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ABSTRACT

Objective 
To explore perspectives on Maternity Waiting Home (MWH) utilization and 
facility births from the perspectives of community members and healthcare 
workers (HCWs).

Methods
A total of 33 in-depth interviews and five focus group discussions were 
conducted with 74 community members and HCWs in rural Ethiopia in 2014 
and 2016. Participants were purposively selected based on their positions, 
using the snowball technique. Questions were guided by the Adapted Three 
Delays Model, providing a conceptual framework on the determinants of a 
“preventive” facility birth. Framework analysis was applied using this model 
and the World Health Organization (WHO)’s Standards for Improving Quality 
of Maternal and Newborn Care in Health Facilities.

Results
Facility births were considered to have become more common, yet 
uncomplicated births preferably took place at home. Ambulance services 
were highly appreciated in case of complications, while MWHs were 
unknown to most community members and husbands were likely to object 
to use. Many community members reported negative experiences at health 
facilities, especially hospitals. In contrast, MWH users recounted a positive 
experience and recommended it to others. Community networks had been 
used to facilitate MWH stays and facility births through saving schemes 
and household support. HCWs were also positive about quality of care 
provided at their facilities, but nonetheless saw areas needing improvement. 
Being overworked, underpaid and undertrained were factors perceived to 
undermine quality of care. Providing high-quality, compassionate care was 
considered a pre-requisite before further promoting MWHs and facility births 
to the community.

Conclusions
Providing high-quality, compassionate care at health facilities was perceived 
crucial to MWH use and facility births. Community networks and health 
education may have the potential to overcome existing barriers to MWH use 
and facility births.
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INTRODUCTION

Despite a 44% decline in maternal mortality worldwide between 1990 and 
2015, more than 300,000 women still died from pregnancy-related causes 
in 2015, 66% of whom died in sub-Saharan Africa (SSA) (1). Between 
2011 and 2016, the maternal mortality ratio in Ethiopia was estimated to 
have dropped from 676 to 412 per 100,000 live births (2). Women’s use of 
maternity care increased in this period but was lower than the average for 
SSA. Antenatal care attendance at least once during pregnancy increased 
from 34% to 62% (compared to 85% in SSA on average) and four or more 
antenatal care visits from 19% to 32% (SSA: 52%) (2-4). The institutional 
birth rate also increased, from 10 to 26% (SSA: 56%), while post-natal care 
in the first two days after birth went up from 7 to 17% (SSA: 55%) (2, 5, 6). 
Programs aimed at improving women’s access to maternal care and further 
reducing maternal and neonatal mortality and morbidity include expanding 
the number of healthcare workers (HCWs), health centres, Maternity Waiting 
Homes (MWHs) and ambulances. At community level, Health Extension 
Workers (HEWs) provide basic preventive, curative and promotional health 
services, supported by community volunteers in ‘Health Development Armies’ 
(HDAs). HDAs organize women into one-to-five networks for the purpose 
of attitudinal and behavioural change as well as politics. In the 2015-2020 
Health Sector Transformation Plan, MWHs were included as part of community 
ownership projects by the HDAs (7-10).

An MWH provides accommodation to pregnant women in their final week(s) 
of pregnancy to await birth close to an emergency obstetric care facility. 
MWHs are available in at least 12 SSA countries for those at high-risk of 
complications and living far from a facility (11, 12). Recommended stay is 
at least two weeks before the expected due date. Some MWHs also allow 
women to stay post-partum (13). The first MWH in Ethiopia was constructed 
in 1973 (14). In 2012, Gaym et al. identified nine MHWs, mostly at hospitals 
(15). By December 2016, 2,001 MWHs (either a stand-alone structure or 
a room within the facility dedicated specifically to pregnant women to await 
the start of labour) were available throughout the country (9, 10). Low-level 
evidence is available of positive birth outcomes among MWH users, also 
from Ethiopia, but underutilization is common due to various barriers (9, 14, 
16-20). Most qualitative studies from Ethiopia have focussed on perspectives 
on place of birth, but none have incorporated multiple perspectives on the 
newly introduced MWHs (21-26). Since MWH utilisation is intrinsically linked 
to having a facility birth, this study aimed to explore the perspectives of both 
community members and frontline HCWs regarding MWHs and facility births 
in a rural setting in Ethiopia. Insights into factors affecting MWH utilization and 
facility births are both timely and necessary to further improve the quality of 
these services and guide implementation of the MWH intervention in Ethiopia 
and other SSA countries.
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MATERIALS AND METHODS

Design
A qualitative approach was adopted to gain detailed insight into factors 
affecting MWH utilization and facility births. The study was conducted between 
March and November 2014 and in September 2016.

Setting
The study is part of a larger research study on MWHs in the Gurage Zone in 
the Southern Nations, Nationalities, and Peoples’ Regional State of Ethiopia, 
which was conducted to guide implementation of an MWH at Butajira Hospital 
(14, 27, 28). Data collection took place in the eastern part of the zone, 
populated by an estimated 500,000 people at the time of our study. The 
majority (85%) lived in rural areas; women in the reproductive age group 
comprised 23% of the population (29). The area is geographically challenging: 
a mountain chain in the west, flatlands in the east, and mostly unpaved roads. 
Educational levels were low (42% of women in the reproductive age had no 
schooling, compared to 29% of their husbands) and violence against women 
was high (32% overall), especially among those living in extreme poverty 
(28, 30). Between 2012 and 2015, the two available hospitals (faith-based 
hospital Project Mercy and government-owned Butajira Hospital) had each 
established an MWH, and all but one of the 20 available health centres in the 
eastern Gurage Zone had constructed or were in the process of constructing 
a maternity waiting home/room (27). Other characteristics of the zone have 
been described in earlier publications (27, 28).

Participants
In total, we conducted 33 in-depth interviews (IDIs) and five focus group 
discussions (FGDs) with 43 community members and 31 HCWs (Table 1). 
Participants were selected purposely from the three districts (Mareko, Meskan, 
Soddo) and the Butajira City Administration, on the basis that they could act 
as key informants on maternity care, and were identified using the snowball 
technique. Women were included if they were pregnant at the time of, or had 
given birth in the three years prior to the study. Their husbands and other family 
members were also included to learn from their experiences with maternity 
care and gain insight into decision-making processes. In addition, they were 
included to know the level of support provided to pregnant, labouring and 
postnatal women. Traditional Birth Attendants (TBAs) assisted 42% of all 
births in Ethiopia between 2011 and 2016, making them important informants 
on birthing practices (2). Religious leaders were included to learn about the 
possible influence of religion on maternity care. ‘Kebele’ (sub-district; the 
smallest administrative unit of Ethiopia) leaders were included in the second 
data collection period, after they were mentioned by many participants in the 
first data collection period as having an influential role in promoting MWHs. 
Since the MWH at Butajira Hospital opened in May 2015, the second data 
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collection period also allowed the research team to capture experiences 
of MWH users, their family members, as well as HCWs in maternity care 
(Table 1). The inclusion criteria for HCWs were: working as frontline HCW in 
maternal care (antenatal care, MWH, operating theatre, labour room, post-
natal and/or gynaecological ward) in the eastern Gurage Zone and having at 
least three months’ work experience in their current workplace. IDIs and FGDs 
were held in Amharic; proficiency in the national language was an inclusion 
criterion. The majority of the participants were female (n=55/74.3%) (Table 
2). In total, the included pregnant women/women who recently gave birth 
(n=15; data of two women were missing regarding childbirth) had given birth 
43 times (including 2 stillbirths): 24 homebirths (range 0-5) and 19 facility 
births (range 0-3).

Table 1. Overview of the type and number of study participants
Participant type Number of 

participants
Type of data 
collection

Data collection 
period*

Community members   
Pregnant/recently delivered women 15 1 FGD, 7 IDI 1 & 2
Husbands 11 1 FGD, 4 IDI 1 & 2
Other family members 3 3 IDI 2
Traditional Birth Attendants 10 1 FGD, 3 IDI 1 & 2
Religious leaders (one Muslim, one 
Orthodox Christian)

2 2 IDI 1

Kebele/sub-district administrator 2 2 IDI 2
 Subtotal 43  3 FGD, 21 IDI
Healthcare workers  
Health Extension Workers 20 2 FGD, 1 IDI 1 & 2
Health centre staff 2 2 IDI 2
Hospital staff 9 9 IDI 2
Subtotal  31 2 FGD, 12 IDI 
Total 74 5 FGD, 33 IDI

FGD: focus group discussion; IDI: in-depth interview; * Data collection period 1: March - 
November 2014; data collection period 2: September 2016
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Table 2. Sociodemographic characteristics of the study participants (N=74)
Participant type Healthcare Workers Community members

IDI FGD IDI FGD
Male Female Male Female Male Female Male Female

# of participants 
involved

3 9 - 19 9 12 7 15

(Estimated) age (years)*
   <25 - 3 - 7 1 - - 2
   25-34 3 6 - 12 2 5 4 3
   35-44 - - - - 2 3 3 4
   >44 - - - - 4 4 - 4
Educational background
   Health extension 
worker

- 1 - 19 N/A N/A N/A N/A

   Diploma nurse 1 - - N/A N/A N/A N/A
   Midwife - 7 - - N/A N/A N/A N/A
   Emergency 
surgeon

2 - - - N/A N/A N/A N/A

   Medical doctor - 1 - - N/A N/A N/A N/A
   Illiterate N/A N/A N/A N/A 2 10 - 7
   Literate N/A N/A N/A N/A 7 2 7 8
Workplace / residence*
   Butajira 3 5 - - - 1 3 3
   Meskan - 1 - 9 4 6 2 4
   Mareko - 1 - 7 4 4 - 1
   Soddo - 2 - 3 1 - 1 2
Years of work experience*
   1-3 years - 4 5 N/A N/A N/A N/A
   4-7 years - 2 5 N/A N/A N/A N/A
  >7 years 3 3 - N/A N/A N/A N/A
Experience with MWHs
  Yes 3 8 19 4 5 1 1
   No - 1 - 5 7 6 14

#: Number; FGD: focus group discussion; IDI: in-depth interview; MWH: maternity waiting home; 
N/A: not applicable; * Missing data: estimated age category of two women in FGD-114; years of 
work experience of nine Health Extension Workers in FGD-226; place of residence of four Traditional 
Birth Attendants in IDI-110 and FGD-113, two women in FGD-114 and one husband in FGD-115.



Perspectives on MWHs and facility births | 69

4

Data collection
IDI and FGD questions were formulated using the Adapted Three Delays 
Model by Gabrysch and Campbell (31). The authors adapted the original 
model to describe the three possible phases of delay for both ‘preventive’ 
and ‘emergency’ facility births when (1) deciding to seek birth care, (2) 
trying to identify and reach a health facility, and (3) receiving adequate and 
appropriate treatment (31). Each guide was specified per type of participant 
(Supplementary File 1 for the IDI and FGD guides are available upon request).   
 
The data collection team comprised of TV and four data collectors: MS (nurse 
and experienced social science researcher), GG (male medical doctor), a 
female medical doctor, and an experienced female research assistant from 
Addis Ababa University. MS trained the two medical doctors in interviewing 
and moderating skills. IDIs in the first data collection period were done by 
GG. The first four FGDs were moderated by MS, GG and the female medical 
doctor. The second data collection period was done by MS and the research 
assistant, who received specific training from MS and TV on maternal health 
related topics and study objectives. IDIs were conducted by one interviewer; 
FGDs by a discussion facilitator and an assistant for recording and obtaining 
participants’ background information. TV was present during all IDIs and 
FGDs and kept field notes from observations. IDIs were held in, or close to, 
a participant’s workplace or household. Women who had stayed at an MWH 
and/or given birth recently were thus interviewed after being discharged. At 
households, it was sometimes difficult to keep male family members from 
listening in. In all but two of the IDIs, we managed to ensure the participants’ 
privacy. FGDs were conducted in a quiet school compound and research 
centre. IDIs took 20 to 80 (on average: 35) minutes; FGDs 40 to 75 (on 
average: 56) minutes. The size of FGDs ranged from seven to ten participants.

Data analysis
IDIs and FGDs were audio recorded, transcribed in Amharic, translated to 
English and checked by an independent third party to ensure accurate 
translation. Interim data analysis of the first data collection period informed 
sampling and iterative development of the topic guides for the second 
data collection period. Framework analysis was applied after all data were 
collected, using NVivo software, version 11 (© QSR International). Step 1: The 
English transcripts were read repeatedly by TV and MS to ensure familiarity 
with the data. Step 2: TV and MS coded three manuscripts independently 
to test consistency in using the 20 determinants (grouped in four themes) 
of the Adapted Three Delays Model (31). A second framework was added 
to analyse HCWs’ data, namely the WHO Standards for Improving Quality 
of Maternal and Newborn Care in Health Facilities, which allowed to create 
sub-themes within the determinant ‘perceived quality of care’ (32). Step 3: 
TV coded the rest of the data independently. Emerging themes were coded 
inductively and added to the coding framework. Step 4: TV interpreted the 
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coded data and triangulated these with the observations and field notes, and 
wrote memos for each framework item, which were then assessed by MS.
 
The results are presented within three main themes: 1) maternity care in 
transition, 2) access to care and 3) quality of care. The first theme describes 
the overarching context of transitioning maternity care in Ethiopia, which 
relates to several determinants of the Adapted Three Delays Model, namely 
socio-cultural factors, information availability and perceived quality of care. 
The second theme concerns all the determinants of the Adapted Three 
Delays Model, except for perceived quality of care, which is described under 
theme three.

RESULTS

Maternity care in transition
Community members and some HCWs described the rich tradition of home 
births (Textbox 1), although several discarded this as a thing of the past. 
Participants agreed that God/Allah decides on life and death (Table 3; 
Ethnicity, religion, traditional beliefs).

“It is up to God. Women die during delivery in health facilities and some 
deliver smoothly at home.” - post-delivery woman Meskan, IDI-107

“SVD means she gave birth naturally. She had God’s help.” - HCW-201

Over the last years, participants - primarily HCWs, TBAs and Kebele leaders 
- observed marked improvements in institutionalized maternity care, mostly 
concerning availability of services (Table 4; Perceived quality of care - 
Appropriate environment). HEWs heavily promoted a “Home Delivery Free” 
environment; pregnant women were urged to come to the facility at the start 
of labour. Answers to: ‘Where do most women in your community give birth?’ 
ranged from “In my community, women give birth at home with the help of 
TBAs” (Husband, FGD-115) to “No one is giving birth at home these days.” 
(MWH user Meskan, IDI-219). 

HEWs felt they were advising women to have facility births, not forcing them. 
However, women were isolated from social gatherings in some communities 
if they had a home birth. TBAs expressed being afraid, risking a penalty or 
being sent to jail for assisting birth. Most emphasised being no longer active, 
but several HEWs said the work of TBAs was a well-protected secret in 
the community. HEWs recognized that women still trusted TBAs over HCWs 
(Table 3; Ethnicity, religion, traditional beliefs).   

“Only very few who received antenatal care from us give birth at the 
health facility. (…). We ask them ‘why did you give birth at home after 

Textbox 1 Summary of home birthing 
practices described by study participants

Before a woman gives birth, friends and 
family gather at her home to eat and 
drink together, gather money, and some 
chew chat. When leaving, they will say 
blessings: ‘May you never step foot in a 
health facility. Amen. May you deliver at 
home. Amen. May God help you. Amen.’ 
The visitors will light a fire, the pregnant 
women will stand with her back towards 
the fire or she will sleep by the fire, which 
is meant to ensure fast labour. Going 
outside is considered harmful since it 
will expose women and babies to the 
cold. In some homes, sticks applied with 
butter are kept under the bed. When 
the woman goes into labour, she is 
massaged with the butter by friends and 
family members, and similar blessings are 
said: ‘May the Gods / St. Mary / Sheiks 
give you your baby at home’. A coffee 
ceremony is prepared. If the coffee boils 
fast, labour will be fast. The labouring 
woman is covered with a blanket. Some 
women will sit on a special birthing stool, 
others will be lying down, and up to six 
women (one person at each shoulder, 
two at the waist, and one at each leg) 
will support her from behind, hold her 
during contractions and tell her she will 
be all right. After giving birth, they will 
give her milk with an herb (‘tena adem’/ 
chalepensis, a flowering plant in the 
citrus family) to help expulse the placenta 
quickly. The placenta should be buried in 
the ground immediately. The mother will 
then be clothed and put to rest.
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coded data and triangulated these with the observations and field notes, and 
wrote memos for each framework item, which were then assessed by MS.
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of labour. Answers to: ‘Where do most women in your community give birth?’ 
ranged from “In my community, women give birth at home with the help of 
TBAs” (Husband, FGD-115) to “No one is giving birth at home these days.” 
(MWH user Meskan, IDI-219). 

HEWs felt they were advising women to have facility births, not forcing them. 
However, women were isolated from social gatherings in some communities 
if they had a home birth. TBAs expressed being afraid, risking a penalty or 
being sent to jail for assisting birth. Most emphasised being no longer active, 
but several HEWs said the work of TBAs was a well-protected secret in 
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(Table 3; Ethnicity, religion, traditional beliefs).   

“Only very few who received antenatal care from us give birth at the 
health facility. (…). We ask them ‘why did you give birth at home after 

Textbox 1 Summary of home birthing 
practices described by study participants

Before a woman gives birth, friends and 
family gather at her home to eat and 
drink together, gather money, and some 
chew chat. When leaving, they will say 
blessings: ‘May you never step foot in a 
health facility. Amen. May you deliver at 
home. Amen. May God help you. Amen.’ 
The visitors will light a fire, the pregnant 
women will stand with her back towards 
the fire or she will sleep by the fire, which 
is meant to ensure fast labour. Going 
outside is considered harmful since it 
will expose women and babies to the 
cold. In some homes, sticks applied with 
butter are kept under the bed. When 
the woman goes into labour, she is 
massaged with the butter by friends and 
family members, and similar blessings are 
said: ‘May the Gods / St. Mary / Sheiks 
give you your baby at home’. A coffee 
ceremony is prepared. If the coffee boils 
fast, labour will be fast. The labouring 
woman is covered with a blanket. Some 
women will sit on a special birthing stool, 
others will be lying down, and up to six 
women (one person at each shoulder, 
two at the waist, and one at each leg) 
will support her from behind, hold her 
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be all right. After giving birth, they will 
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quickly. The placenta should be buried in 
the ground immediately. The mother will 
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all the health education we gave you?’ and they say: I went into labour 
unexpectedly’.” - HEW Mareko, FGD-116

“The lucky ones give birth at home. (…) Honestly, unless you face a 
problem, home birth is best” - Pregnant woman Mareko, IDI-208

Though home births were generally 
accepted for unexpected, smooth 
labour, many community participants 
shared that health education had 
made them more aware of the risks 
involved and the benefits of antenatal 
care and facility births.

“So even if she (my wife) wants 
to give birth at home, I explain 
that she might face bleeding. I 
have been well educated that it 
is better to give birth at a HC, so 
I teach her that too”. - Husband, 
FGD-115 

However, acquired basic health 
knowledge did not necessarily 
translate into different healthcare 
seeking behaviour due to the barriers 
in accessing quality maternity care 
as described below.

Access to MWHs and facility births
None of the women or family 
members, except those who had 
been recruited from the service, had 
heard of MWHs. After introducing 
the concept, many suggestions were 
given on how to promote the MWH 
(Table 3; information availability). 
However, community participants 
and HEWs were sceptical about 
the number of husbands that would 
allow an MWH stay, because the wife is supposed to take care of the 
children, cattle, household, as well as her husband.

“The women are easily convinced; it’s their husbands I’m worried about.” 
- TBA, IDI-110
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MWH utilisation and facility births were hindered by sociocultural factors 
(Textbox 1; Table 3; ethnicity, religion, traditional beliefs; women’s autonomy). 
One Mareko woman said MWH use was not an option because her husband 
would consider it a divorce if she left the house when she was neither ill nor 
in labour. Another Mareko woman explained that, following an agreement 
between HEWs and the community, all husbands in her area allowed their 
wives to go to an MWH. The earlier described one-to-five network had made 
her stay possible by women in the community, taking turns bringing her food 
and taking care of her household. However, she felt uncomfortable going 
early in her pregnancy, fearing her husband would bring a new wife into the 
polygamous marriage. Other women also expressed feeling uncomfortable 
leaving their homes.

 “I (have) never been away from my home even for one day so I did 
refuse to stay at the centre (=MWH).” - MWH user Meskan, IDI-202

Elders influenced the choice for MWH utilization and a facility birth as well, 
both negatively and positively (Table 3; Ethnicity, religion, traditional beliefs). 

“When I first told him (the husband) (…) he thought that it (facility birth) is 
for luxury. I was very angry at him. (…) Afterwards we gathered community 
elders and told them the situation, then he permitted her due to respect 
for elders. (…) In our culture, he is obliged to do what is said by the 
elders.”  - Aunt of MWH user, IDI-220

Husbands were more likely to allow an MWH stay if their wives were clearly 
sick or had suffered a previous fetal death. HCWs felt responsible to teach 
people about the risks of childbirth and the reasons for an MWH stay. If 
women decided to go home despite the risk, HCWs stated having to be 
blunt: “You may even lose your baby as well as your life” (HCW-214, 
IDI) or “If you go, you die” (HCW-218, IDI). Nonetheless, two out of three 
MWH users were not fully aware of the gravity of their condition. One high-
risk pregnant woman went to the MWH later than advised. Her husband 
(farmer, literate, polygamous marriage) had previously experienced serious 
consequences of delayed birth care: both his wives had almost died, and 
one baby died during labour. He explained that health education had taught 
him the importance of going to a facility early, nonetheless, he did not let his 
wife go before her due date.

“I told them that I can’t afford staying there (at the MWH) if she not on 
her labour.  I explained to them I better take her there when she comes 
on having it. Otherwise it will be a mere expense for nothing.” – Husband 
MWH user Mareko, IDI-223
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Lack of education and awareness was stated by most participants to be an 
important reason for home births. Birth preparedness was interpreted by 
community members in terms of food preparations. When probing directly at 
other aspects, most said having a blade and soap, phone number of an auto 
rickshaw or ambulance, and some had saved/borrowed money.

Another reason for home births was poor physical accessibility of facilities 
(Table 3; physical accessibility). Ambulance availability was common 
knowledge and highly appreciated among participants. Only one participant 
raised the issue of their limited availability:

“There are 42 Kebeles in our Woreda and if something happens in 
different Kebeles at the same time something bad may happen to 
the mothers because there is only one ambulance in the Woreda” – 
Kebele Leader Meskan, IDI-209

HCWs were clear that MWHs are important for women who stay in areas 
where there are no roads, where women have to go on foot or be carried, in 
mountainous areas, or where an ambulance can only reach half way.

In terms of economic accessibility, many HCWs initially insisted maternity 
care was free-of-charge (Table 3; economic accessibility). Hidden costs 
emerged after inquiring in detail: for a medical card, laboratory investigations, 
medication, staying in the gynaecological ward for medical reasons and 
some said for ultrasounds. All HCWs agreed that it would be better and 
clearer to make all maternity services free-of-charge. One HCW explained 
that some women rather give birth at home and use the free ambulance 
service in case of an obstetric emergency than pay for transport to and from 
the MWH. Two attendants (someone who stays with the pregnant woman 
at the MWH, usually a family member) underlined that an MWH stay was 
costly (2500ETB/80Euro for 2 weeks in gynaecological ward and 1 month in 
MWH; 6500ETB/200Euro for 1 month in gynaecological ward and 2 months 
in MWH). They had sold cattle to pay for expenses. Ways of financing an 
MWH stay and facility births were proposed: “Idir” (community collective that 
raises funds for emergency situations) was commonly mentioned, providing a 
loan when labour starts. Some communities had started maternity care saving 
schemes through the aforementioned one-to-five networks and the Kebele 
leaders both mentioned the introduction of health insurance schemes.
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Table 3. Determinants of maternity waiting home use and facility births shared by 
study participants, using the Adapted Three Delays Model by Gabrysch and Campbell 
(2009)
Determinants Challenges Facilitators
Sociocultural factors
Ethnicity, 
religion, 
traditional 
beliefs

· Penalties for TBAs/home births; 
HEWs unable to attend births

· Women trusted TBAs over HEWs; 
older women: ‘maternity care is 
unnecessary luxury’

· Some ethnic groups don’t allow 
women to leave house at end of 
pregnancy/mention pregnancy-
related problems.

· Hospitals related with curses and 
illness

· Religion: husbands decide over 
family issues; God/Allah decides 
on life & death, it’s not about 
place of birth; prayers against 
facility birth (Textbox 1)

· Some TBAs escort women 
to facilities (with payment)

· Respected elders can 
grant forgiveness if a 
woman goes against 
husband’s wishes

· Religion: place of birth 
not prescribed; medicine 
a God-given gift; tend 
to a sowed seed (= 
pregnancy); blessings to 
one’s house by helping 
woman with pregnancy 
complications

Family 
composition

· Women responsible for taking 
care of household; uncomfortable 
leaving house

· Older children take care 
of household; 1-to-5 
networks support MWH 
users

Education · High female illiteracy, low levels 
of health knowledge/awareness

· Educated husbands/ 
siblings more likely to 
allow MWH use

Women’s 
autonomy

· Women viewed as inferior by 
(uneducated) men

· Decisions on earnings and health 
care made by husband and in-
laws

· Husband less likely to 
object to MWH use/facility 
birth if risk is clear

Perceived need
Information 
availability

· Some HCWs said community is 
aware of MWH; most community 
members never heard of MWH

· Confusing message: HEWs tell 
women to come to a facility when 
labour starts; for an MWH-stay 
women need to come before 
labour starts

· Community structures in 
place to promote MWH

· Kebele/sub-district 
administrators 
acknowledged 
responsibility to promote 
MWH use in the 
community; religious 
leaders willing to contribute 
to promotion

Health 
knowledge

· Estimated delivery date usually 
unknown 

· Fear of hospital due to lack 
of knowledge about what will 
happen there

· HCWs felt responsible for 
explaining pregnancy-
related risks to women/
families

table continues
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Health 
knowledge

· Basic health knowledge did not 
necessarily translate to different 
healthcare seeking behaviour

· More community health 
education; community 
members had basic health 
knowledge

ANC use · Birth preparedness: unknown 
concept; answers concerned food 
preparations

· Decision on place of birth usually 
after labour starts/complications 
arise

· Most community members: 
ANC is beneficial, 
common, although not all 
had attended ANC.

· Birth preparedness: 
mobile number of bajaj/
ambulance and savings in 
case of emergency

Previous 
facility birth

· Long history of homebirths; rich 
traditions (Textbox 1) 

· Hospitals associated with lack of 
follow-up, episiotomy, stitches, 
surgery and death by community 
members

· Bad experiences at facilities are 
shared in the community; HEWs 
share these views with community

· Facility births more 
common

· HCWs, TBAs, HEWs 
and Kebele/sub-
district administrator 
see improvements in 
healthcare system

Complications · Homebirths unavoidable/
acceptable when labour starts 
unexpectedly and progresses 
quickly/smoothly

· MWH users did not fully 
understand their high-risk status, 
were convinced by others to stay

· Husband is more likely to 
allow an MWH stay if his 
wife is clearly sick or if she 
had suffered a previous 
foetal death

· Having seen women suffer 
at home makes others 
prefer a facility birth

Economic 
accessibility

· Hidden costs in maternity care; 
MWH stay costly

· Free ambulance service in case 
of complications; MWH transport 
at own cost

· Poor, uneducated husbands: no 
money for maternity care

· Community saving 
schemes

· Introduction of health 
insurance schemes

Physical accessibility
Region, 
urban/rural

· Most rural participants did 
not perceive benefits of 
institutionalized maternity care 

· MWHs important for rural 
women where ambulance 
cannot reach

Distance, 
transport, 
roads

· Home births still common due to 
poor roads, lack of/uncomfortable 
transport

· Community reliance on 
ambulance service without 
realising unmet need

· Ambulances widely known 
and accepted

· Roads constructed by 
communities

ANC: antenatal care, MWH: maternity waiting home; TBA: traditional birth attendant. The 
determinant ‘Perceived quality of care’ is described within Table 4. 
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Quality of care at MWHs and of facility births
Those who had experienced the hospital’s MWH services (3 women, 5 family 
members) were positive and would recommend it to others.

“Since I myself witnessed the benefit of it. By thinking that others have to 
benefit from it by going there, I will teach them” – Husband MWH user 
Mareko, IDI-223

A family member explained that the MWH saved her daughter-in-law’s life, 
but that in hospital, they always chose to do an operation as soon as labour 
starts instead of allowing enough time for the normal labour process.

“Usually if the mother is saved, the baby will die or if they are able to save 
the baby, the mother will encounter some problem.” – Mother-in-law MWH 
user and TBA, IDI 

Health facilities, especially hospitals, had a poor reputation among most 
community members (Table 4; Routine, evidence-based care, Effective 
communication, Respectful care and emotional support). 

“The service provision is good, but the staff mistreats us. They don’t 
feel like we are equals and they are very cruel to us. (…) They don’t 
understand that we came with our problems.” - Husband Meskan, IDI-
112

“They say: you would not even advise your worst enemy to give birth at 
the hospital. In the hospital, when we scream, there is no one there to 
help us.” - TBA, FGD-113

These experiences were in large contrast with the perceived comfort and 
support of TBAs, family members and neighbours during home births 
(Textbox 1).

On the contrary, most HCWs were positive about the quality of maternity care 
at their facility and stated that they treated patients with respect. Some had 
heard of problems at other facilities.

“Here (in our facility) it is good. We do take care of patients. There 
may be rumours. (…) Some people may exaggerate minor problems. If 
you tell her to open her legs, she may not be willing, and you may be 
annoyed and say something. So, she may say ‘she mistreated me’ or 
other things and rumours may be created. Except these it is nice. No 
problem.” - HCW-218, IDI
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 “I also heard about those complaints (mistreatment of women: shouting, 
insulting) from outside. But I haven’t seen anything in my ward.” - HCW-
211, IDI

However, most also recognized a quality gap, which they ascribed to being 
overworked, underpaid and/or undertrained (Table 4; Competent, motivated 
staff). Many HCWs expressed a strong intrinsic motivation to join their 
profession, but the daily reality had a demotivating effect. The workload of 
midwives and emergency surgeons in the hospital’s labour ward seemed 
highest. Hospital midwives described working 77 hours per week continuously 
(a morning shift, followed by a night shift, then an afternoon shift, followed by 
another morning shift, and so on).

“The staff (midwives) will be exhausted. It compromises the service a lot. 
You may get disturbed between your works; you could fight with patients; 
you may lose your interest of work when you do things continuously 
without any rest, it may make you careless.” - HCW-212, IDI

In addition, HCWs complained of disrespect from family members of labouring 
women, who often crowded the labour ward.

“I have never insulted anyone. Here there is no one who insults patients. 
One of the family members insulted me by saying ‘donkey’. (…)” - HCW-
212, IDI

Concerning the quality of the healthcare environment, blood shortages at 
hospitals were the most pressing problem. Privacy had improved, but since 
the hospital recently started allowing companions in the labour ward, HCWs 
reported that this had negatively affected privacy and hygiene. Several HCWs 
emphasized the importance of prioritizing high-quality care provision - “facility 
readiness” before further promoting MWH utilisation in the community.

“If a mother [who stayed in the MWH] dies while giving birth it has a 
huge consequence from the government and community side, so we 
need to be ready to provide quality and safe service. I strongly believe 
that institutional preparedness needs to be first.” - HCW-214, IDI

“I really believe that treating those who come to us will build our image 
in the eyes of the community… treating them with respect, compassion is 
crucial for the service. If we treat her with care, she will be our promoter”. 
- HCW-213, IDI
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Table 4. Determinants of maternity waiting home use and facility births shared by 
study participants, using the World Health Organization’s Standards for improving 
quality of maternal and newborn care in health facilities (2016)
Determinant Challenges Facilitators
Routine, 
evidence-
based care

· High-risk pregnant women in 
need of hospital care who cannot 
afford gynaecological ward stay at 
free-of-charge MWH instead

· HCWs described PNC in detail; 
community members: ‘women are 
neglected in post-natal ward’

· HCWs could name 
several MWH admission 
criteria

· Remoteness and 
high-risk pregnancies 
described as two main 
reasons for MWH stay

Appropriate 
referral when 
needed

· Women arriving at hospital with 
false labour/term pregnancy were 
sent home, risking giving birth on 
the road/not coming back

· Ambulances accepted 
and appreciated by the 
community

· Health centre MWHs 
allowed women with a 
term pregnancy to stay

Effective 
communication

· Women hided from HEWs after 
home birth

· Often someone around in 
health facillities

· Poor perceived communication 
by HCWs with labouring women/ 
families.

· Mistreatment of pregnant/
labouring women leads to women 
fearing to speak openly about 
possible complications

· Many local languages; most 
HCWs only speak Amharic (& 
Gurage)

· Communication gaps between 
different levels of health care

to help translate for 
women who do not 
speak Amharic/Gurage.

Respectful care 
and emotional 
support

· Lack of respect between HCWs 
and patients/family, although 
most HCWs say that they treat 
everyone equally and ethically, or 
that it is now improved

· Women did not want facility birth 
due to lack of respect: feelings 
of loneliness and being ignored, 
HCWs were perceived as cruel 
(shouting, beating), too chatty, 
lazy/bored

· Women don’t like to be seen 
naked, especially by male 
providers, and being forced to 
ambulate

· Several HCWs 
acknowledged that 
compassionate care is 
crucial to building trust 
and providing good 
quality care

· Community members said 
respectful care depended 
on individual: some were 
good, others not

· Hospital started allowing 
companions in labour 
ward

Competent, 
motivated staff

· HCWs felt overworked, underpaid 
and undertrained

· Many HCWs were 
intrinsically motivated 
to become a health 
professional/help people
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Competent, 
motivated staff

· Some HCWs joined profession 
merely to have a job; even 
motivated HCWs were negatively 
affected by working conditions

· Heaviest workload for hospital 
midwives and emergency 
surgeons. HEWs were too few to 
reach all households.

· Motivated HCWs 
invested in continuation 
of their studies and the 
government paid their 
salary during studies.

Appropriate 
environment

· Hospital HCWs are primarily 
concerned about blood shortages

· Medical & drug supplies, privacy 
and hygiene still need further 
improvements

· Health centre MWHs did not 
provide food to users; MWH at 
hospital provided hospital food 
and coffee but not enough.

· Dependency spirit of hospital 
on external funding for MWH 
activities

· Participants perceived 
improvements in 
healthcare environment: 
more facilities, supplies, 
medicines (magnesium 
introduced), HCWs, 
improved hygiene 
and privacy, priority to 
maternity care, hospital 
ultrasound more common

· Financial awards for 
best performing hospital 
brought positive change

ANC: antenatal care; HEW: heatlh extension worker; HCW: healthcare workers; MWH: maternity waiting 
home; PNC: postnatal care. No findings related to the determinant: ‘Proper health information system’

DISCUSSION

Facility births were considered to have become more common, yet traditional 
home births were still preferred by many. While the ambulance service in 
case of complications was public knowledge and highly appreciated, MWHs 
were unknown in the community and most husbands were likely to object 
to use. Experiences of disrespectful maternity care at facilities were in large 
contrast with the perceived comfort of and support provided during home 
births. HCWs acknowledged that quality of care was suboptimal. The main 
prerequisite for an increase in MWH use and facility births was considered 
to be providing high quality, compassionate maternity care. An important 
facilitator for MWH use and facility births was one-to-five women groups, 
which organised saving schemes and household support.

The main limitation of this study was that we interviewed only two health centre 
staff members, while 97% of MWHs in Ethiopia are at health centres. Our 
study acted as baseline for the newly established MWH at Butajira Hospital 
and had limited funding, hence the focus was necessarily on hospital staff and 
the community. Furthermore, two data collectors were employed at Butajira 
Hospital. This could unwillingly have caused bias in their approach towards 
participants. Participants may also have given socially desirable answers if 
they associated data collectors with the hospital. To minimize this effect, the 
data collectors wore their own clothing, presented themselves as part of 
an independent research team, and collected data outside the hospital. In 
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addition, GG interviewed female participants. Although there did not seem any 
difference in the willingness of women to disclose their experiences when 
speaking to GG, we cannot rule out the gender-of-interviewer effect. Lastly, 
we were not able to do member checking of our findings. Nonetheless, by 
seeking input from various stakeholders during two periods of data collection 
and by triangulating our data, we were able to piece together many parts of 
the puzzle of MWHs and facility births in a rural setting in Ethiopia.

Many of our study findings are similar to those from studies on reasons for 
home births and low utilisation of maternal health services in Ethiopia and 
SSA in general (25, 26, 33-35). Several of our findings were MWH-specific. 
First, knowledge of MWHs was limited to HCWs and users (and one TBA), 
similar to our results from a community-based cross-sectional survey in the 
same area (28). Knowledge of the service and former users was found to be 
positively associated with utilisation (17). Secondly, the norm was to go to a 
facility when complications occurred and the HEW’s message was to go at 
the start of labour. The MWH-message should be to go to an MWH before 
labour starts, thus a significant behavioural change is required from HCWs 
and the community. We recommend health centres’ MWHs to target women 
with low-risk pregnancies who live more than 30 minutes from a facility 
and hospital MWHs to target women with high-risk pregnancies (but not to 
deny access to others if beds are available). However, most husbands were 
unlikely to allow their wives to be at the MWH for an extended period due to 
a woman’s household obligations, similar to findings in Kenya and Zambia 
(17). In addition, the free ambulance services unintentionally provided an 
economic incentive for a home birth unless complications occurred. Thirdly, 
MWH use at Butajira Hospital was costly for participants, despite their stay 
being free-of-charge and food provided for them. In Zambia, MWHs are 
well-known and husbands perceived many potential benefits, but even then, 
financial barriers prevented utilisation (19). In Nicaragua, an MWH stay and 
facility birth was nine times costlier than a homebirth assisted by a TBA (36). 
Social networks had the power to overcome some of the above-mentioned 
barriers. Within these networks, it is important to focus on birth preparedness, 
which was not a well understood concept among our community participants. 
Although birth preparedness and complication readiness is a common strategy 
in SSA, aimed at promoting timely access to skilled maternal and neonatal 
services, it does not include MWH use (37). HCWs can facilitate the decision-
making process around MWH use and facility births, through health education 
in general and by clearly explaining the need for an MWH stay. It is important 
to note, however, that even though the MWH users in our study showed clear 
signs of pregnancy complications, they did not fully understand the seriousness 
of their condition and neither were they easily convinced to stay at an MWH.
To increase the community’s readiness to use MWHs and have facility births, 
participants emphasized the need for healthcare environment improvements. 
First and foremost, by improving quality of care at health facilities, especially 
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in terms of respect and compassion, through close monitoring of labouring 
and post-natal women, and by improving communication. These findings 
complement those from other studies on MWHs (17, 20, 38). Making all 
maternity services free-of-charge and providing incentives (food at and free 
transport to and from MWH; payment to TBAs for bringing women to MWH; 
gowns, soap, newborn hats) would also make maternity care more attractive.
Efforts to improve quality of care should also address HCW’s work environment. 
HCWs expressed that high workload, lack of training opportunities, limited 
blood supplies and low salaries negatively affected service delivery. Our 
findings substantiate those from Selamu et al.’s study on job-related stress 
and burnout among Ethiopian HCWs, who found that contextually appropriate 
interventions were needed in the healthcare management structure and work 
environment (39). Ndwiga et al. studied a multi-component intervention 
(the Heshima project) aimed at mitigating aspects of disrespect and abuse 
during facility births (40). Knowledge of, and attitudes towards, respectful 
maternity care improved, but behavioural change was hindered by health 
system challenges. The authors emphasized the need to improve the health 
environment before blaming providers for disrespectful behaviour (40). 

CONCLUSION

Providing high-quality, compassionate care at health facilities was perceived 
crucial to MWH use and facility births. Community networks and health 
education may have the potential to overcome some of the existing barriers 
to MWH use and facility births.
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