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SUMMARY

Maternal mortality is a great challenge disproportionately affecting developing countries.
To address this problem, the United Nations (UN) designed international policies including
Millennium Development Goals (MDGs) and required developing countries, to adopt these
policies in order to access loans or grants. However, these policies failed to bring sustainable
change. They are also criticized for being expert-led and embedded in the neo-liberal agenda.
This study examines the interface between maternal health policies and their implementation at
the grassroots in Ethiopia; and evoke recommendations to address the needs of communities,
using indigenous qualitative research methods. The use of indigenous methods decolonizes the
study and explore the impact of the 3Cs - colonialism, capitalism, and Christianity (Anderson,
2007) on maternal health policies.

The primary research questions were: 1) How do mothers define their needs? 2) To what
extent have their needs been met? 3) What interventions have helped the most? 4) If any gaps
remain, what do mothers think would improve their situation? Data was collected using in-depth
interviews, visual dialogue with 27 women. Miles, Huberman, and Saldana’s (2013) interactive
model was used to shape the analysis process. And, ATLAS ti (Version 7.5.11) was used to
manage, sort and code the data. Member checks was conducted to verify the analysis, decrease
the chances of misrepresentation, and increase local validity.

Research participants identified access to basic needs, basic infrastructure,
economic/financial support, education and reproductive health as maternal health needs. They
also indicate the gap in facility based services due to lack of cultural considerations. The
majority of health professionals being men created a disconnect. The other important finding was

the perception of birth as a natural phenomenon and death [maternal mortality] as destined by

Xiv



God/Allah. Participants also confirmed that the community support for mothers outweigh the
facility based support since community members accompany mothers throughout the rituals of
the birthing process.

Research participants believe that ensuring economic independence for mothers will
improving their wellbeing and health. They also raise importance of equipping traditional birth
attendants and allowing them to assist homebirth. To enhance facility-based birth, is necessary to

create culturally competent space and services.
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I. INTRODUCTION

A. Description of the Study

Since the Millennium Summit in 2000, improving maternal health has been incorporated
as part of the Millennium Development Goals [MDGs]. This goal has been adopted by countries
in Sub-Saharan Africa as part of their national health policy. Various scholars (Berhane,
Gossaye, Emmelin, & Hogberg, 2001; Karim, Betemariam, Yalew, Alemu, Mary Carnell, et al,
2010; Okojie, 1994; Woldemicael & Tenkorang, 2010), have identified the practice of homebirth
without a professional assistance, lack of women’s autonomy, and inaccessibility of health
facilities as major challenges to address maternal health problems pertinent to this region.
Accordingly, large sum of investments has been allocated towards achieving this goal through
promoting birth at health care facilities and availing emergency obstetrics care. However,
maternal mortality continues to be one of the biggest challenges in this region, including
Ethiopia.

The World Health Organization defined maternal death as “the death of a woman while
pregnant or within 42 days of termination of pregnancy, irrespective of the duration and the site
of pregnancy, from any cause related to or aggravated by pregnancy or its management, but not
from accidental or incidental causes” (WHO, 2003). The Ethiopian Ministry of Health Report
(2010) indicated that the maternal mortality rate in the country has declined from 673/100,000
(DHS, 2005) to 590/100,000. In the current health sector development plan (2010/11 -2014/15)
the Ethiopian Ministry of Health intends to decrease maternal mortality ratio by 2/3, i.e. from
590/100,000 live births to 267/100,000; which is still among the highest in the world.

International Finance Institutions such as the International Monetary Fund (IMF) and the

World Bank (WB) have significant influence in shaping policies all over the world, especially in



the ‘developing’ countries. The Poverty Reduction Strategies, Growth and Transformation Plans,
Millennium Development Goals (MDGs), and now Sustainable Development Goals (SDGs) are
themes that are found in national policy documents of many developing countries, including
Ethiopia. In most cases these financial institutions have required countries to adopt these
policies in order to access loans and grants (Tafesse, 2004).

Sustainable Development Goals (SDGs), which is unanimously endorsed by 193 member
states, on September 25™, 2015, is the new global agendas that aims to end world poverty by
2030, fight inequality and protect the environment. Serving as a successor of MDGs that ended
in 2015, SDGs has 17 overarching goals accompanied by 169 targets. These goals and targets are
enclosed in the United Nations Resolution A/RES/70/1 of September 25, 2015: paragraph 54.
Similarly, MDGs promised to address extreme poverty and its manifestation in a comprehensive
manner and with a focused framework by 2015 (Morgan, 2005; Migiro, 2007, Miciro, 2007).

Ethiopia has aligned its national policies with international policies. The first national
five-year plan, which is known as the Growth and Transformation Plan | (GTP I-2010/11—
2014/15) has aligned its specific objectives, and indicators with the MDGs. The National Health
Sector Development Plan (HSDP 1V-2010/11-2014/15) of Ethiopia also aligned its objectives to
the health related objectives of the MDGs, which are MDG 4: reduce child mortality, MDG5:
enhance maternal health, and MDG6: combat HIVV/AIDS, malaria and other diseases. According
to the Ministry of Health (MoH) document, the Maternal health target in this development plan is
to reduce maternal mortality rate from 676/100,000 live births (2010) to 267/100,000 live births
and achieve universal access to reproductive health, which encompass easy access contraception

by 2015.



Ethiopia also endorsed SDGs. UNDP reports indicate that the country is currently
mainstreaming SDGs into national priorities and strategies (July 30, 2015). Confirming the
progress of Ethiopia in mainstreaming SDGs, UNDP (April 26, 2016) revealed that “The
National Planning Commission is undertaking an exercise to build on Ethiopia’s current five-
year development plan to develop a 15-year perspective plan (2016-2030) to allow the country
fully alignment with SDGs”. UNDP has also pledged to support the undergoing formulation
process. In addition, numerous national and international organizations started to work in
collaboration with the UN and their respective national governments to achieve these goals.

International Policies are often based on Western philosophies. Western oriented policies
and intervention approaches tend to be more focused on individuals, ignoring the cultural,
communal, and spiritual values that have historically been central to Indigenous communities
(Midgley, 2008). Traditional Africans have collectivist cultures. Collectivism as a cultural
pattern emphasizes the extended family, community, caste, tribes, and country (Haj-Yahia &
Sadan, 2008). Typically, members of collectivist societies have a sense of obligation to their
collective community. Their personal satisfaction, self-actualization, and fulfillment is defined in
reference to their community; accordingly, they are able to maintain harmony with their
collective (Haj-Yahia & Sadan, 2008). Despite this reality, International policies are being
adopted in African counties. These policies rarely reflect or mainstream the cultural values of
most African countries. In additions, these policies enforce various restrictive requirements in
terms of program planning, budget allocation and implementation. Therefore, they fail to address
structural problems that are specific to non-Western countries (Chogugudza, 2004).

This research is focused on the implementation of MDGS5 that targeted to enhance

maternal health and reduce maternal mortality by two-thirds between the years 1990 and 2015, in



Ethiopia. In this country, maternal health programs are implemented and measured in terms of
numerical targets and indicators that are in line with MDG. However, maternal health is a human
rights and social justice issue, which requires more than minimizing maternal mortality rate.
Therefore, maternal health programs and policies should be broad enough to address women’s
rights, gender based violence, and harmful traditional practices. These issues may not be
recognized in a Western context. Thus, to instigate positive change in maternal health in
Ethiopia, contextual and culturally relevant policies and interventions that go beyond MDGs are
needed. Having culturally relevant policies and intervention are also more likely to improve
performance on numerical targets and indicators.

This study examines the interface between maternal health policies and their
implementation at the grassroots; and evoke workable strategies and recommendations that
might be used to establish Indigenous, i.e. culturally competent, maternal health policies and
programs that address the specific needs of communities, using indigenous qualitative
approaches. To have relevant social and economic policies in Ethiopia, the starting point must be
the community — the target population. This requires decolonizing the process of policy
formulation and intervention program planning (McCleland, 2011; Thiong’o, 1994; Tuhiwai
Smith, 2012). It also involves developing local, empirically-based knowledge about culturally
appropriate solutions to particular contexts (Gray & Coats, 2010; Rankopo & Osei-Hwedie,
2011). Indigenous policy and programs privilege culture-specific knowledge and practice.
Indigenous approaches are concerned with developing local, empirically based knowledge about
culturally appropriate solutions for particular contexts (Gray & Coats, 2010; Rankopo & Osei-
Hwedie, 2011). Indigenous approaches also recognize the presence of cultural diversity, and the

importance of developing culturally relevant practice approaches. Indigenous approaches also



challenge the ‘internationalization’ and ‘standardization’ of theories, concepts, methods, and
standards of education (Gray & Coats, 2010; Rankopo & Osei-Hwedie, 2011). Hence, using
indigenous methods is one way to acknowledge and to begin to reverse the damage of the 3Cs —
colonialism, capitalism “civilization”, and Christianity (Anderson, 2007) on Indigenous

communities.

Gray and Coats (2010) argue that indigenization is a naturally occurring process
characterized by assimilation and resistance. “It can also be understood as a process of
decentering colonial discourse and power structures through tactics that can be resistant or more
confrontational (p. 623).” In this process, policy makers are required to recognize their privilege,
validate Indigenous wisdom, and discard their power as professionals and scholars (Briskman,
2008). It is empowering for people to articulate their problems and contribute their opinions in
solving their problems, since they are experts in dimensions of their issues and their socio-
cultural and economic context that others do not recognize.

Given this context, the purpose of this study is to learn about maternal health in Ethiopia
from the mothers who are intended to benefit from maternal health policies and programs. The
study seeks to answer the following questions using qualitative research methods that is
informed by structural social work theory and indigenous research approaches: 1) How do
mothers who are intended to benefit from maternal health policies and programs define their
needs? 2) To what extent have their needs been met by maternal health policies and programs,
community resources and traditional practices? 3) What interventions have helped the most? 4)
What gaps, if any, remain in interventions: what do mothers think would improve their situation?

Based on the results of the data gathered and research participants’ recommendation, the study



informs an alternative culturally-competent maternal health program that considers the grassroots
reality.

B. Ethiopia: Brief Introduction

The Federal Democratic Republic of Ethiopia, my country of origin, is an ancient country
with a rich diversity of peoples, cultures, a unique alphabet —the Ge’ez script also known as
Ethiopic, and its own calendar that existed more than 3000 years, which is about seven years
behind the Western Gregorian calendar (Page, 2001). Various historical accounts (Ayittey, 1994;
Geda & Berhanu, 1960, Gleditsch, 2004) revailed that Ethiopia is one of the few African nations
that maintained independence during the colonial era, although it is not immune to the new
[neo]colonialism rooted in Western capitalism. The country is also one of the founding members
of the United Nations, and the African Union (AU- 2002), the then, Organization of African
Unity (OAU) established in 1963. The capital city, Addis Ababa, continues to serve as a seat of
AU, and many international organizations. Religion and spirituality also play significant roles in
individual and communal life.

Geographically, Ethiopia is found in the Horn of Africa adjoined by Somalia and Djibouti
to the East, South Sudan and Sudan to the West, Eritrea to the North, and Kenya to the South.
Ethiopia covers 1,104,300 square kilometers, which makes the country the tenth largest country
in Africa. The country also has a huge geographical diversity that ranges from mountains as high
as 4,550m above sea level to a depression of 110m below sea level.

The current (2015) population projection of Ethiopia is 99,390,750 (50.1% female) (WB
data). According to the CSA (2013) the population age pyramid is predominantly young: 44%
under 15 years, 52% between 15 to 65 years, and 3% over 65 years. According to the CIA world

fact book (2013), the life expectancy is 60 years (57.73 years for male, and 62.35 years for



female). According to the 2007 census, the majority of the Ethiopian population (83.6%) is
based in rural areas. The national average household size is 4.7 persons. Addis Ababa, is the
largest city in the country, as well as the capital city, with the population size of 2.7 million.

Women in the reproductive ages constitute 24% of the population. The demographic
health survey (DHS) (2005) shows that the average lifetime fertility declined in the past 15 years
from 6.4 births per woman (1990) to 5.4 births. The total fertility rate (TFR) for urban areas
being 2.4, while in rural areas, it is 6.0. Hence, according to the MoH, the average birth is three
times more for rural women, compared to women in urban areas

Ethiopia is a multi-ethnic federal state with more than eighty languages spoken. The
Federation is composed of nine regional states (killil): Tigray, Afar, Amhara, Oromia, Somali,
Benishangul-Gumuz, Southern Nations Nationalities and People Region (SNNPR), Gambella
and Harari Regional States; and two Chartered Cities—Addis Ababa and Dire Dawa. The
national regional states and the two city administrative councils are further divided into
817woredas (districts) and around 16,253 kebeles (smallest local administrative unit) (Ministry
of Foreign Affairs, 2010).

About 83.4% of the Ethiopian labor force is engaged in the agricultural sector that yields
nearly 43% of the Gross Domestic Product (GDP), and 80% of exports (Ministry of Foreign
Affairs, 2010). The Government also adopted a market-based agriculturally led industrialization
policy, which is part of World Bank and IMF’s poverty reduction strategy —Plan for
Accelerated and Sustained Development to End Poverty (PASDEP). Thus, since the past decade,
there are a number of initiatives and measures, including privatization of state enterprises and the

rationalization of government regulations, to keep this policy going.



Epidemiological and health service research in Ethiopia associates illiteracy with high
health risks and low health-seeking behavior. According to the Ministry of Education (MOE,
2010) report, “the gross enrollment ratio (GER) in primary schools rose from 32% in 1990/91 to
over 91% in 2006/07, with a male to female proportion of 55.9% and 44.1%, respectively.” In
addition, “the overall enrollment in the higher education institutions also increased significantly
from 138,199 to 304,371, resulting in a higher education GER of 4.6% in 2008/09.” However,
the overall adulty literacy rate for individuals who are 15 years old and above, who can read and
write is only 36% (out of the 36%, 62% for male and 39% for female (MoE, 2010).

The Government of Ethiopia developed the first national health policy 1996/97. These
policy is consequently followed by four consecutive phases of comprehensive Health Sector
Development Plans (HSDPs). The National Health Policy and HSDPs were focused on
“democratization and decentralization of the health care system; developing preventive,
promotive and curative components of health care; assurance of accessibility of health care for
all parts of the population; and encouraging private and NGO participation in the health sector”
(Ministry of Health, HSDP 2010/11 — 2014/15, 2010, P. 4). The Ministry of Health has also
introduced different strategic documnents and action plans to improve maternal and neonatal
health. Some examples of these documents include: Making Pregnancy Safer (2000), Abortion
Law (revised in 2005), Reproductive Health Strategy (2006), Adolescent and Youth
Reproductive Health Strategy (2006). In addition, the Ministry trained and deployed female
Health Extension Workers (HEWS) to institutionalize community based health care and enhance
facility based delivery at Health Post (HP) level. Health Officers (HOs) were also trained in
Integrated Emergency Obstetric and Surgery (IEOS) and deployed, giving priority to maternal

health.



C. Background, Rationale, and Significance of the Study

Various studies evaluating the effectiveness of maternal health programs in Sub-Saharan
Africa by analyzing hospital records, showed its positive contributions in reducing maternal
mortality and morbidity (Otchere & Kayo, 2007). On the other hand, other studies that were not
specific to hospital records confirmed that many Sub-Saharan African countries, including
Ethiopia, revealed that the average risk of dying from pregnancy related causes in Africa is about
1in 20 (Ujah, et al, 2005; Otchere & Kayo, 2007). The Africa Union evaluation report (2012)
indicates that

Two in three Africans have no access to essential services such as family

planning, maternal health care, and HIV prevention and treatment. As a result,

about 700 African women die each day from complications of pregnancy and

childbirth. Maternal death ratios in Africa are estimated to be between 500 and
1500 deaths per 100,000 live births, compared to 5 to 10 in developed countries.

Moreover, reports from the U.N. and W.B. on the progress of countries towards meeting
MDGs reveal that ““Africa is the only continent not on track to meet any of the goals of the
Millennium Declaration by 2015 (UN World Summit Declaration, 2005).”

In 2005, the maternal mortality rate in Ethiopian was estimated to be 673 per 100,000
live births (EDHS, 2005). In the Health Sector Development Plan, the government plans to
reduce this rate by two-third, i.e. 267 by 2015. However, given the level of poverty in the
country, this goal proved to be ambitious, and Ethiopia failed to meet the target. The World Bank
database estimated maternal mortality rate (MMRT) in 2015 to be 353. It is challenging to bring
significant changes in maternal health working within the current infrastructure, especially in
rural areas, where there is a huge gap in basic transportation and communication infrastructures.
The roads are only accessible during dry seasons in four-wheel drive cars or motorcycles, and
there is no or limited access to electricity, telephone, and internet services. The number of

schools and health centers with enough health educators, doctors and other health professionals
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is also very limited. Building all the basic structures require time and substantial resources—
financial, political and technical. Moreover, the low level of public awareness and consciousness
about maternal health issues in the country made the realization of these goals within the targeted
time frame, 2015, unrealistic.

International policies such as: MDGs, and now SDGs, which are endorsed by all UN
member states — [189, MDGs and 193, SDGs] have a legitimacy and consensus among
development actors, including policy makers (at the national and international level), multilateral
and bilateral institutions, and other stakeholders. Before the endorsement of SDGs (Sept. 2015),
MDGs have been guiding global development policies and programs (2000 — 2015). MDGs
have strengthened the good intentions framed in the Millennium Declaration providing a focus
for advocacy; reinforced solidarity and purpose galvanizing the international community
improving the targeting and flow of aid. Moreover, MDGs [SDGs as well] reinforced the
objectives providing templates of targets and indicators thereby improving the monitoring of
development projects (Lancet, 2010; Saith, 2007). They have even influenced the complex and
ambiguous concept of ‘development’ to take a very narrow and technocratic path, explained in
terms of reducing poverty and meeting the ‘goals’ (Sumner & Tiwari, 2009). On the flip side, it
is argued that “MDGs lack attention to any theory, structural relationships, policies, pathologies
or causation linking policy and outcomes and thus by default are embedded in the ‘grand neo-
liberal strategic agenda’ (Sumner & Tiwari, 2009, p, 51).” The MDG are also critiqued for not
addressing the power relations that might be respossible for causing the unspeakable poverty in
developed, as well as developing nations; while emphazising on mobilization of financial
resources and technical support is the (UN, 2008, HR/PUB/08/3). Easterly (2007) also argues

that MDGs are are ambitious, which are only meant to motivate extra effort from developing
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countries towards achieving them. Achiving MDGs required a large sum of money that
developing countries do not have and/or could not raise in any form of grant or loan.

As discussed above, many developing countries, including Ethiopia, have recognized the
international plans, and included them in their national policy and national plan of action.
Maternal health, which is the focus of this study, was part of MDG5: improve maternal health.
Several declarations and plans of action were approved by different countries so as to augment
the efforts and commitments of various stakeholders in meeting these goals. Universal Access to
Comprehensive Sexual and Reproductive Health Services in Africa known as The Maputo plan
of action (2007-2010) can be mentioned as one of the early declarations signed by different
countries. This plan of action is adopted by the African Union to achieve the MDGs in the
continent. The plan aims to change how governments address reproductive health in their
policies, as well as health system strengthening, increasing the availability of sexual and
reproductive health supplies, and building of long-term infrastructure. However, this plan of
action failed to bring the intended changes in maternal health, especially in sub-Saharan Africa
leaving a huge concern that many African countries may not attain MDG 5. Then, the African
Union Commission (AUC) and United Nations Population Fund-UNFPA initiated CARMMA
(Campaign on Accelerated Reduction of Maternal Mortality in Africa) to intensify the
implementation of the Maputo Plan of Action for the reduction of maternal mortality in the
Africa region. Along with other African countries, Ethiopia has been part of CARMMA.
Numerous national and international organizations have also designed different intervention
programs and started working in collaboration with the UN, and the national government
towards achieving these goals. However, the country still failed to meet the desired goal in

reducing maternal mortality rate by 75%.
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Despite the presence of several plans of action, initiatives, campaigns and programs that
are intended to facilitate the implementation of maternal health policies, many African countries,
including Ethiopia failed to meet the maternal health goals that were set in MDGs by 2015.
Therefore, it is important to know if the international and national maternal health policies are
relevant, understand the gaps between the policies and implementation strategies and the reality
at grassroots. It is also important to know if there are barriers in implementing these policies and
strategies at the grassroots and learn how these barriers could be bridged in culturally relevant
and sustainable ways.

For countries like Ethiopia, ending the Millennium Development Goals (MDGs) and
beginning Sustainable Development Goals (SDGs, 2015 — 2030), it is time to figure out why the
investments of human, technical and financial resources to enhance maternal health are not
meeting their intended objectives. It is also the time to consider how the development programs
could continue nurturing the progress towards the intended outcomes. This reflection is also
beneficial for ‘developed countries’, since they have invested billions of dollars to implement
different programs intended to eradicate extreme poverty from the world and improve people’s
life in developing countries.

National policies need to address structural issues due to the socio-cultural and economic
realities of citizens. Therefore, it is important to pay attention to cultural diversity, social
structures and patterns of communication. Ethiopia is a culturally diverse country, with more
than 80 languages and 200 dialects. Religion and spirituality also play significant roles in
individuals’ and communal life. Therefore, it is important to involve and learn from the target

community, using Indigenous approaches to understand the cultural nuances and engage
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participants fully. Indigenous approaches provide the opportunity to engage participants in a
powerful and meaningful way (Fitzgerald, 2005).

This study challenges the top-down approach in policy development and program design.
It allows us to learn from the people about their actual needs and their proposed mechanisms to
meet their needs. This process requires going back to one’s roots to seek direction, moving away
from adopting Western theories and practice approaches (Gray & Coats, 2010; Thiong’o, 1994).
Indigenous methodologies acknowledge that there is no standard policy and/or intervention
program, which can be replicated everywhere and yield similar results. Hence, secular

approaches that ignore these facts will not effectively address the social problems.

D. Theoretical and Conceptual Considerations

Dealing with maternal health issues in Africa requires consideration of structural issues,
which are related to human rights, good governance and poverty. Therefore, | used structural
social work theory (Mullaly, 2007) as a framework for analyzing international and national
policies and strategies, as well as assessing the gap between these policies and grassroots
interventions. | also used Indigenous approaches (Tuhiwai Smith, 2012) to guide my
methodology and data analysis so as to capture the knowledge, attitude and experiences of
people in the study to contribute to formulating culturally consonant maternal health policy and

programs that participate in and consider the grassroots reality.

1. Structural Social Work and Indigenous Methodologies

Structural social work has evolved from helping people to modify situations that limit
their functioning (Middleman & Goldberg, 1974), to dealing with discrimination through
advocacy within the given political and organizational arena (Davis 1991, cited in Mullaly,
2007), then to changing of existing structures that perpetuate inequality (Mullaly, 2007).
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Structural social work highlights social justice as a core principle. Social justice entails fair
distribution of goods and resources, and confronting any social conditions, process, or practice
that hinders one from fully participating in society (Mullaly, 2007).

In any reseach, methodology is important as it frames the questions, determines the set of
instruments to be used, and shapes the analysis (Tuhiwai-Smith, 2012). Denzin and Lincoln
(2008) defined Indigenous methodologies as “research by and for Indigenous people, using
techniques and methods drawn from the traditions and knowledge of those peoples” (p. x). In
Indigenous research, “questions are framed differently, priorities are ranked differently,
problems are identified differently, and people participate on different terms” (Tuhiwai-Smith,
2012, p. 196). Indigenous research protocols require building relationships and collaborations
between the researcher and research participants so as to forge trust, equity and partnership in the
whole process. This research paradigm is appropriate to the needs of Indigenous communities in
their struggle for self-determination as it can emancipate social change (Kovach, 2010).

Alike structural social work, Indigenous research also challenges the so called objective,
value-free, and scientific process for observing and analyzing human reality, due to the emphasis
placed on deterministic models of analysis and its denial of culture as a mediating force
(Tuhiwai-Smith, 2012). This research acknowledges that developing Indigenous approaches
requires a balance, challenging dominant models of practice and research, while integrating
traditional values and practices that have withstood centuries of oppression into culturally
consonant forms of service and inquiry. In this manner, indigenous approaches can serve as
framework that brings policies, interventions, and grassroots efforts together.

In this research, | used indigenous methodologies and structural social work theory to

shape my methodology and analysis, since both of them value people’s perspectives, their
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cultures, norms and traditions. The use of indigenous approaches gave me the flexibility of using
my ‘self” as a research tool. Sharing my personal experience as a woman and a mother, has
played a significant role to build rapport and equitable relationship with my research participants.
These personal reflections and conversations are documented and reported in the finding chapter.
In addition, the narratives on motherhood and its characteristics emerged from my conversations
with research participants. During the interviews, research participants defined motherhood and
discussed the rituals around birthing before they talked about maternal health needs. Therefore,
even if it is not included in the primary research questions, “motherhood” and the rituals around

birth became the major part of this study.

2. Research Approaches

This study used qualitative research methods informed by Indigenous research approaches
(Tuhiwai-Smith, 2012). Indigenous methodologies recognize the culture, languages, and the
struggle of people for social justice to become self-determining. Indigenous approaches also allow
different ways of knowing, thereby challenging positivist epistemology (Tuhiwai-Smith, 2012).
Data was collected using in-depth, semi-structured interviews and observation. Interviews were
conducted with 27 women (18 years old and above) living in North Wollo Zone in Northern
Ethiopia who are targeted to benefit from maternal health policies and programs. This Zone has 8
Woredas, with a population of 1,500,303.

E. Theoretical Sensitivity

| am passionate about this topic because | worked with a community based non-
governmental organization as an HIV/AIDS/ RH program advisor. One of the programs | was
leading was a safe motherhood promotion program that incorporates prevention and support

programs for women and girls suffering from Fistula problems. Fistula is a complication that is
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caused by prolonged labor (Muleta, 2006). Fistula can also be prevented by providing emergency
obstetric care to women experiencing obstructed labor. However, in many developing countries,
where adequate medical care may not be available or affordable, women may never get
corrective surgery because they cannot afford medical support, or cannot travel to a hospital that
is located somewhere in the city, way far from where they are. Early marriage is one of the major
causes that expose girls to Fistula complications since they are forced into marriage and
childbearing before their body is strong enough to carry a child (Muleta, 2006; Thomson, 2007).
As child marriage (from 9-14 years old) is commonly practiced in North Wollo, I have seen girls
suffering from this medical complication, as well as subsequent rejection by their husbands and
their community. Thus fistula becomes a psychological, social and emotional problem, in
addition to being a medical ‘case’.

Working in ‘Safe Motherhood’ programs, I know that there is international as well as
national commitment to curb the problem of maternal health. However, the material, human and
financial resources that are invested in maternal health interventions do not seem to reduce
maternal mortality or enhance maternal health at the intended rate. I have also observed a
glimpse of hope that tangible and lasting change in promoting health can be achieved if the
community is involved and if interventions consider the significance of cultural and spiritual
contexts. Working in partnership with religious institutions and community associations resulted
in reduction in early marriage and other harmful practices such as forced marriage, abduction,
and female genital mutilation in many parts of Ethiopia.

Therefore, | want to know why the national and international investments to enhance
maternal health and reduce maternal mortality rate are not working as planned, and | want to

contribute to curbing this problem. As Denzin and Lincoln (2008) argued indigenous research is
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“research by and for Indigenous people, using techniques and methods drawn from the traditions
and knowledge of those peoples” (p. x). Having a personal connection and work experience in
these communities, it is a great opportunity for me to be in North Wollo to learn about the issues
related to maternal health, and providing women, who are often ‘targets’ of policies, a space to
get their voice heard.

Given my background in this area, | have taken several measures to reduce potential
researcher bias and ensure trustworthiness of findings (detailed in the methodology chapter):
variation sampling; using a second coder; conducing a member check; using thick description;

memoing; and frequent consultation with the chair of my dissertation committee.

F. Research Questions

This study seeks to answer the following questions:

1. What supports does a mother need? In other words, how do the mothers, who are
intended to benefit from maternal health policies and programs, define their needs?
[program based needs, community resource needs, spiritual needs, and needs based on
traditional practices]

2. To what extent have their needs been met? [By maternal health policies and programs,
by community resources and traditional practices?]

3. What has helped the most?

4. What if any gaps remain; what do mothers think would improve their situation?
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1. LITERATURE REVIEW

A. Introduction
On September 25, 2015 193 UN member states unanimously endorsed a new global
agenda: Sustainable Development Goals (SDGs), promising to end world poverty by 2030, fight
inequality and protect the environment. SDGs has 17 overarching goals with 169 sub-targets,
which are enclosed in the United Nations Resolution A/RES/70/1 of September 25, 2015:

paragraph 54.
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POVERTY . { AND WELL-BEING EDUCATION EQUALITY AND SANITATION

DECENT WORK AND INDUSTRY. INNOVATION 10 REDUCED
ECONOMIC GROWTH AND INFRASTRUCTURE INEQUALITIES

i

INSTITUTIONS

17 PARTNERSHIPS

FOR THE GOALS @
SUSTAINABLE
DEVE'I:OPMENT

B Er

SDGs are the successor of MDGs, which was an eight-point plan with 21 sub-targets.

Figure 1: Sustainable Development Goals (SDGs), UNDP, retrieved August 7, 2016

While discussing the epoch after MDGs, Sumner (2009) recommended assessing: the impact of
the MDG approach on poverty reduction; the meta-processes that could shape development over
the next 10 -15 years, and what should replace the MDG approach. Giffen & Pratt (2011) also
came up with three alternatives as post-2015 frameworks: Option 1: more of the same, but with
refinements and specific focus: i.e. continuing with the same MDGs with or without a timeline

(Sumner, 2009); option 2: developing broader, context specific goals that encompass human
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rights and other cross-cutting issues; and option 3: come up with brand new approaches or
alternative paradigm. Examining SDGs, it looks like the UN took option 2 of Giffen & Pratt
(2011). SDGs included a longer list of goals and targets that include cross-cutting issues such as
human rights, good governance and climate change. Maternal health that is the major focus of
this study was one of the eight major goals in MDGs, addressed under MDG 5: enhance maternal
health through reducing the maternal mortality ratio (MMR) by three quarters between 1990 and
2015 (United Nations, 2010), and universal access to contraceptive by 2015. In the current SDG,
addressing maternal mortality is under the overarching goal 3: ensure healthy lives and promote
well-being for all at all ages, with a target of reducing global maternal mortality ration to less

than 70 per 100,000 live births by 2030.

Despite the presence of international and national policies and goals women still suffer
from pregnancy related complications, and various studies indicate that Sub-Saharan Africa has
one of the highest MMR in the world, with an estimated rate getting as high as 1 in 20 women
(Geelhoed, Lucia, Visser, Asare, Leeuwen, & Roosmalen, 2003; Ujah, et al, 2005).

The Government of Ethiopia targeted to improve maternal health, and reduce the
Maternal Mortality Ratio (MMR) by 75% over the period 1990 to 2015; i.e. reducing MMR from
676 [in 2005] to 267 per 100,000 live births [in 2015]. The 2010 Ministry of Health progress
report indicated that the MMR was reduced to 590 per100000 (HSDP, 2010). And according to
the World Health Statistics 2015 Ethiopia’s MMR is 353, which is very different from the target
set by the Ethiopian Health Sector Development Program (2010/11) — 267. The World Health
Organization’s (WHO) World Statistic Report indicates that WHO relies on “government birth
and death registration systems, hospital records, household surveys, censuses, certified

expenditure records and data obtained from research projects” to compile the World Health
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Statistics. WHO also acknowledges that the quality of country based data may vary based on the
strength of health information systems in the countries.

For countries like Ethiopia, where only 10% of births are carried out by skilled
professionals (EDHS, 2010), it is hard to find adequate hospital data to estimate maternal
mortality for the country as a whole. This discrepancy in MMR reported on EDHS (2010) and
WHO data is a clear indication of a problem in health data management system. Thus, it is
challenging to rely on maternal mortality ratios as indicators of maternal health.

In this chapter, international and national policy documents, theoretical frameworks, and
studies that are related to maternal health are reviewed and analyzed. More emphasis is given to
MDGs, which shaped international and national development policies and programs from 2000 —
2015. Most of the research included was published after the Millennium Development Goals
(MDGs) were introduced in 2000. Yet, a couple of articles date back to 1987, when the first safe
motherhood initiative is launched. | have excluded studies that relate maternal health to
HIV/AIDS, since HIV/AIDS involve additional policies and intervention frameworks that are not
the focus of my research.

Given this context, the evolution of MDGs as a global poverty reduction plan is discussed
in this literature review, in line with the key stakeholders that played significant roles in its
formulation as well as implementation—the UN, multilateral and bilateral donors, and private
donors. In addition, maternal health policies and intervention programs were analyzed in light of
international as well as national efforts to enhance maternal health. Since health beliefs, culture,
physical environment, and social ties significantly affect health-seeking behavior as well as
service utilization within a given community (Chrisman, 1977), studies that assess health-

seeking behavior in maternal health are analyzed. Finally, Indigenous knowledge and approaches
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are explored and discussed as an alternative approach to further improve maternal health in

Ethiopia, bridging policies, interventions and the grassroots.

B. Millennium Development Goals (MDGs): Formulation and Implementation

Hulme (2009) describes MDGs as “the world’s biggest promise—a global agreement to
reduce poverty and human deprivation at historically unprecedented rates” (p.4). These goals
comprise an eight-point plan that addresses extreme poverty and its manifestation in a
comprehensive manner and with a focused framework by 2015 (Morgan, 2005; Migiro, 2007,
Miciro, 2007). These goals are: “MDG1—eradicate extreme poverty and hunger; MDG 2—
achieve universal primary education; MDG3—promote gender equality and empower women;
MDG4—reduce child mortality; MDG5—improve maternal health; MDG6—combat HIV/AIDS,
malaria and other diseases; MDG7—ensure environmental sustainability; and MDG8—develop
a global partnership for development” (http://www.un.org/millenniumgoals).

MDGs were not new creations of the UN in 2000. Antecedents of MDGs can be traced in
the Declaration of Human Rights of 1948, in the provision: ‘Everyone has the right to a standard
of living adequate for the health and well-being of himself and of his family including food,
clothing, housing and medical care...” (UN Declaration of Human Rights, Article 25). Reducing
poverty and hunger, promoting health, achieving universal primary education and promoting
gender equity, which are central parts of MDGs, have always been at the forefront of the United
Nations development agenda.

Examining the trends of international policies, the 1960s marked important developments
in the UN agenda as it was the year of independence for many countries under colonial rule. The
admission of 17 new countries to the UN instigated the issue of development to become a central

theme and the decade was declared unanimously in the General Assembly to be the first UN
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Development Decade, calling for accelerated measures to eliminate illiteracy, hunger and disease
(Jackson, 2007; Hulme, 2009). In the 1980s the third New Development Strategy for the Third
United Nations Development Decade was launched. This strategy set poverty reduction goals,
objectives and targets to be reached by 1990. Hulme (2009) argues that the influence of the IMF
and World Bank increased during this decade as they enforced structural adjustment policies on
the growing numbers of poor countries applying for loans. Structural Adjustment Programs
(SAPs), are designed to enhance cash flow into a given country through promoting exports,
increasing tax, cutting social spending such as health care and education, privatization of the
public sector, and removing restrictions on the international capital flow, coming in and out of
the country.

Peabody (1996) explained SAPs in terms of three general objectives characterizing the
approach of IMF and World Bank as: 1) Reducing aggregate demand, particularly for imported
goods, and government expenditures for goods or services, by devaluing currency, and reducing
the money supply. This process is believed to reduce domestic consumption, and “increase
foreign exchange that can be used for critical purchases of goods and services that will lead to
economic growth” (p. 824). 2) “Expanding production, particularly of exported goods, which
shifts labor and capital from non-traded to traded goods. The IMF approach pushes for markets
rather than governments to set the price and is designed to encourage national economies to use
their comparative advantage” (p. 824). 3) Changing government institutions and economic
policies, by promoting privatization, deregulation of industries as well as agricultural production,
and elimination of subsidies. Also, empowering central banks to control the exchange rate and

control inflation by reducing the money supply (p.824).
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After comprehensive analysis on the association of policies and development with IMF
and World Bank loans, Easterly (2005) clearly indicated that structural adjustment failed to
generate the intended growth to participating developing countries. “Structural adjustment loans
were repeated many times to the same country, which itself is suggestive of limited effect of the
earlier adjustment loans” (p.20). He also criticized the evaluation techniques used to measure
success of structural adjustment program—objective based evaluations as well as counterfactual
methodology. The objective based evaluations measure program success using imposed
benchmarks, against unrealistic donors’ and/or policy making institution’s expectations. The
counterfactual methodology is based on what changed after the intervention compared to what
would have happened without the intervention.

... Countries that received adjustment loans did so because they were having poor

macroeconomic and growth outcomes, and so it would not be surprising if we

found a negative association between these outcomes and adjustment loans

without correcting for selection bias. To use a medical analogy, we would expect

hospital patients to be sicker than the average person on the street, but this does
not imply that hospitals cause sickness (Easterly 2005, p.3).

Therefore, the structural adjustment policies failed to deliver economic growth, education
and health (Easterly, 2005; Hulme, 2009; Jackson, 2007), since their conception of growth and
economic wellbeing are primarily shaped by Western corporate values and rarely recognize
cultural contexts (Rodrik, 1990).

Following the failure of SAP, in the 1990s, the focus of the UN conferences shifted to
institutional development including good governance, transparency, accountability,
decentralization, and social security. In the International Conference on Population and
Development (ICPD), which was held in Cairo in 1994, participants agreed to adopt rights-based
approaches to promote sexual and reproductive health, gender equality and women

empowerment; achieve universal education; and reduce child and maternal mortality. These
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decisions were very important foundations for the formulation of MDGs since they become parts
of the MDGs as goal 2 — achieve universal primary education; goal 3 — promote gender equality
and empower women; goal 4 — reduce child mortality and goal 5 — improve maternal health. The
2000 Millennium Declaration, therefore, combined the efforts to address poverty, economic and
social development in holistic manner, bringing the goals agreed on various UN conferences in
the preceding years (Hulme, 2009; Jackson, 2007: Sumner & Tiwari, 2009).

MDGs are endorsed by 189 countries all over the world. This huge constituency ensured
the legitimacy of MDGs, and consensus among development actors, including policy makers (at
the national and international level), multilateral and bilateral institutions, and other stakeholders.
MDGs have strengthened the good intentions framed in the Millennium Declaration providing a
focus for advocacy. Saith (2007) argues that MDGs reinforced solidarity and purpose, galvanized
the international community, improved the targeting and flow of aid. MDGs also
instrumentalized the development objectives by providing templates of targets and indicators,
which enhanced the monitoring and evaluation of projects (Lancet, 2010; Saith, 2007). MDGs
also influenced the complex and ambiguous concept of ‘development’ to take a very narrow and
technocratic path, explained in terms of reducing poverty and meeting the ‘goals’ (Sumner &
Tiwari, 2009).

However, it is argued that MDGs used classical economic reasoning which have been
pushed by the WB and IMF (Nyamu-Musembi & Cornwall, 2004). Thus, they are embedded in
the ‘grand neo-liberal strategic agenda’ (Sumner & Tiwari, 2009). Saith (2006) stress that ...
the entire MDG scaffolding and accompanying text is insufficiently global in its approach. It
tends to ghettoize the problem of development and locates it firmly in the third world — as if

development is fundamentally and exclusively an issue of absolute levels of living” (p. 1184).
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Easterly (2007) also argues that MDGs, poorly and arbitrarily designed to evaluate progress out

of poverty and deprivation, make Africa look worse than it really is.

... This more benevolent interpretation, exaggerate the ‘“Africa as failure” image,
which in turn exaggerates the role of ‘‘the West as Savior” for Africa (as the
MDG campaign has often played out in practice) ... It is demoralizing to have
goals for Africa that can only be attained with progress that is nearly without
historical precedent from other regions or in Africa itself (p. 33).

C. Progress of MDGs and Prospects of SDGs

Borghi, Ensor, Somanathan, et al. (2006) argued that the current investment in maternal
health is insufficient to meet MDG5. Thus, substantial resources are required to strengthen the
health system, and enhance the demand and coverage for maternal health service. Currently,
various UN based statistics show that “most African countries spend less than half the WHO
recommended minimum package of $40 per person on health” (Wakabi, 2010, p. 943). Thus, in
addition to the UN agencies, the G8 countries, and other donors, governments of developing
countries should allocate increased resources to achieve health MDGs (Starrs & Sankore, 2010).
However, governments in poverty stricken countries could not increase resources, hence, failed
to meet MDGs. Sahn and Berner (1995) argue that

In Africa the viability and sustainability of reforms is more difficult and

precarious because of several constraints. African countries often have poor

‘enabling environments’ for reforms in several respects: (1) the politicization of

economic life and of public administration; (2) poor macroeconomic

environments which create fiscal and foreign exchange constraints; and (3) weak

public institutions resulting from the absence of state autonomy as well as

inadequately trained and motivated civil servants. Not only is the state
‘overextended,’ it is also exhausted (p. 212).

Examining this situation, the need of support/aid to enhance health and development in
Africa is not arguable. However, the way aids are channeled is often a point of controversy.
In his article published on the Lancet (2010), Tedros Adhanom Ghebreyesus, The Minister of
Health for Ethiopia, argues that “country ownership is the surest way for developing counties to
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chart their own courses of development and overcome the challenges they face in building
effective and productive state” (P. 1127). He also layout four key steps that helps to realize
country ownership as: 1) Planning —countries must start with clear development vision and a
road map for realizing this vision. Development partners also need to be open and allow
countries the space to identify their own needs and priorities. 2) Resourcing the plan—countries
need to take the lead and prioritize their needs due to the limited resources. Countries would
have a greater leverage in managing resources responsibily if funding is flexible and predictable.
3) Implementation—countries should be fully engaged in implementation. For efficient and
sustainable intervention, partners should strengthen existing capacities within the country rather
than replacing them with parallel structures; and 4) Monitoring and evaluation —donors should
help countries to develop their performance tracking system since mutual accountability
[between donor partners and recipient countries] require results-based framework. Sahn and
Bernier (1995) stressed that the health sector reforms are more likely to be successful if
indigenous non-governmental organizations and communities are involved. Therefore, for

successful program implementation donors must incorporate Indigenous actors as partners.

Beginning a new period of global development goals, it is time to rethink ‘development’.
For donors addressing the multi-dimensional poverty is central. However, their commitment
emphasized addressing economic growth and social spending through dictating goals to the
‘South’ receiving countries (Muchhala & Sengupta, 2014; The Economist, March 28, 2015).
Also, maternal mortality and child survival were given limited attention (Sumner, 2009). Sumner
also asked if the adoption of the MDGs is just a reflection of the donor-recipient relationships
between donors and aid-dependent countries or not, wondering if there is a sense of ownership

by governments or by civil society.
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In the same way, SDGs that replace MDGs in January 2016, are criticized for being over
ambitious, extremely expensive — requiring $2 trillion-3 trillion a year over 15 years, and ‘cookie
cutter’ development policies with less significant outcome (the Economist, March, 2015). In
their commentary on Economic and Political Weekly (Nov. 2014), Bhumika Muchhala, and Mitu
Sengupta mentioned that SDGs lack a “meaningful language on systemic reforms of global
institutions that will address the root causes of poverty (such as debt cancellation for the poorest
countries)” and the “myriad green lights given to private sector financing and partnerships for
sustainable development, without any specific language on evaluations, accountability,
transparency and overall governance, are deeply worrying.” Hence, SDGs allow multinational
corporations and foundations to take the leading role in development financing and agenda-
setting (Muchhala & Sengupta, 2014).

More local ownership of the SDGs may indeed lead to their having a greater impact.
International policies and ‘development’ programs that have been designed and prescribed by
‘experts” who may have no or limited knowledge about the target area and the population, do not
have sustainable outcomes (Hancock, 1989; Midgley, 2008). Several studies have demonstrated
that health intervention programs designed in collaboration with communities tend to be more
effective and sustainable, since communities will have a heightened sense of responsibility and
consciousness regarding their health, and build a sense of ownership over the initiatives (Botes &

Rensburg, 2000; Zakus & Lysack, 1998). However, this idea needs to be explored more.

D. Reflections of MDGs in Ethiopian National Policies

Reducing poverty and safeguarding human development have been part of the Ethiopian
Government objectives since the 1990s. This objective is clearly incorporated in different

government policy documents. MDGs play a central role in shaping these national government
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policies. Ethiopia’s midterm national development plans such as: Plan for Accelerated and
Sustained Development to End Poverty (PASDEP-2005/06-2009/10) and Growth and
Transformation Plan (GTP- 2010/11-2014/15), which is PASDEP’s successor, are MDG based.
According to UNDP reports (2010), the MDGs Needs Assessment conducted by the government,
United Nations Country Team (UNCT) and other partners in 2005, allowed the full integration of
MDGs, and the budget required to meet these goals in the national development plan. Moreover,
the Ethiopian Ministry of Finance and Economic Development (MoFED) 2010 MDG report
indicated, the Government of Ethiopia has allocated the necessary human and physical capital to
achieve MDGs.
After endorsing SDGs, the UNDP is working closely with the Ethiopian Government

National Planning Commission to mainstream SDGs into national priorities and strategies.

(http://www.et.undp.org/content/ethiopia/en/home/presscenter/articles/2015/07/30/getting-

familiar-with-the-sdgs.html). UNDP’s report also confirm that the National Planning

Commission is working to build on Ethiopia’s current five-year development plan (GTP I1) into
a 15-year perspective plan (2016-2030) in order to align it fully with SDGs. And, the UNDP has
pledged to support the formulation process.

(http://www.et.undp.org/content/ethiopia/en/home/presscenter/articles/2016/04/26/ethiopia-s-

national-sdg-consultation-explores-mainstreaming-finance-and-m-e.html).

Summary

SDGs and MDGs have shaped development discourses in national policies and poverty
reduction programs. In Ethiopia, they are even used as progress indicators, which are
acknowledged in the policy documents as well as program plans. Accordingly, various donors

and international organizations are working in collaboration with the national government to
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meet the international goals and targets. However, the country is still struggling to provide the
minimum required services to women and children.

E. Maternal Health Policies and Intervention Programs

In developing countries, women comprise more than half of the labor force in food
production, 70-80 percent of health related care, and bear the principal responsibility in
maintaining the home and caring for children and the elderly (Tinker, 1991). Therefore, women
make significant contributions to national development. Nonetheless, several studies (Abdella,
2010; Freedman, 2001; Geller, Cox, Callaghan, & Berg, 2006; Luck, 2000; Mahler, 1987;
Mbaruku, Vork, Vyagusa, Mwakipiti & Roosmalen, 2003; Potts & Hemmerling, 2006; Tinker,
1991) confirmed that every minute a woman dies from pregnancy or childbirth related
complications. This “adds up to half a million deaths every year, with 99 percent of these taking
place in the developing world. In addition, countless more women suffer from illnesses caused or
aggravated by pregnancy such as anemia and malaria, or sustain permanent disabilities” (Tinker,
1991, p. 18). In this kind of unfortunate situation, the human suffering as well as the financial
expenses related to these illnesses and death are enormous (Tinker, 1991).

Compared to any other health indicators, the gap in maternal mortality ratios between
developed and developing countries remain wider. “The problem is worst in Africa and South
Asia, where risks of childbearing are compounded by women’s low social and economic status
and high fertility. Indeed, African women have a one in 18 lifetime risk of dying from
pregnancy-related causes, compared with a one in 10,000 risk for women in Northern Europe”
(Tinker, 1991, p. 18). Woman’s quality of life before the pregnancy influences her wellbeing
after pregnancy, during birth and after. Chronic deficiencies of calcium, vitamin D, or iron may

cause a constricted pelvis, which may lead to prolonged labor and ultimately death during labor
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(Syagga, 2011). Chronic anemia may lead to death from hemorrhage (Tinker, 1991). “Risks
resulting from adolescent pregnancy, maternal exhaustion due to closely spaced births and heavy
physical labor during the reproductive years, procreation after age 35 and especially after age 40,
and illegal induced abortion are all factors in high maternal mortality rates in developing
countries” (Mabhler, 1987, P. 20). Behind every death in pregnancy and childbirth is a personal
tragedy more than a biological or medical event (Freedman, 2001). The death of a mother,
especially in the developing world, is devastating for her infant as well as older children
(Thinker, 1991).

In 1987, the World Bank, the World Health Organization (WHO), and the United Nations
Population Fund jointly launched the Safe Motherhood Initiative that brought maternal and child
health to the forefront of public health concerns (Mahler, 1987; Potts & Hemmerling, 2006).

The goal of this Initiative was to reduce maternal mortality and morbidity by at least half by the
year 2000. Since the targets could not be met by 2000, improving maternal health was
incorporated in MDGs as MDG 5. This time, the target became reducing maternal mortality by
75 percent by the end of 2015. However, the Safe Motherhood Initiative still failed to reduce
maternal mortality significantly especially in Sub-Saharan Africa (Potts & Hemmerling, 2006).

1. Maternal Health as A Human Rights Issue

Mothers are the pillars of society. Child wellbeing begins before birth, with the health
status of the girl who becomes a mother. Accordingly, it is crucial for the development of
prospective future generations. “When mothers are malnourished, uneducated, and in poor
health, their children face a higher risk of either premature death or continuing in the vicious

cycle of poverty” (Tinker, 1991, p. 18).
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The painful fact that 600,000 maternal deaths (99% of the world) happen in developing
countries and nearly all of them being avoidable makes maternal mortality an issue of human
rights (Abdella, 2010; Freedman, 2001). Health is “profoundly driven by the social and cultural
contexts in which it exists, and that context ranges from the most intimate spaces of daily life to
the macroeconomic policies of international financial institutions” (Freedman, 2001, p. 53).
Looking at this discrepancy, maternal mortality is not just a ‘natural’ phenomenon (Freedman,
2001). Yet, it is directly or indirectly caused by discrimination against females in education,
nutrition, and other aspects of life (Mahler, 1987).

Human rights are international standards that have been negotiated and accepted by
governments as binding upon them and in their countries. These standards can help solidify the
grounds of maternal health as a human rights issue, and highlight the relationship between duty-
bearer and rights-holder. Assessing some of the internationally accepted standards, maternal
health is directly related to the right to an adequate standard of living including special care and
assistance in motherhood and childhood (art 25, UDHR -Universal Declaration of Human
Rights), the right to the highest attainable standard of health (art 12, ICESCR-International
Covenant on Economic, Social and Cultural Rights, art 24, CRC-Child Rights Convention) and
the right to be free from discrimination in the field of health care so that all women have
appropriate services in connection with pregnancy, confinement and the post-natal period (arts
12, 14, CEDAW-Committee on the Elimination of Discrimination against Women).
Nevertheless, with human dignity as its core value, the whole human rights endeavor is also
meant to inspire profound and fundamental change in the most everyday interactions of life.

The United Nation Human Rights Council acknowledged preventable maternal mortality

as a human rights violation in its 2009 resolution, proclaiming “most instances of maternal
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mortality and morbidity are preventable, and that preventable maternal mortality and morbidity
is a health, development and human rights challenge that also requires the effective promotion of
human rights of women and girls” (Resolution 11/8 Article 2, 2009).
To truly grapple with the complex of issues that underlies maternal mortality, Freedman
(2001) argues that we need to put together the words ‘daring’ and ‘change’, and acknowledge
their connection.
It is precisely the role of human rights to identify the workings of power that keep
unacceptable things as they are, and to challenge that power with a different vision of
human well-being.... It [maternal mortality] will always be daring because it requires us
to dare to imagine a different reality, and to have the courage to call, each in his or her
own voice and with his or her own means, for the rearrangements of power necessary to

change the unacceptable. So we need to begin with the consensus that death in pregnancy
and childbirth is unacceptable (p. 53).

2. Maternal Health Interventions and Trends

The Safe Motherhood Conference held by the World Bank, the World Health
Organization (WHO), and the United Nations Population Fund in Nairobi, brought maternal
health to the forefront of international public health concerns (Mahler, 1987). This initiative
targeted reducing maternal mortality by 50 percent by the end of 2000. According to Geller, Cox,
Callaghan, & Berg (2006), the goals of this initiative were “to raise international awareness of
safe motherhood, develop program priorities, support national programs, stimulate research,
mobilize resources, and share information to make pregnancy and childbirth safer” (p. 176). Safe
Motherhood ensure every woman high-quality maternal health services, and provide access to
reliable economic and social conditions that allow women to be safe and healthy during
pregnancy and childbirth (Safe Motherhood, 2002).

In the 1987 Safe Motherhood Initiative, major emphasis was given to strengthening
primary health care, which provide women living in remote areas, access to fundamental

maternal health services, family planning, and emergency obstetric services (Mahler, 1987). The
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WHO family planning policy also recognized family planning as part of maternal and child
health care. In addition, socioeconomic development and female litracy were identified as long-
term strategies for controlling maternal mortality. Then, Mahler (1987, p. 23) identified four
steps as essential strategies: “1) providing adequate health and nutrition services for girls and
family planning services for women 2) providing good prenatal nutrition and health care and
identifying high risk women early in the pregnancy 3) assuring professional attention for all
deliveries, and 4) providing access to obstetrical care for high risk deliveries and obstetrical
emergencies”. Some of the existing services and resources used to enahce safebirth can be
strengthened through the collaborative efforts between local, and national governemtns as well
as international and nongovernemental assistance (Mahler, 1987). However, putting this plan in
to action was very challenging.

Maternal health continued to be a huge concern during the Millennium Summit in 2000.
Thus, it was incorporated as part of the MDGs as Goal 5: improve maternal health, through
reducing maternal mortality and morbidity ratios by 75%, between 1990 and 2015; and providing
universal contraceptive coverage. The universally adopted indicators used to monitor and
evaluate the achievements of this goal were 1) ratio of maternal mortality; 2) percentage of births
attended by skilled health personnel; 3) prevalence rate of contraceptive; 4) rate of adolescent
birth; 5) coverage of antenatal care.

The World Health Organization defined maternal death as “the death of a woman while
pregnant or within 42 days of termination of pregnancy, irrespective of the duration and the site
of pregnancy, from any cause related to or aggravated by pregnancy or its management, but not

from accidental or incidental causes” (WHO, 2003).
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Ooms, Mulumba, Hammonds, Abdul Latif, Waris, and Forman (2013) indicated that
Progress towards MDG5 has been significant; however, it has been too slow to be achieved in
2015, particularly in sub-Saharan Africa unless there is a global social contract for health, that
incorporates the international community, which proved to be true. This process would have
obliged national governments to obey the right-to-health commitments under the International
Covenant on Economic, Social and Cultural Rights; while the international community should be
encouraged to increase health aid. Moreover, it was important to enhance the prominence of
southern leadership and commitment to improve funding and effective use of resources (Ooms,
et al, 2013).

Lozano, et. al, (2011) analyzed the international progress towards achieving MDGs 4
and 5 in 2010 using various surveys, censuses, vital registration, and verbal autopsy data. To
assess maternal mortality, they used an ensemble model based on the models with the best out-
of-sample predictive validity to generate new estimates from 1990 to 2011. The results of their
analysis demonstrate that maternal mortality has declined from 409,100 (uncertainty interval
382,900 — 437,900) in 1990 to 273,500 (256,300 — 291,700) deaths in 2011. However, in
developing countries, only 13 countries achieved MDG 5. Despite the progress on reducing
maternal mortality, they concluded that most developing countries need many more years after
2015 to attain the goals of MDG 5.

The 2011 UN report on MDGs also affirmed the finding of Lozano, et al (2011). Despite
progress, pregnancy remains a major health risk for women in several regions. The UN (2011)
prevails that between 1990 and 2008, the maternal mortality ratio dropped by 34% in the

developing regions as a whole. However, this drop is far off from the MDG target.
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The World Health Organization, UNICEF, United Nations Population Fund and The
World Bank data on Trends in Maternal Mortality: 1990 to 2015 also confirms that every region
in the world has advanced in reducing maternal mortality rate. However, as the following graph

indicates, MMR remains very high in sub-Saharan Africa.
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Figure 2: maternal mortality ratios- source: World Health Organization, UNICEF, United Nations Population Fund and The
World  Bank, Trends in Maternal Mortality: 1990 to 2015, WHO, Geneva, 2015.

The UN report (2011) confirmed that the majority of maternal deaths could be avoided
since the largest proportion of such deaths are caused by obstetric hemorrhage, followed by
eclampsia, sepsis, complications of unsafe abortion and other indirect causes, which includes
malaria and HIV. Therefore, the presence of a trained health-care worker during delivery plays a
significant role in reducing maternal mortality. The 2013 UN report indicates that in 2011, about
46 million of the 135 million live births, women delivered alone or with inadequate care. Even if
the 2011 coverage by skilled birth attendants increased, the rural-urban disparity persisted -from
44% (1990) to 53% in rural areas, and from 75% (1990) to 84% in urban areas. Rural based
women are still at risk in terms of the care that is available as well as they receive. These gaps

were even larger sub-Saharan Africa and Southern Asia (UN report, 2013).
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Due to the fact that many Sub-Saharan African countries may not be able to attain MDG
5, the African Union Commission (AUC) and United Nations Population Fund-UNFPA initiated
CARMMA (Campaign on Accelerated Reduction of Maternal Mortality in Africa) to intensify
the implementation maternal health programs that were agreed as part of the Maputo Plan of
Action for the reduction of maternal mortality in the Africa region. UNFPA also initiated
different campaigns and programs such as “No women should die giving life” under its safe
motherhood program.

Along with other African countries, Ethiopia is also part of CARMMA. Accordingly,
numerous non-governmental organizations (national—as well as international—organizations)
have designed different intervention programs and started working in collaboration with the UN,

and the national government towards achieving these goals.

3. National Maternal Health Policies in Ethiopia and Trends

In Ethiopia, the overall health status remains poor, given the high rate of morbidity and
mortality. The HSDP VI (2010-2015) indicates that Ethiopia has a life expectancy of 54 years,
and an infant mortality rate (IMR) of 77/100. In terms of women’s health, the MMR has declined
from 673 per 100000 (2005) to 590 per 100,000 (2010). The major causes of maternal death
identified in the strategic document (HSDP VI, 2010-2015) include obstructed/prolonged labour
(13%), ruptured uterus (12%), severe preeclampsia/ eclampsia (11%) and malaria (9%).

In order to tackle these problems, the Government of Ethiopia developed a national
health policy followed by a five years comprehensive Health Sector Development Plans
(HSDPs), starting from 1996/97. As stated in this plan, democratization and decentralization of
the health care system; developing preventive, promotive and curative components of health

care; assurance of accessibility of health care for all parts of the population; and encouraging
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private and NGO participation in the health sector are the fundamental intentions. However,
Ministry of Health report (2013) indicates that implementing this core values in the given time
period (2015) is challenging. Despite this challenge, the Federal Ministry of Health has built a
structure for improving maternal and neonatal health.

The MoH health extension and education center published the health extension program
profile in 2007. According to this profile, the health extension program (HEP) “is a defined
package of basic and essential promotive, preventive and selected high impact curative health
services targeting households, which is based on the concept and principles of public health
care” (p.3). Itis designed to improve the health status and participation of of families, using
community based technologies, skills and wisdom, and fewer facility-based services (Health
extension and education center, MoH, 2007). The health extension program is also used as a
strategic vehicle to address maternal, neonatal and child health interventions in a community.
The major objectives of the HEP include:

1) improving access and equity to preventive essential health interventions at the

village and household levels in line with the decentralization process to ensure

health care coverage to the rural areas; 2) Ensuring ownership and participation

by increasing health awareness, knowledge, and skills among community

members; 3) Promoting gender equality in accessing health services; 4) improving

the utilization of peripheral health services by bridging the gap between the

communities and health facilities through HEWSs; 5) Reducing maternal and child

mortality; and 6) promoting healthy life style” (Health extension and education
center, MoH, 2007, p.11).

To provide coverage for the whole country, the government of Ethiopia trained and
deployed 30000 Health Extension Workers (HEWSs) by 2009. HEWs are responsible for
promoting four packages of preventive health services in their community — family health,
disease prevention and control, environmental sanitation and hygiene, and health education and
communication. Under disease prevention and control, they are expected to address sexually

transmitted infections (STIs) including HIV/AIDS; the prevention and control of TB and
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malaria, and preform first aid emergency measures. Under family health, they are expected to
address family planning, adolescent reproductive health, maternal and child health,
immunization, and nutrition. The hygiene and environmental sanitation package include solid
and liquid waste disposal, food and water hygiene and safety measures, personal hygiene,
healthy home environment, and control of insects and rodents.

Studies assessing the effectiveness of HEWs indicated that HEWSs have significant
contribution in providing promotive and preventive health services (Datiko & Lindtjern, 2009;
Teklehaimanot & Teklehaimanot, 2013; Wakabi, 2008). However, delivering the whole package
is very challenging in terms of guiding time-use, work schedule, reporting, and relationship with
the community (Medhaniye et al, 2012; Teklehaimanot & Teklehaimanot, 2013).

Medhanyie and his colleagues (2012) carried out a cross sectional survey that included
725 randomly selected women with under-five children from three districts in Northern Ethiopia
in order to assess women’s utilization of family planning, birth assistance, pre and postnatal care,
HIV testing, and iodinized salt. They also examined the association of several variables such as
age, educational status, marital status, and religion, with utilization of maternal health services
using logistic regression analysis. The results of this study revealed that 85% of the women have
had an antenatal care (ANC) visit at health facility. However, only 48% of the women had the
WHO recommended 4 and more ANC visits. Only 5% reported that they gave birth at health
facility and had postnatal care. 85% of the women had been tested for HIV and only 13% of the
household found greater than 15PPM of iodinized salt. Comparing these results with EDHS
2005, the researchers found an increase in the percentage of women who use family planning,
HIV testing and antenatal care; while no change was observed in the percentage of women who

have used iodinized salt and facility-based delivery. Therefore, they concluded that despite
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HEWSs contribution in improving some aspects of maternal health services, their role in
increasing facility-based delivery and skilled birth attendance remains questionable.

According to DHS 2010, the maternal mortality rate has declined from about 871/100,000
live births in 2001/02 to 590/100,000 in 2010. In 2010, the coverage for antenatal care reached
59.4%, while deliveries attended by skilled health personnel gotten 20.3% and postnatal care
service 25.1%. The national contraceptive prevalence rate was also 55%. With regard to maternal
health. Skilled assistance at delivery increased from 6 % (2005) to 10 % (2011) (EDHS, 2011).
Nevertheless, the EDHS (2010) also indicate that nine women in every ten deliver at home. From
the 10% of professionally assisted births, 4% were assisted by a doctor, 7% by a nurse or midwife,
and less than 1% by HEWSs. Fifty-seven percent of births were assisted by a relative, or some other
person and 28% by a traditional birth attendant, while 4% of births were unattended.

The official MDG progress report by Ministry of Finance and Economic Development
(MoFED), (2010) indicated that the major strategy used to achieve the health related goals of
MDGs, including improved maternal health, was training and deploying HEWSs in rural places.
The HEWs are trained in recognition and referral of maternal and newborn complications,
essential newborn care and skilled delivery. So far, the total number of HEWs trained and
deployed has reached 30,193, which accounts 98 % of the total national requirement. Therefore,
the on-going integrated and inclusive interventions in the health sector could have a considerably
positive impact in achieving the goal of reducing maternal rate to 267 per 100,000. The major
problem reported by MoFED was lack of accurate records to estimate and project maternal
mortality rates since, the vast majority of people in Ethiopia give birth at home assisted by

traditional birth attendants (midwives). Even the number of new births is itself is an estimate.
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Therefore, the accuracy of this progress in reducing maternal mortality is closely correlated with
access to health facilities and professionals and the quality of service delivery.

I could not find many studies that examine the effectiveness of maternal health
interventions in Ethiopia. However, the few studies I found suggest that even if changes have
been registered, maternal health is a pressing problem in Ethiopia. And achieving the MDG

target is still far from achievement (Medhanyie et al, 2012; Worku, Yalew & Afework, 2013).

4. Summary

In this section we have seen the vast disparity in maternal mortality rates between
developing and developed countries. In developing countries mortality risks range from 1/15 to
1/50, but in developed countries the risk may be 1/4000 to 1/10,000. Almost 90% of maternal
death in developing countries could also be averted. Losing mothers, while giving lives, and in
conditions that could have been prevented, makes maternal health an issue of human rights and
social justice.

We have also assed international and national [Ethiopian] maternal health policies
starting with the Safe Motherhood Initiative launched in 1987. Then MDG 5: improved maternal
health was discussed in line with the targets and indicators set to monitor and evaluate the
progress as well as the effectiveness. However, it was argued that MDGs do not expressly
recognize the structural impediments which keep people trapped in poverty and poor health
conditions.

Most countries with high maternal mortality rates, including Ethiopia, have inadequate
registration systems, since births are carried out in home with the help of traditional birth
attendants. These disparities help us recognize the significant role economic and sociocultural

contexts play in health and wellbeing [including maternal health]. Efforts to reduce maternal
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mortality should pay attention to cultural factors that influence individual’s health service
seeking behavior, and their access to health services. Intervention programs that promote Safe
Motherhood should increase access to high quality antenatal and post-abortion care, skilled
delivery care, reproductive health and family planning.

Looking at maternal health, the targets and indicators are only explained in terms of
numbers. However, it requires more than numerically explained indicators to address this salient
issue. Maternal health require addressing pregnancy related complications, as well as
socioeconomic barriers, which entail more than a numerical indicator focused on maternal
mortality ratio. Thus, to instigate positive change in maternal health, contextual and culturally

relevant policies and interventions that goes beyond MDGs, are needed.

F. Health-Seeking Behavior in Health Policies and Interventions

Studying health-seeking behaviors has become a necessary tool for comprehending how
people use the health care systems in their respective demographic, cultural and socioeconomic,
circumstances. Thus, it requires decision making processes which is governed by cognitive and
non-cognitive factors that necessitate contextual analysis. Contextual analysis examines
individual/household behavior, community norms and expectations, as well as economic factors
since biomedical knowledge alone cannot guarantee better health (Olenja, 2003; Shaikh, 2008).

Shaikh (2008) also argues that behavioral, social and economic determinants of health
need to be taken into consideration throughout program cycle, which starts from crafting
campaigns of advocacy, lobbying for a policy changes and persuading donors to commit and
invest. This section will briefly discuss different models of health-seeking behavior, and
summarize various studies, which examine women’s health-seeking behavior in in Ethiopia, and

other African countries.
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1. Models of Health-Seeking Behavior

Hausmann-Muela, Ribera & Nyamongo (2003) argue that understanding human behavior
IS prerequisite to change behavior and improve health practices. The most frequently used studies
in health-seeking behavior are knowledge, attitudes and practices (KAP) surveys (Hausmann-
Muela, Ribera & Nyamongo, 2003). According to Hausamann- Muela and her colleagues (2003),
knowledge is assessed to see how far community knowledge corresponds to biomedical
concepts. Attitudes result from a complex interaction of beliefs, feelings, and values, which are
central to understand health-seeking behavior. Practices are about the use and/or utilization of
different health care options. All in all, KAP surveys produce descriptive data, without
explanationing why people choose to do what they do (Hausmann-Muela, Ribera & Nyamongo,
2003).

Public health utilizes models informed by social psychology, medical sociology and medical
anthropology to explain or predict health-seeking behavior in order to identify problematic areas
so as to intervene with specific health system strategies (Hausmann-Muela, Ribera & Nyamongo,
2003). Usually, a health seeking behavior model involves perceived nature of illness,
identification of symptoms, and proper home care and monitoring that may necessitate seeking
facility-based care, medication and compliance (Olenja, 2003). This section will summarize the
mostly frequently utilized models in public health interventions: Health Belief Model, Theory of
Reasoned Action, Theory of Planned Behavior, the Health Care Utilization or Socio-Behavioral

Model by Andersen, the four A’s, and the Pathway Model.

a. The Health Belief Model (HBM)

HBM was developed in the 1950s and still is the mostly used model in public health. Its

basic components are derived from a well-established body of psychological and behavioral
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theory (Janz, 1984). As explained by Jogin and Albal (2014, p. 2-4) , this model is guided by:
(1) Beliefs about the impact of illness and its consequences, which depend on perceived
susceptibility, or the beliefs about how vulnerable a person considers him-or herself in relation to
a certain illness or health problem; and perceived severity of illness or health problems and its
consequences; (2) Health motivation, or readiness to be concerned about health matters; (3)
Beliefs about the consequences of health practices and about the possibilities and the effort to put
them into practice, which is evaluated depending on perceived benefits of preventive or
therapeutic health practices; and perceived barriers, both material and psychological (for
example ‘will-power’), with regard to a certain health practice; (4) Cues to action, which include
different, internal and external factors, which influence action; (5) Beliefs and health motivation
that are conditioned by socio-demographic variables (class, age, gender, religion, etc.) and the
psychological characteristics of the interviewed person (personality, peer group pressure etc).
Using the HBM it is possible to determine relevant factors for health promotion programs.
However, as Jogin and Albal (2014) discussed, HBM neglects further determinants such as:
previous experiences, advantages of maladaptive behavior, behavioral intention, and perceived
control. Also, it does not explain structural or cultural factors like poverty and traditional and

religious norms (Hausmann-Muela, Ribera & Nyamongo, 2003).

b. The Theory of Reasoned Action and the Theory of Planned Behavior(TPB)

Fishbein and Ajzen (1975) developed the Theory of Reasoned Action to understand and
predict behavior. The theory assumes that individuals are rational decision makers, and will
behave in a manner consistent with their values and the information available to them. The

immediate determinant of behavior is an individual’s intention to perform the behavior. In turn,
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individuals’ attitudes towards the behavior and perceptions of the norms surrounding the
behavior inform individuals’ intentions.

TPB recognize the motivational aspects of personal disease control, influence of social
networks and peer pressure in predicting health-seeking behavior (Hausmann-Muela, Ribera &
Nyamongo, 2003). However, like HBM, it overemphasizes psychological traits, while under-
valuing structural factors like limited access or availability of resources (Hausmann-Muela, Ribera

& Nyamongo, 2003).

c. The Health Care Utilization Model

The socio-behavioral or Andersen model (Andersen & Newman, 1973) shifted the
individual-level focus to a combination of the individual, the health care system, and the contextual
environment. This model theorizes that the use of health care services is determined by a range of
societal, health services system, and individual variables. Thus, Andersen & Newman (1973)
categorized these variables into three clusters of factors: predisposing, enabling and need factors
(Hausmann-Muela, Ribera & Nyamongo, 2003). The predisposing factors include age, gender,
religion, global health assessment, prior experiences with illness, formal education, general
attitudes towards health services, knowledge about the illness etc (Jogin & Albal, 2014). Enabling
factors include: availability of services, financial resources to purchase services, health insurance,
social network support etc (Jogin & Albal, 2014). Need factors include: perception of severity,
total number of sick days for a reported illness, total number of days in bed, days missed from
work or school, help from outside for caring etc (Jogin & Albal, 2014). In the later versions,
Andersen’s model incorporated Health Service System, addition to the predisposing factors and
enabling factors referring to the structure of the health care system and its link to a country’s social

and political macro-system (Hausmann-Muela, Ribera & Nyamongo, 2003). Thus, it linked health-
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seeking behavior with structural levels within a macro-political and economic context (Hausmann-
Muela, Ribera & Nyamongo, 2003).

The model centers specifically on treatment selection, which includes both material and
structural factors, which are barely taken into account in the social psychology models.
Andersen’s model has been modified in the International Collaborative Study on Health Care by
Kroeger in 1983 (Hausmann-Muela, Ribera & Nyamongo, 2003). The Kroeger version includes
Health Service System factors, referring to the structure of the health care system and its link to a
country’s social and political macro-system, which is a valuable extension as it puts emphasis on
the link of health-seeking behavior with structural levels within a macro-political and economic
context (Hausmann-Muela, Ribera & Nyamongo, 2003). However, the model omits the ‘need

factors’ which are central for understanding health-seeking behavior (Jogin & Albal, 2014).

d. The “four A’s”

The “four A’s” model has been widely used by medical geographers, anthropologists and
epidemiologists who emphasized social and geographical distance and economic aspects as key
factors for access to treatment (Hausmann-Muela, Ribera & Nyamongo, 2003). This model
discusses health-seeking behavior based on availability, accessibility, affordability and
acceptability. Availability is explained by the geographic distribution of health facilities,
pharmaceutical products etc, while accessibility assesses issues related to transportation, roads,
and other important infrastructures (Jogin & Albal, 2014). Affordability examines treatment costs
for individuals, households or families. Acceptability is related to the cultural and social feasibility
mainly referring to the characteristics of the health providers—health workers’ behavior, gender
aspects (non-acceptance of being treated by the opposite sex, in particular women who refuse to

be seen by male nurses/doctors), excessive bureaucracy etc (Jogin & Albal, 2014). The “four A’s”
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help to easily identify potential ‘barriers’ for adequate treatment (Hausmann-Muela, Ribera &

Nyamongo, 2003).

e. Pathway Models

Pathway models (Good, 1987) center on the path that people follow until they use different
health services (home treatment, traditional healer, and biomedical facility). These models stress
the importance of ‘significant others’ and the decision-making process, which challenges the
emphasis on the individuals in illness negotiation and management (Hausmann-Muela, Ribera &
Nyamongo, 2003). It also acknowledges these dynamics of illness and decision-making depicting
health-seeking as a dynamic process (Hausmann-Muela, Ribera & Nyamongo, 2003). Factors are
sequentially organized, according to the different key steps i.e. recognition of symptoms, decision
making, medical encounter, evaluation of outcomes, re-interpretation of illness, which determine

the course of the therapy path (Hausmann-Muela, Ribera & Nyamongo, 2003).

f. The Theory of Triadic Influence (TTI)

The theory of triadic influence (TTI) is one of the integrative theories of health that
explains behavior as being the result of three streams of causes of behavior (Flay, 2004). The
proponent of TTI, Flay (2004) portrayed the three streams of causes of behavior as intrapersonal,
interpersonal, and sociocultural-environmental. According to Flay and his colleague Petrairis
(1994), the intrapersonal influences focus on self-determination/control and social skills, leading
to self-efficacy, while the interpersonal is geared towards cultural-environmental influences on
knowledge and values, influencing attitudes. Sociocultural-environmental causes of behavior
focus on social situation/context influences on social bonding and social learning, thereby

influencing social normative beliefs. The intrapersonal, personal and sociocultural -
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environmental factors flow through three levels of causation: ultimate level, distal level, and
proximal level which are interconnected with one another (Flay, 2004; Flay & Petriaris, 1994;
Flay, Petriaris & Hu, 1994). Thus, all three streams converge on decisions/ intentions as the final
predictor of behavior (Flay, 2004).

Flay and his colleagues (1994; 2004) argue that TTI provides a unifying framework that
organizes the constructs from theories of social control and social bonding, social development,
peer clustering, personality, cognitive-affective predictors, social/cognitive learning, biological
vulnerability, and other integrative theories. Moreover, TTI provides testable hypotheses about
causal processes, including mediation, moderation, and reciprocal effects. Therefore, “TTI is
useful not only for explaining behavior but also for designing interventions for the treatment or
prevention of health compromising or other risky behaviors, the promotion of health-enhancing
and other positive behaviors, and positive youth development” (Flay, 2004, p. 715).

Examining the pattern of health-seeking behavior, we can observe that it has different
constructs. Client based factors, provider-based factors, including caretaker perceptions, social
and demographic factors, cost, social networks and biological signs, and symptoms influence
health-seeking behavior (Olenja, 2003). Thus, observing the different models, it is possible to see
the progressive shift from individually focused explanation of health-seeking behavior to a more
inclusive model that is sensitive to sociopolitical and environmental factors. Various studies
show that the more inclusive models better explain health-seeking behavior, in terms of malaria
(Hausmann-Muela et al., 1998), HIV/AIDS (Conner & Sparks, 1995), reproductive health (Nash
Ojanuga & Gilbert, 1992), especially in developing countries (Ryan, 1998; Weller et al. 1997).

Conversely, Noar & Zimmerman (2005), citing Weinstein, (1993) argue that despite a

large empirical literature, “there is still no consensus that certain models of health behavior are
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more accurate than others, that certain variables are more influential than others, or that certain
behaviors or situations are understood better than others” (Weinstein, 1993, p. 324). Moreover,
constructs measured in health-seeking behavior may come from different theoretical and
conceptual origins, and have different names, yet when measured they are essentially the same.
Therefore, “since so much research on health behavior is theory based, it is crucial that the field
‘audit’ itself to be sure that we are moving in the right direction” (Noar & Zimmerman, 2005,
p.287). Rimer (1997) also argues that “Theory is not theology. Theory needs questioners more
than loyal followers” (p. 146). Thus, to further understand health behavior and health behavioral
change, it is important to have researchers who are willing to put these concepts and theories to
the strongest possible tests (Noar & Zimmerman, 2005). It is also important to keep in mind that
there is no one health behavior model that fits all.

2. Community Participation in Health Programs

The idea of community participation in health was first articulated by the World Health
Organization (WHO) in the 1970s, since basic health needs in ‘Southern’ counties could only be
met through the greater involvement of local people themselves. Henceforth, this concept has
been forged as the cornerstone of the strategy to achieve universal primary health care (PHC).
Once solidified in international health policy, many countries adopted community participation
as the means by which to address important health problems. Thus, attainment of good health
became focused on concepts with underlying democratic vision—concepts like empowerment,
health promotion, and collective action, rather than physician centered care and hospital based
programs (Zakus & Lysack, 1998).

Community elicits powerful images of a harmonious and equitable place where

reciprocity and mutual concern prevail. All things ‘community-based’ are looked upon

48



favorably, despite an absence of investigation of the actual features of those groups who are
called, or call themselves, communities (Lysack, 1994). Ensuring community participation is
salient for community empowerment. No consideration of community participation in health
would be complete without analyzing its relation to empowerment and health promotion (Shaikh,
2008; Zakus & Lysack, 1998).
The historical origins of community empowerment rest with grassroots development
projects which perpetuated the idea that empowerment consist of fundamental struggle
with powerful groups such as governments who systematically oppress less powerful
groups such as the poor and the illiterate. Health promotion, too has strong roots in social

philosophy that asserts that the causes of ill health are largely attributed to adverse social
conditions, not to insufficient medical care (Zakus & Lysack, 1998, p.8).

The structures and traditions of the formal health system often present major obstacles to
meaningful involvement in health promotion and community empowerment activities. Moreover,
even if the community has an interest in participating, they often lack technical and financial
capacity to contribute and make a meaningful change. Given this context, if empowerment and
health promotion efforts fail to adequately address equity and social justice concerns of the
community, then they would have no use. Therefore, to be both effective and sustainable,
community participation must become an integral part of the community’s common experience
and not remain as a structure imposed from outside (Zakus & Lysack, 1998). It must be rooted in
the expectations of the community, supported by ongoing access to needed and usable
information.

In most of the developing countries, where women have a subjugated position in the
family, and need to seek the permission the household head to go to health service facilities, it is
easy to grasp the wide gaps in the health care system, which is designed contrary to the

community's norms and culture (Shaikh, 2008). Therefore, policymakers need to have the
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technical knowledge of the diseases as well as the contextual knowledge to understand people's
perceptions, which leads to health-seeking behavior.

Luck (2000) also argues pregnancy, complications of pregnancy, and obstetric
emergencies occur within the larger context of the local health system. Local knowledge about
pregnancy, the etiology of maternal morbidity, and appropriate therapies for these conditions
influence how and why formal health services are utilized, but is often ignored in maternal health
intervention studies. “Similarly, the complex webs of personal, economic and political factors
affecting the provision of maternal health services are generally ignored. Installation of
equipment or posting of additional staff are considered sufficient remedies for the inadequate
quality of care provided in many health facilities” (Luck, 2000, p.606). Analysis of problems and
implementation of maternal health interventions should consider a wider range of factors and use
multiple data sources to document both existing systems and how these systems respond to
intervention. Moreover, community involvement is a pre-requisite as changes are required at the
grass root level health services. Any reforms to revamp the role of primary care and primary
health care can only be successful if the reforms are capable of changing public perceptions
about health and health care services (Shaikh, 2008).

3. Factors Affecting Maternal Health-seeking Behavior in Ethiopia and Other

Developing Countries

Various studies that are carried out in Ethiopia and other developing countries reveal that
geographic, socio-economic and contextual factors affect the utilization of maternal health
services. Among these factors, women’s autonomy (Woldemicael & Tenkorang, 2010),
household income (Amin, Shah & Becker, 2010; Chandrasekhar, Gebreselassie, & Jayaraman,

2011), distance from health facilities and transportation (Okojie, 1994; Karim, Betemariam,
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Yalew, Alemu, Mary Carnell, et al, 2010), living in rural or urban settings (Nigussie, Haile
Mariam & Mitike, 2004), cost of maternal health services (Osubor, Fatusi & Chiwuzie, 2006),
and access to radio (Karim, Betemariam, Yalew, Alemu, Mary Carnell, et al, 2010) were
discussed in the findings of the studies reviewed in this section.

For countries like Ethiopia, where maternal mortality data are scarce, use of skilled health
personnel during pregnancy and delivery is used as an indicator for measuring the progress in
maternal and child health. Therefore, women’s status and their involvement in reproductive
choices are crucial to utilization of health services as well as addressing their health needs
(Woldemicael & Tenkorang, 2010). It is important to ensuring women’s autonomy. Women’s
autonomy is defined as the ability of women to make and execute independent decisions
pertaining to personal matters of importance to their lives and their families (Mason, 1995). The
most frequently used proxy indicators that are used to measure women’s autonomy are education
and employment. However, Woldemicael & Tenkorang (2010) argue that women’s freedom of
mobility, control over household resources, ability to make decisions on household purchases,
freedom from domestic violence, participation in child-related decisions, etc. are also crucial to
the use of health services.

In Ethiopia women have little or no control over resources. Therefore, the wide income
disparity between men and women puts the women in subordinate position, especially in rural
areas, where the decision to seek healthcare is largely dependent on the goodwill of their
husbands and the extended family (Woldmicael & Tenkorang, 2010).

Woldemicael & Tenkorang (2010) used the 2005 Ethiopia Demographic and Health
Survey (EDHS) data to address questions of women’s autonomy and reproductive health. In this

study, they incorporated the responses of 5,560 currently married women who had their last live
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birth in the 5 years preceding the survey. They have analyzed women’s health-seeking behavior
in Ethiopia in light of physical, demographic, socio-economic, and health related variables. The
variables identified for maternal and child health include the use of pre-and post-natal care,
access to healthcare services, reproductive behaviors, which includes fertility, fertility intentions,
and contraception, and measures of women’s autonomy. Other demographic variables such as
the age of women at the birth of their last child, birth order of the last child, education and work
status of women, and religion were assessed. This study also assessed the impact of physical
distance and access to transportation to and from healthcare services on health-seeking behaviors
of women in Ethiopia.

The primary independent variable (women’s autonomy) considered three behavioral
indicators that measure the degree of a woman’s autonomy in Ethiopia, which were assessed
using the following questions: who in your family usually has the final say on (1) making large
household purchases; (2) making household purchases for daily needs; and (3) obtaining own
healthcare? Women were also asked whether they received antenatal care, tetanus injection, and
whether delivery of the last birth occurred in a medical institution.

According to the results of this study (Woldmicael & Tenkorang, 2010), 70% of women
reported geographic accessibility such as distance and transportation to a health facility was a
major problem for seeking healthcare, which is compatible with the findings of other studies
(Berhane, Gossaye, Emmelin, & Hogberg, 2001; Karim, Betemariam, Yalew, Alemu, Mary
Carnell, et al, 2010; Okojie, 1994). Moreover, the health-seeking behaviors of mothers in
Ethiopia are strongly associated with their educational attainment and work status. Women with
primary or higher education are about 4 times more likely to seek healthcare (OR = 4.45, 95%

Cl: 3.86, 5.14, P = 0.000) than their uneducated counterparts. Working mothers are 47% more
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likely to seek health care (OR = 1.47, 95% CI: 1.31, 1.65, P = 0.000), compared to non-working
mothers. Health-seeking behavior declines as birth order of the last child increases, suggesting
that first time mothers are at least 43% more likely to seek care during pregnancy and delivery
than mothers of 4-5 or higher order births. They have also discovered a huge disparity in
maternal health-seeking behavior across the wealth indices and between urban-rural residences.
Mothers from the wealthiest households are 54% (OR = 1.54, 95% CI: 1.05, 2.25, P = 0.026)
more likely than those from the poorest households to use antenatal and delivery care services
from a medically trained provider. Mothers who reside in rural areas are also less likely to use
healthcare services compared to their urban counterparts (OR = 0.78, 95% CI: 0.69, 0.89, P =
0.000) (p.993).

Woldemicael & Tenkorang (2010) also revealed that women’s autonomy is a significant
predictor of health-seeking behavior in Ethiopia. The results of their study indicated that a unit
increase in the autonomy scale increases the odds of seeking health care by 46%. This indicates
that women’s decision-making power on household matters and their freedom of movement
significantly influence their health care seeking behaviors.

These findings are confirmed in other studies carried out in other African countries
(Chandrasekhar, Gebreselassie & Jayaraman, 2011; Nigussie, Haile Mariam & Mitike, 2004).
Studying maternal health care seeking behavior in Rwanda, Chandrasekhar, Gebreselassie, and
Jayaraman (2011), discovered that women continue to deliver at home without professional
assistance. In their study, they estimated a multinomial logit model to analyze the factors
determining the choice that a woman makes at the time of child birth—deliver at a health
facility, deliver at home with professional assistance, or deliver at home without professional

assistance. Focusing on births in the 5 years preceding the 2005 survey, they found that a large
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proportion (58%) of births in households with the highest wealth class occur in a health facility
compared to 20% of births among women from households in the bottom wealth class, which
clearly indicate inequality in access to health care. Thus the wealth index is likely to be
correlated with access to other infrastructural services including health care. They also found that
a greater proportion of births in urban areas occur in a health facility compared to rural areas.
Moreover, likelihood of seeking delivery assistance in a health facility increases with increasing
level of household wealth as well as education of the woman. There is a strong association
between birth order and choice of place of delivery. Their study (Chandrasekhar; Gebreselassie,
& Jayaraman, 2011) also confirmed subsequent children are more likely to be born at home
without professional assistance rather than at health facility or at home with professional
assistance.

Examining adolescents’ health seeing behavior during pregnancy and early motherhood,
a qualitative study that was carried out in Central Uganda revealed that pregnant adolescents
mostly utilize the traditional sector because it is most accessible in terms of distance, cost and
cultural context (Atuyambe, Mirembe, Annika, Kirumira & Faxelid, 2010). Atuyambe and his
colleagues found that adolescents felt ashamed to meet their peers and feared to visit health
facilities. Moreover, as men dominated the decision making process, adolescents felt powerless
as they lacked adequate financial and social support. This finding confirms the findings of other
studies (Amin, Shah, & Becker, 2010; Karim, et al, 2010; Woldemicael & Tenkorang, 2010)
which identified women’s autonomy as a significant factor in influencing women’s health-
seeking behavior. Poverty, lack of power, and decision making influence adolescent’s health-
seeking practices just like any other women. Atuyambe and his colleagues (2010) also argue that

cultural practices and beliefs surrounding birth affect health-seeking behavior. In their findings
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they indicated that “cultural prescriptions in relation to placenta rites ‘repelled’ adolescents from
seeking delivery services at the health units but acted as an attraction to visit TBAs and
herbalists” (p.794).

Summary

Even if there is no one health behavior model that fits all, understanding human behavior,
is essential to improve health practices in a given community. So far we have seen how difficult
it is to understand human behavior, and to bring about positive health outcomes without
considering cultural and socioeconomic contexts. Community involvement is mandatory to
understand the cultural and socioeconomic contexts; and ensure sustainable outcomes in health
related interventions, including maternal health. Moreover, involving the community leads to
grassroots development and community empowerment.

According to the studies reviewed in this section, women’s health-seeking behavior in
Ethiopia as well as other developing countries are affected by women’s autonomy, household
income/ wealth, distance from health facilities, access to transportation, living in rural or urban
settings, and cost of maternal health services. From these studies it was also possible to observe
that most developing countries, including Ethiopia, suffer from the ‘urban bias’, where
infrastructure including health and schools are mostly concentrated in urban areas although the
majority of the population live in rural areas (Atuyambe, et al, 2010; Chandrasekhar,
Gebreselassie & Jayaraman, 2011; Karim, et al, 2010; Nigussie, Haile Mariam & Mitike, 2004;
Osubor, Fatusi & Chiwuzie, 2006; Woldemicael & Tenkorang, 2010).

Improving the health of women and children of women in Ethiopia will therefore need
community based, integrated/holistic approach that requires more than building a health facility

and training health professionals. To bring lasting changes in maternal health, it is necessary for
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the government and ‘development workers’ to involve women in the whole process of health
interventions, starting from planning, throughout implantation. Moreover, it is important to
enhance women’s position in the household, increase their income and level of education
through income generating activities and encouraging women’s and girls’ education.

G. The Interface between Policies, Interventions and Grassroots: Indigenous

Approaches

The way ‘motherhood’ is perceived and defined affects the kind of policies and
programs, which are emplace to benefit ‘mothers’. Therefore, understanding what “motherhood”
represents in Africa is important to critically examine maternal health policies and interventions.
This section starts with exploring the literature on how ‘motherhood’ is portrayed in Africa. It
will also provide a comprehensive review of literatures on Indigenous approaches starting with
definitions of indigenization and the current discourse around it including Indigenous knowledge
and methodologies. | have also provided a detailed description of my conceptual framework,
structural social work (Mullaly, 2007), which | view as congruent with Indigenous approaches in
many respects.

1. Motherhood in Africa

Motherhood has meant different things in different cultures and subcultures today and the
use of language in demonstrating Motherhood have further complicated motherhood (Hansen,
1997). The Oxford English Dictionary defined a Mother as ... “who gives birth to a child or
seeks protection and control of a child or is affectionately reverenced and looked up to by a
child” (Hansen, 1997, p.433). However, such kinds of common-sense views of motherhood(s) as
'naturally’ the role of women, has been highly contested. White, Western feminists have

oscillated along a spectrum that stretches between attacks on motherhood as a patriarchal
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construct and affirmations of it as a valuable identity and responsibility that must be defended
against male control and masculinist values, while Black and third-world feminists have sharply
criticized the ethnocentrism of much of this debate (Walker, 1995).

Walker (1995) also argued that significance of motherhood is beyond the two dominant
themes in the literature: 'collusion with patriarchy' and 'difference’ in black and white women's
constructions of motherhood.

The first [collusion with patriarchy] privileges political discourses over an

examination of women's own practice and social identity as mothers, while the

second [difference in black and white women’s construction of motherhood]
ignores historical evidence for overlapping meanings and common cultural
influences among black and white women in the twentieth century. Motherhood
cannot be reduced simply to a role imposed on women by men. While the
proponents of 'difference’ recognize this, they tend to apply this insight to black

women only and to assume that black and white women have operated within quite
separate and pure cultural domains (p.417)

Even if there is no consensus on how to conceptualize and theorize motherhood, the attempt to
theorize 'the mother' involves more than intellectual energy. It entails an engagement with one's
own intimate experiences of being mothered and, in many cases, of mothering.

In this section | will assess how African feminist [womanist] writers have conceptualized
motherhood in Africa. Moreover, based on Anderson’s (2007) perspective on motherhood that
examined the experiences of native/Indigenous women, | would assess how “the three Cs”—
Capitalism, Colonialism and Christianity—influenced Motherhood and its conceptualization in
Africa. | would like to acknowledge that Africa is a continent with 54 sovereign counties, which
has very diverse languages, cultures, traditions, and norms. I used the term ‘Africa’ in this
section to represent the shared history of colonialism and neocolonialism; and its manifestations.

Akujobi (2011) indicated that Motherhood in Africa is often defined as an automatic set
of feelings and behaviors that is switched on by pregnancy and the birth of a baby. It is an

experience that is said to be profoundly shaped by social context and culture. Motherhood is also
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seen as a moral transformation whereby a woman comes to terms with being different in that she
ceases to be an autonomous individual because she is one way or the other attached to another—
her baby.

The motherhood paradigm is culturally recognized as an autonomous unit in indigenous
African constructs of kinship (Walker, 1995). Thus, most African societies have been found to
be strongly pronatalists who mandate parenthood (Hollos & Larsen, 2008). Fertility—the
capacity to bear children and assume the social identity of motherhood—continues to be very
highly valued by women and to inform their choices around motherhood. The fact that value was
created by fertility gave women a significant role in society, not only as the objects of
exploitation, but as bearers of value in the technical as well as the wider, non-technical sense.

Akujobi (2011) also argued that giving birth bestows a certain status on women—even
mystical powers in some ethnic groups like the Yoruba in West Africa, as motherhood
symbolizes fertility, fecundity, and fruitfulness. In this sense, Motherhood is a sacred as well as a

powerful spiritual component of the woman's life.

a. Beyond Fertility: Motherhood in Africa

A mother [woman] is the primary upholder of the native culture since she teaches the
child about the society's ways of knowing and doing things. Thus, the woman-as-mother
becomes significant to the development and maintenance of the community (Akujobi, 2011).
Walker (1995) confirmed that women as mothers are life-givers. Thus, the work and the
responsibilities of motherhood are to nurture, to preserve, and to protect. Walker (1995) also
argued that ‘Motherhood' embraces at least three different terrains, which may be inter-related.
The first she highlighted as mothering work, which is the biological practice of motherhood—

giving birth to a child. The second terrain is the discourse of motherhood, embracing the norms,
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values and ideas about ‘the Good Mother' that operate in any one society or sub-group. The third
dimension is the examination of motherhood as a social identity, with 'social identity' being
understood as ‘consisting of those aspects of the individual's self-image, positively or negatively
valued, which derive from membership of various social groups to which she belongs (Walker,
1995).

Motherhood in Africa also carries several extended and more public meanings. In
various West African communities, birthmothers of children and women of a certain age or
stature could informally be known widely in their communities as ‘Mother’. In Yoruba societies,
the local term for ‘mother’ often serves as part of the official title of women priests and royal
ministers, and in the names of both ‘witches’ and divine or sacred women (Semley, 2012). This
notion of ‘public mothering’ (Semley, 2012) embodies a power that may conjure the deep
symbolism of childbirth without requiring biological motherhood.

Motherhood is also an integral part of the definition of women in all societies, and as
such the social organization of women around this issue in terms of maternity rights, child care
etc is central to the emancipation of women. Therefore, the emphasis was not on women as
nurturers within the privatized family but on women collectively as the mothers of the next
generation (Walker, 1995). It appears that the respect and authority a woman is bestowed to her
by virtue of her role as a mother—and falls strictly within the sphere of the household.

To think of public mothers discursively also requires an understanding of changing local
and colonial constructions of women’s power and vulnerability (Semley, 2012). Walker (1995)
also indicated that there are many who believe that a woman cannot realize her position in its
dual capacity of homemaker and of citizen, and who believe that in trying to fulfill both duties

she must fail in one.
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However, it is through the sacredness of her calling in the home and the strong
maternal instincts born in every true woman that we shall find the more she rises to
the full development of her nature, the better will she take her position in the
destinies of the world and the country of which she is part (Walker, 1995, p. 418).

b. The Three Cs: Colonialism, Capitalism and Christianity in Defining African

Motherhood

Traditional African societies were ethnic nationalities. Authority is exercised through a
system of chieftaincy, clan elders and heads of households, and the social support system was
based on mutuality and accepted reciprocity since the economy was based on land and kinship
systems (Rankopo & Osei-Hwedie, 2011). There were no private-public dichotomies and
hierarchies, gender roles are interdependent, equally valuable and flexible, and decisions were
made for common goals valuing cooperation and collaboration. Moreover, in indigenous
societies, older children and elderly play significant roles in child rearing, and there was
interdependency between families and networks of women (Anderson, 2007).

Indigenous societies [including Africans] acknowledge the diversity within the
Indigenous people although they still share values, epistemologies, worldviews, and history
(Gray & Coats, 2010; Rankopo & Osei-Hwedie, 2011). History is very important in
understanding African society. As Said (1993) said “Past and present inform each other, each
implies the other and each co-exists with the other. Neither past nor present has a complete
meaning alone. How we formulate or represent the past shapes our understanding and views of
the present (p. 4)”. Thus, understanding colonialism and its manifestation is crucial in

construction of motherhood in Africa.

1) Colonialism and Capitalism
In Africa, Colonialism disconnected people from their histories, landscapes, language,

social relations and their own ways of thinking, feeling and interacting with the world (Thiong’o,
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1994; Tuhiwai Smith, 2012). It further destroyed existing structures and social support systems
which were based on mutual respect and reciprocity through introducing Capitalism (Rankopo &
Osei-Hwedie, 2010). The African system of chieftaincy that comprise ethnic nationalities
organized around Kkith and kin, the social support system was adequate to meet most
requirements as it was based on mutuality and accepted reciprocity (Rankopo & Osei-Hwedie,
2010). However, Capitalism, which is based on competition, increasing capital, free market
economy, relegated the sense of cooperation and reciprocity from the African culture. It
promoted money as the medium for exchange of goods and services; widened the distinction
between the homestead and the workplace; and reduced the importance of mutual reciprocity as
the basis of welfare (Rankopo & Osei-Hwedie, 2010). Within the new structure [of capitalism]
mothers (women) lost their place and position.

Within the current context of globalization, Indigenous people could not simply return
back to their traditional governance structures because of the change in the socioeconomic and
political environment (Harrison, 2001). Nevertheless, Africans still kept many dimensions of
their collectivist culture. Collectivism as cultural pattern emphasizes the extended family,
community, caste, tribes, country, etc (Haj-Yahia & Sadan, 2008). Members of collectivist
societies have a sense of obligation to their collective community. Their personal satisfaction,
self-actualization, and fulfillment is defined in reference to their community; and accordingly
they are able to maintain harmony with their collective (Haj-Yahia & Sadan, 2008).

In the fight to win sovereignty in the era of colonialism as well as neocolonialism,
Anderson, (2007) argued that Motherhood can be used as a form of resistance and a key for self-
determination and rebuilding of Indigenous nations. For indigenous women, pregnancy and

giving birth could be a response to the cultural genocide, involuntary sterilization and stealing of
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children their parents and grandparents experienced. Being a mother has implicit and explicit
meaning in the family, spirituality and relationships. Accordingly, most African societies have
been found to be strongly pronatalists who mandate parenthood (Hollos & Larsen, 2008). The
motherhood paradigm is also culturally recognized as an autonomous unit in indigenous African
constructs of kinship (Walker, 1995).

If we examine the development of African literature, the existing power imbalance in the
global arena, coupled with a history of slavery, colonialism, and continuous exploitation and
marginalization in the global arena still has an impact in the development and theorizing of
motherhood in Africa. Western literary yardsticks are still used to judge and determine the
unique literary cultural contributions from Africa (Wehrs, 2002). Therefore,

An African literary perspective must battle against external factors which influence

and taint the thought process: Western acculturation, powerful political and

technological resources, near one-dimensional economic globalization with its
concomitant cultural imperialism (Wehrs, 2002, p.63).

To better understand the structural issues in Africa, we need to know the history of
colonialism and its vivid manifestations to date. The huge class and gender differences within a
country, the conscious, systemic and systematic oppressions can only be fully understood when
we understand the past.

2) Christianity

In indigenous societies, the maternal body has been used as a metaphor of power-creation
as well as ability to sustain it hence; giving birth was understood as “sacred work” of women.
However, Christianity decentered women from this process and introduced ‘God the Father’
instead of ‘Mother the creator’ (Anderson, 2007). Christianity is also [mis]used to support

colonialism spreading an individualistic notion that supports capitalism.
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Motherhood in Africa has to be viewed as an identity that for women is infused with a
separate meaning and carries an independent appeal (Walker, 1995). However, with the
introduction of Christianity in African communities, wifehood and motherhood started to be
equated or analyzed in the same terms. Walker (1995) eloquently explained this notion in South
Africa saying:

Even if Motherhood was central to African women's personal and cultural identity

as well as their social and economic roles long before the advent of Christian

missions, the church groups served to transform, elevate and entrench the
importance of marriage, wifehood and motherhood for women (p.432).

African feminism has been grounded in lived experience, beginning from the very
essential needs for daily survival like clean water and education (MakuchiNfah-Abbenyi, 1997).
Thus, African feminisms emphasize the power and agency of African women in particular to
theorize from their cultures and lived experiences to produce knowledge that is contextually
relevant, builds relationships, and heals the self, the community and the larger socio-cultural
context. MakuchiNfah-Abbenyi (1997) further argues that through these experiences, African
writers revealed the complicated gender politics and women’s oppression, which is engraved in
the patriarchal sociocultural and economic systems. Therefore, African Feminism is open to
learning from the new global agenda of feminism(s), and teaching a (Eurocentric) Feminist
movement a few things as well. Through this experience, African women writers portrayed the
complexities of gender politics, seeking to create a space for themselves, rather than
‘duplicating’ or ‘writing back’ to radical feminism.

African women tend to see feminism as a form of ‘imperialism with a woman’s face’,
which imposes or dictates its views and visions on African or ‘Third World” women
(MakuchiNfah-Abbenyi, 1997; Chilisa & Ntseane, 2010). For Emecheta and Ba, who are

prominent African women writers, women’s subject-hood and sexuality is intrinsically linked
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with that of men (MakuchiNfah-Abbenyi, 1997). Thus, many African women prefer the term
womanism to feminism, arguing that the term feminism is associated with Western ideologies

(Chilisa & Ntseane, 2010; MakuchiNfah-Abbenyi, 1997).

c. Summary

Motherhood is intertwined with the socio-cultural and economic contexts. The reviewed
articles in this section confirmed that culture plays a significant role in shaping the discourse on
motherhood in Africa. Cultural imperatives in different spheres, from economic systems to
marriage, family, and religion, are realities in all societies. The way in which societies grapple
with these issues and other pressing demands constitutes the foundation of culture (Wehrs,
2002). Recognizing the huge influence culture has in shaping ideology and epistemology, the
construction of motherhood in Africa needs more clarity and depth in analyzing different traits
that are associated to motherhood and the overall politics surrounding this paradigm. The
differences within a country as well as the systemic oppressions can only be fully understood
when we understand the past. Peoples’ fight for survival can be addressed if we are able to solve
the structural issues and take culturally appropriate measures.

Our perceptions guide our action. Pettigrew (1987) reminds us that “...where we sit not
only influences where we stand, but also what we see” (p. 649). Thus, the way we perceive and
define ‘motherhood’ would impact the kind of policies and programs we develop in order to
benefit ‘mothers’. In developing maternal health programs, should we focus on the biological
definition of motherhood, which is liked to giving birth to a child or, the social and more
inclusive one, which considers women in general as mothers of the society?

Examining maternal health programs, as stated in the MDGs and in Ethiopian Ministry of

Health documents, they are mostly linked to prenatal, natal and postnatal services. Although
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there is no universal meaning for motherhood, examining the contextual meanings of
motherhood in Africa would broaden the perspectives and perception of policy makers. Thus,
understanding the context will help in addressing structural problems, which thereby address
individual needs.

2. Indigenous Knowledge and Approaches

Indigenization is the development of culture-specific knowledge and practice (Gray &
Coats, 2010). It is about developing local, empirically based knowledge about culturally
appropriate solutions to particular contexts (Gray & Coats, 2010; Rankopo & Osei-Hwedie,
2011). Thus, it is against the attempt of ‘internationalization’ and ‘standardization’ replicating
the Western theories, concepts, and methods everywhere (Gray & Coats, 2010; Rankopo & Osei-
Hwedie, 2011). Gray & Coats (2010) further argue that Indigenization is a naturally occurring
process—characterized by assimilation and resistance. “It can also be understood, as it is in
postcolonial studies, as a process of decentering colonial discourse and power structures through
tactics that can be resistant or more confrontational” (p. 623).

Gray, Coates, & Yellow Bird (2008) shifted the discourse around indigenization to
cultural relevance. They argued that indigenization is an outmoded approach since it is about
adapting imported ideas to fit local needs. Indigenization must be viewed against historical
processes of globalization and colonization. Thus, it is important to move to authentization,
which is a culturally appropriate approach that requires becoming genuine, or going back to
one’s roots to seek direction, moving away from adopting and modifying Western social work
theory and practice (p.5). Therefore, in trying to apply this framework, “academicians and

researchers need to recognize their privilege, validate Indigenous wisdom, acknowledge
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Indigenous rights and discard the power they exert in the name of the profession” (Faith, 2008,

p.83)

a. Indigenous knowledge

Indigenous knowledge and practices are locally shared (Chilisa & Ntseane, 2010; Gray &
Coates, 2010; Sen, 2005; Silliote & Marzano, 2008; Tuhiwai Smith, 2012). However, knowledge
is not homogenous as differences exist along gender, age, class, caste, occupational and other
lines, and between individuals of similar social status (Silliote & Marzano, 2008). Indigenous
knowledge also comes from a range of sources embedded in community practices, institutions,
relationships and rituals and is a dynamic mix of past tradition and present innovation, which
makes it ever evolving, and usually tacit (Durie, 2004; Getty, 2010; Sen, 2005; Silliote &
Marzano, 2008).

Several scholars (Durie, 2004; Getty, 2010; Sen, 2005; Silliote & Marzano, 2008;
Tuhiwai Smith, 2012) uphold that Indigenous knowledge is diffused and communicated in
everyday life. Silliote & Marzano (2008) argued Indigenous knowledge “is equally ‘skill as
knowledge’ as people transfer much through practical experience, and are often unfamiliar with,
or do not need to, express all that they know in words. Indigenous people may also carry
knowledge, and pass it between generations, using unfamiliar idioms featuring symbols, myths,
rites and so on” (Silliote & Marzano, 2008, p.15). Thus, Indigenous knowledge involves
understanding, which is rooted in the local culture (Chilisa & Ntseane, 2010; Escarcega, 2010;
Gray & Coates, 2010; Silliote & Marzano, 2008; Tuhiwai Smith, 2012).

Adopting from Ellen and Harris (1996), Sen (2005, p.376) identified six traits that

distinguish Indigenous knowledge:
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It is local as it is rooted in a particular community and situated within broader cultural
traditions; it is a set of experiences generated by people living in those communities.
Separating the technical from the non-technical, the rational from the non-rational
could be problematic. Therefore, when transferred to other places, there is a potential
risk of dislocating Indigenous knowledge.

It is tacit knowledge and, therefore, not easily modifiable.

It is transmitted orally or through imitation and demonstration. Codifying it may lead
to the loss of some of its properties.

It is experiential rather than theoretical. Experience and trial and error, tested in the
rigorous laboratory of survival of local communities constantly reinforce Indigenous
knowledge.

It is learnt through repetition, which is a defining characteristic of tradition even when
new knowledge is added. Repetition aids in the retention and reinforcement.

It is constantly changing, being produced as well as reproduced, discovered as well as

lost; though it is often perceived by external observers as being somewhat static.

Gretty (2010) argues that the ontological foundations of indigenous worldviews are “based on

the ‘system model’ with the assumption that a) the ecosystem is a dynamic, ever-changing,

everlasting system that adapts to changing circumstances; (b) each system has many parts; and

(c) the whole is more than the sum of its parts” (p.8). “Thus, there are no hierarchical structures;

all living things, including rocks, vegetation, animals, and people are related and interact in a

reciprocal manner... The cosmos is perceived to be a moral, compassionate, knowledgeable

entity that teaches people lessons” (p.9). For most indigenous peoples the fundamental starting

point is a strong sense of unity with the environment (Durie, 2004). The Indigenous worldview
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also considers all life sacred and humans exist to respect and care for all other living beings,
focusing on the collective rather than on individuals (Harrison, 2001; Tuhiwai Smith, 2012;
Gretty, 2010).

Gretty (2010) also affirms that Indigenous knowledge arises from observation and
interaction with the biological and social environments, as well as from visions, stories, and
spiritual insights. Therefore, knowledge among Indigenous peoples, “is perceived to be eternal; it
can be retrieved when needed and recede from consciousness when not required” (p.11).

So far, there is no consensus on what defines being Indigenous. The ‘politics of
Indiginity’, as Escacega (2010) calls it, requires the (re)construction of peoplehood and
negotiating concepts used by nation-states. Analyzing the history of The Working Group of
Indigenous People (WGIP), which is under the United Nations, Indigenity was defined based on
the current state of colonization. Indigenous people were those who are still colonized,
disregarding many countries in Africa and Asia that have undergone decolonization assuming
that they have achieved self-determination (Escarcega, 2010). However, this definition was
contested by African representatives in the WGIP for ignoring the oppression of Indigenous
groups within ‘decolonized’ societies (Duri, 2004; Escarcega, 2010). However, Durie (2004)
argues that “the defining characteristic of indigenous peoples is not necessarily premised on
colonization or sovereignty or a prior claim to settlement, but on a longstanding relationship with
land, forests, waterways, oceans and the air. ... In this sense, indigeneity can be conceptualized

as a state of fusion between indigenous peoples and their accustomed environments” (p.1139).

b. Indigenous Methodologies

Methodology is important because it frames the question being asked, determines the set

of instruments and methods to be employed, and shapes the analysis (Denzin & Lincoln, 2008;
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Matsinhe, 2007; Nicholls, 2009; Tuhiwai-Smith, 2012). Matsinhe (2007) argues that
“methodology legitimates and delegitimates, validates and invalidates, approves and
disapproves, passes and fails, claims to knowledge and knowledge production. Methodology is
the exercise of power to include and exclude, that is, the erection of boundaries and gate
keeping” (p.389).

Writing about Indigenous research methods and methodologies, Cardinal (2001, cited in
Gretty, 2010, p. 182) noted

Indigenous research methods and methodologies are as old as our ceremonies and

our nations. They are with us and have always been with us. Our Indigenous

cultures are rich with ways of gathering, discovering, and uncovering the
knowledge. They are as near as our dreams and as close as our relationships.

Matsinhe, (2007) also affirm that Indigenous knowledges are virtually littered with
virtualities. The interweaving of the actual and the virtual, the here and the hereafter, the physical
and non-physical worlds abound in indigenousness (Matsinhe, 2007; Tuhiwai Smith, 2012). For
Tuhiwai Smith (2012) her respondents are experts of their everyday lives. For them, the physical
and non-physical were equally real, and they drew from both to construct their social reality.
However, ‘Western’ methodologies only acknowledge things that are perceivable by the five
human senses—taste, touch, sight, smell and audition—as legitimate evidence of knowledge.
The rest—such as gods or spirits—is dismissed as fictitious (Matsinhe, 2007; Silliote &
Marzano, 2008; Tuhiwai Smith, 2012). In non-western societies spirituality and aesthetics
structure the multitude’s life (Matsinhe, 2007). To substantiate this claim, Metsinhe (2007) gives
an example where the Senegalese traditional doctors recite The Healers’ Manifesto periodically;
perform the Circle of Union, an aesthetics mediated rituals and The Door of No Return, an
emotionally charged psycho-spiritual therapy for African slave melancholia and alienation

(p.841).
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Indigenous research protocols require building relationships and collaborations between
the researcher and research participants so as to forge trust, equity and partnership in the whole
process (Kovach, 2010). This research paradigm is appropriate to the needs of Indigenous
communities in their struggle for self-determination as it can emancipate social change (Kovach,
2010). Indigenous inquiry is always grounded in principles centered on autonomy, home, family
and kinship as it presupposes a shared collective community vision (Denzin & Lincoln, 2008).

In Indigenous research, “questions are framed differently, priorities are ranked
differently, problems are identified differently, and people participate on different terms”
(Tuhiwai-Smith, 2012, p. 196). The most important question in Indigenous research is
Indigenous struggle for social justice. Semali and Kincheloe (1999) confirm that “Indigenous
knowledge is a rich social resource for any justice-related attempt to bring about social change”
(p. 15). That struggle is what “life feels like when people are trying to survive in the margins, to
seek freedom and better conditions, to seek social justice” (Kovach, 2010, p.199). Therefore,
Indigenous methodology is also a tool for social activism and theory, which can be mobilized as
resistance and transformation (Davis, Williams & Akinyela, 2010; Morgensen, 2012, Semali &
Kincheloe, 1999). Moreover, Nicholls (2009) argues that Indigenous methodologies require
relationality, and multilayered reflexivity. Researchers need to challenge their traditional notions
of objective control between researchers and research participants. Nicholls (2009) also
identified three layers of reflexivity (p. 121)—self-reflexivity, interpersonal reflexivity, and
collective reflexivity. “By practicing the three layers of reflexivity, there is an opportunity to
reframe notions of justice, empowerment and participation within research as a paradigm of
relationships that nurture self-determination, whereby the individual person is constituted

through his or her communicative and interactive relations with others” (Nicholls, 2009, p.121).
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This process requires Indigenous methodologies to interrogate colonial academic procedures
(Morgensen, 2012).

For Tuhiwai Smith (2012) research is one of the ways in which the underlying code of
imperialism is regulated as well as realized. It is regulated through the formal rules of individual
scholarly disciplines and scientific paradigms, and the institutions that support them (including
the state). It is realized in the myriad of representations and ideological constructions of the
Other in scholarly and ‘popular’ works, and in the principles that help to select official histories
and school curricula (Gretty, 2010; Matsinhe, 2007; Tuhiwai-Smith, 2012). Indigenous research
is not socially, or politically, neutral (Silliote & Marzano, 2008). Moreover, it should not be
taken as pre- or anti- science (Matsinhe, 2007). Indigenous research challenges the so called
objective, value-free, and scientific process for observing and analyzing human reality, due to the
emphasis placed on deterministic models of analysis and its denial of culture as a mediating

force (Davis, Williams & Akinyela, 2010; McCleland, 2011), Tuhiwai-Smith, 2012).

¢. Indigenous Approaches in Development

In its annual development reports, the World Bank acknowledges that knowledge is the
key to sustainable social and economic development. Thus, Sen (2005) argues that building on
local knowledge is the first step to mobilize capital. Development, in the past decades, has been
continuously criticized for it expert-led, top-down approaches, which failed bring the desired
change (Midgley, 1990; Silliote &Marzano, 2008).

Western oriented policies and intervention approaches tend to be more focused on
individuals, ignoring the cultural, communal, and spiritual values that are central to indigenous
communities (Midgley, 2008). Since international policies are being adopted, most of the

policies in African counties failed to address structural problems that are specific for the counties
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(Chogugudza, 2004). Adopting SAP by many Sub-Saharan African countries had unintended
negative consequences, especially in relation to privatization and land use perpetuating
unilateralism and imperialism (Midgley, 2008). Land grabbing by multinational mining
corporations and mechanized agricultural industries displaced indigenous people—what Senga
(2010) called “accumulation by dispossession and displacement”. According to Senga (2010),
large mining corporations dispossess land and natural resources from local small-scale miners in
turn forcing them to retaliate against foreign investors, which often results in bloodshed.
National policies, therefore, needs to reflect on structural issues giving due attention to the
sociocultural and economic realities of citizens.

Silliote &Marzano (2008) and Midgely (1990, 2008) argue that the perpetuation of
inappropriate interventions is partly due to the failure of politicians and policy makers to realize
the complexity of development and the contextual nature of problems, which vary across culture
and history. Politicians also fail to acknowledge there is no tailor-made or generic ‘solution’ to
these problems.

Indigenous knowledge is heterogeneous and complicated, which is an inconvenience for
development (Silliote & Marzano, 2008). Nevertheless, as an approach to incorporating an
understanding of socio-cultural contexts within which local knowledge and practices are set,
indigenous research helps to avoid replicating futile programs (Harrison, 2001; Midgley, 1990,
2008; Silliote & Marzano, 2008). Hence, there is a growing interest in Indigenous knowledge
development, which is largely driven by ensuring sustainable development practices in
developing countries, as well as concerns about loss of bio-diversity (Sen, 2005).

It is important to acknowledge that Indigenous Knowledge development has various

challenges. Silliote & Marzano (2008) pointed out that incorporating local knowledge and values
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into the development process, which is dominated by foreign ideas and hierarchy, require
substantial time, effort and resources. Indigenous knowledge is neither static nor uniform. Its
dynamism makes its representation difficult. And, its specificity hampers its incorporation in
development. Moreover, at the current state, indigenous knowledge research currently lacks any
conceptual or methodological coherence since the spectrum of indigenous knowledge studies is
fragmented.

Despite this challenge, Silliote & Marzano (2008) affirmed that Indigenous knowledge
research plays a significant role in facilitating meaningful communication between development
staff and local people, “informing outsiders about local knowledge and insiders about what
scientific technology offers, so that both can better understand the alternatives and realize their
comparative advantages” (p.17). As a result, Indigenous knowledge research has proved
effective in places where NGOs have worked closely with local people to develop effective

technology interventions (Silliote & Marzano, 2008).

d. Important Considerations in Indigenous Approaches

In the search for relevance in social and economic policies, the starting point must be the
community, the bedrock of culture. Indigenous approaches are about developing local,
empirically based knowledge regarding culturally appropriate solutions to particular contexts
(Chilisa and Ntseane,2010; Davis, Williams & Akinyela, 2010; Gray & Coats, 2010; McCleland,
2011, Rankopo & Osei-Hwedie, 2011). Thus, Indigenous approaches require decolonizing the
process of research, policy formulation and intervention program planning (Chilisa and Ntseane,
2010; Escarcega, 2010; Matsinhe, 2007; Nicolls, 2007).

Decolonizing is not a onetime event, but a process of decentering colonial discourse and

power structures (Gray & Coats, 2010). The process of decolonization requires ethically and
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culturally acceptable approaches to the study of issues involving indigenous people, whereby the
underlying assumptions, motivation and values that are enacted with imperialism and
colonialism will be criticized (McCleland, 2011; Tuhiwai-Smith, 2012). Therefore,
decolonization is about indigenizing methodologies, which involves a commitment to an
authentic approach that requires becoming genuine, or going back to one’s roots to seek
direction, moving away from adopting Western theories and practice approaches (Gray & Coats,
2010; Thiong’o, 1994).

Within the current context of globalization, Indigenous people could not simply return to
their traditional governance structures because of the change in the socioeconomic and political
environment (Harrison, 2001). Thus, developing indigenous approaches requires a balance,
challenging dominant models of social work practice and research, while integrating traditional
values and practices that have withstood centuries of oppression into culturally consonant forms
of service and inquiry. It must be emphasized that decolonization does not negate collaboration
with external partners and experts, and seeking resources for capacity-building.

Indigenous approaches consider diversity, history, culture, and contemporary realities
(Weaver, 1999). Culture defines people’s daily life and patterns of interaction (Chilisa &
Ntseane, 2010; Durie, 2004; McCleland, 2011). Africa is a culturally diverse continent. Cultural
and linguistic difference even exists in a country. For example, the languages spoken in Ethiopia
are more than 80; in Nigeria, 250; Ghana, 76; South Africa, 23; and Botswana, 28 (Rankopo &
Osei-Hwedie, 2010). Religion and spirituality also play significant roles in individuals as well as
communal life (Rankopo & Osei-Hwedie, 2010; Gretty, 2010). Thus, in this process, it is
important to pay attention to diversity, social structures and patterns of communication. Secular

approaches that ignore these facts will not effectively address the social problems. There no one
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policy and/or intervention program or a practice guideline that can be used and replicated
everywhere yielding similar results (Midgley, 2008; Silliote &Marzano ,2008; Sen, 2005;
Weaver, 1999).

Weaver (1999) argues that history is an important component in the process of
indigenization. “Past and present inform each other, each implies the other and each co-exists
with the other. Neither past nor present has a complete meaning alone. How we formulate or
represent the past shapes our understanding and views of the present (Said, 1993, p. 4, cited in
Gray & Coates, 2008)”. To better understand the structural issues in Indigenous communities,
including those in Africa, we need to know the history of colonialism and its vivid
manifestations to date (Tuhiwai Smith. 2012; Weaver, 1999).

Policy, research and practice in Africa, including Ethiopia needs to pay attention to local
realities of the communities most of which reside in rural areas and with a collectivist culture.
For most people in Ethiopia, living in rural areas has always been a fact of life. However, rural
economies, and people who live in rural areas, have always been missed in national development
priorities and in some cases relegated to second-class citizenship (Osei-Wusu & Buor, 2012).
The UNFPA (2007) report estimated that by 2025, the rural population of Africa is expected to
increase from 510 to 702 million. Therefore, regardless of the phenomenal growth of cities and
increasing rural urban migration in the developing world, the rural communities will continue to
harbor a significant proportion of the population of Africa (Osei-Wusu & Buor, 2012).

In applying Indigenous approaches, it is important to allow different ways of knowing
challenging the recognized epistemology (Silliote & Marzano, 2008; Tuhiwai-Smith, 2012).
Tuhiwai-Smith (2012) argues that Indigenous research challenges the so called objective, value-

free, and scientific process for observing and analyzing human reality, due to the emphasis
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placed on deterministic models of analysis and its denial of culture as a mediating force. The
process of knowing is at times more important than the results, especially working with

Indigenous people (Denzin & Lincoln, 2008; Tuhiwai-Smith, 2012).

e. Summary

Indigenous approaches require a move to authentization, which is a culturally appropriate
approach that requires becoming genuine, or going back to one’s roots to seek direction, moving
away from adopting and modifying Western social work theory and practice. In this process, the
starting point must be the community, the bedrock of culture. Indigenous approaches consider
diversity, history, culture, and contemporary realities since Indigenous people could not simply
return to their traditional governance structures because of the change in the socioeconomic and
political environment (Harrison, 2001). Thus, developing indigenous approaches requires a
balance, challenging dominant models of social work practice and research, while integrating
traditional values and practices that have withstood centuries of oppression into culturally
consonant forms of service and inquiry. Therefore, Indigenous approaches can serve as an
intersection bringing policies, interventions and the grassroots together.

3. Structural Social Work

Structural social work has evolved from helping people to modify situation that limit
their functioning (Middleman & Goldberg, 1974), to dealing with discrimination through
advocacy within the given political and organizational arena (Davis 1991, cited in Mullaly,
2007), then to changing of existing structures that perpetuate inequality (Mullaly, 2007). The
purpose of social work is “to improve the quality of transactions among clients and their physical
and social environments, in ways that are consistent with social justice” (Mattaini, 2008, p.355).

Social justice as viewed by this approach entails fair distribution of goods and resources, as well
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as efforts to confront/overcome any norm, social condition, social process, or societal practice
that interferes with or constrains one from fully participating in society (Mullaly, 2007).
Structural social work is built on the fundamental values of humanitarianism and egalitarianism,
which are the bases of social democracy that adhere to the socialist paradigms (Mullaly, 2007).
Its acknowledgement to the importance of social justice and social democracy make it well-
suited to Indigenous approaches.

Mullaly (2007) indicated that “the ultimate goal of structural social work is to contribute
to the transformation of society calling for transformation of sociopolitical and economic
relations that are based on classism, sexism, racism, patriarchy, imperialism, to sociopolitical and
economic relations based on equality among all social groups (Mullaly, 2007, p.248).

When it is applied to practice, structural social work employs intrapsychic and
interpersonal processes, in order to counteract the damaging effects of oppression, and build
strength in the individual for developing community of solidarity (Mullaly, 2007). Structural
social work also includes consciousness-raising and collectivization, which are critical elements
in critical liberation. Individual work, group work, or community work could be used separately
or in some combination to pursue these goals (Mullaly, 2007).

Like Indigenous approaches, structural social work recognizes the importance of history
and acknowledges that “neither the life of an individual nor the history of a society can be
understood without understanding both” (Mills 1959, cited in Mullaly, 2007, p. 295). Therefore,
I will be using structural social work to shape my analysis, since maternal health is liked to
human rights and social justice, which require more than treating an individual patient and

providing the health needs of an individual. This framework will also help me to suggest
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alternative proposals to improve maternal health in a potentially more effective and sustainable

manner, based on the recommendations of research informants.

4. Conclusion

Ethiopia has remained a poor country due to the impact of [neo]colonialism and cultural
imperialism. A combination of poor management of the state, natural calamities, imbalanced
international trade etc. has left the country with poor indicators of health funding, health system
performance, health status and gross inequality in resource distribution (Maurizio, 2007).

Assessing the impact of imperialism and its manifestation in colonialism, liberalism,
globalization and Western forms of research, Indigenous approaches are crucial for Africans,
including Ethiopians. In this process, policy makers are required to recognize their privilege,
validate Indigenous wisdom, and discard their power as professionals and scholars (Briskman,
2008). Therefore, Indigenous approaches can serve as an intersection bringing policies,
interventions and the grassroots together. It is important and empowering for people to articulate
their problems and contribute their share in solving their problems, since they know their
problems, their potential and capacities as well as the sociocultural and economic context better.
Otherwise, relying on the Western model and policies that are prescribed for us, the
socioeconomic problems in Sub-Saharan Africa, including Ethiopia, are likely to continue to
persist in greater magnitude. In fact, African countries will replicate imperialism and [neo]
colonialism by using these top-down policies. The Master’s tools will never dismantle the
master’s house (Lorde, A. 1979).

Different studies have been carried out in Sub-Saharan Africa to know the effectiveness
of Safe Motherhood Initiatives. Counties also carry out monitoring and evaluation studies, and

report their findings using MDGs standard indicators. However, those studies rely on secondary
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data from hospital records and estimate aggregate results using advanced statistical analyses that
are of limited value for data with extremely limited reliability and validity. Nonetheless it is clear
that Sub-Saharan Africa was not be able to meet the goals set under MDG5. What does this mean
to the people [target groups]? It is important to know how ‘mothers’, who are the targets of this
international goals [SDG 3.1; MDGS5], define their needs, and to know to what extent their needs
have been met by the available services. It is also important to examine their perceived barriers
(if there are any), and their proposed solutions to overcome the barriers identified.

Thus, my study will try to address these gaps in the research, responding to the research
questions: 1) How do mothers who are intended to benefit from maternal health policies and
programs define their needs? 2) To what extent have their needs been met by maternal health
policies and programs, community resources and traditional practices? 3) What interventions
have helped the most? 4) What gaps, if any, remain in interventions; what do mothers think
would improve their situation? using qualitative research methods. In so doing, I used structural
social work theory and indigenous research approaches to inform and shape my research

questions as well as analysis.
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I11. RESEARCH METHODOLOGY

A. Research Design and Method of Investigation

The main purpose of this research is to examine the interface between maternal health
policies and their implementation at the grassroots in Ethiopia, and evoke workable strategies
and recommendations that might be used to establish Indigenous, i.e. culturally competent,
policies and programs. As outlined in the preceding literature review, maternal health is a human
rights and social justice issue that requires a holistic and contextual understanding of
motherhood, maternal health needs and maternal health services. It is also argued that maternal
health policies in Ethiopia are influenced by international policies such as: Sustainable
Development Goals (SDGs) and Millennium Development Goals (MDGs), which are largely
neoliberal and neocolonial policies imposed by the UN without adequate contextual analysis. To
understand the cultural context and actual needs of the community, it is important to go back to
the community and learn from the mothers, who are targets of maternal health policies, about
their needs and their priorities. It is also important to acknowledge their autonomy since they are
better informed and aware of their context than any policy expert. Sheehan (2011) argues
“Autonomy generates a more complex, reflexive, and adaptive organizational state through
individuated and diverse responses than could be achieved through any imposed understanding
or central locus of control” (p.69).

This study used qualitative research methods informed by Indigenous research
approaches. Qualitative methodologies provide a space to capture the voices of the grassroots
valuing both process and content (Kovach, 2010). Qualitative methodologies also allow
substantial flexibility in research design and data analysis, nurturing reciprocal relationships with

participants, while enhancing their collaboration and participation in local development and
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action (Kovach, 2010). Indigenous methodologies can also be situated within the qualitative
landscape, because they require participant-level engagement and accept autonomy of the
grassroots — research participants (Sheehan, 2011).

Indigenous knowledge and research methodologies “have always been with us” and
“Indigenous cultures are rich with ways of gathering, discovering, and uncovering knowledge”
(Cardinal 2001, 182). Tuhiwai-Smith (2012), Fixico (2003), and Sheehan (2011) also argue that
Indigenous knowledge accepts diversity as the basis of creativity and adaptation, and is situated
in place and accumulated over time. In using Indigenous methodologies, it is possible to
addresses issues of politics, identity, culture, and the history of people in relation to the lands
they inhabit. Hence, Indigenous values are incorporated throughout the research process, and
local norms and traditions are respected as research opens up to a broader range of perspectives.

In order to gather the data necessary to understand maternal health needs and resources
available in the community, and the gap in service delivery and utilization, in-depth, semi-
structured interviews were held with women who live in the community. These women have
been targets of international as well as national maternal health policies and programs, however
they did not take part in the development of these ‘expert-led’ policies and programs. With this
in mind, this research used in-depth interviews, to benefit from the profound personal and
meaningful connection in-depth interviews create, and to acknowledge the autonomy of research
participants as experts of their own context, allowing them to teach all of us [researchers and
policy makers] the complex issues surrounding maternal health in their community.

| also used observation to understand interpersonal relationships as well as individuals’
relationships with their place and all the creation. Wilson (2001) argues that Indigenous

knowledge is shared with all creation. Knowledge “is not just interpersonal relationships, not
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just with the research subjects | may be working with, but it is a relationship with all creation. It
is with the cosmos, it is with the animals, with the plants, with the earth that we share this
knowledge” (p. 177). Understanding maternal health requires understanding the complex
sociocultural, economic, emotional and spiritual features of motherhood, mothers’ relationship

with their environment, and their health service seeking behavior.

B. Sampling and Recruitment

1. Study Location

The study is carried out in North Wollo Zone, Ethiopia. The Federal Democratic Republic
of Ethiopia is located in the Horn of Africa bordered by Eritrea to the North, Djibouti and
Somalia to the East, Sudan and South Sudan to the West, and Kenya to the South. According to
the World Bank data (2015) the current population is projected to be 99,390,750. The Federation
is composed of nine regional states (killil): Tigray, Afar, Amhara, Oromia, Somali, Benishangul-
Gumuz, Southern Nations Nationalities and People Region (SNNPR), Gambella and Harari
Regional States; and two Chartered Cities - Addis Ababa and Dire Dawa. The national regional
states and the two city administrative councils are further divided into 67 Zones, 800 woredas
(districts) and around 15,000 kebeles (smallest local administrative unit) organized under farmer
associations in rural areas (10,000 Kebeles) and urban dwellers associations (5,000 Kebeles) in

towns (Ministry of Foreign Affairs, http://www.mfa.gov.et).
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Figure 3. Ethiopia, Regions of Ethiopia and the Amhara region

North Wollo is one of the 67 Zones in Ethiopia, and one of the 10 zones of Amhara
Region that is found in Northern Ethiopia. North Wollo is administratively divided into eight
woredas with an estimated population of 1,500,303. In an assessment report the World health
organization (2000) indicated that there are two hospitals, eight health centers, sixty-two health
stations and thirty- three health posts. From the 8 woredas in North Wollo, the interviews were
carried out in six: Habru, Gubalafto, Meket, Gidan, Raya Kobo and Lasta. I could not travel to
the other two due to time and budget constraint.

I picked North Wollo due to my prior relationship with the community, the place, and
the culture. As explained earlier | know the area very well and still have relationships with
several program directors and community leaders. 1 also had a research assistant, Melkam
Zemed, who helped me in recruiting gatekeepers and research participants as well as coding de-
identified data. Melkam was the perfect choice as a research assistant for this research for

various reasons. He is originally from North Wollo and still work in the Zone, hence he knows
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the cultural contexts and nuances in the community. He also has an MA degree in economics
and works as a program director for Professional Alliance for Development (PADet), an
Indigenous non-governmental organization. As a professional, he understands the policies and
programs designed and implemented to enhance maternal health in Ethiopia. Before the research
started, he completed the necessary training in human subject research, Indigenous

methodologies, and qualitative research analysis, emphasizing coding and the overall process.

North Wollo Zone Study Area, North Wollo Woredas

Legend

L North Wollo Woredas

[ North Wello Zone
Amhara Region

Figure 4. Amhara Region and North Wollo Zone  Figure 5. North Wollo Zone, Study
Locations
2. Selection and Sampling

Any health related research needs to be approved by the Zonal Health Bureau. My
relationship with PADet gave me an easy access to the Zonal health bureau to get a permit to
carry out my research. Once the permit was secured, | started identifying and contacting
gatekeepers with the help of my research assistant. In qualitative research, gatekeepers are used
to assist the researcher in gaining access and developing trust with the community of study
(Hatch, 2002). Indigenous research protocols also require that research participants become
research collaborators integral to each step of the research so as to forge trust through an

emerging relationship that fosters equity (Kovach, 2010; Sheehan, 2011; Tuhawi-Smith, 2011).
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The gatekeepers that were used in this study included: elders and community leaders, religious
leaders, administrators, and service providers, in order to ensure enough variation amongst the
participants as they have different circles of influence.

During the first time meetings with the identified gatekeepers, my research assistant was
with me. His presence facilitated better communication, understanding and connection with
gatekeepers, since he has personal relationships with the gatekeepers. After the first meeting
everything wet smooth since I was no longer considered a ‘stranger’.

The only criteria to be part of this study were identifying as women, 18 years old and
above, and currently residing in North Wollo Zone. With the help of gatekeepers, we
purposefully identified 30 potential research participants to ensure variation among participants.
For first contacts, gatekeepers introduced me to potential research participants. Then, | arranged
informal introductory meetings [without the presence of gatekeepers] with potential participants
to build rapport and ensure their voluntary participation. During these meetings, | introduced
myself, clarified the purpose of the research, and discussed consent forms. I also assured
potential participants that I would never share their decision whether to participate or not with
gatekeepers, so that they do not feel pressured to participate in the study. Indigenous research
protocols require that research participants, normally addressed as ‘research subjects’, become
research collaborators in every research process so as to build trust and foster equity. Thus,
having informal introductory sessions with potential research participants encouraged
relationship building and collaboration.

After securing their voluntary consent to participate in this study during the informal
meetings, | scheduled another meeting for the interview. Interviews were conducted in everyday

settings, with 27 women (18 years old and above) living in North Wollo Zone, Ethiopia.

85



Community members, traditional birth attendants, community volunteers, health extension
workers, government officials, NGO workers, and nurses were included in this study, hence,
research participants had different socioeconomic, spiritual and academic backgrounds. From
each of the six woredas, | interviewed at least four women. | stopped after 27 interviews since
the data reached saturation, i.e., when new themes, or explanations stop emerging from the data

(Creswell, 1998).

C. Data Collection

1. Interviews

Data was collected using in-depth, semi-structured individual interviews with 27 women
in North Wollo. DiCicco-Bloom & Crabtree (2006) assert that individual in-depth interviews
allow the interviewer to deeply explore social and personal matters, and “co-create meaning with
interviewees by reconstructing perceptions of events and experiences” (p.314). Moreover, in
Indigenous approaches “best evidence arises from the researched when they maintain possession
and control of their information, formulate and apply their own language for description and
analysis, and engage authentically in ways that provide opportunities for new self-conceptions”
(Sheehan 2011, p.77). With this in mind, interviews were carried out in Amharic which is the
language used [and the mother tongue for most of the dwellers] in North Wollo Zone. Amharic is
also my mother tongue. The recognition of languages and cultures as living processes is an
important aspect of Indigenous methodologies (Tuhawi-Smith, 2011).

To effectively gather my data, I lived in North Wollo for about 12 weeks. During these
12 weeks, | traveled a lot and used different forms of transportation: buses, minibuses, bajajs
(three wheeler motorbikes), horse carriages. | used Woldia, the major city in North Wollo, as my

station since it has easier access to public transportation compared to other cities. Some
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settlements in North Wollo can only be accessed in dry seasons, and only in a 4-wheel drive car.
Other locations have no infrastructure at all, in which cases | walked an average of 2 hours [one
way].

Interviews were carried out individually in a convenient place and time for the research
participants since women are generally overburdened by their daily routines. Interviews settings
used include: research participants home, at their backyard or front yard, in a class room, in an
office, and under the shadow of a tree in a school compound or an office. The research
participants picked the places and | had to respect their choices since these settings were more
natural, safe, and comfortable to them than arranging interviews in artificial settings. Sheehan
(2011) affirms that “like any living thing, social and environmental space has exterior apparent
conditions and internal hidden processes that are essential to the life of the space and all life
within. Social and natural environments share these relational dimensions, where the most
significant elements are often hidden from view” (p.70). Hence, respecting the natural space and
research participants’ choices was very important for this study as it is the core of Indigenous
knowledge and methodologies, supporting autonomy and inter-reliance between social and
environmental spaces.

Research participants took part in a one-time in-person interview that ranged in length
from 40 to 90 minutes. The interviews were recorded using a digital audio recorder and all
participants provided consent to record before the interview began. I also took notes during the
interview to remind me of any reactions | had during the interview. | also used visual dialogues
during the interview. Visual dialogue is a visual and interactive process used to investigate

cultural, social and environmental practices (Sheehan, 2011). Sheehan (2011) argues that “in the
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same way that birds are related and continue through ‘nest,” humans are related and continue
through ‘design’” (p. 71).

Research participants were asked to express certain concepts and their feelings through
drawings or using natural settings as a metaphor or a symbol. They were asked to use different
colors, and/or rocks, leaves, and sticks, which ever they are comfortable with to express
themselves visually. The visual expressions were then photographed and documented. As
Sheehan (2011) explained, “visual dialogue is most valuable because the structure of
learning/inquiry promotes emergence, negates normative concepts of power and control, and
requires no schooling” (p. 74). It is also “a deep activism because it goes beyond political
contestation and resistance to reveal and play out cultural assumptions; thus, everyone
experiences the influence that assumptive structures have in everyday practice (Sheehan, 2011,
p.72)”. In this research, using visual dialogues gave more richness to the data and enhanced
research participants’ collaboration. It also gave research participants the space to create their

own meanings in a way they can relate and is natural to them.

2. Observation

Wilson (2001) argues that knowledge “is not just interpersonal relationships, not just with
the research subjects | may be working with, but it is a relationship with all creation. It is with
the cosmos, it is with the animals, with the plants, with the earth that we share this knowledge”
(p. 177). Therefore, | used observation to understand interpersonal relationships as well as
individuals’ relationships with their place and all their environment, how their environment
affects their access and utilization of maternal health services.

My observation was guided by an ‘observation log’ where | marked the presence or

absence of accessible roads, transportation (public transportation, kind of transportation — car,
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bicycles, motorbikes, animals), household energy supply and access to clean water (electricity,
solar, gas, and/or biogas), means of communication (mobile phones, land lines, internet, fax, post
offices), and public or private facilities (schools, hospitals, open market places, grocery stores,
places of worship and rituals). The items in the observation log were selected because they have
direct or indirect impact on maternal health. Access to roads, transportation, public and private
facilities influence women’s access and utilization of maternal health service. The access to
energy supply- such as electricity influence women’s access to the media and their awareness on
national health related policies. Access to electricity, gas and clean water supply also reduce
women’s household burden, which is related to their health. I visited various places of worship
and open markets to see how women interact and carry out their routines, and to understand their
role and position as girls, mothers, and elders in their community. I also visited different health
posts, health centers and one hospital to see the kind of services delivered in those facilities, and
get some sense of the interaction between health professionals and service users, especially at the
information desk and the waiting area. In general, observation helped me to better understand
the cultural nuances, gendered roles, communication patterns among and between different
groups, and the influence of physical space in access and utilization of maternal health services.
Field notes and observations were documented from the first day. | also kept a reflective
journal. According to Morrow and Smith (2000), the use of a reflective journal adds rigor to
qualitative inquiry as the investigator is able to record her reactions, assumptions, expectations,
and biases about the research process. This process helped me capturing the sociocultural,
economic and physical differences in the interview settings, thereby providing additional data for

the analysis.
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D. Data Analysis

1. Data Preparation and Management

All the qualitative interview data were transferred to computer digital audio files after
each interview was completed and then deleted from the digital audio recorder. Each audio file
was saved in a file named with their assigned pseudo names. Then, | transcribed all interviews
verbatim. As Reissman (1993) argued the process of transcribing allows the researcher to
become acquainted with the data. In addition to knowing the data better, transcribing the
interviews assured the accuracy of the transcripts. As mentioned earlier in this chapter, all
interviews were carried out in Amharic (native language), hence they were transcribed in
Ambharic. Due to technical difficulties, | hand wrote the transcripts, eliminating information that
could jeopardize participants’ confidentiality, and scanned the hand written documents. Each
transcribed interview was saved as an individual file under their assigned pseudo names. All
information that may link participant information with their assigned pseudo names was stored in
a protected location. After I finished transcribing, the de-identified interviews were imported into
a computer-based qualitative analysis software, ATLAS ti (Version 7.5.11), in order to manage,
sort and code the data. During the data collection, I also kept a journal of my reflections. The
reflection journals, field notes, and observation log were used to supplement the information

gathered from the in depth interview and as check points to ensure authenticity of the data.

2. Data Analysis

This study used Miles, Huberman, and Saldana’s (2013) interactive model to shape the
analysis process. This model involves three concurrent flows of activities that consist of data
condensation, data display, and conclusion drawing/verification. Miles, Huberman, and Saldana

(2013) define data condensation as “the process of selecting, focusing, simplifying, abstracting,
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and/or transforming the data that appear in the full corpus (body) of written-up field notes,
interview transcripts, documents, and other empirical materials” (p. 12). They argue that data
condensation is a form of analysis that sharpens, sorts, focuses, discards, and organizes data in
such a way that “final” conclusions can be drawn and verified making data “stronger.” The
process of data condensation starts even before the real data collection while choosing the
research questions or conceptual frameworks, and continues until a final report is completed.
During data collection, data condensation occurs while writing summaries, coding, developing
themes, generating categories, and writing analytic memos.

Accordingly, | started coding the transcribed materials. Codes are shorthand devices
used to label, separate, compile, and organize data (Charmaz, 1983). | used my research assistant
in coding and identifying themes to better understand and capture all the important nuances in
the data. Using someone from the community in the data analysis process also gave the data
more life, and strengthened the Indigenous voice. First we coded the first five interviews
together, then we coded the rest of the data set separately, and compare our codes to check if we
have similar themes or not. Our comparison was mostly similar and whenever there were
differences we talked about them and came to a similar code. However, | modified the codes
several times as interviews continued and common themes started to emerge.

As Miles, Huberman, and Saldana (2013) lay out, | started sorting and comparing the
coded materials to identify similar phrases, relationships between variables, patterns, themes,
categories, distinct differences between subgroups, and common sequences. The identified
similar code phrases were then grouped together to create clusters. | sorted similar code phrases

under different families in ATLAS ti, which are patterns and recurring themes in the narratives.
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This process isolated patterns and processes, and commonalities and differences (Miles,
Huberman, & Saldana, 2013; Strauss & Corbin, 1990).

The second flow of activity is data display. According to Miles, Huberman, and Saldana
(2013) “a data display is an organized, compressed assembly of information that allows
conclusion drawing and action” (p.12). They argue that using cumbersome texts to display
qualitative data overloads our information-processing capabilities and preys on our tendencies to
find simplifying patterns as the texts tend to be sequential rather than simultaneous. Miles,
Huberman, and Saldana (2013) proposed using matrices, graphs, charts, and networks. These
techniques of data display allow detailed representation and cross case analysis. The displays
can also hold a great deal of readily analyzable information. Therefore, in addition to the thick
text descriptions, | used photographs, diagrams, and flowcharts to display the data.

The third stream of data analysis is drawing and verifying conclusions. Miles, Huberman,
and Saldana (2013) argue that the researcher interprets what things mean by noting patterns,
explanations, causal flows, and propositions from the start of data collection. Thus, drawing
conclusions is a process that starts early in the data collection process, while maintaining
openness and skepticism until it gets to be explicit and grounded at the end. Hence, | grounded
the data analysis in the research questions and the conceptual framework that guides the study —
Structural Social Work Theory (Mullaly, 2007) and Indigenous Methodologies (Tuhiwai-Smith,
2013), while remaining open to unexpected results. Structural social work is compatible with
Indigenous methodologies since both of them acknowledge people’s right to power and self-
determination. Structural social work is a critical social theory because 1) it is critical of existing
social, economic, and political institutions; 2) it seeks to change them; and 3) it articulates

alternative social visions consistent with progressive social work values in which life is free of
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domination (Mullaly, 2007, p. 215). Structural social work also emphasizes social justice and
equity, which is consistent with Indigenous knowledge and methodologies. Semali and
Kincheloe (1999) affirm that “Indigenous knowledge is a rich social resource for any justice-
related attempt to bring about social change” (p. 15).

Every conclusion need to be crosschecked and verified. As Miles, Huberman, & Saldana,
(2013) highlights “verification may be as brief as fleeting second thoughts crossing the analyst’s
mind during writing, with a short excursion back to the field notes, or may be thorough and
elaborate, with lengthy argumentation and review among colleagues to develop intersubjective
consensus” (Miles, Huberman, & Saldana, 2013, p. 12). Hence, for this study I used memoing
and member checks to verify my conclusions. Memos allow researchers to capture ideas, to
describe expectations and assumptions and to advance the analysis (Birks, Chapman, & Francis,

2008).

3. Procedures for Ensuring Trustworthiness

| used member checks to verify my analysis, decrease the chances of misrepresentation,
and increase local validity. Revealing the analyzed data to the participants ensures that the
researcher has accurately translated their viewpoints into data (Krefting, 1991). For member
checks, I used Circles or “yarning circles” as Sheehan (2011) describes it using Aboriginal
vernacular. Circles are conducted under the simple rules that each person speaks in turn, holds
authority for the time they speak, and reciprocates by speaking responsibly from self and not
about others; thus, circles provide equal sharing space where deep equity can be achieved
(Boyes-Watson, 2008; Sheehan, 2011). Thus, using circles create a space where participants
share their knowledge and experience without restraint. Sheehan (2011) further argues that “deep

equity requires methodologies that devolve the inherent power of leadership and equalize
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engagements across the research context. This stand may be contested, but if we adopt this
position as a first step, our dominance over the context is minimized, and data are less centered
on designer/researcher assumptions, projections, and desires.” (p.70). With this premise, I shared
my primary data analysis with 8 research participants to ensure equity, accuracy as well as
accountability using Circles.

Circles often use of a taking piece: a meaningful and symbolic object used to regulate
communications (Ball, Caldwell & Pranis, 2012). Ball, Caldwell & Pranis (2012) further
explained that participants who hold the talking piece can talk, while others listen. Receiving the
talking piece from a person sitting next to you symbolizes an invitation to share knowledge and
experiences with the whole group. Therefore, this process allows participants to share what they
want at their own pace since they can remain silent, or pass their turn by giving the talking piece
to the next person. A talking piece is usually brought by the facilitator or the “circle keeper”.
However, it was very difficult for me to pick something that is culturally relevant and symbolic
to mothers in North Wollo. Even if | know the culture and understand it, I am not originally from
this specific region, and every research participant knows that. Therefore, | requested one of my
research participants, Emama Fate, who is a respected elderly, to bring a talking piece. She
kindly agreed to bring ‘something’ that could be used a talking piece for the discussion.

The members check was done with 9 research participants, including myself. In circles,
facilitators or ‘Circle keepers’ are counted as participants since they contribute to the co-creation
of meanings and understandings. | started the conversation by explaining the values of circles
and regulations we all needed to follow during the process. Then, | passed the talking piece to
Emama Fate, who sat next to me, asking her to explain the symbolic value of the talking piece

she brought, which is followed by other research participants.
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The talking piece she brought is called “chocho” or “mijuye”. It is a gourd that is used to
store milk or yogurt. As research participants explained, the gourd is natural: you plant it, it will
grow, and you harvest it when it is ripe. “Chocho” or “mijuye” is also used as a sacred symbolic
piece that is given to a bride from her mother when she lives her parent’s house, as a wish for her
to be fertile and have a peaceful life. Hence, this talking piece has significance to the discussion
topic — Maternal health.

Starting the discussion by explaining the talking piece was a great conversation starter.
Everyone was happy and excited to share their wisdom and experience in relation to the cultural
significance of the talking piece — “mijuye”, weddings, having children after marriage, and issues

related to [in]fertility, which are all related to maternal health directly or indirectly.

Figure 6. Mijuye or chocho
Then, | presented my analysis section by section and everyone gave me their feedback on
the content as well as the presentation. | audio recorded the whole session and took notes in the
process. Hence, discussion shaped the presentation of my finding chapters. Before the member
check I never thought of assigning a section to discuss traditions and rituals related to birthing.

After members check | realized how important traditions and rituals are to mothers, and
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participants suggested to discuss them in detail. Thus, I have a whole section in my results that
discusses rituals and traditions during pregnancy, birthing and after birth.

Doing a Circle for the member check was a very delightful experience for me. | realized
the rich Indigenous knowledge and wisdom within the community. 1 also witnessed the
excitement in my participants to talk about the significance of their spirituality and culture; to
voice their needs and expectations; and to educate us as to why there is a gap in maternal health
service delivery and utilization. This process also ensured participants’ contribution and
ownership of the co-constructed meanings of motherhood, the assessed maternal health needs,
the gaps in service delivery and utilization, and the proposed recommendations to enhance

maternal health in their community, which added more richness to the findings.

E. Human Subjects Protection

This study was approved by the University of Illinois at Chicago Institutional Review
Board (IRB) in order to ensure the protection of participants (see Appendix K). The research
participants were clearly informed the purpose and procedures of the study as well as the risks
and benefits of their participation.

Participation was voluntary. Once we identified potential research participants with the
help of ‘gatekeepers’, I arranged informal introductory sessions. The informal introductory
sessions were used to explain the purpose of my research, discuss consent form and build
rapport. The consent form was written in Amharic, the native language so that research
participants could read and understand it (see Appendix D). For those who cannot read and write,
| read the document for them and explained it. All participants got a copy of the form as well. To

avoid the risk of coercion, ‘gatekeepers’ were not informed about potential participants’ decision
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to participate or not participate in the research. Also, gatekeepers were not part of the interview
process.

The interviews took place in preferred location of participants and all precautions was
taken to ensure privacy. When participants chose a public setting such as: a back or front yard of
their house or schools or offices, the risk for their confidentiality and privacy was explained to
them so that they can make an informed decision about their preferred location.

All interviews were carried out and transcribed by the primary investigator. All data were
de-identified immediately after transcription and pseudonyms were assigned in order to
adequately conceal the identities of participants. Part of the data was shared with the research
assistant after it is de-identified and replaced by pseudonym to facilitate coding and preliminary
analysis.

Interview data was temporarily stored on a digital recorder. Then, this data was erased
from the digital recorder after the files were transferred onto a password-protected computer in
encrypted files. All storage devices containing data were located at the home office of the
principal investigator, these include locked file cabinets, a password-protected computer, and
digital audio recorder. This office is locked and no other individual besides the principal
investigator has access.

Although this research involved minimal risk, some questions may intrigue past
experiences and emotions. Hence, participants were informed that they could skip any questions
they do not want to reply, and/or take a break at any point during the interview, or discontinue
their participation anytime without facing any consequences. Moreover, as a trained and
experienced counselor working with mothers, I have been prepared to recognize any emotional

and psychological need that might emerge during the interview and help participants identify
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local sources of support. Participants were also monetarily compensated for their time and

expertise.
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IV.  FINDINGS CHAPTER I: BIOLOGICAL AND SOCIOCULTURAL

IMPRESSIONS OF MOTHERHOOD

A. Introduction

The purpose of this study was to examine the interface between policy and grassroots,
with particular focus on maternal health in Ethiopia, and to elicit workable strategies and
recommendations that might be used to establish Indigenous, i.e. culturally competent, policies
and programs by responding to the following research questions:

1. What supports does a mother need? In other words, how do the mothers, who are
intended to benefit from maternal health policies and programs, define their needs?
[program based needs, community resource needs, spiritual needs, and needs based on
traditional practices]

2. To what extent have their needs been met? [By maternal health policies and programs,
by community resources and traditional practices?]

3. What has helped the most?

4. What if any gaps remain? What do mothers think would improve their situation?

In the coming three chapters, | will present the findings associated with these four
research questions. The first findings chapter: Biological and Sociocultural Impressions of
Motherhood, describes my journey to North Wollo as a researcher, and the background of my
research participants, and examines definitions and concepts, as well as rituals and traditions that
surround motherhood. The second chapter: Maternal Health Needs, Available Services and the
gaps in service delivery, present the maternal health needs, community based as well as policy
led facility based services that are available, and the identified gaps in these services. The third

finding chapter: Maternal Health: Who Is Responsible? And How Can We Enhance It? portrays
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the deliberation of research participants to enhance maternal health in their community and who

needs to take this responsibility.

As explained in the methodology, the findings are analyzed and presented through the
interactive model that involved data condensation, data display, and conclusion
drawing/verification. In order to ground the findings in participants’ voice, the descriptions
include numerous quotations from in-depth interview transcripts, and visual dialogues that are
represented by photographs and rich narratives. Interviews were carried out in Amharic, the
native language, hence the original transcripts are documented in Amharic. The guotations used
in this document are equivalent translations and modulations, not literal translation, of the
Ambharic version, which are used alongside the original Amharic versions. | placed the Amharic
version within this text to pay respect to the original voices, to ensure authenticity and allow
Ambharic speakers access the original data rather than my translation since some idioms may be
lost in translation due to cultural difference. In addition, descriptions include conceptual maps,

observation notes and my own reflections.

This chapter describes my journey as a researcher and observations, the community, the
location, the process of identifying research participants and their background. It also examines

definitions and concepts, as well as rituals and traditions that surround motherhood.

1. From an ‘Expert’ to ‘Amateur’: My Journey as A Researcher

North Wollo is not a strange place for me. For about 2 years, it had been one of my
frequent work trip destinations. Before | started my PhD at Jane Addams College of Social Work
in August 2011, | worked for an Indigenous non-governmental organization called Professional

Alliance for Development (PADet) leading two large community based intervention programs:
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HIV/AIDS prevention, care and support [funded by Geneva Global as part of PEPFAR], and
enhancing women’s and girls’ reproductive knowledge through girls’ education (funded by the
David and Lucille Packard Foundation), implemented in North Wollo. Although I worked from
the head office in Addis Ababa, | had to travel at least every quarter for about two weeks to meet
with the regional and field staff as well as the community for various purposes [training,
planning, budgeting, reporting, supervision, monitoring and evaluation]. Hence, North Wollo
was like a second home for me and | was very familiar with the locations, the language, the

people and the norms and traditions.

Figure 7: Habru Woreda- the point of entry to North Wollo from Addis Ababa

However, this trip to North Wollo as a ‘researcher’ was so different and intense. I was
full of contrasting emotions—happy, sad, anxious, excited, and sometimes lost. When | traveled
for work, I would | have a car and driver assigned to pick me up from home and take me
everywhere | would like to be during my field trip [as long as it is accessible by vehicle]. | was
someone with status, a ‘program advisor’ with a supervising role—I was the ‘expert’. But this

time, | had to take a bus that departed at 5am from the station at Addis Ababa, which is about 1-
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hour drive away from me. And | am a student researcher [with very limited status] who is there
to learn. This difference was real and the whole journey has been a very humbling experience.

My first stop and the final destination of the bus was Woldia, the capital of North Wollo
Zone, located at the elevation of 6929 ft. Woldia has historically been an overnight stop for
travelers heading further north to Lalibella, and truckers. Hence, there are numerous hotels,
cafés, internet kiosks and small stores. Woldia also hosts the zonal referral hospital—Woldia
hospital, Woldia University that started functioning in 2011, and The Sheikh Mohammad Al
Amoudi Stadium, [one of the largest stadiums in the country and near its completion now], Zonal
government offices and institutions along with magnificent Churches and Mosques. PADet’s
regional office is also located in Woldia. My first contact in North Wollo was my research
assistant, Melkam Zemed Wudassie, who works for PADet as a regional coordinator.

| went to PADet to meet with Melkam and greet my colleagues the next day. | was so
happy to see almost every staff member | knew and worked with 4-years ago. | really
appreciated the staff recruitment strategy of PADet since the staff retention, in the current
volatile NGO environment, is the result of recruiting experts who are from the community
(North Wollo in this case). So long as there is a conducive work environment, the staff is always
at home! Most of them received raises and were transferred from satellite offices to the regional
office.

| discussed my research with Melkam and took him through the IRB training. Then we
prepared detailed plans on who can be used as a gate keeper, where to go to conduct the
interview, logistics that are required, and the budget. We also agreed to start the interview in
October, once the sun is out and the holidays are over [September has a couple of celebrations

since it is the beginning of the new year in Ethiopia].
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| returned back and stayed in Woldia for about three months (from October 7 — January 5,
2015). Even if there are some locations that are too far from it, | picked Woldia as temporary
home because access to public transportation was easier and | could coordinate a ride with
PADet regional office whenever there was an event or a field visit.

North Wollo has eight Woredas®. From the eight, | traveled to six Woredas: Habru,
Gubalafto, Meket, Gidan, Raya Kobo and Lasta, to carry out my interview and observation. |
could not travel to the other two due to time and budget constraints. Map 2 shows the regional as
well as zonal map of North Wollo and highlights the Woredas | did my interview and field

observation.

North Wollo Zone Study Area, North Wollo Woredas

>z
=z

Legend

Legend
North Wollo Woredas

] North Wollo Zone
Amhara Region

Figure 8: North Wollo Zone and Woredas

All of the places I visited are rural communities who earn their livelihood with
subsistence farming. These communities have the minimum basic infrastructure or amenities. In
most parts there are no asphalted roads, electricity, mobile phone connection, clean water supply,

or private service centers such as clinics or schools. In addition, access to public transportation is

1 A Woreda is an administrative division of Ethiopia that is equivalent to district. It is composed
of a number of Kebeles (wards or neighborhood associations), which is the smallest
administrative unit.
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restricted to market days, which is once or twice a week. Thus, walking for a couple of hours to

get to places is the norm. people use donkeys and camels to transport goods.

Figure 9: Sorghum harvest and the mountains of Kobo Woreda

With construction of new roads, evolving village towns now have horse carriages, bajaj
taxis and minibuses. However, the further one goes from the major road, places become less and
less accessible via any kind of vehicle. The rugged topography also adds to this complication.
The major source of energy for cooking is fire woods, dry cow dung, charcoal and kerosene.
Candles and kerosene lights are used at night.

In terms of health care, every place has health posts with at least one [usually two] health
extension worker providing community based health promotion and risk prevention services,
including prenatal and postnatal care. However, this health posts are not always open since
health extension workers are expected to do home visits and take part at various trainings and
meetings. The health center is usually located in the nearest town which could be quite a distance

ranging from 1hour to 8 hours depending on how far they are from the major road.
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As discussed in the methodology session, community based volunteers, religious leaders,
and community elders who have relationships with people in the neighborhood, were used as
gatekeepers. | was introduced to potential research participants by the gatekeepers. Gatekeepers
have close respectful relationships with community members which may pressure potential
research participants to be involved in the research. Therefore, to avoid the pressure and ensure
voluntary participation in the research, gatekeepers were kindly requested to leave after
introducing me to potential research participants. During the first meetings, | assured potential
participants that everything we discuss is confidential and no information will be shared with
gatekeepers including their decision to participate or not. | also confirmed that they can withdraw
from the research anytime without facing any consequences. 1 also used public transportation to
get to different places to meet with gatekeepers and research participants because I do not want
research participants to associate me with just PADet which has a significant presence in most
part of North Wollo.

| also used the first one-to-one meetings as an informal introductory session where 1 tried
to introduce myself and get to know my potential research participants without taking notes or
recording. | tried to build rapport and ensure voluntary participation in the research and get
permission to take notes and record the interview. During this one-to- one informal introductory
session, two potential research participants refused to take part in the research because they do
not want their voice recorded. With the 27 potential participants who consented to be part of the
research, | rescheduled a [formal] interview day at their time and place of convenience. The
informal introductory sessions fostered a conducive environment for the interview since it
created an opportunity for me as well as research participants to get to know each other. Hence,

interviews were generally quite deep.
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B. Research Participants’ Backeround

The research participants were women community members with different
socioeconomic and educational backgrounds. A couple of them have BSC or BA degrees, some
finished high school [grade 10 in Ethiopian curriculum], some only went up to grade 6 or 7,
some can only read and write without ‘formal’ education, and others cannot read or write. They
also have different livelihood or professional backgrounds including: farmers, health extension
workers, community based volunteers, small business owners, traditional birth attendants,
Women Affairs Office representative, and NGO program coordinators. To ensure confidentiality
of participants, | have replaced the names of my research participants with pseudo names. The
places | visited during this interview include: Libsom, May Teklo, Girana in Habru Woreda;
Ahun Tegene, Tesfa Giorgis and Hara in Guba Lafto; Walka in Meket; Beklo Manekia in Gidan;
Kalim, Mito, Afaf in Kobo; and Lalibella in Lasta Woreda. Interviews were carried out at home,
under the shadow of a tree, in an office or empty class rooms or backyards depending on

research participants’ convenience. The table 1 summarize their demographic background along

with their pseudonyms, and the place of the interview.

Figure 10. Open market in Kobo Figure 11: mountains/farm land in the village of
Tesfagiorgis
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Table 1 Background of Research Participants

Background of Research Participants

# Of
Childre | Educatio
Pseudo | Interview Interview Age | Marital n nal Livelihood/remar
Name Place Setting Status M| F Status k
under the
Hizbe Mayteklo- | shade of a Community Based
Habru tree 21 | Single 0 0 10 | volunteer
libsom, under the
Habru shade of a Read and | Community
Selam woreda tree 29 | Married 3 3 | write member
libsom,
Shewa Habru at home, Community
woreda drinking tea | 40 | Married 3 3 | 7th grade | member
Community
libsom, member
Emama | Habru home, at the uneducate | Had 14 children- 9
Fate woreda backyard 65 | Widowed 2 3|d deceased
Zere Ahuntegegn | ina no formal | Community
e backyard 27 | Married 1 2 | education | member
Ahuntegegn Community
Desta e At home 22 | Married 1 1| 10th member
kalim- Raya | ina Community
Mente Kobo classroom 29 | Married 1 116" member
under the
Mulu Mito- Raya | shade of a Read and | Community
kobo tree 38 | Married 3 1 | write member
Office/kebel no formal | Community
Meseret | Gidan e 25 1 education | member
Community
Meket, no formal | member/ arranged
Fenta Walka Home 20 | Divorced 0 0 | education | marriage
Emama | Hara no formal | Community
Fate Gubalafto Home 67 | divorced 3 1 | education | member
Community
Emama Read and | member- had 9
Halima | Girana at home 45 | Married 3 2 | write kids, 4 deceased
Community
at home, member- was in
Tayech | Girana verenda 22 | Married 2 0 | 6th Saudi
Sindu Kobo- Raya Read and | Community
Kobo Home 52 | Married 2 2 | write member- was TBA
Emama Read and | Community
Tenagne | Gubalafto Home 60 | Widowed 3 write member- was TBA
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Tesfa

Giorgis- HEW's
Debre Gubalafto office 24 | Married 10+1 HEW
under the
Mistre Kalim- shade of a
Raya Kobo | tree 27 | Married 10+1 HEW
under the
Tsige Mito- Raya | shade of a
kobo tree 28 | Married 10 +1 HEW
Kinde Gidan Home 29 | Single 10+1 HEW
HEW's
Hirut Girana office 35 | Married 10+1 HEWSs
Birhan Gubalafto Home 31 | Single 10 | office clerk
libsom, own business-
Habru at home, no formal | barber- was in
Serke woreda drinking tea 38 | Separated education | Saudi
own business-
Ayda Gubalafto Home 28 | Married 10 | kiosk
project
home, Diploma, | coordinator,
Alem Raya Kobo | cooking 50 | Single MGT PADET
project
Lasta nursing coordinator,
Bethel Lalibela Office 29 | Married BSC PADET
Million | Kobo- Raya | office- Complicate Read and | Small business-
Kobo PADET 29 | d write traditional liquor
Aynale office-
m Kobo- Raya | Women women affairs
Kobo Affairs 48 | Married BA MGT | head

C. Motherhood: Definitions and Concepts

1. Who is a Mother?

All research participants identified a mother as a woman, who gave birth to a child, or

raised a child, or helped raise a child. One participant, Hirut, a health extension worker and

mother of a girl, said that “Mothers are women in general, because we give birth. By natural

virtue, women tend to care and relate to children better than men.”
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ATT AT198.U AT ATT - ATT NAMPAL! TPRTPHID ATMABATT PTHYT
TEMC NG AAET PIRTLCIM ATANNN NDTIAT NHAA ULd AATT +AmtA
NAEE IC NAT 177G PN F ATRC AT 0

The instinct of motherhood was further explained by another research participant, Alem,
who is 50 years old, never married, has BA in management, and raised 6 children [her nieces and
nephews], said that

When | developed an affection to motherhood, | started observing birds; how they

feed their hatchlings, and other animals protecting their babies. It is hard to

explain motherhood. Mothers are unique. You cannot compensate a mother with

any amount of money. Starting with pregnancy, then birthing, nurturing children,

a mother copes all the challenges. She is a survivor. Children can never payback

their mother’s debts. For me my mother is special. But I didn’t know it until I get

older, and started raising orphaned children [her niece and nephews, since their

parents died due to AIDS]. | realized that no matter what | do for these children, |
can never replace their mothers love.

PATTIT &4 ALLLANT APM METT Uk APAL 291N ANNAM NAGTFO- AAM FO-
AT INATNAE BIPC ATHF PARIA6 ARLATR LM NFMEL LM NNE 10 ATH P+APT
T+ N9RI9° PI AFART AThEPLT ATTFLID NACTIHT® ANN -AL+ET ANNhTRALT
PAMY 68LG +hdy AP+l AB AN PTRT MAF NGEI° ARLNGAT® ATTF AL AR 1T 9
mBa/ P hADNATI® AT ALTRR ALRIC NTHAL AT PAR+NM-T ABF AA L9 gRygD
NC £+&+A NFNL PI9° NFLLL PATTT &C AL TP

Then, Alem showed me moving pictures of ‘mothers’ love’—mothers taking care of their
children, birds taking care of their hatchlings, and other animals taking care of their babies [some
of the pictures are attached in an appendix] from her picture collections.

Sinidu, who was a traditional birth attendant, explained a mother saying: “A mother is

just a mother. There is no comparision to her. She is above everyone in caring for her children. |

cannot say enough about motherhood.” @& AT+ ATT+ §F MLL PATI® AAT hU-A NAR ATT
T AAEE ATNNNNT AASE MT NTIR NAL UT PIRHTF AT T ATHIF N1AR NL748
APAPIP::

Another research participant, Hizbe, confirmed the above points saying:
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I consider my mother as the essence of my life. She cares and desires the best for
me. She also works so hard to make me happy and | also work hard to make her
happy. She is above and beyond everyone in my life. | love her more than myself.
Mothers are so essential for children.

AST AT AT98.U ATL UL M+ 10 P9 P11 AGTF AT AL PIPTE3AT AL 1IC
NPT PIRFR2TAT NP NUAIR NAL AT+E AL NH MLTF FLLAATAT ALTR M+
RECAAF U NAYTIR NAL AS+E §F N NAL ANAGE PIPMETF AG+H T

Research participants also identified mothers as building blocks of a family and society
since they are socially and culturally responsible for nurturing, even procreating children. Birhan

explained this notion saying “mothers are the one who create the next generation- whether she is

poor and struggling, or rich, she produces children who would be presidents and doctors.” “117C
+ZNN B PR FL L ATT 1T ANTNATR AMTE 100T ¢TmA AMTT ATELID IZF TLHB IR

PUIO-Y 2ICTR PUPIO-T AR Uk PLLT BF PN ASH 1

Even if it takes both women and men to reproduce, the role of procreation is socially and
culturally assumed to be women’s responsibility. In rural areas like North Wollo where there is
no medical facility that provides fertility test, infertility is assumed women’s problem. If couples
fail to have a child, the wife is blamed and stigmatized; while the man can marry another woman
to get children. These perceptions leave a woman with psychosocial and economic damage that
is related to infertility, divorce and/or separation. Explaining the procreative role of women,
Fenta who was forced to marry at 16, told me that she used Depo-Provera, a birth control shot,
without the knowledge of her husband as well as his/her family, because she decided not to have
a child until her economic condition improves. After a couple of years, the family thought she is
infertile thus she eventually left that marriage. After leaving her marriage she could not easily go
back to her family because of the stigma attached to divorce/separation thus, she started petty

trading, selling vegetables and charcoal, to sustain herself.
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A couple of my research participants strongly believed motherhood should be attached to
giving birth. They argued that it is hard to understand the pain, happiness and love a mother
experience during birth unless one goes through the process. Serke said “of course a mother is
the one who give birth” and she asks “how can someone know about motherhood without

experiencing pregnancy and birth?”

“RU! POALT ATE ATTM PIRFNAM- :: AT918.P PAMALT AT78.F PO-$PA?”

Others strongly believed that a woman does not need to give birth to a child to be a
mother as long as she helps raise children. Many participants mentioned that if a woman cannot
give birth due to various reasons, the tradition allows her to be abelije (Godmother) and help
raise her friends’ children, or raise children who are her relatives or kin [niece, nephews, cousins,
etc]. Therefore, as long as she helps raise a child and fulfills her duty as a mother by providing
the child [or children] with basic necessities, stay attached to the child, sharing and contributing
to social events including birthdays, weddings, funerals, she is a mother.

Emama Fate described this notion of motherhood saying

Even if she doesn’t give birth she is a mother. As long as she is reliable and

caring she will be called a mother. Her provision to children enables her to be
called ‘mother’. If I raised a child and I wed? him [including all the things in
between] he calls me ‘Enate, enate’ (mom, mom), even if I did not give birth to

him. The duty of motherhood is more important.

ASHMY ATTF TFI NFOAL IR F BT +$CLA NPT ATT FNAAT NATT AP
TAMAT PPaegn AeF PANAPA: AT AALL NN NNANT AT+H AGE £ATA
NAMALM-I° MPI° AAD- PPM- AT+

2 In North Wollo weddings are important milestones in a lifecycle of an individual; just like birth and death.
Wedding is considered the flipside of death- there is a proverb that goes as “weddings and funerals are alike” "wcag
e+ A7e ya- to show the sociocultural significance of weddings and funerals.
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Another participant, Hirut, also clarified this notion pronouncing “for example there are women
who cannot give birth. However, they know about children. Even if they didn’t give birth, they

raise them. They [women who are infertile] raise children better since they aspire to have a

child”. @®U%Y A+ AAT AFRAA aeU9R NFPT 97 PAST Y10 FO-PATF AA NTDALI® PANT
AZTY PIRFAL9) AT+ AAT: ATLM-I° AF NDALID N+AA ARAN A1 PAS 1+ NAAFD- --
AEZTY P INNMF Ay §F M-

Another participant, Alem backed the above argument saying:

I don’t think that a woman has to give birth to children to be called a mother. I
didn’t give birth to a child but I raised six children. I can even say that I raised
these children better than a woman who give birth to a child. When | examine
their discipline and educational performance they are better than other children in
the community. There are mothers who don’t provide the necessary care to their
children even if they give birth to them. For some children the love and care they
get from their neighbor could be better than the love and care they receive from
their parents. Thus, it all depends on the mothers’ personality. If you see what a
child gets during pregnancy, it is similar for all children. But things start to
change once the baby is born.

Alem continued to explain,

If you think of children who are in orphanage it is overwhelming. | had a chance
to visit an orphanage that provides care and support for children born with
HIV/AIDS. The nanny who provides care for these children was an older lady and
everyone can tell the love and deep connection she has with the children. Thus,
this lady is a mother. The major thing is raising children properly.

AANTNII® AL AT AADAZTIR N.PTIN N6 PATA AE ANELPAL AALITFM NDALTO
AGT PHAA AZCE ANELPAL AT ATAAL NAYIRINC NFH/TH9 NARNLI® hAAT
Nem AYRC PHAN TFD MALM-9° AAEFFa ATANNN PTILLLT Ak AT8TS. RTP
MAE N AMNTFD §&3C LA PUNFF@ PMAANT Ui AA ATLTHT NUZ LALPA 11C
Y AT PIRFAMM A7V AT 10- AALL PARFAD- NRTINT ANN M-ALTF PAM- 917 ALA
ATL 1@ ALLE @AM PO UTFT NFR AN £YNA AL 9IH AT AN, JC PTOAS.
UG+ PP ENF YE INC UITHTF PIFMNP@DTY AF NMIP A& NAD- 1@~ PR.MSF
PINZ® AT ATEIR ABEY APR NTAR AFMRIR PARAN ANFD: ATT TFM@-:: NAHU
NATINMT +INNAN TBALT FAP 776 10
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In addition to women going through pregnancy and birthing, the responses placed the role
of nurturing children at the center of motherhood, expanding this notion to include women who
raised children who are related to them (grandmothers, aunts, cousins), neighbors and friends
who raised children that are related to them traditionally (abelij — Godmothers), and even
nannies who raise children in orphanages.

Mothers are also considered to be disciplinarians. Thus, research participants associate
female teachers with mothers. For teachers, her students are like her children. She helps them
with their academic endeavor as well as in building their character — just like mothers, she can
punish students and not be blamed. Hizbe, who has no child, single, and a community based
volunteer, said “Teachers have better understanding and knowledge than their students. Thus, if
they have children, they discipline students like their children, but if they don’t have children;

their students are like their own children. She guides them[students] in knowledge and

discipline”. “P@ NALT P+AA AR-+F NAAT®- THNLFO- N&+E NALT ATl 917
AFTTRFFa PO MALM-I° NP ATLABRFF@ Ae+a RZIAE RIRYCTE NPT +T9LPE

ALTE MATF TFD AD$F FATHFPAT: A1L5HF FPTAT:

a. Other characteristics of motherhood

In North Wollo age plays a significant role in the construction of motherhood. If a
woman is older, whether she raised children or not, the community address her as ‘emama’-
mother. ‘Emama’ [mother] is used to show respect to older women. You might have observed
that | used Emama to address some of my research participants, even if the names are replaced

with pseudo names. I used this prefix to show respect. Explaining this theme, Zere, said “if they

are older, those who don’t have children are also addressed as mothers”. AT PAATFO-I° AGT
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2NANX MALD NERLLITT AL PFM NT4-:: Desta also confirmed this argument saying “we
address older women as mothers to show our respect” “NAL T 74 P& ATT ENAK PO~ ATTT

ATANC A4 ATT PTRTATD-

Traditional birth attendants (TBAS) are also considered mothers to children they help

deliver. Emama Tenagne explained her social position as a TBA saying “I am a mother of
plenty; and a sister to many mothers”. - A% et ALF ATt 7% PNt AT ST AUT 153:: Another

participant, Sindu, who was a TBA for the past 10 years also explained that neighbors and family
members tend to address children whom she helped deliver as her children.

In addition, being affiliated with religion or being spiritual is another identifier to the role
of motherhood. Nuns [those affiliated to the Ethiopian Orthodox Church] and spiritual women?®
are considered and addressed as mothers since their prayers and blessings are believed to
transcend to the community, the nations and even the world. Spirituality being the center of
peoples’ life in North Wollo, there is a tremendous respect for spiritual mothers. These women
are considered as spiritual bearers of the community and intermediary between the spiritual and

physical world.

2. Construction of Motherhood

Examining the responses of the research participants the performative notion of
motherhood which compels women to be care givers and nurtures is clearly observed. Similar to
Butler’s (1994) representation of gender as ‘performance’, research participants characterized

motherhood through the act of raising and nurturing children. Butler (1994) highlighted that

3 | used spiritual women to refer to Dubertis, women who are leaders of traditional spirituality, in North Wollo.
They perform and lead spiritual rituals during birthing and natural calamities [such as drought and flood]; and
mediate and reconcile conflicts — blood-raids between groups.
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“there is no gender identity behind the expressions of gender; that identity is performatively
constituted by the very ‘expressions’ that are said to be its results” (p. 25). Correspondingly, for
research participants, motherhood is expressed through the act of mothering than giving birth to
a child. This performativist definition of motherhood has also shaped the social status of women
in the community. Through raising children women are given a better social position and are

assumed to fulfil their social and cultural role as a woman.

a. Motherhood as a privilege

Most participants agreed that motherhood comes with responsibility as well as privilege

within the community. Some even argued that Motherhood is so precious and a blessing. Birhan

said that “even if I realized it after I became a mother; I think motherhood is a blessing” A5 %1%

NMID M4 §7C aPEFID PAQ 37T M- 6,9 NG Y@ PARNND- ::

Reflecting on how having children is valued in the community, Alem said

In this community, having a child is a place of privilege. And, having more
children is always preferred. Children create more family and kinship bonds
through marriage. The bonds through marriage create more social respect. Thus,
the more children you have, the more respected and privileged you would be.
However, if a woman has one child or didn’t have a child at all, she would be
stigmatized and considered selfish.

AL ARNNN@ MAL T N&+E ANC AAD: N CPMAL 2aD/mA:: N hDAS. Nt
N+ANE FNNC LEMEA “NPNG HARE ANH” £NAA:: AHI® ATYF APMAT AHUT® AT9F
@MmMAT £NAA: ATRFPE R9° PR NM-T ANC AA: NANNNG: +PNL T+ D14 PIA 10>
t ATE NOALT 0L AE NAAT 927 £F 1A AP L, 927 F@PAT 10 PO NAD-::

Motherhood as a responsibility entailing selfless love and sacrifice
Research participants emphasized that Motherhood is a massive responsibility! Despite
their socioeconomic status, taking care of children is a unifying role for mothers. The role and

responsibility of a mother to her child/children continues from conception to death. Research
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participants confirmed that their own mothers were responsible to care for them and their
grandchildren during postpartum and after.

Providing children with basic needs: feeding, cleaning, clothing and sending them to
school was identified as a major role of mothers. Living in rural settings on very limited
resources, these roles can be very challenging, especially sending children to school is taxing to
the family. Children’s labor contribution is required to fulfil the basic needs of the family as they
help in the household chores — fetching water, cleaning and cooking. Children also keep the herd,
feed cattle, and help at the farm.

Hizbe discussed how the rural livelihood influences children’s to access to education and
success in the education system as follows:

Rural livelihood is demanding. Students wouldn’t even remember where they

placed their notebook when they return home from school since they have work

waiting for them. Parents also expect their children to help when they get home.

Most parents do not focus on their children’s schooling or their progress. Even if

the student is really good, his/her academic achievement declines through time.

That is what | witnessed living in this community. Sanitation is also a huge
problem in rural settings and the quality of life is poor.

PIMC +C AY918.U0 NANHE @D Ao 1@ N AT91AF AA®:: ABF ATANNN
AP1THIR +ARLPTF Adfr PIMCST PN+am@m NMI® LALPA AU PIMC +99¢
ANAT N8 T 1P PN ALTEIR NATF ATE 1M PIMC +C Né- ENHA ATINLT
NATL+8LC A NFH/F ALTRAN +TZPTF LN+H4FOT 0 PP 4NTY APO-FID
N&M1t ANG 10 PRIt NEANID ALET 10 ALY ARYTT PORPE Fie
Mmm+@AT NNFFIT ALTMATT @Y AMM+@-AT 10 ATE 9o +054. Pag4A
PATDR: PN N NAFA: NAe PAR,PAN NH DA PAGR:: AGRAA, INH +954 N 79D
APNTL 10 PAR YL@ TMC 'FC NNH PORA$M- 5+ 1M1 IFUTI® NANHT O
A2MNPID AT9AT AA:

Research participants explained motherhood as selfless love and sacrifice. Taking about
motherhood was at times very emotional for research participants since it unfolded a lot of hurt
and abuse their mothers [or themselves as mothers] had to endure to bring up their children.

Mothers were praised for enduring the hurtful environment and staying around for the sake of
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their children. All research participants believed that Motherhood requires passing through a lot
of physical, psychosocial, and economic challenges during the time of pregnancy, birth and
labor, postpartum, breast feeding, child rearing, ... etc. Mothers suffer from psychosocial and
economic stress when a child gets sick. Moreover, Mothers may experience abuse, including
domestic violence to create the ‘socially acceptable’ environment for their children. I did not
assess issues related to domestic violence in these interviews since it is beyond the scope of this
study, however, it is an issue that has been raised by many interview participants as part of
mothers’ duty or as a challenge she passes through to raise her children ‘right’.

One mother, Birhan, with tears in her eyes, said that having a child involves a lot of
work. Mistre said: “Motherhood is very challenging. Children would get sick and the mother will
be stressed. Even pregnancy has its own ‘natural’ pain. You can’t sit or sleep as you like. After

giving birth, you have to give love; there is also the challenge of life, which makes it very

difficult”. “AS+7F NMI° hNE 1D NANT8 L EI°C P4 A FAPIR Fehn 1L PAT NINN-
M-C1t BIPC RGN 16A MG PLN PUT PHEME UTRIR BPLPA- ATREATN AT+
ATREATA ATPah I° Nt 17C AAD- NTDAL NBAT U4 11C AA:- &PC RAMT AA FC AA

NAHU IH0-9° AJD NMIR NNE 70-1”7

Emama Fate confirmed this notion saying: “Motherhood is very difficult and mysterious
like the sky” “PwWaRe PUQ 1@~ ATTIT - NNE 10x:- PF7AZ4A > Mulu, a mother of four, said
“a mother is the one who gives birth and raises children. There is a lot to motherhood. Life has a

lot of challenges. Mother puts her children first, feeding them before herself”. “A5+ A%°18,U
MAS PIPFNL §F P9t FRE Nit 10 AT8U T1°91C ALAPIP: PRE Ui N1F & AAD-

AT8RCNTFM MmaQT @A AAZE A1+T ANAFT P1 BPC NA ANAZF N1 10~ 188 12 Bethel
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supplemented Mulu’s point saying: “A mother has a lot of responsibility, she carries a lot of

burden for her family and children. She is the pillar of a family . “AT+ NMJ® NH AL+
PANTT Nit BT PIRFANTRT AASTE BIR oL AF §%F:: PN FAN §F ATT NAMPAL:

AALTT AN DA N PIRFANARM- IAL YT AANTF:: Tayech also mentioned that
“Motherhood is a sacrifice for the sake of children. A mother is one and only. She cannot be
replaced. “ ATF1FHT AL, 18+ AAET N4 IAD ARAN @TNNN- ATT L9 ATEF
1D AT NMIR ANKAT 10 227

Zere talked about her role as a mother saying, “For my kids! I rather leave my needs

unattended. | take care of them [her children] very well. | will buy them clothes and stationaries.

That is how our mother raised us: sacrificing her needs.” “A% ASF P4 £4LA A8 ALETY
NPT ABHAU AST NNA ABET ANN AANA AL EY 2N+C THE PLATRTT AT 10 AT

ANAI ATFTIT° NFALTT ATEH 10 227

Million, who married at the age of 14, separated with her childhood husband, currently
single and a mother of two, said “a Mother is like breath. There is no one who is patient like a

mother. Mothers love never fades. She scarifies herself and lives for her children. Personally |

don’t want my child to face the challenges I faced as a child so I work so hard.” “AG+ A&
UeDF §F AT1LATT FLG FIN PATR: PTH1T &84 Pl AT ALPTINTD:: ATT ULDF §F
AAE T +F¢ £UT RUT NLIE NA 13- PIRHFLE- Ho ARFIR ABE £UT D6 N1E ALAT

1M PIRLAITFM PAYD- AR ATLAL ATS LT A ATYICMT jd-::”

Emama Halima explained the responsibility and challenges of motherhood as:

Motherhood requires a lot of sacrifice: feeding children, going through a lot of
challenges. | raised this boy [showing me the little boy who was taking a nap next
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to us] because I don’t want my daughter to go through the hassle. [Her daughter
works in Jidah, Saudi Arabia]. I also refused to sell the land because they [her
children] need a place. I am telling you, raising children isn’t easy, it is a lot of
work.

AT ACNE ANATE +F9C +MI°F MeC AT ATTHIO AT 2UT NAD-
PIRFLMm AB AT8TIIAF ALY MNE ANTRL ANETD ALY ART AT8LTFI4NT
NFL+7 ARAAMIE NG 21 10 ATLHU 10 ATF ATLHU NFPRIR ALY dohe-
A2 3T PN F L5 1@ PIRFAR4LT:: HID N AATDALIR AS 10 PIRAR Né-
AAD-

b. Motherhood: unconditional love; a mother: one and only- irreplaceable

The other important component that often surface the discussion of motherhood is the
love attached to motherhood. Participants stressed that mothers’ love is unconditional; it entails
the ability to give and receive without any preconditions. Participants also emphasized that
Mothers deeds cannot be compensated in anyway except through giving pure love. A mother is
one and only, someone who can never be replaced!

Explaining her experience as a mother raising her niece and nephews after they lost their
parents due to HIV, Alem said that “Nothing replaces mother’s love. Those children will always

miss their mother” “NIC £+&+A NFNL FoII° NFLLL PATTT &PC AL+NIP::”

Desta, 22 years old, married and a mother of 4 months old boy, said, “when I gave birth to my

boy my mother took care of me. She is the one who helps me with my baby, she does everything

for me even if [ am an adult now. I can’t explain motherhood. I think it is a sincere love”. “AU"7
BUT NDAL AT+ TF PFREINNNNT AZ PFRTLHAT UAT 110 PTRFLLAT NAHY ATH1Y

NF N1 NATLNT ATAS PTRLTFA AP &PC PAD- 77C @ PARADAAT: Selam, married and a
mother of 3, expressed the love attached to motherhood as reciprocal, saying “My mother loves
me so much and | love her back and care for her. I love my mother. | care for her deeply like she

cares for me”. “ AT+ NLYN AL &PC AFET ALIR NP NAETE NMIR AL LD hdPLTT
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ARFAU ATET ADSFAL AN AL &3C ARCI ATRICFLLIAT ALTD AT+T ARHZFAL 2 Then,

Selam discussed her role as a mother and how the love she gets from her children helped her

understand motherhood as:

| knew nothing when | got married. My parents forced me to marry and drop out
of school. However, after | give birth and start getting love from my children, |
understood motherhood. I never realized that my mother went through all the
challenges until I became a mother myself. So motherhood is providing for
children.

NN&T NFHIRUCT ARCME F8C ALTPACHEAT AAD-$IPT 917 ATE NDALT NEA
ATTIET AGPa- AT MAS, &3C A7 NAL ATT P13 AE P AT+ LU
@Me 3y AAD$IR FIOUCTI® PATI AUT 97 AINT NART &%C A% AT
ao(fyy P9D7A0M- AS DAL AASTE SLC 1M

Emama Tenagne, a mother of 5 and a traditional birth attendant for more than 34 years
explained a mother as “one and only” magnifying her importance for her children. She added:

Mother cannot be reproduced or replicated. For instance, my children have sisters
so if something happens they will still have sibs, but if I die, there is no one. A
mother is not a joke. Christianity as well as Islam teaches us to respect our
mothers. A mother has no substitute.

ATT AYE T 10 PATFILT &0, PAT L AsR PAT ©é-60 PAT AUT AUT AA ALY
AEE AL 17 NM& T PATFMT ATF PAL ALEATIR: NACAHLITE Py
NA™AA IR AGFT ANNC LA D+ P PAAT PIRFLA.M- 17C AP+, P PAD- AGH
an+4+n P PAM-::

In the same manner, Mente, who dropped out of school after her father died, got married
at 15, now 29 and a mother of 2 explained the value of a mother and the notion of motherhood

with full of emotion as:

Motherhood- giving birth after carrying a baby for 9 months, breastfeeding for 3
years; going through labor... there is a lot to motherhood. Women comprehend it
when they go through the process themselves. Men may understand it after they
have children and start to be conscious about motherhood. Next to God, one can
never payback to mothers’ deeds. It is so profound.

ATTHY Né Uit AL §OC +ANT FYaF AN PAISTF 5 9om ; PO
Pt MAF AFTIR MALD .PRF POrdFA:: MILTIR NALFFO- A PRT
PTHFF@T 11C A ThNNMT 2FAA: NEME NFTF 09T O-AF +h&Ae APAPIR::
NMge PhN L ya-::
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3. Motherhood Before and After Giving Birth: Participants’ Deliberation

The research participants who gave birth to a child and raised children highlighted that
their attitude towards motherhood changed the moment they became a mother. For most of them,
going through the experience of birthing is the time they started appreciating their mothers
better, and understood the level of strength motherhood entails.

Misre discussed this difference saying “before it is a young age and you tend to think
about your life. But after you give birth, you start thinking for your children and think of

motherhood. You also start questioning, how did my mother raise me? This is the difference”.

hae@-ALH NLTF OMFITIR P44 NAGNA ULDF NF 10 PIRFAND NDMALH NHA 977
NAAED AN TEICPAN ATTITT FANLAR: AT+ ATLT 10 ALY PALTTH PARAM- M PR
ML AYE LAPMA: BY ARYF AAD-:

Alem also confirmed

Motherhood is unique but I realized it now; after my two sisters died leaving 3
and 2 kids respectively. Before | was a Daddy’s girl. When I observe my other
niece and nephews who has their parents and see the love they get from their
parents, | realized how sacred it is. Also I realized how mothers are unique gifts
from God after my father passed away. | cannot equate my mother with anything.

ATTIT AR 1@ 97 ATTITTY POeT AU 1@ NF ARNE TNC NMIR PO LAM-
GAT AUTE AL 3 ABT AL 2 AF MALM Y& P9P+%F hH NBA Al
AABFF@r 0 AM-F7T MALA: 10 PR+F NH N3A AT AAEFTF@ P AM-F7
&PC AL ATT NAATE ATy NMID 1M PIPAAD-

Bethel added

My value for motherhood before I gave birth and after is very different. I didn’t
understand motherhood before. Of course | loved and respected my mother, but
after 1 gave birth, the love | have for my children and the stress | experience
makes me think of my mother. It made me realize the hoops my mothers have to
pass through to raise us. As difficult as it is, compared to the past, we can argue
that it is easier to raise children these days. (Pause). [ can’t even imagine how
difficult it was for her to raise us at that time. She had a lot of burden. I really
respect my mother!
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NOALT NEFT NIA NMIR BAPPA: ADEaAD/P goygR R RADAATGR YN ::
NACD AATTR PIRFAM.M &PC ANC AA- 97 NDAL T NBA AALTE PIPAMM-
&PC PIMmIPM Tt AINT ANN AT+H AT8U  FIPAT 97 PUA 1€
ANAGAT N8 ANNAL P92 ALFY e M NMID P+AA IH 10+ NH “IH ATY
MALET ANND- NMIR 2hNLFA: N emg TNZNT: N NNE 1IC AMA4
NaRgem AL PIRAMF NF NMIR NNE Y@

Zebenay said that after she became a mother herself she realized she should have cared
more for her mother and she regrets how she treated her.

I did not think of my mother as something special. I didn’t respect her as such.

But after | become a mother and see my children | realized | should have cared for

her. | realized how difficult motherhood is and how difficult life is. So after

passing through the experience, | really respect and sympathize with my mother
and father.

AP &F ATET A12PAA 110 AL INC ANNET® AALTIR 917 He MAE, P17y AT

AR AT+H AN ATL8 U ACEA LA AT+ NAN £U ANTPPF AALCIIAR $21A HL

AT A8 BNNSAL A8 MALT AT8T BNNSEAL FC AN AT&T £N18A:

ALAN ARTT AANE NMTP AHTAU Ho Fo AML TIAT f0-::

Debre, who is a health extension worker, confirmed that being a mother urged her to help
the community, especially expecting mothers, better. She said “the love I have for mothers is
very different now. Before, I didn’t care much. When I see pregnant women I didn’t think of

labor and how difficult it could be. But now, I have sympathy for them. I don’t want them to go

through pain”. “AT$% &&C AUT NMIP P+AP 1M NNLT NHIR BAPAATRIR INCE ACTHD-
APFO +F9/@ P MAS. ARAPAATR JNC: 91T AT NP M- P9 PAHETE A8 Janae

RALAIT® AT LN 1@ PARANMD-::”

D. Perception of Motherhood and Maternal Mortality: Analysis from Visual dialogue

1. Perception of Mothers and Motherhood: Visual Representation

To get a more enriched overview of motherhood, I have asked research participants to

represent a mother visually. These visual representations confirmed the narratives that have been
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discussed in the above session. Some of my research participants drew a picture and others
represented their view using nature [landscapes and trees] or existing structures [house,

household utensils] that | photographed. And some used different expressions.

a. Motherhood as “a breath”

After explaining how difficult it is to represent a mother in any manner, Aynalem said

“... I consider motherhood as my breath. My mother is like my life. I wouldn’t have been here

and I wouldn’t have been me without her. So she is my breath.” “A9+ U2M®+ 5% Nt AN

AN F259° AATTU9R NAHU AS+ UL @+ 51 Similarly, three more participants represented

motherhood as their breath. Unfortunately, | could not visually capture this construct.

b. Motherhood as “a mirror”

Another participant represented motherhood with a mirror. She mentioned “my mother
would see and reflect on her past; how things have been for her through me. And, my kids are

the same for me; I will see myself and my past through them”

R -

Figure 12: a mirror mounted on a wall: picture from visual dialogue
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¢. Motherhood as “earth” — “ploughed land”

Four of my research participants represented motherhood as earth and/or ploughed land.
Explaining her representation, Ayda said “a Mother is like a ploughed land. The earth yields
better harvest if it is ploughed, watered and fertilized well; likewise, a mother can nurture a
happy and responsible child if she has access to everything she needs”. Another participant,

Mestu, said

a mother is also like earth. The earth welcomes everyone, including animals. We
all walk, run, and play on earth. We also dump our garbage and chemicals on
earth. But the earth doesn’t say anything! It is patient and accommodating, it is
always giving—the food we all eat, the air we breathe. Similarly, mother raises
her children coping with all the challenges she faces from her children, her partner
[husband], and her community. She accommodates everyone and keeps on
producing, giving and nurturing.

Figure 13: ploughed land in the community: picture from visual dialoge

d. Mothers as “flowers”

Tsige equated Mothers with flowers. She argued that flowers shine bright and produce
seeds which will make the flora. In the same line, Mothers produce and nurture the future

generation.
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Figure 14: Flower from a tree at a school backyard: pictures from visual dialogue

e. Mother is “like a house, a nation”

Just like a nation that provides a sense of belongingness, Mothers shelter their children
and provide a sense of belongingness. Mothers are the anchor of the family. Even after forming
your own life, participants argued, you go back to your mother during any life events [happiness,

sorrow, festivals, rituals ...anything significant].

Figure 15: traditional hut in the villages: a picture from visual dialogue
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f. Motherhood as “Warka”

In the same line another participant represented mothers by Warka, a big tree with the
scientific name Ficus vasta. Warka is a big tree with numerous branches and large leaves that
can be used as a shade. It also has significant cultural value since in different communities
mediations are carried out under the shadow of this tree. Its presence magnifies that there is
something big beyond human’s control. Thus, for Alem, Mente and Bethel, mothers, alike this
tree, are shadows to their children protecting them from any adversities as much as they can and

beyond. They are also sacred just like the tree- respected and loved by all.

o ._,.("-l'v‘“ 244 :
Figure 16: Warka tree near a river: a picture from the visual dlalogue

g. Mothers as “pillars”

Participants said that a house will fall without a pillar, and a family will fall apart without

a mother.

2. Perception of Maternal Mortality: Visual Representation

Given the sociocultural, emotional and spiritual significance of Mothers in the
community, it was very difficult for research participants to reflect on and visually represent
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maternal mortality. After several minutes of deliberation, they [research participants] represented
maternal mortality as a gloomy moment that is filled with impairment and hopelessness.

Birthan mentioned that thinking of maternal mortality frightens her. She said

My heart fills with rage and I don’t want to give birth since I know mothers die in

the hospital while giving birth, giving life. So, why would | be pregnant. It hurts

me because | believe she could have been saved. Even if it is hard to save the

baby, mothers should be saved in health facilities. It hurts me, because | know
many who died while giving birth.

NMg® 1a» PIRTLLM NMAL FPNLF N> A9°F NMID jM- PORPTL 0% 47 A%
PAO@AL +N4-8 U ALE PNLLGTA ATA F6TF ACPOAL 48 AL LA PA+TFM- A7
F20 ATPYT AZTTHAL NAR +N4 FECHRAR B-AM NMIR LYhA a°Z8% APFATY
A8 NREL+ AE NB+HCEF ATT MG 98,3 10 N NDAL 2R P PaP+ Nit
APT NAMO-3 10 @AM 2984

Then, she represented maternal mortality with unexpected flood. She explained this notion

saying “ when it is raining you assume it will be over soon. You will never expect it to turn into

flood that takes away everything. Hence, maternal mortality is like flood for me.” “A'% PAT+7
Pt ALY+ ICE 10 PAIAND: AFANG- HT APHIN 10> PNLA NAR 10» ATE
PIRFNND- ICE BT AD LONSA NAN ALFLI® NAHU ATLEY+HE ICK 1a- PG+ IO

PAIAND- ALY

Figure 17: flooding river: a picture from visual dialogue
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For Meseret maternal death is gloomy. She said “if a child dies, another one can be born,
but if a mother died it is done. She cannot be born or replaced. So for me maternal death is

sorrow; moment of darkness. It is all dark- from the head band, the scarf, the dress- everything!”

“CAGT 9ot ADAC YHT 10 AL NAPT AE LMASA ATT NTHIRTF 97 Add ATDAL TR At+hge
ATAL PATT 9P @S 1m- PAPNG ANN O TP DRC ANN 1O ARIRT TMAD-I® $aq (g2

bAIR M 10

Bethel also added maternal mortality for her is a complete darkness. “When you cut a big

tree everything goes down with it [including the birds nest]. Maternal death is like demolishing a

house. Children and family will be dismantled.” “5%F 9°F AL gAY 70>» NMIR NNE 10> AL

HE 9178 A&ZD ANNLE NH 71C 10~ ANEC PO LM NF PAEAN LUA 13- PTF PF AE:

2N+TAL AN 2N+T4:=

Figure 18: Darkness: picture from visual dialogue Figure 19: Charcoal: picture
from visual dialogue

Sinidu added “nobody escapes from death. But mother’s death during birth is woeful. It is

like charcoal. Charcoal can be helpful, but it is always dark. Isn’t it a pity that she won’t hold and
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kiss her baby? It is also a regret for the new baby if it survives.” “ 5%+ 9% N&+§ AHY 10k
NPt NTRPC PATR 17 NDAL @PT PA 9°F NMIR PAHTA: AP PUATR APN 1D 17 PATT

aDg.C 9@ NAA AT 10 @ NAA A74%F £AMA 97T Ml 10 UAIR sbeATY j@-::”

Moreover, several reseach participants represented maternal mortality with falling tree, or
a dry wood that has no life. Hizbe equated maternal mortality with a broken mitad — injera
baking appliance. Mitad is a valued appliance in any household since it is used to cook the day to
day food for the family, representing the nurturing role of a mother. Broken mitad represent lack

of sustenance.

Figure 20:fallen tree: a picture from the visual dialoge Figure 21: broken mitad:
picture from visual dialogue

Fenta represented maternal death with burning fire, something that cannot be forgotten,

igniting in various circumstances. “PAS*+ 9°F A% ANT 1@~ - AN+ ANE PATT 17C 66

Figure 22: burning fire: picture from visual dialogue
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For Aynalem maternal mortality is very daring even to think about. She represented it

with a steep mountain that is scary even to watch let alone to climb. “P+4-¢- £ha 1@ Phne?d”

Figure 23: the mountain: picture from visual dialogue

Examining the responses of research participants, we can infer that motherhood in North
Wollo is socially constructed through providing sociocultural significance to raising children as
part of fulfilling communal expectations of a woman. Motherhood is much more than giving
birth to children. It is a broader notion that is centered on women’s role as a caretaker and
nurture of children—the future. Motherhood is also sacred and a place of privilege for women. It
also entails coping with socioeconomic challenges; providing children with their physical,
emotional and spiritual needs, and muddling through domestic abuse.

The nurturing role mothers and the sacredness of motherhood have made maternal
mortality ominous and a place of hopelessness to the family members, close friends, and
neighbors. Taking about maternal mortality was also emotionally difficult for research

participants.

E. Rituals and Traditions during Pregnancy, Birthing, and the 40 Days After Birth

Pregnancy and birthing are accompanied by a lot of rituals and traditions in North Wollo.

The family prepares all the necessary food ingredients: flours for Genfo [porridge like food],
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atmit a special drink (hot) made of barley flour and milk that helps mothers to produce breast
milk after birth, injera [stable food made of grains mostly teff], and honey, cooking oil and
butter, the mother would use while she is Aras. Aras is a new mother, and the time she will be
taken care of at home by family members, friends, and neighbors. This time lasts at least for 40
days and moves up to 90 days depending on the sex of the new born baby, religious affiliation
and/or socioeconomic status of the family. If the family is Christian, the time of Aras ends after
the child’s christening, which is 40 days for boys and 80 days for girls. If the family is Muslim,
the baby’s sex will not have an impact on the days of Aras, but the families’ socioeconomic

status will.

Figure 24 Genfo- served with yogurt

1. Rituals During Pregnancy

During the interview Mesert talked about her preparation while she was pregnant as “I
prepared everything | need, including flour for genfo and atmit while | was pregnant. When my

mother came to help me during birth, she cooked me genfo if | crave for it, and atmit, injera”.

“ampan/ P AADAL N&T PIRLAID-T POx 7R PO™P AUA ALLBAL AT+ NtaPm P

PIRLATIDT 172 NATY 178 AT AlJ ATELTR NJJL PO ATLH 1M 1 After giving birth,

Mesert was able to eat what she craves for and whenever she wants because she was Aras, she has
prepared everything she needs while she was pregnant, and her mother was there to take care of

her.
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In addition to preparing various food ingredients, there is a traditional as well as spiritual
ritual that would be performed during the last week of pregnancy. This ritual is called genfo
kemesa [testing of genfo] and Fatima Kori. Genfo kemesa is a traditional ceremony held by
Christians to test the flour for genfo. In this ceremony, genfo will be prepared at the expecting
mother’s house; family, friends, and women in the neighborhood will be invited. The guests will
eat the genfo blessing the mother and praying for the healthy and peaceful delivery of the new
baby. Fatima Kori is often linked to Muslims, but it is also carried out by Christians. This ritual
is mixed with a traditional spiritual ritual called “Erfo Mereba”: a musical prayer for healthy
delivery of the new baby, led by “Dubertis ”, elderly women who are bestowed a special power
(spirit). Explaining these traditions and rituals Alem said “about a month before birth, the

neighborhood will be invited to genfo kemesa. And within the Muslim community they perform

Fatima Kori.” “®@-AEP han e/ 1 @C ANNN, A ds-F ANNN, EME-A 7€M DA RANT
NA@N A=A d> 9C 4 M &4 22774 NCALPF IC £a9° P+HIEM-T AUA $AP-F £NAA

2Ak AR Pe\”

Emama Halima explained the rituals during Fatima Kori as:

Families, relatives and all the neighborhood will be invited. Whoever attends the
ceremony brings oil or flour or as much money as she can as a gift. Then the
musical prayer “mereba” will be done, blessings will follow. Afterwards, the
mother gives birth at home peacefully. But currently, even if mothers perform
Fatima Kori they tend to run to the health facility. Fatima Kori is a prayer and
prayer is good. Feeding and helping the destitute is also part of Fatima Kori.

HOR e NA™A EMé-A HEHTIID 8.g+£T9° L LHA PARapmm- AM- 1009™ P PH 509
PPH £LHA A78%9°R 1M AT918U IEAT 10 AT918.U PIPFMLM HI® +1
AEME9P: Pa- PANNMA A@ ZNFN ALPCID ATD EMé-Ad: NAUF 1H 17
MM $£ NLCAIIR gop BADC A PLCIF PO MEYNIR BH A yOr:: AT98 Y
M §4 PMNAD PO AT918.U SA L9 10 +NA O+4LNET O+HMAMY
ANAT AMmT PO~ 4 ALLCN &ML &2 LLLIA
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Million also explained the ritual of Fatima Kori further saying: “It is carried out by both
Christians and Muslims. When we are due, the lady [Duberti] will come to the expecting

mother’s place and perform prayers. They also chant “Erfo Mereba”. The ritual is carried out

during the first birth for healthy and easy birth.” “ACA+£+9® ANATD-9R M- PR P L LT M-
PaRL/Mm ACTIHY P8FTT AARA 1M AP FAPMAT EATARIAFA ATLM-F° ACK aB/N
PNAAFA AF MART ATD, AP+DY 10+ PADAS. 75 AOD-AL PATONLFO (PAREADLP AR
Lo NLUT ATETMAL +NAe 10» PRLL70 (27

Aynalem further clarified how Christians and Muslims share rituals that are integrated to
the tradition of the community through time using the following example:

We eat genfo. Muslims as well as Christians perform Fatima Kori in this area
[Raya Kobo]. The coffee ceremonies on Wednesdays are called ‘Abdoye’s
coffee’® by the Muslims as well as Christians, and if you go to Worke [a small
village] both Muslims and Christians observe Kidane Mehret-‘Virgin Mary’s
day’® and do not plough their land.

7R 10 P NAD- A-AA TGP ACA+PFID P24 AHU ANNM ACNT PANAR NPT
1™ NPMNA hACALLPFR d-AA IR MCE AL NNIRULT APCNTD NAHU
amAA IS ACAE LT +ANZA

Ayda, who is 29, married at 17, and a mother of 4, mentioned that she performed fatima
Kori during her first pregnancy. She continued “Genfo was prepared and all families and
neighbors were invited. The guests sat stretching their legs in front of them and gave a blessing

wishing an easy and healthy delivery while chanting “Erfo Mereba”. A prayer also followed”.

4 Abdoye coffee is a ritual that was primarily observed by Muslims and eventually inherited by everyone in the
community. This coffee ceremony is usually accompanied by prayers and blessings for good health, good weather
conditions, and healthy timely reproduction of livestock (cattle) (Tolossa, 2009)

5 The 16" of every month is observed as kidane Mehret by the Ethiopian Orthodox Church- “Virgin Mary’s day’
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“4MTY 4 PAREADL P AR NMAL 10 P+L21M 1R L7745 INFT HADE EMiA: ACE
a/n AP+N A94F@7 HCO+HM 9°m- 1C U7 AP+NE AAh AR £NAT & ALATHA £NAA

B.h BBLIA:

Alem added that during fatima Kori, genfo will be prepared with telba [flax seed].

Explaining the reason for this practice she said “if the people eat genfo with the flax seed, the
labor will be smooth and easy for mothers just like the mixed flex seed ground”. “4M. 73 $2£ AL
177€ NtAN 10 PAANAD- +AN PARHATAD NUS AA®- 73R N+AN NHNA AT++ NTFDAL AS.
APNTFOIC AN Nie ATR+AND: BOMA 10- PAYNAD-:: «

Tayech confirmed that Fatima Kori is still practiced even if women use the modern
facility based services during pregnancy. “we still perform fatima kori before birth. We also get

prenatal services from the health facilities. They [health extension workers] told us to do our
checkups every month”. “AA AR M &4 ALCTT ATDASAT: ATNT AT FHAAT::
Nem4 3 91K ATN+HNT NH NBA NP4 APARMFU AFtA ACT £AK: ANNDALY &N
ATL8A Y

Even if most of my participants mentioned Fatima Kori as an important ritual, Sindu, had
a very different view of this practice. She thinks that it is an outdated practice with no use to the
community. And she added, “this ritual is fading these days. “Mereba” has no use. People who

led this ceremony are now part of the development community group so they know better now”.

“AUFT 1T AMRIR AP 1M AR/ZN MPID PAM-IR AR & ao/N L4 PING NPT AN NATIT

&Y +LLE+PA: NAHY AO-$PA A1(rIo::
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Pregnant women will also avoid chores that are considered dangerous for them as well as
the baby. The major two chores that were mentioned by participants often were going to flour
mills and working outside in the field. Carrying flour from the flourmill on their back is believed
to induce abortion, due to the heat, heavy weight and far walking distance. Therefore, this chore
will be carried out by their daughter, if they have any, their husband, or family and friends.
Women also stop helping in the field if they are pregnant.

Emama Halima explained “mothers avoided going to flour mills to protect them from the

heat ... since we carry the grain as well as the flour on our back.” “2C A7°18.U ATt M&E

AT8TLE RRZIA: PO AT918U AG +ANADT 1M PIRTAL chO- A+ A78298F “ Tsige also

mentioned that Mothers avoid working out in the field since they might get sick and may have a
preterm birth which could lead to death of the baby as well as the other.
“got AP FTFPA: NPIR NAL PUY Né- PNG NUPF 28 PN NPT - N NEF PPMFo-

@M A BRLIN

2. Rituals During Birth

During birth the traditional birth attendant who lives in the neighborhood will be called to
come to the mothers house. She will examine the woman in labor by touching and looking,
without any additional tool. Her intimate friends, sisters and mother can go into the labor room to
provide emotional support and say prayers. They will all be chanting “Mariam, Mariam,
Mariam”. Men including the husbands are not allowed in the labor room, until the baby is
delivered and the room is cleaned. If the labor is difficult the husband will be told to unfasten
his belt. Explaining this ritual, Fenta said “ in our village the husband will be told to unfasten his

belt and everyone with chant “Mariam, Mariam” since Mariam is the spirit of child birth.”
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“AFRAA ARG ANNMN, NPUT & BNAA 8 BUTA PNT 4,34 hH BB PA wm- £9qP ay P9

aCPI® LAA ALY AT 1O AA NF ACAH 2NAA NHIR ATTHPD- FMABAT::

ALEM added

During labor the traditional birth attendant and neighbors will be in the labor
room. The traditional birth attendant will be at one side and the neighbors will be
at the opposite side chanting “Mariam Mariam”. The husband will be outside by
the door and unfasten his belt. If he has fastened his belt, it is believed that the
labor will be hard. If he unfasten his belt, just like the flax seed analogy, the labor

will be easy and smooth. N7 @M%+ PTRFPAL NA+HT PM- 1Z4NF ANT £7N4A
NAt+ NATE @77 FUPTAT AT 14NT B99° mA AL +$gom « ay pge ay pgo
@MCPIR” LA NPM- LGP 28 AL T $NT &3 L£NAA $NF hFMeP Tom,
LmMaNFA 2NAA: $NTF N F 17 Ah ATE+HAND: T9F 1M~ g°m, 2MTNF4
L£NAA PNTF NLF 77T AR ATL+HAND AT 1@ oM, HD N L2MMA BNAA:
N NF 10 $NF PML FO AAD- A 24 FTP:

If the baby is a boy, the women inside will buzz “clelele” seven times and if it is a girl the
do it three times. After the baby is born, the placenta will be buried in the backyard. Burial of
placenta has a very significant meaning as it shapes the sense of belongingness in a specific

community. It is not unusual to hear people talk about the village of their birth as their place of
origin relating it to ‘their placenta’ — “A%+N+ €+$PNZNT. After the placenta is buried,

neighbors and families take all the cloths to the nearby river [around dawn or dusk] to wash it.

Sinidu explained this tradition saying:

We used to wash the clothes at Hormat river or we would wash it at home, before
the spread of HIV/AIDS. So when we return back after washing the clothes we
will eat genfo celebrating the new birth. But now, due to HIV/AIDS neighbors
don’t wash clothes. We know that HIV is transmitted through blood contact™.

ATH NFOAL PAICPIR AOAG AA- PLIR (CP PCTIT MTH LT AT 1N HIV
/ AIDs ha®h&d+k NET - THTR NAPT NA4 ANF @A ATHA 1NC: D8 PO
PACPT™ 1ML L7144 AT AAA APAT ATNAAT ATtE TFIMNAT AB+
FFMNATF @38 BT 7 1H AT 1T 3 91H AAA ATAAT: hH N35 7 07
LMZSA: ML NPT ARALP BALAFA (W NPTT ATHCHT @14+ BALA hH
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APTERd Ll 2APMA 1L £7714A AN N7E $79° TH M8 PCT9F AP+end.l,
2ama (AN 23MNT MAT 10») 172 £714AL PAT AT 1h th +8C7 Pro>-
£3mNA N3 N35 7 N75 ¢7 NLIN LFMNA N3G ¢7F -N7F $7 NLTN &FMNA:
IATNA MAL ALAT NPCNT @Y H APHE Y ATTPMAT: @TH APm-2.8 Nl NHA
L2992 N3 $7 1@ PIRTIND UATIR: ALY 17 ALTR A HIV F/F 9o79n AR
AN ARFMNIE PaR3erC AM- T Nt AN APAHNI® NE® Thn HIV
AL HAAG NPT NHA::

If there is complication during pregnancy and/or birth, traditional birth attendants will try
to correct it. If the baby is breeched, they [traditional birth attendents] carefully massage the
mother or use household materials during birth, or held the mother upside down. Explaining this
situation Hizbe said “ my mother gave birth to all of us at home. The way she gave birth is

different based on the type of labor. They do so many things; they use Quuna (a large bowl) and

wobble the mothers” “A5+ AT 10 POALTM ADAAS. L9790 ATLIPM. ALYT 1M AL N

AT AA: NRT PPAL FPA T APDIDF PLAFPA:
Ayda added

Traditional birth attendants correct the position of the baby. In hospital if a baby
is breeched they do c-section but at home they correct it by massaging it with
butter. If the placenta is retained, they all rush the mother in to hospital; if there is
a hospital nearby, but if not, they will put berbere (chilli poweder) in the charcoal
flame hoping the placenta will be born when the mother sneeze. If there is a
bleeding problem, guns will be fired and she will be given a leaf that would be
used to stop the bleeding. She will hold on to the leaf for a while and the bleeding
will stop.

ShthnAFA- PATFA AE NA9S NAPM PTLAPT 10 POLLLTHT ATHU 917
Lht+hhkFA: AR+ NeN LA+HNAAF AT908 AL, 97 AN, NA YHI° T aRYe:
10 YN9° NPCN NAA 9T AT98 AS ATN LA NCNS LAETFOT ALLAITAT
2MmMA LNAA B9® ANH L9 Mmem L+hd PMA $CME PHATS
SNBINM FA: NH £0™ £&A9Q PLID aRan P &MA AA::

Fenta also added that a religious leader, who will recite prayers, will be called to stop the

bleeding.
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Birthing is considered a traumatic experience for the mother, whether she gave birth at
home or at a health facility. Hence, they [mothers] require time and care to heal and get back her
strength. Her mother [if she is alive] is culturally responsible to provide care and support to her
Aras daughter during the first birth. Hence, research participants explained that woman often go
to their parents’ house to give birth, and their mothers are responsible for taking care of them
during the 40 days after birth. If the expectant mother cannot go to her parents for various
reasons, then her mother will come and stay with her for at least for 40 days, and take care of
her. If she [the expecting mother] does not have a mother, close relatives or friends or neighbors

take care of her during the 40 days. Tayech said “after I gave birth I was taken care of for 40

days. | stayed home and everything | need was prepared for me.” “NMAL N N3A L9719 40 $7

AFCAAL NNF AADM ANF @0 APaMAU:: UA 17C 2HIZATA « Million also confirmed

the tradition after birth saying

I never left my house until the christening [after 40days]. | am always
accompained by my friends or my mother even to go to the toilet®. My inlaws also
broght me woira and all the necessary woods for bolekya. My mother was the one
who take care of me after | gave birth-—for both children. The first time | went to
her place.

AGNTTE AT918.U ACNTS ANNTAR @MF AAG-$9D B/NTIR ALL hAd- IC 10-
hnt mh AP9eh- NC PNATR @ITF M PIRIReMm- MEZ. TR N
APR+MmAG: AT 17 PARTIR NDAL PAATH AL JC APm+@- Nt MA AP -
10 £LNTH AULATT O AS, PAREAR/ P NMAL AS+E JIC LE, INC PNt

During the time of aras, families, friends, and neighbors visit and congratulate

the mother. Zere said “ congratulating the mother is the norm and the tradition in out

community. We all go to visit and hangout with the her after she gave birth” “£71 70>

6 Toilets are placed outside the house, usually at the corner of a backyard

138



M 10 AT TCLID LT LNAA AT TR POAS. ALY 1987 kebe AT +ebm-+7

+@ANT ATAEMAY”

Debre added that “Mothers stay at home for 40 days with someone. She can never be left

alone during these days. To restore her strength and her health she will be fed quite often. To

give birth is like to be born again.” “A%7°18,U A9+ MAS 40 7 ANNTPAT 220 DAPT
ARMM-I°® NFPT NGRI® AP mge:: ANAP MGTPT AGPMNP L0 P NMALR DT
A18F AT TP e B NADARTT FISAT NAHU A Bhe RN EAMTPA: CRE-AL

@AM A MC AT DALY

Aras also has social privilege. Hirut said “Aras is very respected! If you go to visit Aras,

you will also be treated well. Neighbors provide care for her even if she doesn’t have her mother

or her family around”. “AZ-NT3 NMI® AMCC 10 AN N NTFLE ARTEIR P70 ACTHE
2N 2AA: 94N NMIR 1@ PR NNNNT T N+NAN ASF PAAT NPT ATR, 140T NRYN 13-

P vhNhN+:> Misre added “neighbors will wash the diapers and prepare food and feed the aras
if her mother or her sister is not around” “AT+ NAFT+ AT+ N+ FPAMAT NAAFT AUT

1NETR ATE NOAMN @Y NAR$8F 9o A+ ACT NTINAT £7hNhN3A:= Tsige also

mentioned that neighbors, friends, families will bring whatever they can: home baked bread or
injera, to visit the Aras. Aynalem added “I have a friend who recently gave birth. There are nine

of us who drink coffee together, so we take turns to care for her since she doesn’t have family

nearby.” “AU-T 32ETT MASAT ANt 339 PATID HARL IR A4.$ M- NAHU 917 ANLY NPT

AFRIMM@- NP+s APLET 1M- PIRT P
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In many parts of North Wollo, Aras use Bolekeya. Bolekeya is a traditional smoke based
spa that uses different aromatic plants such as woira [african olive], woiba and agam. In North
Wollo, houses have a small designated space with a hole for making a smoke that would be used
for Bolekeya. Hence, the new mother sits in the infumed room, while eating well prepared grains
(such as millet, sorgum and wheat) and drinking milk and/ or soup to keep hydrating herself.
Research participants mentioned the medical as well as cosmetic values of Bolekya for mothers
as minimizing the postpartum bleeding and serving as a great fragrance to mothers as well as the

house.

Alem discussed the social significance of bolyekya saying

In our community you gauge the love and respect of your husband by his effort to
get the right plants with the right quality for bolekya. He would start looking for
roots and branches of specific trees when his wife is about 3 months pregnant.
Then he will cut it to the right size and store it. This happens before preparing the
flour for genfo and all the other ingredients such as butter and honey.

Ng ANNMN NIM& TN+ ACEHTPT A-$ N+AL 3 MC ANN NPT+ NBA aeBany P
ANAP P P PAL AT NENCT Ak ATE TAP ANNCHT &3C PAD- N LY N+AL
MCE/ HNA ANNN, NFHLE N NG APLAT NASRC NAs& ANT APSLM PHISA::
NH NU-A 10- P71€ AUA O™ M- T4 PARHIBM-

The value of care and support Aras gets during the 40 days after birth vary based on her
socioeconomic status. Even if the basic food consumed during this time i.e. genfo, and atmit is
similar, mothers from relatively better family would eat more meat, butter and honey. Emama

Halima highlighted the difference between the haves as and have not in the following manner:

We make genfo for aras. There is also a small hole in the house for Bolekeya. If
she is rich her husband and family will slaughter a sheep for her. Neighbors will
come visit her bringing various types of food. If she is sociable and visited
mothers in the community, she will have a lot of visitors. Neighbors pay back
their debts. If you are from a well to do family, you tend to have more visitors and
people bring more than you need. But if you don’t have, then there is nothing!

17 114AFA: FCAL AAT AT @AM 0+0D27F AT798U MA7T APIPeT
FTemMAT YNF9° hP1F L9 L1ZLAFA: PANNNG AGx £aPMA
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2MLPFANPNP OD PNO-T AATR £CT° 7THA PAD- NIF° AFHID BH Ao
EMEPA PO AL ANEYA 1@ M-AF PAD- AD NPT PANNND AD- £APMA
M-AFOT LOPAAA: PO~ ATEUEFR 1O N&EFID NHOALH 2FCAA PO £Y
NPYA L9790 PATIIR NPT £aPMA PAD HARL NAR AL AANT N7 AT8. 2 £H
LamA AGNATIR £FCAA NAA 17 PATR::

Mulu added

mothers prepare what they can afford. But, she will stay home at least for a
month. Her mother, her children and neighbors take good care of her. Neighbors
will bring milk, soup, gravy, flour, home baked bread...anything they can afford.
The community supports each other”.

PAGRI® PLBA PAAMYI® POFATEAM: 1Ox:: PO ATLFCP FFCAAT ADFID
NPIN 1 MC AT®MI® go39n NPT AL hAAT ATT NAAT 20T NHU
MPFTLINNNNFA:;: D+F9°; $PAIC ; 8.¢+9°; 8NFR: PAM-T &H PhNN.>- N>
APODM PPFA:: PhNNM N £/2884A:: HAPE 9 NP4t +4 TN+ NLTN
ACTIE 1ZNSTF PCAFA::

However, Hizbe challenged this comment saying “Yes we say Aras stays home for 40
days but if she has no support and if her husband needs to go to the farm, she will start cooking

after 15days. She will not go out to collect firewood or fetch water, but she carries out household

chores”. “40 ®% £NAX 17 NF AIC NAATT NS PIRFHATE NPITF N15 €7 NBA APD T
NAA FEITCLAT: ATE TI1LAT O FALAT PO Gr6be AL AT F @Y NFAIR PNLT

NEPTY FNTETAT:: «

The time of Aras is completed after christening of children for Christians. The mother
will be baptized with her child and restart her normal routine. For Muslims it is after 40 to 90

days depending on the socioeconomic status of the family.
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Identifying and comprehending traditions and rituals is very important to understand
maternal health needs, and pre and postnatal service seeking behavior of mothers which will be

discussed in the next chapter.
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V. FINDINGS CHAPTER II: MATERNAL HEALTH NEEDS, AVAILABLE SERVICES

AND THE GAPS IN SERVICE DELIVERY

A. What Do Mothers’ Need? Research Participants Reflection and Response

Participants identified access to nutritious food, clean water supplies, health facilities,
housing, education, and economic empowerment as major needs of mothers in the community.
Research participants also indicated that mothers need to satisfy their basic needs to stay healthy

and active. Ayda said “a mother needs nutritious food, shelter, and someone who can help her
with household work” “mé4. 929  fig- N&NHNFT PNF B N NYT PR LIHT FLAIAT”
and Selam also explained it further saying “A mother needs to eat, be clothed, and kept clean.”
“NL73N PIPHNAD PTPFANA®- 17C AHIET AANT MY 4 AUPT AANTE PIRFNAD- APAPY
AANTT ATF a®nNhN AANT”. Zebenay added “a mother has to keep her personal hygiene and
she has to eat nutritious food on time otherwise she will be hurt. She also has to rest. She needs
to be protected from work burden.” “ANAY M 18UTPT MNP P9 8+
AT8LLCNANT NM&P+ avan)A\i +A PR gRoINFT ARNATT PAL 8F L999° NMI® A8 L LCANT
MMIPP NP+ ACF NOP+E TLE AANT

Desta also confirmed that access to healthy food and sanitation is the key for maternal
health. She continued “if a mother doesn’t get what she needs during pregnancy, she won’t have

enough energy to push during labor. Since C-section is considered a bad practice, it won’t be an

option. Thus, during delivery, she might be exposed to various risks including death” “A%2 A9+
PIEAM-CIt MPF PIPHLAI®T NATTF NI MPF PaRaRgR KA BTN NHU AIMM,

£299° NN ATAAT NFPTFM AH, Y1C PTRLLM-$ PATR Al AOME 10» ATANT FRTTY NATLN
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AT ANFIZ NP INT 10 A9RF ALJ P97 IAM- ATHTF N §F@O Emama Halima also

confirmed that if mothers have access to healthy food she can easily heal even if she gets sick.
Hizbe added regular medical checkups and access to health facilities to the needs of
mothers. She said “especially in our village going to health facilities is important as malaria is

prevalent. We need to drain all the stagnant water bodies and go to the health facility as soon as

possible”. “NH 911, FAe UTRIR AN+ DL ANNNE- MT NA 48§ aeaecanc AAN: NH P FHHAY
Y% [ MCL NDP+ OALI AT LR AF ANNN, @N AA AT ATINDIE MT MNP
NARYEe N PFT MAMIEL [ APAA AeAJP Yange paq papm 17C ARAR Yargege n+nA+ Lo9P
N&EMIt YNI® L2 JoLaPLmy aMm-NL AANT:: «

In places like North Wollo, where drought and famine is a recurring situtation, and most
community members depend on subsistance farming, access to food is a major challenge.
Getting nutritious food is even more challenging. Articulating this challenge Bethel said “to be
healthy mothers need to eat nutritious food, and get health services. However, the primary issue

is their economy. If they can afford it, they can keep themselves healthy, but if not, they need

support from the society” “M5T AGRPPY +2MM% 9o9)NI PMG ATATAT NMI® PALA I
paREaRs Pm- A NP, 1@ PHAA AP NAT MTPT MNP TFAAT £I& PNLAIFA AT

PUNLAN £J& PNLAIFA” Shewa also added “if a mother has no money what can she do?
She will stay home, rest a bit, tie her head, and cry. There is nothing she can do. Poverty is real
in our village” “ATF Pa» ANYF APHE T AL-ATT° APALT TPI9° APAT FIPFAT ATE, 77HN
NAAT IR Y FAAAPAT PO APN N$C PTIMT F9C NATETT NAA”

In addition, Serke said “health is parallel to one’s socioeconomic status. It is very
difficult to stay healthy in this community due to economic deprivation. People die so young
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because they are poor.” “M71+ AT918.U P +8L 1M AT918.U PY14FT & UITHRI® NAA
MY1FT MNS MOPC P FA AEAAATIR PA AN MRFIR AG-T NMSA- PR PIEAD- PTC
U g 1@

Sinedu, who was a traditional birth attendant and now community educator, elaborated
how socioeconomic conditions influence maternal health saying:

We teach the community. But when we do home visits there are people who are

destitute. They spaced their children as we taught them, but they are poor. The

community support each other. It is part of the tradition but the community cannot

do much neither. Neighbors may share what they have today, but they may not

have enough to share for tomorrow. So we cannot make a significant change by

talking and teaching only. We need to help them change their economic situation.

N+ ANF NTA+IRC & A & NI99TCID PIRTIFFD- OG0 PAAFD- BYPT A
RGCP@I° NDAS. AR NF O-ND ALTAATIE Ah NAHU F1R £I6
LELIAATFM Mé 100 A NET PP £ 96 AT 10 MYNLP LI PO 1 NAETD
PANNM@-I° AD- PRCIA: ATLAP NPT AEMGIP L2884 AT NAG NF ATALT
NIOM 97 MEI® AAD-? NAA PATS 770, T2 A+T5 FFAT AL HS NAET 11C
AMMF AFAAL: AHU RO PTRARANT 11C NEC

Research participants also mentioned that mothers need to get access to finances through
formal and/ or informal employment to take care of themselves. Misre said “mothers need
money to be healthy and she needs to be healthy to make money. If she is healthy she can sell

her labor and make money [if she lives around towns]. She may fetch water and/ or help with

chores in the community”. “17HN PALAIFA 25 M1t PRLAIA MS NPTF ANt ATH
NeF L+ ACH PIRF1ENT A2 118 AA ATPAA PAAT ATH NPT @Y 83 NELNT 5 NC 10-

P& F FLCAT NAHLY PPN AT AR 170 MG 107

Million, who sells homemade alcoholic drinks from her house, added

Mother needs money to protect herself and be healthy. She needs a house and
some clothes. House is a priority. Many leave their neighborhood when their rent
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increases, because they can’t afford it. But if she has her own house, she can use it
to run some business and make a living.

MTM ATETPT N 7IHN PALAIFA 7IHN NFM 1@ AA NF 1NF ATTTY
PIPTAD- 40T MNP LOET MNP PC AANT MAPL Nt PALAIFAT ANN
PNEAIFA Nt AT PT 11C 1@ NTMF e+14 ALY NH N@ PARLLATI®- NF
£84A N&L NATLRIRC AT 1@ NF hAT 97 Nt PP 17C APAGT aRFC
FTFAATF:

The other important point that was raised by most participants as mother’s need is less

housework burden. Mente said “mothers should minimize their household chores during
pregnancy. Her husband has to help her to avoid stress and depression” “A7°18.U A5t NZTHF
B9ee ANATDAL &N PN¢ G aNHF PANTIRE P9 NINCYT APM-AL AANT AN
@8t AANT s 1PAL ATSFMCH A8 3NN APLET AANT

Mulu and Hizbe also said that mothers need to rest, space her pregnancy and eat well.
Birhan also added a back pain could result from having many children, thus mothers need to
space their pregnancy and control their birth.

Kinde, who is a health extension worker, added that mothers need to get prenatal and
postnatal care from the health facilities available in their community. Sinedu added “pregnant

women need to be stress free and she needs affection. If her mind is free, then she is free; she

won’t be sick.” “P+aRA PMAL NFFTA PNLAIFAT P+RA 9o PNLAIFA TRUT
PNEAIFA 168U AT F PALAIFA AT ND- &FC Lo19° AY&EN-M-C AT+ PCF ATRIIR AD-

PNLATIPA: ARIPCR 18 NPT 1R 10 PIRFLLO NAF AFTTIR::

In contrast to research participants that did not go through formal education system or
who cannot read or write, participants who had completed high school, who are involved in

community based activities as well as health extension workers, identified education as mothers’
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need. They stressed that mothers need to know more about pregnancy, birthing, nutrition, child
care and women’s rights. Selam indicated that mothers need to discuss their issues, be educated
and use the health facility in their community.

Zebenay showed how education eventually changed situations for women in her
community saying:

In the past nobody cared if a woman is sick or tired. It is not like today. Women

were not equal to men. But now through awareness raising education both men

and women know better and men have started to consider women as important.

N Nt NLMF NLAMF NFMALIE 927 AINA £47T NE 10 A8, ATLHLM-
PAFTT ANATT NTRPT PATR INC: HE 7 AP TFT ATREN ARCH Nt F/F
MY8I° ARI® Alrd NATMC ALID Ah P1 77HN TF N NAN ALCH
£7hNhNnza:

Desta added “Mothers need education. If we see health related issues, many women did not have

access to public education. Mothers who cannot read and write can’t do much so we need more

education that is tailored for them”. “AAT®T T/ PNELAIFTPA NMT HL P AT NH ATTT
MO+ AATTH4¢I0 P P+MART PR, PM-bM AM- NPT APR& a3 INN PR FAM hALY
PRLFA ATHT NNAN ATL 1IC ML ARTATR AT PNAM T/ NAMTFE AMSFO PARAN

PAA 19t AAT

B. Available Maternal Health Services

Research participants discussed different services that are available within their
community and/or village generally. Examining their responses, | have categorized these
maternal health services into traditional community based services and policy led facility-based

services.
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1. Traditional Community Based Maternal Care [Prenatal, Natal and
Postnatal Care]

Participants portrayed their community as collectivist: a community where families, kin
and neighbors support and accompany each another during happy and tragic moments. Emama

Fate said “we lived together sharing a kitchen and cookware. It is the same now for people who

like each other. There is no problem.” “NATEL 9°ME 7927 NATL NLLNT ANNAT +ANNT
1NC PIRITLM: ATIR PO A+PLE PO 1A FRYFIC AAD: TPFIHI® Ah &PC 101 Hizbe
added “in rural areas there is a culture of collaboration. People visit their relatives and families

and they have strong relationships with uncles and aunts, cousins and kin” “P7M¢4 £979° hH@-
IC ANC PG a+8 P4 AA:: HARE APMPk P4 M j@:: NHARL AHT L IC hAT hAhNT

IC NAET IC NN ATPL-ZNT hargh, A® IC NM4 PAR+NNC NUSL AN

Alem also mentioned

There is an established kinship care system in the community that compels
families, relatives and kin to support each other. Even if these ties are loosening
due to the economic hardships, they are important to uphold the sense of
responsibility and accountability built in the relationships.

9% MYNLAN NNUA PR+AN HIPLT 14T AA ARNT/AUT NUPF POr N 927
2ATA Nie 2HA: DAY IH PO NZN+ AT8.BCNT ALS N £28A: AUT 7Y
£ A& APAN 10 NAG- +C U3 P14 PNRAAN FNNG APAA f0-:: NAPM4+
N&t 39Nt AL 11C NLLRLC M4 10k

Therefore, mothers have structured community/neighborhood support starting from
pregnancy to birth and during the 40 days after birth. Tsige said that community support is
fundamental for mothers. “Her husband and children take good care of the mother. The

community is great as well. She will be accompanied by her neighbors during the good and bad

times, including delivery. She won’t be left alone” “NA NLFN T.N+7 £7hNNNAT ASTFI°
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NAF 047460 U1 M4 100 AT ATOAL NTPTLENT 90 Pa- hAD- JC BT 10> N+
AC 10 NFPT PI°FLLI0r 710 PATE @M 289 NAD: JC P+ PH 10r:: CUSLLO PUATD

10x::  Desta added: “when | gave birth neighbors bring food and drinks. I will also do the same

if my neighbor gives birth. It is the same if someone gets sick. We take care of one another”

“8NT A1BT P+HALP 17C PARNA PR MMI® 17C RHM- LAPMA NDALT I ALTR AD-
AMAL ATLH AZIAL: A FaRagR | PY ATLH PM- 1M (| FARA ARLATE BT AdAT
ATEH.P ATRCIAT”

Zere explained existing community support during birth as an obligation for friends, families and

neighbors. She said
we should go visit a new mother taking gifts we can afford. When | gave birth, |
got support from my family and my neighbors. There was no health center or
health office then. That facility was established only last year. If your labor is
hard you need to go to Woldiya Hospital [60kms away] to deliver. | delivered my
son in Woldiya.

ATT NOALT 1H Y27 APMPS N7 T79° &F&FIRT T NCI° 7 £HY ATMEPAY
£3a™%Y PUA 345N NATELA HAPEH NOALT 1L, 0 10 AL NMALNTNT O3
UNRIeNF AT Y87 ATTATATR 1NC ALANN 10~ AT279 DAL P 1M~ A% ATNY
MY8.7 ALY DAL MALPL 1M MG MNPA PAPMM- 79 1 GAD+ TD-::

Birthan and Bethel added that caring for new mother has spiritual value. Birhan said “If
you know a mother who gave birth you prepare something to eat or drink, whatever you can

afford, and visit her. It is a kind act in God’s eyes. You take care of the baby as well—give the

baby a bath. However, these days it is hard due to the HIV epidemic.” “¥ZMF/ TNLAN AT°18.U
NA$IEAH Pa- ANA MALT ANA PAG-T 17C ACHA/ THHATE BT AN FMELPAR LU
NATTHANAC HIE TR D4 1@ Y9+T FNNNNLANT FMNLFART NMTR PCNH AGPALT

ATIMN Y ALY IHLLTT M4 ALLATE NAT ALM IC PTULPC AM- PNHNF HADY YM-::”
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Bethel expalined
neighbors take care of Aras [new mothers] and help manage their household,
especially if she doesn’t have a mother or a family around. Someone [from the
neighbors] will fetch water, the other wash diapers, and the other prepare food. So

neighbors share that burdon and cooperate. Fetching water for aras is considered
a gate-way to heaven.

PANNNG A ALNT NRIN 70 PARFThNNNE-:: ATF hAAT N+AN hAAT
N+AL PALC A@- NPtE ATTHT PTRLLIHTF ATL. @Y FP8ATT AL AT (P
FANATFT ATL. 99N FHIEAF: NAHU NMI® j@ PAhNN, A 2N+
PR +NNZE A8 PORIP P PR (Y P8 + e Ad-N PMPP ASTHAN AL LE
P£N7NA NATR,NA NLFN Y@~ Pa9+NNZ M-

The often mentioned traditional community based care and support for mothers comes
from their children, husbands, families—mothers, sisters, aunts. Examining the responses most
of the articulated help is from other women. If research participants discuss about men, it is
usually the husband providing/buying the necessary ingredients to prepare the right food such as
honey, butter, and variety of grains; and helping in major household activities such as fetching
water, preparing firewood and going to flourmill if there is no other support.

Million said “children take care of their mothers. She gave birth and nurtured us, thus we
have to payback our debts. We [children] take her to the doctor, encourage her and wash her

clothes when she gets weaker and older”

mEGe $a9 AP+ TbAPAT IR READAATIE A Pa9F N3/ FEID AEHA APAT
APLII&Y PARFIE ML YN NF APDET ANAEY APMMNT A®ThNhN 10 AT
MA8 AAEIEAT NAHU 98F AANT NEZT add AANT: PO ATTY
PR YhNNNT A 1@ NNt APT PANND A® 917 AA 8NL NAR TAZ 1A%
PLLCTHAA

Emama Tenagne also felt more safe and supported because she has older children she can rely
on. Debre mentioned that husbands care for their wife: mothers by providing what she eats after
she gave birth. Mente added that her mother take care of her by cooking what she eats and

managing the household while she is Aras.
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Traditional birth attendants (TBAS) are also portrayed as the main support providers for
expecting mothers in rural communities, whether the mother decides to have home or facility
based delivery. For mothers who deliver at home, traditional birth attendants assist them
throughout the process: delivering the baby, cutting the chord, cleaning and wrapping the baby,
for free. And for mothers who decided to go to the health facility during birth, they will
accompany them to the health facility since it’s difficult to predict delivery time and anything
can happen on the road. Traditional birth attendants (TBAS) prepare the yarn they would use to
tie the umbilical cord, a new blade to cut the cord, clean cloth to wrap the baby, and all the
remedy to deliver retained placenta [in case that happens]. They are always prepared for the
unexpected.

Fenta said “a mother will ask the traditional birth attendant to accompany her to the

health facility. Then the TBA will accompany the mother having all the tools and remedies

ready, including the ones she would use for pulling retained placenta [if occurred]” “®@2 Yh,9®
Nt NPThLNTF PF AREA +h+L2% FAFAT hHI® APAE, aP81+7 PATL, A TNM-6h,
2H FN+tAFAT hHIR UNFR N hane/Za N4t aPm-AL NANTF 9o hapmNt FPASAT

Unge Nt neent 17 ArPadSTIe:: «

Kinde highlighted “Woman can give birth on the road assisted by TBAs who accompany
them to the health facility because they travel a long distance to reach the health facility”. “A5%
™37 AL AMAS EFANX NDAS. MT MNPIR PR LADMLT® Ak PARPARMLTR Ak PAIPAL
P FA A@ PO +NtAe 1@ PARAOM@- 94 P+ PHFM-T ATT TIAT JD-i:”

Aynalem also added:

Labor is like a flood. It is hard to predict the exact time of when it’s happening.
Even if you have your days right it could be 5 days before or after. You may even
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forget your last day of menstruation. So you can do nothing if you are in labor
except asking for help from traditional birth attendants. If I found a woman on
labor, I will help her using plastic bag because gloves are not readily available.
The priority should be keeping the mother and the child alive.

A8 1H 9o ICE 10 BNAA 9o M aEMNt ¢ A FOOT° ALDPI® BFAN
$rTSMCNT AT T NTL 5T APLIC MLIR AHIL £FAA: POC ANN POANTT
$I9° ATLAMD FFPAR NAHU o0 NIRHLNT < 927 £R2JA P8 PATRE:
APAL ANNN, AL T97H AANT A% ALY 9o +2H AT8F AT N5+ NNTNCS T
APASFAL &oNEATR NPT ANG APASFA AREARLP AP APt PANT ATH+ETT
U9rT Mmeet -

Describing her 36 years of service to mothers in her community as a traditional birth
attendant, Emama Tenagne said

I have delivered countless babies... I helped deliver four twins, and 3 breeched
babies. But thank God the mothers and the babies were ok... There was a day |
helped four mothers in one day. ... I even helped mothers deliver in hospitals. The
doctor told the mother that she had more time and left. I was in the hospital
accompanying my other neighbor. That girl [who was told its not time yet]

begged me not to leave her there. So | stayed with her and she was in full labor- |
helped her deliver in the waiting room! The baby was born before the doctor
returned back from the delivery room. ... And I never charged those mothers a
nickel. Those who can afford it will bring me some gifts to show their gratitude”.

A ATEM AHU PATT $MCA NFHA® N §F@ hH U 4 T3 POASNT Ak:
: 3 NFARA @M NAT NEMTFFE PAPM. AET 1N4 AAN+NNA AT8A DALTD-
PH 9IH 91T &CYT ARZNT AL, 14Nt INSTF NANET PAPHNT Yh 9P T4.L ATE,
AA 917 999 hdm ARANAN 97 £872JA:

MPM- 49° LMABAL ATLT T Y8 AL N AP+PAPNNT UART A7AIR L9790
MLAA £9° MPA, ANt AATN 4 PTATANNT DT AA:

AUT ATETT UITT 19 UNGRT Aok 10 AM- YN.9° PR YLM- BN&AA N+NA 97
A18TF BU N&A PF TH8AT:: AL NTAIIAT BATE IR Neb T AAATIR N1 1M~ AUT
2N AATFE A>G9R TH+E ATR MCE 8N NATA NAG TR TH+E 1NC
P LA MY A8, BYTT AN NR AAD-$IP::

PATFA @A YNPFITR 28F APAL AM-PAU: UNM™ AU AREAJR
PIRFMALD AA A8 ATRTY +NAe AANF AR L ATHTP MAD-T AT8FY S NA Ak
AAT: AL NH Ak NFA ATL NH ATE NFA 2FFL+T APARNT PFP+7T L2

ANNRPaEMm E/N AB+Y APAL T 29990 AT NATE, ATS.MAS. 21 Y8 AT
Y-
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Emama Tenagne also confirmed that women do give birth on the road while they are
being taken to the health facility remembering how she ended up helping a woman who finally
gave birth at the front gate of the hospital. She said “I tried to get her inside the hospital but it
was impossible. Thus, | found a large carton outside so | lay her on the carton and screamed for

help. And she delivered there.”

AL R99P ABt A N NFTAL §¢4 ML LIIAA APLEN 1o £F7Y AE
PAPALZT- “@eh, o hA®m PATHA L8 A8 ATET ATLNTD” BA FA:
AP+INNNY UNTHA T48AT hH UATHA 8C IC A15+T “9°7 PIR” NA%
FNY FOOHTAT AT “9Pm AORF 1D FATAT BCRT MAENT ARHA
APAN ATNFF AAUT AA: PNTHA NCE PAmMNT AT 28 AL NTLCH AF
amm: /890 NCRT ATTU AHT NCTT AL AATTUT £2MA% A AHO-
MALTF -

Emama Tenagne also mentioned that she helped another mother a couple months ago,
who delivered on the side road.

When | my neighbor was going to church she heard a noise and when she gets

closer she found out that a woman is in labor so my friend called me. | went there

and helped the woman who delivered on the side road. | used plastic bags instead

of gloves because gloves are difficult to get. Then we took the mother and the

baby to the hospital. But, | found out that the hospital gave away the baby girl to
an orphanage, because the mother is destitute and has a mental illness.

AL NLTN 10 ATE 2318 MALT ATLM-9° ALY CN 7 NATE 68 AT
®L IMNCARA N/A ALE ATRP AA NTFA 2N AF78 8C AT 10» Nt ACI
INC PIPFPMMM AT++ hH 2ZRAT AT Y LNFA ANd APAE ATNT
LT AT AMP4 PNTFA AR NH AB+14 URST 9NLLP A L3t

In addition to neighbors and kinship structures, there are existing community based
associations that bring residents together fostering social ties and financial support. Some
associations may center on neighborhoods collaboration considering the physical spaces, such as
kere and equb; and/or religious affiliations such as mahiber and senbete. However, members can

belong to more than one association simultaneously.
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Kere or idir is the largest social and financial institution where members make monthly
contributions that can be used during funerals. If a member or a close family of a member died,
Kere arranges the burial, cover related costs and accompany families for at least three days after
the funeral. Kere also lends necessary cooking and dining materials, chairs and tables, tents, and
other utensils for members during significant events such as: christenings, graduations and
weddings. Kere also lends money to members during medical emergencies. Women also have a
subsection—yeset idir—where where they strengthen their social ties, and help each other in any
event [good or bad]. Thus, research participants explain it as a socializing and information
sharing platform.

Emama Fate strongly believes that idir [Kere] fosters community spirit since it brings the
community together during difficult times and members create personal ties within the bigger
structure hence they help each other during death, birth, or happiness.

Sinidu said “Idir [Kere] meetings are venues where a lot of people gather together.
Hence it is a great place to raise awareness on any social phenomenon. Mothers also get

information in these venues. If there is someone who needs help, members support each other”.

“REC NHA@ P75N0F NF 1@ NAHU NANAN @F PA+IPLA: £Y M4 ITHN, T9N6hNEB,
e /n 1M ATFFIR mé 110 P15 A ALCT L9190 £28SA PHINSAT ATT NAT £28AA

AL I&T ATANNN PRCIA

Aynalem added that if someone requests help, idir [kere] is willing to provide financial
and technical support during wedding, christening, other events or medical emergencies. With
the spread of HIV, Alem indicated that Idir [kere] has even changed their bylaws to increase
members’ monthly contribution in order to support orphaned and vulnerable children in their

community. Alem added “community based associations understand the challenges and needs of
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mothers better and create a collaborative atmosphere, thus they play a significant role to enhance

maternal health” “@UN&F ATHT MG PATED MG N&E+E P+AA 10~ NAP+THIR PAD-T FIC

an/ 8490 NMM$ID NA 5 MM LT P+Ak §FMm”

Meseret discussed the importance of being a member of Idir saying

idir is so important. I am a member of two Idir. God forbid, if a child or a mother
or a father die, idir provides all the support including emotional, labor related, as
well as financial support. In addition, if I or my child gets sick, | can borrow
money from my emergency savings and use it. Then I can pay it back when |
recover.

ATNE ATMM INC ALY 917 AP TR AM ARCeRAL 5 AT MME ALY ARCERAU:
t AEC RAT AL &R 2 N 1D PAT ALATR BMPTIA ATPAA APCID- A8, AR
2AR3A ATYF T ANT @TLIRT ATF ATINFHHE BT NHenTILTD AL ML AL,

N1Fage AAART NAAT 27 NC AD-DF AMPTAUAL NH NCF N¢T aRARAR
1o

Hizbe also highlighted that Idir [Kere] plays an important role for mothers especially
those who are in labor and needs to go to the health facility by coordinating volunteers or
members who can carry her on stretcher beds. She said “a number of men are needed to carry a

woman in labor to the health facility since she has to be carried on a stretcher bed [locally made

of wood and hide]. Thus, even if she has no relatives, Kere recruit volunteers to carry her” “f@-
APT NCNT NAG NATT T NADATA - AA+F+H0O- 10 PAY.MAL F HARE ATNT NPT $4

PNA 71C AA: NMF P12 1M 2N L 4 Emama Halima explained community support as

essential part of maternal health services that are available. She said

It is the community that support each other! Government don’t have enough
resource to support everyone. Government educate community members and tell
you to have prenatal checkup and may provide nutritional support for very few
selected mothers. But the real hands on support is from the community [cooking,
cleaning, feeding, accompanying...etc].

UNZEAMT ACH NG 10+ AE P92 88 M- AR T9NTF NPT ATPF £2.84A AF9N T

PO PAtTIRLA ATE AD 10 ATLPPE ASIIC IN+ETIR PR ThNNhND-::
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a3t P NART +APCaRs Nde F/F 2AMA AAET Paf PhrtY aeCmm-
goa £AMe APARHY

In the same manner Mahiber and Senbete, associations that are affiliated with the
Orthodox Christian church based associations are also identified as sources of psychosocial and
financial support for mothers who are members as well as outsiders. These associations are also
important platforms where women exchange information.

Mente said “I have Mahiber called St. Michael. If any member gets sick, we contribute

money and visit that person. If s/he needs money for medication, we all contribute and give the

required amount” “APY MNAA TMUNC AAT PARUNC ANA N FARIR APH+7T 0+ PHM-Y BHY
MLPT ATTMATI MLIR LY PUA UNTPT PNLAIA NA APH+HT ATAMPAT:: ALC AAT 917
Al A .92+ 10> PR 8M-"

Tsige added “there is Senbete in every neighborhood. Whenever there is an event they

exchange information. Any information. If someone is pregnant and experiencing complications,

her colleagues tell her to go to the health facility and get checkups” “A71N+ NeIM- AA - A4 PA
1@ NH ASF BENNA: ATL PATIFOT AATL T 160 MCI° T F9C hA hhA 427 A78.U

AT8.U NL MS MNP NHYLE AT U AT8U 10 &N NEATFE MAT 1D~

Hizbe also confirmed saying “In my Mahiber, we contribute money and set it aside for

any emergency. If a member is short of money to get medication, we use the emergency money

to help the person in need. We help each other” “AH.U £919° AU PARCLI® TUNC AA:: AH NH
I NC LPMA LPd0mg AM- N, FA09° N&EDTT ATANI® N+AL NC PAAD- NPT NC ACH

NN 288 MAT 10»::7
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In addition to the financial support, Bethel said, associations provide physical and
psychosocial support.

If a mother is sick or if she needs help, any kind of help, her association is the first
to responde; whether she is delivering or she is throwing a wedding party. For a
woman in rural village, her community is her primary support. Her community,
her neighbors are the ones who get her to any medical facility since she has to be
carried in a stretcher bed. (Bethel)

N+AL L9192 hFFaoge ¢ e-anm. Py B (ARAT ATHU TUNLT TFO:: NFDAL I
NFTLCIR AT TFO: TMEC AAT AT MUNZAN: NE+HE AJZ 10 ARV F gD
AR ATN, PARPLCAT AUNZAMT 10 NhAI +ANTE 907 NAe PAR.MNLE Z2NF
MUNC+E 10

These social gatherings are also used to discuss challenges within the community and
come up with shared solutions in an informal but powerful settings as it allows women to share
their experience, to voice their needs and be aware of developments in her community.

Mahiberat raise mothers’ awareness in many ways. Mothers who participate in
social gatherings are much progressive and aware than mothers who stay at their
house, since those mothers have access to information and different experiences
(Bethel).

MUNSGF PTHTT 1Pt UAST N& PALLECT RAPAAGA: TR PETD ANT @A
F&T PIPFMA AT MUNET AL PIRHA+TE A F FALAT: ML MUNC NHLE
PATRE A RFPLA AT1878 TICTT 15 AT

2. Policy-Led Facility-Based Maternal Health Services in North Wollo

Research participants identified available facility based services for mothers, how the
services are delivered, the level of service utilization, the challenges and gaps in the service
delivery. | also observed various health facilities within the community which ranges from health
posts that are located in every kebele [smallest administrative unit—neighborhoods], health
centers in Woredas, [larger towns- collective of different neighborhoods or provinces] and the
referral Zonal hospital, Woldia Hospital, which is the only hospital serving the population
including mothers, from all over North Wollo. Except for small towns and cities, almost all

facility based services are delivered by the government free of charge.
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These facilities deliver pre and postnatal care, which included: vaccination for mothers,
pregnancy checkup, nutrition counseling, expected delivery dates (EDD) calculation, delivery,
postpartum care, vaccination for newborns, and family planning. Except for delivery, most of
these services are available at health posts stuffed by health extension workers.

The health extension workers | interviewed told me that they conduct home visits,
identify pregnant women, and provide them prenatal care connecting them [pregnant women] to
the formal health system. Health extension workers do not deliver babies but they encourage and
sometimes accompany mothers to the nearby health center.

Mistre confirmed that there are health extension workers in every kebele. She said

No woman should stay hiding in her house. Hence, we conduct home visits and
find pregnant women. We inform the local development group (government
cadres). They [the development group] bring them to the health post, where they
would get health education. Then, they will start their checkup and be told to go
to the health center to deliver their babies. If a mother knows a neighbor who is
hiding, she will be able to convince her and bring her to the health facility. Her
husband will also be informed in order to facilitate the access and utilization of
the health facility. The moment she start having contraction, community members
will carry her to the health center on stretcher bed.

UAI® $NA AL PMT AANETAT AGtPT Ak 119 ATF ANT MNP dP/T
PANFTI® NAHU NF ARt 2HEA NHU O%F 1NAMC ATETT ATIEFPAT:
AATIT FE79° £7174A NAHUDEL M5 A Pam 34 MG F/F +A D+ TH8AT
AA N® ATNT Nt NS PP NA PF ATF AL FaMT FPTAT: NAHU
L@ AFFAT FE IRLAT P ALHT MT MNP FMMATF AT AT NF
AR+ 2LCAA:

Hirut said “we [health extension workers] work at the health posts. We provide

vaccination, family planning services and first aid. We also promote the 16 health packages”

“APT MT NA 10 MG KANETATT TF@ PANT 17 PAFNTF A74%4T 25 PN+ATN oMY

ATA°F 3% First-aid A7N4ATY - 16792 PMug ThE2T ATAGATY”

Then, she added:
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If we found a pregnant woman [during home visits] we inform her to get prenatal
care and to give birth at the health center. After she gave birth, she will have
follow up after 3 days, 7days and 6 weeks. If all women follow these routine, then
we could make a difference in maternal health”

NFPFMAL AT NUPIF NNCSTF PReam mA L Attd AL F2C NTPTDALNT
MPF+I° (M MNP ATEFTDAL T/ ATAMAT NDALTI® NBALI NDMALT $7
N3%q N7 #75 N65 M AP Attd RRZIA: BUT ARLAT MAT NTHF AL
Me AN AA AT 10k,

| also asked health extension workers to reflect on policy led facility based services as
mothers and community members, in addition to as a professional providing community based
care. Tsige said “I started working as a health extension in 2005. There are so many changes
from then to now. The community is more aware about the importance of facility based care. We

[HEWsS] are also getting better at providing care and support since we have more knowledge and

experience”. “N& API® AA NNE+ £AAA: AL RANETAT U +a2 2NN 97 10 hH 92 AT
AD- APIND- AP MtA:: LUT 10r:: AGIP 4ofr ATHT PAT CULY NMID MG 10 FIRUCT
MUNZAMN NaR@m-AS. P+ ATIR (HEW) hMM$F7 haD/8 %7 P+1A AD-m AA:”

Other research participants also confirmed that they use most of the services provided by
health extension workers in their community. Birhan said “I do use the services in the health

post. It is free and | will go there every three months to get the injection [Depo-Provera shot].

The service is good and they give you the pills based on your choice” “APT AMPTIAL M
MNP 7@ 19 1@ 914 I ek NP3 M4 FLEAN +@+A FARenAN ACNLN & 7O ALY+

PO AMA ATE NAZARAM 1M 2ATHTHA ALATH NAM- P9 PLLTHF 1€ PAGD «
Minte added:

Health extension workers advise pregnant mothers to have regular prenatal
checkups from the very beginning. Therefore, we will go to the health post every
month for our regular checkup. And when we are there they treat us well. Then
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we give birth at health center. If we give birth at night we will go home the
following day, and if it is in the morning we will go home around dusk.

ATTIT AT918.U ALZTH E9RC ANNLOAL 220 ALZ7H PMes A Y87 +h+AT 15
U N ALBIRC MST ARETATT AT8U 9929 AANTU NAD- £2APh4TA hH
N+aenCim- a2AZF NPM4 ANN 9 MC 220 AFRCARL ATH8AT N9 MG 719 o
ATPH ATLEAT A9 I&EA MC Y@ PRLPA+HTIS8T NLYIN NACY+ -
P PNTTI8. T ATMASAT NNCYT 68F £mMNPA hH TF hMALT MPt
ATOMAT MPT NOALIIR T F AT ATOMATY

Zebenay highlighted how situations are changing overtime for mothers saying

Before, we give birth at home with the help of traditional birth attendants. Today,
it is different. The government provides care for pregnant mothers. There is
prenatal checkup, they give us medication and deliver our baby.

MAE, Nt599 P ZNFF £RTA N+ANI® hA P@ NLIN 3hNhngA &
ATEHAD MG AR NEATT 10 PIPTIMALD- 4T DALY PO APAS PPALTA
ATEHLD RELATD HE 1Y aP39NF NRIN NP5 '+ ACTHTTII £AMA::
NIDMALI L99P NLFN LARLIRLA ALATFO- GRA 18A NAD- PPA::

Research participants also mentioned that they are more comfortable with health
extension workers since they are all women who could better understand the biological and
sociocultural challenge.

Delivery is provided in health centers which are located in the nearby towns. The
distance and time to get to health center varies depending on mothers’ access to transportation
and the topography of their location. There is an ambulance service for transporting mothers to
get to the health center and/or the hospital if there is any complication.

Zebenay pointed out that the development group representative will call the ambulance
the moment they are informed. If the location of the mother in labor is not readily accessible,
community members will carry mothers on stretcher bed to the ambulance. Selam confirmed

saying “the moment she starts having contraction, we [development groups] will be notified and

make a phone call to the Woreda health office and they will send the ambulance” “hH $5F@-
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NFm$ NUPA NG OC ATMFATN BANA: BEMAQA ATIC €04 NAA: NAHU B@-Z 9PAF AdRaD?
2hae% At ATLMAAT: ML ™28 LLMAA ATMTFATN RAPMA ML AC2A £484- NH L99°

CELCTNARATD ML MASP MAL P LYBNA:”

Meseret, Zere and Desta also pointed out that the ambulance will take mothers to the
health center to give birth, and if there is any complication the ambulance will rush them to
Woldia Hospital.

The national health policy promotes facility based birth forming new and using
existing community based structures to implement this goal, through sanctioning
homebirth, and organizing various training and awareness raising programs for
community leaders and elders who can influence behavioral change in mothers’ health
service seeking behavior within their community. Bethel confirmed that traditional birth
attendants are restricted from assisting homebirth since they do not have enough science
based knowledge to identify complications in time and handle emergencies. Traditional
birth attendants do not also have the necessary tools such as gloves to use in delivery.
Tayche mentioned “these days, mothers give birth in health facilities since homebirth is

sanctioned. If a mother gave birth at home and got discovered, she will pay 500birr and

the birth attendant will also pay another 500birr”. “AU7 PAFR:: AJR NPMT 72N
NATNA AHD MT MNP 10 PTYMALM- PAPAE 500 PIRT+MALD- NF P9,MA LD~

PAgE”

Tsige also discussed they used trainings to promote facility birth as follows:
We organized HIV/AIDS training for religious leaders and traditional birth attendants. This

training highlighted risk related to homebirth, including HIV infection and hemorrhage.
We also told them that they will be held responsible if the baby or the mother die during
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birth. If they are aware of this risk, they will start referring mothers to health facilities. But
if the mother lives in inaccessible far places, it is hard to refer mothers to health facilities.

NAL@® hYLaPF ANTF IC ATRL APALTYT ANAN MST MNP NA+MT At Ao
AL fanae NHIV HZP ATRP NFPF +mPe ATLMUr MST MNP @NLY
ANAMYITTPA: PO MPAL AT8+M-F ML AHU ATRAN TATIO-:: o +2HAT AT
ANA A NAD AMT ANNETAT AT8797% HEW £919° L MT MNP ATE&FANh 10
PAAMSF@® 17C 1% PNF CPT AUTIR R71LNA::

Sinidu also confirmed that the government is forming community-based structures to
recruit cadres and promote the national health policy which is focused on facility based birth.
Then she said:

The care and support for mothers start within her household. Then neighbors and
friends come along to provide support. | am a member and a leader of a
community based structure called 1 to 5 development group’ which provide
trainings to members to raise awareness and mobilize the community. | was a
traditional birth attendant for more than a decade. But now | am a member of
homebirth eradication committee. Thus, if | see a pregnant woman | tell her to get
prenatal care and to give birth in a health facility. As a group that belongs to the
community we [members of 1 to 5 development group] also visit and assist
mothers who are pregnant or sick in their household. We also gather information
from other groups if there are pregnant mothers in their community who didn’t
have prenatal care, and if there is we go to her house as a group and educate her.
Thus, there is support for mothers at every level starting from her household to
the structure.

A28 ANNM, Ui aREan/ e NN LEIRLA: ATANNND 823 NIZNT fd-:
NHI® NATE L 385 LmAA: NHIR o9 AT +L24.B+5A A/IC £APNT7T 1/5 PATHT
&7 AAT hH /T APOALTIM-: NAHU A5 ACH NCH AP+NNNNT 10 PATD-::
160 M AT NAT AL AUT PATRE APAE: 15 NE LM TAT 1M AT R90P PN
@A OA, ANOIE a4 5 PL AS $9° 9o 1= R4 NA L9 1&A M-C
ATETT NF ALUT PFananF AT ATNNANNT: ATT NARP T TIAT M- 16N
M A ATNNNN PNLAIFA $E DAL AAT 2UL DAL AA AFFHA FRCIAT
®L NAT P 1 A5 F&FPTFT AT LAY NTIE 18AM-C ATT AAT DLID NtTA
FLLIAT @290 48FU MLPFEFd ML NAT ATMLPAT NNF ATANNN
B9ee ANN AT (F&F 20 ATT ATANNN AAT:

71to 5 is a community based development structure that is formed under the structure of the government. It is a group of 5
members with one leader in every neighborhood. There is women’s as well as men’s group. 6 groups will then be clustered under
one general leader who is considered the ‘administrator’. The groups report to line government offices in their administrative
units and considered development actors or allies for any social development programs.
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Adding to governments effort to promote facility birth birthing, Kinde said that the health
facility in Beklo Manekia has allowed family and community members to carry out some rituals
within the facility after delivery. “when a woman give birth at the health facility we make genfo

and have coffee ceremony. The neighborhood will contribute through their development group

and get all the ingredients ready” “A78F ATt M5 MNP NTDAL 7€ £714AFA MS
MNP AT 1@ ANFEI® NN PAICLID APAT +ANA EHIEA MT MNP 17€ AT 4+

NPATYF ML NPALLEE+ +PPC AUA LPMG PARCLIR ADAT 912 AUA LHIBA”

In small towns | have observed small private clinics run by health officers or nurse
practitioners mostly provide general services. | have never encountered clinics that provide
delivery service. Research participants also mentioned that they go to private clinics to get Depo
shots, which can run in short supply at health posts due to the larger demand.

Summing up, Bethel reflected on facility based maternal health services saying
“Compared to the past, the current situation is much better. The government created networks to

reach women in every community. Having health extension workers in every kebele, and making

contraceptives available for women is a great start to enhance maternal health”. “NN&+ IC
AIRRC AT PAD- MIP RAAA: B4 M- MG M- AT PHZ IM- network NMIP M 1@-::
NPANNNMD- NPPNA®- MT AANETAT T AOFPE FP M THFD- D4 10 HEW &% A TPAL

M FATE MG 07

When participants discuss about maternal health needs and maternal health services they
discussed it holistically. Their explanation was not only focused on medical needs during
pregnancy, birth, and after birth. Their major focus was the emotional and socioeconomic needs

and supports. They highlighted the importance of easing the household work burden of mothers

163



and accompanying them through the process of birth and during the 40 days after birth, assisting
in basics day to day activities such as cooking, cleaning, collecting firewood, fetching water and
managing the household. The traditional community based services and the spiritual values
placed on motherhood and helping new mothers allowed mothers to recuperate their physical and

emotional strength, after going through the traumatic experience of giving birth.
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VI. FINDINGS CHAPTER I1I. GAPS IN MATERNAL HEALTH CARE

Research participants reflected on the gaps in policy lead facility based maternal health
services as well as community based maternal health care. In these process they pointed out
various traditions and beliefs that influence health service seeking behavior of women who
require medical services in general, including: general health checkup and treatment, as well as

reproductive health.

A. Beliefs and Traditions Affecting Facility Based Health Service Seeking
Behaviors of Mothers

1. Perception of Birth and Death

Research participants identified birth and death as a natural phenomenon. Birth is part
and parcel of being a woman and death is part of being a human. Based on her experience as a
traditional birth attendant for more than 34 years, Emama Tenagne said “all the births I assisted
are the same. All mothers give birth the same way.... She added “The difference in facility birth
is the additional support a mother may get if her labor is hard or if she experiences hemorrhage.
For mothers who deliver normally, it is the same everywhere—just cutting and securing the

umbilical-chord.

ATRM AL NPLENNT TUN ADMAAL PTRALNT 17C PATR: TR AL 10!
ARYE YNI® N L9° N&NA APLYLTF £54-A NH AL 9o A,MT ACSF AFLO-
£FAA: ATE 12U ATLADS. AT ANTIR PIRFL10 PO MPAL 1O ATNT
AAC Y0 Y9° PO Y@ ALY IH@- LUST BT U TSALT PR N3 $5% 10

P MM AL AT Y ALY PTAAT UL 10 POAL DT AZ NATNCH T9AT 10>
9 7 1@ P+ NAATIM ADFF AT ym-::

Emama Fate also confirmed “in the past traditional birth attendants were very

knowledgeable. They would assess the fetus using their fingers and if it is breeched they correct

the position. That is how we reproduced and get to where we are now”. “1N% AP NLHTN
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MY$P & (LHCIR NMADRGR Pag PR Payan/gng. NASFM- AT AT8F AL CIM™ ANT AR
APLCTF FhNA £aPMA AE NF@ PARARAN 1N4 NIH PFO NMPFFM- LI° NAD (YT

A1EH RPUYY RPN RLTA RETS

Hizbe also explained “mothers strongly believe that they can give birth at home without

any complication, with the support of God. And for most mothers, homebirth has no

consequence. So nobody attributes harm or death to homebirth”. “AM+ NAAT® ATIAA A7E,
2 LRALT ATE, AH 12T AH, A®M7T ARTF PAM-IP: NH MPA>T A PM-kFI0: ANF
NE@>AS® 8% MLCANTFE NH PAI® NNTF AL 10 NAHU 8% PA®-° NAG-
PANA: Shewa added «... for the community here birthing is the same, whether you do it at

home or at the health facility. And, if death is to happen, no one can stop it. Therefore, mothers

prefer homebirth and the help of traditional birth attendants”. “ANF@® ATLLTTU
NTDASI® FOASATU: NTFMASI® I°F ATLM ALPLI® AT UNTPT T48ATU? NATLA

PF@ NNATIC M™1A 1@ PARMAST”

The notion of death as destined has significant influence on mothers’ health seeking
behavior. This notion is confirmed by almost all of my research participants despite their

academic background or professional experience. Selam boldly said “if it is the destined day,
people die” “®'r PRZN 917 £9PFA:” Emama Halima added “Allah is the only keeper of life.
Mothers die [in health facilities] even leaving their twins, if it is her day, no one can do anything

about it.” “APY MY > AE MALMD- APIP+ 10» PA! 9O FZ1PAR? AR £9° A AT918.U

Y& Z NLLA I £2.IA?” Sereke also confirmed that she knew mothers who died in health

facilities as well. Then she explained this notion based on her experience saying
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| gave birth at home with the help of my neighbors. Those days were ok. There
was no health center and fear of HIV/AIDS. The experienced women would
measure and cut the umbilical-chord, pick up the baby and cleaned it. Then, the
mother will sleep and recover. However, people go to health facilities these days.
But if you are meant to die, doctors cannot rescue you from death no matter how
hard they try.

AR NF ALDAL IR 7Y AL NOALTNTF ASE A 17C ATEHU Ad+I7190: NAFO-
RATI1719R:: AL RO19R AAPIR --ANNUT 240 M 1N® PAUT ALY KNTE
TF@ PPASTH PMNM-T° L4C PUTA ARF 927 NA &CM ABT F1AAT hH N3A
a+5+ 1@ ALY 8990 P@- YN I° NF NNLI° 24 YN9° I+ harmnt haet
APETTR 9H, 19 NPIFR ATPP FhT FARAAAT L4 PaRft 4 ALY PLAT
nyYhNhN+ haet A+ey9e

Birhan also added that birth related complications or death are attributed to fate. Even medical
mistakes are attached to fate hence, there is no serious accountability for doctors. “A%8.U AL+
% /8% ANLT 97 A PAR.PANG: PO ALA 1M N 10 S5 BCA Y0 PARNAD- A
PYNI® NUHT 1@ ARNATP::

2. Spiritual Indications

In addition, other traditional beliefs and spirituality influence mothers service-seeking
and utilization. Most mothers who perceive that they are possessed by a spirit will not use
‘modern’ health facilities. Explaining this point Hirut, a health extension worker, said “some

mothers do not want to get vaccination when they are pregnant because they assume injections
are opposed to their ‘spirit’. “HC AANY I2TIRT NAM-I ATLTRTE HC AANTFM-I NN FFO-
P PECT MAT 11 NFNF +NFM ATATE HTT 2104 BAA:” Meseret also confirmed that

mothers, especially in far rural neighborhoods, tend to attach everything to spirits and they reject
anything new or foreign to their cultural practice. Sinidu also added “some women carryout

different rituals that are related to spirits, thus they avoid health facilities. But these days this

influence is diminishing through awareness raising and education” “£9® N FF@- PN+ MM
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PANA AA - AC PAPHC AkE APL9 PAYANA Az PO+ NFH/F APMPLL, M ATE AT £Y

FC 1NCE

3. Access to Health Facilities

Research participants raised lack of easy access to health facilities as a major gap in
maternal health care. Even if there are health posts in rural village they do not have the resources
to fully provide the required services, hence they refer patients to the nearest health center.
However, health centers are located in major towns that are far from rural villages. The limited
access to transportation adds to this problem.

Hizbe said “if there were a health facility nearby, pregnant women would get services

easily. Nobody would have been left out due to the distance and inaccessibility.” “AH.U ANNN,
PtaA MG NA NFC IFAMC ATHTT NPAKX UNTT L5 4:: ACSTA NAD- P P4 AR T4

AP@$T9D NAM-I° P P4 A LT ¢9P::” And Zebenay added ““ the problem is that we don’t have

health centers nearby. There is no place to go when we are sick. The health posts are doing their
best but it is not enough.” “It is also very difficult to carry mothers who are in labor and walk on
these hills [pointing at the hills] for 3-4hours” (Misre). For some places (Worke in Kobo
Woreda, for example), the driving distance is about 60kms (one way) which could take more
than 2 hours given the poorly paved zig-zag road. Therefore, people do not want to take the risk.

Hence, mothers who can come to the health facility, but those who cannot will stay home.

4. QObstructions in Health Facilities and Service Delivery

The other important factor identified by research participants is mothers’ lack of trust on
the service of the health facility. Most community members perceive health professionals to be

incompetent and unprofessional. And, health facilities have stringent rules and regulations that
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are conflicting with the culture and tradition of the community. In addition, most health
professionals who assist delivery in health centers and hospitals are men. All these situations
push mothers away from using health facilities.

All research participants confirmed that mothers do not want to be nude and exposed in

front of men; however, the professionals who assist birth are mostly men. Aynalem said “it is a

shame to be undressed in front of men”. MT MNP AL PA APALT MILTF §FM-:: ADTL P3P
NM9J® A&t 1@-:: Fenta added “no body likes to be exposed in front of men, hence they prefer

women”. “hP NMIL &+ PN&L T ALDESFI® NMIL LAP ATT ATEMCM: 10 PR 74T

Deliberating over mothers’ trust of health facilities, research participants raised issues
related to overall competence and professional ethics. Shewa said “mothers do not trust the

health facility. They associate health facilities with unnecessary c-section and medical mistakes”.
“Pm HPE ATALAT FUPTATUT YNAPT N3TF AP PNANTEA ATEHU BNANY

Desta further explained

Health facilities could be scary for mothers since women are afraid of being
naked in front of stranger men [midwife and interns]. In addition, they always
want their sister or mother to be with them in the labor room but it is not allowed.
Traditionally women never be left alone in a room while in labor, as it is believed
they would be exposed to evil spirit. Moreover, birth is natural.

Yn9® Nt NTL AH A1C PO P+A4LYT 11C 10 &CYF £FCA: PAYN, O ay7gD
P9 7N PATR Y ANHED- AD- £A+C NFOT ALLA AU+ F9IN AT+ F9IN PARNA
11C AA: NH, AIMY, L9190 NFFU7 10 dP@AL P9RFFAT NAMATFO-
£AMTA AH YN9° NF UA ATHT ANHE @D PRI PFFO ATLHU 10+ AT Lo
P9 4Tt ANLFTT ATMART PN ATETFIR Ak AH, 10 AT918.U

Aynalem also mentioned that mothers do not want to be examined by apprentices since
they don’t trust them. But if they go to the health center, mothers do not have an option to avoid

students. For the students, she added, “it is important as practice makes perfect but for mothers it
is not a good experience”. “NH.PT AL L9192 1CA +TLPTF LAAFA: ATTILPT ATPL ANGAT
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10-:: 917 ADAE aRANgR K2 AR B A2ATD”, Ayda also added “There are mothers who died
after going through various surgeries after birth since the doctor forgot something inside them—

cotton, needle”. “AAM ATGNT ALLCT NYNITF FhA IH/ (L AP+O-NTFM- PR IO+ Ak

bAT ANt APHALATE NN+TIFR NTMCTE ATATIAT:: «

Emama Tenagne explained the faults in facility birth further saying

Doctors may kill. Because they follow their education. But their instinct is
important. Labor is like flood. It is not always predictable. We [traditional birth
attendants] sit with the mother from the beginning to the end. But doctors cannot
sit with the mother. They function within schedule. The other doctor has to
change into his uniform and study the case... so anything can happen during the
time in between [one doctor leave and another start].

A918.U YN 9R9° Ah P74 AA! ATRT NFE N+t ARTN Y8 - Iohe @Y
At A2 FMPIR AOF AILMMAM AT AMAS 10 NAD F°% +PF NAD-
AEMNFA NAD EONSTA €6t NAT ANNTEM 22N A1ITT® PATTR ATLAT
N9 6 NAT &40 NPT TCA4L™ PARNLD NH NBA ATS ANZAN 48A:: P
£ AN ANA 8P AC M8 NC AA $£% PF ATT AT TPTAT:

Selam mentioned that health posts and health centers may be closed some days. Even if

the facility is open, she said “the workers don’t provide good service since they contend with

each other”. “ Afr AA T4 917 AH PAULNEGT NPT ¢hNC ATE +RI™ AA: 97 LALHIP
N&+@F NPAAT ATATAT AA FINT ARFTA: PPILID FT7 PO 3 TFM NE+O OPA

NA P A7A%141F AA” Meseret also added that there is a significant problem in health facilities.

She mentioned “There is shortage of medication. Even if the medication is there the
professionals do not provide competent service. They don’t start work on time. And they don’t

care if a person died. So the community is angry and sad.

YN9° N+ AR F9IC AA MREYLT ARLD BFAA ARLYLF APA Adfr NTANA
ALNO™gR YHMNT APNAGE UHM APAPA 1M~ PARYLLM AH, AL NMID F9IC AA
Al AT AD- FI° MR Ak N PTLINTF FATD 10 ALNID NI°F ’&+
ANAAMT 1@ AYE A1 APAND: 1@ PARM-AF YNLIP NF ALY T AA
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Hirut also confirmed that shortage of medication, necessary amenities and professionals is a
major challenge for HEWs to provide quality service to the community. She added “I can only
do so much in my capacity and if it is too much, it is hard to provide quality service and

welcome patients with a smile”.

MS MNP AL PMMLAA MALLPT AF4E: EFAN: MINT AAJID-FIP
NAT™ P92 1, PAYA M4 @2 NEFI Nk ALLATE M8 AL Al £Y FoIC AA:
:NATI8U Us g ATH+RID N2UST ATNTTI29IR He AUT &7 N& +eNANR MPT
ALNFaRgn, 3F79° hAFd 10 PIRIPY PAG NHT NAA: AT$TT NAAGD
ANTTILT ATE 97 NFAP, £9° 9P EHNY ABMT 1a» PIRIAR PN T NA
PIRFPALM-I™ ATT M4 & AFTHIR: Mé ATANNN ARFZ9R: PEID
AOMTNTG FFL+HI® ATMTNT N1+ NF APTAU? NAHU 2UT 71C
P PA+hNAD D/ SMD Y-

B. Gaps in Community Based Maternal Care

Most of the gaps identified in community based care are related to the risks of home
delivery and traditional birth attendants’ lack of preparation to identify and manage
complications, if they happen. If any complications occur during birth, traditional birth
attendants, who are the major actors in assisting homebirth, cannot do anything more than
providing emotional and spiritual support since they do not have the necessary competency and
tools to help women in unfavorable situations.

Selam identified the problem of using traditional birth attendants as:

Traditional birth attendants massaged pregnant women and hold them upside
down to correct the position of the baby. They also assist birth without gloves. In
the past, it was ok to do all that. But now, there is the risk of HIV/AIDS, and a
better way to assist birth in health facilities. Thanks to the Government we have a
health center.

NUA AT ATLHU ATEHU NABTF@® £hhAT €N PAAK TNC ALY AT U9Y P17
MAT 10 ATFFTIIR ALPAS ATLAT LHPHSA Y LAL 37F APLTF PPABK =
97 ATLIHMT ATLNYTF AL PAS FOTIIR FoIC AALMZNTFEI° NHEA AL 917 N/t
I NAFERIR Mz PAx ALY Y APHATS 10 NATEF A+ T6-U AS APMAS.
1@ NMS MNP TAT 1@ AT BUT @$F 10 PH AST 97 ATk F/F DAAATE-
NAMPM-¢ MT LUST TF@:: AT 917 AT84FT UF PF oI AL LATR NA SO~
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AT IC aPm: MG ML NN &7 17 3Nt MT MNP Né At NATETR NPT
MIE 16-U AB ADASAU £UT ATPAIPAL-:

Other research participants also added that complications may occur after birth depending
on the position of the child and the strength of the mother. Community members, including
traditional birth attendants will not be able to save the lives of mothers if she has complications
during delivery such as: eclampsia, hemorrhage, baby suffocation, breeched birth, prolonged
labor, retained placenta, prolapsed uterus, except taking the mother to the health facility. This
complication cannot be controlled by traditional birth attendants.

Mulu said “I don’t like homebirth. I have experienced it. I have a problem of bleeding

and it is a lot of hassle to clean up after delivery. There is nothing appealing in homebirth. But in

health centers, it is all clean”. “A2 A% AT20 NF APM-AL JRIID e MADHID R OFPAU- Al
AT 290 2ENHNAA ANE 7 290 927 P FFATIMM 9ok R ATRM 8NP ALA: Yh9° NF

9% &84T AT8AY 1@ She added “mothers could face complications if they give birth at home.
The baby could be breeched, they may suffer from hemorrhaging, fistula could happen, the child

could be suffocated. Womanhood and motherhood is loaded with the unexpected.” “AP7T Ak
AT ADAS. +8F LRCANTFPA: T°M- PA ARTHR AAPMT NH L9° ALAFD- ATS.® NAT AN

PAD-Y NH 10 NEA AA NHAL PA ALTR JF NT ABF 3L M-9° £aDM A

Birhan also mentioned

In health facilities especially hospitals, they can use forceps to pull the baby, they
will give labor inducing injection (pitocin/oxytocin), and perform cesarean-
section. But in home delivery injury could occur—especially when mothers lose
their strength to push during labor and birth assistants try to pull the baby out. |
have a friend who suffer from this problem [prolapsed uterus].

NOAL IC A3918.0 Y9° N+ AN ATDAE P9om aoid, +AMEA NPT AdID
NIAA ABEY N ++NT @PF QYT AL FIC L4AMEA: MUY ML M-gh.
P mMNT U2 AA PAOM-PFD- AT Ak NHU U3 AL P

172



Another drawback identified in community based care was the influence of
socioeconomic status in the level and quality of care a mother gets from her neighbors and
community members after she gave birth: i.e. when she is Aras — the 40 days after birth.
Research participants identified that even if the neighborhood cooperates and cares for new
mothers, the quality of care during the 40 days after birth which includes the food she eats, is
dependent on the socioeconomic status of the mother and her family. Aynalem strengthened this
point saying

If a new mother has money and support in the house she will be cared for from 3
to 6 months. Bur if she is poor she will start household chores after a week or two.
If there is no support in the house, we would start working after two weeks. Or
sometimes, we work at night and go back to our bed during the day, and pretend
as if we don’t do chores when neighbors and friends visit.

3mC-6mC &N AT NNCYT FF2AAT MN FIRPAT ANT AO- PAFD- LUT
77HAN LAF@® AN NAT hALYT 97 P@- 2Y NPYF NATRYE +90F 9°8 AFIN
TFAAT AT ¢ AN 7THN ALAT N&tHEAM+T N15 €7 +IN+T PIRINLNT 0P F
AA AT8Y8. 9190 AA T AN 8217 7 IRY9R ALANS AD- AT FFF AL d6ps
NAT ML haM. 38R FFY IC ATMLATY

C. Supply Vs. Demand: Visual Expressions

All participants acknowledged that maternal health services in their communities are
much better than the past. They identified that there are available resources to mothers providing
prenatal and postnatal care; and mothers have a better option to utilize facility based delivery.
The presence of an ambulance is also encouraging and facilitating the conditions for facility
birth. However, participants also identified that the ambulance is not reliable due to various
infrastructural problems. Unreliable mobile networks, shortage of gas to run the vehicle,
inaccessible roads are some of the identified problems. In addition, participants also identified
that the incompetence of traditional birth attendants, the spread of HIV/AIDS, and sanctions on
homebirth makes maternal health complicated issue for community members. These
circumstances complicated the decision for homebirth as well as facility based delivery.
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However, when research participants compared the need with the supply, there is a
substantial disconnect. Participants represented this big gap using various sized rocks, stone

beads, bottle caps, and household and farm tools — Shovel and spoon.

Figure 25: maternal health demand vs supply: pictures from visual dialogue

Several research participants represented demand vs. supply using different sized rocks — bigger
rocks representing demand while the smaller ones representing supplies with the smaller ones.
And they explained that the smaller rocks represent the needs being only partially met. Examples
used by several of them were the demand for contraception and supplies. Most mothers in
community use and want to use Depo-Provera shots, however due to the larger demand there is

usually a shortage. Hence, women are forced to go to a private clinic that cost them money, or

replace it with pills or other longer term contraceptive that is available in health posts.

Figure 26: maternal health based demand vs supply: pictures from visual dialogue
D. Summary

Thus far, | have presented the findings in relation to the first four research questions: 1)
how do mothers define their need? 2) To what extent have their needs been met? 3) What has
helped the most? And 4) what are the gaps, if any? In response to these questions, research

participants eloquently defined motherhood, identified their needs, available maternal health
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services and the gaps in the services. Examining the responses, the influence of cultural norms,
traditions and rituals is clearly visible. Cultural norms, traditions and rituals influence their
conceptualization of motherhood, the foundations of community based services, maternal health
service seeking behavior as well as service utilization.

The next chapter presents research participants’ reflection on the final section of the

research question: what do mothers think would improve their situation?
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VII.  FINDING CHAPTER IV. MATERNAL HEALTH: HOW CAN WE ENHANCE

IT? AND WHO IS RESPONSIBLE?

This section is focused on research participants’ deliberations and recommendations to
enhance maternal health and minimize maternal mortality in their community, and considerations
on who is responsible to enhance maternal health. The major themes identified in these
deliberations include promoting awareness raising and community based collaboration platforms
to address issues related to maternal health; helping women get economic independence through
technical and financial support; addressing major infrastructural gaps that contribute to
psychosocial and physical health of mothers; and improving access, reliability, and service
quality of existing health facilities. Participants also held the government as well as every
member of the society responsible for contributing to these needed changes. This section also
includes my reflection on my personal experiances as a woman and a mother, and the deep
conversation it engendered with one research participant during the interview.

These recommendations and reflections are explained in depth as follows:

A. “Bringing women out of their Kitchen”

Research participants indicated that women have to be able to participate in community
awareness raising events to get access to new information related to their health. Traditionally,
women avoid public events especially those that include men. And honestly, women do not have
time to participate in long events since they are always occupied with household chores, raising
children, attending social events in their neighborhood [wedding, funerals, birth, religious and
other celebrations], visiting and caring for the sick and elderly in their neighborhood, as well as
seasonal field work. Tradition also requires them to be passive than assertive, to be considered a

‘good women’ or ‘good wife’. Thus, as Aynalem eloquently laid out “we need to bring women
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out of their kitchen”, so that they can participate in awareness raising and mass education
platforms which would equip them with the necessary information to make better decisions
about their health and wellbeing.

The government provides health services. However, even if these services are
available, the women are still in hiding at their home. Most of them are not using
the services. There is a good start in terms of contraceptive use such as Depo and
pills. However, most women come to get this services hiding from their husbands.
There is also a good beginning in use of prenatal checkups and facility based
delivery. But it is just the beginning! We need more! (Aynalem, Women Affairs
representative in Kobo Woreda)

NHU AhNN, ATEF 2U ATANNN APHAM 10 991®m- PAYAMM- PT+FT PMS
N4Y P AMD a0 1O 1IC A7 ATHUT A4 ST T4 AT 77 h3s
AADMI® M BIC AA 97 APAA TAN APtMed™ jm-: 9% 2UY 11C
P MPa-T NNAPED AM-$T 1M 24 PMPLPA +RNPM-I® PARMOM. Ak
AAAGE 919 MG MNP AL Y42 PARM-AL B-9°( AA: PR L AR MA L Fh AT AA
9% B9oC 1@ A4 A PLL PAT

A mother, as an autonomous individual, has to take steps to get her medical
checkups and follow up her health and wellbeing. Then, she can share the benefit
she gets with her neighbors and be exemplary (Hisbe, Health extension worker)

ATF La9° AL AN AMSTP ATFTA MEL AANTE PTTUHTTR mPIR AA AT
AT ATAME ST MAMP AANT ATAA AUPT AANT/ AANT::

There is education and information out there. But mothers have to be out there.
They have to participate in community events and use the services (Mulu,
Community member).

“HF NLYIN AA ALY AT AA PO ATST APM+M@- 092 1A I+ APM-( &
AANTFD-”

All these quotations from community members with different academic and professional
background shares one important thing in common—the need for women’s autonomy and a safe
space where mothers can freely participate. Otherwise, as those wise women put it, the
availability of a service does not guarantee its utilization.

The interviews also revealed that women do not have access to assets and capital even if
they constitute more than half of the population in North Wollo. Legally, women are entitled to
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half of their household assets after divorce. However, while they are married they are dependent
on their husband. And as mentioned in the paragraphs above, many women have no up-to-date
information due to their limited access to mass education platforms or public media [no
electricity, they spend most of their time out in the field or working around the house], and most
women cannot read or write. They also have limited access to make money since they are stay
home mothers, which makes them dependent on their husbands.

Most mothers are very poor. Even if we say they are doing well financially, the
wealth is controlled by their husbands. They face emotional abuse. Physical abuse
is also still there. Solving the problem of psychosocial and physical abuse on
mothers is very complicated. It may require the coming generation to step up. We
always say it’s getting better because we compare it with the past. But, women are
still economically dependent on their husbands (Alem, Program coordinator in an
NGO).

EAVFFO +TRATA AT AR FATE: ANHEE ATET NHEHE 1 L8 AR P
TF® PAT@® AN NNA PAD- PYNT ®RBDC NMIRTF NC 10 AT NOTIETF NC
1M AT NOTET &A1 AR R+TMRAZ+ 10 PATANTE- G AAT ANAP dM+
AANDLI® ALY RUT 10 AN ATRY PR PM4TT ANF PAD- A2 NMIP P+AP
10 ANAP A NP PP NTANTP 6bLT PT$F NPA PAUL F ALLATR 9RTANT NH,
N5A PAD @ADL AL 3D NAFA NN+PC NNE 1@ AT P+AA 10 PIRIAM-
nNE&Cm NTI%6C 10 77 NFP@ NANS T, AFF 1§ TFD NANHE 0

Alem continued explaining women’s current reality in North Wollo saying “for women
who are more than 35 years old, the difference is not much whether you are employed or

educated or not. Employed women can leave their house to go to work but most of them give

their whole salary to their husband to manage it” “N35 NAR P+aZMm- 9° A@ NHI® ARTF
PAD-9® PNF B-AM RTD- PO NG N%A NNF LOMA 97 LAPOHNTFOT 5 ATHID ALAPS
ANAF@- P PAZAMN AN

I was quite struck on hearing this reflection. Even though I wasn’t 35 yet, this narrative

was a mirror reflection of my life as married women—employed, educated, giving my whole
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salary to my husband [now my ex] to manage it, and often begging for some money from him
when | am in need. It was fascinating to hear and point out similarities across cultures, despite
the difference in educational and socioeconomic status; or whether one is from big cities or
living in a small rural town. Being a woman nurtured within similar traditions and Christian
based norms [for many] was a common denominator. | could not hide my mixed emotions from
Alem, my interviewee at that point, who noticed and asked “are you ok?”. Even if it is a very
awkward moment for a ‘researcher’ to be asked that question, it was a moment of truth for me. I
definitely broke down into tears and start confessing my life story to this amazing, wise woman.
Revealing myself to that level changed our relationship for good. We had a very honest
discussion about being a woman and womanhood, mothers and motherhood, the challenges we
face, the contribution of traditions in keeping the status quo where women are expected to be
submissive to their husband and traditions. We shared our upbringing, our journey as a woman
thus far. For her it included raising 5 children—her nieces and nephews—even if she never
wanted to marry or have a child of her own, after her sisters died of HIV/AIDS. Her struggle to
“fit in’ as a ‘woman’ since she never liked anything ‘girly’. As a child she recalls how happy she
was: never dressed as a girl—her father picked her boys cloth, everyone in her neighborhood
addressed her as a boy, and she always was with her dad outside doing boys chores. But once
puberty hits, things start changing and she started having encounters from peers in high school
and then college, which was in a major city. After college she decided to return back home
taking a job as a teacher in a very rural village, where everyone is comfortable with who she is.
Now, she is a very respected member of her community, known for her hard community based
work in the entire North Wollo Zone. At the age of 50, she still goes to men’s barber shops and

wears men’s pants and sneakers with full confidence. And she is a proud mother who raised
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very successful children. This discussion was very helpful and even therapeutic for both of us to
talk about our struggles and achievements in life.

The other important point that was mentioned by research participants was the
importance of educating women and girls to ensure their access to information and secure their
autonomy. Aynalem explained: “Women in this community are disadvantaged because they are
‘illiterate’. They cannot read and write; and they don’t have any access to information. Thus,
they have to be educated.” Even if education is the key to empowerment, it is a long-term plan.
On the other hand, women’s needs, especially health needs, require immediate response. Mothers
need venues where “she can voice hear opinions and needs openly to make a difference”
(Bethel). Hence it is important to come up with contextual possible responses addressing their
needs. The next recommendations highlight the possible ways to build women’s autonomy and
create conducive environment for women to voice their needs and utilize existing resources
effectively.

B. “If they know they may even overcrowd the health facility”

Most research participants think that the community needs to know more about maternal
health related issues, especially the risks related to pregnancy, delivery and postpartum so that
mothers and families could make informed decisions. Health extension works believe that if the
community, especially women, are taught about these risks, and benefits of prenatal care, they
would use health facilities and “they may even overcrowd the health facility” (Hirut).

It is important to use existing social networks and associations such as buna Tertim
[neighbors drinking coffee together], Idir/ Kere, mahiber, and/or senbete. Research participants
believe that raising the community’s awareness on maternal health related issues can be achieved

if existing community based structures are used rather than creating a new community based
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discussion group since women already have various traditional support groups they participate
in. “Women support each other and solve their socioeconomic problems through their networks
and social structures. They share their happiness and melancholy. They talk about their
neighbors or families in need and how to support them; weddings that are coming up and plan
how they could help” (Alem). Creating new groups would result in duplication of effort and
splitting the scarce time women have to take part in social events. Thus, if one could work
closely with existing groups to elicit and consider issues related to maternal health in their
normal conversation, it would be possible to raise awareness in a cost effective and natural
manner. It is also possible to bring sustainable impact since these structures have been, and will
continue to be part of the community.

Given the infrastructural challenges, however, the community [neighborhood] needs to
collaborate to get mothers to the health facilities. Without the support of a group of strong skilled
men who know all the shortcuts and can carry mothers on stretcher beds, it is impossible to have
facility based delivery. “Carrying someone on a stretcher bed and walking up and down the hill
and crossing gorges is a very difficult task, and it needs dozens of men” (Misre). I got to the
health post and then to the car after falling a couple of times since | had to climb a very steep hill
which was full of dust and super slippery. | cannot even imagine how difficult and demanding it
could be carrying someone, who needs great care—a woman in labor, and having to coordinate

with other partners.

C. “Involve husbands in maternal health programs”

Enhancing the involvement of men in maternal health related issues is essential for
bringing lasting change in the community. As explained in the above session, men control the

decision making power in the household. Thus, any community based interventions have to
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engage men even if they are not direct targets. Participants also mentioned that awareness raising
campaigns and programs need to involve men since most part of the problem is related to men’s

lack of knowledge.

Men need to regard women as their life partners rather than their servants. “Husbands
should consider wives as his equal and as his asset. This way he pays better attention to her
needs” (Zebenay). Hence, changing their perception and raising their awareness on maternal

health issues would benefit both women and men—the whole society”.

Men must be involved in awareness raising programs especially programs related
to family planning. Many women use Depo shots over pills because they don’t
have to remember to do it every day. And many won’t have menstruation during
that time. But if they have their monthly period and don’t get pregnant their
partners would question why? So not having period is preferred for most since
they use contraceptives hiding from their husbands.... We have raised women’s
awareness on the importance of using family planning thus far and they are
determined to use it. However, it is hard to hide forever. Therefore, we need to
work with men in the community since women cannot make a significant change
without their collaboration. We need to involve husbands in maternal health
programs! (Aynalem)

MILFI L9190 N YHM TNeNER, AL PA+E AANFO- N+AL L99P AIo+D-
AR A+9NC ATETFA RPT AANFO A$T 9° MIL2TFIR 99D 37N dR9gq
@INN NLFAIR: ATT L7 LEADCMA AL TAN NATLZA 10 2§ L919° NH
AT POC ANN NAT LR 10% PAIC ANN NPT M8 ATRT AFZIHID N EMLPFA
NAPF 17 FIC PATR NHAL +2NP ATPFDNE AT NAHU AUT NI Pe1FHN,
N AT PANT NDTE AL 10 (AT NTATIRLF NFPT JoIR PIRFADMMD-
71C PAGP::

Kinde also emphasized the importance of building men’s awareness in issues related to

family planning and maternal health to ensure sustainable change.

Husbands and wives need to discuss and decide the best family planning options
together. However, many women are using contraceptives hiding from their
husbands. Hence, men need to know and understand the importance of family
planning, its contribution to maternal health, and family wellbeing (Kinde)
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D. “It’s all with vour money and for your money”

One of the most prevalent recommendation during the interviews was the importance of
strengthening mothers’ economy and financial contribution to their family. For most research
participants having a sustainable income would help mothers to cope with psychosocial and
economic challenges. Income provide mothers with some level of independence and the ability
to take care of their health needs. If they have money, research participants argued, mothers can
send their children to school, provide their children with the necessary stationaries, which
provides them the emotional gratification for accomplishing their role as a mother; they can also
get enough food for the family, and achieve a voice in family decisions [which include use of
contraceptive, and selling and buying land, cattle, or a major furniture].

Strengthening women'’s finances also contributes to reducing poverty in the community.
Poverty is a real challenge in most parts of North Wollo. People base their lives on subsistence
farming which is highly affected by draught and famine as a result of weather changes or crop
pests and diseases. Cash flow in the community is also minimal and community members cannot
afford to pay for various services. Given this context, economic support is essential for mothers
to stay healthy.

Poverty is manifested in every spare of life in this community. People have no

access to so many things because they are poor. They are challenged. If one gets

sick, it’s hard to recover since there is no solution in government health centers.

But if you have money, you can go to private clinic and get a good examination.
It’s all with your money and for your money (Serke)

Ut AANT U4+ NUA 116 AT NANS T, 0+94 Ad- +F9C U 116 ACST
1D PAM-: A@ APHTIL 10 APIR PAAG: AD NALT AYF F9° AL E7ge:
gonTL+IR PARYNT YN Nt YA PIRL FAN ToC PATR: 7THN AT P74
Yh9® IC YN AT8U ACL N P+PP 17C PHAAA PO~ NTIHNR 10 UATR 11C

Research participants highlighted that mothers can improve their life if they get

the proper technical and financial support, access to markets, and training on financial
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management. Women have sets of skills that can be mobilized and used to generate
income. Therefore, Zere articulated: “it would be great if we could organize ourselves

and get financial support to be engaged in income generating activities. In a support
group we would work hard to sustain and improve our life” “@UNC NFLeI>AY
PLATTT N ATNGAT ATER AT 10 NNRI® 1 NIRTTR 1T ATIAARA ACT ATIEC
@39 P1 AT+ NATUF”. Alem also added: “it is important to educate women the
importance of budgeting and saving so that they can lead their life smoothly” “AH,U
ANNMN, PA APT AT8U NT989° NIRTIR LATILA T PTRLTFHT TTHA NTATY
AREMPaNFI® AAHY F/F aAM* AANT NTEF IC P+PPH 8N HNTAE,
MA+PDP AANT PATDT $HND- NAFE- NAGTFO- FCPTFOT OFPC LFAN:”

During my observation visit, the only privately owned businesses in rural villages are
public and goods transportation services [gari — horse carriage, bajajs, pickup trucks, minibuses
and buses] and small kiosks that sell daily supplies such as cooking oil, salt, sugar (depending on
the availability as it is very scarce), coffee (green beans), kerosene, charcoal, biscuits, candies
and gums. However, | could not spot a bank or financial institutions, private clinic or private
school, or a movie theatre. All health and education related services are provided by the
government. The very few who could possibly afford to pay or who are desperate, need to travel
to the city or major towns to utilize privately owned health and education services, which are

presumed to have better quality. However, they need to plan their travel far in advance due to

the infrastructural challenges.
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E. Develop Basic Infrastructure

Without easy access to facilities, service utilization is unattainable. Hence the need for

developing basic infrastructure such as road, electricity or other power supply, tele networks,

clean water supplies, and flourmills within the community was highly stressed by research

participants. The government provides ambulance services to encourage facility based delivery.

However, if the roads are not accessible, or if it is difficult to reach the dispatcher over the phone

due to bad telephone networks, this service is unreliable.

those villages are really far. The ambulance cannot get into the village. There is
no public transportation. It is only on contract bases which is very expensive
hence mothers give birth at home. (Bethel)

my78FM NMI° 4¢P @ AIMPATNIE APATNGR: NAHU Nt LMASA:
T&INTCHIR PATR: NMIR -2 1D NAHU ANt 2EMASA:

When mothers are in labor they will come to the health post. The health extension
workers will call the ambulance and send them to health center. If the ambulance
arrives in time it is good otherwise she will be carried to the health center and the
ambulance pick her up on the road. (Zebenay)

AUT PAGR 9o haemNt AST MT RA FAMAT A1y PO9FA NPT PPASA
NALT MS MNP AhA ALY +7% ATMTAN AAT P+aReNT BANAFA BH 2484
Fhe ATMEAN PORFLCH NPT NAM- NANID aBy7e REIRLA NH PO ATMATN
PRLANT PN BH RY8A::

Given this situation, participants requested the government and other collaborators to

develop the basic infrastructure such as road, water, electricity, within their community.

Developing basic infrastructure enhances the general wellbeing of mothers by significantly

saving their time and labor as they are responsible for fetching water, collecting firewood, going

to the flourmills or grinding at home.

Bethel eloquently explained this situation as follows:

The work burden of a woman who gets water from her compound is very different
from the one who fetch water from the river. Women who have electric baking
appliances are different from women who use dried out leaves and branches to
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bake. Hence fulfilling these basic infrastructures could make a difference for
mothers.

A18F NECNP @Y +AhTY PI°t$s AFT NNEL NC AR @Y NAE, $&7
PIPTMPI® AT BGP LALPA: PAPNGT Ui NAYRT P9°FJ°1C ASTHY
NkARTSH ToME PIRFHI9C LAPPA: NAHU AY8U ALTT d®AZt AT9t
NaRyoINt NTA P+AA 11C P 4A PTHT s NAPMNSP ATRC TIAT 10

Selam added:

We don’t have flourmills nearby. For pregnant women, carrying hot flour that is
just out of the flourmill and traveling long distance because there is no road and
no transportation is very bad. It is the cause of the problem [since it induces
abortion]. We need a flourmill and road in 014 [Kebele administration].

NAATT N1 9°ATP MAT 101 NATT 9°F ddF PAR$PTN AIRAA P& T
PAITR Afr ATE M@TF 10 D& ANL T N1L APAMRG A4P M- ARG L
AAING® >t AN, 1@~ PIRINM-:: AT8 PAGTT IOF At 100 AT RPTIND-
24 NERAPCAT BUT ATPTAT PIPAM- BY 10 A8 & T ¢ 14 D&
PATgR: A &F

F. “Ifitis not as good as my house, what do I do there?”

One of the major concerns on facility based delivery service was the reliability of health
facilities. Most health facilities do not have the proper amenities and supplies, and courteous and
ethical staff. To be fully functional health centers need to be welcoming and well equipped. They
need to have sufficient beds, medical supplies, up to date equipment and adequate professionals.
However, my research participants as well as my field observation indicate that most health
centers in North Wollo would not pass any standard examinations, if there were any.

Most health centers are new buildings. The maternal health wards in most health centers
do not have enough bed—only one delivery bed and another one waiting room bed, and no
ultrasound. Health extension workers and health officers use pinard horns® for prenatal checkups.

They also measure pulse using their fingers and their watch. In the six health centers 1 visited, all

8Unlike in the US, Pinard horns are still commonly used in developed European countries in preference to Doppler monitors.
They are considered more accurate and practical, less expensive, and safer alternative to the Doppler device, which picks up
tones that can be further from the heart.
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the midwives are men except for one women. And the staff members tend to be overwhelmed
and snappy. Hence, there is almost nothing appealing and attractive for mothers to use the health

center.

0o

Figure 27: Pinard horn

Hirut, a health extension worker explained the challenges in health facilities honestly as:

Health centers need so many updated gadget and supplies. The government need
to provide more beds and professionals. In the current condition, it is so hard to
provide service. you see me now with a smile on my face, but if you were here
earlier in the morning | was grumpy. The work load is too much! If there are
three women in labor at the same time how can | serve them? Thus, when
professionals are overwhelmed they cannot serve with a smile. They are more
frustrated. Hence it should be corrected.

MmS MNP AR PMLMA MALPPT AFE BFAK: dOI9NT AAJID-TID
NAT™PM-F9° N PR A Mg @ NEFI Nk ALLAT® MG AL Al £Y T9IC AA:
tNAT98U Ui ASERIR N2UST ATNTT1EIR Hb AT 477 N +PNANRA MPT
AN, 3T PAFL 1@ PIRIPT PhG NHF NAA: ATETT NAATD
ANFTLT ATE 7 NFRAReh, B9 9°F £HANT AT 1@ PIRTAR PN4 BT DA
PIRFPALM-I® ATTF M 4T AFTII: MG RTANNN ARFLIP: PEIP
AMTNT 2FFL+RI® AMMFTNY ATk NF AUPTAL? NAHU 2UT 11C
P PA+hNAD: 80 1M

Kinde, another health extension worker who was trained to provide delivery support at
the health post said that she cannot deliver children. “You see, this is the only room I have and

the delivery bed is right there upfront. So I can’t do paperwork and delivery in the same room”.

“OH 1M PMYLLM MT NA AL ATE AAJ NF 10 PAY 17 ATL NGA TF Nk NAHLU TPAL
R D ge”,
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Debre, another health extension worker who got the training also confirmed that she
cannot provide delivery services at the health post because she doesn’t even have enough gloves.
The only available supply in the health post was umbilical cord ties.

| only delivered one baby in this facility since I don’t have basic materials. I am
also scared. If a mother died while I was helping her, it will cause much more
harm. The community will always associate the health facility with death. And
they will always question my ability to deliver any service. | will lose all the love
and respect. Thus, | provide prenatal care, child vaccination and refer mothers to
health centers for delivery. It is tough (Debre)

AT RTPAL NTA A+ BI° NH AT8LLAT PTALMIM- AR(CL, PATRT 27 (glove)
PAgR:: PR ICIRR ATNT ONCP NF 10 PAM AAHU AHU T9PAL AATFAID:
A18F AB NF 10 PPALN ANNUT AT AT GAT ATPASAT NAT & A A/C
APCOINTST NFIRF Nn$a 18+7 10 ACH h84 PARLPM MELT 899D &F
oY LGH? ATTFATR NAD NNEFOI° &SLFOIR LPTNA: NAHU AT AH M5
A ABTT ATNFNATE $L0° ATFA ATZITIAT ATE PAR.MAS. M MNP 10
Nt delivery Nams 1 @C &AM TNCE ALY 917 PATR:: NAHU ANTF I 10

Tsige [health extension worker] also pronounced her concern on the very structure of the
health post clinic. “this building is so small and ugly. The floor is mud and dust. There are rats,

plenty of them. They usually mess the medication. And those cracks [pointing at them] can hide

snakes”. “PMq NAM- N+ @NF - ALLTRC BANTFPA: AT AT 1N+T AL NMID BNTA::
AMMLAGR RRMFIR T AEMT AN Nt LY} §CELT ALY LHT ENANTA: CRGET e
10 RIR e P 10 Nk ARNT™A 10 P& PHATM NRIM Ad-6 £2NPA ATNTY

TMUNZANT R1AT ALT9° ARNNTEID”

After hearing about snakes I couldn’t sit still in that health facility. The health post and
health center are very close to each other- about 10-minute walk. Thus, I visited the health center
on my way. The walls and floors are cracked. Those cracks can hide rats, lizards, and definitely

snakes. | was scared to death to walk outside. The facility nurse—who is a gentleman—walked
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me to the car. Clearly a city girl, but my fear is legit. Snakes as scary as they are, could be
poisonous.

Mothers are also worried about the sanitation of the facilities. In my field observation |
also noted the hygiene and sanitation of health centers was concerning. The rooms and
equipment are dusty, the bed sheets are stained and old, the waiting area is a mess- cracked long

wooden chairs.

Figure 28: chairs in waiting area of health facilities- taken from google images

Health posts do not have public latrines. In most health centers the latrines are locked
and the ones that are open are malodorous even to pass by. “If the health facility is clean and
attractive, providing good service everybody will go. But if is it not better than my house, what
will I do there?” (Alem). The authorities blame this situation on the shortage of water and
sanitary supplies in the health facility.

In addition to the need to have clean and comfortable health facilities, Ayda
mentioned, “whether patients know a staff in the health facility or not; whether they are
rich or not everybody should get quality service”.

Getting quality health service from health facilities was the desire of mothers in
North Wollo. Similarly, health extension workers and community members believe that
quality service is the core for attracting mothers to facility based deliver, thereby

minimizing the risk for maternal and infant mortality.
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If we [health professionals] provide good service people will use it. No mother
will give birth at home. But we need full equipment and the government has to
provide it (Debre)

AT Mg ACAA NAMT P+a3A 17C AT TYNZAN £APMA T339° ATt ANt
ATDAL IR PIRTMALNTT 17C MRAT ANt AANT:: bAT1C AHU NLTRA -
AU +7% DAy e AH U NADNPTFD- LMASK

The major thing for the community, even better than making ‘genfo’ in the health
center, is getting quality service from health facilities. what attracts mothers to
health facility is the presence of up to date equipment and competent, courteous,
and ethical professionals. There are professionals who slap patients—if they
scream loud during labor, and get away with it. They are not even questioned.
These are not professionals. They have to be fired. If mothers get quality service,
they will use health facilities (Bethel).

7162 A0 Y4h MG 1M 997 +80F PAM ARAPAATID: PTM- Service N4 U
M7 10 ANFFD AT ATIE+TD ENAFA: ATATRT 10 M MG
MNP P PaMFM P+ahA OPPT NAT N+HIRA NATTP AOM-AL Mg PPy
APLLA) PATF PP (Y7 gRoN C PAFO APTF TIPAL AANTO- A787L, AN 077
ANA NETF AAR? NAD: N4 P+ NATLPF Ak AT8U ARTEY ANDI 20
Mmé A% T NAMFO ATEF MST MNP LMASA:

Research participants raised a very important concern on the ethical and moral grounds of
some health professionals working in health centers and hospitals. Licensed nurses, health
officers, laboratory technicians and medical doctors can have their own private clinics and/or
pharmacies. Hence, health professionals usually open private clinics in small towns and cities,
and are there on a part-time basis. Many of the professionals who have private clinics are
accused of using government based health facilities for recruiting customers. They usually
order [unnecessary] lab tests, or prescribe medications and refer patients to their private clinics.

Health professionals should give due attention to maternal and child health, the
overall mission and value of their health institution. However, if you assess the
situation, most professionals serve based on the benefits they get and their ego.
They are not really functioning based on their oath to their profession. We need
professionals who serve for the mission and values than for their pay checks
(Alem)
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ATHNLF®Y P+HAA BZE AL NEZAT PO NAGR P AUSTHS ATHF FNdF PamAm
MPY AANTF: NANHED: N 3L NTA MPTRF ATRC ATE PPANBTTFO: ARALT
AELATR PR NGT AT ATT +F14 NFARM PA, F9 hdNM- ANTI®- PRTFA
NAGRL Y@ Pa9 PALATIM- ATE NATLNEAD: NF PYAL NPT LY ATF Fa127
AL FAT h2TATD:

Research participants also recommended improving the poor pharmaceutical supplies in
health facilities and upgrading health posts and health centers to better serve the community.
They also mentioned that health facilities that provide delivery service should be open 24/7
including weekends and holidays since mothers can be in labor anytime on any day. Moreover,
the midwives in health facilities need to be women to be provide culturally appropriate services
to mothers. It could also be more beneficial if close relative or a friend is allowed in the delivery
room so that mothers “don't feel that they are left alone in the delivery room while the service
provider leave to check on another patient. Labor in itself is traumatic enough for mothers”
(Desta). It is perceived in the community that being alone during labor could expose mothers and
their babies to a wicked spirit.

After visiting health centers and even the hospital [Woldia Hospital], and talking to
mothers, | was questioning myself if I would like to use these facilities to give birth. My answer
to this critical question was: NO! | would have to be out of options or desperate to consider those

facilities.

G. “Traditional birth attendants should be trained and equipped”

Traditional birth attendants are one of the most important actors in maternal health and
community based maternal health support. They are the first one to know whenever a mother in
their neighborhood is labor. They could also be the only support during delivery whenever there
is homebirth. Therefore, research participants argue that “traditional birth attendants need to be

trained and fully equipped” (Bethel).
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Whether they are really good or not, they will help in delivery when they are
called to save life. Hence, it will be beneficial if traditional birth attendants get the
necessary training and the full delivery kit. In Region 1 (Tigray), traditional birth
attendants have sterilized kit with all the necessary first-aid materials including
gloves. Thus, they go to help mothers fully equipped (Aynalem, Women Affairs
representative)

PATRE APALT NMI® INH NEUPFI® Al ANAN o+TF! ANA TPAL P9 10
PATRE APALT A FMd N4 FOrG NLPPAS LAR/MA NTAL AGP $NA AL
N+AL AT HAA 1 AL AR NAYNCSTF ARACE AATFE: S1PTF AATD-: NAHU
£717 SH® AR AFNF ATLMAM- NPPLPT A PPAS. £48AI £717F hUPY

Other recommendation by research participants include: better contraceptive choices,
support from private sectors and non-governmental organizations. The contraceptives that are
available have various side effects that are mostly not treated or not considered. Health extension
workers provide most of the services related to contraceptive choices and family planning. There
is no prescreening, no blood tests or anything before starting contraceptives. The options are also
limited. Even if side effects are reported after use, health extension workers have neither the
capacity, nor the resources to treat side effects or change the medication. This situation leaves
the women to decide either to live with the side effects or stop the medication and face the
consequences. Therefore, it is important to have more contraceptive options for women to scale
down the side effects.

As | mentioned earlier, there are no private clinics in rural villages and towns. The
absence of basic infrastructure [electricity, telephone networks, transportation and so on] in rural
settings will make running private clinics very expensive and stressful. Therefore, more
collaboration from other sectors such as NGOs is very important since the government is the
only maternal health service providing sector. Therefore, “it would be great if there are other
organizations that promote maternal health and have interventions to minimize maternal

mortality” (Debre).
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H. Who Is Responsible to Enhance Maternal Health?

Responding to this reflective question, most research participants stressed that everyone
is responsible to enhance maternal health. However, they argue that the government has to take
the leading role to achieve this end since it has the authority and the potential to make a
difference. Despite all the pitfalls, Emama Tenagne recalls the days the previous regime
launched a country wide program which trained traditional birth attendants and how that regime
created safe space for mothers. “we had a hut called “Wezero Mamite” where we provided
delivery services for mothers while getting all the necessary training. That training was my
foundation. During those days, mothers got the care and support they needed. We don’t have that
now”. Therefore, the government needs to create conducive environments for all stakeholders:
community members, women, health professionals, and other support organizations, to
collaborate and function towards the common goal—enhancing maternal health and minimizing
maternal mortality. Participants also highlight that developing basic infrastructure such as roads,
electricity, telephone networks within the community will also increase access and utilization of

existing resource.

Mother is the foundation of a family, she has compassion. If she is not around,
every family member including the husband and children will fall apart. Thus,
ensuring maternal health is everybody’s responsibility (Kinde, health extension
worker)

ATt PUAGR ADAZF APPSO A44U § PN+AN ANT8S8Z TF Ad NAAT
N+AM NATRT ARTFIR ARN+TFI 10 PAG- NAHU ATTT @ThNNA 978 1@ AQ,
NAAT P+DASF AST MR AA NF RUSAL P18T +88¢4 BUPTA: PUATR YALTT
10 - NAGRPM- AOP44 UNL+HNNT

It is everyone responsibility, it’s mine, it’s yours and the nation’s at large. Would
there be a child without a mother? If there is no mother, it is impossible to have a
future, a generation. My son, if | die, there is no one to care for him, to pay for his
school, hence, he will end up on the streets. He will be a problem for the country.
Therefore, mothers should never die (Birhan, Community member).
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PUAID RUZAN PRIRILTEIRT PYCTD 1O ATT NAAT AE £F4A AL AST
NAATH 977 +2h PAUPY B M&ELT ARFATR P AE AL NTFIFTAT AT hm
P PA+IRC N> ARSC £FAA PF ME® 189 AL N AYIC AhID T AT
ALLATR NAHU ATH dBqRt PANTF9R NgRYID LT NgRFID

A mother is like a nation. Thus maternal health cannot be a responsibility of one

sector or one program. Mothers are for all. There are mothers in every household.
Every part of the community has to participate (Bethel, Nurse)

PUAIR @ PARUNLARTR PARYOINETR PURATR 10 AGT UTC §F NAHU ARTE
M7 P +@D ALRATR NJG ANLTNNT APA+E AANT ARYINFIR PR HL IM-
Pl B FOCH AAD-:: ATTF PURAT §FF NPNE §F PATD- NAHU UATR aRhstF
AANT::

Everyone is the result of the society and socialization. Therefore, the community
is responsible in shaping and nurturing children in a way they become beneficial

to the family, the community, and the nation at large. These children are the
policy makers (Ayda, community member)

“«ayynNZAn £999° ABERT AYR ALY AANT: ATUNZAN AN+AN AYCIR
ATRIE AECY AL AANT:: PO FATR NTRUNZAN NATLDM”

The notions in each of these quotes, despite the academic and professional
differences of research participants, has a common theme, i.e. everybody is responsible to
enhance maternal health and minimize maternal mortality. These responses can also be
linked to the first section of this chapter where motherhood is defined. If a mother is
considered as the foundation of a society, then, everyone has to collaborate to ensure her
wellbeing. However, if she is considered just as an individual person, it is up to her to
keep up with her health. By holding every member of the society responsible to enhance
maternal health and minimize maternal mortality, research participants re-acknowledged
the conceptualization of motherhood as a fundamental role, and maternal health as a

collective gain than a personal benefit for individual mothers only.
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VIIl. DISCUSSION AND IMPLICATIONS

The purpose of the research was to examine the interface between maternal health
policies and grassroots communities in Ethiopia and evoke culturally competent policies and
programs. To this end, four primary research questions were examined through in-depth, semi-
structured interviews and visual dialogues with 28 women who are living in North Wollo Zone,
Ethiopia: 1) How do the mothers, who are intended to benefit from maternal health policies and
programs, define their needs? 2) To what extent have their needs been met? 3) What has helped
the most? 4)What if any gaps remain, what do mothers think would improve their situation? The
overall research was guided by Indigenous methodologies that require relationality and
multilayered reflexivity (Nicholls, 2009). Nicholls (2009) identified three layers of reflexivity (p.
121)—self-reflexivity, interpersonal reflexivity, and collective reflexivity.

According to Nicholls (2009) self-reflexivity involves the researcher’s reflection on their
bias and their awareness of their power and privilege in the research process, through identifying
what ideas to include or exclude in their research. Carryout this research | have continuously
reflected on my bias, power and privilege, starting from the interview guides, and continuing
through transcribing and writing up the findings. However, the process of self- reflexivity has not
been an easy challenge. Transcribing and coding were the most difficult part of this research
since | developed more and more personal and emotional ties with my research. Listening to the
interviews, transcribing and coding surfaced a lot of my own personal challenges as a ‘mother’. I
continuously questioned my understanding of motherhood, my place in my children’s life as a
mother, and my career path. | gave birth to a girl and a boy who are now fifteen and nine
respectively. My children are in Ethiopia, while | am here in the US pursuing my PhD. Hence,

technically I am not mothering them. Then, am | a mother? What is my social status as a mother?
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Can a mother have her own career, what would it look like? Would my perception of
motherhood influence my analysis? Am | capturing my research participants fully? Those are the
questions | have been dealing with as | finish writing my findings chapters. When the emotions
are hard to deal with I will stop working on my research for days, weeks and even months at
times, and seek out help from my colleagues — especially my Ph.D. cohort.

Interpersonal reflectivity calls for an evaluation of interpersonal encounters and the
researcher’s ability to collaborate with others, examining how the researcher’s identities intersect
with institutional, geopolitical and material aspects of the community they are embedded in
along the research journey (Nicholl, 2009). Lastly, collective reflexivity entails questioning the
process of how the collaboration determined the frames of inquiry, examining the terms of
participation, and what effects did this participation have on the outcome of the research
(Nicholls, 2009). My familiarity with the community helped me to understand cultural nuances
and unspoken truth. I was able to understand the unbalanced socioeconomic position of women,
the pain involved in child raising due to poverty, the cultural expectation of motherhood that
implicitly calls for enduring domestic abuse, and sacrificing for the sake of children. My
understanding of these nuances helped me to easily build relationships with gatekeepers and my
research participants. Therefore, most interviews were very deep. Collective reflectivity also
asks whether the underpinning theory of the research is relevant to findings or not. The use of
structural social work within the framework of Indigenous methodologies is very relevant to the
findings of this research.

Therefore, through the three layers of reflexivity, this research ensures research

participant’s voluntary participation and self-determination, rendering their voices throughout the
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research process. Member-checks were also used to ensure the findings are the representations of
their voices.

The first section of this chapter examines the results of this study in relation to each
research question and connects these findings to Indigenous methodologies and structural social
work. In the later section, the implications of these findings will be identified and discussed in
light of maternal health policies and practices as well as implications for social work education
and future research. The limitations of the study will also be discussed in the last section of this

chapter.

A. Results Analysis

1. Motherhood and Maternal Health Needs

As Pettigrew (1987) reminds us our perceptions influence and guide our action. Hence,
the way we perceive motherhood influences how we define and act on maternal health needs.
With this in mind, research participants were asked to define motherhood before we started
discussion of maternal health needs, which is the central research question.

In their definitions Mothers included women who gave birth to a child; raise or help raise
a child; female teachers who guide students through academic knowledge as well as discipline;
older women who are respected and share their wisdom and blessings to the community; spiritual
leaders (Nuns, Duberties) who are considered spiritual bearers of the community; and traditional
birth attendants who help deliver children at home. Examining this definition, motherhood is
expressed through the lens of performativity (Butler, 1994) magnifying the act of mothering, i.e.
nurturing and serving children as well as the community more than the biological function of
giving birth to a child. Hence, mothering provides women a desired social position within their

community and the opportunity to fulfill their social and cultural roles as women. Research
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participants also visually represented mothers and motherhood using various metaphors: mirror —
a reflection of the past, the present and future; breath — essence of existence; pillars — tying a
household together and stronger; warka — providing safety and protection from threats; flower —
beautiful and yielding seeds that would be the fauna, the coming generation; earth or ploughed
land — patient, and always giving without complaint until the last drop. Such representations
magnify the importance of mothers to their children, their household, as well as to the nation and
society at large.

Most research participants indicated that they understood the depth of motherhood when
they became mothers themselves, raising their own children. They stated that the bond between
mothers and children has no end even after death. They also affirm that nothing prepares you for
the role of motherhood except experiencing it. Motherhood is also linked to selfless love, giving
and nurturing. Motherhood embodies contrasting sides. On one hand it is a privilege, and on the
other it is a sacrifice. The social status a woman achieves after she gives birth to a child or raises
a child is significant. However, she has to pass through multiple challenges and fulfill traditional
expectations while raising her child/ren, which include: fulfilling socioeconomic needs of
children, enduring abuse and domestic violence.

In this community, having a child is a place of privilege. And, having more

children is always preferred. Children create more family and kinship bonds

through marriage. The bonds through marriage create more social respect. Thus,

the more children you have, the more respected and privileged you would be.

However, if a woman has one child or didn’t have a child at all, she would be
stigmatized and considered selfish. (Alem)

AL ANNN@D- MAL AP h&+§ NNC AAD- N ARMAL 2a0ZMA Nit
NOAS. NH NAANP FANC £L M “NPNG HARE ANH” £NAA AHI® AT9TF
MMAF AHUID AT9F ABMAT 2NAA AT FPE L9° PR AM-F ANC AA
NANNNE +$NLT+ AN PIA 10 A1 NDALT ML AF NAAT 9°7 £F 1MA
NAL L. 907 F@-PAT 10~ PARNAG- 3

Motherhood requires a lot of sacrifice: feeding children, going through a lot of
challenges. I raised this boy [showing me the little boy who was taking a nap next
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to us] because I don’t want my daughter to go through the hassle. [Her daughter
works in Jidah, Saudi Arabia]. I also refused to sell the land because they [her
children] need a place. I am telling you, raising children isn’t easy, it is a lot of
work. (Emama Halima)

ASFHTH ACND ANATE +FC +MIPF MeC NAF ATTHIE ALY U NAD-

PIRFLM- AS A8 TIAF AR ONE, AAT°6 ANED AR AET ATSLTFI4NT

NFL+T AAADIE NG 21 10 ATLHY 10 ATF ATRHU NFHUFIR AU dPNg

ARFTU NG 3P 1@ PTRTMEF: HI® A AATDALID AE 10> PTRAN N&

AN

The above quotations show the contrasting sides of motherhood and unfold some of the
socioeconomic challenges that are embedded within. Traditionally women are responsible to be
fertile and bear children, while men are responsible to ensure the continuity of their linage. For
any reason, if couples do not have children, the women are blamed and stigmatized without any
medical proof. The men are allowed to marry another women and fulfill their duty — ensure the
continuation of their lineage, as men are usually perceived ‘fertile’. These assumptions create
psychosocial and economic pressure on both men and women since they have to deal with
divorce/separation and the additional stigma [especially for women] that comes with being a
divorcee. Most women endure physical, emotional and psychological abuse from their partners,
family members, and the community to avoid stigma. Some women stay in the marriage
knowing their husbands have affairs. Some even allow them to have an affair and bring the baby
home. Hence, autonomy and ability to make informed decisions are major challenges that are
related to sociocultural norms.

Motherhood is also surrounded by a different traditions and rituals that foster community
support for expectant mothers and new mothers during the first 40 days after delivery, Aras.
These rituals have social, cultural and spiritual significance for the mother, family members, and

the community as a whole. During the last term of pregnancy every food ingredient that would

be used after birth, will be prepared and tested. The ‘testing’ is a ceremony where family, friends

199



and women in the neighborhood gather together to eat, chat and wish the expectant mother a
healthy and peaceful delivery. This ceremony - genfo kemesa, Fatima kori, has blessings and
prayers. Close family and friends also gather to support the mother during birth. They provide all
the advice, encouragement and prayers to build the mothers strength, and help in every way they
can during birth. We may compare them with doulas in the Western countries, but they are not
‘professionals’ and provide more hands on service after delivery. They clean up the cloths and
the room after birth. After birth, mothers can never be left alone during the first 40 days. If she is
alone, it is feared that she easily be exposed to ‘bad’ spirit and lose her mind. Hence, mothers
will be cared for by families, friends and their community. Perhaps this is why postpartum
depression is rare in the community. Overall, ceremonies, rituals and traditions ensure that
expectant and/or new mothers get all the necessary physical, emotional and spiritual support
needed until they regain their normal strength. The rituals and traditions also highlight the
significance of a mother and the role of motherhood in the community.

These narratives magnify the importance of “accompaniment” in maternal health. Dr.
Paul Farmer, on his transcript Accompaniment as Policy defined accompaniment as “an elastic
term: it means just what you'd imagine, and more. To accompany someone is to go somewhere
with him or her, to break bread together, to be present on a journey with a beginning and an
end.” (2011, p. 1). In North Wollo, the traditional community based maternal support system
embrace the value of accompaniment. Women in the community stick together and support each
other during good and bad times, happiness and melancholy, weddings and funerals, birth and
death. As described earlier in the section, community members provide support for women
during pregnancy, by volunteering to do household works that might be a threat to her health —

fetching water, carrying heavy materials, going to flourmills, and working in the field. During
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birth, they all come together to provide emotional and spiritual support. After birth, they clean up
the delivery room (in case of home delivery) and the baby. While Aras (the 40 days after birth)
they feed the mother, manage the household and care for the baby. The community accompany
mothers throughout the process of birth, until the mother recover from the trauma of birth, regain
her strength and get used to new situation in her life journey: being a mother. In the traditional
support systems, the community accompany the mother from the start — pregnancy, to the very
end- until she regains back her strength after birth.

Accompaniment is a major part of structural social work principle since it solidifies the
mutual service provider — service user relationship. Structural social work is critically reflective
of systems of oppression. Service providers that adhere to structural social work practice base
their relationship with service users on mutual dialogue rather than top-down interactions, since
structural social work is founded on the values of humanitarianism and egalitarianism, which are
the bases of social democracy that adhere to the socialist paradigm (Mullaly, 2007). However,
the health system is constructed based on neoliberal policies that are developed by Western
countries to be adopted by the rest of the ‘third world’ or ‘developing’ countries. This top-down
approach to policy and program development as well as implementation is observed throughout
the system, including service provider — service user relations. If we examine the health sector
development plan in Ethiopia that is a reflection of MDGs, it is easy to grasp that mothers are
viewed as individual patients who need access to facility based reproductive health services,
prenatal, natal and postnatal care to enhance their health. And currently after endorsing SDGs,
the National Planning Committee is working closely with the UNDP to mainstream SDGs and
align the national goal fully with SDGs (UNDP report, April 26, 2016). This individualistic

perspective ignores the collectivism in the community, and the sacredness and the performativity
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of motherhood. It also alienates mothers from the rituals, ceremonies and traditions that define
their essence of being a mother. Hence, stakeholders in policy formation and implementation
need to reflect on approaches that would help capture the panoramic view that surrounds

motherhood and maternal health, using the scarce resources available in the most effective ways.

Contemporary literature (e.g., Denzin & Lincoln, 2008; Gray & Coats, 2010; Morgensen,
2012; Nicholls, 2009; Tuhiwai-Smith, 2012) informs us that using Indigenous approaches can
help to capture and understand important nuances within a given context, while allowing the
voices of the community members to be heard. In this specific case, understanding how women
in the community define mothers and perceive Motherhood expanded my perspective on
motherhood. | also believe that the collective voice of my research participants could influence
those who may read this study. Listening to these voices will give community members a chance
to speak out and actively engage in various platforms to support their wellbeing. In addition, it
allows various stakeholders to know and address the real needs based on their priority, ensuring

sustainable change.

Deliberating on maternal health needs, research participants identified access to basic
needs such as nutritious food, clean water and shelter, basic infrastructure such as road, and
electricity, economic/financial support, and education. Health extension workers who were part
of the research also identified access to reproductive health, pre-, post- and natal care as needs of

mothers in the community.

2. Access to Basic Needs and Economic Empowerment

Poverty is the central challenge for the community in North Wollo. For mothers, poverty

combined with their lack of access to monetary income and basic literacy contributes to their
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complete dependency on their husband and lack of autonomy and decision making power in their
household, including issues related to their reproductive health. As indicated by some research
participants many women do not use contraceptives; if they use contraceptives most of them do
it without the knowledge of their husbhands. This situation often limits their contraceptive choices
to Depo-Provera, an injection which works for three months. If mothers take depo shots, they do
not have to worry about it for three months, and they can get the next shot when they go to the
market, which explains why health posts have relatively high number of ‘patients’ during market
days. Coming back to economic needs of mothers, research participants identified that the
stresses of providing children with their basic needs and managing the household adversely
impacts mothers’ health. Moreover, since she has to prioritize her children and her husband
before herself (which is part of the sacrifice imbedded in motherhood), she will be starved, face
nutritious deficiency and become vulnerable to various infections. Serke remind us that “health is
parallel to one’s socioeconomic status. It is very difficult to stay healthy in this community due
to economic deprivation. People die so young because they are poor.” Hence, addressing poverty
and providing economic support that enables mothers/woman to contribute to her household
and/or be self-sufficient is the primary need of mothers in North Wollo to enhance maternal
health.

This finding is in line with the findings of Woldemicael & Tenkorang (2010) who used
the 2005 Ethiopia Demographic and Health Survey (EDHS) data, incorporating the responses of
5,560 currently married women who had their last live birth in the 5 years preceding. They
analyzed women'’s health-seeking behavior in Ethiopia in light of physical, demographic, socio-
economic, and health related variables. Their findings revealed that women’s freedom of

mobility, control over household resources, ability to make decisions on household purchases,
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freedom from domestic violence, participation in child-related decisions determine their health
service utilization.

The World Health Organization (1995) recognized poverty as a destructive influence of
human life from conception to death. Poverty is a complex structural burden that weighs on
individuals, communities, and countries. The poor suffer from economic, psychosocial,
emotional pain throughout their life due to discrimination and lack of access to basic needs and
basic infrastructure, which is highlighted in the next subsection. As Farmer (2005) argued the
poor are more likely to suffer, but their suffering will not be noticed since existing structures
shadow their suffering and the injustice, forcing them to contain their pain and die in silence.

My reflective note dated 12/12/2014 may shade some light on how the suffering of the
poor is shadowed and hidden from the general public. | spent that day in Tesfa Giorgis, a cold
windy village on the hill, and one of the inaccessible kebeles in North Wollo. After | finished
my observation and interviews, we drove back to Woldia, listening to the national radio. A
government official was making remarks on how the rural community is benefiting from the
agricultural extension program that provide farmers access to fertilizers and irrigation based
farming, in addition to the usual seasonal farming. Then, he commented on how some people are
not driven enough to get out of their situation and fully utilize this government programs. The
last comment was so painful and emotional for me. After staying in Tesfa Giorgis that day, |
have witnessed how difficult rural life could be if the whole village is poor. There is no access to
transportation. The walk to the nearest town ranges from 3 — 5 or more hours depending on
where you live. The extent of poverty in the village is despicable. One can see the cold wind
batter children’s faces and hands since they cannot afford to have the proper gear to protect

themselves. But no matter what, the children are playful and happy, the adults hard working and
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determined. For me every member of this community members are warriors who struggle to
meet their needs. They fight with natural catastrophes: challenging weather conditions, famine
and drought; they also fight their socioeconomic challenges that puts them, their children and
their forefathers under economic oppression and discrimination. But they are addressed as “not
driven to change” on public media by a general remark of a government official that merges
every ‘poor’ rural farmer together. I thought maternal mortality is explained by government in
the same manner: “maternal mortality is high because mothers in the community don’t want to

use the health facilities”, which is far from the truth.

Figure 29. The arldan Te Grgls
At the time international agendas are set to discuss about quality in health care, the poor

do not even have access to care. Their challenge is beyond comprehension because, as Farmer

would say it, their suffering is hidden from public eyes to avoid discomfort for the powerful.

Therefore, it is important to use structural social work and social justice frameworks to fully

comprehend the influence of poverty and maternal health needs in North Wollo.
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3. Access to Basic Infrastructure

The other salient need identified by research participants was access to clean water and
energy supplies. In addition to the health benefits, easy access to clean water minimizes the work
burden on mothers and girls who are responsible to fetch water from the nearest water source
which may be up to 3 hours away by foot, carrying up to 20 liters of water in large containers on

their back. (Donkeys are also sometimes used to carry water.)

Figure 30: girls and women fetching water from the nearby river

As one research participant highlighted, the work burden on a woman who fetches water
from the river is very different from the one who gets water from her backyard. Similarly, a
woman who cooks and bakes using electricity or solar energy streamed in her house reduces
demands on time and energy for collecting firewood and making charcoal. Having easy access to
important amenities such as electricity and other energy supplies (kerosene, solar energy, or
methane) improves women’s wellbeing. It also minimizes the risks of back injury that could
happen due to carrying heavy loads, as well as sexual assault and rape that mostly happen while

women and girls go out to fetch water or collect firewood.
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4. Access to Education

Providing women access to education has been in the forefront of safemotherhood
programs since Mabhler (1987). Research participants also argued that mothers/ women need to
be educated in order to make informed decisions of any kind. Historically parent’s do not send
their girls to school for multiple reasons, including lack of access to schools, and fear of harm to
their girls including rape and abduction. Also, in the past education was not deemed necessary
for girls. Elementary education has been universal only in the past 10 years. Hence, changing
the disparity between male and female in the school system may require generations and
commitment. However, the focus of research participants was awareness-raising and skill-
building, not formal schooling because they indicated that schooling does not guarantee
employment. Research participants told me that their children are still living with them after
investing 10 years of schooling (completing high school) because they could not find a job and
they cannot proceed to the higher level of education because they did not pass the national
entrance exam. In Ethiopia, even if the passing points vary, one has to pass the national
examination to join any higher academic institution, including technical and vocational training.
Some went to Saudi Arabia to work as housemaids since they thought they would be able to
support themselves as well as their family. However, my research participants who had been in
the middle east told me that it was so difficult and they felt like a ‘prisoner’ there because they
work in a very restricted situation in a foreign country, had difficulty with the language, and
were dependent on their ‘masters’. For a period of 2-5 years they were able to work and help
their family, but they had to comeback ‘home’ to get their ‘freedom’. But, Tayech said, “there is
no freedom in poverty. I don’t want to be dependent on my parents again. But I couldn’t find a

job here. It’s farming. There is nothing here.” Tayech went to Saudi after she finished grade 6.
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She did not pursue her schooling; hence she cannot find job. However, just like other research
participants, she strongly believes that skill building, or vocational training coupled with
financial support (seed money) would help her find a way to sustain herself and her family.

Access to pre and postnatal care, as well as professionally assisted delivery were
identified as needs of mothers. In general, the needs research participants identified are very
much interconnected. Hence, meeting the needs of mothers requires addressing structural
problems, including poverty, within the community. It is possible to argue that poverty is the
cause of many problems, however it can also be the consequence — it is a vicious circle. It is also
important to think and speak in social justice terms to address such complicated and
interconnected needs. Article 25 of the Universal Declaration of Human Rights (1948), which is
ratified by Ethiopia along with most other countries in the world, states that “Everyone has the
right to a standard of living adequate for the health and well-being of himself and of his family,
including food, clothing, housing and medical care and necessary social services, and the right to
security in the event of unemployment, sickness, disability, widowhood, old age or other lack of
livelihood in circumstances beyond his control. Motherhood and childhood are entitled to special
care and assistance.” Hence, human beings have the right to fulfill their basic needs, they have
the right to access food, clean water, and shelter. Both men and women have a right to live a

healthy and dignified life make autonomous decisions that concerns their wellbeing.

5. To What Extent Have Mothers’ Needs Been Meet?

As a country, the government of Ethiopia was committed to achieve MDG 5 to improve
maternal health and reduce maternal mortality ratio by 75% from 1990 to 2015, through
improving access and strengthening facility-based maternal services. The current international

policy framework under SDGs also focus on reducing maternal mortality through universal
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health coverage (Article 26 of the SDG Declaration). The Ministry of Health strongly believes
that maternal mortality could be reduced if women have easy access to family planning,
antenatal and postnatal services, as well as skilled attendance of deliveries. However, the
demographic health survey (EDHS, 2011) revealed that only 10 percent of births in Ethiopia take
place at a health facility. EDHS also indicates that about 15 percent of pregnancies lead to life-
threatening complications. Examining this government statistic and the substantial difference
revealed by research participants between the needs and demands of the community through

visual dialogue, it is possible to say that most of their needs have not been met.

Figure 31 visual representations of maternal health needs vs. supply — the smaller items
representing supply

Reserch participants identified community based traditonal services as well as policy-led
facility-based services that enhance maternal health in their community. Community based
traditional services provide more rounded support for my mothers as well as their children
starting from pregnancy to delivery and the 40 days after delivery (Aras). This services include
minimizing the work burden of expectant mothers during pregnancy through fetching water,
collecting firewood, and preparing food; providing emotional and spiritual support during
delivery; accompaning new mothers, caring for the new born child, preparing food, cleaning and
managing the household after delivery. These services are voluntary and grounded in traditional

as well as spiritual values of the community.
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However, poverty and HIV/AIDS are disrupting these voluntary provisions. Most
communtiy members cannot afford to share their limited resources with their neighbors. Many
people do not know their current HIV status. Even if they know, it is very confidential due to the
stigma and discrimination attached to HIV/AIDS. Therefore, community members, including
traditional birth attendants are resistant to fully help mothers during birth, especially in the
absence of any protection (gloves and plastic bags). Moreover, traditional birth attendants may
not be able to identify complications before delivery since they do not provide prenatal services
unless the woman is in pain and needs their consultation. Therefore, to avoid the risk of
contracting HIVV/AIDS through blood contact during home birthing and identify delivery related
complications on time, the government is promoting facility based delivery. Community
members are utilizing these services at higher rates than the prior years.

The other major challenge in community based traditional services is ensuring the
continuity of homebased delivery since most traditional birth attendants are deceased and those
who alive are aging. They cannot even impart their skills to the coming generation since
homebirth is viewed as ‘outdated’ and even legally sanctioned in various places. Traditional birth
attendants are also encouraged to change their ‘profession’ and join the government to promote
facility based delivery, as Sindu confirmed: “I was a traditional birth attendant for more than a
decade. But now I am a member of homebirth eradication committee...”. The formal religious
institutions (Christianity and Islam) are also separating themselves from the traditional
ceremonies and rituals, associating rituals with ‘bad spirit” and a work of ‘devil’. Young mothers
| interviewed, just like their peers in the community are in dilemma. They are relatively more
educated, and identify themselves as ‘modern’ Christians or Muslims. They still participate in

rituals and ceremonies for their ‘social values’ than ‘religious values’. However, accessing and
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utilizing health facilities is challenging for the youth in the community. Given this context, the
major question to ask might be: is it a wise strategic move to get rid of traditional rituals and
ceremonies [by demonizing them] to enhance utilization of facility based delivery? Is it even
possible to get rid of traditions that withstood generations of cultural erosion?

Policy-led facility-based services include family planning services, pre and postnatal
services and skilled attendance of deliveries. Except for delivery services, all the others are
delivered by health extension workers. Research participants mentioned that they are more
comfortable with health extension workers since they are all women who could better understand
their biological and sociocultural challenges. Delivery services are provided in health centers
and/or hospitals. Health centers facilitate normal deliveries. If there are any birth related
complications, they refer patients to Woldia Hospital. Theoretically, there is a designated
ambulance that transports mothers in labor from their home to health center and from health
center to hospitals. However, the reality is full of glitches: at times it’s hard to get hold of the
driver because of the poor telephone network, or the ambulance cannot be used due to the
shortage of gas supply in the area, or there is no road in the village. Moreover, health posts
cannot give proper services to the community because there is a shortage of gloves, or there is no
electricity, or no medication. The freezer or the refrigerator they have is used as a shelf to keep
medication. Some health posts are full of dust since they are made of wood and mud, without a
cemented floor. They can even hide rats, lizards, and snakes.

Analyzing the gaps in facility-based services that were identified by research participants,
it becomes apparent how detached facility-based services are from the cultural norms and
practices of the community. Having male midwives in health facilities to assist delivery, while

every tradition and rituals within the community centers on women as prayer leaders during
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pregnancy, birth attendants during birth, and care givers after birth during the first 40 days is one
example of this basic disconnect. Another is not allowing family members in the delivery room,
a situation the leaves a mother with a male stranger or even alone while he [the midwife] helps
other mothers, while the traditional norm dictates mothers should never be alone during birth, or
even after birth until they recover from the trauma of birth and gain back their strength. Having
male midwives is a reflection of the country wide problem related to girls’ and women’s access
to formal education system. Free and universal access to primary school education is a recent
phenomenon in the country. Hence, building the professional base will definitely take some time
as will increase professional training. However, if we must wait for girls and women who are in
school now to start have female midwives, it will take a generation to change this situation in
rural Ethiopia.

This situation also highlights gaps in terms of service delivery quality as well as service
utilization. For research participants, quality health services include welcoming environments in
the health facilities, starting from the structure of the building, the layout of the rooms and
furniture, and availability of enough beds to accommodate patients and clean latrines. They also
emphasize the importance of having courteous and competent staff who can treat the community
with compassion and professional ethics, and who are held accountable for their actions rather
than nurses who slap mothers in labor for shouting, or doctors and health officers who order

unnecessary lab tests from their own or their colleagues clinics for their personal monetary gain.
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Quality Service Delivery

Figure 32. conceptual framework for quality service delivery

Therefore, it is possible to conclude that the approach of the government used to enhance
maternal health and reduce maternal mortality does not address the holistic needs identified by
research participants. When participants discuss maternal health needs and maternal health
services they did so holistically. Unlike the policy-led facility based services, research
participants’ explanation did not focus exclusively on medical needs during pregnancy, birth, and
after birth. Their major focus was the emotional and socioeconomic needs and supports. They
discussed easing the work burden of mothers in the house and accompanying them through the
process of birth and postpartum assisting in basics day to day activities such as cooking,
cleaning, collecting firewood, fetching water and managing the household. Traditional
community based services and the spiritual values placed on motherhood and helping new
mothers allowed mothers to recuperate their physical and emotional strength, after going through

the traumatic experience of giving birth.

213



In addition, there is an enormous gap in service provision as well as service utilization
due to lack of basic infrastructure, awareness among both women and men and women’s
autonomy, as well as culturally incompetent services. Therefore, to enhance service utilization,
the government need to develop basic infrastructure, strengthen awareness raising programs that
include men as major actors as well as supporters of maternal health, emplace culturally
competent and quality services, updated equipment, clean and attractive structure, as well as
compassionate and qualified staff. Therefore, as a Zone, North Wollo has a long way to go to
meet the needs of mothers using community-based as well as facility-based services that enhance

maternal health and reduce maternal mortality.

Enhanced Maternal
Health Service

Figure 33: variables that may enhance maternal health service utilization

6. What Has Helped the Most?

Research participants acknowledged the importance of having access to free family
planning, pre and postnatal services, and skilled delivery attendance. They also acknowledged

the importance of quality prenatal care and skilled delivery to reduce maternal mortality in their
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community. However, almost all agreed that traditional community based services help mothers
to cope up with their challenges better. As indicated in the previous section community-based
support systems provide rounded support to mothers that would help them cope with their
challenges, thereby enhancing their health and wellbeing. Community has well established
structures/ associations such as: idir/kere, senbete/mahiber and other support groups that provide
physical, psychosocial and financial support for members. These structures also provide
emergency response for community members. Bethel indicated that “for a woman in rural
village, her community is her primary support. ... her neighbors are the ones who get her to any
medical facility since she has to be carried in a stretcher bed.” Birthing, just like death, is
perceived as a natural phenomenon. Hence, community members do not want to associate
birthing with some kind of disease that requires medical attention. Therefore, most mothers
avoid going to health facilities for delivery or checkup unless it is a must. Mothers do not see
health facilities as life-saving since they have witnessed so many deaths in health facilities.
maternal mortality in the health facilities can be the result of incompetent health service quality:
lack of emergency obstetric care, lack of skilled professional, electric power disruptions during a
procedure, lack of enough medication and equipment. Hence, for the community God/ Allah is
the only life saver.

For new mothers, the first 40 days after birth (Aras) is very crucial. Mothers need care
and support to regain their strength, and to heal from the physical as well as psychological
trauma of birth. Hence, community members (women) make sure that the new mother is
accompanied and cared for during this time, whether she has family or not; whether she gave
birth at home or at health facility. Ethiopian labor law allows employed mothers to have 3

months of paid leave during their last months of pregnancy and after birth, which helps mothers
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to gain back their strength and helps newborns to grow healthy under the care of their mothers.
Even if the legal structure allows women to stay home during this time, it does not provide
additional support. Hence, community members provide the day to day care and support the
mothers require during this time. Emama Halima mentioned: “It is the community that support
each other! Government don’t have enough resource to support everyone.... Government tell
you to have prenatal checkup .... But the real hands on support is from the community [cooking,
cleaning, feeding, accompanying...etc.]”.

Overall, Maternal health includes the overall wellbeing of mothers, which requires
addressing structural problems such as poverty, women’s education, economic independence and
decision making power or autonomy in her household. Research participants clearly separated
education and schooling. They used education to mean awareness raising and technical skills that
can be used to make informed decision and generate income, while schooling was the formal
route their children has to go through that requires attending schools and passing examinations.
Hence, in addressing women’s education, awareness raising sessions and building technical
skills was the focus. Literacy- being able to read and write is also a major need that needs to be
addressed. Enhancing maternal health also requires access to basic day to day provisions such as
clean water, flourmill, electricity and/or other energy supplies; in addition to family planning,

pre- and post-natal services, and skilled delivery attendance.

a. Major Actors Involved in Maternal Health

The major actors involved in the complicated dynamics of maternal health include:
e Pregnant women in the communities;

e Traditional birth attendants — experienced women who assist mothers during homebirth;
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e Health extension workers — provide family planning services, identify pregnant women in
the community, calculate the estimated delivery date (EDD) and provide prenatal care,
refer women to health centers for delivery;

e Health professionals (midwives, nurses, health officers and doctors, if any) — provide
professionally assisted facility based delivery in health centers and hospital; and

e Families, neighbors and the community — provide community based care for new mothers

and their children during the 40 days after birth.

All actors function within a given structure that frames their relationships, i.e. the
national health policy, existing infrastructure, and culture and traditions within the community.
As illustrated in the following figures, even if they are designed to serve pregnant women in the
community, existing community based support structures are different from policy-led facility-
based maternal health services. The community based support structures are influenced by
culture and traditions, while facility based services are driven by national policies. Moreover,
community based support consider traditional birth attendants and community members as major
players, while facility based services focus on health professionals and health facilities. The
national health policy urges expectant mothers to have professionally assisted facility based
birth. And in order to promote facility birth, traditional birth attendants are prohibited from
assisting homebased delivery by the local government. In some places traditional birth attendants
as well as mothers who give birth at home are fined. After rolling out traditional birth attendants
the national health policy introduced health extension workers as community based prevention-
based health service providers, (described in detail on chapter 2, p. 37) and agents for promoting
pre and postnatal care as well as facility based birth. However, examining the infrastructural

challenges such as: lack of roads, transportation, electricity and telecommunication, it is
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impossible for expectant mothers to access and utilize facility based services. Moreover, the
national health policy did not accommodate cultural and traditional norms that surrounds birthing
in its service delivery. This disconnect is manifested having men health professionals that assist

delivery.

Community support is common for both community based support systems as well as
facility based services. Whether a woman gave birth in a health facility or at home, families and
community members render their support during the 40 days after birth (Aras). The persistance
of community support indicates the significance of culture and traditions to community
members, and the continious support and ‘acompaniment’ mothers need to cope up with the

physical, psycological and emotional trauma of birth, including post partum depression.
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Figure 34: Actors and structures: community based maternal health support system vs. policy-
led facility based maternal health services
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b. Major Constructs that Explain Maternal Health in North Wollo

Based on the findings, the major constructs that explain maternal health include: the
notion of motherhood, traditions, norms and rituals, maternal health needs, international maternal
health policies and programs, maternal health service (community based services and policy-led
facility based services), service utilization, and enhancing maternal health/ reducing maternal
mortality. These constructs are interconnected. It is difficult to address issues related to maternal
health without considering each construct. As summarized in the following conceptual
framework, beliefs, traditions and rituals influence how we define motherhood and maternal
health needs, our service seeking behavior as well as service utilization. Beliefs and traditions
also provide the foundations of community based traditional maternal health services. Therefore,
they are salient constructs. Maternal health needs also influence service provision and service
utilization. Given the need for specific services, service utilization will clearly be necessary.
However, in maternal health, which embodies the natural phenomenon of birth and death that is
full of traditions and rituals, service provision needs to be culturally relevant. If international
policies and programs do not consider the cultural foundations of a given community, then it will
be difficult to address maternal health needs and enhance service utilization. The following
conceptual framework figuratively illustrates the links and disconnections between these factors
that influence maternal health service provision and utilization. The broken line indicates the
weak link between factors, while the bold line indicates strong relationship or influence between

factors. Arrows demonstrate the direction of influence.
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Figure 35: factors influencing maternal health service provision and utilization

7. Recommendations to Enhance Maternal Health

In North Wollo the unspeakable impact of poverty is observed in every sector of
development — health, education, or agriculture. Therefore, enhancing maternal health requires
addressing poverty, which is very complicated and largely beyond the scope of this research.
Nonetheless, research participants suggested that providing economic support for mothers in the
community, by engaging them in income generating activities, building their technical skills and
financial literacy augment women’s financial contribution to their household and their autonomy,
thereby improving their wellbeing and health. These steps would be a start on addressing some
of the daily impacts of poverty.

The new health system in Ethiopia (2003) introduced health extension workers as
community level health service providers. In the past two decades, health extension workers

brought significant changes in terms of reducing preventable diseases through sanitation, malaria
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prevention, and vaccination. They also enhanced contraceptive coverage. However, the
Ethiopian demographic and health survey shows that they could not substantially enhance
prenatal and post-natal care coverage, or well as facility based delivery [19%, 6.7% and 10%
respectively]. Therefore, research participants recommended training and building the
‘scientific’ knowledge of traditional birth attendants (TBAs). TBAs have enough knowledge
about birthing and the experience and maturity to handle stress. Therefore, training them would
help the community better than replacing them with new ‘professionals’ or ‘para professionals’.
If TBAs and new graduates work together they could each benefit from the another. TBAs can
share their wisdom and experiential knowledge while the new graduates bring more ‘scientific’
knowledge. TBAs can also bridge the gap between the community and the formal health
institutions since they are from the community, they have personal relationship with mothers,
and not considered as strangers.

It is not arguable that homebirth, especially with the risk of HIV/AIDS and the
unpredictability of pregnancy related complication, is risky to mothers in the Ethiopian village
context. Recognizing this risk, the government is also pushing for facility based birth. However,
facility based services are yet adequate in terms of coverage or quality of care. Starting with
shortages of professionals and basic supplies such as gloves, cleaning materials, and medical
supplies such as pain Killers; along with the issues raised by the male majority among midwives,
health facilities face serious challenges and limitations. Given this context, it is also difficult to
build trust within the community so that mothers accept health facilities as honest and
compassionate partners since they have heard and observed horrific incidences including death in

health facilities, especially hospitals. Culturally, death is perceived to be unescapable condition,
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and if it is to come, village people prefer to face it at home in the company of loved ones than in
a hospital surrounded by anonymous professionals who are just doing their job.

To enhance facility based birth, it is important to create a welcoming environment in
health facilities and provide culturally competent services. The interviews confirm that culture
influences health service seeking behavior and utilization of services. Hence, provision of quality
service requires rebuilding the culture in health facilities in ways that are responsive to and
emerge from indigenous practices, values, and cultural contexts. Having birthing centers instead
of award in a hospital/ or a health center may attract more mothers to health facilities. In
communities where birthing is considered a natural phenomenon, it is important to detach
delivery from over medicalized environments and procedures. It is also important to allow at
least one known person in the delivery room. Health facilities can also allow families to carry out
simple ceremonies such as coffee, and genfo [Mariam Meshegna] after delivery. Health
extension workers confirmed that a couple of health centers allow these ceremonies and that as a
result more mothers have come to use their facilities for delivery. It is also mandatory to provide
health professionals and staff members with continuous ethics and customer handling training, as
well as increased exposure to traditional practices. During my observation, | have witnessed that
many nurses and receptionists can be snappy and rude. Even if there is overflow of patients, this
needs to be corrected. No one wants to be disrespected and yelled at, especially mothers in labor.
| share the opinion that no women should die while giving life as a result of inadequate support,
care, or facilities. And I strongly believe that it is possible to minimize maternal mortality, if
everyone, including local communities, have opportunities to contribute to enhancing maternal

wellbeing.
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This project, as exciting as it is for me, has also been challenging and complicated. It is
very difficult to come up with a specific solution or intervention to curb maternal mortality.
Maternal health requires rounded and culturally relevant interventions that focus on economic,
social, physical, mental, emotional and spiritual wellbeing of mothers. In North Wollo, it is
important to address basic structural needs including access to basic education, clean water,
access to energy sources, and women’s economic independence, in addition to pre- and post-
natal care and support. The findings from the interviews as well as visual dialogues elaborated
the salient sociocultural position of mothers in the community as well as the melancholy that is
felt when maternal mortality occurs.

B. The Process of Decolonization and Indigenous Knowledge that Emerged

Various scholars stressed the importance of decolonizing research (Gray & Coats, 2010;
McCleland, 2011; Thiong’o, 1994; Tuhiwai-Smith, 2012). Decolonizing is not a onetime event,
but a process of decentering power structures (Gray & Coats, 2010). In research decolonizing
requires ethically and culturally acceptable approaches to the study of issues involving
indigenous people (McCleland, 2011; Tuhiwai-Smith, 2012). In this research, the decolonizing
process started first, by acknowledging women who are often ‘targets’ of policies, as ‘experts’;
and provided a space for their voices to be heard. These primary step ensured the self-
determination of women at the grassroots. Second, by using indigenous approaches and
methodologies to frame the questions, to collect as well as analyze information/data.

At the beginning, I recruited a research assistant (Melkam) who is born and raised in
North Wollo, and returned back to work in this community after being away for several years for
school. We recruited gatekeepers together. And potential research participants were identified

with the help of gatekeepers — elders, community leaders and service providers. The diversity in
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gatekeepers’ background helps to ensure the diversity among research participants, since
different gatekeepers have different aquintance and different circle of influence. Gatekeepers are
important assets in indigenous research since they help the researcher to gain access and develop
trust with the community of study (Hatch, 2002). They also enhance the process of relationship
building between the researcher and potential research participants which is a cruital for the
success of indigenous research (Kovach, 2010; Sheehan, 2011; Tuhawi-Smith, 2011). Then, |
arragned informal sessions with these participants to ensure voluntary participation and build
rapport. Once, the rapport is built and they agree to be part of the research, research participants
decided the time and place of the interview. All interviews took place in a natural setting —
participants’ home, at the back- or front-yard, where participants are more comfortable in. The
familiarity of the space created more ease and more trust. Moreover, my willingness to travel
proved my eagerness to learn than to excerice my expert power as a researcher. Also, interviews
were carried out using the native language —Amharic. In general, data was collected using in
depth interviews, visual dialogue and observation which is part of the day to day process of
knowing and knowledge development in the community. I first coded the data with Melkam so
that I can identify themes and capture all the important nuances in the data. Using someone from
the community in the data analysis process gave the data more life, and strengthened the
indigenous voice.

Gray & Coats (2010) argued that decolonization involves a commitment to an authentic
approach that requires becoming genuine, or going back to one’s roots to seek direction, moving
away from adopting Western theories and practice approaches. Hence, | started learning about
maternal health in North Wollo from the stories and experiances narrated by women who have

the firsthand experience of maternal health programs as mothers or potential mothers. Their
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stories and experiances about motherhood, the traditions and rituals that accompany pregnancy,
birth and the afterbirth were genuine and profound. While telling these stories, they were so
pround of their traditions and community based support systems that has existed for generations,
and still are the main support systems for mothers.

The use of in-depth interviews minimized the researcher- participant power dynamics and
allowed more flexibility for research participants to address and shape the research questions.
Assessing participants refelction and narratives, ‘motherhood’ and the rituals surrounding the
birthing process (which were not part of the overall research questions) emerged as importat
concepts to fully understand maternal health needs and services in the community of North
Wollo.

Mattaini & Holtschneider (2016) defined the core mission of social work as “taking
action to realize a progressive vision of a just and caring society”. They also highlighted three
major requirements to fulfill this mission: (1) challenges oppression and structural violence
wherever found, (2) offers care and accompaniment for casualties of systematic oppression, and
(3) co-constructs an ecological field advancing individual and collective health and liberation. (p.
1). As a social worker studying maternal health in Ethiopia, | challenged oppression and
structural violence, and co-constructed an ecological field advancing individual and collective
health through employing indigenous methodologies, allowing women at the grassroots voice
their needs and recommendations for improving their health, challenging the expert led top-down
approach to policy formulation and implementation. 1 will also continue to offer care and
accompaniment for women in North-Wollo Zone, Ethiopia, by designing and implementing

community based maternal health projects in the near future.
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Overall, this research decolonized the research approach, and captured deep reflections
on the cultural accounts of motherhood, maternal health needs and services, as well as insightful
recommendations on how to enhance maternal health in the community using bottom-up

interventions and strategies.

C. Limitations of the Study

This research is a qualitative study that uses observation and in-depth interview
techniques for data collection informed and shaped by Indigenous research methodologies and
structural social work theory. Indigenous methodologies are culture- and context-specific.
Moreover, as Silliote & Marzano (2008) pointed out, developing Indigenous knowledge
development requires substantial time, effort and resources. As this is a dissertation the resources
available were limited, particularly in terms of the amount of time that could be spent in the
field, which was about 12 weeks.

In addition, this study is focused on North Wollo, which is purposefully selected because
of my prior relationship and familiarity of the place. Even if my familiarity with the place is
beneficial to understand the cultural nuances and contribute to the credibility of the analysis
presented, it limits the study of maternal health to the sample of women in North Wollo. The
transferability of these findings to other contexts and/or participants is also dependent on
consistency of selected sample, and sociocultural and economic context of selected places.

| have used variation sampling, a second coder, thick description, memoing, frequent
consultation with the chair of my dissertation; and conducted a member check to reduce potential
researcher bias and ensure trustworthiness of findings (detailed in the methodology chapter). To
ensure variation, research participants are recruited purposefully. To facilitate the recruitment

process, several gatekeepers with different socioeconomic backgrounds and circles of influence
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were used. Research participants also have different socioeconomic and demographic
backgrounds. | used my research assistant as a second coder to better understand and capture all
the important nuances in the data. Using someone from the community in the data analysis
process strengthened the Indigenous voice. After the preliminary analysis, | conducted member
checks with eight participants to verify my analysis, decrease the chances of misrepresentation,
and increase local validity. | used Circles in member checks in order to create a space where
participants share their knowledge and experience without restraint (Sheehan, 2011). The
member checks ensured participants’ contribution and ownership of the co-constructed meanings
of motherhood, and maternal health in North Wollo. The feedback from participants also added
more richness to the findings and shaped the presentation of my finding chapters. In addition to
transcribing the data, | heard the interview records and read the transcripts and memos several
times to ensure that | understood and captured the right themes, patterns and meanings. | also had
frequent consultation with my chair in throughout the process of shaping this research — from

design, data collection, analysis and presentation.

D. Potential Implications of the Study

This study has important implications for social policy, social work research and practice

as well as social work education.

1. Implications for Social Policy

For countries like Ethiopia, it is important to reflect on the trends of policies, national
strategies and development programs that have been carried out under the United Nations
framework: Millennium Development Goals (MDGs) from 2000 — 2015 and now Sustainable
Development Goals (SDGs) from 2016 — 2030. These global goals are very important since
they set the directions of development policies, especially in the developing world, and allocate

227



important funding to implement those policies. International policies also set standards for
implementation of programs, monitoring and evaluations.

This study analyzed gaps in policy and implementation of maternal health programs in
Ethiopia by learning from rural mothers, who are primary targets of policy and programs. The
results of the study reveal gaps in maternal health program planning, service provision, and
service utilization. The study can also be used to start conversations on reconciling maternal
health needs in the community with international programs and interventions that are tailor
made to fit all. This is a major challenge especially for countries like Ethiopia. As a target
country (for almost all international programs), it is important to ratify and accept international
programs that come with possibilities of large grants. For a country that has been fighting
poverty every dollar counts and may save lives.

Examining the socioeconomic and political dimensions in the development, ratification
and adaptation of international health and development policies, the power imbalance between
the ‘developed’ Western and Northern nations that provide loans and grants, and the
‘impoverished’ Southern nations that need loans and grants to carryout health and development
programs. Their financial power bestowed Western nations the power to develop and enforce
policies as a requirement to access loans and grants. In this structural reality, countries ratifying
and/or adopting these policies, especially grassroots, have minimal or no say on the
development of policies that directly or indirectly influence their day to day livelihood.
Understanding this context is the bases for understanding systemic oppressions, and why
barriers exist in implementation of policies and programs.

For policy makers who invest so much money on these programs, it is important to

deliberate on how best to address issues like maternal health which require contextual and
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culturally competent intervention. It is important to consider social justice and structural
approaches, acknowledging self-determination of countries and community members, allowing
target communities to design, implement, and evaluate programs that enhance their wellbeing.
This is the only way to ensure sustainably and long-term self-sufficiency.

The World Bank modeled estimate (2015) show maternal mortality rate in Ethiopia to be
352 per 100000 live births, which is substantially more than the targeted 75% decrease: 275, by
2015. This data is a clear indication that we failed to reach the global target of reducing
maternal mortality. This study indicates that it is impossible to reduce maternal mortality
through the provision and strengthening of facility based services, which is the conventional
intervention approved by the United Nations and ratified by each member states, including
Ethiopia. Results of this study suggest that we need to promote bottom-up approaches for policy
as well as intervention program design. As Mullaly (2007, p. 258) argued, we need to “shift the
focus from distribution to procedural issues of participation in deliberation and decision making
process.” It is important to engage community members fully in any decision that would impact
their health and their livelihood. Tedros Adhanom Ghebreyesus, the Minister of Foreigner
Affairs, who also served as Minister of Health for Ethiopia, argues that “country ownership is
the surest way for developing counties to chart their own courses of development and overcome
the challenges they face in building effective and productive state” (P. 1127). It is vital to
challenge tailor made, neoliberal and neocolonial policies such as MDGs (Saith, 2006; Sumner
& Tiwari, 2009) to exercise true self-determination and live in a just world. “The Master’s tools

will never dismantle the master’s house (Lorde, A. 1979).
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2. Implications for Social Work Research and Practice

Culture defines people’s daily life and patterns of interaction. Ethiopia is a culturally
diverse country, with more than 80 languages and 200 dialects. Religion and spirituality also
play significant roles in individual and communal life. Therefore, developing effective
programs requires understanding the cultural nuances and engaging the community in a
meaningful way starting from program planning.

This study introduced a contextual approach to study maternal health in Ethiopia, using
Indigenous methodology. It is also important to social work research and practice as it promotes
bottom-up approaches in program design and implementation, challenging Western theories and
practice approaches. This research also allowed us to learn from the people about their context,
their actual needs, and their proposed mechanisms to meet their needs, possibly avoiding the
replication of futile programs. Moreover, the world needs more community based participatory
research to understand community based needs and effectiveness of interventions, allowing
reciprocity of the knowledge flow from the South to the West (and North) as well, in addition to
the usual flow of knowledge and information from the West to the South.

In postcolonial Africa, the struggle for ethnic, sociocultural, and political autonomy is
real. Even if one can argue that Ethiopia was not colonized, the nation is highly influenced by
Western neoliberal policies manifested though its economic, and social policies. Therefore,
decolonizing the formulation of socioeconomic policies, research processes and intervention
programs is important (Chilisa and Ntseane, 2010; Escarcega, 2010; Matsinhe ,2007; Nicolls,
2007). Decolonization is a process of decentering colonial discourse and power structures (Gray

& Coats, 2010), which requires ethically and culturally acceptable approaches to the study of

230



issues involving grassroots and criticizing the underlying assumptions, motivation and values
that are enacted with imperialism and colonialism (McCleland, 2011; Tuhiwai Smith, 2012).

For social work professionals working to promote maternal health, the study highlights
the importance of social justice and structural approaches. Social justice is one of the core
principles in social work. The purpose of social work is “to improve the quality of transactions
among clients and their physical and social environments, in ways that are consistent with social
justice” (Mattaini, 2008, p.355). Social justice requires efforts to confront/overcome any norm,
social condition, social process, or societal practice that constrains one from fully participating in
society (Mullaly, 2007). Similarly, structural social work acknowledges the importance of social
democracy and equity, and promotes social justice. Structural social work also recognizes the
importance of history and acknowledges that “neither the life of an individual nor the history of a
society can be understood without understanding both” (Mills 1959, cited in Mullaly, 2007, p.
295). Thus, structural social work goes hand in hand with Indigenous methodologies and
approaches to practice, which helps to understand the nuanced maternal health in Ethiopia
requiring a holistic social justice approach, in addition to medicalized health services.

Structural social work utilizes intrapsychic and interpersonal processes, in order to
counteract the damaging effects of oppression, and build strength in the individual for
developing community of solidarity (Mullaly, 2007). Structural social work also includes
consciousness-raising and collectivization, which are critical elements in critical liberation.
Individual work, group work, or community work could be used separately or in some
combination to pursue these goals (Mullaly, 2007).

The study also reveals the importance of working with existing community based

structures that already provide care and support for mothers, so as to make significant and
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sustainable change in the arena of maternal health. The results also highly recommend the

importance of culturally relevant programs and services in health facilities.

3. Implications for Social Work Education

A growing body of research indicates that social work education, with a focus on
remedial and medical models, has failed to adequately address structural causes of social
problems in African countries due to the wholesale adoption of Western Social Work curricula
to the African context (Chogugudza, 2009; Burke & Ngonyani 2004; Rankopo & Osei-Hwedie,
2010; Adjei & Buor 2012; Sewpaul & Lombard, 2004). Therefore, this study uses and promotes
Indigenous approaches and methodologies to better understand contextual factors which then
lead to workable policies, programs and interventions that effectively address problems in a
given community.

This study is also important to social work education in Ethiopia as it might shift the
discourse on maternal health from a medical problem requiring medical approach, to a human

rights and social justice issue that requires structural responses.

4. Future Direction

Tuhiwai argued that “research will benefit mankind conveys a strong sense of social
responsibility” (p.112). feeling this sense of responsibility, my next step will be starting a
community based action project to design culturally competent and quality maternal health
program in North Wollo Zone, and document the process of service delivery. The findings of
this research highlighted the importance of the processes in service delivery to enhance maternal
health. Hence, in the coming project, | will assess how is the process different? What can we
learn from it? Laying a strong foundation to project/program evaluation studies. | will continue

to use Indigenous approaches and acknowledge the interdependency between women in the
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community that is a profound based of their resilience and sustenance — the master’s tools will
never dismantle the master’s house (Lorde, 1979)

Tuhiwai- Smith (2012) also reminds us that the research needs to be respectful, enabling,
healing and educating. Through conducting community based participatory research | will create
a respectful platform that provides research participants and community members a space to
discuss and share their experiences — facilitating the education and healing, and enabling them to
take part in their community development.

There is so much to do for any researchers who want to use indigenous approaches and
build on this study. My kind reminder for those of you will be: get rid of your ‘expert’ mindset;
and be willing to share your experience as a person. All the education — new ‘findings’ — emerge
from genuine, respectful and reciprocal relationship. Moreover, a researcher need to go back to
the roots of traditional wisdom and expertise, defy the myth that categorize indigenous wisdom
as a ‘thing of the past’, and be open to learn and reflect. This way, there is so much to learn,
discover and share. The whole process of Indigenous research, as Tuhiwai-Smith said, is a

“humble and humbling activity” (p.5)!!!
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APPENDICES

APPENDIX A: SEMISTRUCTURED INTERVIEW GUIDE

Leave box empty - For office use only

1. Basic demographic information
Address — district (zone), county (Woreda) and neighborhood (Kebele) only
Age
Educational status
Marital status
Number of children
o Age of children/ educational status of children/gender of children
2. How do you define/ regard motherhood?
e Who are mothers?

e How should mothers be treated? Why? Does that happen here?
3. What do mothers need to be healthy?
Probes:

e program based needs,
e community resource needs,
e spiritual needs, and
e custom/ traditions based needs
4. Where do mothers get prenatal, natal and postnatal services in your community?
e What kind of maternal health programs and services exist in your community?
e Who provides those services?
o Who should provide those services?
e Are those services accessible? Why?
e Are those services utilized? Why?
o Who utilizes those services?
o Have you ever used any maternal health services? Why? How do you rate
the service?
5. Do mothers die while or shortly after giving birth in your community?
6. If so, what do you think is causing this death?
7. Can you tell me the contributions those services to enhance maternal health?
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o formal institution based services rendered by government structures, private
institutions, NGO based health services, and church based health services; and
e informal services rendered by community based associations, clan based
association, neighborhood association, faith based fellowships
8. So far, to what extent have mothers’ needs been met? By which sector — formal and
informal sector?
program based needs,
community resource needs,
spiritual needs, and

custom/ traditions based needs
9. What do you think helped the most in addressing maternal health?

10. Are there any gaps between mothers’ needs and available resources?

e Formal/ institutionally available resources
¢ Informal/ community and/or clan based resources
11. What do you think would improve maternal health in your community?
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APPENDIX B. GUIDES FOR VISUAL INTERVIEWING
Who is a mother? What is motherhood? Can you show me?
What do you think of maternal mortality? How do you express it? Can you show me?
How do you explain the gap between existing interventions/ programs and maternal
health needs? How can we picture that gap?
What should be done to reduce maternal mortality? Who should take part in enhancing

maternal health? How would that look?
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APPENDIX C: RESEARCH INFORMATION AND CONSENT FOR PARTICIPATION

Leave box empty - For office use only

University of Illinois at Chicago
Research Information and Consent for Participation in Social Behavioral Research
Towards Indigenous National Policies and Programs: Maternal Health in Ethiopia

You are being asked to participate in a research study. Researchers are required to provide a
consent form such as this one to tell you about the research, to explain that taking part is
voluntary, to describe the risks and benefits of participation, and to help you to make an
informed decision. You should feel free to ask the researchers any questions you may have.

Principal Investigator Name and Title: Aissetu Barry Ibrahima, Doctoral Candidate
Department and Institution: Jane Addams College of Social Work, University of Illinois at
Chicago

Address and Contact Information: 1040 W Harrison, Chicago, IL 60607

Cell: 773-973-0947

Email: aibrah6@uic.edu

Contact information while in Ethiopia: P.O. Box-40388

Cell: 0911172545

Why am | being asked?

You are being asked to be a subject in a research study about maternal health in Ethiopia. | am
exploring Indigenous ways that could enhance maternal health in Ethiopia learning from rural
based mothers, who are targets of maternal health policies and programs.

You have been asked to participate in the research because you are a woman, who is older than
18 years old, and currently residing in North Wollo Zone of Ethiopia.

Your participation in this research is voluntary. Your decision whether or not to participate will
not affect your current or future dealings with the University of Illinois at Chicago or the agency
you are currently seeking services from (if applicable). If you decide to participate, you are
free to withdraw at any time without affecting that relationship.

Approximately 24- 30 subjects may be involved in this research at UIC.

What is the purpose of this research?

The purpose of this study is to understand why maternal morbidity and mortality continued to be
one of the biggest challenges in Ethiopia, even after the country adopted international policies
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and programs, which are under the umbrella of Millennium Development Goals (MDG). In this
process the study will respond to the following research questions:

1. What supports does a mother need? In other words, how do the mothers who are intended
to benefit from maternal health policies and programs, define their needs? [Program
based needs, community resource needs, spiritual needs, and needs based on traditional
practices]

2. To what extent have their needs been met? [By maternal health policies and programs, by
community resources and traditional practices?]

3. What has helped the most?

4. What if any gaps remain? What do mothers think would improve their situation?

What procedures are involved?

If you agree to participate in the study, you will be asked to engage in the following study
procedures:

1. One-time, in-depth, semi-structured interview. The purpose of this interview is to explore
and understand maternal health needs and how these needs have been addressed within
your community. During the interview, you will be asked to express your emotions and
ideas through drawings, and/or sketches on paper or natural settings —on the ground.
This interview is expected to last between one to two hours. All interviews will be

conducted in person at a location and time of your choosing.

2. Member-check. The purpose of member-check is to review the study’s preliminary
findings and their congruence with participants’ experiences and perspectives. In this
process I will use Circles or “yarning circles” as Sheehan (2011) describes it, bringing
10-15 participants together, since circles will create a space where participants share their
knowledge and experience without restraint.

The interview and/or member-check will be audio recorded and whether agreeing to this is
mandatory for participation

What are the potential risks and discomforts?

This research involves minimal risk. To the best of my knowledge, the things you will be doing
have no more risk of harm than you would experience in everyday life. However, if you
experience emotional or psychological discomfort, we can take a break, skip the questions, or
end the interview at any time. Moreover, | will not disclose to anyone that you are enrolled in the
study. To adequately conceal your identity, all information will be de-identified immediately
after transcription and pseudonyms will be assigned. You will decide the location and time of
the interview. However, if you prefer to conduct the interview in a public place, it will be a risk
to your privacy.

Moreover, there is the risk of a breach of privacy since others may find out that you are
participating in this research, given the collectivist culture of the community. Moreover, their
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could be a breach to confidentiality as others may find out identifiable information about the
subject collected during the research, during members check.

Are there benefits to taking part in the research?

This research will not have direct benefit to you. However, it may have a societal benefit in
shaping the knowledge/evidence base of maternal health policies and programs in Ethiopia.

What other options are there?

You have the option to not participate in this study.

What about privacy and confidentiality?

The people who will know that you are a research participant is the principal investigator.
Moreover, other research participants participating in the member-check group will know that
the subject is participating in the research. Otherwise information about you will only be
disclosed to others with your written permission, or if necessary to protect your rights or welfare
or if required by law.

Study information which identifies you and the consent form signed by you may be looked at and/or
copied for checking up on the research by the UIC Office for the Protection of Research Subjects
and State of Illinois auditors.

I would like to audio-record the interview so that | may keep accurate records of our
conversation. In addition, I will take brief notes during the interview. After each interview, I will
transcribe the interview. You will not be asked any identifying information during the interview
and should any identifying information come up, it will be excluded or changed during the
transcription process. Only the researcher will have access to the audio files. Interview
transcripts will be deidentified and shared with research assistant/s that would help me in data
analysis. All subject information forms and eligibility checklists will be stored in locked file
cabinets separate from the study data. All electronic data files will be encrypted and stored on a
password-protected computer that only the principal investigator has access to. In order to link
your data over time, a list connecting your name, participant ID and pseudonym will be stored in
a secure, locked file cabinet, separate from the study data. This list will be destroyed once data
collection is completed. The audio file of your interview will be destroyed upon completion of
the study. Only the principal investigator will have access to this audio file and the audio files
will not be used for any other purpose besides this study.

Information you provide during the interview may be quoted directly in the findings of the study,
however it will not be associated with any identifying information. You will be assigned a made-
up name of your choosing during the interview that will identify your data. The researcher’s
dissertation committee, comprised of faculty supervising the study, will have access to the data
only identified by made-up names.
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When the results of the research are published or discussed in conferences, no information will
be included that would reveal your identity.

What are the costs for participating in this research?

There are no costs to you for participating in this research.

Will 1 be reimbursed for any of my expenses or paid for my participation in this research?

You will receive $20 in cash for completed study visit, i.e., $8 (152birr) after completing the in-
depth interview and $12 (228birr) after completing members check. It will be used to
compensate and acknowledge your time.

Can | withdraw or be removed from the study?

If you decide to participate, you are free to withdraw your consent and discontinue participation at
any time. You may also refuse to answer questions that you do not feel comfortable with or stop
the interview at any time.

In the event you withdraw you will still be compensated as described above.

Who should | contact if | have questions?

Contact the researcher Aissetu Barry Ibrahima at (+1)7736730947 or 0911172545 or
aibrah6@uic.edu, or her faculty sponsor, Mark Mattaini at (+1) 312 996-0040 or mattaini@
uic.edu, or UIC IRB at uicirb@uic.edu, or Abebe Abate, a faculty in Addis Ababa University
School of Social Work, at 0911236153, or abihailu@gmail.com, if you have any questions
about this study or your part in it, and/or if you have questions, concerns or complaints about the
research.

Remember:

Your participation in this research is voluntary. Your decision whether or not to participate will
not affect your current or future relations with the University. If you decide to participate, you
are free to withdraw at any time without affecting that relationship.

Signature of Research Participant

I have read (or someone has read to me) the above information. | have been given an
opportunity to ask questions and my questions have been answered to my satisfaction. | agree to
participate in this research. | will be given a copy of this signed and dated form.

| give my permission to have the interviews audio-tape recorded [ ]
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Signature Date

Printed Name

Signature of Person Obtaining Consent Date (must be same as subject’s)

Printed Name of Person Obtaining Consent
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APPENDIX D: RESEARCH INFORMATION AND CONSENT FOR PARTICIPATION-

AMHARIC VERSION
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APPENDIX E: RESEARCH ASSISTANTS TRAINING PROTOCOL

Training outline
e General overview of the study
e Applying CITI Training to the study

¢ Indigenous Approaches and Qualitative Research
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Copy of Research Assistant Training:

Research Assistants Training
Protocol

Aissetu Barry Ibrahima

University of lllinocis at Chicago
Jane Addams School of Social Worlk

General overview of the study

= Rationale and significance of the study
Chapter |-p.12-16 of the study protocol
» Conceptual framework of the study
Structural social work; Indigenous Approaches
(p-18-20; p-69-81 of the study protocol)
» Study methodology 0
Indigenous Methodology
Qualitative study
(p- 85-96 of the study protocol)

Introduction

¢ Indigenous knowledge and research
methodologies have always been with us and
Indigenous cultures are rich with ways of
gathering, discovering, and uncovering
knowledge (Tuhiwai-Smith, 2012; Sheehan, 201 1)

¢ Indigenous knowledge addresses issues of
location, politics, identity, culture, and the
history of people in relation to the lands they
inhabit

¢ Indigenous methodologies can be situated
within the qualitative landscape, because they
value both process and content (Kovach,2010)
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Powerpoint slides

Presentation Contents

= General overview of the study

« Applying CITI Training to the study

* Indigenization: Definition & concepts

* Introduction

» Using Indigenous Approaches in Qualitative
Research

» Why Indigenous Approaches?

* Important considerations in indigenous
Approaches

» Concluding remarks

Applying CITI training to the study

* What is human subject training?

* What is informed consent?

* What do we mean by privacy?
What is breach to privacy!

* What do we mean by confidentiality?
What is breach to confidentiality?

» Why is privacy and confidentiality

important?
* What is coercion? How do we prevent it?

Introduction... contd

» Qualitative methodologies allow substantial
flexibility to research design and data analysis, thus
nurturing reciprocal relationships with participants.

» Qualitative methodologies allow collaboration and
participation in local development and action, which
can emancipate social change, thereby serving the
needs of Indigenous communities in their struggle
for self-determination (Kovach, 2010)

* In this research Indigenous values are incorporated
throughout the research process, and local norms
and traditions are respected as research opens up
to a broader range of perspectives.



Indigenization: Definitions and
Concepts

¢ Indigenization is the development of culture
specific knowledge and practice (Gray & Coats,
2010).

¢ It is about developing local, empirically based
knowledge about culturally appropriate
solutions to particular contexts (Gray & Coats,
2010; Rankopo & Osei- Hwedie, 201 1).

¢ Indigenization recognizes the presence of
cultural diversity, and the importance of
developing culturally relevant practice
approaches.

Indigenization... cont

‘Indigenization’ is against the attempt of
‘internationalization’ and ‘standardization’ (Gray &
Coats, 2010; Rankopo & Osei- Hwedie, 201 1).

it can also be understood as a process of
decentering colonial discourse and power
structures through tactics that can be resistant or
more confrontational (Gray & Coats, 2010, p. 623).
it can also be understood as a process of
decentering colonial discourse and power
structures through tactics that can be resistant or
more confrontational (Gray & Coats, 2010, p. 623).

Why Indigenous Approaches?

* Methodology is important because

= it frames the question being asked,

= determines the set of instruments and
methods to be employed,and shapes the
analysis (Denzin & Lincoln, 2008; Matsinhe,
2007; Nicholls, 2009; Tuhiwai-Smith, 2012).

= “methodology legitimates and
delegitimates, validates and invalidates,
approves and disapproves, passes and fails,
claims to knowledge and knowledge
production” (Matsinhe, 2007) .

Indigenization....cont

* In progressing towards Indigenous
approaches, it is important to move to
authentization, which is a culturally
appropriate approach that requires
becoming genuine, or going back to one’s
root to seek direction, moving away from
adopting and modifying Western social

work theory and practice (Gray & Coates 2010,
p.5).

Why Indigenous Approaches...contd Why Indigenous... contd

* Indigenous methodology is also a tool for
social activism and theory, which can be

mobilized as resistance and transformation
(Davis, Williams & Akinyela, 2010; Morgensen, 2012, Semali
& Kincheloe, 1999).

» Indigenous research challenges objective,
value-free, and scientific process for
observing and analyzing human reality, due
to the emphasis placed on deterministic
models of analysis and its denial of culture as

a mediating force (Davis, Williams & Akinyela, 2010;
McCleland, 201 1; Tuhiwai-Smith, 2012).

» Indigenous approaches are appropriate to
the needs of Indigenous communities as it
can emancipate social change (Kovach,2010)

» Indigenous inquiry is always grounded in
principles centered on autonomy, home,
family and kinship as it presupposes a

shared collective community vision (Denzin &
Lincoln, 2008).
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Important considerations in
indigenous social work

« diversity,
* history,
s Culture, and

» Contemporary realities (Weaver,

1999)

Culture

* culture defines people’s daily life and
patterns of interaction

» Culture:is an identity. It is important to
pay attention to social structures and
patterns of communication

Examples: women interact differently in
presence of men, especially, religious leaders,
elders

Religion and spirituality play significant roles in
individuals as well as communal life in Africa.

Concluding remarks

» Developing indigenous approaches
requires a balance, challenging dominant
models of social work practice and
research, while integrating traditional
values and practices that have withstood
centuries of oppression into culturally
consonant forms of service and inquiry.
Indigenous approaches can serve as an
intersection bringing policies,
interventions and the grassroots together.
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Diversity

= working with indigenous communities, we
need to pay attention to differences in
language and communication patterns,
traditions, and norms.

History

« Indigenous research challenges the so called
objective, value-free, and scientific process for
observing and analyzing human reality, due to
the emphasis placed on deterministic models
of analysis and its denial of culture as a
mediating force (Davis,Williams & Akinyela,
2010; McCleland, 201 I'), Tuhiwai-Smith, 2012).

Culture.... contd

» Valuing extended family system and respect
for elders: households are never perceived
crowded in many African cultures

« Using traditional leaders and elders as
community mediators, and gatekeepers is
very important. community take the major
role.

» Understanding the livelihood is also
important



APPENDIX F: GATEKEEPERS RECRUITMENT SCRIPT

Leave box empty - For office use only

Greetings of Peace!

| am contacting you since you are very influential member of your community as (the
profession/title/background of the person). You also know the dwellers of your community very
well.

[As you may know] My name is Aissetu Barry Ibrahima. | am a doctoral student at Jane
Addams College of Social Work at University of Illinois at Chicago and conducting my
dissertation research project on maternal health situations in Ethiopia. | am exploring Indigenous
ways that could enhance maternal health in Ethiopia learning from rural based mothers, who are
targets of maternal health policies and programs.

The purpose of this study is to understand why maternal morbidity and mortality
continued to be one of the biggest challenges in Ethiopia, even after the country adopted
international policies and programs, which are under the umbrella of Millennium Development
Goals (MDG). In this process the study will respond to the following research questions:

1. What supports does a mother need? In other words, how do the mothers who are intended
to benefit from maternal health policies and programs, define their needs? [Program
based needs, community resource needs, spiritual needs, and needs based on traditional
practices]

2. To what extent have their needs been met? [By maternal health policies and programs, by
community resources and traditional practices?]

3. What has helped the most?

4. What if any gaps remain? What do mothers think would improve their situation?

Currently, I need research participants who would take part in this study. Potential
research participants of this research would be:

e Woman,
e More than 18, and
e Currently residing in North Wollo Zone
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Please keep in mind that your help in facilitating this research process is completely
voluntary. You may accept or reject this offer. Moreover, potential participants also take part in
this research voluntarily. They should not feel obliged to participate in this research.

| am very confident that you would be able to help me identify potential research
participants who are part of your circle of influence. Ones you identified them, we will both
contact them for the first time. Your presence in the first contact will facilitate our
communication as you have personal relationship with potential research participants.

Thank you so much for your time and hospitality!
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APPENDIX G: RECRUITMENT SCRIPTS TO BE USED DURING THE

INFORMATIONAL SESSION

Leave box empty - For office use only

Greetings of Peace!

| hope you would remember me as we meet last time with insert the name of the
gatekeeper. As you may remember, my name is Aissetu Barry Ibrahima. | am a doctoral student
at Jane Addams College of Social Work at University of Illinois at Chicago and conducting my
dissertation research project on maternal health situations in Ethiopia. | am exploring Indigenous
ways that could enhance maternal health in Ethiopia learning from rural based mothers, who are
targets of maternal health policies and programs.

Thank you so much for showing your interest in this research and for scheduling this
informal session. In this session | want to tell you a little more about my dissertation research
and the consent process. Your participation is absolutely voluntary. Even if you know and
respect name if the gatekeeper you will not be obliged to participate in this study. He/she [the
gatekeeper] will not be informed about your decision to participate in this research or not, thus
you can decide freely.

The purpose of this study is to understand why maternal morbidity and mortality
continued to be one of the biggest challenges in Ethiopia, even after the country adopted
international policies and programs, which are under the umbrella of Millennium Development
Goals (MDG). In this process the study will respond to the following research questions:

1. What supports does a mother need? In other words, how do the mothers who are intended
to benefit from maternal health policies and programs, define their needs? [Program
based needs, community resource needs, spiritual needs, and needs based on traditional
practices]

2. To what extent have their needs been met? [By maternal health policies and programs, by
community resources and traditional practices?]

3. What has helped the most?

4. What if any gaps remain? What do mothers think would improve their situation?

If you consented to participate in this research you would be asked to participate in a
onetime in-depth interview which explore about maternal health needs and how these needs have
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been addressed within your community. During the interview, you will be asked to express your
emotions and ideas through drawings, and/or sketches on paper or natural settings —on the
ground. This interview is expected to last between one to two hours. All interviews will be
conducted in person at a location and time of your choosing. Moreover, you will be invited to
participate in member-check. The purpose of member-check is to review the study’s preliminary
findings and their congruence with participants’ experiences and perspectives. In this process I
will use Circles or “yarning circles” as Sheehan (2011) describes it, bringing 10-15 participants
together, since circles will create a space where participants share their knowledge and
experience without restraint. The interview as well as the member-check session will be audio
recorded and agreeing to this is mandatory for participation.

The audio-record will help me keep accurate records of our conversation. In addition, |
will take brief notes during the interview. After each interview, | will transcribe the interview.
You will not be asked any identifying information during the interview and should any
identifying information come up, it will be excluded or changed during the transcription process.
Only the researcher will have access to the audio files. Interview transcripts will be deidentified
and shared with research assistant/s that would help me in data analysis. All subject information
forms and eligibility checklists will be stored in locked file cabinets separate from the study data.
All electronic data files will be encrypted and stored on a password-protected computer that only
the principal investigator has access to. In order to link your data over time, a list connecting
your name, participant ID and pseudonym will be stored in a secure, locked file cabinet, separate
from the study data. This list will be destroyed once data collection is completed. The audio file
of your interview will be destroyed upon completion of the study. Only the principal investigator
will have access to this audio file and the audio files will not be used for any other purpose
besides this study.

This research involves minimal risk. To the best of my knowledge, the things you will be
doing have no more risk of harm than you would experience in everyday life. However, if you
experience emotional or psychological discomfort, we can take a break, skip the questions, or
end the interview at any time. Moreover, | will not disclose to anyone that you are enrolled in the
study. To adequately conceal your identity, all information will be de-identified immediately
after transcription and pseudonyms will be assigned. You will decide the location and time of
the interview. However, if you prefer to conduct the interview in a public place, it will be a risk
to your privacy.

Moreover, there is the risk of a breach of privacy since others may find out that you are
participating in this research, given the collectivist culture of the community. Moreover, there
could be a breach to confidentiality as others may find out identifiable information about the
subject collected during the research, during members check.

This research will not have direct benefit to you. However, it may have a societal benefit
in shaping the knowledge/evidence base of maternal health policies and programs in Ethiopia.

Information you provide during the interview may be quoted directly in the findings of
the study, however it will not be associated with any identifying information. You will be
assigned a made-up name of your choosing during the interview that will identify your data. The
researcher’s dissertation committee, comprised of faculty supervising the study, will have access
to the data only identified by made-up names.
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When the results of the research are published or discussed in conferences, no
information will be included that would reveal your identity.

You will receive $20 in cash for completed study visit, i.e., $8 (152birr) after completing
the in-depth interview and $12 (228birr) after completing members check. It will be used to
compensate and acknowledge your time.

If you decide to participate, you are free to withdraw your consent and discontinue
participation at any time. You may also refuse to answer questions that you do not feel comfortable
with or stop the interview at any time.

In the event you withdraw you will still be compensated as described above.

If you have any questions, comments, concerns or complaints about the research, you
may contact:

e the researcher Aissetu Barry Ibrahima at (+1)7736730947 or 0911172545 or
aibrah6@uic.edu,

e her faculty sponsor, Mark Mattaini at (+1) 312 996-0040 or mattaini@ uic.edu,

e UIC IRB at uicirb@uic.edu,

« Abebe Abate, a faculty in Addis Ababa University School of Social Work, at
0911236153, or abihailu@gmail.com, have questions,

Remember:

Your participation in this research is voluntary. Your decision whether or not to
participate will not affect your current or future relations with the University. If you decide to
participate, you are free to withdraw at any time without affecting that relationship.

Thank you so much for your time and hospitality!

255


mailto:uicirb@uic.edu

APPENDIX H: OBSERVATION LOG

Leave box empty - For office use only

I will carry out my observation in a selected places of worship, a market place, and a
hospital, to see how women are interacting and carry out their routines. This would help me
understand the role and position of women [as girls, mothers, and elders] in their community in
order to develop relevant and accessible maternal health programs and strategies. No personal
information will be recorded in my observation notes.

I will also observe how their geographical location impact women’s access and use of
maternal health services. Thus, | will observe the presence and/or absence of

1. transportation,
o Availability of public and private means of transportation (cars- what kind?
animals — what kind?)
o how accessible are roads
2. energy at household level and in public facilities
o electricity,
o gas,
o solar,
o biogas
3. communication
o Internet,
o telephone,
o mobile phone,
o fax
4. public and private facilities,
o schools,
hospitals,
market places,
grocery stores,
Places of worship and rituals.

o O O O
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APPENDIX K: IRB APPROVAL LETTER

UNIVERSITY OF ILLINOIS
AT CHICAGO

Office for the Protection of Research Subjects (OPRS)
Office of the Vice Chancellor for Research (MC 672)
203 Administrative Office Building

1737 West Polk Street

Chicago, llinois 60612-7227

Approval Notice

Continuing Review

September 22, 2015

Aissetu Ibrahima

Jane Addams School of Social Work

1040 W Harrison

M/C 309

Chicago, IL 60612

Phone: (773) 673-0947 / Fax: (312) 996-2770

RE:  Protocol # 2014-0737
“Towards Indigenous National Policies and Programs: Maternal Health in Ethiopia”

Dear Ms. Ibrahima:

Your Continuing Review application was reviewed and approved by the Expedited review process on
September 17, 2015. You may now continue your research.

Please note the following information about your approved research protocol:

Please remember to submit an amendment for the post-analysis group member checks before
implementing that phase of the research.

Protocol Approval Period: September 17, 2015 - September 16, 2016
Approved Subject Enrollment #: 30 (limited to member checks with 30 enrolled
subjects)
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Additional Determinations for Research Involving Minors: These determinations have not been made
for this study since it has not been approved for enrollment of minors.

Performance Sites: UIC, Addis Ababa University
Sponsor: None

Research Protocol:

a) Towards Indigenous National Policies and Programs: Maternal Health in Ethiopia; Version 2;
08/29/2014
Recruitment Material:

a) N/A —limited to member checks and data analysis only
Informed Consent:

a) N/A —limited to member checks and data analysis only

Your research continues to meet the criteria for expedited review as defined in 45 CFR 46.110(b)(1)
under the following specific categories:

(6) Collection of data from voice, video, digital, or image recordings made for research purposes., (7)
Research on individual or group characteristics or behavior (including but not limited to research on
perception, cognition, motivation, identity, language, communication, cultural beliefs or practices and
social behavior) or research employing survey, interview, oral history, focus group, program evaluation,
human factors evaluation, or quality assurance methodologies.

Please note the Review History of this submission:

Receipt Date Submission Type | Review Process Review Date Review Action
09/11/2015 Continuing Expedited 09/17/2015 Approved
Review

Please remember to:

—> Use your research protocol number (2014-0737) on any documents or correspondence with
the IRB concerning your research protocol.

- Review and comply with all requirements on the OPRS website under:
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"UIC Investigator Responsibilities, Protection of Human Research Subjects"
(http://tigger.uic.edu/depts/ovcr/research/protocolreview/irb/policies/0924.pdf)

Please note that the UIC IRB has the prerogative and authority to ask further questions,
seek additional information, require further modifications, or monitor the conduct of your
research and the consent process.

Please be aware that if the scope of work in the grant/project changes, the protocol must be
amended and approved by the UIC IRB before the initiation of the change.

We wish you the best as you conduct your research. If you have any questions or need further help, please
contact OPRS at (312) 996-1711 or me at (312) 996-2014. Please send any correspondence about this
protocol to OPRS at 203 AOB, M/C 672.

Sincerely,

Sandra Costello
Assistant Director, IRB # 2

Office for the Protection of Research Subjects

cc: Creasie Hairston, Jane Addams School of Social Work, M/C 309
Mark A. Mattaini (faculty advisor), Jane Addams School of Social Work, M/C 309
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APPENDIX L: PICTORIAL REPRESENTATION OF MOTHERHOOD - FROM
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e SocW 460 - Social Work Research Foundations

Trinity College, Ethiopia
Instructor

RESEARCH EXPERIENCE

Conference Presentation
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Ibrahima. A. B. Towards Indigenous National Policies and Programs: Maternal Health in
Ethiopia. The 21% Annual Conference of the Society for Social Work and Research (SSWR)
New Orleans, LA, January 2017.°

Ibrahima. A. B. Asset Based Community Development (ABCD): An Alternative Path for
Community Development. The 19" International Symposium of the International Consortium for
Social Development (ICSD), SIM University, Singapore, 7 — 10" July 2015.

Ibrahima. A. B. Decolonizing Methodologies in the Helping Profession: Social Work in Africa.
Southwest/ Texas Popular Culture and American Culture Associations 34™ Annual Conference,
Albuquerque, New Mexico, 2013

Ibrahima. A. B. MDGs, Educational Policies and Girls’ education in Ethiopia: Current Trends
and Prospects Beyond 2015, 18" Biennial International consortium for Social development
(ICSD), Kampala, Uganda, 2013

Ibrahima. A. B. Practical Role of Religion in Shaping Gender Relations: The Case of the
Ethiopian Orthodox Tewahido Church, Gender Forum, Heinrich Boll Foundation, Addis Ababa,
Ethiopia, 2009

Ibrahima. A. B. Women in Peacebuilding, National Conference On Peacebuilding and Conflict
Resolution, Woliso, Ethiopia, 2008

Ibrahima. A. B. The Role of the Youth in Peace Building and Conflict Resolution, Grantees
Meeting, Trust Africa, Nairobi, Kenya, 2007

PRACTICE EXPERIENCE

I have more than 6 years of field experience working with several Non-Governmental Organizations at
various capacities — conducting need assessment, project and program design, budgeting and grant
management, community mobilization, fundraising, monitoring and evaluation. Moreover, | have
experience in organizing events and trainings, team building, and counseling.

PROFESSIONAL EXPERIENCE

University of Illinois at Chicago

Research Assistant, 2011 — 2015

e Find relevant articles for the project, write literature review, conduct electronic data entry
(SPSS and STATA),

e Analyze quantitative as well as qualitative data

¢ Revise training manuals for practitioners working in substance abuse

Professional Alliance for Development (PADet), Ethiopia

Research and Training Advisor, 2010 — 2011
e Carried out baseline assessments and monitoring and evaluation researches

9 Scheduled for presentation
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Coordinated the training and research activities of the agency

Prepared monthly and annual reports documenting program activities
Conducted staff performance evaluations

Assisted the program manager in formulating projects and monitoring program
implementation

e Served as member of the Program management team within PADet

Professional Alliance for Development (PADet), Ethiopia

Program Advisor [RH/HIV/AIDS], 2009 — 2010

e Reviewed and developed polices that guide the planning and implementation of reproductive
health and HIVV/AIDS programs

e Lead the program design and appraisal process for RH/HIV/AIDS related programs

e Lead and/or coordinate the tasks of Reproductive health team and provided technical
assistance in areas of policy and program development, monitoring and evaluation

e Lead and facilitate research based advocacy initiatives

e Served as focal person for RH/ HIVV/AID programs ensuring the implementation of
projects/programs according to signed agreements with donor and government signatories,
timely submission of reports to donors and other signatory bodies

e Supervised proper execution of assignments by zonal and/or area program officers and
evaluated their performance

e Served as member of the Program management team within PADet

Interfaith Peace Building Initiative, Ethiopia

Executive Director, 2006 — 2008

Promoted the vision, mission, and core values of the association

Created and implemented new policies and guidelines upon the Board's approval
Responded to the official correspondence of the organization

Supervised the proper discharge of responsibilities of 10 _staff members and 12 volunteers
Managed the organizational budget

Prepared progress and financial reports for concerned stakeholders

Developed and maintained positive internal and external relations of the organization

REFERENCES

Mark Mattaini, DSW
Associate Professor (retired)
University of Illinois at Chicago
mamattaini@gmail.com

James Gleeson, PhD

Associate Professor

University of Illinois at Chicago
jimglee@uic.edu; (312) 996-0042

272


mailto:mamattaini@gmail.com
mailto:jimglee@uic.edu

Brian L. Kelly, PhD

Assistant Professor

Loyola University — Chicago
Bkelly6@luc.edu; (312) 915-7479

273


mailto:Bkelly6@luc.edu

