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Abstract 

Background Respectful Maternal Care (RMC) is a crucial strategy for improving the quality of maternity care 
and reducing mortality and morbidity among mothers. This study aimed to evaluate the effect of an RMC educational 
intervention on reducing mistreatment during maternal care.

Methods A quasi-experimental study was conducted in two intervention hospitals and two control hospitals 
affiliated with Tehran University of Medical Sciences. Initially, the provision of RMC in all four hospitals was assessed 
through an RMC questionnaire completed by newly delivered mothers (n = 357) in a cross-sectional study. Subse-
quently, an educational intervention was designed and implemented from September to November 2020 exclusively 
in the two intervention hospitals, targeting midwives working in the delivery department. Approximately four months 
post-intervention, in June 2021, the status of RMC was evaluated in all hospitals through a cross-sectional survey 
of 383 newly delivered women. The differences in RMC scores between pre- and post-intervention between the two 
groups of hospitals were assessed. The Generalized Estimating Equations (GEE) model was used to analyze the effec-
tiveness of the educational intervention in practicing RMC while controlling for background variables.

Results Mothers who received delivery services at certain hospitals, had lower levels of education, or were younger were 
more likely to experience disrespectful maternal care during labor and delivery. During the baseline phase, the interven-
tion and control hospitals exhibited similar rates of mistreatment, with scores of 11.3 and 11.4, respectively. However, four 
months after implementing the intervention, the incidence of mistreatment in the control hospitals increased by approxi-
mately 7 points, while the score in the intervention hospitals decreased by around 10 points. Consequently, the difference 
between the intervention and control hospitals exceeded 17 points (p < 0.001), which was statistically significant.

Conclusions The RMC educational intervention significantly reduced mistreatment during childbirth. To fully realize 
its potential, this intervention should be implemented alongside other strategies by all stakeholders, including provid-
ing specialized personnel, motivating staff, and educating mothers about their rights.
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Background
Respectful Maternity Care (RMC) has been identified 
as a crucial strategy for reducing preventable maternal 
mortality and morbidity, thereby accelerating progress 
towards achieving the Sustainable Development Goals 
(SDGs) for improving maternal health [1]. These targets 
emphasize the importance of not only providing effec-
tive clinical interventions but also promoting respectful 
care for mothers. Additionally, RMC introduces stand-
ards for enhancing the quality of maternal and newborn 
care in health facilities. The World Health Organization 
(WHO) has highlighted the vital role of RMC as one of 
the eight key dimensions of care quality [1, 2]. Accord-
ing to the WHO definition, RMC involves providing 
care to women in a manner that respects their privacy, 
dignity, and autonomy, protects them from harm or mis-
treatment, and enables them to make informed decisions 
and receive continuous support before, during, and after 
childbirth [3]. Studies have shown that RMC can lead to 
positive experiences during natural childbirth, reduce 
cesarean delivery rates, improve access to care dur-
ing pregnancy and childbirth, promote equitable care 
based on women’s needs and preferences, reduce health 
disparities, and ultimately decrease maternal mortality 
[4]. However, a growing body of evidence suggests that 
many women worldwide face disrespectful, abusive, and 
neglectful behavior during this vulnerable period [5].

There is no internationally agreed-upon definition of 
mistreatment or disrespect, as cultural norms and expec-
tations of acceptable behavior vary widely across com-
munities [6]. Nevertheless, the Charter of Reproductive 
Rights identifies a range of behaviors that constitute vio-
lence and abuse against women during childbirth, includ-
ing physical violence, non-consensual care, breaches of 
confidentiality, verbal abuse, discrimination based on 
specific conditions and individual characteristics, aban-
donment or refusal of care, and detention in health cent-
ers due to non-payment of fees [7, 8]. These behaviors 
can cause significant psychological distress and physi-
cal harm, ultimately discouraging women from seeking 
skilled care during childbirth and putting their lives and 
health at risk [5, 9].

Iran has made notable progress in maternal health, 
achieving the fifth Millennium Development Goal 
(MDG) to improve maternal health [10]. Each year, 
approximately one million women give birth in Iran, with 
96% of births taking place in health facilities with skilled 
birth attendance [11]. However, there is a lack of clearly 
defined strategies and operational indicators for provid-
ing RMC [12]. Furthermore, research on this topic in 
Iran is limited and primarily focused on mothers’ and 
caregivers’ perceptions and related factors [13–15]. Lim-
ited evidence suggests that the quality of childbirth care, 

including support, timely attention, accurate diagnosis 
and prevention, continuity of services, respect, security, 
and access to basic facilities, is not satisfactory [15, 16]. In 
a study by Hajizadeh et al., most women (75.7%) reported 
one or more types of perceived disrespectful maternity 
care. The most prevalent cases included restrictions on 
women’s choice of labor positions (44.3%) and restric-
tions on movement during labor (42.5%) [14]. A study 
by Shakibazadeh et  al. found that all mothers surveyed 
experienced at least one instance of inappropriate behav-
ior during childbirth care, including being confined to 
bed without a companion (99.7%), irrational demands, 
receiving cash or non-cash gifts (95.8%), inadequate care 
(73.4%), inappropriate behavior during vaginal examina-
tion (51.8%), verbal abuse (50.4%), physical abuse (12.9%), 
and stigma and discrimination (4.5%) [16]. Another study 
by Tajvar et  al. revealed that while some midwives had 
good theoretical knowledge, they lacked practical profes-
sional skills, highlighting the need for improved human 
resource training as a barrier to providing RMC [17].

Given the significance of RMC and the relatively high 
prevalence of disrespectful maternity care reported in 
Iran [14, 16–18], as well as in other countries, particularly 
in Africa [6, 19–24], it is essential to provide evidence 
on ways to improve RMC for Iranian mothers. Numer-
ous interventions globally include multi-component 
approaches, focusing on addressing healthcare provid-
ers’ attitudes, engaging local communities, and improv-
ing health systems, such as open maternity days, RMC 
training for providers, and user feedback, which collec-
tively improve care experiences during childbirth [25]. 
Although previous studies have reported that provider 
education about RMC is essential and the impact of edu-
cation on the knowledge and performance of midwives 
has been documented from their own perspective, the 
impact of this training on the performance of midwives 
from the recipient’s perspective has not yet been inves-
tigated in Iran [14–16]. Moridi et  al. highlight that Ira-
nian midwives prioritize maternal and infant well-being 
over preventing mistreatment, suggesting the importance 
of such interventions [14]. As no study has been con-
ducted on the effectiveness of training-based interven-
tions for midwives in Iran, this study aims to conduct a 
quasi-experimental study to examine the effectiveness of 
an educational intervention on midwives working in hos-
pitals in improving RMC and reducing mistreatment in 
maternal care.

Methods
Study design
This study was conducted in four teaching hospitals affili-
ated with Tehran University of Medical Sciences (TUMS), 
all of which had delivery blocks. The study employed a 
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quasi-experimental design, with two hospitals (Baharlu 
and Ziaian) randomly selected to implement an educa-
tional intervention program, and the other two hospi-
tals (Arash and Valiasr) serving as controls. The study 
population, who were exposed to educational interven-
tion, consisted of midwives working in labor and delivery 
units, as well as mothers who gave birth in these hospi-
tals. The educational intervention focused on RMC and 
was implemented among midwives, but the effect of the 
intervention examined among mothers. The main study 
hypothesis was that our developed educational interven-
tion program can significantly improve the behavior of 
midwives with mothers to provide higher RMC; thereby 
the satisfaction of mothers will be improved by receiving 
higher more respectful care. The study commenced in 
September 2020 and evaluation of intervention was com-
pleted in June 2021.

Inclusion and exclusion criteria for study participants
Forty midwives working in the two intervention hos-
pitals were recruited to participate in the educational 
intervention. Inclusion criteria for midwives included: 
(1) holding at least a bachelor’s degree in midwifery, (2) 
having at least one year of experience working in labor 
and delivery units, and (3) at the time of the study, had 
direct responsibility and active participation in labor and 
childbirth care. Mothers who received care from partici-
pating midwives were also included in the study if they 
were undergoing a low-risk singleton natural birth and 
were medically cleared for discharge from the hospital. 
Both groups provided informed and voluntary consent 
to participate in the research. Exclusion criteria included 
unwillingness to participate, births resulting from non-
natural methods, pre-term or post-term births, and mul-
tiple births.

Sample size calculation
The sample size for both the intervention and control 
groups, in post intervention phase, was determined 
based on a previous phase, with the results published 
earlier [16], using a proportion (P) of 0.3, a significance 
level (α) of 0.05, and a confidence coefficient of 90%, the 
estimated sample size was 383.

A stratified random sampling method was employed 
to select participants, with the proportionate share of 
each hospital determined based on their birth numbers 
and rates. Therefore, from the total of 383 mothers, 41 
(10.7%) were from Valiasr Hospital, 150 (39.2%) from 

n =

(

z1−α/2

)2
p(1− p)

d2

Arash Hospital, 150 (39.2%) from Baharlu Hospital, and 
42 (11.0%) from Ziaian Hospital.

Study process and phases
The study consisted of four stages:

1. Assessment of RMC in all four hospitals pre inter-
vention: This stage involved administering a struc-
tured questionnaire to 357 mothers who gave birth 
at hospitals affiliated to TUMS to access the status of 
provision of RMC in the hospitals. The results of this 
stage have been published elsewhere [16].

2. Designing an educational intervention on RMC: 
The educational intervention program was designed 
based on the results of stage 1, which identified gaps 
in RMC and related educational needs. A review of 
international experiences in designing and imple-
menting training programs in RMC was conducted, 
and the WHO program and the White Ribbon State-
ment [26, 27] were utilized in compiling the content 
of the educational program. Expert opinions were 
sought to validate the content and ensure its cultural 
relevance and comprehensiveness. Content of this 
educational intervention is provided in Table 1.

3. Training of midwives in RMC: Forty midwives work-
ing in the two intervention hospitals were recruited 
to participate in the educational intervention. The 
educational intervention was conducted through two 
8-hour workshops, which employed various educa-
tional methods, including lectures, scenario creation, 
film screening, brainstorming, and focused group 
discussion. The workshops were designed to address 
the challenges and solutions of providing RMC based 
on midwives’ experiences.

4. Measuring and comparing intervention and control 
group hospitals in terms of RMC: The state of RMC 
in the intervention group hospitals was compared 
to the control group hospitals approximately four 
months after the intervention in June 2021. Eligi-
ble women were 383 mothers who presented at the 
participating hospitals to give birth naturally were 
invited to complete the study questionnaire after 
delivery and on the day of discharge.

Measurement tool and data collection
The standard questionnaire of RMC, validated by Bohren 
et  al. in 2018 [23], was used as the measurement tool 
in the first and last stages of the study. The question-
naire consisted of two parts with a total of 97 questions, 
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including 21 questions related to individual and back-
ground information of mothers and 76 questions related 
to seven dimensions of RMC. Higher scores indicated 
experiencing a higher level of disrespect in the hospital. 
The validity and reliability of this tool has been tested 
and confirmed in Iran by Shakibazadeh et al. Its content 
validity index (CVI) and content validity ratio (CVR) 
in this study are reported as 0.89 and 0.75 respectively. 
Also, the reliability level has been reported as 72% using 
Cohen’s Kappa coefficient [16].

Data was collected through a three-month period after 
intervention, during which the researcher obtained per-
mission to enter the studied hospitals and visited the 
maternity department. Informed consent was obtained 
from eligible mothers who agreed to participate, and par-
ticipants completed the questionnaire.

Data analysis
Data analysis was conducted using SPSS 24 software. 
Descriptive statistics, including mean, standard devia-
tion, median, and range, were used to present the data. 
The Pearson Chi-Square test was used to compare the 
scores of misbehavior dimensions before and after 
the intervention. Multilevel regression analysis was 
employed to compare the trend of score changes between 
the intervention and control groups. Given the complex 
design of this study, finally Generalized Estimating Equa-
tions (GEE) model was used to analyze the effectiveness 
of the educational intervention in practicing RMC, con-
trolling for background variables. The Bonferroni test 
was employed for multiple comparisons.

Ethical considerations
This study received ethical approval from the eth-
ics committee of TUMS with the code of IR.TUMS.
SRE.1397.015. Throughout all stages of the research, 
the researchers prioritized the convenience of the par-
ticipants, maintaining confidentiality of information, and 
ensuring their voluntary and informed participation.

Results
As stated, 357 mothers who had recently given birth par-
ticipated in the first phase (pre intervention) and 383 
mothers participated in the next phase (post interven-
tion). The results of the first phase have been published 
before [16]. In the second phase, the average age of moth-
ers was 28 years. The number of pregnancies ranged from 
one to seven during their reproductive life. The majority 
of participants (43.3%) had a secondary education, were 
housewives (98.2%), and resided in Tehran (83.3%). Addi-
tionally, most participants (73.4%) reported an average 
economic status.

Incidence of disrespect in hospitals before and after 
the intervention
As shown in Table 2, the minimum, maximum, and mean 
(standard deviation) scores for reported incidents of dis-
respect were 4, 22, and 11.4 (3.3), respectively, before the 
intervention, and 1, 34, and 9.6 (10.4), respectively, after 
the intervention. Although the overall number of inci-
dents decreased after the intervention, the variance in 
mothers’ experiences of disrespect increased. Before the 
intervention, each mother experienced at least four inci-
dents of disrespect, whereas after the intervention, this 
number decreased. However, the maximum number of 
incidents observed before the intervention was 22 out of 
66, which increased to 34 cases after the intervention.

As shown in Table 3, based on the Pearson Chi-Square 
test, a significant decrease in disrespectful maternity 
care was observed in all dimensions (P < 0.005), except 
for “restrictions on mobility, fluids, and companionship” 
(P = 1), in the hospitals of the intervention group after 
the intervention. In contrast, the hospitals in the con-
trol group showed a significant increase in misbehavior 
in 4 out of 7 dimensions, but a significant reduction in 
“unreasonable demand, receiving money” dimension 
(P = 0.009). The other two dimensions had approxi-
mately the same status. Regarding all hospitals (n = 4), 
a significant decrease in disrespectful maternity care was 
observed in 4 out of 7 dimensions, and no significant dif-
ference between two periods in “physical” abuse, “stigma 
and discrimination” and “restrictions on mobility, fluids, 
and companionship”. Overall, a significant decrease was 
observed in the total score of misbehavior across all hos-
pitals studied (P < 0.05).

Relationship between investigated characteristics 
and the incidence of disrespectful maternal care 
during labor and delivery
An examination of the relationship between misbehavior 
and the characteristics investigated revealed that three 

Table 2 Descriptive comparison of general misbehavior scores 
before and after the intervention

Before the 
intervention (time 1)

After the 
intervention 
(time 2)

Number of available data 357 383

Mean 11.40 9.65

Mode 11.00 2.00

Standard deviation 3.03 10.40

Range 18.00 33.00

Minimum 4.00 1.00

Maximum 22.00 34.00
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factors were significantly associated with the reported 
incidence of misbehavior. These factors were the hospi-
tal where delivery services were received (Coefficient = 
0.82, P < 0.001), the mother’s level of education (Coeffi-
cient = -0.078, P = 0.015), and the mother’s age (Coef-
ficient = 0.079, P = 0.014). In other words, mothers who 
received delivery services at certain hospitals, had lower 
levels of education, or were younger, were more likely to 
experience disrespectful maternal care during labor and 
delivery.

Changes in the incidence of misbehavior due 
to educational intervention
The results of generalized estimating equations test pre-
sented in Table 4 indicate that the overall score for mis-
behavior decreased by 17.4 and 17.3 points in the first 
and second models, respectively. Both reductions were 
statistically significant (P < 0.001). This suggests that after 
the intervention, there was a significant difference of 
more than 17 points between the intervention and con-
trol hospitals in terms of the occurrence of misbehavior.

As Fig. 1 shows, during the baseline phase, the inter-
vention and control group hospitals exhibited simi-
lar incidence rates of misbehavior, with scores of 11.3 
and 11.4, respectively. However, four months after the 

Table 3 Comparison of the frequency and prevalence of different dimensions of disrespectful maternity care in both groups of 
hospitals before and after the intervention

Dimensions of disrespect Interventional hospitals (n = 2) Pearson Chi-Square

Before intervention After intervention

N = 181 Percent N = 192 Percent

Verbal 87 48.0 0 0 P < 0.001

Physical 83 45.8 9 4.6 P < 0.001

Sigma and discrimination 8 4.4 0 0 P = 0.003

Vaginal examination 169 93.3 15 7.8 P < 0.001

Restriction in mobility, liquids, companions 181 100 192 100 P = 1

Unreasonable demand, receiving money 179 98.8 0 0 P < 0.001
Improper care of the mother 128 70.7 0 0 P < 0.001

Control Hospitals (n = 2) Pearson Chi-Square

Before intervention After intervention

N = 176 Percent N = 191 Percent

Verbal 93 52.8 148 77.5 P < 0.001

Physical 53 30.1 155 81.2 P < 0.001

Sigma and discrimination 8 4.5 21 11.0 P = 0.022

Vaginal examination 172 97.7 181 94.8 P = 0.139

Restriction in mobility, liquids, companions 176 100 191 100 P = 1

Unreasonable demand, receiving money 163 92.6 160 83.8 P = 0.009

Improper care of the mother 117 66.5 162 84.8 P < 0.001

All hospitals (n = 4)

Before intervention After intervention Pearson Chi-Square

N = 357 Percent N = 383 Percent

Verbal 180 50.4 148 38.6 P < 0.001

Physical 136 38.1 164 42.8 P = 0.055

Sigma and discrimination 16 4.5 21 50.5 P = 0.466

Vaginal examination 340 95.5 196 51.2 P < 0.001

Restriction in mobility, liquids, companions 357 100 383 100 P = 1

Unreasonable demand, receiving money 340 95.8 160 41.8 P = 0.002

Improper care of the mother 245 68.6 162 42.3 P < 0.001
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intervention was implemented, the incidence of mis-
behavior in the control hospitals increased by approxi-
mately 7 points, reaching a score of 18.2. In contrast, 
the score in the intervention hospitals decreased by 
around 10 points, reaching a score of 1.3. Consequently, 
with a difference of more than 17 points (p < 0.001), the 
difference between the intervention and control hospi-
tals was statistically significant.

Discussion
This study is the first to investigate the effectiveness of 
an educational intervention promoting RMC in Iran. 
The study’s framework was based on the WHO’s and the 
White Ribbon Union’s [26, 27].published dimensions and 
frameworks for RMC during childbirth. The analysis of 
the findings revealed a significant reduction in the preva-
lence of abuse and disrespect following the implementa-
tion of the educational intervention in hospitals within 
the intervention group. Notably, the number of reported 
cases of disrespect decreased from 11 to 1 in intervention 
hospitals, whereas control hospitals experienced a wors-
ening situation, with reported cases of disrespect increas-
ing from 11 to 17 during the same period.

It is worth noting that the data collection before the 
intervention took place from June to September 2019, 
before the COVID-19 outbreak in Iran, and the data col-
lection after the intervention occurred from March to 
June 2020. The increase in misbehavior in the control 
group may be attributed to the stressful conditions dur-
ing the pandemic, which put immense psychological 
pressure on healthcare personnel. However, despite these 
challenging conditions, the intervention group showed 
a significant improvement in RMC, suggesting that the 
educational intervention had a positive impact on their 
behavior.

The results of this study demonstrate a significant 
improvement in the provision of RMC in hospitals within 

the intervention group. These findings are consistent 
with previous studies [6, 18–23, 28]. Almost all studies 
were from low- and middle-income African countries 
including Ghana, Kenya, Tanzania and Ethiopia and 
one study were from Spain as a high-income country. 
These educational interventions were different based on 
content, duration and teaching and evaluation meth-
ods. However, evidence supported the effectiveness of 
these interventions to improve knowledge/attitude of 
midwives and/or nurses regarding respectful maternity 
care, and woman-provider communication, and reduce 
women’s experience of disrespect and abuse. The adop-
tion of RMC requires both scientific and interpersonal 
skills from healthcare providers, and thus, it is essential 

Table 4 Results of the simple and controlled models of the Generalized Estimating Equations (GEE) test to determine the EFFECT of 
the educational intervention on general misbehavior.

Parameter Model 1-Crude analysis *Model 2-adjusted analysis

B 95% Wald CI P. value B 95% Wald CI P. value

Lower Upper Lower Upper

Before intervention Ref – – Ref – –

After intervention 7.00 6.58 7.42 < 0.001 7.14 6.79 7.49 < 0.001

Control group Ref – – Ref – –

Intervention group 0.000 − 0.41 0.42 0.99 -0.13 -0.58 0.31 0.56

Interaction between time 
and group

− 17.42 − 17.95 − 16.88 < 0.001 − 17.32 − 17.97 − 16.68 < 0.001

Dependent variable: Total Model 2 adjusted for contextual variables

Fig. 1 The effect of the educational intervention on the reduction 
of misbehavior before and after the intervention in intervention 
and control group hospitals
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to identify obstacles and apply effective solutions to pro-
mote RMC [29].

Numerous training-based interventions have been con-
ducted worldwide to address the increasing prevalence 
of misbehavior during childbirth. These interventions 
aim to reduce and eliminate disrespect and have demon-
strated a positive impact on the incidence of misbehavior 
[6, 19, 22]. For instance, a study in Kenya by Abuya et al. 
used multifaceted interventions, including childbirth 
tours and training workshops for service recipients and 
providers, and reported a 7% reduction in the incidence 
of misbehavior during childbirth [22]. Similarly, a study 
in Ethiopia by Asefa et  al. implemented interventions, 
including training for service providers, wall posters in 
delivery rooms, and support visits, and reported an 18% 
decrease in the prevalence of misbehavior during child-
birth care [6].

In the present study, the most significant reduction in 
misbehavior occurred in the area of inattentive care, with 
a reduction of over 50% after the intervention. Other 
areas, such as vaginal examinations, improper care of 
the mother, and verbal abuse, also showed significant 
reductions after the intervention. These improvements in 
respectful behavior among providers during delivery care 
demonstrate the positive effect of the educational inter-
vention on reducing misbehavior.

The findings of this study suggest that educational 
intervention had a positive impact on the knowledge, 
attitude, and behavior of providers, as well as an increase 
in their awareness of mothers’ rights during delivery 
care and improved communication between midwives 
and mothers. These results are consistent with the find-
ings of Ratcliffe’s study [21], which demonstrated the 
positive impact of educational interventions on improv-
ing patient-provider communication and reducing 
misbehavior.

The study’s results also suggest that the educational 
intervention led to improved understanding, friendly 
support, and empathy among midwives, which is con-
sistent with the findings of Oosthuizen and Kujawski’s 
studies [29, 30]. However, the intervention did not show 
significant improvements in other areas, such as the 
physical environment, the presence of a companion, and 
stigmatization and discrimination. Therefore, promoting 
RMC and reducing misbehavior cannot be fully achieved 
through educational interventions alone, but rather 
requires a multifaceted approach that includes changes 
to the health system, organization, and society as a whole 
[29, 31, 32].

Conclusions
The findings of this study demonstrate that an educa-
tional intervention focused on RMC can have a signifi-
cant impact on reducing misbehavior during childbirth. 
However, to fully realize the provision of RMC and 
eliminate existing misbehavior, a comprehensive and 
collaborative approach is necessary. This requires the 
involvement of all stakeholders across various levels of 
the health system, including policymakers, planners, hos-
pital managers, maternity ward supervisors, healthcare 
providers, and the community.

To institutionalize a culture of RMC throughout the 
healthcare system, it is essential to prioritize ongoing 
and periodic training for healthcare providers. Addi-
tionally, other interventions are recommended, such 
as: Ensuring the availability of specialist personnel in 
maternity departments; Motivating employees to pro-
vide high-quality care; Providing necessary infrastruc-
ture and resources to support RMC; Educating mothers 
about their rights and empowering them to advocate 
for themselves. By taking a multi-faceted approach, we 
can work towards eliminating misbehavior and promot-
ing a culture of respect and dignity in maternity care.

This study had several limitations, including the tim-
ing of data collection after intervention, which coin-
cided with the COVID-19 pandemic and the higher 
number of mistreatment in the control group compared 
to before intervention may be due to this, and the fact 
that the impact of the intervention on RMC was only 
evaluated once after the intervention. Additionally, the 
inability to conduct field observations and assess the 
actual delivery of care during childbirth meant that 
only the experiences reported by mothers were used.

Based on the results of this study, here are some 
important suggestions for both clinicians and policy-
makers to improve the RMC. By implementing these 
suggestions, clinicians and policymakers can work 
together to improve RMC and promote a culture of 
respect and dignity in maternity care.

1. Foster a culture of respect: Promote a culture of 
respect and dignity within the healthcare system and 
prioritize the well-being and autonomy of mothers.

2. Address power imbalances: Recognize and address 
power imbalances between healthcare providers and 
mothers, and work to create a more equitable and 
inclusive healthcare system.

3. Support research and evaluation: Support research 
and evaluation on RMC to better understand the 
barriers and facilitators of RMC and to identify effec-
tive interventions.

4. Collaborate with stakeholders: Collaborate with 
stakeholders, including mothers, families, healthcare 
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providers, and community leaders, to promote RMC 
and improve healthcare outcomes.
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