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SUMMARY
Backgrounds: Respectful maternity care is a fundamental human right for all women that protects
women’s dignity, privacy and autonomy while promoting the utilization of maternity health service. How-
ever, in humanitarian settings respectful maternity care remains underprioritized and has received limited
attention in both research and practice. Despite Ethiopia hosting one of Africa’s largest refugee populations,
evidence on the status of respectful maternity care in refugee settings is scarce, particularly in the Melkadida
refugee camps.
Objective: This study aimed to assess the status of respectful maternity care and associated factors during
facility-based childbirth among Somali refugee women who gave birth at health facilities in the Melkadida
refugee camps, Ethiopia.
Methods: A facility-based convergent mixed-methods study was conducted among Somali refugee women
who gave birth at refugee health centers, healthcare providers and community leaders in Melkadida refugee
camps, Ethiopia, from March 1 to March 30, 2025. The quantitative data were collected through a pre-
tested structured questionnaire from 417 systematically selected women. The qualitative data were collected
through a semi-structured in-depth interview guide with 16 purposively selected participants. The quanti-
tative data were cleaned and coded with Microsoft Excel and analyzed with statistical package for social
science (SPSS) version 27. Descriptive statistics summarized data. Bivariate and multivariable logistic re-
gression analyses were performed to identify factors associated with respectful maternity care. The quali-
tative data were analyzed by using thematic analysis with the support of open code software version 4.02.
Results: In this study 417 women participated with the response rate of 98.6%. The overall magnitude of
respectful maternity care was 18.7% (95% CI: 15% - 22.44%). Women aged 25-29 years [AOR= 3.458,
95% CI: 1.547, 7.730], Women who had four or more ANC visits [AOR = 3.765, 95% CI: 1.844, 7.687],
daytime delivery [AOR = 2.203, 95% CI: 1.134, 4.280], less than 12 hours post-delivery stay at health
facility [AOR = 3.82, 95% CI: 1.783, 8.178], deliveries attended by male providers [AOR = 3.197, 95%
Cl: 1.686, 6.446], and moderate and poorly maintained facilities [AOR = 0.397, 95% CI: 0.178, 0.889] and
[AOR = 0.09, 95% ci: 0.033, 0.245] were factors significantly associated with respectful maternity care.
Identified key barriers included poor facility infrastructure, staff shortage, shortage of medications and sup-
plies, insufficient provider training, less experienced staff, lack of accountability, lack of compassion, poor
communication and deprioritizing of respectful maternity care.
Conclusion: The findings revealed a critically low level of respectful maternity care in the Melakdida ref-
ugee camps. Policymakers and stakeholders should strength health facility infrastructures, ensure resource
availability, enhance providers training and implement robust monitoring and accountability mechanisms
to improve the quality and respectful maternity care provision.

Keywords: Respectful maternity care, disrespect, refugee, childbirth, Melkadida refugee camps
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1. INTRODUCTION
1.1 Background

A refugee is defined by the United Nations High Commissioner for Refugees (UNHCR) as “some-
one who has been forced to flee his or her country because of persecution, war or violence. A
refugee has a well-founded fear of persecution for reasons of race, religion, nationality, political
opinion, or membership in a particular social group” (1). As of May 2024, the number of forcibly
displaced people worldwide exceeded 120 million, with 43.4% of them being refugees. More
than 30 million refugees reside in Africa (2). Ethiopia is home to over a million refugees, mak-

ing it third-largest refugee-hosting country in Africa (3).

Respectful maternity care (RMC) is an organized care provided for all women that upholds their
dignity, privacy, and confidentiality while protecting them from harm and abuse, enables informed
choices, and receives continuous emotional support throughout labor and delivery (4). On the other
hand, Disrespect and Abuse (D&A) refers to treating a woman harshly or inhumanly during labor
and delivery. This includes non-consented care, physical or verbal abuse, non-confidential care,
non-dignified care, discrimination care based on personal attributes, abandonment, and detention
in health facilities (5).

An estimated 287,000 maternal mortalities occurred globally in 2020, 95% of maternal mortality
occurred in low-middle-income countries (LMICs). In Sub-Saharan Africa (SSA) about 70% of
these maternal deaths were recorded (6). These crises are exacerbated in humanitarian settings
where health systems are often disrupted and access to quality care is limited putting women in
such contexts at particularly higher risk of maternal morbidity and mortality (7). Maternal mor-

bidity and mortality are more than twice as high in humanitarian settings (8).

Reducing maternal mortality is one of the global agendas, under sustainable development goals
(SDG) 3.1, which aims to reduce global maternal mortality to below 70 per 100,000 live births
by 2030 (9). World health organization (WHO) highlights RMC as an essential strategy for im-
proving maternal and neonatal health outcomes (10). In alignment with this effort, the Ethiopian
Ministry of Health has implemented RMC as one of the national agendas within the Ethiopian



Health Sector Transformation Plan (EHSTP) as part of broader efforts to improve the quality and

equity of maternal healthcare (11).

While there is growing global attention to the significance of RMC in safeguarding women’s
rights, promoting positive and satisfying childbirth experiences, and improving maternal and neo-
natal health outcomes (12,13), many women continue to experience D&A during facility-based
childbirth. Such experience during facility-based childbirth discourages future utilization of ma-
ternal health services and undermine the efforts to reduce maternal mortality (14-17). Although
the problem is well-documented in general populations across LMICs, these issues are often more
severe among marginalized groups such as refugee women who face multiple vulnerabilities re-

lated to displacement, poverty, trauma, and limited legal and social protections (5,18).

In refugee settings, additional barriers such as poor infrastructure, chronic staff shortages, and
socio-cultural and language mismatches, and under-resourced health systems further compromise

the quality of maternity care and contribute to poor RMC during facility-based childbirth (18-20).

Although UNCHR reports high rates (90%) of facility deliveries in refugee camps in Ethiopia (21),
this doesn’t necessarily reflect the quality and respectfulness of care received. Access to skilled
birth attendance (SBA) alone doesn’t guarantee RMC. A study conducted in Lebanon among the
refugee population reveals that refugee women face discrimination and stigma and often lack al-
ternative care options, compelling them to give birth in these facilities despite facing mistreatment
(22). Similarly, studies in Ethiopia showed that many women experience D&A during facility-
based childbirth but tolerate and accept it as they believe it is for their benefit (23,24). These find-
ings highlight the need to move beyond mere access indicators and critically examine the quality

and respectful nature of maternity care in humanitarian contexts.



1.2 Statement of the problem

RMC is recognized as a core element of quality maternity care. It promotes care-seeking behavior
and directly contributes to reducing maternal morbidity and mortality (10,25). However, many
women in LMICs continue to experience D&A during facility-based childbirth (26). The absence
of respectful care during labor and childbirth discourages women from seeking skilled birth at-
tendants, even when they realize the potential health benefits of giving birth in the health facilities

due to previous disrespectful experiences (10,17).

Studies in LMICs reported high rates of D & A during facility-based childbirth, In India 99.1%,
Mozambique 80%, Ethiopia 98.9%, and Nigeria 30.1%. Type of health facility, availability of
continuous labor support, maternal education level, mode and timing of delivery, and socioeco-
nomic status were some associated factors with RMC (14,15,27,28). These issues are often exac-
erbated in underserved areas. For instance, in Bishangul-Gumus Ethiopia, only 12.6% of mothers

who gave birth in health facilities reported receiving RMC (29).

Refugee women are particularly vulnerable to mistreatment and poor-quality care due to intersect-
ing challenges such as displacement, legal insecurity, economic hardship, gender-based violence,
and limited access to healthcare services (2,30). These factors, along with poor health infrastruc-
ture, resource shortages, and a lack of trained healthcare personnel, further undermine the provi-
sion of RMC in such contexts (12,31,32).

Despite the fact that RMC should be prioritized in refugee settings given the heightened vulnera-
bility of displaced populations, it often remains neglected. In humanitarian settings, the primary
focus is typically on life-saving and emergence interventions like emergency obstetric and new-
born care (EmONC), with limited attention to the broader dimensions of quality and respectful
care (33,34). Consequently, many refugee women give birth at facility but often endure traumatic,

undignified, and disrespectful care experiences (21,22)

Failing to provide respectful care for marginalized groups not only violates their fundamental hu-
man rights but also undermines global efforts to achieve SDG 3.1 (35). Ensuring equitable and
respectful care for all women including refugees is essential to reducing maternal morbidity and
mortality and promoting maternal health service utilization (10). Although interest in RMC, most
existing studies focused on non-humanitarian settings (19). In Ethiopia, despite multiple studies
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that have explored RMC in non-refugee settings, there is limited empirical evidence on the extent
and nature of RMC in refugee settings.

Therefore, this study was undertaken to assess the magnitude of RMC and associated factors dur-

ing facility-based childbirth among Somali refugee women in the Melkadida refugee camps.



1.3 Significance of the study

Respectful maternity care during labor and delivery is one of the most effective interventions to
improve maternity care use and lower maternal morbidity and mortality. Provision of respectful
maternity care is especially crucial in refugee settings where women face heightened vulnerabili-
ties. In Ethiopia, it remains unclear to what extent refugee women receive respectful maternity
care. This gap makes it both timely and critical to assess the status of respectful maternity care and

associated factors.

Additionally, the findings of this study will provide information to stakeholders and policymakers
for designing and implementing evidence-based interventions and policies tailored to refugee set-
tings. Therefore, there is a need to conduct this baseline research that helps to improve maternal
health outcomes in the refugee settings so that all women irrespective of their status would be able
to access respectful care during labor and delivery. Furthermore, researchers could use this study

as a base for further research on refugee settings.



2. LITERATURE REVIEW
2.1 Respectful maternity care (RMC)

Respectful maternity care (RMC) is a women-centered strategy, based on moral principles and
human rights, and practices that take into account women’s desires and the needs of women and
newborns (31). RMC not only enhances the well-being of mothers and positive childbirth experi-
ences but also encourages the use of maternal healthcare services, which improves maternal and
neonatal health (36). Moreover, RMC actively constructs reliable and supportive relationships be-
tween patients, healthcare providers, and health systems to eliminate abuse/mistreatment and en-

sure quality and humane care throughout the birth process (4,5).

2.2 Practice of respectful maternity care

Studies across the globe reveal diverse experiences of RMC. A study conducted in the USA,
showed that the majority 83.7% of the women reported receiving RMC (37). Similarly, a cross-
sectional study done in Nepal among women attending the Nepal Medical College found that
84.7% of women perceived that they received RMC (38).

Conversely, a facility-based cross-sectional study to assess the quality of RMC in tertiary
healthcare in central India reported that 100% of respondents experienced at least one form of
disrespect (14). In contrast, in rural Northern India, a community-based cross-sectional study
found that the majority 88.7% of women have experienced RMC (39). Highlighting specific diffi-
culties that urban tertiary institutions may encounter, such as provider burnout and overcrowding,
both of which have an impact on the caliber of treatment. The disparity in the results underscores
that the level of respectful and quality of maternal care in different regions and health facilities
across the same country may be considerably divergent. Organizational and system factors such
as availability of hospital resources, number of providers per population, culture, and regional

healthcare policies can influence the perception and reality of respect during childbirth (40).

A prospective cohort study conducted in Iran, Tabriz City to determine the status of RMC among
334 women found that 63.42% of women experienced RMC (41). A study conducted in Tanzania
found that 15% of women reported mistreatment in facility-based childbirth immediately after
delivery while they were in the facility, this number goes as high as 70% in community follow-
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ups (42). These differences may be attributed to fear of retaliation or courtesy bias in the healthcare
facility compared to a more open environment for sharing experiences at the community level (43).
Suggests significant underreporting due to fear or social desirability bias inside facilities. A cross-
sectional study conducted in Mozambique, reported disparities in the level of D & A during facil-
ity-based ranging from 24% in central hospitals and 80% district hospitals (15). A study conducted
in Calabar Nigeria indicated that 69.9% of women received RMC, and 30.1% of them faced some
form of D & A (27).

As in other countries, in Ethiopia, the provision of RMC varies widely across different regions. A
cross-sectional study conducted in Southwest Ethiopia on the prevalence of RMC found that
81.2% of women experienced RMC (44). Another cross-sectional study conducted in Northwest
Ambhara referral hospitals Ethiopia, on RMC and associated factors showed that the proportion of
RMC was 56.3% (45). Similarly, a cross-sectional study in Addis Ababa public hospitals assessed
the status of person-centered maternity care (PCMC) showed that 65.8% of women reported re-
ceiving respectful care (16). A cross-sectional study in South Gondar Zone, Northwest Ethiopia,
found that only 39.4% of women received RMC during facility-based childbirth (46).

However, a cross-sectional study conducted in East Hararghe public facilities, East Ethiopia, on
the magnitude of D & A found that three in every four women 77% who gave birth in East Ha-
rarghe public health facilities experienced D & A during childbirth, which means only 23% of
women received respectful care (47).

More alarming findings were observed in other parts of the country. A facility-based cross-sec-
tional study in the Benishangul Gumuz region reported that only 12.6% of women received RMC
during childbirth (29). Similarly, a cross-sectional study in Arba Minch town, south Ethiopia, on
the prevalence of D & A showed that almost all 98.9% of women have reported experiencing at
least one type of D & A (48). These findings reflect substantial gaps in the consistent provision of
respectful care across the country, which are related to systemic challenges such as resource avail-
ability, infrastructure, provider attitudes, and cultural conventions (40). However, there is a lack

of thorough nationwide data and context-specific interventions.

In refugee settings, overcrowding, understaffing, and lack of resources in health facilities are com-

mon and often lead to neglect of women’s dignity and limited access to RMC. Cultural sensitivities



and systemic barriers further worsen the situation. For instance, a qualitative study in Lebanon on
the experience of RMC among refugee women found that most refugee women experienced dis-
respect and abuse (49). However, overcrowded facilities and overworked staff sometimes result in
delayed care, thus compromising the timely and quality of services (50). In the same way, in
Kenya, in the Dadaab refugee camp, Somali refugee women preferred traditional birth attendants

(TBAS) over hospital services, as TBAs were more attuned to cultural and religious practices (51).

These findings, therefore, indicate the need for friendly, timely, culturally competent, and non-
abusive care in humanitarian settings, especially refugee camps, where women are often at higher
risk for mistreatment due to systemic limitations. Moreover, the predominance of qualitative re-
search highlights the methodological gap, emphasizing the need for standardized and measurable

approaches to assess RMC in these contexts.

2.3 Categories of respectful maternity care

2.3.1 Friendly care

Friendly care includes kindness, empathy, clear communication, emotional support, and efforts to

uphold women’s dignity and autonomy (52).

A study conducted in the USA, while the majority 83.7% of the women reported receiving RMC,
17.3% reported experiencing some type of disrespect during delivery. A notable violation of
friendly care was the disclosure of private or personal information without consent at 1.2 % (37).
Similarly, a cross-sectional study done in Nepal among women attending the Nepal Medical Col-
lege found that even though the most 84.7% of the women experienced RMC, 15.3% of partici-
pants perceived they had experienced disrespectful treatment. Within the category of friendly care,
28% of the women reported inadequate pain and relief management discussion during labor and
delivery (38).

A community-based cross-sectional study in rural Northern India, found that the majority 88.7%
of women have experienced RMC. In the friendly care domain, communication and autonomy had
the lowest score 62.9%, the other inadequate areas of friendly care included the healthcare pro-
vider’s self-introduction, the choice of the position during delivery, and pain relief discussion (39).

A prospective cohort study conducted in Iran, Tabriz City to determine the status of RMC found



that 63.42% of women experienced RMC. Among its components, friendly care was the most
commonly experienced, reported by 63.57% of the women (41). A study conducted in Calabar
Nigeria indicated that 69.9% of women received RMC, and 30.1% of them faced some form of D
& A. In the category of friendly care, a high rate of women reported that healthcare providers

explained procedures 65.1% and sought consent before procedure 69.9% (27).

In Ethiopia, a cross-sectional study conducted in Southwest Ethiopia RMC found that 81.2% of
women experienced RMC, with 82.6% of women reported receiving friendly care (44). Similarly,
a cross-sectional study conducted in Northwest Amhara referral hospitals Ethiopia, showed that
the proportion of RMC was 56.3%, from this friendly care accounts 65.10% (45). A study con-
ducted in South Gondar Zone, Northwest Ethiopia, found that 39.4% of women received RMC
during facility-based childbirth, 92.6% received dignified care, and 85.4% received confidential
care (46). However, the cross-sectional study conducted in East Hararghe public facilities, East
Ethiopia, on the magnitude of D & A found that 77% who gave birth in East Hararghe public
health facilities experienced D & A during childbirth. Among the domains of friendly care, the
most prevalent type was non-informed consent at 48.9%, non-confidential care at 47.5%, followed
by non-dignified care at 25.5% (47).

2.3.2 Abuse-free care

Abuse-free care includes the absence of physical or verbal abuse, and their needs are met with

responsiveness and compassion during childbirth (52).

The study conducted in the USA, revealed that 8.5% of women were shouted at, 5.5% experienced
privacy violations, and 4.5% experienced withholding or forcing them to accept treatment they did
not want (37). The study in Nepal found that among women who experienced D&A, 30% reported
being shouted at and 18.7% reported being slapped (38). The prospective cohort study in Iran,
Tabriz City showed that 65.28% of women received abuse-free care (41). The study conducted in
Mozambique, revealed that the most common within the domain of abuse-free care was being

scolded and yelled at by healthcare providers at 9.9% in central and 26.15% in districts (15).

The cross-sectional study in Southwest Ethiopia, showed that 77% of women received abuse-free
care (44). Similarly, the study in Northwest Amhara referral hospitals Ethiopia, reported abuse-

free care at 62% (45). However, the cross-sectional study in East Hararghe public facilities, East
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Ethiopia, on the magnitude of D & A found that 26.8% of women reported physical abuse during
facility-based childbirth (47).

A qualitative study in Lebanon on the experience of RMC among refugee women reported that
women experience substandard care, denial of pain relief options or performing painful surgical

procedures, and denial of birth companions (49).
2.3.3 Timely care

Timely care involves prompt attention, responsiveness to needs, avoidance of delay in service

provision, and respect for the woman’s cultural practices and preferences (52).

The cross-sectional study in the USA, found that 7.8% of women disregarded their demands for
assistance or not responding to inquiries for assistance in a timely matter (37). The cross-sectional
study in Nepal showed that 22.7% of women experienced delayed services (38). The prospective
cohort study conducted in Iran, Tabriz City revealed that 57.76 % of women received timely care
(41). The cross-sectional study in Southwest Ethiopia, found timely care at 84.1% (44). The study
in Northwest Amhara Ethiopia, reported the highest rate of timely care at 96.3% (45).

A qualitative study conducted in Chad among Sudanese refugee women reported generally posi-
tive experiences with RMC, but delays in receiving timely care were a concern due to overcrowded
health facilities (50).

2.3.4 Discrimination-free care

Discrimination-free care implies that women are treated equitably, regardless of ethnicity, socio-

economic status, or other personal attributes (52).

The study in central India, discrimination care was observed with the highest score (2.0) (14). The
study done in Iran, Tabriz City showed that 65.89% of women received discrimination-free care
(41). Similarly, the study conducted in Calabar Nigeria reported that 55.4% of women received

discrimination-free care (27).

In Ethiopia, the cross-sectional study in Southwest Ethiopia reported 81.9% of women received

discrimination-free care (44), and the study in Northwest Amhara referral hospitals Ethiopia, found
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similar results at 82.4% (45). The study conducted in South Gondar Zone, showed that 86.1% of

women received discrimination-free care (46).

The qualitative study in Lebanon among refugee women revealed that a prominent form of mis-
treatment was discrimination and stigma due to their status for being refugees by healthcare pro-
viders (49).

2.4 Associated factors of respectful maternity care

2.4.1 Socio-demographic factors
Socio-demographic factors such as age, marital status, education, income, occupation, and place

of residence are the most important factors affecting respectful maternity care.

Studies conducted in Mozambique and Tanzania reported that women from low-income house-
holds were more likely to report experiences of poor RMC (15,42). Similarly, studies conducted
in the USA and India reported that women from certain castes and tribes or marginalized
groups have lower chances of receiving RMC compared to those from more privileged back-

grounds (37,39). Point the systemic social disparities that affect the delivery of care.

Age is a significant determinant of RMC. In a study conducted in southwest Ethiopia, women who
were under 20 years old 2.5 times higher chance of receiving RMC than those whose age was over
or equal to 35 years (44). In contrast, a cross-sectional study done in Ilu AbaBor southwest Ethio-
pia, found that women aged 15-19 years were 75% less likely to experience RMC than their older
counterparts (53). These contradictory findings may reflect differences in study settings or popu-
lations, and suggests a need for further research into cultural and contextual influences on how age
affects RMC.

Education is another factor that significantly influences RMC. A study conducted in Gondar, Ethi-
opia, found that women who completed secondary education were 2.47 times more likely to expe-
rience RMC than women with no or lower educational levels. Similarly, income levels strongly
correlate with maternity care experiences. In Hararge, Ethiopia, women with a monthly income
greater than or equal to ETB 3000 per month were two times more likely to receive RMC than

those who had an average monthly income less than ETB 3000 (47). Also, occupation type has
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been found to impact the experiences of RMC. Those women who had private work had 5.2 times

higher chance of experiencing RMC to compared those who had governmental work (44).

Place of residence further influences the receipt of RMC. A study in Benishangul-Gumuz, Ethio-
pia, showed that women from urban were three times more likely to experience RMC during labor
and delivery compared to those from rural areas. Additionally, women delivered in general hospi-
tals were three times more likely to experience RMC compared to women who delivered at primary
hospitals (29).

2.4.2 Obstetric characteristics

Obstetric characteristics such as parity, ANC follow-up, time of delivery, complications, compan-
ion, mode of delivery, and pregnancy outcome are the most significant factors influencing the

provision and experience.

A study conducted in Nepal indicated that multiparous women who previously gave birth in the
facility were 3.663 folds more likely to receive RMC compared to first-time mothers. The same
study found that women who spent one day or fewer at the facility were more likely to experience
RMC care than those who spent more day one day. Furthermore, according to this study, the
women who delivered during the daytime were 2.050 times more likely to experience RMC than
those giving birth at the nighttime (38). Likewise, a cross-sectional study conducted in Northwest
Amhara, Ethiopia, found that women who gave birth in the daytime were 2.46 times more likely
to receive RMC as compared to those who gave birth at nighttime (45). Supporting these findings,
a study conducted in Iran found that women who give birth at nighttime were three times more

likely to report D & A compared to those who give birth at daytime (54).

A cross-sectional study conducted in southwest Ethiopia showed that a woman who had at least
one history of ANC follow-up were 2.8 folds more likely to receive RMC (44). Another cross-
sectional study in Northwest Amhara, Ethiopia, found that women who had four or more ANC

visits were times more likely to experience RMC (45).

A study conducted in Mozambique highlighted the importance of partner involvement during
childbirth and revealed that the majority of women (73-80%) supported having their partner as a

birth companion (15).
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A cross-sectional study conducted in Gondar Ethiopia, revealed that women who gave birth via
cesarean section were 53% less likely to have RMC as compared to those women who gave birth
by spontaneous vaginal delivery (SVD) (46). Similarly, the study in llu AbaBor southwest Ethio-
pia, found that women who had instrumental delivery were 72% less likely to experience RMC
when compared to those who gave birth via SVD (53). The studies conducted in Ethiopia showed
that obstetric complications were factors significantly associated with poor RMC as compared to
those without complications (55,56). Women who had a history of stillbirth were 5.8 times more
likely to receive RMC than women without such a history (47). Additionally, healthcare facility
type and location influence RMC experiences. Women who gave birth in urban general hospitals
or private hospitals are more likely to report having an RMC experience than those who give birth

in public or rural health facilities (57).

2.4.3 Healthcare provider factors

Healthcare provider characteristics, such as the profession, sex, and the number of providers pre-

sent during labor and delivery, are significantly associated with women's experiences of RMC.

A study conducted in Iran showed that the deliveries attended by healthcare providers other than
doctors reported lower RMC compared to those attended by doctors. Moreover, the number of

healthcare providers who attended delivery was also associated with RMC (58).

Women in culturally conservative settings may prefer female providers, particularly when it comes
to intimate procedures such as childbirth. A qualitative study conducted in Kenya Somali refugees
revealed that the male providers were not culturally attuned, leading to a lack of RMC (51). Con-
versely, a qualitative study in Chad found that Sudanese refugee women in Chad reported feeling
respected and supported by healthcare providers who understood their cultural needs (59).

Contrary to these findings, a cross-sectional study conducted in Addis Ababa Tirunsh hospital
Ethiopia, revealed that women who had male provider attendants were 3.6 folds more likely to
receive RMC than those whose delivery was attended by female providers (55). Similarly, the
study conducted in Harar hospitals, eastern Ethiopia, indicated that women whose labor was at-
tended by male healthcare providers were 2 times more likely to have experienced RMC as com-
pared to those attended by female providers (60). These contradictory findings suggest that cultural

context and provider gender interact complexly with the expectations and experiences of RMC
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2.4.4 Healthcare facility infrastructure

Studies highlight that inadequate healthcare infrastructure can undermine respectful RMC. A study
conducted in Mozambique reported that the lack of separate delivery rooms was associated with
poor RMC (15). A qualitative study among refugees in Lebanon revealed that sharing delivery
rooms with others or the presence of uncomfortable individuals negatively impacted RMC expe-
riences (49). A systematic review study in Ethiopia showed that private delivery rooms were as-
sociated with respectful care by maintaining privacy and dignity during childbirth. Access to clean
drinking water, proper sanitation, and enough beds were associated with RMC (36,57). A study
conducted in Ghana showed that uninterrupted water and electricity supply were factors signifi-
cantly associated with PCMC (61). Similarly, nationally representative studies conducted in Ethi-
opia, Rwanda, Kenya, and Tanzania revealed that 14, 18, 26 and 50% of facilities respectively,

lacked electricity (62).
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2.5 Conceptual framework

Obstetric factors
Parity

ANC Follow-ups
Mode of Delivery

delivery

Care
e Time of delivery
o Companionship

Number of HF delivery

Complications during labor and

e Hours staying in HF/ Postnatal

e  Outcome of the deliverv

Socio-demographic factors
Age

Marital Status
Educational Level
Residence

Occupation

Monthly Income

Respectful maternity care

|

Healthcare provider factors

e Profession of the provider

e Sex of the provider

o Number of the provider

Healthcare facility infrastructure

¢ Availability of Waiting rooms, Sepa-
rated rooms and Enough beds
e Sustained supply of electricity
Clean drink and for sanitation water
e Hygiene and toilet facilities

e Entire facility cleanness and mainte-
nance

Figure 1: Conceptual framework developed after literature review

The conceptual framework was developed after reviewing topic-related literature (29,44—
46,49,51). Illlustrates the association between dependent variables RMC and independent vari-
ables such as socio-demographic factors (e.g., age, education income, etc.), healthcare provider
factors (e.g. sex, profession, number of providers), obstetric characteristics (ANC follow-up, par-
ity, complication, etc.), and health facility infrastructure (availability of separate waiting and de-
livery rooms, enough beds, and access to clean water and proper sanitation). These interconnected
factors determine the type of care women receive and can lead to either respectful maternity care
or neglect and abuse, ultimately affecting maternal health outcomes.
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3. OBJECTIVES

3.1 General objective

e To assess the status of respectful maternity care and associated factors during facility-based

childbirth among Somali refugee women in the Melakdida refugee camps, Ethiopia.

3.2 Specific objectives

e To determine the magnitude of respectful maternity care and associated factors during fa-
cility-based childbirth among Somali refugee women in the Melakdida refugee camps,
Ethiopia.

e To identify factors associated with respectful maternity care during facility-based child-
birth among Somali refugee women in the Melakdida refugee camps, Ethiopia.
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4. RESEARCH METHODOLOGY

4.1 Study setting

This study was conducted within the refugee camps of the Melkadida refugee operation, which is
the second-largest refugee operation to host a huge refugee population in Ethiopia. The Melkadida
refugee operation consists of five refugee camps: Bokolmayo, Melkadida, Kobe, Hilaweyn, and
Buramino. These camps are located in the Somali Regional State, Liban zone, Ethiopia. Fall under
the jurisdiction of the two districts/woredas within the Liban Zone, Dollo Ado and Bokolmayo
woreda. Melkadida and Kobe are administered by Bokolmayo woreda, while Hilaweyn and Bu-
ramino are under the administration of Dollo Ado woreda. All 5 refugee camps were established
in 2009 and 2013 to house Somali refugees fleeing the violence, conflict and instability in their
homeland. These camps are around 1,000 km from Addis Ababa, the capital of Ethiopia, and 600
km from Jigjiga, the administrative center of the Somali Regional State, these camps collectively
host more than 214,000 refugees; Hilaweyn 23.9%, Buramino 22.6% Melkadida 20.2% Kobe ref-
ugee camp 18.0% Bokolmayo refugee camp 15.3%. with more than 70% being children and

women (63).

In each refugee camp, there is a health center that offers primary healthcare services to the refugee
community, including preventive, curative, and rehabilitative care, as well as maternal and child
health care (MCH) such as antenatal care, delivery care, postnatal care, expanded program im-
munization, and family planning. Organization for Welfare in Action (OWDA) currently manages
healthcare services in these camps with funding from UNHCR and additional support from NGOs
(64). These health centers were designed to give service to the number of people between 20,000
and 25,000; these health centers are now under pressure due to overcrowding, as the population of

each camp has exceeded 40,000, making it difficult to meet the growing healthcare needs (63).

In addition to the primary healthcare services provided within the camps, a referral system is in
place for patients requiring more specialized care. Emergency and comprehensive obstetric ser-
vices are referred to Dollo Ado Primary Hospital, located 70 km away from Melkadida, while
higher medical services are referred to Filtu, Hawasa, or Addis Ababa Hospitals, which are located

approximately 150 km, 600 km, and 900 km away from the camps, respectively (63).
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Figure 2: Study area map showing the location of; (A) Ethiopia (B) study district in the Liban
Zone in Somali Region (C) study area. Maps created in ArcGIS Pro (ESRI, Redlands,) Shape file
for Ethiopia obtained from Mapscaping (65).
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4.2 Study design

This study was conducted using a convergent mixed-methods design, as it combines quantitative
and qualitative data from March 1 to 30, 2025.

Convergent parallel
Both the quantitative and qualitative data were gathered concurrently, analyzed independently,

merged, and interpreted in a complementary manner

Quantitative Data Quantitative —
Collection Data Analysis C
ompare or Interpretation
Relate
Qualitative Data Qualitative Data
Collection Analysis /I\

Point of Interface

Figure 3: Convergent parallel mixed method design Creswell & Plano-Clark, 2011 (70).

Quantitative study
e The quantitative component involved a facility-based cross-sectional survey
Qualitative study
e The qualitative component involved in-depth interviews with health staff, community lead-

ers, and women.
4.3 Population
4.3.1 Source population

e Quantitative part: All refugee women who gave birth at refugee health centers in Melka-
dida refugee camps, Ethiopia.

e Qualitative part: all health workers, community leaders, and women who gave birth at
refugee health centers in Melkadida refugee camps, Ethiopia.
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4.3.2 Study population

Quantitative part: All selected refugee women who gave birth at refugee health centers

in Melkadida refugee camps, Ethiopia.

Qualitative part: Selected health workers, community leaders, and women.

4.4 Inclusion and exclusion criteria

4.4.1 Inclusion criteria

Quantitative part: All refugee women who gave birth within the last 6 months prior to
the study period at the health centers and visited the health centers for postnatal care, child
vaccination, or other follow-up services.

Quialitative part: Health workers with at least one year of working experience in the study
area, active community leaders, and women who didn’t participate in the qualitative study.

Study participants who provide informed consent to participate in the study.

4.4.2 Exclusion criteria

Quantitative part: Women who gave birth outside the refugee health centers and women

who are critically ill

Quialitative part: Health workers with less than one year of experience, inactive commu-
nity leaders, and women who participated in the quantitative study.

Participants who didn’t give consent.

4.5 Sample size determination

The sample size required for this study’s objectives were determined by using the formula for

determining the maximum sample size. Assuming that no research had been done on this topic in

refugee settings. The prevalence was considered to be 50% at a 95% confidence interval, with a

margin of error (confidence limit) of 5%. The other assumption was the possibility of a 10% non-

response rate.

Formula
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_ (za/2)*.pq
n= 7z

Where:
» n = sample size
» Z(a/2) = the value of normal distribution, confidence level of 95% with a value of 1.96.
» p = anticipated proportion of women reported receiving respectful maternity care during
labor, 50% was taken to increase the sample size.

> d = Margin of error 5%.

_ (1.96)2.0.5(1 - 0.5)
B (0.05)2

Aforementioned inputs, the minimum sample size needed for the study was 384.16. Assuming a

10% non-response rate, the ultimate sample size was 423.

The total population size of refugee women who delivered at Melkadida refugee health facilities

over the last six months was 1573 based on reports obtained from the health facilities.

4.6 Sampling technique

» Quantitative data sampling

The quantitative part of the study utilized a facility-based cross-sectional survey to gather data on
RMC and associated factors during facility-based childbirth among Somali refugee women in the
Melkadida refugee camps.

Proportional sample allocation: The sample was distributed proportionally across the four camps
based on the population size of each camp.

Formula

Where:
e« ni = The sample size for each camp
e Ni = The population of each camp
e N = The total population = 1573
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e n = The total sample size = 423

Table 1: Proportional sample allocation

RC health center Nu Proportional sample calculation | m
Melkadida 401 | (401/1573) x 423 =107.9 108
Kobe 334 | (334/1573) x 423 =89.8 90
Hilaweyn 428 | (428 /1573) x 423 =115.2 115
Buramino 410 | (410/1573) x 423 =110.3 110
Total 1573 423

o Systematic sampling
Systematic sampling was employed to select the actual participants within each camp.

Preparation of the sampling frame
For each camp, a list of all eligible women (number of deliveries within the last 6
months at refugee health centers) serves as the sampling frame from which participants
were select.

Calculation of the sampling interval (k)
The sampling interval (k) was calculated for each camp by dividing the population of

the camp (Ni) by the sample size determined for that camp (ni).
=
ni
Where:
k = interval
Ni = population of the camp
ni = sample size determined for that camp
This interval k determined how frequently individuals were selected from the list.
Random start and selection
A random starting point between 1 and k was selected, and 2 was selected randomly. From this

starting point, every kth (4) individual was chosen as a participant.
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Table 2: Systematic sampling for each RC health center

RC Health center Ni | m k=Ni/ni Random Select Every
Start at
Melkadida 401 | 108 | 401/108=3.7~4 1-4 (2) 4th woman
Kobe 334 | 90|334/90=3.7~4 1-4(2) 4th woman
Hilaweyn 428 | 115 | 428/115=3.7~4 1-4(2) 4th woman
Buramino 410 | 110 | 410/110=3.7~4 1-4(2) 4th woman

» Qualitative data sampling
Based on data saturation 16 Participants were selected through purposive sampling, which ensured

that they have relevant experiences to share.
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Estimated delivery in se-
lected RC H/Cs = 1573

¢ ] ¢

Melkadida Kobe Hilaweyn Buramino
RC H/C RC H/C RCH/C RCH/C
N =401 N =334 N =428 N =410

Proportional sampling

| |

Melkadida Kobe Hilaweyn Buramino
RC H/C RC H/C RC H/C RC H/C
n =108 n=290 n=115 n=110
Systematic sampling \ \1 /
Sample size
n =423

Figure 4: Schematic presentation of sampling process of the refugee health centers in Melkadida refugee
camps

NB: RC H/C = refugee camp health center, N = total population, and n = sample size
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4.7 Study variables

4.7.1 Dependent variable

o Respectful maternity care: friendly care, abuse-free care, timely care, and discrimination-

free care

4.7.2 Independent variables

o Socio-demographic factors: Maternal age, marital status, educational status, residence,
occupation, monthly income.

o Obstetric-related factors: Parity, ANC follow-up, number previous facility delivery,
mode of delivery, length of post-delivery stay at health facility, time of delivery, compli-
cation during labor, companion, and outcome of the delivery.

o Healthcare provider factors: Profession of the healthcare providers, sex of healthcare
providers, and number of healthcare providers.

o Healthcare facility infrastructure: Availability of waiting rooms, separated delivery
rooms, and enough beds, sustained supply of electricity, clean drinking water, hygiene, and

toilet facilities, and entire health facility cleanliness and maintenance

4.8 Operational definition

Respectful maternity care (RMC): Refers to care provided for all women during labor and child-
birth that upholds women’s dignity, privacy, and rights. This was measured across four dimen-
sions; friendly care, abuse-free care, timely care, and discrimination-free care with 15 elements
having two possible outcomes as dichotomous/binary outcomes (Yes = 1, No = 0), showing
whether the woman experienced RMC. In the current study, a woman was considered to have
received and experienced RMC if she answered “YES” to all items. Conversely, a woman was
considered to have experienced disrespectful maternity care if she answered “NO” to at least one
item (44,45,52,53). Each item was measured by using the response that was coded as 1 for “YES”
if the woman experienced respectful maternity care and 0 for “NO” if she experienced any forms

of disrespect and abusive care.
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Friendly care: Refers to care provided with kindness, empathy, and clear communication. This
was measured by using 7 items (1. cared with a kind approach, 2. treated with a friendly manner,
3. cared with positive talk about pain and relief, 4. cared with showing concern and empathy, 5.
cared with respect as an individual, 6. cared with level and understandable language, and 7. cared
with calling a laboring woman by her name) with each item having two possible responses. i.e. 1=
YES and 0= NO. A woman was considered to have received friendly care if she answered yes to
all items.

Abusive-free care: Defined as care provided without physical or verbal abuse. Measured by using
3 items (1. the HW responded to women’s needs whether or not asked, 2. HW has not slapped
women during delivery for different reasons, and 3. HW hadn’t shouted at the women because she
hadn’t done what she was told to do), with each item having two possible responses. i.e. 1= YES
and 0= NO. A woman was considered to have received abuse-free care if she answered yes to all
items.

Timely care: A care provided with prompt and culturally sensitive without unnecessary delays.
This was measured by using 3 items (1. women were not kept waiting a long time before receiving
service, 2. women were allowed to practice cultural rituals in the facility, and 3. service provision
was not delayed because of the health facility’s internal problem), with each item having two pos-
sible responses. i.e. 1= YES and 0= NO. A woman was considered to have received timely care if
she answered yes to all items.

Discrimination-free care: Refers to care provided without mistreatment based on personal attrib-
utes. This was measured by using 2 items (1. HWSs treated me well, and 2. No one insulted women
and their companions due to my personal attributes), with each item having two possible responses.
i.e. 1= YES and 0= NO. A woman was considered to have received discrimination-free care if she
responded yes to all items.
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4.9 Data collection process

» Quantitative data collection

Data were collected through face-to-face interviews using a structured questionnaire adapted from
the validated tool on RMC in the Ethiopia context. The tool contains four domains with fifteen
verification items (i.e. seven items for friendly care, three items for abuse-free care, three items
for timely care, and two items for discrimination-free care). The Cronbach’s alpha (o) of the tool
is 0.857, indicating a good internal correlation, and also the tool has adequate reliability with (o
=0.845) (52). Additionally, the questionnaire was pretested on 10% of the sample size (43 women)
and adjustments were made preceding the beginning of the data collection. For the Socio-demo-
graphic characteristics of the respondents, obstetric characteristics of the respondents, and
healthcare provider-related factors and facility infrastructure factors data collection tool was de-
signed after reviewing various literature (29,44,47,54).

The interview questions were initially developed in English and translated into Somali to enhance
the clarity, appropriateness, and ease of reaching out to the study participants, and then the ques-
tions were translated back into English to ensure consistency of meaning. Non-staff members with
1 bachelor's degree and 1 diploma in midwifery and 3 nurses were hired as data collectors, and
have prior experience with data collection. Additionally, they were given training for two days,

concentrating on skills of conducting the data, tools, ethics, etc.
» Qualitative data collection

The researcher gathered Semi-structured interviews with purposively selected participants includ-
ing 5 health staff, 5 community leaders, and 6 women who didn’t participate in the quantitative
study. With the consent of participants, all interviews were audio-recoded and verbatim transcrip-

tion was made.
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4.10 Data analysis

» Quantitative data analysis

The data was reviewed for consistency, completeness, clarity, and any errors or mis-entries, then
data was cleaned and coded in Excel and exported to SPSS version 27. Descriptive statistics were
calculated and determined to summarize the data. Multicollinearity among independent variables
was checked using the Variance Inflation Factor (VIF) all level less than 3. The model was statis-
tically significant, with approximately 42.4% of the variance in RMC (R? = 0.424, adjusted R? =
0.404, p < 0.001). Bivariate and multivariable logistic regression analysis was performed to assess
the association between independent variables and dependent variables. Variables with a p-value
of less than 0.25 in the bivariate logistic regression entered into a multivariable logistic regression
model to control for the effects of potential confounders on the outcome variable. P value <0.05
was considered statistically significant. The goodness of fit of the model was checked by using the
Hosmer-Lemeshow test with (p = 0.660). The association between dependent and independent
variables was detected using an odds ratio and significance level was determined using a 95%
confidence interval and p-value. The results were presented in the form of texts, tables, and figures

to ensure clarity and comprehensiveness.
» Qualitative data analysis

Braun and Clarke’s six-step process of thematic analysis approach was utilized. Collected data
were organized, analyzed, and interpreted. This involved data familiarization, generating codes,
searching for themes, reviewing themes, defining and naming themes, and producing the Final
Report (66). All interviews were recorded and transcribed into Somali and then into English. After
repeatedly reading the data was entered into open code software version 4.02.

4.11 Data quality assurance

Quiality assurance measures were implemented prior to, during, and following the data collection
process to ensure completeness, accuracy, and reliability of the data. A structured self-adminis-

tered questionnaire was adapted prior to data collection.
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Data collectors training: before data collection, all data collectors had training focusing on the
introduction of data collection tools, proper administration of the questionnaire, and ethical con-
siderations.

Pre-testing: The questionnaire was pre-tested with 10% of the sample size, involving women at
Bokolmayo refugee camp (one of the five Melkadida refugee camps), which was not part in the
main study. Based on the feedback from the pre-test, necessary adjustments were made to improve
the effectiveness of the data collection tool.

Questionnaire review: All questionnaires were reviewed for accuracy and completeness through-
out data collection. Such a review process ensured that problems related to data quality were iden-
tified early.

Supervision and monitoring: Researcher were provided ongoing supervision during data collec-

tion, to ensure strict adherence to study protocols.

Trustworthiness of qualitative data

Conformability: To ensure the validity of collected data, the researcher recorded interviews and
took notes.

Credibility: Appropriate and qualified participants were identified, and a description was provided
before the interview.

Dependability: The research design was regarded as a prototype. The research design and its im-
plementation described what was planned and executed.

Transferability: This achieved by describing the study settings and participants.
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4.12 Ethical considerations

The Addis Ababa University School of Public Health Research Ethics Committee (AAUSPHREC)
provided ethical clearance and approval to carry out this study Ref. No. SPH/452/2025. The Sup-
portive latter was taken from the Department of Epidemiology and Biostatistics to all relevant
stakeholders. Relevant stakeholders, including UNHCR, RRS, local administrative bodies, and
community leaders were informed and engaged to collaborate on the study. The purpose and an-
ticipated benefits and harms were explained to each participant by data collectors. Informed verbal
consent was acquired from participants for their voluntary participation in the study. Following
each participant’s informed consent, the data collectors then interviewed with respect to the values,
beliefs, and cultures of the participants. Confidentiality was ensured by anonymizing/not asking

for their name or other identifiers throughout the process of the study.
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4.13 Dissemination plan of the result

The findings of this study will be disseminated through publication, and presentation at the annual
scientific meetings, conferences, seminars, etc. A copy will be available to Addis Ababa Univer-
sity College of Health Sciences, and other relevant organizations so that they can utilize the find-

ings for developing, executing and monitoring of maternal health initiatives.
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5.RESULTS

5.1 Socio-demographic characteristics of respondents

A total of 417 participants were included in the study, yielding a response rate of 98.6%. About

one-third 135 (32.4%) of the participants were aged 20-24 years age. The majority of the partici-

pants 390 (93.5%) were married. Nearly all of the respondents 408 (97.8%) resided in the refugee

camps. Over half of the participants 231 (55.4%) had no formal education, while only 94 (22.5%)

of participants had secondary or higher education. Regarding the occupation, the majority 304

(72.9%) of the respondents were housewives. Furthermore, more than half of the respondents 244
(58.5%) reported a monthly income of less than 3000 Ethiopian birr. (Table 3)

Table 3: Socio-demographic characteristics of women in Melkadida refugee camps, Ethiopia,

March 2025 (n=417)

Types of variables Category Frequency Percent
15-19 90 21.6
Age 20-24 135 324
25-29 80 19.2
>30 112 26.8
In camp 408 97.8
Residence Out of the camp 9 2.2
Married 390 93.5
Marital status Divorce 24 5.8
Widowed 3 0.7
No formal education 231 55.4
Education status Primary 92 22.1
Secondary and above 94 22.5
Salaried Employment NGO/GO 36 8.6
Merchant/Private business 77 185
Mother’s occupation House wife 304 72.9
Farmer 189 45.3
Unemployed 32 7.7
Household monthly income  <ETB3000 244 58.5
>ETB3000 173 41.5

5.2 Obstetric characteristics of the respondents

Of the 417 respondents, 178 (42.7%) of the women were grand multiparous with four or more
children. 163 (39.1%) had delivered three times in the facility. More than two-thirds 289 (69.3%)
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of the participants had ANC follow-up during their recent pregnancy, and 161 (38.6%) had four

or more ANC visits. The majority 364 (87.3%) of the respondents gave birth through spontaneous

vaginal delivery. Nearly two-thirds (60.7%) of participants gave birth during the nighttime. Most

334 (80.1%) of the participants did not experience complications during delivery. Most of the

respondents 404 (96.9%) had a positive birth outcome. Furthermore, almost all women, 408

(97.8%) were accompanied by someone during labor and delivery. Regarding the length of the

post-delivery stay at the health facility, 230 (55.2%) of the participants stayed for less than 12

hours. (Table 4)

Table 4: Obstetric characteristics of women in Melkadida refugee camps, Ethiopia, March 2025

(n=417)
Types of variables Category Frequency Percent
One 26 6.2
Two 61 14.6
Parity Three 152 36.5
Four and more 178 42.7
One 44 10.6
Number facility delivery Two 116 27.8
Three 163 39.1
Four and more 94 225
Maternal ANC follow up Yes 289 69.3
No 128 30.7
<4 256 61.4
Number of ANC visits >4 161 38.6
SVD/Normal 364 87.3
Assisted/episiotomy 48 115
Mode of recent delivery Instrumental delivery 5 1.2
Day 164 39.3
Time of the delivery Night 253 60.7
Maternal 62 14.9
Complication during delivery Neonatal 10 2.4
Both 11 2.6
No 334 80.1
Outcome of the delivery Live 404 96.9
Death 13 3.1
Companion during delivery Yes 408 97.8
No 9 2.2
Hours stayed after delivery <12 hours 230 55.2
>12 hours 187 44.8
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5.3 Healthcare provider characteristics

The majority, 367(88%) of deliveries were attended by midwives. More than two-thirds 284
(68.1%) of the delivery attendants were female providers. Similarly, over two-third 283 (67.9%)
of deliveries were attended by only one healthcare provider. (Table 5)

Table 5: Healthcare provider characteristics

Types of variables Category Frequency Percent
Doctor 22 5.3
Profession of health care provider Midwives 367 88
Nurse/HO 13 3.1
Unskilled/TBA 15 3.6
Number of health care providers One 283 67.9
Two or more 134 32.1
Male 133 31.9
Sex of health care providers Female 284 68.1

5.4 Health facility infrastructure

The majority of respondents, 405 (97.1%) reported that the facility has adequate waiting rooms,
separate delivery rooms, and enough beds. However, only 266 (63.8%) of the participants reported
the presence of a sustained supply of electricity. Just over half 213 (51.1%) of the participants
reported the availability of clean drinking and sanitation water, and 234 (56.1%) reported adequate
hygiene facilities. Similarly, only 229 (54.9%) felt that the overall facility was cleaned and
properly maintained. (Table 6)

Table 6: Health facility infrastructure

Type of variable Category Frequency Percent
Waiting areas, separated delivery rooms, and Yes 405 97.1
enough beds No 12 2.9
Sustained supply of electricity Yes 266 63.8
No 151 36.2
Clean drinking and sanitation water Yes 213 51.1
No 204 48.9
Hygiene and toilet facilities Yes 234 56.1
No 183 43.9
Facility cleanliness and maintenance Yes 229 54.9
No 188 45.1
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5.5 Status of respectful maternity care during facility-based childbirth

Out of 417 respondents, only 78 (18.7%) (95% CL: 15% - 22.44%) women received RMC during
facility-based childbirth, while 339 (81.3%) of the women did not receive RMC. (Figure 5)

M Yes HNo

Figure 5: Overall magnitude of respectful maternity care during facility-based childbirth among
Somali refugee women in Melkadida refugee camps, Ethiopia, March 2025 (n=417)

5.5.1 Status of each category of respectful maternity care during facility-based childbirth
among Somali refugee women in Melkadida refugee camps, Ethiopia, March 2025 (n=417)
Of the four categories of respectful maternity care assessed in this study, 152 (36.5%) received
friendly care, and 178 (42.7%) received abuse-free care. Of nearly all participants, 389 (93.3%)

experienced discrimination-free care. However, only 128 (30.7%) received timely care. (Figure 6)

93.3%

100%
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40% 30.7%
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Friendly Care Abuse-Free Care Timely Care Discrimination-Free Care

Figure 6: Status of respectful maternity care by categories at Melkadida refugee health centers,
Ethiopia, March 2025 (n=417)
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5.5.2 Categories and items of respectful maternity care reported by Somali refugee women
during facility childbirth in the Melkadida refugee camps. Ethiopia, March 2025 (n=417)
Respectful maternity care was measured using four main categories, which were friendly care,
abuse-free care, timely care, and discrimination-free care, each encompassing multiple items, for
a total of 15 items. Among friendly care items, 89.2% of respondents reported care with level and
understandable language. In abuse-free care, the majority 93.8% of women were not slapped dur-
ing delivery. Among timely care items, 85.4% of women noted that they were allowed to practice
cultural rituals in the facility. From the category of discrimination-free care, 94.7% of the women

reported that they were not insulted her/companion due to personal attributes. (Table 7)

Table 7: Categories and items of respectful maternity care reported by Somali refugee women
during facility-based childbirth in Melkadida refugee camps, Ethiopia, March 2025 (n=417)

Experienced RMC

Category of RMC  Items of RMC under each category Yes % No %
Friendly care Cared with a kind approach 331 794 86 20.6
Cared in a friendly manner 308 739 109 26.1
Cared with positive talk about pain and relief 249 59.7 168 40.3
Cared with showing concern and empathy 296 71 121 29
Cared with respect as an individual 277 66.4 140 33.6
Cared with level and understandable language 372 892 45 108
Cared with calling by my name 217 52 200 48
Abuse-free care HWs responded to my needs (whether asked or not) 197 472 220 52.8
HWs slapped me during delivery for any reason® 391 938 26 6.2
HWs shouted at me for not following instructions® 356 854 61 146
Timely care Kept waiting long before receiving service® 190 45.6 227 54.4
I was allowed to practice cultural rituals in the facility 356 854 61 146

Service provision was delayed because of the health facility’s 234 56.1 183 439
internal problem ®

Discrimination- HWs treated me poorly due to personal attributes® 394 945 23 55
free care HWs insulted me or my companions due to personal attributes® 395 94.7 22 5.3
® Reversed

5.6 Bivariate and multivariable logistic regression analysis of respectful maternity
care among Somali refugee women during facility-based childbirth in Melkadida
refugee health centers, Ethiopia, March 2025.

Bivariate logistic regression analysis was initially used assess the association between each inde-

pendent variable and dependent variable (RMC). Variables with a p-value less than 0.25 were
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included in the multivariable regression model. In bivariate analysis, twelve variables such as age,
marital status, monthly income, number of previous facility deliveries, number of ANC visits,
mode of deliveries, time of delivery, complications, length of post-delivery stay at the facility,
number of HCPs, sex of HCPs and facility infrastructures were found to be associated with RMC.
In multivariable logistic regression, after controlling for potential confounding variables, factors
such as age, ANC visits, time of delivery, length of post-delivery stay at facility, sex of HCPs, and
facility infrastructure were found significantly associated with the RMC at p-value < 0.05.

Women aged 25-29 years had 3.458 times higher odds of experiencing RMC compared to women
aged 15-24 years [AOR= 3.458, 95% CI: 1.547, 7.730]. Women who attended four or more ANC
visits during their most recent pregnancy had nearly 4 times higher odds of receiving RMC com-
pared to women who attended fewer than four ANC visits [AOR = 3.765, 95% CI: 1.844, 7.687].
The odds of experiencing RMC were 2.2 times higher in women who delivered in the daytime as
compared to women who delivered at nighttime [AOR = 2.203, 95% CI: 1.134, 4.280]. Women
who stayed for less than 12 hours post-delivery at the facility were 3.8 times more likely to receive
RMC as compared to those who stayed 12 hours or more [AOR = 3.82, 95% CI: 1.783, 8.178].
Moreover, the odds of receiving RMC were 3.2 times higher for women whose delivery was at-
tended by male HCPs as compared to women whose delivery was attended by female HCPs [AOR
= 3.197, 95% CI: 1.586, 6.446]. Finally, the odds of getting RMC were 60.3% lower in facilities
with moderate infrastructure [AOR = 0.397, 95% CI: 0.178, 0.889] and 90.1% lower in facilities
with poor infrastructure [AOR = 0.090, 95% CI: 0.033, 0.245] compared to those who gave birth
in with good facilities infrastructure. (Table 8)

Table 8: Bivariate and multivariable logistic regression analysis of respectful maternity care
among Somali refugee women during facility-based childbirth in Melkadida refugee health cen-
ters, Ethiopia, March 2025.

Variable Category Experienced RMC COR [95% CI] AOR [95% CI]
Yes No

Age 15-24 32(14.2%)  193(85.8%) 1
25-29 27(33.8%)  53(66.2%) 3.073 (1.694,5.574) **  3.458 (1.547, 7.730) *
>30 19(17%) 93(83%) 1.232 (0.663, 2.289) 1.494 (0.691, 3.229)

Marital status Married 77(19.7%)  313(80.3%) 1
Not in 1(3.7%) 26(96.3%) 0.156 (0.021, 1.170) 0.119 (0.014, 1.030)
marital un-

ion
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Monthly HH income

Previous facility deliv-
ery

Number of ANC visits

Recent mode of deliv-
ery
Time of delivery

Complication during
delivery

Length of stay at the
facility

Number of HCPs

Sex of HCPs

Facility infrastructure

>ETB
3000
<ETB
3000

1

2

>3

>4

<4

SvD
Assisted
Day
Night
Yes

No

>12 hours
<12 hours
1

>2

Male
Female
Good
Moderate
Poor

45(26%)
33(13.5%)

12(27.3%)
18(15.5%)
48(18.7%)
17(10.6%)
61(23.8%)
74(20.3%)
4(7.5%)
52(31.7%)
26(10.3%)
5(6%)
73(21.8%)
65(28.3%)
13(6.9%)
47(16.6%)
31(23.1%)
31(10.9%)
47(35.3%)
57(34.8%)
15(16.9%)
6(3.7%)

128(74%)
211(86.5%)

32(72.7%)
98(84.5%)
209(81.3%)
144(89.4%)
195(76.2%)
290(79.7%)
49(92.5%)
112(68.3%)
227(89.7%)
78(94%)
261(78.2%)
165(71.7%)
174(93.1%)
236(83.4%)
103(76.9%)
253(89.1%)
86(64.7%)
107(65.2%)
74(83.1%)
158(96.3%)

2.248 (1.363, 3.706) *
1

1
1.633(0.784, 3.401)
0.800 (0.442, 1.446)
2.650 (1.485, 4.728) *
1

3.126 (01.093, 8.939) *
1

4.054 (2.404, 6.834) **
1

1

4.363 (1.703, 11.177) *
1

5.273 (2.801, 9.924) **
1

1.511 (0.908, 2.515)
4.460 (2.664, 7.467) **
1

1

0.381 (0.200, 0.723) *
0.071 (0.030, 0.171) **

0.810 (0.418, 1.570)

2.221 (0.756, 6.525)
0.995 (0.458, 2.162)
3.765 (1.844, 7.687) **
2.557 (0.536, 12.196)

2.203 (1.134, 4.280) **

2.513 (0.654, 9.654)
3.819 (1.783, 8.178) **
1.832 (0.910, 3.691)

3.197 (1.586, 6.446) *

0.397(0.178, 0.889) *
0.090 (0.033, 0.245) **

NB: * statistically significant at p value <0.05, ** statistically significant at p value < 0.01, 1 is a refer-
ence category, COR Crude Odds Ration and AOR Adjusted Odds Ratio.
HCPs= healthcare providers, HH= household, SVD spontaneously vaginal delivery, ETB=Ethiopian Birr,
ANC-= antenatal care, not in martial union (divorced, widowed)

5.7 Qualitative result

5.7.1 In-depth interview

A total of 16 participants (6 women, 5 health staff, and 5 community leaders) were recruited for

the qualitative study. The mean (xSD) age of the participants was 36.181 (+ 14.6).

The data from interviews was translated, transcribed and coded by using open code software (ver-

sion 4.02). After coding the data was categorized into three main themes and eight subthemes with

their corresponding codes. (Table 9)

Table 9: Themes, sub-themes, and codes emerged through interviews with health care providers,
community leaders, and women on respectful maternity care and associated factors in Melkadida
refugee camps, Ethiopia, 2025.

Main theme

Sub-theme

codes
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1. Healthcare provider-re-
lated barriers

Lack of training and
knowledge on RMC

I don’t know what RMC means
We did receive training on RMC
No one gave us clear explanation,
No specific standards,

we do what we can,

Staff shortage and high
workload

Not enough staff, High patient flow
Only one on duty

Difficult to manage multiple labors, Pres-
sure during peak hours

Less experienced pro-
vider

Young, newly recruited

Lack of skill

Hesitation during emergencies
Female providers but inexperienced

2. Perceived disrespect and
interpersonal barriers

Lack of compassion

Didn’t check my condition
Pain was not as real

didn’t check and look at me
Simply told to wait

felt unimportant

Ignored and went to sleep

Poor communication and
deprioritizing emotional
needs

No explanation given

Lack of interaction

Focus only on clinical treatment Mechan-
ical rather than compassionate care
Patient’s emotional needs overlooked,

3. Health facility-related
factors

Poor facility infrastruc-
ture

Electricity sometimes cuts off

Using phone flashlight to deliver

Water shortage no running water, insuffi-
cient

Unclean environment strains and dirt on
floor

Shortage of medications
and supplies

shortage of essential medications and
supplies

Return tomorrow

Patients can’t afford buying outside,

No vaccines available

Lack of accountability
and weak facility man-
agement

Staff getting salary without working

No supervision or feedback

No consequences for poor care

Poor monitoring leads to persistent bad
behavior
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Main theme: Barriers related to healthcare providers

Barriers related to healthcare providers make it difficult in provision of RMC to women during
facility-based childbirth. These issues often stem from unfavorable working conditions, such as
lack of training, low motivation, staff shortages, and heavy workload, which impact their perfor-
mance, job satisfaction, and capacity to treat patients with respect and care.

» Subtheme: Lack of training and knowledge gap
Almost all HCPs have not received proper training on RMC, making them unprepared to meet the
emotional and communicational requirements of the mother. Furthermore, limited support and
stressful conditions often lead to low motivation, which makes it more difficult for them to be
engaged and compassionate.
“First of all, to be honest, I do not know what RMC means. No one has ever given us a clear
explanation and we haven 't received training on RMC. We simply do what we can, based on our
knowledge and experience. We haven't been informed of any specific standards or approaches
that we are supposed to follow.” (HCP3, 21 years female)

» Subtheme: Staff shortage
Heavy patient flow makes it difficult for healthcare providers to deliver timely and attentive care.
Staff often face pressure during peak hours, impacting the respect and quality of care.
" We do not have enough staff, and the patient flow is high. It is not easy to manage 3 to 4 labor;
especially when you are the only one on duty it is difficult to give service to all the mothers at the
same time.” (HPC1, female 23)
“When | came to the health center everything was ok, and the HCP was a nice person. He really
tried what he could, but he was the only one there. | was in labor and another woman was giving
birth at the same time. He was so busy helping going back and forth to her and to me. You could
see he was doing his best but one person cannot do so much all the care you need, while it’s not
his fault you miss by rushing.” (Women2, 27)

» Subtheme: Less experienced provider
One persistent concern among women and community members was the presence of newly re-
cruited HCPs who often lacked experience to handle childbirth complications; many felt that in-
experience among these HCPs sometimes made the situation worse. This lack of experience led to
hesitation during emergencies, reduced trust in care, and increased anxiety among mothers.

“Previously, our main concern was the lack of female healthcare providers, we used to complain
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that women didn’t feel comfortable being attended by male HCPs, especially during childbirth.
We believed that having more women in those roles would improve women’s experience of child-
birth. But now, even though many female providers have been recruited, the situation hasn’t im-
proved. In fact, it’s become worse in some ways. These young girls, though female, are inexperi-
enced and not well-trained... not active as male. ” (Community Leader2, Male, 45)
Main theme: Perceived disrespect and interpersonal barriers
Many mothers and leaders expressed concerns regarding the lack of empathy and responsiveness
from some providers. Women reported neglect for their request for help or pain, leaving women
feeling uncared during vulnerable times. These experiences contributed to a deep sense of neglect
affecting their overall perception of the care they received. Even when medical issues were positive
the emotional impact of being ignored during such critical times led to dissatisfaction and mistrust
in the healthcare system.

» Subtheme: Lack of compassion
Many women and community leaders expressed their deep concern about what they saw and some
health staff lacked empathy and apathy. They reported that some providers seem disengaged, un-
responsive to the patient’s needs, and sometimes dismissive of their pain or requests for help. The
participants stated that such a perception of lack of compassion made women feel uncared and
disrespected while they were at one of their most vulnerable times points. Such attitudes deterred
some women from accessing facility-based childbirth.
“When | arrived at the health center it was at nighttime, the HPCs didn’t check my condition. As
if my pain was not real. The midwife, didn’t look at me, and she simply told me to wait and rest
and | felt unimportant...1 spent the entire day and night in the facility, and it wasn't until the fol-
lowing day that I was officially registered and the birth of my baby was documented”. (\WWomen3,
23)
“The TBA mother was the only one who treated me with kindness. She supported me throughout.
Other staff ignored me and went to sleep. | think I ought to have received dignity and respect. The
baby was born right at the door of the delivery room. During labor, I didn’t receive any respect
and medical attention from staff except that mother ”. (Women5, 35 years)
“I was simply abandoned with my companion throughout the entire procedure until last when the
baby becomes ready. She didn’t pay attention to my worries.” (Women4, 23).

» Subtheme: Poor communication and deprioritizing
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The absence of effective communication between mothers and HCPs is one of the key factors
lowering the quality of maternity care. Often, the focus on clinical treatment, which is important
for preventing complications, may overlook the emotional and ethical needs of the mother. While
this approach can be effective in more mechanical than compassionate, limiting the women-cen-
tered care, can contribute to a less compassionate. Lack of frequent follow-ups and lack of com-
munication made them as if they were left to give birth alone. Leading to a sense of neglect and
mistrust even when medical-related outcomes were positive.
“Sometimes when you are so busy and managing critical cases, it is difficult always to explain to
the mother what you are doing such times our main responsibilities are to save the life of mother
and baby and this doesn’t mean that we don’t value the respect, but in life-threatening situations,
immediate medical actions should come first”. (HCP4, 26 male)
“Nobody explained to me what was happening during labor, despite the lack of communication, |
was given treatment like fluids and injections and gave birth safely. What we need is not their
words or explanation, but we simply want the appropriate care at the right time”. (women 2 19
years)
Main themes: Health facility-related factors
This theme highlights issues within healthcare facilities that hinder the provision of respectful
maternity care. Shortage of essential resources, poor facility infrastructure, lack of accountability,
and weak facility management also contribute to substandard care.

» Subtheme: Poor facility infrastructure
Poor facility infrastructures and unclean environments were frequently mentioned as barriers to
respectful maternity care. These limitations not only made mothers feel uncomfortable but also
affected the ability of HCPs to provide proper attention and dignity during facility-based child-
birth.
“Qur electricity comes from solar power but sometimes it cuts off and we have to use our phone
flashlights and deliver the baby. Imagine using your phone while you are delivering ... we are
currently experiencing a water shortage, there is no running water from the main line (only cur-
rently but use from the line), we get it by tanker now, and it is not always enough which makes
routine cleaning difficult, you may see strains on the floor.” (HCP5, female 20 years)

» Subtheme: Shortage of medication and supplies
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Inadequate essential medications and medical supplies can have serious negative effects on the
standard of care provided to patients, which may also increase the possibilities of work-related
risks for HCPs and potentially lead to disrespectful care and mistrust in the health system.

“There is a big shortage of essential medication, investigations and other medical supplies and
equipment. When a mother comes to receive full care, either the prescribed medications/investi-
gations aren 't available or she doesn’t receive complete care. Unfortunately, she may not be able
to purchase the medicine from outside, which leads to disappointment and loss of trust. We can
clearly explain what we can and cannot provide. But when nothing is available at the facility, some
mothers become upset and say things like, ‘If nothing is available, what are you even working for?
That'’s a real challenge for us’”. (HCP4, 26 male)

“My child is six months old. During my pregnancy with this child, I kept visiting the health center
every day, hoping to receive the necessary that medications and tests. However, each time, they
told me to return tomorrow or medication was not available. Even now, my child, who is becoming
seven months, hasn 't received a single vaccine (there was no vaccine).” (women 4 35 years)

» Subtheme: Lack of accountability

The lack of procedures and systems that assure care providers are held accountable for their atti-
tudes and actions can contribute to the persistence of abusive treatment toward patients. Without
clear consequences, providers may feel empowered to engage in appropriate behaviors, which can
escalate over time.

“When someone checks in on your work, it helps you improve. Sometimes they correct mistakes,
and sometimes they commend you for doing a good job. If you 're criticized, you work on improving
it. If you're praised, you're encouraged to keep doing better. ” (HPC4, female 24 years)

“The government or organization and health center management must take responsibility and en-
sure that the health care providers are held accountable. Now it seems that staff are only getting

salary without working properly.” (Community leaderl, 66 years male).

The main contributors to poor maternity care are the lack of proper accountability and staff mon-
itoring, if the staff is not properly attended to or did something wrong with women, no one or
responsible persons are held accountable. So, the person (staff) will continue her poor perfor-

mance.” (Community leader4, 41 years female).
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6. DISCUSSION

This study aimed to assess the status of respectful maternity care and associated factors during
facility-based childbirth among Somali refugee women who gave birth in the Melkadida refugee
camps, Ethiopia. The overall magnitude of respectful maternity care (RMC) in this study was low
at only (18.7 %), while a significant proportion (81.3%) of women experienced some form of
disrespect and abuse (D&A). This finding is higher than the previous studies in central India, where
none of the women experienced RMC, while (100%) of women experienced at least one form of
D&A (14), in Arba Minch, Ethiopia, only (1.1%) experienced RMC (48), in Benishangul Gumuz
Ethiopia (12.6%) received RMC (29). This variation may be due to methodological differences,
such as study design, study area, sample size, data collection procedures, and instruments used
across the studies. For instance, the Benishangul Gumuz study employed direct observation of
labor and delivery, which may have provided a more objective, real-time assessment of care, min-
imizing recall and social desirability bias, but it may have affected the Hawthorne effect (29). The
Arba Minch study included the use of antiquated techniques such as the use of fundal pressure to
eject babies, which can endanger the health of the women, and performing episiotomy suturing
without local anesthesia is regarded as not avoidable physical abuse but also a clear violation of
basic ethical standards in maternal health that significantly compromise and drops women’s status
of RMC (48). The study done in India involved relatively insufficient sample size with only
(n=150) and a consecutive sampling technique, which may restrict the finding’s generalizability

and representativeness (14).

However, the result of this study is lower than the findings from Iran Tabriz city (63.42%) (58),
Nigeria (69.9%) (27), Southwest Ethiopia (81.2%) (44), Addis Ababa public hospitals, Ethiopia
(65.8%) (16), Northwest Amhara referral hospitals, Ethiopia (56.3%) (45), and South Gondar
Zone, Ethiopia (39.4%) (46). The differences in the findings could be due to variations in study
timing, participant socio-demographic backgrounds, cultural contexts of participants, and health
system capacity. In the current study, the participants were refugee women, who often face multi-
ple forms of disadvantages and come from culturally conservative communities, which may influ-
ence their perception of RMC. The low magnitude of respectful maternity care in the current study

in the Melkadida refugee camps may be due to factors such as resource limitation, poor facility
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infrastructure, staffing shortages, untrained healthcare providers and workload, and an overall

fragile health system.

According to this study, discrimination-free care was the most frequently experienced category of
respectful maternity care and its provision was (93.3%). This finding is higher than figures re-
ported in previous studies conducted in southwest Ethiopia (81.9%) (44), Northwest Amhara re-
ferral hospitals, Ethiopia (82.4%) (45), and Harar hospitals Eastern Ethiopia (45.4%) (60). The
higher level of discrimination-free care observed in this study may be due to the unique humani-
tarian context of the refugee setting, where both implementing organizations and frontline
healthcare providers may demonstrate greater sensitivity and responsiveness to social inclusion,
given the vulnerability of the refugee population. Organizational policies and donor-supported
health systems operating in refugee camps often emphasize equity, human rights, and non-discrim-

ination, which could positively influence provider behavior.

The other category of respectful maternity care assessed in this study was abuse-free care at (42%).
This is higher than the result from the study conducted in Bahir Dar town, Ethiopia (14%) (67).
But lower than the studies conducted in southwest Ethiopia (77%) (44), Northwest Amhara referral
hospitals, Ethiopia (62%) (45), Tirunesh Beijing Hospital Addis Ababa, Ethiopia (83.6%), and in
Harar hospitals Eastern Ethiopia (45.5%). These deviations may be due to the differences in health
system performance, healthcare provider supervision, and resource availability. In a stable setting,
the healthcare provider may receive better training, and work within a more supportive and
stronger system. However, in humanitarian settings, staff faces more challenges such as high work-
load, inadequate training and support, and limited resources may compromise the ability of pro-

viders to consistently deliver abuse-free care.

The other category of respectful maternity care was friendly care, which was reported by (36.5%)
of participants. This result is lower than the findings from Tirunesh Beijing Hospital Addis Ababa,
Ethiopia, (80.9%) (55), and Harar hospitals eastern Ethiopia (59.8%) (60). These discrepancies
may be due to health provider attitudes, limited emotional support, poor communication practices
and the work environment. In under-resourced settings like refugee camps, staff may be overbur-
dened with limited support and poor infrastructure. The healthcare providers in such contexts may

be less able to provide patient-centered care compared to better-resourced areas. Qualitative data
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revealed that women often felt ignored, emotionally unsupported, and left alone during labor, in-
dicating a breakdown in provider-patient interaction. One woman said, “Nobody explained to me
what was happening during labor. ” Another woman said, “I was simply abandoned with my com-
panion”. Such narratives illustrate that, despite the medical aspect of care being met, the lack of
compassion and effective communication undermines women’s overall experiences of friendly

care.

The last category of respectful maternity care assessed in this study was timely care at (30.7%).
This figure is higher than the study in Bahir Dar (14.4%) (67). But considerably lower than the
studies in Harar hospitals eastern Ethiopia (76%) (60), Southwest Ethiopia (84.1%) (44), and
Northwest Amhara referral hospitals, Ethiopia (96.30%) (45). This deviation may be due to organ-
izational work culture and the strength of the health system. In refugee settings, low provider-to-
patient ratios, limited staff accountability, weak health systems, and poor facility infrastructure
appear to be barriers to timely care. Qualitative insights support this, multiple respondents cited
delays in care due to staff being overwhelmed, logistical barriers like electricity outages, medica-
tion shortages, and lack of staff accountability. One health provider shared, “We do not have
enough staff... it is difficult to give service to all the mothers at the same time When you are only
one on duty ”, highlighting how facility-level inadequacies directly hinder the provision of timely

and adequate care.

This study found that women aged 25-29 years were significantly more likely to receive respectful
maternity care compared to those aged 15-24. This study aligns with the findings from Ilu Aba-
boBor, southwest Ethiopia, where younger women were less likely to experience respectful ma-
ternity care than their older counterparts (53). Similarly, the study from Tanzania has reported that
younger women often faced disrespectful treatment (42). Possibly this may be due to younger

women may lack of experience or assertiveness to demand their right to RMC.

The current study reveals that women who had four or more ANC visits were 3.77 times more
likely to experience respectful care. This finding is consistent with previous studies conducted in
Northwest Amhara Ethiopia and in Southwest Ethiopia where women who had four or more ANC
visits were 3 and 2.8 folds more likely to experience RMC, respectively (44,45). This may be
because women who are exposed to health professionals during ANC become more compliant and

aware of the procedures and the whole delivery process. This also highlights the importance of
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frequent ANC visits in building communication and trust between women and healthcare provid-
ers. However, the qualitative data indicate that frequent ANC visits do not always guarantee the
availability of standard care and completed services. Indicating that resource scarcity, such as a
lack of essential medications could still undermine the women’s trust and satisfaction in the health

system, even when they are actively engaging with maternal health services.

This study identified that women who gave birth in the daytime were 2.2 times more likely to
experience respectful care compared to those who gave birth at nighttime. This finding aligns with
the studies conducted in Nepal, where daytime births were 2.050 times more likely to experience
RMC (38), and in Iran, where women who gave birth at nighttime were 3 times more likely to
report D &A (54). Likewise, in Hararghe zone, Ethiopia, women who delivered during nighttime
were approximately twice as likely to experience D & A (47). This may be due to better staffing,
increased supervision, and resource availability during the daytime. Qualitative findings reinforce
that nighttime deliveries particularly face poor infrastructure, electricity interruption, high work-
load in limited staff, and instances where some providers sleep during shifts. These challenges
contribute to delayed care and diminished RMC during nighttime. Women whose labor was at-
tended by male healthcare providers were 3.2 times more likely to receive respectful maternity
care as compared to those attended by female healthcare providers. This finding aligns with pre-
vious studies conducted in Harar hospitals eastern Ethiopia, where women attended by male
healthcare providers were 2 times more likely to have experienced RMC (60), and in Addis Ababa
hospital, Tirunesh Beijing hospital, where women attended by male provider were 3.6 times more
likely to report RMC (55). Although this result may appear surprising in the culturally conservative
Somali community, where gender norms favor female providers during childbirth (51). While it
is challenging to provide a clear explanation, the qualitative result of this study indicates that male
providers may be perceived as more active during busy and critical times. Despite the increased

number of female providers, participants raised concerns about their experience and attentiveness.

This study revealed that women who stayed at the facility for less than 12 hours post-delivery in
the health facility were 3.8 times more likely to experience respectful maternity care. This study
aligns with the study in North Gondar, Ethiopia, where women who stayed at the facility for less

than 12 hours were 2.88 times more likely to experience RMC (68), and study in Nepal, women
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who stayed in the health facility for one or less than one day were 2.8 times more likely to experi-
ence RMC (38). This may be due to the possibility that longer stays (more than 12 hours) could
increase exposure to weak facility systems, staff fatigue, and inconsistent care. The qualitative
findings further supported, illustrating how a lengthy stay without good communication and assis-

tance may negatively impact women’s perception of RMC.

This study identified women who gave birth in facilities with moderate infrastructure and/or facil-
ities with poor infrastructure were 60.3 % and 90.1% times less likely to receive respectful mater-
nity care than women who delivered in facilities with good infrastructure. This finding is consistent
with a systematic review conducted in Ethiopia, a study conducted in Ghana, and national surveys
in Ethiopia, Kenya, Rwanda, and Tanzania from 14% to 50% of facilities reported a lack of elec-
tricity (36,57,69). This may be due to that an unhygienic and poorly lit during nighttime leads to
discomfort and difficulty for both women and healthcare providers, ultimately hindering the pro-

vision of respectful care.
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7. STRENGTHS AND LIMITATIONS

7.1 Strengths

e To the best of our knowledge, this study is the first study to assess RMC among refugee
women in Ethiopia providing significant insight into under-researched population.

e The study has used a mixed-methods design, which enabled an understanding the status
and contextual barriers, incorporating perspectives from women, heath staff, and commu-
nity leaders.

e The study employed a nationally validated tool to measure RMC.

7.2 Limitations

e Due to the nature of the study, as it relied on self-reported data, which may not provide a
fully unbiased measure of RMC, as responses might be influenced by recall or social de-
sirability bias

e The study did not include policy-makers or representatives from donor agencies and NGOs
and also was not conducted as a community-based.

e Lack of comparable refugee data specifically in Ethiopia.

e Since this study was cross-sectional, it was not possible to establish a temporal relationship.
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8. CONCLUSION AND RECOMMENDATIONS

8.1 Conclusion

This study assessed the status and associated factors of respectful maternity care during facility-
based childbirth among Somali refugee women in the Melkadaida refugee camps. The findings
revealed that respectful maternity care was insufficiently practiced, with a large proportion of
women reported experiencing some form of disrespect and abuse during childbirth. Factors such
as age, ANC visits, length of stay at the health facility, time of delivery, sex of HCPs, and facility
infrastructure were significantly associated with respectful maternity care. The qualitative result
further highlighted multiple barriers, such as health system-related barriers, provider-related bar-
riers and perceived disrespect and interpersonal barriers that undermine the provision of RMC.
Despite some positive findings, such as a high level of discrimination-free care, the finding indi-
cates that many women in labor and delivery in the Melkadida refugee health centers are still
exposed to disrespectful care. The study highlights a pressing need for more integrated interven-
tions, including improvement in health facility infrastructure and supplies, adequate staffing, and

training for healthcare providers.

8.2 Recommendations
For policymakers and concerned NGOs

e Improve health facility infrastructures, ensure availability of medications and supplies, and
recruit more skilled health care providers.

e Implement an accountability mechanism to ensure all providers care for women with re-
spect and dignity during labor and delivery.

For health facility management

e Strengthen training programs on RMC principles for all maternal health workers.

e Continuous supervision specifically during duty time hold accountability and ensure that
RMC is practiced in the facility by all HCPs, and reduce unnecessary long past-delivery
stay at the health facility.

For healthcare providers
e Prioritize respectful, empathetic, culturally sensitive and effective communication during

patient interactions.
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e Strengthen teamwork and patient follow-up, especially during night shifts and peak work-
load times despite resource limitations.
For researchers
e Further research on community-based, include non-facility births and the perspective of

policymakers to make informed evidence-based interventions.
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ANNEXES

Annex I: English Version Information Sheet

Questionnaire Identification Number

Hello! My name is , I am working as a data collector for the research project con-

ducted by Kader Bare on the title of “Respectful maternity care and associated Factors during facility-
based childbirth among Somali refugee women in the Melkadida refugee camps in Ethiopia”, Who is
carrying out this study as a part of requirements for his MPH in health research ethics at Addis Ababa
University. The aim of this research is “To assess the prevalence of respectful maternity care and to
identify factors associated with respectful maternity care during facility-based childbirth among So-
mali refugee women in the Melkadida refugee camps, Ethiopia”. We kindly ask your honest responses,
particularly regarding any experiences of respectful/disrespect or abusive care by health professionals dur-
ing childbirth. Organization: Addis Ababa University, college of health sciences, school of public health
department of epidemiology and biostatistics. Sponsor: self, Name of advisors: Dr. Zeytu and Mss. Adiam
Introduction: Information sheet and consent form is prepared for mothers who gave birth in the five camps
under Melkadida refugee operation health centers in past month and who will be volunteer to participate in
this study both quantitative cross-sectional study and qualitative in-depth interview with mothers will be
used to assess respectful maternity care during facility-based childbirth among Somali refugee women.
Purpose: | am hopeful that this research will benefit and contribute to the well-being of all pregnant and
laboring mothers, as well as newborn health care and the overall the improvement and quality of care. The
findings will be shared with the relevant body to inform necessary interventions.

Procedure: to assess the prevalence of respectful maternity care during childbirth among refugee women
in the Melkadida refugee camps, you are kindly invited to participate in this study. If you are willing to
participate in this research, you need to understand and sing on the consent form. Then after, you will be
interviewed by the data collector.

Time: this is study will not consume much your time with approximately 15-20 minute

Benefits: There may not be direct benefit to you, but your Participation is crucial in helping us assessing
the level of respectful care that laboring women receive during child birth. This will help us to identify the
areas that need improvement and take the appropriate intervention by the relevant authorities. Although
your participation is highly valued, please note that no any incentive or payment will be provided to take
part in this research.

Risk/ Discomfort: participating in this research may cause some discomfort, especially on spending time
about 20 minutes. We encourage your participation as it will contribute to the valuable outcomes of the

study. I am confident there is no risk in participating in this research project.
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Confidentiality: all the collected information during this research will be kept confidential. Your infor-
mation will be stored without your name, but a code number assigned to it ensuring that your identity is
protected.

Voluntary participation and Right to refuse or withdraw: The Participation of this study is completely
voluntary and at any time you have the right to withdraw or decline to answer specific questions or all
guestions if you do not want to give your response, without losing any of your right.

Sharing of the results: The finding of this study may be will publish in Addis Ababa University website
or other scientific medical journals. In case of any issues or challenges or if you have any question, you can
ask at any time. Please contact to Kader bare: principal investigator Tel: +251915230716 Email:
Khadar7428@gmail.com/kader.gsr-4616-16@aau.edu.et

Thank you for taking the time to participate in this study exercise, your contribution is greatly appreciated
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Annex I11: Somali Version information sheet

Nuqulka Af Somaliga ee Wargadda Macluumaadka

Lambarka Agoonsiga Su‘aalaha
Assalamu Alaikum! Magacaygu waa , waxaan ka shagaynayaa xog ururinta cilmi

baarista uu Kader Bare ku sameynayo mawduuca “Respectful maternity care and associated factors
during facility-based childbirth among Somali refugee women in the melkadida refugee camps, Ethi-
opia” (Daryeelka haweenka uurka leh iyo xaqgiigada la xiriirta xiliga ay kujuraab wakhtiga foosha iyo
dhalmada hooyooyinka Soomaaliyeed ee gaxootiga ah ee ku sugan xeryaha gaxootiga Melkadida ee
Itoobiya). Cilmi baaristan waxa ay geyb ka tahay shuruudaha buuxinta tacliinta Master-ka (MPH) ee cilmi
baarista caafimaadka ee Addis Ababa University and John Hopkins University. Ujeedada cilmi baaristan
waa "In la giimeeyo inta uu leeg yahay daryeelka iyo tixgalinta/sharafida haweenka inta ay ku jiraan wag-
tiga foosha iyo dhalmada, iyo waliba in la agoonsado waxyaabaha la xiriira daryeelka haweenka marka ay
ku umulayaan xarumaha caafimaadka ee kunool xeryaha gaxootiga Melkadida ee Itoobiya". Waxaan si
naxariis iyo sharaf leh kaaga codsanaynaa inaad si daacad ah uga jawaabto su‘aalahan, gaar ahaan wixii
khibrado ah ee aad la kulantay, kuwaas 00 la xiriira daryeelka sharafeed ama ixtiraam la'aanta/xumaanta
lagula dhagmay markaad dhalaysay. Hay'adda masuliyada leh: Johns Hopkins university iyo Jaamacadda
Addis Ababa, Kuliyadda Caafimaadka, Dugsiga Caafimaadka Dadweynaha, Waaxda Epidemiology iyo
Biostatistics. Taageeraha: John Hopkins university, Magacyada La-taliyayaasha: Dr. Zeytu iyo Ms. Adiam
Hordhac: Wargadda macluumaadka iyo foomka ogolaanshaha waxaa loo diyaariyey hooyooyinka ku umu-
lay xarumaha caafimaadka shanta xero ee xeryaha gaxootiga Melkadida 3 dii bil ee lasoo dhaafay lasoo
dhaafay, kuwaas 0o doonaya inay si mutadawacnimo ah uga geybgaataan cilmi baaristan. Daraasada goos-
gooska tirakoobka ah iyo wareysiyada gotoda dheer ee hooyooyinka ayaa loo adeegsan doonaa in lagu
giimeeyo daryeelka iyo sharfida/tixgalinta haweenka xiliga foosha iyo dhalmada aykujiraan.

Ujeedada: Waxaan rajeynayaa in cilmi baaristan ay faa'iido iyo wax ku soo kordhinba uyeelan doonto
badbaadada iyo caafimaadka dhammaan haweenka uurka leh iyo kuwa wagtiga foosha iyo dhalmada ku
jira, iyo sidoo kale caafimaadka dhalmada iyo guud ahaan kor u gaadida iyo tayada daryeelka hooyinka.
Natiijooyinka waxaa lala wadaagi doonaa hay'adaha ku habboon si looga jawaabo waxyaabaha lagama
maarmaanka ah.

Habraaca: Si loo giimeeyo inta uu leeg yahay daryeelka sharafeed ee haweenka gaxootiga ah marka ay ku
dhalayaan xeryaha gaxootiga Melkadida, waxaan si naxariis leh kuugu casuumayaa inaad ka geybgaadato
cilmi baaristan. Haddii aad diyaar u tahay inaad ka geybgaadato cilmi baaristan, waa inaad fahanto

saxeexdo foomka ogolaanshaha. Kadib waxaa su‘aalo ku weydiin doontaa xog-ururiyaha.
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Wagtiga: Cilmi baaristan kaama gaadan doonto wakhti badan, waxaana lagu giyaasayaa inay gaadaneyso
giyaastii 20-25 dagiiqo.

Faa’iidooyinka: Waxaa laga yaabaa in aysan jirin faa'iido toos ah oo aad ka helaysid, laakiin ka
geybgaadashadaadu waa mid muhiim ah 0o naga caawin doonta inaan giimeyno heerka daryeelka sharafeed
ee ay helaan haweenka marka ay dhalayaan. Tani waxay naga caawin doontaa inaan agoonsano meelaha u
baahan sxixitaanka iyo in la gaado tallaabooyinka ku habboon oo ay gaadi doonaan hay'adaha khuseeya.
Inkastoo ka geybgaadashadaada aad loo gadariyo, fadlan ogow inaan la bixin doonin wax abaalmarin ama
lacag ah si aad uga geybgaadato cilmi baaristan.

Khatarta/Dhibaatooyinka: Ka geybgaadashada cilmi baaristan waxay sababi kartaa xoogaa caajis ah, gaar
ahaan marka wakhti badan la gaato giyaastii 20-25 dagiiqo. Waxaan kugu dhiirigelinaynaa inaad ka
geybgaadato maadaama ay gacan ka geysaneyso natiijooyinka giimaha leh ee cilmi baarista. Waxaan hubaa
in aysan jirin wax khatar ah 0o ka soo gaari doonta ka geybgaadashada cilmi baaristan.

Sirta: Dhammaan macluumaadka la soo ururiyo inta lagu jiro cilmi baaristan waa la ilaalin doonaa. Maclu-
umaadkaaga waa la keydin doonaa iyadoo aan la isticmaalin magacaaga, laakiin waxaa loo goondeyn
doonaa lambar gaar/sir ah si loo hubiyo in agoonsigaaga la ilaaliyo. Sidoo kale, wax macluumaad ah looma
so0 bandhigi doono gofna, marka laga reebo baadhaha koowaad, waxaana lagu ilaalin doonaa meel ammaan
ah oo la xidhay.

Ka Qaybgaadashada Ikhtiyaariga ah iyo Xuquugda diidmada ama ka-nogoshada: Ka
geybgaadashada daraasadan waa mid gebi ahaanba ikhtiyaari ah, waxaana mar walba xaq u leedahay inaad
ka laabato ama aad diido inaad ka jawaabto su’aalo gaar ah ama dhammaan su’aalaha haddii aadan rabin
inaad jawaab bixiso, iyadoo aan waxba lagaa luminin xuquuqdaada.

Wadaagista Natiijooyinka: Natiijooyinka cilmi baaristan waxaa laga yaabaa in lagu daabaco bogga inter-
netka ee Jaamacadda Addis Ababa ama joornaalada caafimaadka cilmiga ah. Haddii ay jiraan wax arrimo
ah ama su’aalo ah, waxaad waydiin kartaa wakhti kasta. Fadlan la xiriir Kader Bare: Baadhaha Koowaad
Tel: +251915230716 Email: Khadar7428@gmail.com / kader.gsr-4616-16@aau.edu.et

Waad ku mahadsan tahay wakhtiga aad u hurtay ka geybgaadashada cilmi baaristan, ka-qaybgaadashadaada

waa mid aad loo gadarinayo.
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Annex V: English Version Questionnaires

e Section 1: Socio-demographic characters

I would like to ask you a few questions about your personal background

Section 1: Socio-demographic Characteristics

s/n Sub code | Questions Response Main code
1 101 What is your age?
O 1
[ 2
] 3
| 4
2 102 what is your place of residence
O 1
Outside of the camp | [J 2
3 103 What is your marital status?
O 1
O 2
J 3
4 104 What is your education level?
O 1
Primary school 1-8 grade | [] 2
Secondary school 9 - 12 grade | [] 3
Diploma and above | [] 4
5 105 What is your occupation?
House wife | [ 1
Merchant/private | [ 2
Salaried employment NGO/GOV | [] 3
6 106 How much is your monthly income?
<3000ETB | [ 1
>3000ETB | [ 2
e Section 2: Obstetric characters
I would like to ask you a few questions about your current obstetric characteristics
section:2 Obstetric Characteristics
SIN | sub Questions Response | Main
code code
7 201 How many children have you given birth including stillbirths? Parity
1 D 1
2 N 2
3| 3
4 and more | [ ] 4
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8 202 From the total how many children do you gave birth in the health fa-
cility?
1 ] 1
2| 2
3 M 3
4 or more M 4
9 203 Did you attend Antenatal Care (ANC) follow-up current pregnancy if
no skip #204
Yes | [] 1
No | ] 2
10 | 204 How many ANC visits did you have during your last pregnancy?
less than 4 1 1
4 or more — 2
11 | 205 What was the mode of your most recent delivery? =
SVD/Normal | 1
assisted/episiotomy | 2
caesarian section . 3
12 | 206 What time was your delivery?
Day M 1
Night ] 2
13 | 207 Have you faced birth complication(s) during your currently labor and
deliver?
For self M 1
For baby | ] 2
For both 1 3
No — 4
14 | 208 What was the outcome of the delivery? -
Alive M 1
Death M 2
15 | 209 Were you allowed to have a companion during delivery?
Yes m 1
No M 2
16 | 210 For how many hours did you stay in the health center after you deliv-
ered?
=<12 hours 1 1
>12 hours 1 2
L]
e section:3 healthcare providers characteristics
Now I would like to ask you few of questions about the characteristics of the healthcare providers at the
Section:3 healthcare providers characteristics
S/N | Sub code | Questions Response Main
cone
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17 HCP301 | What was the profession of health care provider?
Doctor | [] 1
Midwifes | [ 2
Nurse | [ 3
Unskilled/TBA | [] 4
18 HCP302 | What was number of healthcare providers?
1| 1
2 | 2
3|1 3
19 HCP303 | What was the sex of health care provider?
Male | [] 1
Female | [] 2

e Section:4 healthcare facility infrastructure
Now I’d like to ask about your experience with the condition of the health center where you gave birth.

Section:4 healthcare facility infrastructure

SIN | Sub code Questions Response Main
code

20 HFC401 | Were the waiting rooms, separate delivery rooms, and enough

beds available in the healthcare facility?

Yes O 1

Partially H| 2

No O 3
21 HFC402 | Was there a consistent supply of electricity and clean drink- ing

water in the facility?

Yes ] 1

Partially O 2

No ] 3
22 HFC403 | Was there a consistent supply of clean drinking water in the

facility?

Yes O 1

Partially 2

[

No O 3
23 HFC404 | Were hygiene and toilet facilities sufficient and properly main-

tained for patients?

Yes O 1

Partially 2

O
No 3
O]
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24

HFC405

Overall, the healthcare facility was clean and well- main-
tained?

Yes O] 1
Partially O 2
No | 3

Section:4 Respectful maternity care during childbirth(RMC)
Now | am going to ask you about your personal experience regarding Respectful Maternity Care or any
instances of disrespect that you encountered during your recent delivery at the facility.

Section:4 Respectful maternity care during childbirth

Section:4.1 Friendly Care

S/IN Sub Questions Response Main
code code
25 FC401 | Did you feel that healthcare providers cared for you with a kind ap-
proach?
Yes |[] 1
No |[] 0
26 FC402 | Were you treated in a friendly manner by the healthcare providers?
Yes | [] 1
No |[] 0
27 FC403 | Did the healthcare providers talk positively about pain and relief?
Yes — 1
No | L 0
28 FC404 | Did the healthcare providers show concern and empathy towards | [_]
ou?
. Yes . 1
No | 0
29 FC405 | Were all healthcare providers respectful to you as an individual?
Yes ] 1
No Ml 0
30 FC406 | Did the health workers speak to you in a language you could under- |
stand?
Yes | [] 1
No [] 0
31 FC407 | Did the healthcare providers call you by your name?
Yes | L] 1
No | [] 0
Section:4.2 Abusive Free Care
32 AF408 | Did the health workers respond to your needs, whether or not you
asked?
Yes | 1
No 1 0
33 AF409 | Were you ever slapped by a health provider during delivery? —
Yes 1
No | — 0
=
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34 AF410 | Did the health workers shout at you for not doing what you were
told?
Yes M
No I
Section:4.3 Timely care —
35 | TC411 Were you kept waiting for a long time before receiving service?
Yes []
No |[]
36 | TC412 Were you allowed to practice cultural rituals in the facility?
Yes |
No | ]
37 | TC413 Was service provision delayed due to the health facility's internal
problems?
Yes | []
No | []
Section:4.4 Discrimination free care
38 | DF414 Did some health workers treat you poorly because of personal at-
tributes?
Yes | [
No | []
DF415 Were you or your companions insulted by health providers due to
your attributes?
Yes | []
No |
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Annex VI. Somali Version Questionnaire
Qaybta 1: Astaamaha iyi Dabceedaha bulshada
Ugu horayn waxaan jeclaan lahaa inaan ku weydiiyo su’aaloo ku saabsan shagsiyada gaarka ah.

Qaybta 1: Astaamaha iyi Dabceedaha bulshada
s/n Koodh Su aalo Jawab Koodhka  mu-
hosed himka ah
1 101 Da’dada?/ imisa sano ayaad jirtaa
15-19 | O 1
20-25 | O 2
25-30 | [ 3
>30 | [ 4
2 102 Halkeed dagan tahay
Kaamka | [J 1
Meel kaamka kabaxsan | [] 2
3 103 Xaalada guurkaga ?
Guursday/xaas ahay | [ 1
Furay | [J 2
Iga dhintay | [J 3
4 104 Heerka waaxbarashadada?
Aan waxba baranin | [] 1
Dugsi hoose ilaa fasalka 1-8 | [ 2
Dugsi hoose ilaa fasalka 9-12 | [ 3
Diploma iyo waxii kasareeya | [] 4
5 105 Shagadaada?
Hooyo guri joogto ah | [ 1
Ganacsato | [ 2
Shagaale haayadeed/dawladeed | [ 3
6 106 Dakhliga aad heshaan bishii (adiga iyo ninkaaga)
waa immisa?
<3000ETB | [ 1
>3000ETB | [] 2

e Qaybta 2: waayo aragnimada iyo dabeecadaha laxariira dhalmada

waxan jeclaan laha inaan wax kaa waydiiyo, Waxyaabaha ku saabsan dhalmadaadii ugu dambeysay ee
goobta caafimaadka.

Qaybta 2: waayo aragnimada iyo dabeecadaha laxariira dhalmada

S/N | Koodh | Suaalo Jawaab Koodh
hose muhima
7 201 Imasa caruur ah ayaad dhashay marka lagu daro kuwo dhicis ahi hadi
ajiraan?
1 ] 1
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2 ] 2
31 3
4 iyo kabadan | [_] 4
8 202 Tirada caruurta aad kudhashay xarun caafimaadka?
1 ] 1
2| - 2
3| 3
4 iyo kabadan | 4
9 203 Ma heshay daryelka hoyda kahor dhalmada (ANC) inti lagu jiray
uurkagii ugu danbeeyay? Haddii maya aytahay, dhaaf #204
Haa | 1] 1
Mya | [] 2
10 | 204 Imisa jeer ayaad heshay daryeelka hoooyada kahor dhalmada (ANC)?
Kayar 4 | 7] 1
4 iyo kabadan | 7] 2
11 | 205 Qaabkeed udhashay dhalmadadii ugu danbaysay?
Dhalmo caadi ah/SVD |[7] 1
Dhalmo jaritan/episiotomy | [] 2
Qaliin/Caesarian section | [] 3
12 | 206 Wagtima ayad umushay ilmahagi ugu danbayey?
Dharaar/Malin 1 1
Habeen | 2
13 | 207 Ma la kulantay wax dhibaato ah oo laxariira dhalmada ama uurka intii
aad kujirty foosha ama dhalmada?
Hooyada M 1
limaha ] 2
Labadaba | 3
Maya/midna | _ 4
14 | 208 Maxay ahayd natiijada dhalmadaadii? -
llmo nool | ] 1
Dhintay |[] 2
15 | 209 Malaguu ogaladay ama gobta dhalmada makula jogay gof ku cawiya ?
Haa m 1
Maya m 2
16 | 210 Meeqo saac ayaad joogtay xarunta caafimaadka dhalmada kadib?
<12 saac |[] 1
>/=12 saac | [ 2

Qaybta 3: Sifooyinka adeeg bixiyayaasha xarunta caafimaad

waxan rabaa inaan wax kaa waydiiyo sifooyinka adeeg bixiyayaasha caafimaad ee xarunta cafimadka intii
aad kugudo jirtay umushadadii ugu danbaysay

\ Qaybta 3: Sifooyinka adeeg bixiyayaasha xarunta caafimaad
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SIN | Koodh Su aalo Jawaab Kodhka
hosa muhimka
17 HCP301 | Xirfada adeeg bixiyaha caafimadka kaa ccawiayay umusha?
doctor |[] 1
umuliso/midwifes | [ 2
kalkaliye/so /nurse | [ 3
Aan xifad lahayn/ hooyiyinka umuilisda/TBA | — 4
18 HCP302 | Tirada xirfadlayash caafimadka ku caawiayay/kaa umiliyay? —
1M 1
2 ] 2
31 M 3
19 HCP303 | Jinsiga xirfadlaha caafimadka kaa umuliyay?
Lab | [ 1
Dhedig | [] 2

Qeybta: 4 Xaaladda Xarunta Caafimaadka
Hadda waxaan jeclaan lahaa inaan ku wax weydiiyo waayo-aragnimadaada ku aadan xaaladda iyo jawiga
xarunta caafimaadka aad ku umushay.

Section:4 healthcare facility infrastructure
SIN | Sub code Su’aalo Response Main
code
20 HFC401 | Majireen golal sugitaanka loogu talo galy, golal gaar ah oo dhal-
mada loogu talagalay, iyo sariiro ku filan xarunta
caafimaadka?
Haa = 1
Qayb ahan ] 2
Maya ] 3
21 HFC402 | Ma jirtay koronto ama laydh oo xarunta laga heli karo si joogto
ah?
Haa ] 1
Qayb ahan ] 2
Maya ] 3
22 HFC403 | Ma jireen biyo nadiif ah 0o xarunta laga heli karey si joogto
ah?
Haa 1
Qayb ahan 2
L]
Maya 3
[l
23 HFC404 | Majireen goobo nadafadeed iyo musqulo dayactiran oo loogu
talagalay hooyada dhalaysa?
Haa ] 1
Qayb ahan 2
L]
Maya 3
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HFC405

Ma ahayd guud ahan xarunta caafimaadku mid nadaafad ah oo

dayactiran?

Haa ] 1
Qayb ahan ] 2
Maya ] 3

e Qaybta:5 xushmaynta howada xiliga dhalmada
Hadda waxaan ku weydiin doonaa khibraddaada shakhsiyadeed ee ku saabsan Daryeelka Hooyooyinka ee
Ixtiraamka leh (RMC) ama wax kasta oo dhacdooyin ah oo la xiriira ixtiraamdarro ama xadgudub aad kala
kulantay dhalmadaadii ugu dambeysay ee xarunta

Qaybta:5 daryelka tixgalinta int dhalmada lagujiro

Section:5.1 Daryeel saxibtinimo kudhehantahy

S/IN koodh Su aalo Jawaabo Koodhka
muhimka
25 FC501 | Ma dareentay in shagalaha caafimaadku ay kuula dhagmeen si nax-
ariis leh?
Haa [T] 1
Maya 0
26 FC502 | Shagalah cafimadku ma kuula dhagmeen si saxiibtinimo oo soo dha-
wayn leh?
Haa | [] 1
Maya | 0
27 FC503 | Shagalda cafimadku shi xushmadleh ma kaala hadleen xanunka aad
daremasyo?
Haa | 1
Maya |[] 0
28 FC504 | Shagalaha caafimadku ma kuuu muujiyeen danayn iyo naxariis kuu
gaar ah?
Haa | 1
Maya | ] 0
29 FC505 | Dhaman shagalaha caafimadku ma ahaayeen kuwo kuu ixtiramaya
gof ahaan?
Haa [] 1
Maya | [] 0
30 FC506 | Shagalaha cakimadku makugulahadlay luugad iyo heer aad fahmi
karto ?
Haa | [] 1
Maya | [] 0
31 FC507 | Shagalaha cafikamdu magacaga makugu yeedhayay/wacay?
Haa | [] 1
Maya | [] 0
Qaybta:5.2 Daryeel aan xadgudun lahyn
32 AF508 | Ma ka jawaabeen shagaalaha caafimaadku baahiyahaaga, xitaa
haddii aadan codsan??
Haa [[] 1
Maya | 0
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33 AF509 | Ma ku dharbaaxeen shagalaha caafimadku inta aad foosha ama aad
dhalmada kujirtay?
Haa | — 1
Maya | [] 0
34 AF510 | Ma kugu gayliyeen shagaalaha caafimaadku sobobtoo waxa lagu
faray ama samaee lagudhahay 0o aadan samayn?
Haa | [] 1
Maya | 0
Qaybta:5.3 Daryeel wagtigisa kuhabon
35 TC511 wagti badan masugtay inta aanad adeeg helin?
Haa 1
Maya [ [] 0
36 TC512 Ma laguu ogolaaday inaad dhagankaaga diimeed ama dhagameed
ku dhaganto ama kusamayso goobta cafimadka?
Haa ([ 1
Maya |[] 0
37 TC513 Wax dib u dhac ah maku yimid siinta adeegga sababo la xiriira
dhibaatooyin gudaha xarunta ah?
Haa | (I 1
Maya | — 0
Qaybta:5.4 Daryeel aan takoor lahayn —
38 DF514 Shagalaha cafuamdku si liidatada ma kuula dhagmeen sobobo lax-
ariira shagsiayada iyo cida aa tahay darteed?
Haa | [ 1
Maya | [] 0
39 DF515 Adiga ama dadkii kula socday ma aflagaadeeyeen shagaalaha
caafimaadku sabab la Xiriirta astaamahaaga yio cida aatahay ?
Haa | [ 1
Maya | 0

In-depth interview guide English version
A: In-Depth Interview Guide for Healthcare Providers
1. Could you please tell me about your experience during your recent childbirth in the health center?
Probes: What aspects of the care did you find helpful or comforting?
: Were there any moment when you felt uncomfortable or unsupported, what was it?
2. How would you describe the way healthcare providers communicated with you during your labor and
delivery?
Probes: How did they explain procedures or provide information clearly?
What terms or tone that made you feel respected or disrespected?
3 What was your perception of the healthcare providers' attitudes towards you during your delivery?
Probes: Did they treat you with kindness and empathy?
How did their behavior affect your comfort and trust in the process?
Were you aware of any mechanisms for addressing unethical behavior by healthcare pro-
fessionals?
4 In your opinion, what do you think might have led to poor respectful maternity care during your child-
birth?
B: In-Depth Interview Guide for Healthcare Providers
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1.
2.

3.

4.

What do you think is important for providing respectful maternity care during childbirth?

Can you describe the main challenges or barriers you face in providing respectful care to women
in your facility?

Probe: How do you ensure that the care provided to women is both timely and respectful, especially
during busy periods?

How do you handle situations when cultural practices conflict with medical procedures, and how
do you address the woman’s rights in these situations?

What are your thoughts on the working conditions for service providers in your facility?

Probe: How do you think support and supervision from higher management & facility managers,
on team dynamics, career development opportunities, and any challenges or successes you’ve ex-
perienced in the maternity unit related to childbirth?

Do you have any additional insights or ideas on this topic?

C. In-Depth Interview Guide for Community Leaders

1.

Can you describe your experience or what you’ve heard in the community about women’s child-
birth experiences at the facility? Please explain the process, including when and how labor started,
travel to the facility, admission procedures, waiting times, and the care provided before, during,
and after delivery.

What do you think might be the cause poor respectful maternity care during childbirth?

Is the community involved in any efforts to prevent violations of women’s rights during childbirth?
If so, could you specify how, or share any additional ideas on how this issue could be addressed?

What suggestions would you give to improve respectful maternity care at the health facility?
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In-depth interview guide Somali version
A: Hooyooyinka

1. Fadlan miyaad ii sheegi kartaa waayo-aragnimadaada inta lagu guda jiray fooshaadii iyo dhalma-
dadii ugu dambeysay ee xarunta caafimaadka?
Sualo dherad ah: Waa maxay gaybaha daryeelka aad u aragtay inay waxtar leeyihiin ama daren
naxarised kuu lahaa?
Ma jiraan wakhti aad dareentay danayn la'aan ama taageero la'aan, sidee bay ahaayeen?

2. Sidee ayaad u geexi lahayd habka shagalaha caafimaadka ay kula xiriireen inta lagu guda jiray
hawshaada foosha iyo dhalmada?
dheeraad: Sidee bay kuugu sharaxeen nidaamyada ama kuu siiyeen macluumaadka si waadix ah?
Waa maxay ereyada ama hadalada ka dhigay mid ixtiraam leh ama aan ixtiraam lahayn?

3. Maxay tahay aragtidaada ku aaddan dhaganka shagalaha caafimaadka inta lagu guda jiray
dhalashadaada?
Suaalo dherad ah : Ma kugula tacaaleen si naxariis leh iyo dareen?
Sidee bay dhagankooda u saameeyeen xasilonida iyo kalsoonidaada geedi socodka?
Ma ka wargabtay hababka lagu xallin karo dhaganka aan anshaxa lahayn ee shagalah
caafimaadka?

4. Kadhibo fikraddaada, maxad u malaynaysaa inay sababi karto daryeelka hooyada ee aan wnag-
sanyn inta lagu guda jiro dhalmada?

B: Adeeg Bixiyaasha Caafimaadka

1. Maxay u tahay muhiim in lasiiyo hooyada daryeel ixtiraam leh xiliga dhalmada iyo foosha?

2. Miyaad noshegi kartaa cagabadaha aad ka wajahdo siinta daryeel ixtiraam kudhehanyahay
hoyoyinnka adega uso dontay xaruntaada caafimaad?
Sualo dherad ah: Sidee ayaad uhubisaa in daryeelka loo fidiyo dumarka uu yahay mid wagqtigiisa
ku habboon oo ixtiraam leh, gaar ahaan xilliyada mashquulka?
Sidee ayaad u maareysaa xaaladaha marka dhagamada gaar ay isku hor imaadaan habraacyada
caafimaadka, iyo sidee ayaad uga jawaabtaa xuquugda haweenka xaaladahan?

3. Maxay tahay fikirradaada ku saabsan xaaladaha shagada ee shaglaha xarunta cafimadka?
Sualo dehard ah: Sidee ayaad u malaynaysaa in taageerada iyo kormeerka ka yimaada maamulka
sare ay u saameynayaan dabeecadaha kooxda, fursadaha horumarinta xirfadda, iyo cagabadaha
ama guulaha aad ka heshay geybta hooyada ee la xiriira dhalashada?

4. Wax fikrado dheeri ah ama talooyin ku saabsan mawduucan?

C: Hogaamiyayaasha Bulshada

1. Miyaad noshegi kartaa waayo-aragnimadaada ama waxa aad ka magashay bulshada ee ku saabsan
waayo-aragnimada dumarka xiliga fosha iyo dhamlada kujira e adega uradsaday xarunta
caafimaadka? Fadlan sharax geedi socodka, sida goorta iyo sida shagada loogu bilaabatay, sa-
farka ilaa xarunta, nidaamyada gelitaanka, wakhtiga sugitaanka, iyo daryeelka loo fidiyay ka hor,
inta lagu guda jiray, iyo kadib dhalmada.

2. Maxaad u malaynaysaa inay tahay sababta keenta ixtiram la aantya laa anta hooyada inta lagu
guda jiro foosha iyo dhalmada?

3. Majiraan in bulshada ay ku lug leedahay dadaallo lagu joojinayo xadgudubka xuguugda dumarka
inta lagu guda jiro foosha iyo dhalmada? Haddii ay sidaas tahay, ma sharxi kartaa sida, ama
fikrado dheeri ah 0o ku saabsan sida arrintan loo xallin karo?

4. Maxay talooyin aad u soo jeedin lahayd si loo hagaajiyo daryeelka hooyada ee ixtiraam leh ee
xarunta caafimaadka?
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