
Assessment of Provision of Women Friendly Care and Associated Factors among
Postnatal Mothers at Three Public Hospitals of Jimma Zone, Oromia Region,
Ethiopia, 2016
Bekana Fekecha Hurissa1* and Tewodros Getinet2

1Jimma University, Institute of health, College of Health Science, School of Nursing and Midwifery, South West, Ethiopia
2Jimma University, Institute of Health, College of Health Science, School of Nursing and Midwifery, Addis Ababa, Ethiopia
*Corresponding author: Hurissa BF, Principal Investigator, Jimma University, Institute of Health, College of Health Science, School of Nursing and
Midwifery, South West, Ethiopia, Tel: 251910716731; E-mail: bekf@rocketmail.com

Received Date: June 30, 2017; Accepted Date: July 13, 2017; Published Date: July 23, 2017

Copyright: © 2017 Hurissa BF, et al. This is an open-access article distributed under the terms of the Creative Commons Attribution License, which
permits unrestricted use, distribution, and reproduction in any medium, provided the original author and source are credited.

Citation: Hurissa BF, Getinet T. Assessment of Provision of Women Friendly Care and Associated Factors among Postnatal Mothers at Three Public
Hospitals of Jimma Zone, Oromia Region, Ethiopia, 2016. J Biomedical Sci. 2017, 6(3): 26

Abstract
Background: Women friendly care is an approach to care
giving with the goal of creating an enabling environment at
all level to improve women’s access to safe motherhood and
reproductive health services.

Objectives: to assess the provision of women friendly care
and associated factors among postnatal mothers at three
public hospitals of Jimma zone

Methods: A facility based cross-sectional quantitative study
design was conducted on 264 respondents. Systematic
random sampling technique was used for selecting study
subjects. Pre-tested structured questionnaires were used to
collect data from April-May 2016.The data was entered,
cleaned and analyzed by using SPSS version 21. Binary and
Multivariable logistic regressions were used for data
analysis.

Results: A total of 264 Jimma University specialized, Shenen
Gibe and Limmu Genet Hospital respondents participated in
the study with the response rate of 99.24%. More than half
of respondents’, 147 (56.1%) main means of transport to
health facility was walk/on foot, and 128 (48.9%) of them
needed 30 minutes to reach there. From the total
respondents, 186 (71%) had received the provision of
women friendly care at ANC, Delivery and Postnatal wards.
Variables found to be statistically associated to provision of
women friendly care at p<0.05 were: Main means of
transport (public transport) (AOR=3.99, 95 CI [1.98, 8.05],
Left alone in labor (AOR=0.41, 95 CI [0.19, 0.87], and were
you treated badly (AOR=0.054, 95 CI [0.023, 0.13].

Conclusion and Recommendations: The provision of
women friendly care at study area among respondents was
71% and the factors statistically associated to it were:-main
means of transport left alone in labor and treated badly.
Each health facilities’ administrative body being in
collaboration with regional health bureau and regional
government must facilitate the health service delivery

system to be as accessible as possible for pregnant,
delivering and postnatal mothers.
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Affordability; Culturally acceptable; Client satisfaction
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Introduction
Women friendly care is an approach to care giving with the

goal of creating an enabling environment at all level to improve
women’s access to safe motherhood and reproductive health
services. It is paramount to improving service utilization
especially in settings where utilization is low [1]. This approach
focuses on the rights of women to have access and get quality
care which has in turn has a health benefit for their infants.
Therefore, it is considered as part of a broader strategy in
reducing maternal and neonatal morbidity and mortality and
requires strong partnerships between governments, health
systems and communities [2].

According to a report on women-friendly health services
experiences in maternal care, health care service to be defined
as women friendly care it must located closely to where women
easily access it, cost low, promote providers and offer chances
for clients informed decision making concerning the care they
received [1].

The lack of ‘women friendliness’ often has greater impact on
the health of poorer women who are at greater risk of maternal
mortality and morbidity. Poor/illiterate women have less of a
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voice and may be more vulnerable to neglect, abuse or poor
communication, especially when staff are stressed, overworked
and under pressure. Women who are disempowered cannot
request quality health care nor demand accountability when the
services provided are questionable [3].

A woman’s relationship with healthcare providers and the
maternity care system during pregnancy and childbirth is vitally
important. Not only are these encounters the vehicle for
essential and potentially lifesaving health services, women’s
experiences with caregivers at this time has the impact to
empower and comfort or to inflict lasting damage and emotional
trauma, adding to or detracting from women’s confidence and
self-esteem. A woman’s memories of their childbearing
experiences will stay with them for a lifetime and are often
shared with other women, contributing to a climate of
confidence or doubt around childbearing [4].

Health care providers need to be able to understand women’s
needs and recognize the uniqueness of the birthing experience
to each woman and her family including providing care that is
culturally sensitive and women friendly [5]. Many studies also
show that the presence of women friendly care in a facility can
determine labor outcomes for the mother as well as the baby.

The existence of a clinically and administratively sound
healthcare provision system does not necessarily ensure the
utilization of healthcare services if the mother is dissatisfied
with the way care is provided [1].

In Germany, patients reported lack of involvement in the
planning of health care process and that they felt they were not
being taken seriously. Patients also felt that their diagnoses had
not been disclosed empathetically and that they were
insufficiently informed about their disease [6].

A study on Zambian women’s experiences of urban maternity
care indicated that despite the women reporting 89% good care,
21% reported remembering someone who had treated them
badly by shouting or scolding them during labor and one fifth
reported having been left alone in the labor room [7].

In a study done at a health centre in Malawi looking at quality
of care and its effects on utilization of maternity services at a
primary level, a high degree of satisfaction was noted among
patients with providers’ attitude (97%), technical competence
(86%), and working hours (91%). However, they expressed
dissatisfaction with lack of privacy [8].

Recent evidence from the Cochrane systematic reviews
however has shown that women friendly care which involves
shared control of consultations, decision about interventions or
management of the problems with the patient will improve
patients’ satisfaction [9].

For most Ethiopian women being pregnant is not just a matter
of having a baby, it is a matter of life and death, for her and her
baby. Because of this most laboring women prefer to be in an
environment where they feel secure, respected and can receive
the emotional and physical support from their families and care
providers [4].

There are a few previous studies conducted in our country
concerning women friendly care and factors associated to it in
public health centres. So that, the purpose of this study as
advocating for women friendly services is to assess factors
associated to women friendly care in patients perspective to
improve the quality of health care and the responsiveness of
health providers to meet the needs of women.

Materials and Methods
Facility based cross sectional study was conducted on

postnatal mothers in three public hospitals of Jimma zone from
April-May 2016. Single population proportion formula was used
to calculate a sample size, by using 50% of the proportion of
expected provision of women friendly care. Systematic random
sampling technique was used for selecting study respondents.
The total quota of postnatal mothers from each public hospital
added up and then proportional allocation to sample size was
used based on the calculated sample size for distributing it for
each hospital. Finally, based on the total numbers of postnatal
mothers of each three public hospitals and calculated sample
size, K-value was calculated in which each mothers were
selected and interviewed.

Data was collected using structured interviewer administered
questionnaires. The instrument comprises in part 1: Basic
demographic education and socio-economic with 7 items,
pregnancy with 3 items, labor and delivery with 5, postnatal
with 3 and overall prenatal care with 17 items.

The collected data was edited, coded, categorized, verified as
well as entered into a computer and analysed using SPSS
window version 21. The statistical analysis was conducted in two
steps namely: Simple (binary) and multivariable logistic
regression analysis. Frequency distributions, percentages, cross
tabulations between the dependent and independent variables
were done. Simple logistic regression analysis was done for all
independent and dependent variables one by one using binary
logistic regression to see their association. The variables which
show significant association on simple analysis with p-value of
<0.25 were eligible for multivariable logistic regression. Strength
of the relationships (adjusted odds ratio) between specific
independent variables and dependent variable were determined
by multivariable logistic regression analysis (to control any
confounders) with 95% confidence intervals. Statistical
significance was declared at P<0.05.Finally, the results were
presented in texts, tables and figures.

Ethical clearance was obtained from Ethio-Canada MNCH
project, ethical review committee. Prior to data collection for
written permission, an official letters were written to each public
hospital administrators and communication was made by
principal investigator with each public hospitals ward directors.

All study participants were given information on the study in
order to obtain their verbal consent before administering
questionnaires and assured that all data is confidential and is
only analyzed as aggregates. They also informed that they have
full right to discontinue or refuse to participate in the study.
Answers to any questions of respondents were made completely
confidential.
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Result

Socio-demographic characteristics of study subjects
A total of 264 Jimma University specialized, Shenen Gibe and

Limmu Genet Hospital respondents participated in the study
with the response rate of 99.24%, but 2 (0.76%) of the
responses were excluded from the analysis because of their
incompleteness.

From the total of 262 respondents, 95 (36.3%) were in the age
ranges from 20-24 and most of them, 204 (77.9%) live in home
with their husbands/partner while 98 (37.4%) and 91 (34.7%) of
respondents and their husbands attended primary school
respectively.

The majority of respondents’, 147 (56.1%) main means of
transport to health facility was walk/on foot, and 128 (48.9%) of
them needed 30 minutes to reach there. 147 (56.1%) of
respondents rated their household economic status as
moderately poor (Table 1).

Table 1: Socio-demographic characteristics of the study
population, Jimma University specialized, Shenen Gibe and
Limmu Hospital, Jimma zone, April, 2016, n=262.

Variables Frequen
cy

Percentag
e

Age

15-19 29 11.1

20-24 95 36.3

25-29 81 30.9

30-34 47 17.9

>= 35 10 3.8

Who lives within house

Lives alone 8 3.1

Husband/partner 204 77.9

Children 11 4.2

One/more parent 16 6.1

Husband and children 23 8.8

Highest level of school attended by
respondent

None 88 33.6

Primary 98 37.4

Secondary 50 19.1

Higher/university 26 9.9

Highest level of school attended by her
husband

None 69 26.3

Primary 91 34.7

Secondary 60 22.9

Higher/university 42 16

Main means of transport

Walk/on foot 147 56.1

Public transport 112 42.7

Private vehicle 3 1.1

Length of time needed to reach health facility

1 -10 minute 17 6.5

30 minute 128 48.9

1 hour 50 19.1

>1 hour 67 25.6

Economic status of respondents in their points
of view

Very poor 29 11.1

Moderately poor 147 56.1

Rich 86 32.8

Provision of women friendly care
From the total respondents, 186 (71%) of them reported that

the care they received during ANC, delivery and Postnatal were
based on their needs (provision of women friendly care) while
the remaining respondents reported as the care they had been
receiving was not women friendly, and the care to be women
friendly, 13 (5%) and 12 (4.6%) of them recommended that care
providers should be kind, not shout, with good attitude, care
with no payment & care providers should be kind, not shout,
with good attitude, stay near, care with no payment and clean
toilets and bathrooms respectively (Table 2).

Table 2: Provision of women friendly care among study
population, Jimma University specialized, Shenen Gibe and
Limmu Hospital, Jimma zone, April, 2016.

Variables Frequen
cy

Percenta
ge

Was all maternity services women friendly?

Yes 186 71

No 76 29

If no, what you’d like to see changed?

Care providers should be kind 2 0.8

Care providers should not shout/scold 5 1.9

Care providers should have good attitude 2 0.8

Care should have clean toilets and bathrooms 3 1.1

Care providers should be kind, not shout/scold,
have good attitude and no payment 2 0.8

Care providers shouldn't shout, have good attitude
and clean toilets and bathrooms 7 2.7

Care providers should be kind, not shout, good
attitude, no payment, stay near and Clean toilets
and bathrooms

12 4.6
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Care providers should be kind, not shout, good
attitude, no payment and stay near 6 2.3

Care providers should be kind, not shout, good
attitude and no payment 13 5

Care providers should be kind, not shout, no
payment and stay near 5 1.9

Care providers should be kind, not shout and no
payment 3 1.1

Care providers should have good attitude and no
payment 1 0.4

Care providers should be kind and no payment 1 0.4

Care providers should be kind, good attitude and
no payment 3 1.1

Care providers should be kind, not shout, have
good attitude and stay near 2 0.8

Care providers should be kind, have good attitude,
no payment and stay near 2 0.8

Care providers should be kind and shouldn't shout/
scold 1 0.4

Care providers should be kind, shouldn't shout,
have good attitude and care with Clean toilets and
bathrooms

3 1.1

Care providers shouldn't scold and stay near 3 1.1

Was there any one who treated you badly?

Yes 53 20.2

No 209 79.8

What did they do?

Shouted/scolded 14 5.3

Didn't taught well 1 0.4

Examined roughly 6 2.3

Didn't come when called 6 2.3

Shouted/scolded and examined roughly 8 3.1

Shouted/scolded and didn't taught well 2 0.8

Shouted, didn't taught well and came when called 3 1.1

Didn't taught, examined roughly and didn't came
when called 4 1.5

Scolded, examined roughly and didn't come when
called 4 1.5

Scolded and didn't come when called 2 0.8

Shouted, examined roughly and rushed us 3 1.1

Did you have to pay for anything?

Yes 99 37.8

No 163 62.2

Amount of payment for care received

50-100 53 20.2

>200 46 17.6

Condition of payment

Difficult to find money 25 9.5

Quite difficult to find money 47 17.9

Not difficult to find money 27 10.3

Antenatal care follow up
149 (56.9%) of all respondents had a complete ANC follow up.

From 113 (43.1%) of respondents with incomplete ANC follow
up, 34 (13%) and 27 (10.3%) of them were due to lack of money
for transport and dislike the way they treated by health
professions (Figures 1 and 2).

Figure 1: Frequency of ANC follow up among study
population, Jimma University specialized, Shenen Gibe and
Limmu Hospital, Jimma zone, April, 2016.

Figure 2: Reason for incomplete ANC follow up among study
population, Jimma University specialized, Shenen Gibe and
Limmu Hospital, Jimma zone, April, 2016.

Need of companionship at labor ward
86 (32.6%) of respondents had no need of companionship

from family at labor ward due to many reasons (Figure 3).

Journal of Biomedical Sciences

ISSN 2254-609X Vol.6 No.3:26

2017

4 This article is available from: http://www.jbiomeds.com/

http://www.jbiomeds.com/


Figure 3: Reason for no need of companionship from family at
labor ward among study population, Jimma University
specialized, Shenen Gibe and Limmu Hospital, Jimma zone,
April, 2016.

Postnatal check-up just after birth
235 (89.7%) of respondents had reported that they had

postnatal check-up just after birth, and 29 (11.1%) of them had it
as they was ill, and from those who hadn’t postnatal check-up
just after birth, 14 (5.3%) of them were mentioned that because
they were felt well/fine (Table 3).

Table 3: Access to postnatal check-up just after birth of baby
among study population, Jimma University specialized, Shenen
Gibe and Limmu Hospital, Jimma zone, April, 2016. n=262.

Variables Freque
ncy

Percent
age

Postnatal check-up just after birth

Yes 235 89.7

No 27 10.3

Reason for postnatal check up

I was ill 29 11.1

Baby needed immunization/ill 10 3.8

Had told by midwife to do so 18 6.9

Wanted to know about family planning 3 1.1

Wanted to make sure as was back to normal 16 6.1

Don't remember 6 2.3

Baby needs immunization, I had told by midwife to do
and I wanted to know about family planning 19 7.3

Baby needs immunization and told by midwife 13 5

Baby needs immunization and wanted to know about
family planning 19 7.3

Baby needs immunization, told by midwife, want to
know about family planning and to sure back to
normal

17 6.5

Ill, told by midwife and make sure back to normal 10 3.8

Baby need immunization, told by midwife and make
sure back to normal 9 3.4

Ill, baby needs immunization, told by midwife and
wanted to know about family planning 7 2.7

Told by midwife and wanted to know about family
planning 8 3.1

Baby needs immunization and wanted to sure as was
back to normal 5 1.9

Was ill, baby needs immunization and to make sure
back to normal 2 0.8

Told by midwife and wanted to sure back to normal 30 11.5

Was ill and wanted to sure back to normal 14 5.3

Reason for no postnatal check up

Felt well/fine 14 5.3

No money for the service 2 0.8

Don't like the way health professions treat me there 5 1.9

No one to help and told to do so 6 2.3

Factors associated with provision of women friendly
care

Bivariate and Multivariable logistic regression were used to
identify the associated factors for provision of women friendly
care. Coefficients were expressed as crude and adjusted odd
ratios relative to the referent category and a number of factors
were emerged to be significant for provision of women friendly
care.

Table 4: Factors associated with provision of women friendly care at bi and multivariable logistic regression analysis for study
population, Jimma University specialized, Shenen Gibe and Limmu Hospital, Jimma zone, April, 2016.

No. Variables  
Provision of women friendly care COR (95% CI)

AOR (95%CI)
Yes No

1 With home lives in
home

Alone 5 (62.5%) 3 (37.5%) 0.39 (0.07,2.03) 0.36 (0.07,1.95)

Husband/Partner 156 (76.5%) 48 (23.5%) 0.19 (0.08,0.49)* 0.39 (0.04,4.1)

Children 7 (63.6%) 4 (36.4%) 0.37 (0.08,0.16) 0.61 (0.08,4.86)

One/More parent 9 (56.3%) 7 (43.7%) 0.5 (0.14,1.83) 0.71 (0.09,5.18)
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Husband &Children 9 (39.1%) 14 (60.9%) 1 1

2 Main means of
transport

Public transport 63 (56.3%) 49 (43.7%) 3.62 (2.1,6.37)* 3.99 (1.98,8.05)**

Private vehicle 2 (66.7%) 1 (33.3) 2.33 (0.2,26.63) 3.83 (0.31,47.59)

Walk/on foot 121 (82.3% 26 (17.7%) 1 1

3 Payment for care
Yes 60 (60.6%) 39 (39.4%) 0.45 (0.26,0.78)* 1.59 (0.75,3.38)

No 126 (77.3%) 37 (22.7) 1 1

4 Left alone in
labour

Yes 31 (54.4%) 26 (45.6%) 0.39 (0.21,0.71)* 0.41 (0.19,0.87)**

No 155 (75.6%) 50 (24.4) 1 1

5 Treated badly
Yes 13 (24.5%) 40 (75.5%) 0.07 (0.03,0.14)* 0.054 (0.023,0.13)**

No 173 (82.8%) 36 (17.2%) 1 1

Discussion
Women friendly care is an approach to care giving with the

goal of creating an enabling environment at all level to improve
women’s access and utilization of safe motherhood and
reproductive health services especially in settings where
utilization is low [1].

This study was done on a randomly selected Jimma University
specialized Hospital, Shenen Gibe Hospital and Limmu Hospital
postnatal mothers with the history of ANC follow up and
assessed the provision of women friendly care and associated
factors to it. From the total respondents, 186 (71%) had
provision of women friendly care at ANC, Delivery and Postnatal
wards. This was less than the study conducted on Zambian
women’s experiences of urban maternity care with the report of
89% of care as good care or women friendly care. The
discrepancy might be due to the difference in study area, sample
size and time of study [7].

The remaining 76 (29%) respondents reported as the care
they had been receiving was not women friendly, and the care
to be women friendly,13 (5%) of them recommended that care
providers should be kind, not shout, with good attitude and care
with no payment. This was supported with the study conducted
in Malawi which stated that health workers’ attitudes are a great
challenge in the provision of health care particularly during labor
and delivery as deterred pregnant and laboring women from
utilizing health services [10].

From all respondents, 53 (20.2%) of them were reported as
they were treated badly, and from these 14 (5.3%) of them
stated that they were shouted /scolded while receiving care.
This was in line with the study conducted on Zambian women’s
experience of urban maternity care in which 21% reported
remembering someone who had treated them badly by shouting
or scolding them during labor [7].

86 (32.6%) of respondents had no need of companionship
from family at labor ward in which 10.7% of them were due to
the fact that they worried of health staffs may quarrel on them
and their companionship. This was supported by Cochrane
database of systematic reviews on interventions for providers to
promote a patient centered approach in clinical consultations,

which declared that every woman must have the right to choose
a companion to accompany her during labor and delivery [9].

Main means of transport showed statistically significant
association with the respondents’ provision of women friendly
care, that is those respondents who used public transport to
reach health facility were four times more likely to get provision
of women friendly care than those who used walk/on foot as the
main means of transport to health facility (AOR=3.99, 95% CI
[1.98, 8.05]). This was supported with the study report of Lari on
health and quality of life outcomes, as the geographical
accessibility of the health facility and the availability and
efficiency of transportation affect women’s ability to access to
health services and particularly speedy and easy access to health
services is critical when it comes to the treatment of life
threatening complications [11].

The other variable found to have a statistically significant
association to provision of women friendly care was, being left
alone in labor; that is respondents who left alone in labor were
59% less likely to get provision of women friendly care
(AOR=0.41, 95% CI [0.19, 0.87]). This was consolidated by the
study done by Kleeberg on patient satisfaction and quality of
life, stating that, it is important to provide access to good quality
care by trained and motivated personnel and not to leave them
un attended to empower women to demand the services they
need and tend to use the health services that satisfy their needs
[6].

Women who treated badly were 94.6% less likely to demand
for the provision of women friendly care (AOR=0.054, 95% CI
[0.023, 0.13]). This was similar with USAID-report of exploring
evidence for disrespect and abuse in facility based child birth,
which stated that, a woman’s relationship with health care
providers and maternity care system during pregnancy and child
birth is vitally important as women’s experiences with care
givers at this time has the impact to inflict lasting damage and
emotional trauma and stay with them for a life time and often
shared with other women and detracting them from seeking
maternity care [4].

A report of WHO/ UNICEF/UNFPA Workshop, on women
friendly health service experiences in maternal care also
supported this issue by stating that “women may refuse to seek
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care from a provider who “abuses” them or doesn’t treat them
well, even if the provider is skilled in preventing and managing
complications and the existence of clinically and administratively
sound health care provision system doesn’t necessarily ensure
the utilization of health care services if the mother is dissatisfied
with the way care is provided [1].

Conclusion
Understanding of the provision of women friendly care and

associated factors is paramount important for improving service
utilization especially in settings where utilization is low and is
part of a broader strategy to reduce maternal and neonatal
morbidity and mortality and requires strong partnerships
between governments, health systems and communities. This
study has revealed that a substantial proportion of the mothers
186 (71%) were got a provision of women friendly care at ANC,
Delivery and Postnatal. The care to be women friendly, 13 (5%)
and 12 (4.6%) of them recommended that care providers should
be kind, not shout, with good attitude, care with no payment &
care providers should be kind, not shout, with good attitude,
stay near, care with no payment and clean toilets and bathrooms
respectively[12-14].

149 (56.9%) of all respondents had a complete ANC follow up.
From all respondents, 67 (25.6%) and 56 (21.4%) were assisted
with the delivery of baby by Doctor and Doctor, nurse and
midwifery students and midwife and nurses respectively. 235
(89.7%) of respondents had reported that they had postnatal
check-up just after birth. Variables like Main means of transport,
being left alone in labor, and being treated badly were all
significantly associated with provision of women friendly care at
both crude and adjusted odd ratios at p<0.05.
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