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Abstract

Objectives: Promoting respectful maternity care is a fundamental strategy for enhancing facility birth, which significantly
reduces maternal and newborn mortality and morbidity. Despite these effects, disrespect and abusive childbirth care remain a
challenge in Ethiopia. Therefore, this study aimed to determine the prevalence of respectful maternity care and its associated
factors among laboring women in public hospitals of Benishangul Gumuz region, Ethiopia.

Methods: A facility-based cross-sectional study design was employed, and trained external assessors observed the care
provided to 404 laboring women in public hospitals using structured observation checklists. A focus group discussion and
two key informant interviews were also conducted. A structured pre-tested questionnaire and a semi-structured guide were
used to generate quantitative and qualitative data, respectively. Seven verification criteria were employed, and the mean
value and above for each criterion were used to measure respectful maternity care.

Results: Of the 404 client—provider interaction observations during childbirth, only 12.6% (n=51) participants received
respectful maternity care. Being from an urban area (adjusted odds ratio=3.34, 95% confidence interval: 1.39, 8.08),
giving childbirth at daytime (adjusted odds ratio=2.59, 95% confidence interval: 1.26, 5.33), receiving the service from
compassionate and respectful care trained provider (adjusted odds ratio =4.54, 95% confidence interval: 1.63, 12.66), giving
childbirth at general hospital (adjusted odds ratio =3.03, 95% confidence interval: 1.39, 6.65) were positively associated with
respectful maternity care. Staff workload, shortage of supply and equipment, partiality in providing timely care, yelling and
insulting at clients and birth companions were also barriers to respectful maternity care.

Conclusion: The observed respectful maternity care practices were low in the study area. Therefore, the findings of this
study suggest that addressing respectful maternity care would require increased compassionate and respectful care trained
providers, and sustained efforts to improve access to basic equipment and supply for maternity care with an emphasis on
primary hospitals. Tailored interventions aimed at improving respectful maternity care should also target rural residents and
nighttime parturients.
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Introduction

Sub-Saharan African (SSA) countries have a disproportion-
ate burden of maternal and neonatal mortality and morbidity,
accounting for two-thirds (196,000) of maternal deaths.! The
region has the highest rate (27/1000 live births) of neonatal
mortality (NM) worldwide,? and the vulnerability to neona-
tal death is estimated to be 10 times higher than that in devel-
oped countries.’

Ethiopia is 1 of the 10 countries globally that together
contribute to almost 60% of all maternal deaths.* Despite
Ethiopia’s remarkable progress in reducing infant and
under-5 mortality, maternal and NM reduction is relatively
low. Currently, the NM rate is 30 deaths per 1000 live births,
which is higher than that in SSA (27/1000 live births).’ The
maternal mortality rate (MMR), 412 per 100,000 live births,
is discriminately the highest in the world.®

Although Sustainable Development Goals (SDGs) reaf-
firm to reduce the maternal mortality ratio to less than 70 per
100,000 live births, and stillbirth rate and NM rate to below
12 per 1000 live birth by 2030,” Ethiopia has the highest
mortality in the world for all three indicators and still far off
from reaching any of the three targets.® Lack of skilled assis-
tance during pregnancy and childbirth significantly contrib-
utes to maternal mortality and morbidity in low- and
middle-income countries (LMICs), and the burden is more
pronounced in Ethiopia, where more than 50% of all births
are not assisted by skilled providers.”!* In an attempt to
address the SDG targets, the Ethiopian Ministry of Health
devised and implemented respectful maternity care (RMC)
as one of the critical intervention approaches'! to scale up the
level of deliveries attended by skilled birth attendants.'?

RMC is a quality of care that women receive during the
continuum of maternal care.!> White ribbon alliance defines
RMC as the human and dignified treatment of a childbearing
woman throughout her pregnancy, birth, and the period fol-
lowing childbirth.'®!3 It refers to care organized for and pro-
vided to all women in a manner that maintains their dignity,
privacy, and confidentiality'® and ensures women’s funda-
mental right to make informed choices during labor and
delivery.'?

Disrespectful and abusive (D&A) treatment during child-
birth remains a major barrier to institutional birth. It deters
women from using health care facilities for the subsequent
continuum of maternity care, thus deteriorating maternal and
neonatal health outcomes in low-resource settings.!®82!
Evidence from SSA countries has reported that around 44%
of women had faced D&A during childbirth.?? In Ethiopia,
there were abundant reports of D&A treatment during labor
in health facilities ranging from 67% to 98%.23%

Several studies in Ethiopia indicated the practice of self-
reported RMC during childbirth in a health facility.?>=’
However, the findings from these studies inappropriately
reported the proportion of RMC due to women not remem-
bering all incidents of D&A (i.e. presence of recall bias), and

women would not feel comfortable in reporting a negative
experience while still at the health facility (i.e. presence of
courtesy bias) or during the immediate postpartum period,
women can be overwhelmed by feelings of exhaustion and
relief.?® Thus, there is a lack of empirical evidence on the
actual burden of the problem, except for reports on RMC
from the client’s perspective. Hence, this direct observa-
tional study offers evidence for developing intervention
measures to increase RMC that subsequently encourage
facility births. Therefore, this study aimed to determine the
prevalence of RMC and its associated factors in the
Benishangul Gumuz region, Ethiopia.

Methods and materials
Study setting, design, and period

A facility-based mixed cross-sectional study comprising a
quantitative component followed by a qualitative compo-
nent was conducted from 1 April to 20 May 2019 in
Benishangul Gumuz region, Ethiopia. The region is located
634 km from Addis Ababa, Ethiopia’s capital city. Its popu-
lation is estimated to be 1,127,001, assuming 572,815 men
and 554,186 women in 2019.'° There were 402 health posts,
46 health centers, 3 primary hospitals, 2 general hospitals,
1 regional laboratory center, and 2 blood banks in the
region. Annually, an estimated 10,000 women give births to
the region. Of these, approximately 6000 deliveries are in
public hospitals.!%?°

Source population and study population

Pregnant women who came for labor and delivery services in
public hospitals in the Benishangul Gumuz region were used
as the source population. Laboring women and their respec-
tive birth attendants throughout the data collection period
were used as the study population. The unit of analysis was
an observation that represented a unique woman, but not a
unique provider since providers usually cared for multiple
women during the observation period.

Inclusion criteria: All client—provider interactions during
childbirth in public hospitals of the Benishangul Gumuz
region.

Exclusion criteria: Women who visited the hospital after
the second stage of labor, were fundamentally sick, and
attended by undergraduate students were excluded from the
study.

Moreover, postpartum mothers and senior maternal and
neonatal health care (MNHC) providers were used as study
participants for qualitative phase data inquiries.

Sample size and sampling procedure

The sample size was determined using the single population
proportion formula (n=(Zo/2)’pg/d?) by considering the
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proportion of RMC in Bahir Dar, Ethiopia 57%.,3° 95% con-
fidence interval (CI), 5% marginal error, and adding 5% of
non-response rate; the final sample size was determined to
be 415. All public hospitals (five hospitals) in the region
were included in this study, as each of these hospitals pro-
vides essential obstetrics and neonatal care. Based on a pre-
vious delivery report, the sample was allocated proportionally
to each hospital. A systematic random sampling technique
was employed to recruit study participants according to their
admission order. A total of 51 obstetric care providers who
were on duty during the data collection period were observed
while attending the labor delivery process. On average, one
obstetric care provider was observed while attending 7-10
unique laboring women. Purposive sampling was used to
recruit postpartum women and senior health care providers
for focus group discussion (FGD) and key informant inter-
view (KII), respectively.

Data collection procedures

A structured and pre-tested interview administered question-
naire which was sorted from previous literature was used to
generate quantitative data.?>3*3! For observation of labor and
delivery, we used a validated tool adopted and accustomed
from the Federal Ministry of Health guidelines and previous
studies that were conducted on RMC.!-23:32

For direct observation of deliveries, the medical directors
in charge of the selected health facilities were informed about
the purpose of the study, and women were informed about the
observers’ purpose in observing delivery care. Observations
were made after obtaining written consent from survey par-
ticipants and health care providers. Observational checklists
were used to assess provider—client interactions during labor
and delivery services. In total, 15 trained external assessors
(two midwives and one health officer per facility) who were
not working at the selected health facilities were recruited for
data collection, and each assessor covered an 8-h shift per
day. Assessors observed MNHC providers attending labor
and delivery services day and night. The assessors did not
intervene in the care provided to the women. In an event
where the safety or life of the mother or newborn was in dan-
ger or when the client’s status was deteriorating, the assessors
were trained to alert a senior clinician to intervene. The obser-
vation of women started in the second stage of labor and con-
tinued for 2 h post-delivery. The characteristics of health care
providers providing delivery care to women were also
recorded during the survey.

Qualitative data were collected after quantitative data
assessment using a semi-structured probing guide question-
naire prepared in English and translated into the local lan-
guage. Two authors (A.A. and B.A.) who were university
lecturers with master’s degrees conducted the FGD and the
KlIs. Qualitative data collection was performed using face-
to-face interviews with the participants. The FGD was tape-
recorded, and notes were taken. The FGD lasted approximately
1:20h, and each session of KII lasted between 20 and 40 min.

Daily, the discussions were analyzed to frame the themes set
from the objectives. Data generation, transcription, and anal-
ysis were carried out by experts with prior experience in han-
dling qualitative data.

Data quality control

To ensure data quality, each data collector went through a
3-day training workshop on the objectives of the study and
data collection techniques. Each day, supervisors checked
the completeness of the observational data. A pre-test was
performed outside of the study area on 5% of the sample
size to check the consistency of the tool. Subsequently, cor-
rection and modification of the instrument were undertaken
accordingly.

Efforts were made to minimize the effect of observation
on provider behavior, that is, the Hawthorne effect, by assur-
ing providers that data collection was anonymous and that
individual performance would not be reported to their super-
visors or shared publicly (published reports only refer to
aggregate data). Moreover, obstetric care providers were not
aware of the topics and items on the checklists, so they could
not prepare in any way.

Operational definitions

RMC: The level of RMC services was measured using seven
performance standards (categories of disrespect and abuse)
and their respective verification criteria developed by the
Maternal and Child Health Integrated Program (MCHIP) as
part of their RMC tool kit,"* which includes (1) free of physi-
cal harm or ill-treatment, (2) woman’s right to information
and informed consent, (3) women’s right to confidentiality
and privacy, (4) women’s dignity or respect, (5) woman’s
right to receive equitable care, (6) women’s right to never be
left without care, and (7) women’s right to never be detained
or confined against their will. A total of 28 verification crite-
ria from the disrespect and abuse assessment checklist were
used in the survey.

RMC—A score equal to or greater than the mean value of
each of the seven criteria.!'"?

Non-RMC—A score below the mean value for any of the
seven criteria,'"?

Statistical analysis

After checking completeness, data were entered using Epi
Data version 3.1 and then exported to SPSS version 20 for
analysis. Descriptive summary measures, such as frequency,
percentages, means, and standard deviation, were used to
describe the characteristics of the participants. Bivariate
analysis was used primarily to determine which variables
were associated with the dependent variable. To control for
possible confounding factors, variables with a p value of
=<0.25 in the bivariate analysis were used in the multivaria-
ble analysis. Multicollinearity and model fitness were
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checked using standard error and Hosmer—Lemeshow tests,
respectively. The adjusted odds ratio (AOR), with a 95% CI,
was used to identify the independent variables associated
with RMC. Statistical significance was declared at a p value
of <0.05. A thematic analysis was conducted for the qualita-
tive study, and the findings were further used to improve the
quantitative phase questionnaires.

Results

Sociodemographic characteristics of the mothers

A total of 404 mothers participated in the study, making a
response of 97.3%. The mean (= SD) age of study partici-
pants was 26.2 = 4.8 years, and more than half (55.2%) of
the participants were within the age category of 25-34 years.
More than one-third of the participants had no formal edu-
cation. However, 58% of mothers were from the urban
areas, and most (95%) of the study participants were mar-
ried (Table 1).

Obstetric and maternal health service history and
characteristics of MNHC provider

Of the observed 404 deliveries, 334 were in general hospitals
and 70 were in primary hospitals. Nearly two-thirds (63.4%)
of the participants were multiparous, and most (89.6%) had
a history of antenatal care (ANC) follow-up with the current
pregnancy. Regarding the frequency of ANC visits, nearly
half (47.3%) of the participants had four and above ANC vis-
its. As depicted in Table 2, almost two-thirds of parturients
were admitted in the daytime, and more than half of them
gave birth at night. Most (86.6%) women did not experience
complications during labor and delivery. The observed deliv-
eries were managed by 51 MNHC providers in five public
hospitals. On average, 7 to 10 women were observed per
provider while attending deliveries. Female MNHC provid-
ers attended more than two-thirds of the observed deliveries.
The majority of the observed deliveries were managed by
midwives (67.6% or n=273) (Table 2).

The observed practice of disrespect and abusive
treatment of women during childbirth

As indicated in Table 3, the observations documented a
high incidence of disrespectful and abusive behaviors. For
instance, from the four verification criteria used to identify
whether a mother was protected from physical harm or
ill-treatment during childbirth, 67.1% (n=271) of the partici-
pants were observed to experience at least one form of abu-
sive care, either shouting at women, scolding, or slapping.
Similarly, the majority, 84.2% (n=340), of the women did not
receive comfort or pain relief measures as necessary.
Regarding the categories of disrespect and abuse (the
woman’s right to information, informed consent, and choice/

Table |. Sociodemographic characteristics of mother attended
for delivery service in public hospitals Benishangul Gumuz region,
Ethiopia, 2019 (n=404).

Variables Variable category Frequency %
(N)
Residence Urban 236 58.4
Rural 168 41.6
Age (years) <25 159 393
25-34 223 55.2
=35 22 55
Educational Have no formal education 159 394
status Primary school 8l 20.0
Secondary school 64 15.8
College and above 100 24.8
Ethnicity Berta 94 233
Amhara 128 31.7
Gumuz 40 9.9
Oromo 55 13.6
Shinasha 42 10.4
Agew 29 7.1
Other? 16 4.0
Religion Orthodox 200 49.5
Muslim 152 37.6
Protestant 46 11.4
Other® 6 1.5
Marital Married 384 95.0
status Not married 20 5.0
Occupation House wife 182 45.0
Government employee 124 30.7
Merchant 79 19.5
Other® 19 4.7

2Kambata, Wolayita, Gurage, Tigre.
®Catholic and Wakefeta.
Daily laborer, student.

preferences are protected) that used nine verification criteria,
most, 89.6% (n=362), of the service providers did not intro-
duce themselves to clients. In addition, information or verbal
consent was not provided in 82.5% (n=333) of cases. Service
providers have not done curtains or other visual barriers dur-
ing procedures for more than 47% of the respondents, and
over 60% of participants were not draped or covered appro-
priately to protect their privacy.

Concerning a woman is being treated with dignity and
respect; most (91.6%) of the participants did not get an ade-
quate bed (required to share a bed in the postnatal ward or
observed women were put in beds in the postnatal ward that
was not clean) (Table 3).

Prevalence of RMC

Of the 404 observations of client—provider interactions dur-
ing labor and delivery, only 12.6% (95% CI: 9.6, 16.4) of the
participants received RMC services. Of the seven categories
of women’s rights during childbirth, the right to not be
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Table 2. Obstetric and maternal health service history and characteristics of MNHC provider in public hospitals Benishangul Gumuz,
Ethiopia, 2019 (n=404).
Variables Categories Frequency (N) %
Maternal ANC follow-up Yes 362 89.6
No 42 10.4
No. of ANC follow-up <4 213 527
=4 191 47.3
No. of parities Primipara 147 36.4
Multiparas 257 63.6
Time of admission Day 250 61.9
Night 154 38.1
Complication during labor and delivery Yes 54 13.4
No 350 86.6
Time of delivery Day 194 48.0
Night 210 52.0
Childbirths by hospital level Primary 70 17.3
General 334 82.7
Sex of the care providers who assisted the Male 17 334
observed deliveries Female 34 66.6
No. of observed childbirths based on the sex of Male 131 324
birth attendant Female 273 67.6
No. of observed childbirths based on the Midwife 324 80.2
profession of birth attendants Emergency surgery 62 15.3
Other* 18 4.5
No. of observed childbirths based on the monthly <5000 270 66.8
salary of birth attendants (ETB) =5000 134 332
Observed childbirths based on status of Yes 270 66.8
CRC-training No 134 33.2

ANC: antenatal care; MNHC: maternal and neonatal health care; ETB: Ethiopian Birr; CRC: compassionate and respectful care.

2Nurse, medical doctor, health officer.

detained or confined for not paying hospital costs was totally
(100%) respected. Almost all (97%) of the women had
received the right to free of discrimination care. However,
the majority (85%) of the observed laboring women did not
receive the right to confidential care (Figure 1).

Factors associated with RMC

After controlling for confounding factors using multivaria-
ble analysis, variables, such as being urban residents, giving
daytime childbirth, receiving services from CRC-trained
MNHC providers, and giving birth at general hospitals were
significantly associated with RMC.

Women from urban areas were three times more likely to
receive RMC during labor and delivery than those from rural
areas (AOR=3.34 (95% CI: 1.19, 8.08)). The current study
indicated that the odds of receiving RMC were 2.59 times
higher among women who gave birth in the daytime com-
pared to those who gave birth in the nighttime (AOR=2.59
(95% CI: 1.26, 5.33)). Women who received labor delivery
services by CRC-trained MNHC providers were 4.5 times
more likely to receive RMC than their counterparts
(AOR=4.54 (95% CI: 1.63, 12.67)). The likelihood of get-
ting RMC was three times more common among women

who gave childbirth at general hospital hospitals compared
to women who gave birth at primary hospitals (AOR=3.00
(95% CI: 1.39,6.65)) (Table 4).

Barriers to RMC

Almost all FGD participants and key informants reported
that lack of basic equipment and supply for maternity care,
inadequate maternity waiting rooms, and shortage of MNHC
providers were the impeding factors for the provision of
RMC. The FGD participants also expressed that the absence
of impartiality in getting timely care to all clients, non-digni-
fied care and shouting to parturients, and insulting of birth
companions were widely practiced forms of mistreatment in
the hospital.

Facility-related factors

Most of the participants in the qualitative interview viewed
the importance of RMC for enhancing facility birth.
However, lack of basic infrastructure for maternity care ser-
vices was the determinate cause for the mistreatments of
women during childbirth. The discussants and key inform-
ants explained that the shortage of hospital supplies and



SAGE Open Medicine

Table 3. Observed practice of RMC on each verification criteria in public hospitals of Benishangul Gumuz, Ethiopia, 2019 (n=404).

Components of RMC Verification criteria Yes No
n (%) n (%)

The woman is protected The woman is not slapped, ping or hit by the provider 133 (32.9) 271 (67.1)
from physical harm or ill- Her baby is not separated from her unless medically necessary 377 (93.3) 27 (6.7)
treatment. Encourage the woman to take food/fluid during labor unless 352 (87.1) 52 (12.9)

medically necessitated

Provider gives comfort/pain relief as necessary 64 (15.8) 340 (84.2)
The woman'’s right to Provider introduces self to a woman during the first contact 42 (10.4) 362 (89.6)
information, informed Encourages companion to remain with a woman whenever possible 291 (72.0) 113 (28.0)
consent, and choice/ Encourages the woman to ask questions related to care 251 (62.1) 153 (37.9)
preferences is protected. Responds to questions with respect and truthfulness 310 (76.7) 94 (23.3)

Explains what is being done and what to expect throughout labor 224 (55.4) 180 (44.6)

Gives information regarding newborn vaccination to the mother 72 (17.8) 332 (82.2)

Gives periodic updates on status and progress of labor 283 (70.0) 121 (30.0)

Advice a woman to move around during the first stage 321 (79.5) 83 (20.5)

Ask information or verbal consent before performing interventions 71 (17.5) 333 (82.5)
Woman'’s right to Woman'’s files are stored in locked cabinets 33 (8.2) 371 (91.8)
confidentiality and privacy Uses curtains or other visual barrier during procedures 213 (52.7) 191 (47.3)

Uses drapes or covering appropriate to protect woman’s privacy 161 (39.9) 243 (60.1)
The woman is treated with Speaks politely to a woman and her companion 342 (84.7) 62 (15.3)
dignity and respect. Never makes insults, intimidation, threats, or coerces woman 369 (91.3) 35(8.7)

Shows the place of toilet and disposal system for women/ 88 (21.8) 316 (78.2)

companion

Allows women or birth campanion to do cultural practices/belief 354 (87.6) 50 (12.4)

which is not harmfull to the mother or baby

Women get adequate bed 34 (84) 370 (91.6)
The woman receives Speaks to the woman at a language-level that she understands 370 (91.6) 34 (8.4)
equitable care, free of Equal treatment and respect without varying on any specific 367 (90.8) 37 (9.2)
discrimination. attributes

Not show verbal or physical disrespect to women based on 356 (88.1) 48 (11.9)

attribute

Wear a gown when he or she gives care 288 (71.3) 116 (28.7)
The woman receives Encourages the woman to call if needed. 316 (78.2) 88 (21.8)
equitable care, free of Comes quickly when woman calls (within | min) 240 (59.4) 164 (40.6)
discrimination. Never leaves a woman alone or unattended 178 (44.1) 226 (55.9)
Woman is never detained or The facility does not have the policy to detain women who do not 404 (100) —

confined against her will.

pay

RMC: respectful maternity care.

equipment, such as bed and bedsheets, blankets, water, and
shower room, was the barrier to the delivery of RMC. The
participants also extend that the absence of personal protec-
tive equipment, an inadequate number of coaches, and insuf-
ficient maternal waiting room for the clients remains the
challenge for RMC.

There is a shortage of beds. No waiting room for the patient as
well as for the birth companion, we just roam around the facility.
And, even after my childbirth, I couldn’t get a bed to rest. (FGD,
28 years)

The key informant from the providers’ perspective
described that mistreatment of the women during childbirth
was strongly associated with workload and tiredness which

is caused by very high patient loads coupled with inadequate
staff number. Dealing with numerous birth companions
alongside one parturient also exacerbates the tiredness of the
care providers.

A 45-year-old senior obstetric care provider said that “numbers of
care providers are not enough to attend all laboring women
appropriately, especially during the night time, the assigned
MNHC providers do not surpass four, while there are more than
ten cases at a time. Hence, this would deter women-centered care.”

Service-related factors

The key informants from two hospitals stated that with all
the available resources, the MNHC providers strive to offer
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Figure |. The seven women'’s rights of women during labor and delivery in public hospitals of Benishangul Gumuz region, Ethiopia,

2019 (n=404).

Table 4. Bivariate and multivariable logistic regression result for factors associated with RMC in public hospitals of Benishangul Gumuz

region, Ethiopia, 2019 (n=404).

Variables Categories Respectful COR (95% ClI) AOR p
care (95% Cl)
Yes No

Residence Urban 38 198 2.29 (1.18, 4.45) 3.34 (1.39, 8.08)*  0.007
Rural 13 155 I |

Occupation of the mother Housewife 16 166 I |
Government employee 22 102 2.24 (1.12, 4.46) 1.62 (0.70, 3.74) 0.259
Other? 13 85 1.59 (0.73, 3.45) 1.42 (0.59, 3.44) 0.438

ANC visit Yes 198 164 1.9 (1.78, 9.15) 1.4 (0.58, 3.70) 0.454
No 18 24 I

Time of delivery Day 36 158 2.96 (1.57, 5.60) 2.59 (1.26,5.33)* 0.012
Night 15 195 I |

Complication during labor and Yes 14 40 2.96 (1.47, 5.95) 2.18 (0.88, 5.28) 0.086

delivery No 37 313 I |

Level of hospital General 18 52 3.16 (1.66, 6.02) 3.00 (1.39, 6.65)*  0.005
Primary 33 301 | I

Sex of the provider attended delivery  Male 8 123 | |
Female 43 230 2.87 (1.31, 6.31) 1.59 (0.64, 3.9) 0.312

No. of observed childbirths based on  Midwife 131 203 2.56 (1.36, 4.84) I.1(0.41,2.95) 0.843

the profession of the care provider Emergency surgery 39 23 2.78 (1.97, 5.95) 3.45 (0.76, 3.25) 0.672
Others® 18 62 | |

CRC-trained Yes 46 224 5.30 (2.05, 13.67)  4.54 (1.63, 12.66)* 0.004
No 5 129 I |

No. of observed childbirth based on <5000 23 247 I |

care provider salary (ETB) =5000 28 106 2.84 (1.56, 5.15) 1.59 (0.68,3.7) 0.284

COR: crude odds ratio; Cl: confidence interval; AOR: adjusted odds ratio; ETB: Ethiopian Birr; CRC: compassionate and respectful care; ANC: antenatal

care.
?Merchant, student, daily laborer.
®Nurse, medical doctor, health officer.
*Statistically significant at p <0.05.
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dignified, timely, and non-discriminatory care to all laboring
women.

I provided equal care for all mothers irrespective of their status
and background because it is my responsibility to respect the
fundamental right of the women and unborn child. (MNHCP,
32 years)

However, to a large extent, FGD participants described
that the providers did not offer equal and timely care to all
clients that result in long periods of either waiting or being
left alone without care. A rushed care from the providers and
unsanitary rooms also discouraged women from seeking
facility birth.

.. .The MNHC providers didn’t assess and evaluate me on time.
But after my birth companion called his friend Dr. X. who was
working in this hospital, they immediately started to assess and
evaluate me properly as indicated. I think in this hospital, no one
can get appropriate and timely care unless you have friends/
relatives from MNHC providers. Generally, the service was
biased. (FGD, mother 34 years)

They also expressed that the care providers did not have
respect for clients, and insulting and yelling at clients and
birth companions were common. Some of the health care
providers were not competent enough in diagnosing and pro-
viding appropriate maternity care.

. . .Health professionals have no value and respect for clients
and birth companions. Currently, employed health professionals
are purchasing their certificate or degree from a private college
and are then hired in the health facility through relatives.
(Mother, 31 years)

Discussion

Despite concerted national efforts to reduce the mortality of
women during childbirth, maternal mortality continues to be
a significant cause of death among women in Ethiopia.® One
of the important components to decrease maternal mortality
is to improve the quality of care received by women during
delivery.'> Promoting RMC during childbirth is one of the
pillars to ensure quality maternity care through establishing
women-centered care. However, D&A during childbirth
remains a major concern in the public health system of
Ethiopia, and these broad spectrum forms of D&A are inap-
propriately reported and normalized by a large segment of
the population that needs stringent measures. Hence, this
direct observation study aimed to determine the practice of
RMC and its associated factors in the Benishangul Gumuz
region, Ethiopia.

In this study, merely 12.6% (95% CI: 9.6, 16.4) of the
participants were observed to receive RMC. This finding is
notably lower than studies reported from SSA (56.0%), India
(71%),3 Tanzania (85%),** Kenya (81%),%* and Ethiopia
(57%).273° This lower observed practice of RMC in our

study was due to the method of assessment that we employed
to determine RMC, while the previous studies used a self-
reported investigation for RMC which could have overesti-
mated the presence of RMC. Higher findings of RMC in a
self-report assessment are expected as women are potentially
hesitant to report abuse conducted within the facility while
still in care.3*3¢

Contrary to the above justifications, an observational
assessment study conducted in Tanzania and India demon-
strated a higher prevalence of RMC, that is, 30% and 77.6%,
respectively®”*® compared to our study finding. These differ-
ences may be attributed to not only to a variation in sociode-
mographic backgrounds and study period but also maternal
and child health service utilization and access to quality
maternal and newborn health services.** It is noted that D&A
is inflicted not only by individual providers but also by health
systems as a whole when the conditions in facilities deviate
greatly from accepted standards of care and infrastructure,
staff, equipment, and supplies needed to deliver that care.*

However, the result of this study is higher than a study
conducted in Arba Minch town, Ethiopia (1.1%), Pakistan
(3%), and Nigeria (2%).*"* The possible discrepancy could
be due to the differences in study settings and variations in
sociodemographic backgrounds or the practice of some
obsolete procedures. For instance, in the study conducted in
Arba Minch town, birth attendants apply fundal pressure to
expel babies, which can put women at health risk, and sutur-
ing of episiotomies without the use of local anesthesia is
considered as physical abuse that significantly drops wom-
en’s status of RMC.

From the category of confidentiality and privacy care,
around 60% of the parturient were observed to experience
examination procedures without the use of drapes or were
not covered appropriately to protect their privacy which is
similar to the report of the study conducted in selected health
centers of Amhara and the southern region, Ethiopia.**
Although asking women for consent is an important measure
of showing respect for the laboring mother, the majority
(82%) of women were observed to experienced non-con-
sented care in this study, which is consistent with the previ-
ous study reported from Addis Ababa, Ethiopia (94.8%).3!

In this study, the use of physical force/abrasive behavior
with the woman was pervasive as more than two-thirds
(67%) of the participants experienced physical abuses,
including scolding, shouting, or even slapping. This is one of
the first systematic measures of abusive practices in health
facilities and indicates a worrisome picture of the quality of
maternity care in Ethiopia.'”* Hence proactive measures
have to be implemented by stakeholders to solve the mater-
nity care crisis in the health facilities of the region.

From the category of women’s right to be treated with
dignity and respect, most (92%) of the participants did not
get a suitable bed, as such majority of the observed women
were required to share a bed in the postnatal ward, a place
that was likely to compromise their privacy, confidentiality,
and dignity. Furthermore, women were put in beds in the
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postnatal ward that was not clean or even, has no bedsheets.
The findings of this form of mistreatment in our study bear
similarity with a study reported from Tanzania where more
than 84% of women have been observed to part a bed in the
postnatal ward or instructed to rest on bedsheets that were
not clean.*

The current study illustrated that women who gave child-
birth in the daytime were three times more likely to get
respectful care than women who gave birth at night. Consistent
with our finding, a study conducted in Ethiopia and Kenya
also showed that delivering at daytime was associated with a
higher practice of RMC.2*3% The higher burden of non-rever-
ential care during the night shift is possibly explained by the
unavailability of adequate staff to offer nighttime maternity
care services. As a result, obstetric care providers become
tired because of workload or a sleeping disturbance that may
engender physical or verbal abuse to parturient.

It is widely recognized that compassionate and respectful
care training is crucial to capacitate MNHC providers to
offer human-centered care, serve patients ecthically with
respect, remember to adhere to a professional oath, and
encourage providers to deliver acceptable service quality to
the clients.*>* Similarly, the current study indicated that
receiving labor delivery care from CRC-trained providers
increases the odds of getting RMC by fourfolds. A similar
association was also noted in the previous studies.’”#

In congruence with a previous study,*® the current study
reveals that women who were residents of urban areas were
three times more likely to be valued and respected during
labor and delivery than mothers who were residents of rural
areas. The possible explanation for this association may be
that participants from urban areas are cognizant of their basic
rights, and the providers are vigilant and cautious to realize
some of the fundamental rights of the women.

In Ethiopia, primary hospitals are structured under a
primary health care unit that provides all services offered by
health centers and emergency surgical services, such as
cesarean sections and blood transfusions. However, primary
hospitals cannot provide all services that are offered under
the second-tier system, that is, general hospitals. This is
because general hospitals are capacitated with infrastructure
and skilled human resources better than primary hospitals.*
Hence, having appropriate supply and infrastructure rein-
forced with adequately experienced health care providers
would facilitate a reverential and cordial service to laboring
women. Likewise, our study revealed that the likelihood of
getting RMC service was observed to be high among women
who gave birth at the general hospital than those who gave
birth at a primary hospital.

Strength and limitation of the study

The use of direct observation of client—provider interactions
during labor and delivery in this study has the following
strength. First, it avoids recall bias as clients may not exactly
remember the broad spectrum of D&A. Second, it avoids the

inherent interpersonal perception of the clients about D&A.
Third, the study would significantly avoid courtesy biases.
Finally, this study’s triangulation of quantitative with the
qualitative inquiry is also important to capture robust data in
determining factors affecting RMC services. Despite these
strengths, the study was unable to conduct a pilot study to
minimize the presence of possible Hawthorne effect, and the
study also did not consider data saturation for the qualitative
inquiry of the study participants.

Conclusion

Merely 12.6% of participants were observed to receive RMC
during labor and delivery in this study. Being an urban resi-
dent, giving birth in the daytime, receiving care from CRC-
trained MNHC providers, and receiving service from the
general hospital were positively associated with RMC. Staff
workload, unavailability of adequate infrastructures, short-
age of supply and equipment partiality in providing timely
care, and misunderstanding with MNHC providers and birth
companions were the barriers to RMC. Therefore, health
institutions and other stakeholders should increase the num-
ber of compassionate and respectful care trained providers
and reinforce monitoring and evaluation mechanisms for
MNHC providers to avoid mistreatment and support them in
offering women-friendly care. Furthermore, the provision of
basic equipment and supplies to the health facilities should
be given due attention.
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