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ABSTRACT

Background: Globally, more than half million women die annually as a result of
complications of pregnancy and childbirth. Disrespect and abuse is one of the unspoken
causes of maternal mortality and morbidity globally. Providing compassionate and
respectful maternity care services to laboring mothers is one of the most important
interventions to ensure survival of women. However, compassionate and respectful
maternity care has received less attention both in practice and research.

Objective: To assess the level of disrespect and abuse of women and associated factors
during facility-based childbirth in Bahir Dar town, Amhara Region, North West Ethiopia,
2017.

Methods: A community based cross-sectional study design triangulated with in-depth
interview was conducted to collect data from study participants in Bahir Dar town from
March1-March 30/2017. Study subjects were selected through systematic random sampling
based on their proportional distribution of sample size to each sub-city. Structured
questionnaire was used to collect quantitative data and semi-structured guide for in-depth
interview. The data was coded and entered into Epi data 3.1 version and the analysis was
carried out in statistical package for social science 22 versions. Univariate, Bivariate and
multivariate analysis with 95 % CI was carried out.

Results: From the total of 422 mothers interviewed 410 responded for the question with a
response rate of (97.2%).The overall prevalence of disrespect and abuse was 67.1 % with
95% CI (63-72) .Almost all of the mothers were experienced at list one form of disrespect
and abuse. The most prevalent form of abuse and disrespect was physical abuse
236(57.6%) and non-consented care 236(57.6%). Disrespect and abuse is prevalent on low
socio economic group, as length of stay in health facility increase disrespect and abuse
increase and disrespect and abuse were significantly increase at governmental hospital
than private at P- value of less than 0.05.

Conclusion and recommendations: In this study the result showed that the prevalence of
disrespect and abuse was common. Family monthly income, number of ANC visit, length
of stay in health facility and type of health facility were some of the factors associated with
disrespect and abuse. High prevalence of disrespect and abuse in maternity care at health
facilities calls for strengthened action to provide quality of maternity care for all
childbearing mothers. Further community based research in both urban and rural area will
be needed.

Key words: Disrespect, Abuse, Maternity, Child birth, Ethiopia.
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1. INTRODUCTION

1.1. Background
Childbirth also known as labor and delivery, is ending of pregnancy by one or more babies

leaving a women uterus. It is a life changing event in which a woman goes through a lot of
biological, social and emotional transitions(1). During facility-based childbirth giving
compassionate and respectful maternity care can profoundly affect the future well-being of
the mother and new born, and her relationship with the baby, family and health

professionals(2).

In 2013, 289,000 women died in pregnancy, childbirth and after childbirth and this
translated to 239 maternal deaths per 100,000 live births. Over 99% of these deaths

occurred in low income countries especially sub-Saharan Africa(3).

WHO defines compassionate and respectful maternal care as the right every woman has to
attain the highest standard of health. This includes the right to dignity , compassionate and
respectful health care to all child bearing women around the world throughout pregnancy,
childbirth, and postnatal period(4).

On the other hand disrespect and abuse is defined as any form of inhumane treatment or
uncaring behavior toward a woman during labor and delivery (5). Laboring mother may
face different disrespectful and abusive treatment during facility child birth. These include
physical abuse , lack of consent for care , non- confidential care , undignified care ,

abandonment, discrimination and detention in facilities for failure to pay user fees(6).

Worldwide Many women experience disrespectful and abuse treatment while giving birth
in health facilities. These types of treatment not only violate the rights of women to get
respectful maternity care service but can also affects their rights to life, their rights of

health, there bodily integrity and freedom from discrimination(4).

In developing countries, Provision of compassionate and respectful care during childbirth
continues to raise problems as evidenced by maternal mortality and morbidity which could

be attributed to low maternity quality of care (7).

Since 2003, the Ethiopian Federal Ministry of Health has worked to increase the number of
health facilities in the country and better connect communities to facilities to improve

access to and uptake of maternity service. However, recent work suggests that improving



access is not enough to increase use, and that poor perceived quality of care and poor
interpersonal care decrease women from seeking delivery services at health facilities with

skilled personnel(8).

Therefore in low resource settings the personal interaction between client and provider is
important in shaping women's experiences and their perceptions of maternity care during

child birth in long run it reduce maternal mortality and morbidity(9).

Currently Ethiopian federal minster of health aspires to provide compassionate and
respectful maternity care (CRC) by reducing high prevalence of disrespect and abuse
during labour and delivery in health facilities. Because motherhood is specific to women,

issues of gender equity and gender violence are also at the core of maternity care(10).

Promoting maternal health remains an important global health issue and especially the
reduction of maternal morbidity and mortality(11). Luck of compassionate and respectfully
maternity care during labour and delivery leads to low maternity service uptake and
contribute to maternal mortality and morbidity. Therefore, one of the way to tackle this
problem is by providing laboring mothers an environment where they feel secure to receive
both emotional and physical support from their families as well as from health

professionals(11, 12).



1.2. Statement of the problem
Globally more than half a million women die annually as a result of pregnancy and

childbirth related complication. Even though different intervention was made to reduce
maternal mortality and morbidity every day around 800 women die from preventable
causes related to pregnancy, childbirth and following child birth (13).

In Africa the MMR is still 540 per 100, 000 live births, it accounts for 64% of maternal
deaths(14). Ethiopia has one of the highest maternal mortality ratios (MMR) that is 412
maternal deaths per 100,000 live births (15).

Disrespect and abusive maternal care is reported to be one of the causes of maternal
mortality and morbidity .It is a major problem that affects women during labor and
delivery and it is one of the most important barriers to maternal service utilization.(1, 13)
but it received less attention as compared to other barriers of access and choice of maternal

care during labour and delivery (16).

World Health Organization has recognized disrespect and abuse maternal care during
facility based delivery as a worldwide problem that affects women's rights to
compassionate and respectful maternity care service utilization and also damage their lives

freedom and bodily integrity even leads to death (3).

During labour and deliver there is disrespect and abuse but it is un spoken this has been
attributed to courtesy bias where women tend not to report disrespect and abuse while still
in the health facility(17).

In Ethiopia, only 28% of births were being attended by a skilled birth attendants (15). The
reasons for failing to use skilled services during delivery have been studied a lot. But there
is inadequate research on the role of disrespect and abuse of women during facility based
deliveries in decreasing utilization of maternity services.

Currently compassionate and respectful maternity care during labour and delivery
considered an important component of health care provider quality assurance program. For
the quality of maternal care service utilization, it is important to assess the existing
prevalence of disrespect and abuse during child birth (5, 18)

Even though few facilities based studies were conducted in Ethiopia (19) no community
based study were conducted on prevalence of disrespect and abuse during child birth and
its contributing factor this study will aimed at filling this gap. Therefore, this study
indicated the level of disrespect and abuse of women and associated factors during facility

based child birth.



1.3. Rationale of the study
Provision of compassionate and respectful maternity care during labour and delivery is one

of the enhancing factors to promote facility child delivery. Now a day assessing respectful
maternal care during child birth is core component for improvement of quality of maternity
service and to reduce maternal mortality and morbidity. So institution based alone is not
enough to identify contributing factors that are associated with disrespect and abuse during
childbirth .This study therefore, sought to identify the gaps in the prevalence of disrespect
and abuse during facility child birth in community and to providing inputs into developing
feasible and sustainable community-based interventions to improve maternity care service.

The information that will be generated through this research will also assist policy makers
to design appropriate programs addressing disrespect and abuse of women during delivery
once addressed this would lead to increased maternity service utilization during delivery
and hence decrease in maternal mortality and morbidity. Also this study result will be used
as a baseline to design educational program for the health workers and mothers to increase
compassionate and respectfully maternity care. And it could be used by researchers for

further study.



2. LITERATURE REVIEW

Every woman has the right to be treated with dignity and respect by facility staff
regardless of background, health or social status, this includes, but is not limited to, women
who are single, poor, and uneducated, or a minority in her community(20) In this chapter
publications and Studies on disrespect and abuse during facility based delivery in line with
the study objectives are reviewed. It is divided into seven study themes this are Physical
abuse, Non-confidential care, Non -dignified care, Non - consented care, Discrimination,
Detention, Abandonment/ Neglect and associated factors that pre-dispose to disrespect

and abuse during facility child birth will be discussed.

2.1. Prevalence of disrespect and abuse
Disrespect and abuse of women during facility based delivery occur globally(21).

A study conducted in rural Tanzania showed that the prevalence of disrespect and abuse
during child birth was found to be around 19.5% as exit interview and 28.2% as follow-up
interview(6).The same study conducted in Tanzania to explore the prevalence of disrespect
and abuse during facility based child birth revealed that 15 % of women reported
disrespect and abuse (22).

Cross-sectional study done on women coming to the immunization clinic in a teaching
hospital in south-eastern Nigeria showed that 98 % reported disrespect and abuse during
child birth(18). A study cared out in Kenya to explore the prevalence of disrespect and
abuse during child birth revealed that 20% of laboring mother experience disrespect and
abuse (23). On other hand study conducted in Addis Ababa on statues of respect full
maternity care during child birth showed that 78% of mother reported disrespect and
abuse.(19).

2.2. Category of disrespect and abuse during labour and delivery

2.2.1. Physical abuse

Physical abuse often took the forms of slapping, hitting, kicking or pinching the women(5).
A cross sectional facility and community based survey conducted in Tanzania on
disrespectful and abusive treatment during facility delivery showed that a total of 1779
women participated in the survey. Nearly 19.48% of women reported disrespect and abuse.

Physical abuse accounts 3% - 5% specially slapped or pinched (6)



Cross-sectional study conducted in urban Tanzania showed that from 1914 participant in
the study 15 % of respondents reported any form of disrespect and abuse. Physical abuse

account 5%(24).

On other hand the qualitative study conducted in the Morogoro Region, Tanzania on
experiences of and responses to disrespectful maternity care and abuse during childbirth;

showed that from 112 participant all of the mother report physical abuse (25).

A Cross sectional analysis of baseline data from a quasi-experimental study in Kenya in
thirteen health facility revealed that from the 641 participant 20% percent of women

reported any form of disrespect and abuse. Physical abuse accounts 4.2% (23).

In a Ghanaian study, 98% of all the respondents reported experiencing at least one form of
disrespect and abuse during delivery in the maternity units. The most common

manifestation of disrespect and abuse was physical abuse 35.7 %.(18).

A qualitative and quantitative base line study which is conducted on disrespect and abuse
during facility-based childbirth in four PHCUs in two regions of Ethiopia showed that
overall 21% of women experience of disrespect and abuse. Physical abuse account 1%
(26).

On other hand cross-sectional study that was done in Addis Ababa, on the Status of
respectful and non-abusive care during facility-based child birth shows that from the total
of 173 mothers interviewed 78% of respondents experienced one or more categories of

disrespect and abuse. Out of this physical force or slapped account 2.3% (19).

2.2.2. Non-Confidential care

Non-confidential care occurs when there is a breach of privacy and confidentiality.
Violation of privacy occurs when there is a physical lack of privacy in facilities where
women labor and deliver in public view, that is, without any privacy barriers in front of

other hospital staff and/ or patients (16).

Cross-sectional study conducted on the disrespectful and abusive treatment during facility
delivery in Tanzania showed that from 1779 women participated 3.5% of women

experience of non-confidential car (6).

On other hand facility based cross sectional study conducted in urban Tanzania showed

that 15% of women reported disrespect and abuse. from this non-confidentiality care
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accounts 2%(24). The same study which is conducted in Kenya showed that 8.5% of

women experiencing Non- confidential care during L and D (23).

Both qualitative and quantitative study which is conducted in four primary health care unit
in Ethiopia showed that 13.7% of respondent reported non-confidentiality care (26).
Similar study conducted in Addis Ababa Ethiopia, showed that 21.4% of cases not use

curtains or other visual barriers to protect the mothers privacy during childbirth (19).

2.2.3. Non -Dignified Care

Non-dignified care as described in literature is said to happen when there is intentional
humiliation, blaming, scolding, shouting, publicly divulging private patient information,
and negative perceptions of care(16).

Study which was conducted in Ghanaian showed that 98% of women reported at least one
form of disrespect and abuse during delivery in the maternity units. Non-dignified care
account for 29.6% of the cases (18). On the other hand in the Kenyan study, 20 % of the
women reported any form of disrespects and abuse during facility based delivery. On-
dignified care account 18%.(23) . Study conducted in Sierra Leone suggested that nurses
were often so rude to the women that they would simply ,,slam the door’ at the faces of the
women if they arrived late at the facility.(27)

Study conducted in Kenya and South Africa, showed that the nurses were reported to be
cruel, impatient, unsympathetic and insulted women with remarks like ¢ stop pretending to
be in pain you are responsible for your own pregnancy go ahead and die if you want to die
and not to bother the nurse.(28, 29)

A cross- sectional facility based study was done in Tanzania on The prevalence of
disrespect and abuse during facility-based childbirth on 1914 post natal mother 15 % of
respondents reported experiencing any disrespect and abuse Non--dignified care account

6%(24).

A recent conducted systematic review result showed that proportion of women who
reported experiencing any mistreatment during facility based child birth was 19.5%; with

common specific experiences included “non -dignified care (12.9%) (30).



2.2.4. Non - consented care

Non-consented care is said to occur when providers do not give women the adequate
information about the medical procedures and do not take both written and verbal informed

consent from patients regarding procedures (5).

Study which was conducted in Ghanaian showed that 98% of women reported any form of
disrespect and abuse. non consented care which accounts 54.5 % (18). On the other hand
in the Kenyan study 20 % of the women reported any form of disrespect and abuse during
facility based delivery. In terms of categories of disrespect and abuse non consented care
accounted 4.3%(23). A study conducted Palestine, showed that 36% of the women
reported having had high number of vaginal examinations (5-12 times) without taking any
prior informed consent, and having felt humiliation on being examined by multiple

providers instead of a single provider(31).

A base line study which is conducted in four primary health care unite in two region of
Ethiopia and one teaching hospital and three health center in Addis Ababa showed that.
The most commonly reported categories of disrespect and abuse were non-consented care

(17.7%) and 48% respectively(19).

2.2.5. Discrimination

As stated in literature when health care provider made discrimination during childbirth
based on a woman,,s race, ethnicity, age, language, traditional beliefs and preferences,
economic status, and educational level(5).

A study which is conducted in Ghanaian showed that 98% of all the respondents reported
experiencing disrespect and abuse during child birth from this discrimination accounts
20%(25).

Studies conducted in rural northern Ghana and Peru reported result showed that poor and
uneducated women were mainly subjected to abusive behavior by the health care
providers during child birth (32, 33).

Similarly, study which is conducted in Bangladesh and Kenya showed that rich women
received care earlier as compared to the poor, despite the seriousness of the medical
condition. The poor were denied care even for the services which are provided free of cost

by the government.(10, 34)



2.2.6. Abandonment/Neglect during labour and delivery

As discussed in literature women are often left alone during labor or delivery at a facility;
do not receive any medical attention or follow-up; give birth by themselves; or have others
assist them other than the health providers.

According to the study conducted in in rural Tanzania showed that 14.24% of women

reported that being ignored by the health worker during delivery (6).

In other hand direct observation of respectful maternity care which is conducted in five
countries showed that reports of women feeling ignored and neglected during facility
delivery estimated prevalence of disrespect and abuse from Ethiopia , Nigeria, Kenya, and
Tanzania reported neglect and abandonment in 9-29 % of women 9% of women in the

Nigeria study and 4-5 % of women in Tanzania reported delivering alone(35)

2.2.7. Detention in Health Facilities

As listed from literature Laboring mother or their babies are often detained in the facilities
when they are not able to pay the bills during and after labour and delivery.(5)

Study conducted in Burundi's in seven out of thirty-five hospitals on detention during
labour and delivery report showed that women were detained owing to their inability to pay
the bills; a practice prevalent since the 1990s. While in Kenya, where rich women could
easily avail private health insurance and high quality of medical treatment; poor women

were detained for days because of their inability to pay(36).

2.3 Factors Associated with Disrespect and Abuse

The idea of respectful maternity care is attained when labor and delivery services are free
from abuse and disrespect. Although disrespect and abuse during deliveries has not been
exhaustively studied specially community based but different facility based literature result
showed that disrespect and abuse are derived from multi-dimensional sources like at
individual level, at health facility level and from provider level (16)

2.3.1. Socio-Demographic Related Factor

Facility and community based survey conducted on disrespectful and abusive treatment in
Tanzania. Showed that educational back ground of the mother were significantly associated
with their experience of disrespect and abuse. women who attended secondary education or

greater were more likely to report disrespect and abuse than uneducated (6).



In other study result showed that, economic background and Age of the mother were
significantly associated with their experience of disrespect and abuse during giving birth;
66.6% of age <20 and only 27.7% of mother with age of >30 years* experience disrespect
and abuse(37) Study in Kenya showed that women with age of under 19 were more likely

to abused during labour and delivery than those aged 20-29(23).

2.3.2. Obstetric Related Factors

Study conducted on disrespectful and abusive treatment in Tanzania showed that obstetric
history of mother was significantly associated with their experience of disrespect and
abuse. women who had developed any complications during delivery and who stayed in
the facility for delivery for less than 1 day were more likely to report experiences of

disrespect and abuse.(6).

On other hand study conducted in Kenya showed that women of higher parity, between
one and three children, were three times more likely to be detained for lack of payment or
five times more likely to be requested(23). Direct observational study conducted in five
counters showed that those women who received ANC were less likely to complain

disrespect and abuse than those who didn*t (35)

2.3.3. Individual related factor

These are potential contributing factors that arise from individual like normalization of
disrespect and abuse during childbirth, lack of engagement and oversight, financial

barriers, lack of autonomy and empowerment.(5).

Study conducted in Kenya showed that normalization of disrespect and abuse , luck of
autonomy and empowerment, and financial barrier is identified factors for disrespect and
abuse during labour and delivery (23). On other hand study conducted in Addis Ababa,
Ethiopia showed that economical back ground were only significantly associated with
disrespect and abuse (89.5% among those with a monthly income Of <713 birr and 70.3%

among those with monthly income of > 713 birr(19).

2.3.4. Service delivery related factors

These potential contributing factors arise from hospital or health center like lack of
standards infrastructure and lack of responsibility mechanisms.(5) Direct observational

study which is conducted in five countries East and South Africa showed that luck of
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resource and staff shortage was identified factor for disrespect and abuse during child
birth(35). On other hand nationally representative surveys conducted in Ethiopia, Kenya,
Rwanda, and Tanzania reported no electricity available in 14, 26, 18, and 50 % of facilities,
respectively other current study showed that 20-57 % of facility luck standard

infrastructure to attend delivery (38)

Study in Senegal show that maternal satisfaction was mediated by the mothers™ perception
of Compliance with care, which showed wide disparities in practice within the facilities
and one of the main factors to select the place of delivery is satisfaction with the

experience of institutional delivery.(39)

2.3.5. Provider related factor

These factors arise from health service provider like provider prejudice; provider
distancing as a result of training; provider demoralization related to weak health systems,
shortages of human resources and poor professional development opportunities; provider
status and respect.(5). study conducted in sub-Saharan Africa stated that long term
exposure of providers to service provision can lead to poor morale, compassion fatigue,

and disrespectful treatment of clients(40).

Cross-sectional study which is conducted in Kenya found that the most identified factors at
provider level which leads to disrespect and abuse were, poor provider attitudes, poor
relationships with clients, lack of legal and ethical foundations for addressing disrespect

and abuse, and provider prejudice due to lack of training(23)
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2.4. Conceptual frame work

Service Delivery level

e Lack of Infrastructure
e Lack of responsibility
Mechanisms in facility

Obstetric history
e ANC
e Number of gravidity
e Mode of delivery
e Place of deliver
e Sex of delivery attendant
e Length of stay in facility

N\

/Y

Socio demographic
characteristics
Age
Marital status
Educational back ground
Economical back ground

Disrespect and
abuse

\

Individual level

Normalization of
disrespect and abuse
Lack of autonomy

Provider’s level

Provider distancing as a
Result of training
Provider demoralization
related to weak health
systems

Lack of Development
Opportunities

Figure 1.Conceptual frame work is adapted from USIAD country TRA project
analysis on Exploring Evidence for Disrespect and Abuse during child birth (16).
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3. OBJECTIVE OF THE STUDY

3.1. General objective

e To assess the level of disrespect and abuse of women and associated factors
during facility-based childbirth in Bahir Dar town, Amhara Region, North West
Ethiopia, 2017

3.2. Specific objectives
e To determine the prevalence of disrespect and abuse of women during facility-
based Delivery in Bahir Dar town, Amhara , North West Ethiopia,2017
e To identify factors associated with disrespect and abuse during facility-based

childbirth in Bahir Dar town, Amhara, North West Ethiopia ,2017
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4. METHODS AND PROCEDURE
4.1. Study area and setting

This study was conducted in Bahir Dar town Amhara regional state. Bahir Dar is located in
North Western part of Ethiopia, in Amhara National Regional State, at a distance of 565
km from Addis Ababa. Its astronomical location is 11°38* North latitude and 37 ° 15 East
longitudes the city was found in 1922. The total population of the town (without including
the rural Kebeles) is estimated to be 290,4370f which, 142,068 are males and 148,369 are
female. Bahir Dar is one of the reform towns in the region and has a city administration
.Bahir Dar city administration has 9 urban sub-cities. In Bahir dare town there are 10
public health centers and 4 hospitals from this hospital two are public and the rest are

private health institution.

4.2. Study design and period

Community based cross-sectional study design triangulated with in-depth interview from
March 1-March 30/2017.

4.3. Population

4.3.1. Source population

All mothers who gave birth with in the last one year at Bahir Dar town.

4.3.2. Study population
All mothers who gave birth in health facility with in the last one year from selected 9 sub-
city of Bahir Dar towns during the study period.
4.4. Eligibility criteria
4.4.1. Inclusion criteria:

e All mothers who give birth in the last first one year in Bahir Dar town.

e Women who were resident of the area since the past six months.

4.4.2. Exclusion criteria

e Mothers who were critically ill and unable to communicate at the time of data

collection.
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4.5. Sample size determination

4.5.1. Quantitative Study

The sample size required for this study was calculated based on a single population
proportions formula as follows.
n=(Z @/2)2 P (1-P)
42

Where: n is sample size, Z is standard normal distribution corresponding to significance
level at a = 0.05, d is margin of error assumed to be 5% , P is anticipated proportion of
women reporting abuse and disrespect while giving birth and 50% is taken to increase

the sample size.

n= (1.96)2 * 0.5(1-0.5)

(0.05)2

With the above inputs the minimum sample size required for study is 384 taking 10% non-

response rate the final sample size was 422.

4.5.2. Qualitative Study

In-depth interview was conducted among purposely selected key informants from facilities
with 4 head midwifery, 3 community leaders and 4 maternity care user those who do not

participate in self-administered questionnaire until level of saturation reached.

4.6. Sampling Procedure
Systematic random sampling was used to select study participant from 9 urban sub- cities
from Bahir Dar city administration. All urban sub-cities were included in the study and the

number of households was determined using proportionate-to-population size.

To select the first household the data collectors were used the kebeles administration office
and church as a reference/ a starting point. The data collectors was used spinning
techniques to select the first house hold by rotating a pen and select the house which is
found to the direction of the tip of the pen. Then consequentively gone to the right
direction of the first household 23 house was coded and using lottery method one
household was selected. From this onwards Data was collected in every 23th interval until

the desired sample was achieved in each sub-city.
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Mother in the selected household was selected and interviewed. For household with more
than one individual, only one person was selected using lottery method. For those selected
house hold which was closed during data collection, date collectors were revisited three
times in different time intervals and interviewers failed to get an individual in the house

hold, it was considered as non-response

BAHIR DARE CITY ADMINISTRATIONS HAS 9 SUB- CITY
WITH A TOTAL EXPECTED PREGNANCY IN POPULATION
WAS 10.049

Sub-city 6 Sub-city 7

Sub-city 1 Sub-city 3

Sub-city 5 (0 -~
(1111) (1.011) 30 (1699) (695)

SS=35
Sub-city 4 Sub-city 9 Sub-city 8

(976) (904) (765)

SS=41 SS=38 SS=32

Sub-city 2

(2046)

SS= 86

Figure 2.Schematic presentation of sampling techniques for participants in Bahir Dar
town, North West, Ethiopia, 2017

Note: SS (Sample size)
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4.8. Study Variables
4.8.1. Dependent variable

Disrespect and abuse

4.8.2. Independent Variables

Socio demographic; - age, marital status, religion, educational back ground, socio
economic back ground, etc.

Obstetric history; - parity, place of delivery, length of stay in hospital
Service delivery related factor such as lack of standard and infrastructure
Individual related factors such as normalization of disrespect and abuse

Provider related factor such as Provider distancing as a Result of training; provider
demoralization related to weak health systems, lack of development opportunities

4.9. Operational Definition

Physical abuse: physical force or abrasive behavior with the woman, including slapping or
hitting and touches measured using seven criteria(16) a woman who answers yes to at list
one criteria then she was considered as being abused at the time of labor and delivery.
Non-confidential care: lack of confidentiality and lack of privacy during maternal care
measured using two criteria(16) a women who answers yes to at list one of the criteria then
she was considered as being abused at the time of labor and delivery

Non-consented care: absence of informed consent, or patient communication, forced
procedure, measured using seven criteria(16) a woman who answers yes to at list one
criteria then she was considered as being abused at the time of labor and delivery
Non-dignified care (including verbal abuse): Lack of dignity, respect and intentionally
humiliating, scolding, or shouting at patient”s value and for women; measured using two
criterion(16) a woman who answers yes to at list one of the criteria then she was
considered as being abused at the time of labor and delivery

Discrimination luck of equitable care measured using three criteria a woman who answers
yes to at list one criteria then she was considered as being abused at the time of labor and
delivery.

Abandonment or denial of care: Lack of right to timely healthcare and to the highest
Attainable level of health, measured using two criteria (16)a women who answers yes to
at list one of the criteria then she was considered as being abused at the time of labor and

delivery
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Detention in facilities: detaining of mothers in health facility: deprivation of liberty,
autonomy, self-determination, and coercion; measured using two criteria a woman who
answers yes to at list one of the criteria then she was considered as being abused at the time

of labor and delivery

4.10. Method of data collection and Tools

4.10.1. Quantitative data collection tool

Disrespect and abuse during childbirth was measured using seven performance standards
(categories of disrespect and abuse) and their respective verification criteria developed by
the Maternal and Child Health Integrated Program (MCHIP) (41). A total of 25 verification
criteria of disrespect and abuse were used. Structured and pre-tested questionnaire was
used to collect data from the study participants. The tool consists of three sections the first
section was used to assess socio-demographic characteristics of mother, the second section
was used to assess obstetric characteristics of participants and the third section was used to
assess categories of disrespect and abuse a women experience during facility child birth.

The questionnaire was designed in English and translated in to local Amharic language by
translator, and then translated back to English by a third person to check for consistency.

4.10.2. Qualitative Study

An in-depth interview guided by semi structured questionnaire was used to collect data

from the study participants.

4.11. Data collection procedure and quality control

4.11.1. Quantitative study

Data were collected by face to face interview using structured questionnaires. Six diploma
holder female midwives were selected to collect the data; and three BSC holders nurse as
supervisors from other area outside of study site. Before data collection data Collectors and
supervisors were trained on the objective, benefit of the study, individual“s right, Informed
consent and techniques of the interview for one day.

Before starting the actual data collection to assure the data quality high emphasis was given
to designing data collection instrument, first the questionnaire were pre-tested on 10% of
sample size or 43 mothers in Injbara town after pre-testing further adjustments to the data
collection tool was made to improve clarity, understandability, and simplicity of the

messages. All of the questionnaires were checked for completeness and accuracy before

18



during and after the period of data collection. Throughout the course of the data collection,
interviewers were supervised, regular meetings were held between the data collectors and
the principal investigator together in which problematic issues arising from interviews
during the data collection and mistakes found during editing was discussed. The collected
data was again reviewed and checked for completeness before data entry. Data entry
format template was prepared and programmed by principal investigator.

4.11.2. Qualitative study

In-depth interview with mother, community leader and health care provider was
conducted. During the interview data collector or principal investigator  used tape-

recorder and note was also taken.

4.12. Data analysis and interpretation

4.12.1. Quantitative Study

For quantitative part first the collected data were checked manually for completion and
any incomplete or misfiled questions then the data was cleaned and stored for consistency
and entered in to Epi Data version 3.1 software then it was exported to statistical package
for social sciences (SPSS) version 22.0 software for analysis. The verification criteria were
dichotomized responses, “Yes” or “No” to 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. On the other hand, if a mother
was identified as having faced disrespect and abuse in at least one of the seven categories,
she was considered “disrespected and abused.

Descriptive statistics was done and presented using tables and figures. Initially, bivariate
logistic regression was carried out to see the association of each of the independent
variables with the outcome variables. Thereafter, the multivariate logistic regression
method was used. The variables that were not significant in the bivariate logistic regression
were not considered in the multiple regression analysis. P- Value of <0.05 and 95%
confidence level was used as a difference of statistical significance. Finally, results were

compiled and presented using tables, graphs and texts.
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4.12.2. Qualitative study

Open code software was used to analyze the qualitative data. In-depth interview were done
on 11 respondents (4 childbearing women, 3 community leader and 4 health care
providers).All interviews were recorded and transcribed into Amharic and then to English.
After repeatedly reading the Data was entered into open code. Coding and categorizing
were done than thematic analysis was cared out.

4.13. Ethical Consideration

Ethical clearance and approval was obtained from the Ethical Committee of department of
Nursing and midwifery, college of health science, Addis-Ababa University. Then, letter
from the Research Ethics Committee was submitted to Bahir Dar Regional Health Bureau
and to selected sub-city. After explaining the objectives of the study in detail, informed
verbal consent was taken from all study participants. All the participants reassured of the
anonymity, and as personal identifiers will not be used. Then, after obtaining informed
consent from every participant, the data collectors continued the job by giving due respect
to the norms, values, beliefs, culture, and ensured the confidentiality of the data.

4.14 .Dissemination and Utilization of Result

The results of this finding will be disseminated or communicated to Addis Ababa
University College of Health Science school of Allied Health science Department of
Nursing and Midwifery, Bahir Dar Regional Health bureau and other concerned bodies
through reports and publication on an appropriate journal. Efforts will be made to present

the results on scientific conferences and publications will be considered.
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5. RESULTS
5.1. Socio-Demographic Characteristics of Study Population

From the total of 422 mothers who were invited for interview 410 consented to participate
in the study giving a response rate of (97.2%). Mean age of the respondents was 28.6 (SD=+
4.6) years with a minimum and maximum age of 16 and 48 respectively. Majority of the
respondents 184 (45%) fall in the 25-29 years age group. Almost all of the study
participants 366(89.3%) were from the Amhara ethnic group and 327 (80%) were
followers of Orthodox Christian religion. Regarding the marital status of the mother,
348(84.9%) of them were married. 196 (47.8%) were house wife and out of the total
respondents 226 (55.1) of them had a monthly family income<2000 Ethiopian birr. And
almost all of the respondent 346(84.4) didn*t have ability to pay for any medical service.

Assessment of the educational status of the respondent showed that 51 (12.4%) never
attended any type of formal education and 110 (26.8%) have reached educational level

higher than collage and above (Tablel).
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Table 1.Socio demographic characteristics of mother in Bahir Dar town, North West,
Ethiopia, march 1- march 30,2017 (n=410)

Types of variable Frequency Percent %
Age
15-19 6 1.5
20-24 58 14.0
25.29 184 45.0
30-34 108 26.3
>35 54 13.2
Marital status
Single 35 8.5
Married 348 84.9
Divorced 21 5.1
Widowed 6 1.5
Religion
Orthodox 327 80.0
Catholic 4 1.0
Protestant 12 2.9
Muslim 67 16.3
Ethnicity
Ambhara 366 90
Oromo 4 1.0
Tigre 5 1.2
Agew 24 5.8
Other™** 11 2.7
Educational back ground
No formal education 51 12.4
Read and write 54 13.2
Primary(1-8) 71 1.7
Secondary (9-12) 124 30.0
Collage and above 110 27.0
Occupation
Housewife 196 47.8
Private employee 54 13.2
Government employee 75 18.3
Merchant 69 17.0
Student 8 1.9
Other* 8 1.9
Family monthly income
<2000 226 55.1
>2000 184 449
Median income =2000 birr
Ability to pay for delivery
Yes 64 15.6
No 346 84.4

Note * remind as from ethnicity sidma, Wolaita and Gurage from occupation * remand as daily

worker
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5.2. Obstetric History of Mothers

From the total respondents 404(98.5) had a history of ANC follow up for recent most
delivery. Around half 184(44.9%) of the mothers were seen by midwife for ANC follow
up. Majority 245(59.8%) of mothers who received ANC service were seen at governmental
health facilities mainly at health centers. More than half 206(50.2) of the respondent had at
list four visit for ANC service .Majority 178(43.3%) of mother had previous history of
institutional delivery at list one child. Almost half 177(43.2%) of the mothers who received
delivery service were at governmental referral hospital. More than half 267(65.1%) of the
delivery service were attended by midwife. Majority 245(60%) of mother gave birth
through spontaneous vaginal delivery (Table 2).

Table 2.0bstetric characteristics of mother in Bahir Dar town, North West, Ethiopia,
march 1- march 30, 2017 (n=410)

Types of variable Frequency Percent %
Maternal ANC follow up
Yes 404 98.5
No 6 1.5
Place of receiving ANC
GHC 245 59.7
GRH 96 23.4
GDH 17 4.4
PHI 39 9.5
Others* 13 3.2
HCP conducting ANC
Doctor 86 21.0
Nurse 131 32.7
Midwife 189 46.1
HEWs 4 1.0
Number of ANC
<4 131 31.9
>4 279 68.0
Total number of gravidity
One 135 329
Two 111 27.1
Three 49 12.0
Four 81 19.8
Five and above 34 8.3
Total number of delivery in
health facility
All 78 19.0
One 178 43.4
Two 93 22.7
Three 45 10.9
Four 16 3.9
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Type of health facility

GHC 158 38.5
GRH 28 6.8
GDH 177 43.2
PHI 40 9.8
Other* 7 1.7
HCP conducting delivery
Nurse 57 13.9
Midwife 267 65.1
Doctor 86 21.0
Sex of HCP conducting
delivery
Male 205 50.0
Female 205 50.0
Mode of recent delivery
SVD 245 60.0
CS 68 16.6
AVD 97 23.6
Stayof facility after delivery
Yes 138 33.7
No 272 66.2
Number of day stayed
1-2 day 83 20.2
>3 day 50 12.2
facing complication during
delivery
Yes for my self 86 21.0
Yes for child 6 1.5
Yes for both 17 4.1
No at all 301 73.4

Note: (* remind as Mary stop Ethiopia, NGO) , GHC —governmental health center, GRH-governmental
referral hospital, GDH- governmental district hospital PHI-private health institution, HCP-health care
provider, SVD- spontaneous vaginal delivery, CS-caesarian section, AVD- assisted vaginal delivery
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5.3. Prevalence of Disrespect and Abuse during Facility Based Childbirth

Out of the 410 respondents interviewed, 275(67.1%) reported having experienced at least
one form of Disrespect and Abuse during facility based Childbirth while only 135 (32.9%)

did not experience any form of disrespect and abuse (figure 4).

Over all prevalence of disrespect and abuse

mYes
® No

Figure 3.Over all prevalence of disrespect and abuse during facility based child birth

in Bahir Dar town, Ethiopia, Marchl —March 30, 2017

5.4 . Type of Disrespect and Abuse During Facility Based Child Birth

Based on verification criteria for categories of disrespect and abuse, we counted mothers
who faced at least one condition among the possibilities. Accordingly, 236(57.6) of women
were not protected from physical harm or ill treatment during childbirth. The other most
commonly experienced form of abuse and disrespect was the prohibition of mothers™ to
information, informed Consent, and choice/preferences 236(57.6%).The commonly
violated criterion under this domain was Providers did.t gave periodic updates on status
and Progress of labor and delivery 340(82.9%). The second commonly reported types of
disrespect and abuse was non -confidentiality care 45(11.0%). Commonly violated
criterion under this domain was health care providers didn.t Uses drapes or covering
appropriate to protect mother's privacy 34(8.3%). In addition to this 35(8.5) women
reported undignified and disrespectful care. Majority 32(7.8) of respondent reported under
this domain were health providers shouted at or scolded during labour and delivery. On
other hand from the total respondent 29(7.1%) of women experienced neglect care during
labour and delivery. Under this domain commonly reported criteria was health providers

ignored when they need help 26 (6.3%). (Table 3)
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Table 3. Prevalence of disrespect and abuse during childbirth by categories, Bahir

Dar, town North West Ethiopia, March1-march 30, 2017

Category and types of disrespect and Abuse Experienced D and A

Yes %
Physical abuse
Health provider(s) physically hit or slapped 95(23.2) 315(76.8)
Health provider verbally (insulting)during labor 111(27.1) 299(72.9)
Separate mother from baby without medical indication 13(3.2) 397(96.8)
Support staffs insult me and my companion 15(3.7) 395(96.3)
Demonstrating caring culturally in appropriate way 193(47.2) 217(52.9)
Receiving unnecessary Pain-relief treatment 36(8.8) 374(91.2)
Denied from food or fluid in labor unless Medically 7(1.7) 403(98.3)
necessitated
Non-confidential care
The provider*s didn.t Uses drapes or covering 34(8.3) 376(91.7)
to protect mother*s privacy
Health providers discussed your private health information  22(5.4) 388(94.6)
in a way that others could hear
Non - consent care
The provider introduces themselves and 16(30.7) 284(69.3)
greeting mother and her support person
The providers encourage mother to ask questions 99(24.1) 311(75.9)
The provider respond mother*s question with politeness 82(20) 328(80)
The provider explain what is being done and 112(27.3) 298(72.7)
what to expect throughout labor and birth
Provider gives periodic updates on status 70(17.2) 340(82.9)
and Progress of your labor
Providers permit mother to choice of position for birth 154(37.6) 256(62.4)
Mother's Lack of information Obtains consent 103(25.1 307(74.9)
Non- dignified care
Health providers shouted at or scolded you 32(7.8) 378(92.2)
Health providers made negative comments about you 10(2.4) 400(97.6)
Abandonment/neglect of care
Health providers ignored you when you called for help 26(6.3) 384(93.7)
Left unattended during the second stage of labor 8(2) 402(98)
Discrimination
Health care providers discriminated by race, ethnicity 8(2) 402(98)
and economic status
Health care providers discriminated because of teenage 1(0.2) 409(99.8)
Health care providers discriminated because of being HIV
positive 3(0.7) 407(99.3)
Detention in health facility
Discharge postponed until hospital bills are paid 0(0.0) 410(100)
The woman is never detained or confined her well 5(1.2) 405(98.8)
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prevalence of each catgory of disrespecut and
abuse

Detantion .1.20%
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Figure 4. Prevalence of disrespect and abuse by category during facility based
childbirth in Bahir Dar town, March 1- march 30, 2017

5.4. Bivariate and Multivariate logistic Regression Analysis of Disrespect and
Abuse

Binary Logistic regression was performed to assess the association of each independent
variable with disrespect and abuse. The factors that showed a p-value of 0.2 and less were
added to multivariate regression model. The result revealed that on the bivariate analysis
family monthly income of respondent, number of ANC, gravidity, health facility stay after
delivery, mode of delivery, mother facing complication during delivery and sex of heath

care provider attending delivery were significantly associated with disrespect and abuse.

In multivariate logistic regression on both socio demographic and obstetric history of
variable to control confounding effect of one variable over the other variable were
adjusted.

Family monthly income of respondent , Number of ANC, type of health facility and length
of stay in health facility were significantly associated with disrespect and abuse at P-value

of <0.05.Table(4).
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Respondent with family monthly income of <2000 Ethiopian birr were 1.74 times more
likely disrespected and abused than those who had family monthly income of > 2000
Ethiopian birr (AOR=1.74, 95%CI 1.08, 2.80); P=0.02) .Those respondent who had history
of less than four ANC visit were 1.97 times more likely disrespected and abused than
respondent with history of >4 ANC follow up (AOR=1.97, 95% CI 1.15, 3.40); P=0.01).
Similarly those respondent who gave birth in governmental hospital were 2.49 times more
likely disrespected and abused than those mother who gave birth in private health
institution (AOR=2.49, 95% CI 1.15, 5.40); P=0.02) .In addition those mothers who stayed
in health facility after deliver were 5.14 times more likely disrespected and abused than

those not stayed. (AOR=5.14 , 95% 1.CI2.23, 11.82); P=0.00 (Table4).
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Table 4.Bivariate and multivariate logistic regression analysis of disrespect and abuse

and its explanatory variables (n=410)

Types of variable Experienced of Dand A COR95% CI) AOR(95% CI)
Yes No
Age
15-24 45 18 1 1
25-34 197 95 0.83(0.46,1.51) 1.05(0.52,2.12)
35 and above 33 22 0.60(0.28,1.29)  0.40(0.15,1.07)
Educational status
No formal education 71 34 1.13(0.69,1.84)  0.88(0.50,1.56)
Primary 52 19 1.48(0.82,2.66) 1.10(0.57,2..15)
Secondary and above 152 82 1 1
Family monthly income
<2000 166 60 1.90(1.25,2.88)*  1.74(1.08,2.80)*
>2000 109 75 1 1
Number of ANC
<4 104 27 2.43(1.49,3.96)* 1.97(1.15,3.40)*
>4 171 108 1 1
Gravidity
One 92 43 1 1
Two to three 91 69 0.62(0.38,0.99)*  0.73(0.42,1.27)
Four and above 92 23 1.87(1.04,3.35)* 1.64(0.81,3.33)
Types of health facility
Governmental 249 114 1.76(0.95,3.26)  2.49(1.15,5.40)*
Private 26 21 1 1
Mode of delivery
SVD 144 101 1 1
Instrumental delivery 131 34 2.70(1.70,4.26)*  1.20(0.66,2.22)
Sex of delivery attendant
Male 148 57 1.59(1.05,2.41)* 1.43(0.87,2.33)
Female 78 127 1 1
Facing complication
during delivery
Yes 96 13 5.03(2.69,9.38)* 1.49(0.60,3.70)
No 179 122 1 1
Stay in health facility
Yes 124 14 7.10(3.88,12.9)*  5.14(2.23,11.82)**
No 151 121 1 1

Note * Reminded the significance of the variable (P value <0.05).SVD = spontaneous vagina delivery.
D and A (Disrespect and abuse)
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5.5. Qualitative Study Result
5.6.1. In- depth interview

The interviewed data was transcribed and coded by using open code software version 4.03.
After coding the data was categorized by the main themes together. A total of 11
respondents were participated 4 from maternity care users, 4 from health care providers

and 3 from community leaders.

From the in-depth interview of maternity care users; slapping of mother during delivery,
not using pain killer during suturing and not taking the consent were experienced by most
respondents. The main finding of this study showed that physical abuse and non-consented
care is prevalent during labour and delivery. So if the women were not get respectful
maternity care in the facility the number of institutional delivery will be decreased and the

number of home delivery will be increase this may cause maternal mortality and morbidity.

Mother said:

“When I gave birth in referral hospital with episiotomy, health care provider repaired the
episiotomy without pain killers so I felt very bad”

From the in-depth interview of maternity care users most mothers were experienced delay
of getting services. Delay before getting service occurs at different level on health center
referral process. The main findings from this study showed that delay during the process of
write referral from health centers to hospital cause un satisfaction on maternity service
utilization and it is one of the determinate causes of both maternal and neonatal morbidity
and mortality.

Mother said

“I had previous history of cesarean delivery and I faced delay in getting referral from
health center to referral hospital, despite I had on labour pain this makes me very feel
stressed”

Almost all maternity care user, health care provider and community leader who
Participated in-depth interview reported that there is no enough bed, and delivery coach in
both hospital and health center. The main findings from this study showed that lack of
infrastructure during maternity care was one of determinate cause that lades to disrespect

and abuse of maternity care user.
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Mother said:
“I gave birth in referral hospital the number of clients flow were very high. There is only
three delivery coach and I gave birth in waiting room. All mother and there birth

companion observe me my privacy is not protected I fill depressed”
Health care provider said:

“The main problem that cause complains by patient was lack of infrastructures special
waiting and delivery rooms. In health center when we attending delivery sometimes light
and even water is absent.”*

Analysis of the in-depth interviews of maternity care user and community leader found
that health care providers” poor communication with maternity care user , birth
companions during labour and delivery and providing service first by relative and friends
were another challenge raised by both mother and community lender.

Based on the above finding discrimination based on specific attribute is prevalent so this
creates un satisfaction of mother on service used. Every mother has right to get equally and
unbiased service regardless of religion, race and economical status during labour and

delivery.

Community leader said

“In hospital some health care provider gave the service first by their relative or there family
these makes me unhappy.”

The result of in-depth interview showed that almost all of the health care provider from
health center and hospital reported that one of the most important predictor that cause to
compromised service and finally lads to disrespect and abuse of maternity care user during
labour and delivery were lack of satisfaction of health care provider related to payment,
and lack of educational opportunity.

Health care provider said:

“I have 6-yeares of work experience in health center. My profession is diploma midwifery.
Still there is no educational opportunity this create un satisfaction in my work.”
Analysis of the in-depth interviews of health care provider showed that shortage of health

care provider and lack of support from higher official was another challenge raised by
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almost all of respondents. Based on this finding service delivery related factors was
prevalent.

Health care provider from hospital said

“Some health care provider may be insult service users it may be due to work over load
especially in referral hospital there is high client flow we attend 400 deliveries per month.
we may be exhausted during this time we may insult maternity care users either

eee

intentionally or unintentionally’

From in-depth interview both health care provider and maternity care provider considers
insult and pinch normal during labour and delivery, demoralization of  health care
provider due week health system and lack of training were other challenge raised by health
care provider. The main theme of the finding showed that individual related factor and

provider related factor were prevalent.
Health care provider from the health center said

“Higher official simple asked the monthly report. There is no support from them even we
were excluded from long term training , this demoralize us and depressed on our work it

affect our activities by this case service may be compromised.”*
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6. DISCUSSION

This study investigated the prevalence of disrespect and abuse of women during facility
based child birth in community level. In addition, the study aimed at identifying factors
that are associated with disrespect and abuse during childbirth using both qualitative and
quantitative methods. Even though it is unspoken, disrespect and abuse is serious issue that
occurs globally. The result of this study showed that the overall prevalence of disrespect
and abuse was 67.1% with 95% CI (63-72). This figure is slightly lower than the study
conducted in Addis Ababa, Ethiopia on respectful and non-abusive maternity care in
governmental hospital and health center which showed that the prevalence of disrespect
and abuse was 78%((23). This discrepancy might be due to the small sample size of the
pervious study and it may be also due to study period difference. In contrary, this finding
was higher than study conducted in Tanzania 15% and Kenya 20% (23) Discrepancy may
be due to the fact that there is socio cultural and socio economical difference.

According to this study the physical abuse is the most commonly experienced component
of disrespect and abuse and its prevalence was high 57.6% with 95% CI (53-62).This result
was also supported by qualitative finding which showed that “pinching and slapping of
mothers during labour and delivery were commonly practiced at maternity care unit in
health facility”. This result was different from study done in Tanzanian 3.5%, Ghanaian
35.7% and Kenya 4.2% (6, 18 , 23). This discrepancy might be that due to good
commitment of health care professional and large sample size of pervious study. The other
most common types of disrespect and abuse experienced in this study was non - consented
care 57.6 % with 95% CI (53-62). The result was also consistent with in-depth interview of
maternity care users which showed that non-consented care during procedure in maternity

care unit was common.

“Mother said: When I gave birth in referral hospital with episiotomy, health care provider
repaired the episiotomy without pain killers so I felt very bad”. The result of this study was
high as compared to the same study done in Addis Ababa on respectful and non-abusive
maternity care during child birth in hospital and health center which showed that 48% of
respondents experienced of non - consented care (19). The difference may be due to
courtesy bias where women do not want to negatively evaluate health workers while they
still need their services. Similarly this finding was higher than the same study done in
Palestine 36% and Kenya 4.3% (23,31).This inconsistencies might be due to difference in

health police, implementation program and study design.
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In addition, the other category of disrespect and abuse of women experienced during
facility based child birth in this study was non-confidentiality care 11%. This finding is
different from the study which was conducted in urban Tanzanian 2% and Kenya 8.5%
(24,23). This inconsistency might be due to policy of health care and implemented
programs difference.

According to this finding the other category of disrespect and abuse experienced by women
were non —dignified care 8.5 %. This study is lower than study conducted in Ghanaian
29.6% and Kenya 18% (18,23) . This discrepancy might be due to study period and study
place difference.

Similarly the other category of disrespect and abuse reported in this study was
discrimination during provision of service which accounts for 2.2%. This result was also
supported by qualitative finding of In-depth interviews of maternity care users and
community leaders found that providing service first by relatives and friends were
sometimes practiced in hospital and health center.

“One community leader said: In hospital some health care providers gave the service first
by their relative or there family this makes me unhappy”. This study is lower than study
conducted in Ghanaian 20% (25). The inconsistency may be due to socio cultural
difference and commitments of health care provider.

The other category of disrespect and abuse reported in this study was
Abandonment/Neglect care during labour and delivery which accounts for 7.1%. This
finding was lower than direct observational study conducted in five countries Ethiopia,
Kenya, Nigeria, and Tanzania 9-29%(35). This inconsistency may be due to small sample
size of this study and study period difference.

In this study maternal family income were significantly associated with disrespect and
abuse those mother whose maternal family income <2000 birr were 1.74 times more likely
disrespected and abused than mothers whose family income > 2000 (AOR=1.74, 95% CI:
1.08, 2.80) this finding was consistent with similar study which was conducted at Addis
Ababa, Ethiopia showed that poor were more disrespected than the rich (19). This result
was also similar with a study which was conducted in Bangladesh and Kenya showed that
rich women received care earlier as compared to the poor, despite the seriousness of the
medical condition(10 ,34).

This finding also showed that number of ANC was associated with disrespect and abuse.

Those mothers who had <4 times visits during pregnancy were 1.97 times more likely
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disrespected and abused than those mothers who had >4 times visit (AOR = 1.97, 95% CI:
1.15, 3.40).This study is similar to the study which was conducted in Tanzania(6).

In addition to this other obstetrics factor associated with disrespect and abuse in this study
was length of stay in health facility those mother who stayed in health facility after
delivery were 5.14 times more likely disrespected and abused than others (AOR=5.14,
95%CI 2.33, 11.82).This study was consistent with the same study conducted in the
Tanzania (6).

In this study in depth interview of maternity care users and community leader showed that
normalization of disrespect and abuse, lack of good attitude of health care provider to
wards mothers and his work were identified factors for disrespect and abuse during labour
and delivery. This study finding was almost similar to study conducted in Kenya on
prevalence disrespect and abuse during facility based child birth (23).

In this study in depth interview of maternity care users, community leaders and health care
providers which showed that the contributing factors for disrespect and abuse of women
during facility based child birth was lack of infrastructures in health facility. So this finding
was similar to the nationally representative surveys conducted in Ethiopia 14%, Kenya
26%, Rwanda 18%, and Tanzania 50%, lack infrastructure during labour and delivery (38).
In addition to this, shortages of human resources, poor professional development
opportunities and provider distancing as a result of training were other challenges which
was raised by almost all health care providers in both health center and hospital during in
depth interview. This finding was the same with direct observational study which was
conducted in five countries East and South Africa showed that luck of resource, staff
shortage and lack of training was identified factor for disrespect and abuse during child

birth (35). And this finding was also same with study which was conducted in Kenya(23).
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6.1 Strength and limitation of study
6.1.1. STRENGHTS OF STUDY
The study has considered different technique of assessment like provider prospective,
community leader prospective and maternity care user prospective with both qualitative
and quantitative methods. Since the study was community based, then the actual data was
obtained from respondent. In addition to this study includes mothers who gave birth at any
health facility.
6.1.2. STUDY LIMITATIONS
The study assessment relied on self-report, and thus does not provide an ,objective™
measure of the frequency of poor and abusive care in facilities. Recall bias was not
minimized since the respondents were mothers who gave birth in last one year. Since the

study is cross sectional, temporal relationship could not be established.
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7. CONCLUSION AND RECOMMENDATIONS
7.1. Conclusion

The result revealed that the prevalence of disrespect and abuse is high in the Bahir Dar
town 67.1% during labour and delivery which is a prevalent issue that needs urgent
intervention. The specific types of disrespect and abuse varied from woman to woman, but
the most prevalent types of abuse were physical abuse 57.6% and non-consented care
57.6% followed by non-confidential care 11%. Majority of mothers who gave birth
specially in governmental health institution were experienced of at list one form of
disrespect and abuse. Since family monthly income, the number of ANC visit, type of
health facility and length of stay in health facility after delivery were some of the identified
factors significantly associated with disrespect and abuse. These is serious issue in health
sector that needs due attention to participate and empowering of all child bring women in
health issue and fulfilling necessary infrastructure in hospital and providing training for all
health care provider on child bring women right to alleviate the issue and crating good
bonding between health care provider and maternity care users.

7.2. Recommendations
Based on the study finding the following are recommended.

e Further community based research in both urban and rural area will be needed for
policy making and for educational purpose.

e Bahir Dar Regional Health Bureau, Non- governmental organizations dealing with
maternal and Child health is better to immediately embark on programs to lower the
unacceptably high prevalence of Disrespect and Abuse during child birth.

e Bahir Dar Regional Health Bureau is better to address those identified factors to
disrespect and abuse. Crating awareness to Increases number of ANC visit,
decreasing the unnecessary hospital stay and providing compassionate and
respectfully care for all mothers who gave birth in health facility regardless of socio

economical back ground of mothers.
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9. ANNEXES
ANNEX I: Map of the study area

Figure 5.Map of Bahir Dar city.

https://upload.wikimeda.org/wikipeda/Bahir
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Annex II: English Version Information Sheet

Questionnaire Identification Number

My name is . 1 am working as data collector in the

research Conducted by Biresaw Wassihun, who is conducting this research for the partial
fulfillment of his Master degree in Maternity and Reproductive health Nursing Specialty
track in Addis Ababa University. We are trying to assess Disrespect and abuse of women
during facility child birth. We would like your honest opinion pertaining to the questions
especially what you had experienced disrespect and abuse by health professional during
giving birth in health facility. Name of advisor; Leul Deribe (BSc, MPH) and Nadia
Worede (BSc, MSc)

Name of the organization: Addis Ababa University, College of Health Sciences,
Department Of Nursing and Midwifery.

Name of the Sponsor: Addis Ababa University

Introduction: Information sheet and consent form is prepared for mothers who give birth
in health facility in last one year and who will be volunteer to participate in research
project, both quantitative and qualitative cross-sectional study will be used to assess
disrespect and abuse of women during child birth in Bahir Dar Town.

Purpose: I am hopeful that this research will benefit all pregnant and laboring mother
including newborn health care improvement and quality of care. I will provide research
results to concerned body for intervention.

Procedure: To assess the disrespect and abuse of women during child birth in Bahir Dar
town you are invited to take part in this project. If you are willing to participate in this
project, you need to understand and say ,.yes” on the agreement form. Then after, you will
be interviewed by the data collector. All your responses and the results obtained will be
kept confidential by using coding system whereby no one will have access to your
response.

Risk/ Discomfort: By participating in this research project, you may feel that it has some
discomfort especially on Spending time about 30 minutes. We hope you will participate in
the study for the sake of the Benefit of the research result. I am Shure there is no risk in

participating in this research project.

Benefits there may not be direct benefit to you but your Participation is likely to help us in

assessment of disrespect and abuse a laboring women facing during child birth ultimately,
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this will help us to identify the gap and take the appropriate intervention by the authorized

stakeholder. You will not be provided any incentive or payment to take part in this project.

Confidentiality: The information collect from this research project will be kept
confidential and information about you that will be collected by this study will be stored in
a file, without your name, but a code number assigned to it. In addition, it will not be

revealed to anyone except the principal investigator and will be kept locked with key.

Right to refuse or withdraw: You have full right to refuse from participating in this
research. You can choose not to respond to some or all questions if you do not want to give
your response. You have also the full right to withdraw from this study at any time you
wish, without losing any of your right. If you have any question, you can ask at any time. If

you have additional questions about the study please contact
Biresaw wassihun principal investigator
Tel: +251-918-30-15-01

Email: bireswas@gmail.com or wbiresaw(@yahoo.com
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Annex III: English Version Consent Form

I understand all conditions stated above. I have understood that Participation in this study
is entirely voluntarily. I have been told that my answers to the questions will not be given
to anyone else and no reports of this study ever identify me in any way Therefore, I am

Ready and willing to participate in this study.

If respondent does not agree to be interviewed thanks her and go to the next respondent

If respondent say YES continue

Checked by:

Supervisor Name signature
Date / / E.C.

Time Interview Started: Hour:  Minute:

Questionnaire No

Household ID No

Time Interview Ended: Hour: Minute:

Name of interviewer

Date / / E.C. signature
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Annex IV: English Version Questionnaires

Part one socio-demographic characters of mother

Circle the appropriate response

S.no

Question

Response

Skip

Code

101

Ag e of mother in years

102

Marital status

Single
Married
Divorced

Widowed

103

Mother,,s religion

A

Orthodox
Catholic
Protestant

Muslim

Other (specify

104

Ethnicity

R A

Amhara

Oromo

Tigrie

Awi

Other specify-------

105

M other,s level of education

A

No formal education
Read and write
Primary (1-8)
Secondary (9-12)

Collage and above

106

M other"s occupation

House wife

Private employee
Government employee
Merchant

Student

Other

107

Families monthly income (in

Ethiopian birr
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108 | Is there any payment | l.yes
you 2. No
were asked for the
most recent delivery
Service?

109 | If the answer is yes 1.Forconsultation,card
for no #108 for what | and Examination]
Services you paid? 2. For laboratory

3. For delivery service
4. For drugs
5.0ther[specify------
1. Yes
110 | Do you have ability to 2. No

pay for any service?

Now I am going to ask you some questions about your recent delivery in health facility

Part 2 past obstetrics history of mother

201 | Did you see anyone 1.yes
for antenatal care for | 2. No
this child
202 | If you say yes in no# | l.docter
10 Whom did you 2. nurse
see? 3.midwifery
4.HEWs
5.other specify
203 | Where did you 1.home

receive antenatal care

for last pregnancy?

2.Govermental  health
center
3.Governmental referral
hospital
4.Govermental  district
hospital

5. private clinic
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6.otherspecficy ---

204 | How many times did | Number of times
you receive antenatal
care during last
pregnancy?
205 | How many total 1. one
numbers of deliveries 2. two
you had including 3. three
still births/neo-natal 4. four
deaths 5. five and above
206 | From total delivery 1. All of them
haw many you had 2. one
delivered in  health 3. Two
facility 4. Three
5. Four
207 | What was the type of 1. public health
facility where you had center
your last delivery 2. Public  district
hospital
3. Public referral
hospital
4. Pervat health
institution
5. Other ------
208 | Who was the main 1. Nurse
provider 2. Midwife
Conducting your 3. Doctor
delivery 4. Others
5. No body
209 | What was the sex of 1. Male
the main provider 2. Female
conducting your 3. Both

delivery
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210 | What was the type of 1. Normal delivery
your last delivery? 2. Caesarean
delivery
3. Vacuum
extraction/
forceps delivery
4. Delivery by
episiotomy
211 | Did you stay in health 1. Yes
facility after delivery? 2. No
212 | If you yes on #20 For 1. One day
how many days did 2. Two days
you stay in 3. More than two
the hospital days to one week
4. More than a
week
213 | Were there any 1. Yes (for self)

complications
during your last

delivery

2. Yes (for baby)

3. Yes (both self
and baby)

4. No

Part III: Disrespect and abuse of women experiencing during childbirth

in facility

sno | 1. During your most recent facility 1. Yes
delivery did you experience the following 0. No
types of physical abuse?

301 | Health provider(s) physically hit, slapped,
pushed, pinched or otherwise beat you.

302 | verbally (insulting) abuse during labor or
delivery

303 | Separate mother from baby without
medical indication

304 | Support staffs insult me and my companion
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305

demonstrating caring in a culturally

appropriate way

306

Receiving unnecessary

uncomfortable/pain-relief treatment

307

Denied from food or fluid in labor unless

medically necessitated

2. During your most recent facility
delivery did you experience this non-

confidential care?

308

The providers didn‘t uses drapes or
covering
appropriate to protect mother*s

privacy

309

Health providers discussed your private
health information in a way that others

could hear

3. During your most recent facility
delivery did you experience to get
information, informed consent for any

procedure

310

The provider introduces themselves
and Greeting mother and her support

person

311

The providers encourage mother to ask

questions

312

The provider respond mothers question

with politeness and truthfulness

313

The provider explain what is being done
and what to expect throughout labor and

birth

314

Provider gives periodic updates on status

and progress of your labor

315

providers permit mother to choice of
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position for birth

316

Health provider can obtains consent or

permission prior to any procedure

4. During your most recent facility
delivery did you experience the

following types of non-dignified care

317

Health providers shouted at or scolded you.

318

Health providers made negative comments

about you

5. During your most recent facility
delivery did you experience the
following types of

abandonment/neglect of care?

319

Health providers ignored or abandoned you

when you called for help.

320

Left unattended during the second stage of

labor

6. During your most recent facility
delivery did you experience the

following types of discrimination

321

Health care providers discriminated

by race, ethnicity, and economic status

322

Health care providers discriminated

because of teenage (< 18 yrs.)

323

Health care providers discriminated

because of being HIV positive

7. During your most recent facility
delivery did you experience the
following types of detention

324

Discharge postponed until hospital bills are
paid

325

The woman is never detained or confined

Against her will.
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Part Four: In-Depth Interview Guide

A. INDEPTH INTERVIEW GUIDE FOR CHILDBEARING MOTHESRS

B.

1. Could you please describe your experience during childbirth at facility? Please
explain to me 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

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

3. Please narrate to me your experience of friendly and sensitive treatment during
your last childbirth.

4. Did you know any mechanism to ask unethical health professionals?

5. Can you guess the reason to this disrespect and abuse?

INDEPTH INTERVIEW GUIDE FOR HEALTH CARE PROVIDERS

Could you please describe the underlying factors that predispose to disrespectful

and abusive maternity care in your facility during labour and delivery

In your own opinion, what would you say about service providers' working

conditions? Probe for what and how regarding support and supervision from higher

&facility managers, caring for the careers, team work, etc. Probe for any challenges

and success experienced in the maternity unit or facility in relation to childbirth

if you have an additional Idea (specify

INDEPTH INTERVIEW GUIDE FOR COMMUNITY LEADERS

Could you please describe your experience during women childbirth at facility and

what you have heard in your community? Please explain to me 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.

Can you guess the reason to this disrespect and abuse

Is there any community involvement to prevent childbearing women right

violation? If you have any other idea specify
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Annex V: Amharic Version Information Sheet
Pavl % bb

av(\P e &P(

0oy AQAADT:: (1AS0 ANO RLACAA 0900 8.4 AASTTS f
TPAL MG+ (P10 (LLAD* PAUT ATLLLID TG AL aPlB ANA. s APALU- 1D+ i1 hGPT
Nm.S T2 ALOAS. PTLLCADT ANNET P12AMS AGFTT TI0hA PALLT POAL: WIANT AL TG
APLLAYY 1M-:: PACALY F9T A G U1 NG ATPEPE AN WHAINT:: (AL L° hGT
OmS +2P® AOAS O0mS AP LoMITT ANt PILADS AGHETT TI0hd PALLT POA.L:
AT WG ST garAndA::

PATTNSPT (19°: A0+ LCOL (BSc, MPH) AS 4.2 @48 (BSc, MSc)

Phkav (gP: A4N ANQ LLOCACET MT ARTN DASE PICALT AT TLEPLES T/hGFA
PLIq (6h, Rav AF°: AGN AN RLOCAE

a9 f: (ALD- | 9avt OAP MG TEI° AOAS AT &PLE AU AGHT P08 WG 497
a9¢.015%, P& FHIBEA:: AGET MG TR AOAS NS 0A>-P 0990 2 pav®-F Ah-NCT 21200
AGCPT7 T0hA PALLT POAL AINNT WS 8T aPm AG SHT AL TG NOMC 8C 1ol £.24.9A::

GATY: OU TG AACTH AGPTE IOF AL A AGPT A78,09° AeRPA UIGT AL A“LLLT AThNhALPT
aq LarM\ Fde 300Nz PTGE Oyt ATLIPANTF D AAT SATA::

A8t NOMC 4C F9? MOAL 0 OAGPT A ATLLCATD AhNCT PILADS AGHT7 TI0hA
PALLT ROAL AININT  AG 1T AL A9LLLAD TGT Wr8.AT4 TINHPA:: (1 THG+E AL AdPATe
ntaetev AP7 NIV aPaTIerET Pavihki: NHUP 1A N9Pl8 ANANLD: apm@P PLL NI A ::
PULAMT avZ8 (nPAA N7LATC NhL +LCT ATTII° AAT LPapM{::

PT/AT: OTSE AL NePAtq QHPTT AILTAPT AT AN PSP U7 PTeE @-avt
ATLLPN @< ADT NAD* A7LTLATER ATIPTAT: 2 A2RU-I° NaPAT4 TO7I° AT 14T ARLCANTIP::

PPI°: PTG P TP (HU- TGF AL NPA+E ALTT SFAN:: (LPYI° U7 875 O mst NAGHT
AL PULCAMT ANNCET P1LAMS AGPT7 T90hd £ALLT POAL AININT  AS ToT ATIDP AG
TULDT PP ACIPE N7LavAnt@- ao(18f O AP@OL LL5A:: NTGH AL NePAtE AP TPI°
ORI° NG hPTHI::

POMSErE: (LU~ TG AL PILTT@ avl8 oo+ PPAMLPrT TP BParMA:: PACAPI avlE
NFLA hACOHL OF° @R, (1L +LCT ParM\:: (e 169° hnGE: DR, A“T7I° WD ALATIO::

NPGH PANTE av{yt: (PG PATPAFe avf av(t AAPT:: (NTPSE OAT Al TERPTI® avAfn
PAOAMT oVt ANPT:: 097G @90 IH nHs+ PAaPAte av(Vt AAPT:: el TR hAPT
NL0FHAD AL PTTGA::

(WA Ly Phur0dh: +251-918-30-15-01 ATLA: bireswas(@gmail.com me,9°
whbiresaw(@yahoo.com
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Annex VI: Amharic Version Consent Form
POTPPrE 02 PLAVE TN, P

NAL PPNt N0 HLE&FAV-:: LY TG AL PP+ (o0 &PLTATE 1022 WA 14T Pt
PIPAM®D- aPAN AMA ATTII° AD ALATI® A79.0-9° NS TT7rE ATTI9° A8T1089°:: QAT NTGE AL
AOG &P Tz

TAFE0 §PLGT NAP'T AP0+ DL PTAD- LN ::
FAFED G PLE NPT LPPiv::
+4.91m (N:

M as OI° &G

+7

P aomg ek BN\ (%t LeP

aop\p n e e PC 20t R TC

FA aomed CAPOT (%t LeP

PO aPMRET LLLID- AATD-L (TP

¢y &C1
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Annex VII. Amharic Version Questioner

NGA A28 TINEPS 2.9°°16-4.0P U2 P T
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TEEPT

ANG/&

ng&

101

AL&TLPt 0t 107

102

NAUT AYTeINF vpFP 97
LapAN?

£4a10

Lylls

(N

9>+ e+aP

103

AP FOLL1D7?

A e S ol BT o

ACR&hA
nfAh
TEENIT
a9

AA NA( £10%)

104

NECP 27 1007

A o

AT

ACTP

N I

A

AA A L10%)

105

PHIVCT LLEPTT (LIAKNT?

[am—

al(F U1 TIUCT
eotTlt

0N hG a9
pavgavs @ 009 (1-4)
pavgavg @ 0L (5-8)
UOHE R2F (9-12)
POHG 048 >12

106

AU7 9°7 92 (16 10 09904

0t Aot
Pl +pMe
PPN (Gt
108,

978

aA hA( £10R)

107

N@OC L7077 UL 9°7 LU 107

108

OmSs &CeE  LCOD  PhU-+T




POAL:
ANt ATITTE T2 hFAPA

2. 4P

109 | vf¢ ,,108° AP hvrt 97 ALrt | 1. AMCRS AIPCavc-
AINNT ATITT T 10C TIHA 2. AA(¢F6
Phe.iet? 3. ADAL: A1

4. ALYyt
5. MO T(210 2

110 | 0PFF@-9° A100T Aarhd.b API° 3. AP

AP 4. fag
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NEA U-AF: PAGTHPP POAL: Jéh

etavlm@<7 av\( Lh((t
tk | TEE A ANL/G he
AU-7 £99° QA PCN M AADASOT U3 APt
201 | PACTHS it Fo ALC1@- 1NC 1. A®
2. P4
202 | AARF @< P 201 AP hUh 1. &htc
apOP:: (19°7 ALTT (AdP-g 2. 1Ch
nc:: 3. MLmRLs
4. m.S KOOETAT (A<
5. &AWt 2HCHS
203 | o I0C PACTIHS hiha 1. ok
LLLT 2. eavnt mS MNP
3. PPNt Gd.lb PATTA
4, favPElvta0teht PATA
5. 94 hith
6. MA DT 2 PP(r
204 | 9°7 PUA °IlL PACIIHS Dritd | ARTC L0106
ALC10- 10C? I:l:l
205 | AOD AT Q7F Il OAL®- 1. A28
10C (PI°HET9° 6n9°C) 2. vk
3. ot
4. ket
5. AP0t hG hH AL
206 | A0 AT A7E? I OmS 1. uv-(e79°
TRI° OHALPA 2. K3e
3. vk
4. ot
5. Aét
207 | A9P6RAA M ALOAS- 21 10C 1. Pt mS MNE
2. AN Séld POTHA
3. favtvi.0 RSt PATHO
4. ¢4 hA7h
5. &AMV TP
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208 | OPETE  ALPAL  fiNLO- 1. 1ch
QAav-g 777 10C 2. MemeLs
3. &htcC
4. MA
5. 99
209 | OPIErt  ALPAL  PINLD- 1. 03¢
QAao- 13 2. &k
3. UNEP
210 | O9°7 ALrt U-3J 10C POAST 1. Q3G
2. 0P& ™9
3. Navagg Lo&
4. aott
211 | @AS. 054 PATHN $L1PA 1. h®
2. A9
212 | aARG@-  fE AP DU 1. A28 47
aANP:: 0T DT B 2 U P
3. huat #7048
4. nagrrd 0ag
213 | nando aoas  Fac 1. A®7 (Ahé)
AP I0C 2. hP7(AA%)
3. AP7 (AhéO hS AAE)
4. fa9®
h&A Pit: AhCT 22240k POAL: AT AS 14T (avAht
+.¢ 1. 0d@< I OmS TEP A0 1. A?
KNAR 18T LCOnFA 0. eag°
301 | 7S N@OAL 1LH OmG AAaP-fP hhAP
8t LCONTA (724
adMPI°iavL-1LA1:
T 260 TIaPEC. )
302 | NPT NOAL LH OmS 0Ae>-P (At
0Ll LCANTA
303 | hwh9°q +hHH @ hAL IC A7%.0L
TLCLLAU-
304 | A7972 &8 (en, (PR4T: PhCe heA:
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PTOF)  OTT PO PRI
ALNDEA

305

(MG t&ao 04077 WA OChT (HG
MEATE 17765 AT avar1:
IOCP T OHT) K149 I v
TPCATA

306

AANEAL DRI° PaR,avF PYarg® a3
vh9°G +LCINTA

307

AVhIPT ANLAL ALPT NP 1G hoen T
AT&emAl TLCLLAY-

2. 0Ad@~ °lH, OmS TEP® ALOAS
N APEPrEY? Lamne KM\
AITPFA

308

ms AAa>-Pm- 0.0 T aPhAf AND
AlTmParg®

309

MS MAGPPO- PACNPT TLOATELER LB
AT N99.000F g3 d ALOLL INC

3. 0AL® I, MG TLI° LOAS PHCO
&2 +med IC

310

mq AA>PD Ae(v7 ANTPDE AT
AP APPA ARG AS ANCKT
AND- @+

311

MG QAP0 G TEE W7 TMLP
L0L3Ta

312

MmS AA-P@* PAGTHe@ TPE (HUTHS
A1t AL HarChrH £aPAAAN

313

MmS QAae-Po- (97 A%t 9°7 APT0C
W21 A 97 WILTLLOTIC S

314

mS OA>-P@- (PIR@ P97 L+
g (VAT2TaN
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mS QAP 9T Yt AGTHeO-
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nhevamek: 04 DAGTTHR D 9L Lme P
10C

4. 00D M OmS TR LONS
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AIV7? hiZ Th SCHAT A2 I0C

317 | mS Qhae-em- ¢t @90 19T
10N¢

318 | MG QAae-e@m- ACA7T N9Lavaht ao e
AOEeF ATt INC

5. 0AL®< 1B OmS TR ALOAS
RV FAFT AT 10C

319 | AAGSS 091.M40F I mS OAo>-Lm-
VFATITE hAETA

320 | P AL ALK AR. NTLOMNT M MG
O\ L@~ +P+ B2 INC

6. 0ALD- “IH AM.S TLI° ALOAS AIHY
&P T LoD NG

321 | mS QAge-P@+ (HCE 297 (U0 ALde
ALC1D- 10C

322 | mS Qpaevf@- QALY (18 (O
NaoP7T) AL de AL CI0- 1NC
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ALte h&C10+ 10C
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1. (@A.L: Ot PIUNaPPHT PG PG TRET (LENLSAT? (TI0.MeB, PLELPTF) AAN 977 P12 09O

AP TYarCI0L MG +EI° FH? MG AL HLLIAPINDAL: LHS LV4 DAL ST A1 10T

2. (OAL OPF PINaPP T CANL LTLNT TRL (LIAG-AT? AAD 9°7 UP1?

3. (0AL OFF PIMaPTT DNLPT PAMNPS §AYEPT PATTNA APANAS ATAIACT (HCHC
LINB-AT?

4. av-P@ Q1 PoOI0C ARG ALLCITF@. & AN NADL TLPHF DT FONTOT AL191677 & FAN?
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B. AmS 0Aa>-PTF ¢+HOE TAP PA-aomEP avavs

1. OmS +2PF OOT AGFF ADAL A10INT LoPam hFO 4emOPs  GAYFo-
ALTA AT AT9.LTT PTLPINVE PG av(lot: 90087 WP (LPNC4SAT
2. A A100T A QAGP-PP T P0¢- U2 ACAP 9°7F LAN

go7 ATt ACRFG L6 N NNAL VALPT AN TAA
A7 TN WIRANTFU- £:94« 97 LaPAAA
£2¢- I°hNC 99471 97 AT TPI° AAD- NAD- PN

NASHF MmS  heEd ot hoAL IC OFPPH  9°7 ARTrE 4ASPTFS an -t
AMAGTAA

3. temT16 A0 A PULAT hA
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AGPRT OS2 APAS 1TILFO AATLLeD-P FAC NAMALYL aoe-+7 APt +°he
AT9C NLPNEGSATTE haDP 97 A28HnaT Lo106-A™

PACTHG Féh (a0FG Ri€rti- RILEIPLT PLMS +Rav R1QULTT PAPONA, U5 1050
LHINPAL M&HAAFLLINT VIPTINDALS NOAL O AAHLLIAT YhIPT)

AAHY DOC ATRAD- A1\ PPN T 907 WILPT R19° v

POAL hGPTF a1+ A78LMA AgPhAhA PuNZtal: At 27 LavhAd

tenT14 YA NAPT aven,avC eTFAN
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