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Introduction: Disrespect and abuse during pregnancy and childbirth continue to be
a barrier for the utilization and quality of care in maternal health services. This study was
therefore aimed at reducing the disrespect and abuse of mothers during antenatal care and
delivery services at Injibara general hospital, northwest Ethiopia.

Materials and Methods: A pre—post interventional mixed method design was conducted
among a total of 738 randomly selected mothers who attended antenatal care and delivery
services from November 1, 2018 to May 20, 2019. To collect the data, exit interview using
an interviewer-administered structured questionnaire was used. Provision of training, pre-
paration of standard written guidelines and protocols, waiting room construction, availing
screening or curtain, equipment, essential drugs and supplies, supportive supervision and
mentoring, and staff motivation were the lists of interventions applied to decrease disrespect
and abuse. Descriptive statistics and independent #-test were computed. The independanet t-
test is used because at the baseline and endline were
different. A p-value of <0.05 and a mean difference with 95% CI was used to test the

significance of the interventions.

the study populations

Results: The study revealed that disrespect and abuse during pregnancy and childbirth
decreased from 71.8% at baseline to 15.9% at the end-line with a 55.9% change (mean
difference: 0.56, 95% CI: 0.55-0.57). Alongside, the magnitude on the subscales of disrespect
and abuse (physical abuse, non-consented care, non-confidential care, non-dignified care, dis-
crimination and neglected care) was decreased at post-intervention, compared with the baseline.
Conclusion: Respectful maternal healthcare after the intervention was significantly
improved. The finding suggests that provision of training to healthcare providers, written
policies and procedures that describe the responsibilities of healthcare providers in the
respectful maternal care process, improving facility infrastructure, availing supplies, regular
supportive supervision and mentoring and motivation of high-performance employees have
the potential to enhance respectful maternal care. Therefore, incorporating such training into
pre-service curricula and in-service training of healthcare workers may indorse the practice
of respectful maternal care.
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Introduction
Disrespect and abuse during pregnancy and childbirth at the health facilities are

documented as a global problem, but worse in low-income countries such as
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Ethiopia."™ Such disrespect and abuse not only violate
women’s rights to compassionate and respectful maternity
care, but it can also threaten women'’s rights to life, health,
bodily integrity, and freedom from discrimination.*”” It is
one of the most important barriers to maternal service
utilization, quality of care problems, and often
a violation of women ‘s human rights.*'® However, it
received less attention as compared to other more com-
monly recognized barriers such as access and financial
obstacles of maternal care during childbirth."'

Disrespect and abuse (D&A) during childbirth deter-
mine the quality of maternal care and it is one of the
indicators of a violation of women’s basic human
rights.®'? It includes both the behavior of healthcare pro-
viders and structural deficiencies from human rights stan-
dards of good quality care or recommended professional
practices.”> Scholars classify facility-based D&A into
seven categories: physical abuse, non-consented care, non-
confidential care, non-dignified care, discrimination, aban-
donment of care, and detention in facilities.®

Although much has been done to ensure access to health
services, in FEthiopia a lack of quality services and low
utilization of maternal health service continues to be a -
challenge.'*!” Every year. One of 52 mothers has a chance
to die from pregnancy and childbirth related problems.'®
Delays in seeking care, delays in transport to facilities and
delay in providing services inside facilities contribute for
these maternal deaths.'”*® Although the direct maternal
services are offered free of charge, a limited number of
skilled staff, inadequate essential drugs and supplies to
health facilities and disrespect or humiliation of women
by healthcare providers after reaching health facilities also
hinder the use of maternal care.*' >

In Africa, the prevalence of D&A ranges from 13.9%
in Malawi** to 98% in Nigeria.”> Similarly, studies in
different parts of Ethiopia on the issue reported a high
prevalence, ranging from 36-98.9%.%2°

Disrespect and abuse are universal maternal health care
utilization problems. However, it is unspoken that has
been attributed to courtesy bias where women do not
tend to report D&A while still in the health facility.’! In
some cases, policymakers, program managers, and care
providers are unaware of the disrespect and abuse experi-
enced in their settings or the settings they are responsible
for. In other cases, the people entrusted with women’s care
and their newborns may recognize a need for respectful
maternal care (RMC) but may feel ill-equipped to address
the need.'' The lack of legal and ethical foundations to

address D&A, lack of leadership in this area, lack of
standards and accountability, provider prejudice due to
lack of training and resources, and normalizing disrespect
and abuse may contribute to this experience.®*

The provision of compassionate and respectful maternity
care during pregnancy and childbirth has become one of the
key components of improving the quality of maternity
service,”' to reduce maternal mortality and morbidity and
to meet the Sustainable Development Goals (SDGs) of
reducing maternal mortality ratio (MMR) to 70 per
100,000 live births.>*** There are however rare interven-
tional studies in Ethiopia on how to reduce disrespect and
abuse. Hence, this study aimed at improving respectful
maternal care through simple interventions. The information
generated from this study will provide managers to design
appropriate strategies to address women’s disrespect and
abuse during Antenatal Care (ANC) and delivery services.

Materials and Methods
Study Design and Setting

A pre—post interventional mixed-method (quantitative and
qualitative) design was conducted at Injibara general hos-
pital, to reduce D&A during pregnancy and childbirth
from November 1, 2018 to May 20, 2019.

Injibara general hospital is located in northwest Ethiopia,
which is 144 and 450 kilometers far from Bahirdar (the
capital city of Amhara National Regional State) and Addis
Ababa, respectively. The hospital provides outpatient, inpa-
tient, adult and neonatal intensive care unit, surgery and
other diagnostic and laboratory services for around
1.2 million catchment population in Awi zonal administra-
tive. It has a total of three hundred four health workforces
and serves as a referral site for 107 private health facilities,
four primary hospitals, forty-four health centers and 185
health posts. Mothers who came for antenatal care follow
up and delivery services from November 1 to 10, 2018 for
pre-intervention and from May 1 to 10, 2019 for post-
intervention at Injibara general hospital were included in
the study. The interventions were provided from
December 11, 2018, to April 30, 2019. Pregnant and labour-
ing mothers who could not communicate and unconscious of
being interviewed were excluded from the exit interview.

Root Causes Analysis and Selection of

Interventions
The identification and selection of root causes and inter-
ventions to reduce D&A during antenatal care and delivery
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services at the hospital were undertaken through
a participatory approach of a multidisciplinary team. The
multidisciplinary team consisted of the senior hospital
management team, midwifery department coordinator,
ANC focal person, gynecologists, hospital quality officer,
plan and program officer, health management information
system (HMIS) officer.

Initially, structured group discussions and interviews
were conducted with senior midwiferies, gynecologists
and a quality assurance officer. Observation was also
made in the labour-delivery and ANC clinics, and empiri-
cal evidence reviewed. The fishbone diagram was then
used as a method of root cause analysis to extract the
possible root causes of D&A of pregnant and labouring
mothers at the point of care.>> We use the fish-bone dia-
gram as a root cause analysis tool because it is more
suitable to identify multiple root causes of problems with
different themes/perspectives at the same time.>> Then in
our interventional study, the possible root causes of poor
respectful maternal care were thematized under people
(Knowledge, skills, feedback, motivation, support ...),
policy and procedure (guidelines, rules, regulations ...),
Medical equipment and supply (eg delivery coach, ultra-
sound, ...), and environment (internal and external) related
factors.

Accordingly, poor monitoring and evaluation systems,
poor knowledge and skill of staff towards respectful care
and poor provider motivation were identified as possible
root causes related to people. Under the medical equip-
ment and supply related theme, the absence of some
required medical equipment (eg ultrasound, blood pressure
apparatus, delivery coach ...) and absence of certain
essential drugs and supplies for the provision of maternal
health services were identified as possible root causes.
Whereas, the policy and procedure-related root causes
were unavailabilities of written policies that describe the
responsibilities of healthcare providers in the respectful
maternal care process, absence of written professional
code of conduct and ethics for health care providers at
the labour wards and ANC clinic, a poor system for
reporting illegal, incompetent or impaired practices.
Moreover, poor infrastructure, poor working environment
and poor support from the regional health bureau were the
identified environment-related possible root-causes for low
respectful maternal care at Ingibara general hospital.

Subsequently, identification and selection of proposed
interventions were made that might address those identi-
fied root causes, and the proposed intervention was

prioritized by evaluation criteria. The criteria used were:
effectiveness/impact (how much will it decrease the pro-
blem), time (how long will it take to work), feasibility (is
there capacity/stakeholder support/will the culture accept
it), and cost (how expensive is the intervention to carry
out).’**” These criteria were chosen to prioritize the inter-
ventions because they were the most suitable criteria as it
provides a structured approach for comparison and selec-
tion of best interventions that help to overcome the stated
problem.*® Each criterion was measured by using a five-
point Likert scale (from one to five) and the highest scores
were considered as the best intervention to reduce D&A
during pregnancy and childbirth. The overall interventions
were presented and well-defined using the logical frame-
work matrix (Table 1).

After that,
Compassionate Respectful and Caring (CRC) with strong

training to healthcare providers on

attention to respectful maternal care to improve the knowl-
edge and practice of staff towards respectful care was cho-
sen as the primary intervention. Preparation of written
guidelines and protocols describing the responsibilities of
healthcare providers in the respectful maternal care process
was chosen as a secondary intervention. Improving facility
infrastructure (eg establishing waiting room for pregnant
and labouring mothers, family member/support person,
avail screens or curtain to maintain privacy and sufficient
space to walk around, bathroom and toilet with a door that is
accessible and has a handwashing sink with soap and water
for both labouring and pregnant mothers); availing all the
required equipment, essential drugs, and supplies for mater-
nal health service provision; establishing regular monitor-
ing and evaluation practice through supportive supervision
and mentoring and recognizing for good performance
employees were the other subsequent intervention chosen
to improve RMC at Ingibara general hospital.

Interventions

A total of one hundred thirty-three health care providers and
supervisors (midwives, case managers, coordinators, por-
ters, medical record unit coordinators and liaison officers)
working in the hospital had undergone a five-day training in
collaboration with the University of Gondar and Amhara
National Regional State Health Bureau, including modules
on patient-centered care; respectful maternal care, planning,
monitoring, and implementation of CRC; client-provider
interaction; facilitation of patients’ and families’ participa-
tion in decisions and care; and communication with teams
and health care ethics.
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Table | Log Frame Matrix for Reducing Disrespectful and Abuse of Maternal Care Among Labouring and ANC Follow-Up Mothers at

Injibara General Hospital, Northwest Ethiopia, May 2019

Description of the Interventions ovi

Data Sources Assumptions

Goal:

® Number of Maternal health services uti-

® DHIS2 reports ® |f the trained professional

Reducing disrespectful and abusive
maternal care

respectful maternal care

nal care survey
checklist

Strategies:

(I) Training to health care providers
(I) Improving facility infrastructure
(1

Strengthening monitoring and evalua-

tion system through supportive

® Number of healthcare providers who

received CRC training

® Number of RMC trained health worker

® Auvailability of waiting room for pregnant

and labouring mothers

HRIS staff training
profile
Observation and
inventory of tan-
gible resources

Improving maternal health care service lized (ANC, Delivery, PNC, FP) ® KPI reports stay at the hospital and
utilization ® EHSTG report work as to the standard
® Registrations of |® Ifall the required equipment,
maternal health essential drugs, and supplies
services are sustained
Objective: ® The proportion of mothers who received |® Respectful mater-

Motivate high-performer employees on monthly bases.

supervision and mentorship ® Auvailability of enough screens or curtain ® |FRR (Intra facility
(IV) Establishing motivation mechanisms |® Availability of all the required equipment, report and
for high performer employees essential drugs and supplies for maternal request) form
health service provision ® Supportive super-
® Number of supportive supervision and vision and men-
mentorship on RMC conducted toring checklists
® Number of written feedbacks provided
after the mentorship
® Number of employees selected as best
employee of the month/rewarded
Activities
® Communicating and preparing training materials in collaboration with ARHB and UoG
® Purchasing and prepare the same training materials
® Providing the training on RMC
® Preparing written policies and procedures that describe the responsibilities of healthcare providers in the RMC process
® Prepare and provide a written code of ethics for providers
® Purchasing equipment, essential drugs and supplies;
® Develop TOR on regular supportive supervision
® Perform the regular supportive supervision and mentorship
® Conduct a discussion with staff and provide written feedbacks after a mentorship
® Develop TOR on motivation strategies for high-performance employees
°

Abbreviations: ARHB, Amhara Regional Health Bureau; ANC, antenatal care; EHSTG, Ethiopian Hospitals Standards Treatment Guideline; CRC, compassionate respectful
and caring; FP, family planning; HMIS, Health Management Information System; KPI, key performance indicators; OPD, outpatient department; OVI, objectively verifiable
indicators; PNC, postnatal care; RMC, respectful maternal care; TOR, term of reference; UoG, University of Gondar.

The hospital established one waiting room with eight
beds equipped with mattresses, a television, private bath-
room, toilet, and maternal reception room with food ser-
vices for those mothers who came for delivery by
integrating it with the hospital’s inpatient department.

Furthermore, a sufficient number of screens or cur-
tains were availed to maintain the privacy of mothers
during service provision. Written guidelines and proto-
cols describing the responsibilities of nursing/midwifery

for the nursing/midwifery process including the admis-
sion assessment, planning, implementation and evalua-
tion of nursing/midwifery care were prepared by the
senior midwiferies and the quality assurance team and
approved by the senior management body of the hospital.
Moreover, all essential drugs and supplies for the provi-
sion of maternal health services were satisfied; the mon-
itoring and evaluation system

through supportive

supervision and mentorship were established. At the
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same time, a protocol for recognizing high-performing
employees was developed by the hospital human
resource management team in collaboration with the
quality assurance team. All these interventions were
worked-out with the involvement and promises of the
healthcare providers.

Regarding supportive supervision and mentoring activ-
ities, supervisors conduct monitoring and evaluation activ-
ities every two weeks using specially designed mentorship
checklists developed by the quality assurance team in
collaboration with the labour and delivery department of
the hospital. In the six months intervention period from
December to May 2019, they missed only one supervision
and mentorship. The mentorship tool had a structured
questionnaire on the RMC practice and a request box for
feedback. The supervisors interviewed six mothers from
the labour ward and three mothers from the ANC follow-
up clinic. Then a discussion was held with the project
investigator, the quality assurance team and healthcare
providers working at both service points about the findings
of mentorship and pursue suggestions for future improve-
ments in RMC.

Outcome Measure

Primary Outcomes (Process Measures)

The availability of written policies, protocols and monitor-
ing and evaluation guidelines for improving RMC prac-
tice, the number of trained healthcare providers and
supervisors, number of stockout report on essential drugs
and supplies for the provision of maternal healthcare ser-
vices, the availability of separate waiting rooms for labour-
ing and ANC follow-up clients, availability of screens or
curtain in sufficient number, the number of supportive
supervisions and mentorship conducted, availability of
mentorship written feedbacks provided to delivery and
ANC follow-up service units, number of recognized high
performer employees in each month by the end of
May 2019 were the process measures.

Secondary Outcomes (Outcome Measures)
The proportion of disrespect and abuse among pregnant
and labouring mothers was the outcome measure.

Variables and Measurements

Disrespect and Abuse

Was defined as any form of inhumane treatment or uncar-
ing behavior toward a woman during labour and delivery
that is related to any of the seven categories of

mistreatment listed as physical abuse, non-consented
care, non-confidential care, non-dignified care, abandon-
ment, or denial of care, discrimination and detention in
facilities. It is measured by a total of 24 questions with
dichotomous (Yes/No) response adapted from a landscape
analysis by Bowser and Hill to explore evidence for dis-
respect and abuse in facility-based childbirth.® If a woman
responded any yes from the total questions considered as
“abused or mistreated”; otherwise considered as ‘“not
abused or mistreated”.®

Physical Abuse

Physical force or abrasive behavior with the woman,
including slapping or hitting and touches measured using
seven criteria.® A woman who answers yes to at least one
criteria was considered as being abused at the time of
labour and delivery.

Non-Consented Care

The absence of informed consent, or patient communication,
forced procedure, measured using seven criteria.® A Women
who answer yes to at least one criteria was considered as
being abused at the time of labour and delivery.

Non-Confidential Care

Lack of confidentiality and lack of privacy during maternal
care measured using two criteria. A woman who answers
yes to at least one of the criteria was considered as being
abused at the time of labour and delivery.

Non-Dignified Care (Including Verbal Abuse)

Lack of dignity, respect and intentionally humiliating,
scolding, or shouting at patient’s value and for women;
measured using two criteria.® A woman who answers yes
to at least one of the criteria was considered as being
abused at the time of labour and delivery.

Discrimination

Lack of equitable care measured using two criteria.’
A woman who answers yes to at least one criteria was
considered as being abused at the time of labour and delivery.

Abandonment or Denial of Care

Lack of right to timely healthcare and to the highest
attainable level of health, measured using three criteria,’
and a woman who answers yes to at least one of the
criteria was considered as “abused at the time of labour
and delivery”.
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Women Development Army (WDA)

A women-centered voluntary community strategy to sup-
port and own primary health care activities in the commu-
nity, particularly maternal health services.*® Members of
the WDA are organized by the neighborhood. 25-30
women are organized with a leader in the army and five
to six sub-groups with five to six members are formed
within it. The WDA is expected to hold weekly discus-
sions among members on health needs, to monitor and
support pregnant women to ensure the continuum of care
from pregnancy to postnatal, and to support the referral

system to health care facilities.>*~°

Sample Size and Sampling Procedures

The sample size was determined by using a single popula-
tion proportion formula (n = (Za/2)2*P (1-P)/(d)2) with
the assumptions of 95% confidence level (CI), 5% margin
of error, the proportion of disrespect and abuse 66.7%
from a study conducted at Bahirdar health facilities
among mothers during childbirth®® and 10% for non-
response rate, which yields 374. Then, a total of 748
mothers were interviewed for pre- and post-intervention
(374 for each) assessment. Moreover, a total of ten key
informants (three health care providers, four women
development army leaders, and three mothers with at
least three ANC visits in the hospital) were involved.
The samples were proportionally allocated to the ANC
and delivery ward, based on the past three-months hospital
average client flow reports. Then, a systematic random
sampling technique was employed to obtain the calculated
samples from ANC and delivery wards. For the qualitative
part; key informants were selected purposively based on
their special characteristics such as knowledge, status,
communication skills and value for the community under

study.

Data Collection Tools and Procedures

A pre-tested interviewer-administered structured question-
naire was used for the quantitative data collection. To
ensure consistency, the questionnaire was first developed
in English and translated into the local languages (Agew
and Ambharic) and finally back to English. A total of four
non-clinical staff data collectors from the hospital’s anti-
retroviral therapy clinic and one supervisor were recruited
and two days of training were provided before the data
collection.

For the qualitative part data were collected through
face-to-face interviews using a semi-structured interview
guide. The principal investigator designed the guiding
questions by considering existing literature on respectful
and abusive maternal care, and also reviewed by experts in
maternal care. The interviews were conducted by senior
midwiferies from the Injibara health center. The inter-
viewer was trained by the principal investigator in the
use of the guide and probing for more detail on disrespect-
ful maternal care. The interview was conducted in the
local languages, Amharic or Agew at venues convenient
to the participant, and took an average of 20 minutes.
During each interview audio-records and field notes were
taken with the participants’ consent.

Data Quality Control

Before data collection, two days of training was provided
to data collectors and supervisors on the basic techniques
of data collection and supervision. Supervisors checked
data accuracy, consistency, and completeness daily. The
pre-test (5% of sample size) was done at the Injibara
health center (one of the nearby health facilities with
similar characteristics) by the same data collectors.
Moreover, to assure the quality of qualitative data, data
was collected by experienced data collectors (several years
of experience as a midwife). The credibility of the data
was determined through triangulation of data between
methods of data collection. Recruitment of appropriate
key informants was considered, and the participants’
voice was inserted in the result to check its accuracy.

Data Management and Analysis

After appropriate coding, the quantitative data was entered
into Epi Info version 7 software and exported to SPSS
version 23 software for analysis. Frequencies, proportion
and summary statistics were used and the results were
presented in narrations, figurative and tabular forms. An
independent #-test was done to assess the significance of
the intervention. A P-value of < 0.05 and a 95% confi-
dence level (CI) was used to declare the significance of the
intervention. The recorded qualitative interviews were
transcribed verbatim and translated from Agew or
Ambaric into English by the first author and local transla-
tors. The data collectors also carried out the translations to
ensure the original meanings conveyed by the participants
were fully captured. Data management and analysis were
done using Open Code 4.03 software. The data were coded
based on preset categories developed from the literature
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for thematic analysis.*® The first and last author indepen-
dently analyzed the data, the third author confirmed this,
and the second author validated it. The data was analyzed
and presented using thematic analysis in the non-physical
abuse, respectful care/, consented care, confidential care,
abandonment or denial of care, and dignified care themes
to complement the quantitative findings.

Ethical Considerations

Ethical approval was obtained from the Ethical Review
Committee of the Institute of Public Health, the College of
Medicine and Health Sciences of the University of Gondar
(Ref. No: IPH8375/06/19). Official letters were received
from the Amhara National Regional State Health Bureau
and Injibara general hospital prior to contacting the study
participants. Full information was given to participants on
the purpose and significance of the study. The informed
and written consent was then obtained from all partici-
pants. We use thumbprints to get consent from those
respondents who could not able to read and write.
Confidentiality of the information obtained from the parti-
cipants was maintained by using code numbers instead of
personal identifiers and by keeping the questionnaire
locked. The written informed consent included consent
for the publication of anonymized responses. Finally, the
study was carried out in accordance with the Helsinki
Declaration.

Results
Socio-Demographic Characteristics of

the Respondents

A total of 738 mothers was interviewed in the pre- and
post-intervention with a response rate of 98.6%. The
majority of the study participants were greater than 25
years old. Nearly ninety-one and ninety four percent of
the mothers who participated in the pre-and post-
intervention were married, respectively. Regarding their
educational status, 77.8% in the pre-intervention and
85% in post-intervention were unable to read and write.
Monthly income level was ranged in 1000-3000 Ethiopian
Birr (ETB), 55% and greater than 3000 Ethiopian Birr
(48%) in post-intervention. Sixty-nine and sixty-six per-
cent of rural dweller mothers have participated in the pre-
and post-intervention, respectively. Orthodox Christians
were the dominant religion with 89.3% and 88.3% in the
baseline and end-line, respectively. A total of 70.6 and
67% of mothers were from Agew Ethnic in the pre- and

post-intervention, respectively. Similarly, 65 and 78% of
the mothers were housewives in the pre- and post-
intervention, respectively (Table 2).

Disrespect and Abuse of Maternal Care
The overall magnitude of disrespect and abuse during preg-
nancy and childbirth in the study was 71.8 and 15.9% in the
pre- and post-intervention, respectively. Similarly, the dis-
respect and abuse among labouring mothers were reduced
from 78.5% at the pre-intervention to 27.7% at the post-
intervention. Whereas disrespect and abuse among ANC
follow up mothers were 64.7 and 36.2% in the pre- and
post-intervention, respectively (Figure 1).

Table Characteristics of  Study
Participants at Injibara General Hospital, Northwest Ethiopia,

2019

2 Social-Demographic

Variables Categories Pre- Post-
Intervention | Intervention
(n=369) (n=369)
n (%) n (%)
Age in years Less than 18 6 (1.6) 6 (1.6)
18-25 179 (48.5) 176 (47.7)
>25 184 (49.9) 187 (50.7)
Marital status Married 335 (90.7) 348 (94.3)
Unmarried 34 (9.3) 21 (5.7)
Monthly Less than 1000 | 5 (1.4) 7(1.9)
income in 1000-3000 307 (83.2) 203 (55)
Ethiopian Birr Greater than 57 (15.4) 159 (43.1)
3000
Education Unable to read | 289 (78.3) 313 (84.8)
and write
Able to read 80 (21.7) 56 (15.2)
and write
Occupation Housewives 243 (65.8) 287 (77.8)
Governmental | 95 (25.7) 23 (6.2)
employers
Others* 31 (84) 59 (16)
Residence Rural 254 (68.8) 244 (66)
Urban 115 (31.2) 125 (33.9)
Religion Orthodox 331 (89.7) 326 (88.3)
Muslim 30 (8.1) 26 (7)
Protestants 8 (2.2) 17 (4.7)
Ethnicity Agew 261 (70.7) 247 (67)
Ambhara 104 (28.2) 108 (29.3)
Others** 4 (1.1) 14 (3.8)

Notes: *Students, Merchants and Private/daily employers. **Gumuz, Tigray.
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Disrepect and abuse of maternal care

90.00%
80.00%
70.00%
60.00%
50.00%
40.00%
20.00% 27.70%
20.00%

10.00%

0.00%

36.20%

71.80%

= Pre-intervention

= Post-intervention

laboring mother alone ANC follow-up mothers Both labouring and

alone

ANC follow-up mothers

Figure | Disrespect and abuse of women during labour and ANC services at Injibara general hospital, northwest Ethiopia, 2019.

The findings from the key informants highlighted that
there was an improvement in respectful care from health
care providers in the hospital. Most of the key informants
explained that they were glad by the good respect of the
healthcare providers especially midwives. However, few
of them described that there is still some problem in
especially informed

respecting clients in providing

consent.

“Midwives value their clients not to hurt them physically,
but some of their assistants talk to their clients unethically
and treat them violently”. (A 24 years old male health care
provider)

Most of the key informants agreed that there were good
changes in respectful care during service provision com-
pared to the past year. A 32-year old health care provider
said that “This is an interesting circumstance to see a new
situation in terms of clients that have not been seen in my
career as a medical service provider over the last 6 months
“. Similarly, A 43 year’s old women development army
leader strengthens the idea “Many of the health workers in
the ANC and labour ward are good, and we feel comfor-
table seeing and engaging with them”. Even though, the
key informants did not deny the ethics of rare healthcare
worker staff might need improvements.

3

¢ ... even if there are changes in respectful care, there are
still some midwives who behave unethically when provid-
ing services, and I encourage them to take lessons from

their peers and minimize their unethical act. As a result,

the hospital will pay attention to improve the respectful
maternal care in general and with the healthcare assistants
and midwives in particular”. (51 years old male key
informants)

“Midwives’ approach to clients is innocent with a smile
and respects essential socio-cultural values and norms that
make mothers feel like they are at home especially in the
waiting room”. (a 29 years old male health worker)

Most participants described getting the first chance in
central triage and card room and facilitators/porter’s ser-
vice is very encouraging. Majorities agreed that service
provided were exempted, privacy issue in ANC room was
maintained, guards in delivery ward guiding for clients
with courtesy and respect with a large number of clients.
Two key informants expressed that;

Even if, there are positive changes in the delivery of
compassionate maternal care services relative to the pre-
vious years’ service provision, there are still priority con-
cerns in ultrasound and laboratory services and laboratory
result release that should be resolved by senior hospital
administrators to improve maternal care with a maximum
of dignity.

In this study, physical abuse during maternal care was
reduced from 61% at baseline to 15.4% at the post-
intervention. In line with this, providers hit or slapped,
culturally inappropriate way of carrying, not receiving
necessary pain-relief treatment, denied from food or fluid
in labour unless medically necessitated for labouring mother
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only were decreased from the pre-intervention by 44.5, 50.9,
58.9 and 44.7%, respectively after the intervention.
Non-consented care was reduced by 54.9% from the
pre-intervention. The provider did not explain what is
being done, the provider did not give periodic updates on
the status and progress of my labour/ANC visits, the
provider did not permit me to choose of position for
birth and ANC examination and provider did not obtain
my consent or permission prior to any procedure were
among highly reduced forms of non-consented care
through our interventions. The qualitative part reinforces
this finding. Some of the key informants react that clients
had not been provided with necessary and adequate infor-
mation about the above respectful maternal care and their

maternal health conditions.

“ ... Clients have not been provided with accurate infor-
mation on compassionate maternal care as basic human
rights due to the lack of informed consent on what is to be
done and the progress of labour and fetal conditions during
labouring and also the progress of pregnancy as health
professionals”. (A 31 years old female informants)

In addition to those, two of the key informants expressed
that the method of information provision used has
a problem of language and the clients have to go around
repeatedly to get the room where they can get the services.

“The existing information provision is fine for those who
can read and write but difficulty for the illiterates/unable to
read because there are posters written in English and
Ambharic versions that are displayed at the service point
“. (38 years old male key informants)

The Majority of the participants said that method of infor-
mation provision for illiterate clients visiting the hospital
is needed. Similarly, Non-dignified care was decreased by
53.6% after the implementation of designed interventions.
Though providers shouting at or scolding on mothers was
decreased, still, there was a significant experience of shout
at service area which impacts negatively on dignity.

“midwives respect to their clients not to hurt them physi-
cally, but some of their assistants/students shout at clients
unethically and made service them with a lot of frustra-

tion”. (A 24 years old male key informant)

Furthermore, Non-confidentiality care, discrimination
care, and abandonment or denial of care were reduced
from the baseline by 54.8%, 59.3% and 68.4%, respec-

tively at the post-intervention (Table 3).

Significance of the Interventions

An independent -test was used to test the significance of
our intervention. Accordingly, the significance of the inter-
vention was checked for the overall disrespect and abuse
care as well as to each category of the disrespect and
abusive maternal care. Subsequently, the intervention has
significant changes at p-value <0.0001. Among components
of disrespect and abusive care highest changes were
observed for physical abuse (mean difference: 0.73, 95%
CI: 0.67-0.77), and lower change in the confidentiality care
domain (mean difference: 0.48, 95% CI: 0.41-0.54). The
overall disrespect and abuse have shown a significant
change with (mean difference: 0.56, 95% CI: 0.55-0.57)
(Table 4).

Discussion

This pre—post interventional study revealed that women’s
disrespect and abuse during antenatal care and delivery
services at Injibara general hospital was reduced by 55.9%
(71.8% at baseline to 15.9% at end-line). The findings
suggest the provision of training to healthcare providers,
written policies and procedures describing the responsibil-
ities of healthcare providers in the respectful maternal care
process, improving facility infrastructure, availing all the
required equipment, essential drugs and supplies, regular
supportive supervision and mentoring and motivating the
employees has the potential to decrease women’s disre-
spect and abuse during antenatal care and delivery
services.

In this study, the magnitude of disrespect and abuse at
the post-intervention was consistent with those of studies
conducted in Tanzania, Kenya and Malawi among women
during childbirth.?**"*° However, it is much lower than
the result of studies done in Ethiopia public health facil-
ities among women during childbirth in Addis Ababa,
Arbaminch town and Shambu town in the Wolega
zone.”***! Additionally, our finding is lower than the
finding of other similar studies.*** These differences
could have resulted from the difference in study setup,
study design as well as the socio-cultural difference of
the study participants, moreover, the interventions that
were implemented in our study may contribute to these
differences.

In this study, the highest change was observed in the
domain of abandonment or denial of care. It was decreased
from 80% at baseline to 11.6% at the end-line, resulting in
a decrease of 68.4%. The possible reason for this
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Table 3 Magnitude of Disrespect and Abuse of Women with Their Respective Categories During Delivery and ANC Services at

Injibara General Hospital, Northwest Ethiopia, 2019

Variables Pre-Intervention | Post-Intervention
n (/%) * n (I%) *
Experienced at least one form of D&A 265 (71.8) 59 (15.9)
Physical abuse 225(61.0) 57 (15.4)
The provider (s) physically hit or slapped, pushed, punched, or beat me 212(57.5) 48(13.0)
Health provider verbally insulting during labour/ANC 205(55.6) 49(13.2)
Separation of the mother from the baby without medical Indication 218(59.0) 63(17.0)
Support staffs insult me and my companion 228(62.0) 93(25.2)
Demonstrating the caring culturally inappropriate way 228(62.0) 41(11.1)
Necessary pain-relief treatment is not provided 257(69.6) 41(11.1)
Denied from food or fluid in labour unless Medically necessitated 228(62.0) 64(17.3)
Non-consented care 258 (72) 63(17.1)
The provider did not introduce themselves to me and my support person 232(63) 66(17.8)
Providers did not encourage me to ask questions 243(66) 67(18.1)
The provider did not respond to my question with politeness 220(59.6) 58(15.7)
The provider did not explain what is being done and what to expect throughout labour; birth and ANC | 265(72.0) 56(15.1)
follow up
The provider did not give periodic updates on the status and progress of my labour/ANC visits 302(71.8) 58(15.7)
The provider did not permit me to choose of position for birth and ANC examination 286(77.5) 66(17.8)
The provider did not obtain my consent or permission before any procedure. 312(74.6) 69(18.6)
Non-confidential care 293 (79.5) 91(24.7)
Providers did not use drapes or covering to protect my privacy 294(79.7) 100(27.1)
Providers discussed my private health information in a way that others could hear 283(79.4) 82(22.2)
Non-dignified care (including verbal abuse) 288 (78) 90(24.4)
Health providers shouted at or scolded me 278(75.3) 83(22.4)
Health providers made negative comments about me 299(81.0) 70(18.9)
Discrimination care 258 (69.9) 39(10.6)
Providers discriminated me by race, ethnicity and economic status 263(71.2) 43(11.6)
Providers discriminated me because of teenage 253(68.5) 32(8.6)
Abandonment or denial of care 296 (80) 43 (11.6)
Provider ignored me or did not come quickly when | called him/her 292(78.9) 42(11.3)
Provider left me alone or unattended during the second stage of labour 312(84.6) 37(10.0)
No right to timely healthcare and the highest attainable level of health 285 (77.3) 50(13.5)

Note: *Number of respondents who answered “yes” for the questions.
Abbreviations: ANC, antenatal care; D&A, disrespect and abuse.

achievement is that the respectful maternal care training
undertaken in this study has an emphasis on the right to
timely healthcare (reduction of waiting times and some-
times harmful delays) and the right to the highest attain-
able standard of health that can influence the practice of
healthcare providers. Additionally, frequent supervision
and mentorship with written feedbacks might contribute
to this achievement.

The second highest post-intervention change was
observed on the non-consented care domain and showed

that 54.9% decrement from the pre-intervention. The post-

intervention finding in this study was by far lower than
a study conducted in Bahirdar, Arbaminch and Addis
Ababa, Ethiopia.”’?**° This better achievement can be
explained by the interventions implemented in our study
such as frequent supportive supervision, securing the
necessary supplies and drugs, employee motivation
mechanisms and the training provided to providers reduce
non-consented care.

A substantial decremental change was also observed in
discrimination care, non-dignified care and physical abuse

sub-scales from baseline compared to the end-line. The
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Table 4 Independent t-test of the Intervention on Disrespect
and Abuse of Women with Their Respective Categories During
Delivery and ANC Services at Injibara General Hospital,
Northwest Ethiopia, 2019

Variables df Mean Difference (95%
Cl)

Physical abuse 736 | 0.74 (0.67-0.77) *

Non- consent care 736 | 0.56 (0.48-0.60) *
Non-confidentiality care 736 | 0.48 (0.42-0.54) *
Non-dignified care 736 | 0.54 (0.47-0.59) *
Discrimination 736 | 0.69 (0.63—0.74) *
Abandonment/neglected care 736 | 0.60(0.55-0.66) *

Over all Disrespectful and abusive | 736 | 0.56 (0.55-0.57) *

care

Note: *Statistically significant at p-value <0.0001
Abbreviation: df, degree of freedom (n-2).

potential reasons are the training provided also underlined all
the sub-dimensions of disrespect and abuse, including asking
for consent before performing any procedure and respecting
the preference of patients, discrimination by race, ethnicity,
age and economic status while providing care. Besides, the
roleplays in the training offer opportunity to discuss various
elements of verbal and physical abuse. Furthermore, other
interventions mentioned elsewhere contribute to this finding
as well. Similar findings were also reported in some previous
studies where training promotes respectful maternal care
during pregnancy and childbirth.***

With regard to physical abuse, although there was
a decremental change from pre- to post-intervention,
22.5% of respondents still reported that health providers/
assistants were shouting or scolding during pregnancy and
childbirth. Reports from other nations support this finding.
In Ghana, from a qualitative study, Midwiferies witnessed
that provision of inadequate care; and verbal, physical, and
psychological abuse of women during childbirth at mid-
wifery units of their working health facilities.*®

The other categories of disrespect and abuse during
pregnancy and childbirth were non-dignified care and non-
confidential care. Accordingly, 24.4% and 24.7% of
mothers at the post-intervention reported non-dignified
care and non-confidential care, respectively. This finding
was lower than other studies done in Ethiopia.””***” The
possible explanation for the variation may be because of
little attention given by health managers to secure supplies
and resources required for maternal health provision in the
previous studies. Additionally, poor infrastructure and una-
vailability of motivating strategies for employees from
previous studies may explain the variation.

Strength and Limitation of the
Study

Since the study was interventional, it provides an oppor-
tunity to implement identified strategies to improve
respectful maternal care at the baseline study and thus
shows the actual influence of the interventions on the
outcome variable. Besides, the study was supported by
a qualitative study which provides extensive and detailed
information on D&A during maternity care. The possible
limitation of the study was the use of a specific study area
that might not include other factors such as variation of
infrastructure across facilities that could affect the inter-
vention, so it would be better to add more facilities to see
the difference between the facilities through the interven-
tions. This study also does not address some interventions
such as shortage of staff. Furthermore, the absence of
a comparison group will make it difficult to know whether
the improvements observed were due to the fact that the
staff at the facility know they are being assessed and other
secular trends, or whether it is a real intervention effect.

Conclusion and Lessons Learned

In this interventional study, respectful maternal care at
Injibara general hospital was found to be significantly
improved. Alongside this: physical abuse, non-consented
care, non-confidential care, non-dignified care, discrimina-
tion and neglected care were decreased. The finding suggests
that the provision of training to healthcare providers, written
policies and procedures that describe the responsibilities of
healthcare providers in the respectful maternal care process,
improving facility infrastructure, availing supplies, regular
supportive supervision and mentoring and motivating high-
performing employees have the potential to improve
respectful maternal care. Therefore, including such training
into pre-service curricula and in-service training of health-
care workers may advance the practice of respectful mater-
nal care. Similarly, healthcare facilities also need to
implement the other interventions mentioned in this docu-
ment for improving respectful maternal care services.
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