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Background: Respectful maternity care is one of the facilitators of women’s access to maternity healthcare ser
vices. However, it has been evidenced that maternal healthcare services are compromised during the pandemic of
coronavirus disease 19 (COVID-19). Moreover, there was a dearth of evidence on healthcare provider’s adher
ence to respectful maternity care guidelines through direct observation. Hence, this study intended to assess
healthcare provider’s adherence to respectful maternity care guidelines during COVID-19 in northwest Ethiopia.
Methods: A multicenter observational cross-sectional study was conducted at hospitals in northwest Ethiopia from
November 15th/2020 to March 10th/2021. A simple random sampling technique was employed to select 406
healthcare providers. Data were collected through face-to-face interviews and direct observation using a struc
tured questionnaire and standardized checklist respectively. The data were entered into Epi Info 7.1.2 and
exported to SPSS version 25 for analysis. A binary logistic regression model was fitted. Both bivariable and
multivariable logistic regression analyses were undertaken. The level of significance was claimed based on the
adjusted odds ratio (AOR) with a 95% confidence interval (CI) at a p-value of ≤0.05.
Results: The proportion of healthcare providers adhering to respectful maternity care guidelines during COVID-19
was 63.8% (95% CI: 59.1, 68.4). Job satisfaction (AOR = 1.82; 95% CI: 1.04, 3.18), professional work experience
of 3–5 years (AOR = 2.84; 95% CI: 1.74, 4.6) and ≥6 years (AOR = 2.21; 95% CI: 1.11, 4.38), and having
education parallel to work (AOR = 0.33; 95% CI: 0.21, 0.51) have an independent statistical significant asso
ciation with adherence to respectful maternity care guidelines.
Conclusion: In this study, six out of ten healthcare providers had good adherence to respectful maternity care
guidelines. Ensuring health worker’s job satisfaction and providing education opportunities by the government
would improve healthcare provider’s adherence to respectful maternity care standards.

1. Introduction
Respectful maternity care (RMC) is defined as a cordial and honor
able treatment or service provision for women at a health facility.1 It is
also an approach towards women that is individual-centered and based
on the value of human rights. It primarily relies on the principle of
providing obstetrical care with great kindness, dignified, confidential,
non-discriminatory, women-centered, and non-criminal way throughout

the continuum of care.2 Ensuring universal access to safe, acceptable,
quality sexual and reproductive health care especially maternal health
care can reduce and prevent the global burden of maternal mortality.3
RMC promotes and reflects the protection of human rights like voluntary
maternal healthcare programs that respect, protect, and fulfill human
rights.4
Currently, disrespect and abuse (D&A) of service-seeking women is
becoming an urgent problem that needs the concern of all stakeholders
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including health care research, quality and education, human rights, and
civil rights advocacy worldwide.5 In addition, coronavirus disease 19
(COVID-19) is sweeping the world, and the burden on healthcare facil
ities is growing.6,7 The negative impact of the pandemic led to fear,
confusion, and frustration among health workers limiting their ability to
provide RMC according to evidence-based guidelines. Unfortunately,
exacerbation of abuse and mistreatment of women already widespread
in the context of childbirth, including lack of information, denial or
suspension of care, neglect, abandonment, and abuse around the
world.8,9
Thus, overcoming preventable causes of maternal and neonatal
mortality is one of the key indicators of sustainable development goals
(SDG).10 Despite remarkable efforts, maternal and neonatal mortalities
remain unacceptably high globally. Existing evidence illustrates that
about 810 women every day, and 295, 000 women every year die from
pregnancy and childbirth-related complications.11 Similarly, about 2.5
million neonates die from preventable causes, which accounts for 47%
of the under-five mortality.12 Of these, more than two-thirds of the
maternal and neonatal mortalities are taken place in sub-Saharan Africa
(SSA), including Ethiopia.12,13 One of the globally endorsed strategies of
combating these huge burdens is the provision of respectful maternity
care (RMC). In connection to this, World Health Organization (WHO)
prepared a document focusing on prevention and elimination of disre
spect and abuse (D&A) during institution-based delivery in 2014.14
WHO further recommends that all healthcare providers should practice
RMC on a sustainable basis for positive pregnancy outcomes.15
Every woman has the right to get health services equally, respect
fully, and with full dignity. Besides, avoidance of ill-treatment and
disrespectful care during childbirth is simple but determinant for better
maternal health outcomes and the good adherence of women to
maternal and neonatal health services given during the postnatal
period.16 However, a lot of women were treated disrespectfully at the
time of childbirth and other obstetric care.14 One in three women is
subjected to abuse and violence during labor and delivery.17 A system
atic review on D&A care during childbirth in Ethiopia revealed that one
in two women experienced D&A.5 Thus, stakeholders are advised to
apply further efforts on this concern so as to alleviate the problem
permanently.5 In the meantime, the problem gets worse during the
pandemic of coronavirus disease 19 (COVID-19).18 While poor quality
services and violations are expected during pandemics such as
COVID-19, health professionals should provide maternal and neonatal
health services with equality and dignity as it is a key pillar in reducing
mortality and morbidity.19 According to a recent finding, the institu
tional delivery rate decreases by half during the pandemic of
COVID-19.18 One of the barriers to the non-utilization of maternal
health services during the COVID-19 pandemic was the stigma they
experienced from the healthcare providers.20 Evidence indicated that
increments have been also seen in the institutional stillbirth and
neonatal mortality rate and decreased quality of care given after the
emergence of COVID-19.18,21
Maternal care during childbirth helps to forge deep friendships and a
positive view of other maternal and child health services. So far, the
implementation of RMC is weak in developing countries, including
Ethiopia.22 However, it is implausible to improve the uptake of facility
delivery as long as the existing discourteous and disgraceful maternity
care service provision remains unresolved.23 In 2019, 50% of Ethiopian
women gave birth at home without getting a skilled birth attendant.24
Evidence has shown that most women in developing countries prefer
home delivery to health facility delivery. The reason behind not giving
birth at a health facility was the perceived poor quality of services and
history of undesirable care from healthcare providers.25,26 Provision of
training for providers (both in-service and pre-service), making the
environment conducive, and developing strong health policies are
believed to promote RMC.27
In Ethiopia, several studies have been conducted regarding D&A care
during facility-based childbirth. These studies concluded that delivery at

private hospitals, having antenatal care (ANC), delivery by male
healthcare providers,28 delivery attended by a midwife,29 and day-time
delivery30 were factors that increase the likelihood of RMC. But, most of
the previous studies collected the data from the mothers. It should be
noted, however, that both the service provider and the perpetrators are
health professionals, so it would be better to gather the information
directly from the health professionals. This could then help to find a
better figure about the extent of the burden of the problem and obtain
basic evidence for any intervention aimed at improving the provider’s
adherence to RMC guidelines. Furthermore, the shortage of evidence on
respectful maternity care in the context of COVID-19 triggers numerous
changes to the provision of maternity care. Therefore, this study aimed
at assessing the healthcare provider’s adherence to RMC guidelines
during the pandemic of COVID-19 and associated factors in Northwest
Ethiopia.
2. Methods and materials
2.1. Study design, period, and settings
A multicenter institution-based observational cross-sectional study
was conducted from November 15th, 2020 to March 10th, 2021. It was
conducted at hospitals of northwest Ethiopia, Amhara regional state.
Specifically, the study was conducted in the Gondar province which
comprises four zones namely South Gondar, Central Gondar, West
Gondar, and North Gondar zone. In the province, there are a total of 22
hospitals which include 2 referral hospitals, 1 general hospital, and 19
primary hospitals. These hospitals are serving more than 10 million
population in the zones of Gondar province and surrounding zones such
as North Wollo and Waghimra zone.
2.2. Study population
All healthcare providers working at the maternity wards in the
selected hospitals were the study population. These include medical
doctors, midwives, and integrated emergency surgeon officers (IESO).
Healthcare providers who were available at the workplace during the
data collection period were included. Non-permanent employees (i.e.,
health care providers who have a professional experience of fewer than
six months were excluded).
2.3. Sample size determination and sampling procedure
A single population proportion formula was utilized to calculate the
sample size (N) by taking the following assumptions into consideration:
proportion of provider’s adherence to RMC guidelines - 50% (p = 0.5),
level of significance - 5% (α = 0.05), Z α/2–1.96, margin of error - 5% (d
2

= 0.05); and non - response rate − 10%. Accordingly, N = (Zα/2) d*p(1−
2
2∗

0.5(1−
N = (1.96)(0.05)2

0.5)

p)

=

= 384. After adding a 10% for non-response rate, we

obtained a total sample size of 422. Data were collected from 15 hos
pitals (i.e., 2 tertiary hospitals, 1 general hospital, and 12 primary
hospitals). During the study period, 544 healthcare providers were
present in the selected hospitals. The selected hospitals were the Uni
versity of Gondar comprehensive specialized hospital (n = 93), Debre
Tabor specialized hospital (n = 70), Debark General hospital (n = 33),
Ambagiorgis primary hospital (n = 16), Dembia primary hospital (n =
20), Metema primary hospital (n = 30), Tach Giant primary hospital (n
= 24), Nefas Mewucha primary hospital (n = 20), Gohala primary
hospital) (n = 16), Ebinat primary hospital (n = 10), Andabet primary
hospital (n = 14), Delgi primary hospital (n = 10), Ayikel primary
hospital (n = 16), Mekaneyesus primary hospital (n = 17), and Addis
Zemen primary hospital (n = 17). The seven primary hospitals were
excluded due to their very low delivery size. The lists of healthcare
providers were obtained from each hospital and the sampling frame was
designed by numbering the list of healthcare providers. Then, the total
2
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sample size was distributed to each selected hospital proportionally.
Finally, the participants were selected randomly.

present participants’ characteristics, workplace and profession-related
characteristics, and healthcare provider’s compliance with RMC guide
lines. The binary logistic regression model was fitted. Both bivariable
and multivariable logistic regression analyses were carried out. Vari
ables having a p-value of less than 0.2 at the bivariable logistic regres
sion analysis were entered into the multivariable logistic regression
analysis for controlling confounders. In the final model, the level of
significance was declared based on AOR with its 95% CI at a p-value of
≤0.05.

2.4. Variables of the study
The outcome variable for this study was the healthcare provider’s
adherence to RMC guidelines. Whereas, the explanatory variables are
socio-demographic factors such as age, sex, educational level, marital
status, having smartphones and/or computer and exposure to media,
and workplace and professional-related variables including the year of
experience, professional category, relation to the nearby boss, intention
to stay in the profession, job satisfaction, facility type, working time,
training on basic emergency obstetric and newborn care (BEmONC),
presence of regular follow-up by the manager, workload in the delivery
room, presence of birth assistant, working part-time in private in
stitutions, education while working, training on compassionate
respectful care (CRC), and location of the health facility.

3. Results
3.1. Socio-demographic characteristics
A total of 406 healthcare providers were observed in this study.
Sixteen healthcare providers were excluded from the final analysis due
to their incomplete data making a response rate of 96.2%. The mean age
of the study participants was 28.4 years (SD ± 4.7) and slightly more
than two-thirds of the study participants were male. Of these, 59.8% of
the healthcare providers were degree in midwifery holders and 51.7% of
the participants had a professional work experience of 3–5 years
(Table 1).

2.5. Measurements and operational definitions
Respectful maternity care: A total of 30 items were prepared to
assess RMC which are classified into seven categories including physical
abuse, non-consented care, non-confidential care, non-dignity care,
discriminatory care, neglected care, and detention in health facilities.
Each item has a “Yes “or “No” response giving a score of 0–30 (i.e., a
score of 1 was given for “No” and 0 for “Yes” response). Similarly,
healthcare provider’s adherence to RMC standards was dichotomized as
good adherence (which was coded as “1”) and poor adherence (which
was coded as ‘‘0’’). Accordingly, a score of above the mean was
considered as good adherence to RMC guidelines based on the summa
tive score designed to assess healthcare provider’s adherence to RMC
guidelines.28
Job satisfaction: A total of 9 questions were prepared to assess the
satisfaction level of healthcare providers. Thus, healthcare providers
who were able to answer above the mean score were considered as
satisfied whereas healthcare providers who scored below the mean were
considered as not satisfied.31

3.2. Workplace and profession-related characteristics
Of the total healthcare providers, 52.7% were from primary hospitals
and more than three-fourths of them had a good relationship with their
nearby manager. About 29.3% and 31% of the participants have
received training on CRC and BEmONC respectively. One hundred fiftyone (37.2%) of the study participants were learning education while
they are working their job (Table 2).
3.3. Healthcare provider’s adherence to RMC standards
The overall proportion of healthcare providers adhering to RMC
standards during childbirth was 63.8% (95% CI: 59.1, 68.4). From the
category of RMC standards, 88.7% of providers have not committed
discrimination based on women’s specific status. On the other hand, 269
(66.3%) and 262 (64.5%) of healthcare providers did not tell the women
what is going to be done and did not obtain consent for any procedure
during labor and delivery respectively (Table 3).

2.6. Data collection tools, methods, and procedures
The data collection tool was developed by reviewing the litera
ture.30,32,33 The data were collected through face-to-face interviews and
direct observation using a structured questionnaire and checklists
respectively. The questionnaire was assessed by a group of researchers
to evaluate and enhance the items in the question. The questionnaire
contains socio-demographic characteristics, professional and
work-related factors, and questions assessing the healthcare provider’s
adherence to RMC standards. To decrease the Hawthorne effect, the data
was collected over four months to allow health workers to settle to the
normal work pattern. In addition, the healthcare providers were
observed initially using the checklist and interviewed later on using the
standardized questionnaire. Fifteen diploma and 5 BSc midwives were
selected for data collection and supervision respectively.

Table 1
Socio-demographic characteristics of study participants in hospitals of north
west Ethiopia, 2020/2021 (n = 406).
Characteristics

Category

Frequency

Percentage
(%)

Age (in year)

≤25
26–30
≥31
Male
Female
Single
Married
≤2
3–5
≥6
Yes
No
Midwifery diploma
Midwifery degree
Midwifery master’s
degree
Others*
<5000 ETB
5001- 10000 ETB
>10001 ETB

85
247
74
272
134
164
242
140
210
56
207
199
119
243
25

20.9
60.8
18.2
67
33
40.4
59.6
34.5
51.7
13.8
51
49
29.3
59.8
6.2

19
140
239
27

4.7
34.4
58.9
6.7

Sex
Current marital status

2.7. Data quality control

Work experience

Before the actual data collection, a pretest was done on 20 healthcare
providers outside of the study area. The data collectors and supervisors
were trained about the interview technique and overall data collection
process for 3 days. During data collection, the questionnaire was
checked for completeness by the supervisors.

Media exposure
Educational level

2.8. Data processing and analysis

Average monthly
income

Data were checked, coded, and entered into EPI INFO version 7.1.2,
and analyzed using SPSS version 25. Descriptive statistics were used to

Note: *General practitioners, Residents, and IESO.
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Table 2
Workplace and profession related characteristics of study participants in hos
pitals of northwest Ethiopia, 2020/2021 (n = 406).
Characteristics
Facility type

Facility location
Relation with the nearby manager
Job satisfaction
Received CRC training
When did you take the CRC
training (n = 119)
Working time
Birth assistant present
Received BEmONC training
Intention to stay in the profession
Interest to work in the delivery
room
Workload in the ward
Working part-time at private
health facility
Education while working

Category
Primary
hospital
General
hospital
Tertiary
hospital
Urban
Semi-urban
Good
Poor
Satisfied
Dissatisfied
Yes
No
Within 2 year
Before 2 years
Day
Night
Yes
No
Yes
No
Yes
No
Yes
No
Yes
No
Yes
No
Yes
No

Frequency

Table 3
Respectful maternity care standards and categories observed from healthcare
providers working at hospitals in northwest Ethiopia, 2020/2021 (n = 406).

Percentage
(%)

214

52.7

32

7.9

160

39.4

223
183
314
92
324
82
119
287
71
48
295
111
318
88
126
280
290
116
340
66
179
227
51
355
151
255

54.9
45.1
77.3
22.7
79.8
20.2
29.3
70.7
59.6
40.4
72.7
27.3
78.3
21.7
31
69
71.4
28.6
83.7
16.3
44.1
55.9
12.6
87.4
37.2
62.8

Category

Experience obstetric violence

Yes

No

Physical abuse

The care provider use physical
forces (slapping, pinching,
beating/hitting) against the
women while she was in a labor
pain
The birth attendant (s) threaten
the women with beating to let her
obey their order
The healthcare provider (s) suture
the women’s perineum without
using local anesthesia
The provider leg tied down the
women on a delivery bed when
she was in delivery
The provider did not allow
women to assume her position of
choice during labor and delivery
The provider did not allow her to
ambulate during the course of the
labor without reason
The birth attendants push the
women abdomen down to deliver
the baby (used fundal pressure)
The provider denied food or fluids
in labor unless medically
necessitated
The provider did not introduce
himself/herself to her and her
companion
The providers did not share the
findings of her initial assessment
with her and or her families?
The providers discouraged the
women when she ask questions
The care providers did not explain
to the women what is being done
and what to expect throughout the
labor and birth process
The provider did not obtain her
consent or permission prior to any
procedure
The care providers coerce the
women to undergo cesarean
section (C/S)
The provider did not use drapes or
other visual barriers for protecting
privacy
The providers allowed entering
other people to the room who
could observe her while she is
naked on the bed?
Providers discussed the women’s
private health information in a
way that others could hear
Provider did not speak to the
women politely throughout the
course of the labor
Provider intimidate/humiliate the
women at least one time
Providers made negative
comments during labor
Providers shouted at or scolded
her during labor pain
Providers did not allow her
companion to enter the delivery
room
Healthcare providers
discriminated by race, ethnicity,
economic status or poor
educational status, rural area
Healthcare providers
discriminated against because of
being a teenager or advanced age

91
(22.4%)

315
(77.6%)

108
(26.6%)

298
(73.4%)

91 (22.4)

315
(77.6%)

87
(21.4%)

319
(78.6%)

154
(37.9%)

252
(62.1%)

129
(31.8%)

277
(68.2%)

103
(25.4%)

303
(74.5%)

140
(34.5%)

266
(65.5%)

170
(41.9%)

236
(51.8%)

140
(34.5%)

266
(65.5%)

113
(27.8%)
269
(66.3%)

293
(72.2%)
137
(33.7%)

262
(64.5%)

144
(35.5%)

152
(37.4%)

254
(62.6%)

123
(30.3%)

283
(69.7%)

108
(26.6%)

298
(73.4%)

113
(27.8%)

293
(72.2%)

82
(20.2%)

324
(79.8%)

118
(29.1%)
89
(21.9%)
109
(26.8%)
142
(35%)

288
(70.1%)
317
(78.1%)
297
(73.2%)
264
(65%)

48
(11.8%)

358
(88.2%)

46
(11.3%)

360
(88.7%)

Non-consented
care

3.4. Factors associated with healthcare provider’s adherence to RMC
guidelines
Both bivariable and multivariable logistic regression analyses have
been undergone. According to the result of multivariable logistic
regression analysis, job satisfaction (AOR = 1.82; 95% CI: 1.04, 3.18),
professional experience of 3–5 year (AOR = 2.84; 95% CI: 1.74, 4.61)
and ≥6 years (AOR = 2.21; 95% CI: 1.11, 4.38), and attending education
while working their job (AOR = 0.33; 95% CI: 0.21, 0.51) were signif
icantly associated with adherence to RMC protocol (Table 4).

Non-confidential
care

4. Discussion
In resource-limited countries, most of the maternal mortality (MM) is
subjected to pregnancy, childbirth, and other related complications. It is
mostly due to a lack of access to maternal healthcare services and D&A
during childbirth.17,34 Ethiopia is one of the SSA countries with the
highest maternal mortality, 412 per 100, 000 live births in 2016.35 One
key strategy to increase women’s access to health services and to cut
back this outrageously high MM is implementing RMC in all aspects of
maternity care.14 Hence, this study was planned to assess healthcare
provider’s adherence to RMC guidelines and associated factors during
childbirth in public hospitals of northwest Ethiopia through direct
observation during the pandemic of COVID-19.
In this study, the proportion of healthcare workers adhering to the
RMC guideline was 63.8%. In other words, about 36.2% of healthcare
providers are committed to D&A care. Our finding is in line with a study
conducted in the Bale zone, southeast Ethiopia in which 62.5% of
women got RMC.36 This finding is, however, higher as compared to
other studies conducted elsewhere in Ethiopia including Bahir Dar
town_57%,37 West Shewa zone_35.8%,30 Wellega zone_21.9%,38 eastern
Ethiopia_38.4%,28 and northwest Ethiopia_56.3%.39 The result of this

Non–dignity care

discrimination
care

(continued on next page)
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interviews. The data collected from the women is self-reported and may
dishonestly increase or decrease the proportion of RMC. Since labor is a
very painful and stressful event, the women may not tell the factual
information. It can be also justified as, even though there was no sig
nificant association between provider’s adherence to RMC guidelines
and CRC training in the present study, other studies revealed that CRC
training significantly increases provider’s adherence to RMC guide
lines.41 In this study, nearly a third of healthcare providers received CRC
training.
On the other hand, the result of this study is lower compared with
studies
conducted
in
Kenya_80%,42
Nepal_84.7%,43
and
Pakistan_76.8%.44 It is also lower as compared to another study con
ducted in Ethiopia such as in northern Ethiopia_78%.45 This could be
explained by differences in the study population, study setting, study
design, and time of data collection. All the aforesaid studies were con
ducted among laboring and postpartum women, and all the data were
collected from them. However, the current study assessed the extent of
RMC through direct observation of laboring women as well as the
healthcare providers at the time of childbirth. And the study from
northern Ethiopia includes all women who gave birth 1 year preceding
the survey. In this case, the chance of recall bias will be high, leading to
inaccurate result. Moreover, the present study was collected after the
emergence of COVID-19 in which maternal and neonatal health services
are expected to be compromised. Evidence supports that COVID-19
creates various troublesome to healthcare workers such as the risk of
infection and death, social isolation, and financial impacts.46
This study indicated that job satisfaction was significantly associated
with healthcare provider’s adherence to RMC guidelines. Healthcare
providers who are satisfied by their job were 1.82 times more likely to
provide RMC as compared to those who are not satisfied by their job. A
satisfied and highly motivated health professional is the pillar for better
performance and patient satisfaction in the healthcare system. Besides,
job satisfaction is crucial for optimal health service provision and to
achieve health institutions’ goals thereby ensuring qualified and equi
table service for all clients.47 This implies that an individual who has a
negative attitude towards his or her profession will not be supposed to
have good care for women as well as the working staff. Empirical evi
dence indicated that some of the reasons for job dissatisfaction are low
salary, unsecured working environment, longer working time, lack of
job description, and poor feedback from managers.31,48 This calls upon
governmental and other non-governmental organizations to give a great
emphasis on the quality and quantity of health professionals employed
at the maternity and newborn units in the long run to achieve the global
goals. Available evidence support that to decrease maternal mortality
and morbidity adequate number of professionals with proficient ob
stetric skill is a prerequisite.49 From this evidence, we can deduce that
providing evenhanded payments, a clear job description, secure in
surances, and value-added feedback is essential to have satisfied
healthcare providers. Concerning this, higher-level managers would
better give prodigious attention in doing the aforementioned things to
decrease provider’s dissatisfaction and turnover intention thereby
increasing adherence to RMC guidelines.
This study also revealed that the odds of good compliance with RMC
guidelines among healthcare providers who had work experience of 3–5
years and ≥6 years were nearly three and two times higher as compared
to those who had experience of ≤2 years respectively. It is expected that
individuals having many years of experience will have good knowledge,
attitude, and practice towards maternal health services including RMC
either through training or learned from one own experience as a result of
aging. Evidence also shows that providers who had many years of
experience are satisfied with their job.31 This might be ascribed to
providers having lots of working experiences will have increased salary
since income is an enabling factor for satisfaction. This in turn provokes
providers to genuinely adhere to maternal healthcare guidelines though
out the maternal continuum of care.
Lastly, in the current study, attending education while working is

Table 3 (continued )
Category

Neglect care

Detention in
Health facilities

Experience obstetric violence

Yes

No

Healthcare providers
discriminated because of being
HIV-positive
The provider left her alone or
unattended the labor
The women give birth in the
health institution by herself
because the care providers were
not around her
The provider did not come quickly
when she called him/her
The healthcare provider
postponed discharging the women
until hospital bills were paid
The healthcare provider detained
the women in a health facility
against her will

88
(21.7%)

318
(78.3%)

103
(25.4%)
102
(25.1%)

303
(74.6%)
304
(74.9%)

131
(32.3%)
142
(35%)

275
(67.7%)
264
(65%)

151
(37.2%)

255
(62.8%)

Table 4
Factors associated with adherence to RMC guideline during COVID-19 pandemic
among healthcare providers working at hospitals in northwest Ethiopia, 2020/
2021 (n = 406).
Variables

Category

Good

Poor

Marital status

Married

164

78

Media exposure

Unmarried
Exposed

95
144

69
63

Working time

Unexposed
Day

115
177

84
118

Job satisfaction

Night
Satisfied

82
211

29
103

Unsatisfied
Yes

38
93

44
33

No
≤2
3–5

166
67
155

114
73
55

≥6

37

19

Yes

73

80

No
Yes

186
231

67
109

No

28

38

Received training on
BEmONC
Experience in year

Education while
working
Interest to work in
the delivery room

Compliance
with RMC

COR (95%
CI)

AOR (95%
CI)

1.53
(1.01,
2.30)
1
1.67
(1.11,
2.51)

1.21(0.73,
1.98)

0.53
(0.32,
0.86)
1
2.48
(1.52,
4.06)
1
1.93
(1.22,
3.07)
1
1
3.07
(1.95,
4.82)
2.12
(1.11,
4.04)
0.32
(0.21,
0.50)
1
2.97
(1.68,
1.93)
1

0.80 (0.45,
1.41)

1
1.03 (0.64,
1.66)

1
1.82 (1.04,
3.8)*
1
0.68 (0.25,
1.83)
1
1
2.83 (1.74,
4.6)**
2.21 (1.10,
4.38)*
0.33 (0.21,
0.51)**
1
1.72 (0.93,
3.18)
1

Notes: *P ≤ 0.05, **P ≤ 0.001; Abbreviations: AOR, adjusted odds ratio; COR,
crude odds ratio; CI, confidence interval; 1, the reference category.

study is also higher as compared to another local study conducted in
Wollo, Ethiopia during the pandemic of COVID-19 in which only 52.9%
of women had received RMC during childbirth.40 The discrepancy might
be related to variations in the study population and study design. The
current study collected the data from healthcare providers through
direct observation using a checklist whereas all the aforementioned
studies were collected the data from laboring women using exit
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observed to affect the extent of adherence to RMC guidelines. Accord
ingly, healthcare providers attending their education parallel to their
professional work were 67% less likely to comply with RMC guidelines
compared with the reference group. This could be justified as healthcare
providers may be engaged in education either vertical to their profession
or changing other fields of study so as to increase their status and upturn
their income level. As a result, they would get busy and dissatisfied with
their job thereby failing to completely adhere to the RMC standards.
Most health workers prefer this way secondary to lack of educational
opportunities that will help healthcare worker to scale up their educa
tional status.
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4.1. Limitations of the study
The cross-sectional nature of the study design may not possible to
infer the cause and effect relationship between healthcare provider’s
adherence to RMC and the associated factors. However, the findings of
this study will provide valuable information regarding healthcare pro
vider’s adherence to RMC standards during the pandemic of COVID-19.

References
1 Freedman LP, Ramsey K, Abuya T, et al. Defining disrespect and abuse of women in
childbirth : a research , policy and rights agenda. Bull World Health Organ. 2014;92
(March):915–917. https://doi.org/10.2471/BLT.14.137869.
2 Federal democratic republic of Ethiopia national CRC training participant training
manual. Fed Minist Heal. 2017;1 (June) http://repository.iifphc.org/handle/1234
56789/664.
3 WHO. The Prevention and Elimination of Disrespect and Abuse during Facility-Based
Childbirth. WHO Statement; 2014.
4 Ishola F, Owolabi O, Filippi V. Disrespect and abuse of women during childbirth in
Nigeria : a systematic review. Published online. 2017:1–17.
5 Kassa ZY, Husen S. Disrespectful and abusive behavior during childbirth and
maternity care in Ethiopia : a systematic review and meta - analysis. BMC Res Notes.
Published online. 2019:2–7. https://doi.org/10.1186/s13104-019-4118-2.
6 Temesgen K, Nw Id, Tefera B, D Id, Tafa B. Maternal health care services utilization
amidstCOVID-19 pandemic in West Shoa zone , central Ethiopia. PloS One. 2021;16
(3):1–14.
7 Zb Id, Wynter K, Hauck Y, et al. Experiences of receiving and providing maternity
care during the COVID-19 pandemic in Australia : a five-cohort cross- sectional
comparison. PloS One. 2021;16:1–15. https://doi.org/10.1371/journal.
pone.0248488.
8 Hovhannisyan A, Karijo A. How has COVID-19 a?ected women’s rights during
childbirth? Help us track this globally. Open Democracy Website. 2021:1–10.
9 Bohren MA, Sadler M, Galle A. The impact of COVID-19 on the provision of respectful
maternity care: findings from a global survey of health workers. Preprint. Published
online. 2021:1–31.
10 Final list of proposed sustainable development goal indicators. Report of the InterAgency and Expert Group on Sustainable Development Goal Indicators (E/CN.3/
2016/2/Rev.1). Published online 2016 https://sustainabledevelopment.un.org/co
ntent/documents/11803Official-List-of-Proposed-SDG-Indicators.pdf.
11 Trends in Maternal Mortality 2000 to 2017: Estimates by WHO, UNICEF, UNFPA, World
Bank Group and the United Nations Population Division. Geneva: World Health
Organization; 2019. Licence: CC BY-NC-SA 3.0 IGO.; 2017.
12 United nations inter-agency group for child mortality estimation (UN IGME), ‘levels &
trends in child mortality: report 2020, estimates developed by the united nations interagency group for child mortality estimation. United Nations Children’s Fund; 2020.
New. Published online.
13 United Nations, Department of Economic, Affairs Social, Division Population. World
Mortality 2019: Highlights. 2019 (ST/ESA/SER.A/432).; 2019.
14 Who. The prevention and elimination of disrespect and abuse during facility-based
childbirth. Published online http://www.who.int/entity/reproductivehealth/topics/
maternal_perinatal/endorsers.pdf; 2014.
15 Managing Complications in Pregnancy and Childbirth: A Guide for Midwives and Doctors.
second ed. Geneva: World Health Organization; 2017. Licence: CC BY-NC-SA 3.0
IGO.
16 Asefa A, Morgan A, Gebremedhin S, et al. Mitigating the mistreatment of
childbearing women : evaluation of respectful maternity care intervention in
Ethiopian hospitals. BMJ Open. 2020;10:9–11. https://doi.org/10.1136/bmjopen2020-038871. e038871.
17 Bohren MA, Mehrtash H, Fawole B, et al. How women are treated during facilitybased childbirth in four countries : a cross-sectional study with labour observations
and community-based surveys. Lancet. 2019;394. https://doi.org/10.1016/S01406736(19)31992-0.
18 Kc A, Gurung R, Kinney MV, et al. Effect of the COVID-19 pandemic response on
intrapartum care , stillbirth , and neonatal mortality outcomes in Nepal : a
prospective observational study. Lancet Glob Heal. Published online. 2019:1273–1281.
https://doi.org/10.1016/S2214-109X(20)30345-4.
19 Jolivet RR, Warren CE, Sripad P, et al. Upholding rights under COVID-19 : the
respectful maternity care charter. Reprod Hum Rights J. 2020;5:1–7.
20 Karavadra B, Stockl A, Prosser-snelling E, Simpson P, Morris E. Women ’ s
perceptions of COVID-19 and their healthcare experiences : a qualitative thematic
analysis of a national survey of pregnant women in the United Kingdom. BMC
Pregnancy Childbirth. 2020;20(600):1–8.

5. Conclusion
In this study, nearly two-thirds of healthcare providers had good
adherence to RMC guidelines during COVID-19. Job satisfaction and
experience of healthcare providers were factors positively associated
with healthcare provider’s adherence to RMC guidelines whereas edu
cation while working was found to affect healthcare provider’s adher
ence to RMC guidelines negatively. Most of the barriers to adherence to
RMC protocols were modifiable and related to healthcare providers’
dissatisfaction and lack of incentives such as the poor opportunity of
upgrading education. Therefore, strengthening healthcare providers’
job satisfaction and establishing an education upgrading opportunity
would enhance adherence to RMC guidelines. In addition, the federal
and regional health bureau would better pay more emphasis to the
continuous professional development to ensure upgrade education op
portunity and professional satisfaction thereby adhering to RMC
standards.
Ethics approval and consent to participate
The study was conducted under the Ethiopian Health Research Ethics
Guideline and the declaration of Helsinki. Ethical clearance was ob
tained from the Institutional Ethical Review Board (IRB) of the Uni
versity of Gondar (Reference number: V/P/RCS/05/413/2020). A
formal letter of administrative approval was gained from each selected
hospital. Written informed consent was taken from each of the study
participants after a clear explanation of the aim of the study.
Consent to publish
Not applicable.
Availability of data and materials
The datasets used and/or analyzed during the current study are
available from the corresponding author on reasonable request.
Funding
The research was not supported by any grant
Authors’ contributions
AAK and MSM were involved in the conception and design of the
study, participated in data collection, analyzed the data, drafted the
manuscript, and approved the final version of the manuscript. BTT,
6

A.A. Kebede et al.

Clinical Epidemiology and Global Health 12 (2021) 100830
35 Central Statistical Agency Addis Ababa E, ICF TDP, Rockville, Maryland U. Ethiopia
Demographic and Health Survey Key Indicators. 2016. https://doi.org/10.4231/
D35T3G097.
36 Mekonnen A. Disrespectful and abusive maternity care during childbirth in Bale zone
Public Hospitals , southeast Ethiopia. Cross- sectional study. 2019;16:1273–1280.
37 Shegaw BW, Z. Compassionate and respectful maternity care during facility based
child birth and women ’ s intent to use maternity service in. BMC Pregnancy
Childbirth. 2018;18(18):1–9, 294.
38 Bekele W, Bayou NB, Garedew MG. Magnitude of disrespectful and abusive care
among women during facility-based childbirth in Shambu town , Horro Guduru
Wollega zone. Midwifery. 2020;83:102629. https://doi.org/10.1016/j.
midw.2020.102629.
39 Yosef A, Kebede A, Worku N. Respectful Maternity Care and Associated Factors Among
Women Who Attended Delivery Services in Referral Hospitals in Northwest Amhara ,
Ethiopia : A Cross-Sectional Study. 2020. Published online.
40 Alemu L, Melese A, Endalifer L. Abusive maternal care and associated factors during
childbirth in Ethiopia during COVID-19 pandemic. J Womens Heal Reprod Med. 2021;
2021(5):1–6.
41 Mihret H, Atnafu A, Gebremedhin T, Dellie E. Reducing Disrespect and Abuse of Women
during Antenatal Care and Delivery Services at Injibara General Hospital , Northwest
Ethiopia : A Pre – Post Interventional Study. 2020. Published online.
42 Abuya T, Warren CE, Miller N, et al. Exploring the prevalence of disrespect and abuse
during childbirth in Kenya. 2015;49:1–13. https://doi.org/10.1371/journal.
pone.0123606.
43 Pathak P, Ghimire B. Perception of Women Regarding Respectful Maternity Care during
Facility-Based Childbirth. vol. 2020. 2020.
44 Azhar Z, Oyebode O, Masud H. Disrespect and abuse during childbirth in district
Gujrat , Pakistan : a quest for respectful maternity care. Published online. 2018:1–11.
45 Gebremichael MW, Worku A, Medhanyie AA, Berhane Y. Mothers ’ experience of
disrespect and abuse during maternity care in northern Ethiopia. Glob Health Action.
2018;11. https://doi.org/10.1080/16549716.2018.1465215.
46 Bradley M, Chahar P. Burnout of healthcare providers during COVID-19. Cleve Clin J
Med. Published online. 2020:1–3. https://doi.org/10.3949/ccjm.87a.ccc051.
47 Carrillo-garcía C, Solano-ruíz MC, Martínez-roche ME, Gómez-garcía CI. Job
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