items in public hospitals,
Addis Ababa, Ethiopia, 2021 (n= 384)

Items No, never Yes,afew Yes, mostof Yes, all the
(%) times (%)  the time (%) time (%)

Providers introduced themselves 316 (82.3) 45 (11.7) 21 (5.5) 2 (0.5)

Providers call me by my name 124 (32.3) 95 (24.7) 117 (30.5) 48 (12.5)

Involved in decisions 20 (5.2) 55 (14.3) 221 (57.6) 88 (22.9)

Consent before doing examinations and 24 (6.3) 50 (13) 215 (56) 95 (24.7)

procedures

Allowed position of choice 233 (60.7) 83 (21.6) 62 (16.1) 6 (1.6)

Providers speak in a language that | 5(1.3) 12 (3.1) 104 (27.1) 263 (68.5)

could understand

Purpose of examinations and 15 (3.9) 53 (13.8) 222 (57.8) 94 (24.5)

procedures were explained

Purpose of medicines explained 24 (6.3) 45 (11.7) 219 (57) 96 (25)

I could ask any questions | had 10 (2.6) 77 (20.1) 230 (59.9) 67 (17.4)

24



5.3.3 Supportive Care

The mean supportive care score of the respondents was 28.84 (SD= +5.78) out of 45. Most
of the respondents, 200 (52.1%) and 329 (85.7%) were not allowed to have companions
during labor and delivery respectively. Out of the total respondents, 114 (29.7%) of them
had reported that there were enough health care providers to care for them. In addition, 17
(4.4%) of mothers felt that the rooms were crowded during their stay in the facility.

Over half of the respondents, 203 (52.9%) reported that there was water in the facility and
most of participants 331 (86.2) reported that there was electricity. Nearly half of the study
participants, 198 (51.8%) reported that they felt safe in the facility. From the total
respondents, only 49 (12.8%) of mothers reported that they thought the general
environment of the facility was very clean (Table 5).
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Table 5: Distribution of supportive care items in public hospitals, Addis Ababa,

Ethiopia, 2021 (n= 384)

Items No, never Yes, a few Yes, most of  Yes, all the
(%) times (%) the time (%)  time (%)
Allowed a labor companion 200 (52.1) 59 (15.4) 72 (18.7) 53 (13.8)
Allowed a delivery companion 329 (85.7) 25 (6.5) 20 (5.2) 10 (2.6)
Providers talk to me about my 21 (5.5) 119 (31) 212 (55.2) 32 (8.3)
feeling
Providers supported anxieties 16 (4.2) 73 (19) 255 (66.4) 40 (10.4)
and fears
Providers try to control when | 5(1.3) 73 (19) 256 (66.7) 50 (13)
have a pain
Providers paid attention when | 6 (1.5) 59 (15.4) 248 (64.6) 71 (18.5)
need help
Providers took best care for me 8(2.1) 42 (10.9) 214 (55.7) 120 (31.3)
| trust providers regards to care 4 (1) 16 (4.2) 84 (21.9) 280 (72.9)
There was enough providers 6 (1.5) 29 (7.6) 235 (61.2) 114 (29.7)
The rooms were crowded (RC) 103 (26.8) 118 (30.8) 146 (38) 17 (4.4)
There was water in the facility 38 (9.9) 68 (17.7) 75 (19.5) 203 (52.9)
There was electricity in facility 2 (0.5) 2 (0.5) 49 (12.8) 331 (86.2)
Feel safe in the facility 1(0.3) 18 (4.7) 167 (43.5) 198 (51.5)
Waiting time Very long Somewhat long  Little long Very short
11 (2.9) 105 (27.3) 196 (51) 72 (18.8)
The general environment of the ~ Very dirty  Dirty Clean Very clean
facility 0 8(2.1) 327 (85.1) 49 (12.8)

RC= Reverse Coded
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Figure 3: Distribution of percentage mean score of person-centered maternity care
scale and subscales in public hospitals, Addis Ababa, Ethiopia, 2021

As shown in the figure above the percentage mean person-centered maternity care score
of the respondents was 65.8%. The percentage mean PCMC score for sub-scales was 87%
for dignity and autonomy, 54% for communication and autonomy, and 64% for supportive
care. The figure also showed that from the components of person-centered maternity care
dignity and respect recorded the highest percentage mean score followed by supportive

care while communication and autonomy received the lowest mean score.
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5.4 Factors associated with Person-Centered Maternity Care

The results of simple linear regression analysis showed that residence, educational level,
ANC follow-up, number of ANC, time of delivery, and complication during delivery were
factors significantly associated with PCMC score.

In multiple linear regression having no ANC follow up, <4 ANC follow up, nighttime
delivery, and complications during delivery were factors significantly associated with
PCMC score.

By controlling the effect of all other variables in the model, mothers who have no ANC
follow-up had decreased person-centered maternity care score by a factor of five times as
compared to mothers having ANC follow-up (= -5.39, 95% CI: -10.52, -0.26). Similarly,
mothers having <4 ANC visits had decreased person-centered maternity care score by a
factor of four times as compared to mothers having four or more ANC visits (p= -3.99,

95% Cl: -6.63, -1.36).

Respondents who gave birth at night time had decreased person-centered maternity care
score by a factor of four times as compared to their counterparts (= -3.95, 95% CI: -5.91,
-1.98). Additionally, mothers who had complications during delivery had decreased
PCMC score by a factor of three times as compared to mothers delivered without
complications (= -3.18, 95% CI: -6.01, -0.35) (Table 6).
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Table 6: Bivariate and multivariate linear regression analysis for factors affecting
Person-Centered Maternity Care, Addis Ababa, Ethiopia, 2021

Variables Mean (SD) Crud Adjusted p
Residence

Urban 59.8 (10.2) 1.00 1.00

Rural 55.2 (8.5)  -4.63(-7.45,1.79)**  -1.65(-4.82, 1.51)
Level of education

Diploma and above 60.3 (11.2) 1.00 1.00

Unable to read and write  55.0 (9.6)  -5.28(-9.96, -0.59)* -1.27(-5.96, 3.42)
Primary (grade 1-8) 58.4 (9.5) -1.93(-4.64,0.78) -0.50(-3.22, 2.22)
Secondary (grade 9-12)  60.3 (10.0) 0.01(-2.90, 2.86) -0.29 (-2.48, 3.06)
ANC

Yes 59.4 (10.0) 1.00 1.00

No 53.8 (11.0) -6.14(-11.34, -0.95)*  -5.39(-10.52, -0.26)*
Number of ANC

Four and above 60.7 (9.8)  1.00 1.00

Less than four 55.6 (9.7)  -4.96(-6.99, -2.39)***  -3.99(-6.63, -1.36)*
Time of delivery

Daytime 61.1(10.2) 1.00 1.00

Nighttime 56.8 (9.5) -4.3(-6.29, -2.31)***  -3.95(-5.91, -1.98)*
Complication during

delivery

Yes 59.6 (9.6) 1.00 1.00

No 56.5 (12.2) -3.09(-5.97, -0.21)* -3.18(-6.01, -0.35)*

Keys: 1= Reference, Cl= Confidence Interval

*= p- value< 0.05, **= p- value< 0.01, ***= p- value< 0.001
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6. DISCUSSION

Person-centered maternity care is identified as the key aspect of quality of maternity care
that contributes to improved maternal and neonatal outcomes and increased institutional
delivery [5]. This study investigated the prevalence of person-centered maternity care and
associated factors among mothers who gave birth at public hospitals in Addis Ababa city.

The study reported that the prevalence of person-centered maternity care was 65.8%. The
findings of this study indicated that health care providers rarely introduced themselves,
asked permission before performing examinations and procedures, involved women in
decisions about their care, allowed a position of choice during delivery, explained
procedures and the purpose of medications. Most of the mothers were also not allowed to

have labor and delivery companions.

The finding of this study is relatively consistent with the studies done in Kenya where the
proportion of person-centered maternity care was 66.9% and a community-based cross-
sectional conducted study in Dessie town where the percentage mean person-centered
maternity care score was 64.5% [4, 12]. This might be due to the similarity in study design

and the nature of study participants.

However, the result of this study is lower than a study conducted in Ghana where more
than 75% of women experienced high person-centered maternity care scores [15]. This
possible reason could be due to socio-cultural and socio-economic differences. The

variation might also be due to improved quality of health care and staff training in Ghana.

On the other hand, the finding of this study was higher than a cross-sectional study done
in Colombo, Sri Lanka where the mean person-centered maternity care score was 42.3 out
of 90. The reason might be due to the variation in the study setting and the participant’s
level of reporting the care. The results of this study also showed that a higher level of
person-centered maternity care than a study conducted in Bahir Dar town where the
prevalence of person-centered maternity care was 57%. The difference might be due to
the study period and data collection procedure variation. In addition, it might be due to

service improvement in Addis Ababa public hospitals.
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The current study found that respondents who had no ANC follow-up, less than four ANC
visits, nighttime delivery, and complications during delivery were factors significantly
associated with person-centered maternity care.

Respondents who had no ANC follow-up had significantly decreased person-centered
maternity care scores as compared to respondents who have ANC follow-up. This finding
is consistent with the study done in Eastern Ethiopia [29]. This is due to mothers who had
no ANC might not have experience with services and they might not develop the
confidence to communicate with health care providers in the facility.

Mothers who have fewer than four ANC visits had negative association with person-
centered maternity care as compared to mothers who have four or more visits. It is because
when ANC follow-up is not completed the mothers might not be familiar with health care
providers that could affect person-centered maternity care. In addition, having infrequent
ANC follow-up might decrease utilization of maternal health services that affect the
interaction of clients with health care providers and the mothers might perceive that they

did not receive person-centered care.

Women’s who delivered at nighttime had experienced poor person-centered maternity
care as compared to women’s who delivered during the daytime. This is congruent with a
study conducted in Dessie town [4]. The possible justification could be due to the effect
of work overload, physical exhaustion and the small number of health professionals at
nighttime. Hence, health care providers might not focus on PCMC. Additionally, there
might be a lack of resources or weak supervision during the nighttime that could affect the

mother’s experience of person-centered care.

Respondents who had complications during delivery had significantly decreased person-
centered maternity care scores as compared to repondents without complications. This is
in line with a study done in Bahir Dar [14]. The reason might be due to mothers who had
a complication during delivery might perceive that they experienced complications due to
poor quality of care they received from health care providers. Moreover, mothers with a
complication during childbirth are stayed in the facility for a long time without getting
support from their families. Besides, they may not satisfied with the services they received

from providers.
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7. STRENGTH AND LIMITATIONS
7.1 Strength of the Study

v" To our knowledge the study is the second of its kind in Ethiopia to assess the
prevalence and factors affecting person-centered maternity care using a standard
validated tool in different countries.

v This study can be an indicator of the quality of maternity care in the study area.

7.2 Limitation of the Study
v The limitation of this study was the cross-sectional nature of the study design does
not assess the cause-effect relationship of different variables with person-centered
maternity care.
v The study was conducted only in public health hospitals which may not represent
the proportion of person-centered maternity care in private health institutions and

government health centers.
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8. CONCLUSION
The finding of this study showed that the proportion of person-centered maternity care
during childbirth in public hospitals of Addis Ababa was 65.8%. ANC follow-up, number
of ANC follow-up, time of delivery, and complications during delivery were factors
significantly associated with person-centered maternity care.
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9. RECOMMENDATIONS

To policymakers and Stakeholders

>

Policymakers should develop and implement guidelines about person-centered
maternity care.

Training should be given to health care providers on the importance of person-
centered maternity care and patient and provider rights.

Hospital managers should increase the number of staff numbers, especially during

nighttime to improve the provision of person-centered maternity care.

To Health care providers

>

Health care providers should provide person-centered maternity care for all
mothers who gave birth in the facility.

Health care providers need to improve the awareness of women about the
importance of ANC follow-up that could improve their interactions with clients.
Emphasis should also be given on provision person-centered maternity care when

complications happen during delivery.

For researchers

>

Further qualitative and quantitative studies are recommended to identify factors
that affect person-centered maternity care in both governmental and private health

facilities.
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11. ANNEX

Annex I: Participant Information sheet

My name is . | am a data collector for the study being conducted in
four hospitals and this hospital is one of this hospital. The study is done by Azezew
Ambachew who is studying for his Master’s degree at Addis Ababa University, College
of Health Science Department of Nursing and Midwifery. | kindly request you to give me

your attention to explain to you about the study and be selected as the study participant.

Purpose of the study: This study is aimed to assess the prevalence of person-centered
maternity care during labor and delivery among women who gave birth at public hospitals
in Addis Ababa, Ethiopia, 2021.

Risk: There is no physical or psychological risk during the procedure.

Benefits: There is no payment in the participation. But the findings of this research play
a vital role in the effort made to improve labor and delivery care so that maternal mortality

can be reduced.

Confidentiality: All information that you give us will be kept confidential and private.
Only the principal investigator and data collectors will access your information. Your
name won’t be mentioned anywhere. The information you give is only used for research

purposes.

Rights: Your participation in this study is fully voluntary. You have a right to refuse, to

take part, or to stop giving information at any time.

If you have a question at any time you can contact me with the following addresses
Azezew Ambachew

Mobile phone: +251923233893

E-mail- azezewambachew@yahoo.com
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Annex Il: Informed Consent form

| herewith declare that:

The purposes of this study are explained to me and are clear. The contents of the consent
are verified to me to participate in the study. I understand that participation in this study is
completely voluntary and that I may withdraw at any time without supplying reasons. |
agree to participate in this study to be interviewed. When signing this consent form to
participate in the study, | promise to answer honestly to all reasonable questions and not
provide any false information or in any other way purposely mislead the researcher.

Signature of the participant date

Signature of the investigator date
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Annex I11: Questionnaire

Part I: Socio-Demographic Characteristics

S. No. Questions Responses Skip
101 Residence 1.Urban
2. Rural
102 Age in years
103 Marital status 1. Single
2. Married
3. Widowed
4. Divorced
104 Mothers educational level 1. Unable to read and write
2. Primary (grade 1-8)
3. Secondary (grade 9-12)
4. Certificate/Diploma
5. Degree and above
105 Mothers occupation 1. Housewife
2. Private employee
3. Government employee
4. Merchant
5. Student
6. Other
106 Average monthly income (ETB)
Part 11: Obstetrics Characteristics
S. No. Questions Responses Skip
201 Have you followed antenatal care forthe | 1. Yes
last pregnancy? 2. No
202 How many times did you follow | 1. One
antenatal care? 2. Two
3. Three
4. Four and above
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203 Place of ANC? 1. Hospital
2. Health Center
3. Private Clinic
204 No. of live births?
205 The total number of facility-based
childbirth?
206 Type of last delivery 1. Spontaneous vaginal
delivery
2. Instrumental delivery
3. Cesarean delivery
207 The profession of delivery attendant 1. Doctor
2. Midwife
3. Others
208 Sex of delivery provider 1. Male
2. Female
3. Both
209 Time of delivery 1. Day time
2. Night time
210 Complication during delivery 1. Yes, for mother
2. Yes, for neonate
3. Yes, for both the
mother and neonate
4. No
211 Newborn outcome 1. Alive
2. Dead
212 How many days did you stay in the | 1. One day
hospital? 2. Two days

3. More than two days to
one week

4. More than a week
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Part 111: Person-Centered Maternity Care Scale

Subscale 1: Dignity and Respect

was or will be kept confidential in this

facility?

. Yes, a few times

. Yes, most of the time

S. No. | Questions Responses Skip
301 Did the health care provider in the facility | 0. No, never
treat you with respect? 1. Yes, a few times
2. Yes, most of the time
3. Yes, all the time
302 Did the health care provider in the facility | 0. No, never
treat you in a friendly manner? 1. Yes, a few times
2. Yes, most of the time
3. Yes, all the time
303 Did you feel the health care providers | 0. No, never
shouted at you, scolded, insulted, | 1. Yes, a few times
threatened, or talked to you rudely? 2. Yes, most of the time
3. Yes, all the time
304 Do you feel like you were treated roughly | 0. No, never
like pushed, beaten, slapped, pinched, or | 1. Yes, a few times
physically restrained? 2. Yes, most of the time
3. Yes, all the time
305 Did you feel other people not involved in | 0. No, never
the care could hear the discussion with the | 1. Yes, a few times
health care provider? 2. Yes, most of the time
3. Yes, all the time
306 Did you feel like your health information | 0. No, never
1
2
3

. Yes, all the time
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Subscale 2: Communication and Autonomy

why they were doing examinations or

procedures on you?

. Yes, a few times

. Yes, most of the time

S. No. | Questions Responses Skip
307 During your time in the health facility, did | 0. No, none of them
the health care providers introduced | 1. Yes, a few of them
themselves to you when they first come to | 2. Yes, most of them
see you? 3. Yes, all of them
308 Did the health care providers call you by | 0. No, none of them
your name? 1. Yes, a few of them
2. Yes, most of them
3. Yes, all of them
309 Do you feel like the health care providers in | 0. No, never
the facility involved you in decisions about | 1. Yes, a few times
your care? 2. Yes, most of the time
3. Yes, all the time
310 Did the health care providers in the facility | 0. No, never
ask your permission/consent before doing | 1. Yes, a few times
procedures and examinations on you? 2. Yes, most of the time
3. Yes, all the time
311 During the delivery, do you feel like you | 0. No, never
were able to be in the position of your | 1. Yes, a few times
choice? 2. Yes, most of the time
3. Yes, all the time
312 Did the health care providers in the facility | 0. No, never
speak to you in a language you could | 1. Yes, a few times
understand? 2. Yes, most of the time
3. Yes, all the time
313 Did the health care providers explain to you | 0. No, never
1
2
3

. 'Yes, all the time
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314 Did the health care providers explain to you | 0. No, never
why they were giving you any medicine? 1. Yes, a few times
2. Yes, most of the time
3. Yes, all the time
315 Do you feel you could ask the health care | 0. No, never
providers in the hospital any questions you | 1. Yes, a few times
had? 2. Yes, most of the time
3. Yes, all the time

Subscale 3: Supportive Care

S. No. | Questions Responses Skip
316 Were you allowed to have someone you | 0. No, never
wanted such as family or friends to stay with | 1. Yes, a few times
you during labor? 2. Yes, most of the time
3. Yes, all the time
317 Were you allowed to have someone you | 0. No, never
wanted to stay with you during delivery? 1. Yes, a few times
2. Yes, most of the time
3. Yes, all the time
318 Did the health care providers in the facility | 0. No, never
talk to you about how you were feeling? 1. Yes, a few times
2. Yes, most of the time
3. Yes, all the time
319 Did the health care providers in the facility | 0. No, never
support your anxieties and fears? 1. Yes, a few times
2. Yes, most of the time
3. Yes, all the time
320 Did you feel the health care providers did | 0. No, never
everything they could to help manage your | 1. Yes, a few times
pain? 2. Yes, most of the time
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. Yes, all the time

321

When you need help, did you feel the health

care providers in the facility paid attention?

. No, never

. Yes, a few times

. 'Yes, most of the time
. Yes, all the time

322

Did you feel the health care providers in the

health facility took the best care for you?

. No, never

. Yes, a few times

. 'Yes, most of the time
. Yes, all the time

323

Did you feel you could completely trust the
health care providers in the health facility

with regards to your care?

. No, never

. Yes, a few times

. Yes, most of the time
. Yes, all the time

324

Do you think there were enough providers
to care for you in the facility?

. No, never
. Yes, a few times
. Yes, most of the time

. Yes, all the time

325

Did you feel like the facility was crowded?

. No, never
. Yes, a few times
. Yes, most of the time

. Yes, all the time

326

Was there water in the hospital?

. No, never
. Yes, a few times
. Yes, most of the time

. Yes, all the time

327

Was there electricity in the hospital?

. No, never
. Yes, a few times
. Yes, most of the time

. Yes, all the time

328

Do you say you feel safe in the facility

N P W N P O W DN PO WN PO W N PO W DN PO W DN PO LW DN PO W

. No, never

. Yes, a few times
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. Yes, most of the time
. Yes, all the time

329

What is your feeling about waiting time?

. Very long

. Somewhat long
. Little long

. Very short

330

Thinking about the general environment of
the health facility; the facility was clean?

W N R O W N R O A~ W

. Very dirty

Dirty

. Clean
. Very clean
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Annex IV: Amharic version Participant Information sheet

P+HAFLPT aoLE aohen, $R- NATICT

A9 TRRG PA? ANAALT: NASNANN RLACALT MG AN hAE:
ICAT91T MEPLES FIRUCT NSFA POINTLT 894 +a44 +a9s NI AHHL
RIPNFQ NTLLECIE MTF AR do/B ANAN BT APACGU 1@ AS$T NMG +&9e
AMAS PMLCAMT ATETT TOhA PLZT POAL A7A%1AT MY AL MmGF APLZY
10 MG +2I° ADAS. AT &PLE AU ASHT PAPZE dPheh, AG PAJRIRYE D96,
P tHIBLA: PACAPY FM9% AT &5 PUPY +NNC ADLEPE AN ATLAIAT:

QAT ATET NMS +29° AMAS. ATHTY TMOhA P77 POAL ATA9IAT dPMIT
+HAE Tty NALN ANN PATFHAT AL ATHOS you:

PANGC 181G L3 MG+ NHU VPNTHA NOAS  ATHF AL £h48d: U a®Mmed
PRgT+ET +AFL ATTF - UHND TUNER AT ADTMPR 8PFT PATTHPP POAL
Fh A1 UTR ATETT MoNA PRLT POAL ATATIAT PAREAN MPRPT Aht: PA-
MLt 30 LePPTT LPNSAI NAHU APA-®ML LUT @E IHPHTT AT8AMT
NTUts AMLPAU:

N2F: NHYU mTF AR NMA+&EP 9oF9° AL7F F8T ARRCANPFIC:

mP: Ne+E AL NAPAHE PHAP mPIE MEID A&P APTTIR: NUTIIR 917 Pme+k
@Mt °m AR Ak AT NMDAS. ATHF AR AMLT ATANNNPT dRAAA PaRme
+NA £FNNA::

MAMEPRTT: NHU DT AR PM7TMm- dd/F NA-hp MAMLPIT +MN$ LPaRmA:
PACAPI® do/8 N&LA NACNP NI° @-¢h, NNE +LCY LPaMA: N+HmTLI® NG+
M-6h. ATIITD AMD- ARAMIP:

NMG+ PADPA+E BNF: NMmG+ PAMA+E MLID NRIFMI° 1H  LHNPT hme+h
PAYoIAA OA ONF KAPF:: GDAN AOAMT PHLLATRTY IEMY9° MmPe PAADADAN
Nt AAPF: MITEID M P NAPT NMNTAD AL4A TMITFH LFAA:

AHHO. A9PNF@O
N. €. +251923233893

E-mail- azezewambachew@yahoo.com
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Annex VI: Amharic version Consent form

PRI T AR AR, RCT®- NATICT

PHU DTF AT NLY P+ ALUT PTHTID GATY +L & FAL: NH U DT AR dRA+E
Na>-i £ $LLAF AL P+HARAL+ AP NARIN e+Z8U AT NMIE®-9° 1H NG+ 7Y
PIAA aNTF AT8AT ADBRAAL: NALITR PIRPAMM- a8 ANN+MN® &¢h NHU 5+
AMA+&E AT FAL:: NHU mTF ARA+E ATRTRIET 1746 AFPMPPM- M PR NAMTT AR

PHaRAL+ ADAN ACRAME PN ABPLY AZIIMAL:
PHAFLM e

NMe+ AMPA+E §$L5F ©F

1. AP MAN AP NPT MLMPMmAD. MmPRM. AAG/ &
2. PAgR AN PAIE NPT ACPANIU/ A mPEMT ARCA/ 6
Pan/ZE A &CTY $7

pan/E ANANG. 4CT9 $7
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Annex VII: Amharic version Questionnaire

MmMLP- NAMCET

N&A AT o1 UHNI MUNER AT AhSMPR +80F7 N+aAht e+HIS.

M PePF
+. % mPePF anAn AAL/
I
101 PHIm PR PGF? 1. htem
2. 1MC
102 AE™MP Nyt > Qanit
103 PINF UFP? 1. PAINF
2. pINF
3. NA Pqe+N+
4. PLFT
104 PrIRUCT BLEP? 1. MINAN AT dP9& PaRFFA
2. POREAR/P P/E (1-8)
3. LAtE 828 (9-12)
4. NCt&ent / 8T
5. 89¢ AS hH.P NAL
105 NGP IRIET 102 1. PNt ACPNE
2. P94 +bmc
3. PYI9NTt ALt+E
4. 105
5. t¢
6. AA RIAR__
106 MCYP ATINL 7N, 9o PUA 102 NC
N&EA UAT:- PATTHPP PA L J<2h
+. mPePT anAf AL/ &
201 PACIHT ATTA ALCID- 1NC? 1. AP 2 Uy
2. PAgD DL &
204
AAG
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202 PACIHST ATTA ALCID- NPy 1.UNTF4A
ATA9 kT P1TF NPRETM PMS | 2. MS MNP
+&9m JNC? 3. P94 hALh
203 NAMPAL NTF It PACTTHS 1. AL 9
ATt AECID- 1NC? 2. AT 94
3. MMt 94
4. héF M
204 ANN ALY N1F 10 DALAA?
205 AND ALY N7F 1H NMS +&9
MALAA?
206 N9y ALYF Ui 1NC POASAF? | 1.N9°m
2. NARALP B J&
3. NeL Mg
207 NPT+ APPAL PINZ@M NAC™P | 1. 2h+C
a7y INC? 2. MEPLE
3. A RIAR
208 NPT ALPAL PINZM- NAO™P | 1. @I
922 2. ht
209 POASNT A% 1. 7
2. M™F
210 AT ADAS. FOC AINPF INC? | 1. APT (AARLN)
2. APY (AAE)
3.APT (ARG AT AAE)
4 .PA9T
211 ATR+DAL PAEP Uit ATET 2. NUEMT P+mAL
1NC? 2. PP PHMAL
212 NOAL NIA AN @7 PATHA | 1. AL $7
$L+PA? 2. AT ¢7
3. AT 7 ANN AL
ARt
4. NATRTF NAL
h&A wht = ATHFT MOhA PRZT POA L ATA%AT

T0-h h&A 1:- FARTHIT ARANCTT MOhA 2847 A1A%IAT

+. <k

mPEPF

oA

ANLI &
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301 NMS NAT>PPF +INMm7F PPy 0. PAGRT £ &9
AANCT +LCIATA? 1. APT met 1HPT

2. A®T Nt 1H

3. APT A 1H

302 Ntga> @AM Ph 0. PAGRT £ &qP
NAT>PPF NMEETF PH+TI8.PF 1. APT met 1H LT

1NC? 2. A®T Nt 1H

3. APT A 1H

303 NFRme NOAL 1H M5 NATPPF 0. PAJRT £ &
AU NPT ANSNTPFT DLID 1. APT et 1HPF

ALPNE &P TINC? 2. A®T Nt 1H

3. APT A 1H

304 ngeme NOAL 1H M5 0. PAGRT £ &qP
NAT>PPF RNAP 8% BCANTA? 1. API met LT

(Y24 aomegri anpLeN: 2. APT Nt 1H

M IghtE o4 +(...) 3. APT FA 1H

305 MG NAT>PPE PACAPT TMADEPR | 0. PAGRT L R9°
/8 AT NMATT Uik AOPR | 1. APT et 1HPT

nce 2. APT N1t 1H

3. AP U4 11

306 NPATFE &3P PACAP AR 0. PAGRT {9
PAMLC +MNSAPFA? 1. APT et 1HPF

2. APT N1t 1H

3. AP U4 11

10-h AGA 2:- MINNT AT &€LATTT MOhA PLZLT AT1dAAT

t. ® nPEPT aRAfN AAL/ &
307 Mg NAMPM- AATFHRD- AT 0. PART AISFM.I®
ANCAT AAD AD A+ 1. AP mePE
ANTPE-& TNC? 2. AP ANHTPF
3. APT UAge
308 MS NATP@m- NAT® EM&PT INC? | 0. PATRE ATSTFOLID
1. APT MeHE
2. AP ANHTPE
3. APT UAge
309 MS NATPM- ATFHPPT PA+L, 0. PAGRE £ &q°
AL &AM INC? 1. APT et 1HLT
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2. AP NIt 14
3. APT A 14
310 MG NAT>PPE NACAP AL 0. PAGRI £ &P
goLans.PFY NaRLlIFMmE 1. APT met 1HPF
A1A9T NARAMFFa. NE+ 2. AP NIt 14
PACNPT &L BME® INC? 3. APT A 14
311 M& NAMPO NOAL A%YF ATTPP | 0. PAJRE £&qP
Na/MFM APMek, T ATETDAL [ 1. AP Det 1HPT
2438 INC? 2. APT NIt 1H,
3. APT A 14
312 MG NA™PFE CAP AL8F 0. PAGRI £ &qP
NOFAT €7 A1IPFA? 1. APT met 1H LT
2. AP NIt 14
3. APT A 14
313 MG NAT-PPE NTom A9GF AGRTY 0. PAGRT £ &qP
NACAP AL JRCADLPTTY 1. APT met 1HLF
AT PRCT PNZEPF INC? 2. AP NIt 14
3. APT A 14
314 M5 NAC>PPFE  a3FMm 90 0. PAGRI £ &qP
meUrt AT ATLMAM: PN 1. APT met 1H LT
1NC? 2. AP NIt 14
3. APT A 14
315 MG NAO™PM-F aYIFMIID ALYF | 0. PAJRT £ &qP
PR ™MPP LFA INC? 1. AP et 1Rt
2. APT NIt 1H
3. APT A 14
70-h h&A 3:- £I§ Am, A1AIATF
+. & mPePF AR ANL &
316 N @&+ A7LN+AN dEge 0. PAGRT £ &qP
ALET P PTLATT AT NO- 1. APT met 1H LT
ANCPT AT8EL +LPLAPFA? 2. APT NIt 14
3. APT A 14
317 NOAL ®®F NACNP IC A8L 0. PA9RT &9
PARLATT AL AD  ANCPT 1. APT met 1HLF
A18.8L L PRAPFA? 2. APT NIt 14
3. APT A 14
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318 Mg NAMPPE 9°% ATL+NT"{P+H 0. PAgRI £ &9
A17°1LP FA? 1. AP net 1H LT

2. AP Nt 1H

3. APT U4 1H

319 Mg NAMPPE b +T &CY+ 0. PAJRT £ &9
ALIMIPA ANLALDTY CS5 1. APT et 1HPF

AECIDAR  INC? 2. APT N1t 1H

3. APT U4 1H

320 M5 NAG>-PPF Yaogepsy 0. PAJRT £ &9
AMSMMC AT18FA PHFAF®T UA | 1. APT met 1HPF

AL CTMAPFA? 2. APT Ntk 1H

3. AP U4 1H

321 ACSZF NTLAFNT 1H M9 0. PAJRE £ &qP
NAGPE ACNP mPe +hdt LAM- | 1. AP met 1H LT

1nCc? 2. AP NIt 1H

3. AP U4 1H

322 M NAPPLPE AACNP P+AAD-TY 0. PAGRT £ &qP
ATANNN AZCIPA NA®- PANN? 1. AP met 1L LT

2. APT N1t 1H

3. AP U4 11

323 ATAet AAMDT N+PAN+ MY 0. PA9RT £ &9
NARLPE ap NO>A F09% CFM- | 1. AP Mt 1HPF

NA® PANA? 2. APT N1t 1H

3. AP U4 11

324 ChP NMPASNT 1H NPATFA 0. PA9RT L9
@A Ne PMS NATPPF N4 1. AP net 1L LT

NA®- PANA? 2. APT NIt 1H

3. AP U4 11

325 PUPNTHN, TPAST £UL- DAL 0. PA9RT £ &9
A&AT PHenTie TFM NAM- 1. AP net 1L Pt

fnni? 2. AP Nt 1H

3. AP U4 11

326 NPATHA A @Y NC? 0. PA9RT £ &9
1. APT Dot 1HPT

2. AP Nt 1hH

3. AP UA 11

327 NPATHE AD AARTLH TNC? 0. PA9RT L9
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. APT met IHPT
. AP N 1/
. APT A 18

328

NAMPAL NUNTFA L3P LUt
FWIRRPFA?

. PAgRT £RqP

. APT met IHPT
. AP N 1H

. AP A 18

329

AFRY PUA 1H AT1E&ETMNE 28749
1nNc?

. Nmge ¢B-9m
N+mAT 228 (B9
N A

. NMI® Aeee(

330

AMPAL PUPNTHA ANNN, 12UT
go7y BADAAA?

W N P OlW N P OlW N P OJW N -

nmge $/A
. &84
. ey
. Nm9® 76U
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