


Figure 3 (A-D) Assessors’ observations on women’s maternity care experiences during provider interactions in health facilities.

babies. Moreover, 106 (61.3%) reported that they had no
opportunity to express these concerns or ask questions.
The trends were similar in Ghana and Bangladesh; in
Bangladesh, for instance, 266 (90.2%) women reported
being treated with ‘respect’ but 106 (35.9%) had moments
they were concerned that the providers were not doing
enough for them and 87 (29.5%) thought they were not
given the opportunity to express these concerns.

During the observation of client—provider interac-
tions by the study assessors, varying trends were found
between the three countries. Figure 3A,B shows that
in Ghana and Tanzania, at reception, the providers
were mostly welcoming—113 (84%) and 103 (86%),
respectively—and were supportive and caring when
women were in labour pain, 107 (80%) and 95 (79%),
respectively. The assessors also found, on a Likert scale
between ‘never’, ‘only sometimes’, ‘mostly’ to ‘always’,
providers were ‘always courteous’ in communication
with the women—119 (89%) in Ghana and 108 (90%)
in Tanzania. In the two countries, providers informed
62%-72% of women about their initial examination find-
ings, discussed delivery plans with 52%-72% of them,
reassured them and allayed their fears in over 70% of
cases, and confirmed delivery plans during labour moni-
toring in 63%—71% of cases. However, figure 3C shows
that in these same countries, 12%-27% of respondents
were not ‘comfortable’ talking to the providers and
2.3%—2.5% were visibly uncomfortable or looked timid.

Only 3% of women in the two countries made specific
requests from the providers and none in Ghana could
request for a birth companion (table 4).

In contrast, the findings were different in Bangladesh as
uptake of these modalities in RMC was lower. Figure 3A,B
shows that providers were ‘always welcoming’ to 149 (36%)
of women, were supportive and caring during labour pains
in 188 (49%) and just about half, 198, (51%) were told
examination findings at initial examinations. Though the
delivery plan was discussed with 282 (73%) of the women,
during labour monitoring, these plans were confirmed with
only 3 (0.7%) of them. Table 4 shows that about 14 (4%)
of women in Bangladesh made specific request from the
providers and though all were refused, it was only in a single
case that the refusal was done respectfully. Figure 3C shows
that 25 (7%) of women in Bangladesh felt uncomfortable
and timid when talking to the providers, about three times
those in Ghana and Tanzania.

Companion at birth

No woman in Ghana and only two (2%) in Tanzania
reported requesting a birth companion for the delivery
(table 4). This contrasts with the 286 (74%) in Bangla-
desh. However, in figure 3A, women’s companions were
allowed to be present for 17 (13%) of women in Ghana, 5
(4%) in Tanzania and 374 (97%) in Bangladesh.
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Table 4 Assessor observations of the provider attitudes during maternity care for women

Number of responses (%)

Modalities of care that were observed by Bangladesh Ghana Tanzania
Aspect of care assessors N=387 N=134 N=120
Client requests Women who made request for anything 14 (3.7) 4 (3.0) 4 (3.3)
- Those whose requests were refused with 1(6.7) 4 (100.0) 3 (75.0)
respect
Women who requested for a birth companion 286 (73.9) 0 (0.0) 2(1.7)
Payments at facility and Women/families paid money for some services 164 (42.4) 19 (14.2) 61 (50.8)
effect on care Women/families who complained about the 45 (11.6) 1(0.8) 22 (18.3)
payment
Women for whom services were withheld due to 2 (0.5) 0 (0.0) 13 (10.8)

inability to pay

Verbal, physical or sexual abuse of women during maternity
care

Facility managers’ interviews (table 1) showed that cases
of abuse of women during maternity care were reported
but measures to prevent recurrence were weak. Managers
were aware of recent (less than 2 weeks) cases of abuse
in their facilities. Five cases of abuse were reported in
Ghana compared with only one each in Bangladesh and
Tanzania. Staff also reported encounters with victims
of abuse in their practice. About 16 (20%) providers
in Tanzania, 42 (27%) in Bangladesh and 27 (32%) in
Ghana had encountered victims of abuse in their prac-
tice but up to 70% of providers between the three coun-
tries did not personally know of any existing systematic
processes for identifying and reporting abuses within
their facilities, although managers reported that these
processes existed. Meanwhile, women reported that they
were physically, verbally or sexually abused by providers
during care (table 3). The most common form of abuse
was verbal; on average, 6% of women in all three coun-
tries experienced this form of abuse (5% in Tanzania, 6%
in Bangladesh and 7% in Ghana). Sexual abuses were the
rarest with only one or two women reporting the experi-
ence in each country. On average, 2% of the women also
experienced physical abuses from providers during their
stay in the facility.

When these abuses occurred, facilities in Ghana and
Tanzania conducted internal investigations and the only
action taken to prevent future occurrences was counsel-
ling or verbal warnings to the staff involved (five of the
six cases). In comparison, the only recent case in Bangla-
desh was referred to an external body for investigation
and action.

Privacy of care

During assessors’ observations of client—provider interac-
tions, of the three countries, auditory privacy was ensured
in over 80% of interactions (figure 3D). Privacy during
labour was ensured mostly in Ghana where there was
privacy in 64% of the 134 client—provider interactions
observed. In Bangladesh, privacy in labour was ensured
for 218 (56%) of interactions and it was for 43 (36%) in

Tanzania. During delivery care, privacy was least ensured
in Tanzania (21% of 120 observations). It was 35% in
Ghana and 69% in Bangladesh.

Demand for payment and withholding of delivery care
services for inability to pay
Consistent with findings from CRA observations of
client—provider interactions, providers in all three coun-
tries reported that women were made to pay money for
supplies and/or delivery, even in obstetric emergencies
(table 2). Charging fees was most common within facil-
ities in Tanzania where 42 (52%) providers reported
that women were made to pay fees for normal deliveries.
Twenty-seven (33%) providers in Tanzania said these
payments were also expected for obstetric emergencies.
The proportion of providers reporting these payments
was relatively lower in Bangladesh where 32 (20%)
reported payments for normal deliveries and 19 (12%)
in emergencies. In Ghana, where a National Health
Insurance Scheme covers the cost of facility births, seven
(8%) providers reported that some illegal fees were still
charged for normal deliveries and nine (10%) said there
were fees charged for obstetric emergencies. Seventy-
three (85%) providers in Ghana, 132 (83%) in Bangla-
desh to 61 (75%) in Tanzania reported that women had
to buy supplies for normal deliveries in the facility.
During observation of client—provider interactions,
study assessors found that providers demanded money
from women for maternity services. This practice was
most common in Tanzania where the demands were made
for 61 (51%) cases observed, followed by 164 (42%) in
Bangladesh and 19 (14%) in Ghana. Maternity services
were sometimes withheld from women when they were
unable to pay and, only a few women complained about
such payments. During observations, 1 mother in Ghana,
45 (12%) in Bangladesh and 22 (18%) in Tanzania were
seen complaining about the charges. It is noteworthy that
some delivery care services were withheld from women
(11% in Tanzania and 0.5% in Bangladesh) because
of the inability to pay. No such service was withheld in
Ghana.

8

Manu A, et al. BMJ Open 2021;11:039616. doi:10.1136/bmjopen-2020-039616

"JybuAdoo Agq paroalold 1sanb Aq zz0oz ‘Z Jagqwadaq uo jwod’fwq uadolwg//:dny wol papeojumoq "TzZ0z Arenuer 0z Uo 9T96£0-0202-uadolwag/9eTT 0T Sk paysiignd 1si1y :uado CING


http://bmjopen.bmj.com/

97.4% 96.3% 96.6% 94T%

91.3%
87.9%

80.3%

72.8%

42.9%

Percentage reported by women
10 20 30 40 50 60 70 80 90 100

L

(0]
I

Bangladesh (N=295) Ghana (N=381) Tanzania (N=173)

. Satisfied with care received D Will recommend facility to friends

[:] Will return to same facility for next birth

Figure 4 Mothers' satisfaction with care received in the
health facilities during childbirth in the three countries.

Community involvement providing RMC

Managers of facilities reported that 6 (50%) facilities in
Tanzania, 8 (53%) in Bangladesh and 12 (75%) in Ghana
involved community stakeholders in deliberations around
ensuring RMC (table 2). Facility providers corroborated
this. When care was abusive or not respectful, 49 (31%)
providers in Bangladesh, 27 (33%) in Tanzania and 49
(58%) in Ghana reported that their facility involved
community stakeholders in addressing it.

Overall satisfaction with the maternity care at health facilities
On a scale of 1-5 (5 being the best) in terms of RMC
provided to women, all (100%) providers from Ghana,
151 (96%) from Bangladesh and 77 (95%) from
Tanzania ranked their facilities 3 and above. Over 90%
of women from all countries also reported satisfac-
tion with the attitude of the providers—271 (91.7%) in
Bangladesh, 353 (92.7%) in Ghana and 161 (93.1%) in
Tanzania (table 3). Figure 4, however, shows that majority
of women expressed satisfaction with the maternity care
they received at facilities—287 (97%) in Bangladesh but,
on the contrary, only 106 (43%) will return to the same
facilities for future maternity care and this difference was
statistically significant (p<0.001). Similarly, 386 (97%) in
Ghana expressed satisfaction with the care but only 305
(80%) will return to the same facility for the next delivery;
while in Tanzania, 152 (88%) were satisfied but only 126
(78%) will return to the same facilities in the future for
maternity care showing differences that were statistically
significant (p<0.0001). Meanwhile, these same women
would recommend the facility to a relative or friend for
maternity care even if they themselves will not do the
same in the future—96% in Bangladesh, 95% in Ghana
and 91% in Tanzania.

DISCUSSION

Though RMC is a relatively new and developing concept
in many LMICs, our assessment in the three countries
found that the infrastructure, policies on caregiving and
staff readiness for providing RMC were in place to build
on. Prior to implementing EMEN-QI, uptake of practices
around the three RMC domains (effective communica-
tion, supportive care and dignified and respectful care)
was variable across the three countries but generally high.
Three-quarters and more of the facilities had separate
toilets in the maternity for women and half of these had
handwashing facilities. Providers’ and managers’ reports
showed that approximately 70% facilities in Ghana and
Tanzania had policies on patients’ rights and procedures
for addressing their concerns. Only in 40%-50% in
Bangladesh had the same and without this right policy
environment, women in Bangladesh did not have good
reception, examination findings were not communicated
to them, their concerns were not considered in the care
they received and they were not supported during labour.
Structural inadequacies did not allow for privacy during
maternity care for women and birth companions were
also not present especially in Tanzania and Ghana. More-
over, illegal payments were demanded from women for
delivery care and services were sometimes withheld due
to inability to pay. With the right processes for ensuring
patient rights, including ‘whistleblower’ policy as in
Ghana, abuse reporting was higher. Facility providers
overrated RMC they provided as compared to what was
observed. Between 50% and 75% of facilities already
involve community stakeholders in addressing RMC expe-
riences of women. Although most women across the three
countries reported being ‘satisfied’ with care provided at
facilities, they will not come back to the same facilities for
their next delivery based on their experiences.

Our findings align with those from earlier studies
suggesting that assessing care satisfaction with ques-
tions that merely ask whether women or providers were
satisfied with care received or provided was unreliable.’
Our results show that while 88%-97% of women and
providers highly rated their satisfaction with care received
or provided, perhaps a probable indicator of satisfaction
with care may be the significant 20%-58% (p<0.0001) of
women who reported that, based on the maternity care
experienced, they will not return to the same facilities for
birth in the future. This apparent inconsistency between
women’s reported satisfaction with care and desire to
return to the same facility has not often been assessed
although alluded to when researchers find unbelievably
high reported level of satisfaction under situations that
did not appear to merit the same.” '’ Lack of respectful
and dignified care is a known barrier to subsequent care-
seeking.'® This indicator will require testing in robust
studies.

There appeared differences in observed provider atti-
tudes between the South Asian and sub-Saharan African
facilities in that, apart from Bangladesh, figure 3A shows
that providers were mostly welcoming to women and
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supported them during labour pains. With only 39%
of providers welcoming women and 48% supporting
in Bangladesh compared with over 80% in Ghana or
Tanzania, it was not surprising that about 7% of women
feltintimidated to talk to providers. Meanwhile, 17%-36%
of women across the three countries were sometimes
concerned that the providers were not providing enough
care for them but could not express their feelings. The
UK quality care commission'” defines respect and dignity
in care as care ‘that treats care recipients as equals’ who
merely require support from care providers to be auton-
omous and independent.”” This definition conforms with
the fourth, fifth and sixth WHO standards for facility
quality of care for mothers and newborns."*

Abuse is seen as a way of controlling clients to under-
mine their autonomy."' The assessment findings confirm
that across the three countries, physical, sexual, verbal
and psychological abuses (where services are withheld
from women because of inability to pay informal/illegal
charges) were experienced by women. These find-
ings concur with reports of care providers ‘scolding’ or
‘shouting at” women and verbalising words that were
‘unkind, brusque, rude, unsympathetic and uncaring’ to
them.”' ** We believe that the 4.6%—6.6% of verbal abuses
may represent gross under-reporting and that the chal-
lenge might be bigger. Also, providing RMC requires
development of infrastructure. For instance, none of the
three countries prohibits the use of birth companions but
the set-up of the units did not allow for privacy or birth
companions in these units.

Respectful care is also not merely the absence of
abuses. Policies on the rights of maternity clients and for
addressing abuse are not always present in facilities partic-
ularly in Tanzania. Even when they existed, providers
were oblivious, or the enforcement was weak. A condu-
cive policy atmosphere facilitates reporting of abuse cases.
Our finding that 25% (Tanzania) to 60% (Bangladesh) of
providers have not been trained on provision of dignified
and RMC is unfortunate. For instance, Ghana reported
the most advanced policy environment to identify and
address abuses including a ‘whistleblower’ policy. Conse-
quently, women in Ghana were the most likely to report
of abuses. This suggests that addressing abuses in mater-
nity care requires deliberate efforts to create conducive
environments that address system rather than individual
failures (that perpetrate a ‘blame’ culture)—literally ‘a
systems approach in a person-centred system’.** **

The WHO statement affirms every woman’s right to
dignified, respectful healthcare, identifying an increasing
need for more research to measure the burden and
pervasiveness of disrespect and abuse in health facili-
ties." ' % Vogel et al”® added that poor measurement of
respectful care may result from the lack of globally appli-
cable terminologies.

Initiatives to improve respect around childbirth care
are not new in these countries although on smaller scales:
Bangladesh has implemented a Women Friendly Health
Services Initiative in some facilities but Kurigram district

did not benefit. Similarly, the Ifakara Research Institute
in Tanzania is also implementing RMC interventions in
some facilities. These have not permeated the health-
care systems. That quality affects outcomes is incontro-
vertible.”® We believe that efforts to provide RMC must
be intentional, goal directed, measurable, backed by a
strong political will, and should have robust systems of
measurement and accountability.”

This study has many strengths: first, using harmon-
ised methods to assess the 43 facilities makes it one of
the largest multicountry facility assessments from which
data are amenable to direct cross-country comparisons.
Second, the use of a variety of approaches including
observations and data review increased the objectivity
and improved understanding of how prevailing practices
measure up to the standards at individual, structural and
policy levels according to Freedman et al’s framework.*®

We had limitations: the cross-sectional design does not
allow for attribution of causality and the short duration
of contact with facilities limited the aspects of respectful
care that was assessed. However, it was the most pragmatic
design for many settings if it should not unduly interrupt
caregiving. Women’s reported experiences and caregiv-
er’s practices were subject to biases. Observing provider—
client interactions may likely to make them go beyond
what they usually do (Hawthorne effect). Consequently,
inadequacies identified during the observations may
represent a small dip in an abyss of inadequate respect in
care. These findings may not be generalisable to all facili-
ties in the respective countries because, due to UNICEF’s
equity focus, assessed facilities were located in most
under-served and least developed districts which may
imply selection biases. The assessment did not measure
the psychometric properties of any of the indicators and
merely generated proposed candidate indicators for
future testing.

This study contributes to amplifying women’s voices,
which is key to the values of the WHO/UNICEF-
coordinated Quality, Equity, Dignity network and the
recent petition on ‘What women want>’*’ However,
women’s aversion to care thatis notdignified or respectful,
nuanced in their decision not to patronise these facilities
in the future should alert health systems that community
trust in facilities for delivery care should not be taken for
granted. The Lancet Quality Commission advocates for
measurement of client satisfaction on a systematic basis.”

In conclusion, RMC provided and consequently expe-
rienced by women across the three countries had many
good aspects that could form a foundation for quality
improvement interventions. Health providers’ accounts
overrated the respect and dignity in the care they provide
to women way beyond what was directly observed. Critical
gaps still exist which a systematic approach to implemen-
tation of RMC, as envisaged in the EMEN-QI initiative,
should address. It calls for more rigorous measurement of
efficacy of these measures as well as in-depth anthropolog-
ical investigation to understand the drivers of respectful
and dignified care to help develop corrective strategies
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and accountability mechanisms around these in a partic-
ipatory manner. As a first step, respectful care must form
a critical component of preservice training in all coun-
tries. Community engagement through organising for
a systematic demand creation around respectful care,
follow-up and inclusion in a holistic system response will
be key. Periodic client exit interviews, use of mobile SMS,
comment boxes or easy-touch buttons for client feedback
will be useful but need to be coupled with capacity to
retrieve these data, systematically analyse them and use
them to inform changes. Health systems and facilities
should be bold to empower an approachable community
ombudsman to listen to client complaints and provide
systematic feedback into the delivery of RMC in facili-
ties.” Until then, our mothers will not return to our facil-
ities for their next childbirth after their experiences with
providers in our facilities.
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