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ABSTRACT 

Background: Disrespect and abuse (D&A) in maternity care facilities is a major public health 

issue affecting women worldwide. There are reports of high prevalence of D&A during facility-

based childbirth in Nigeria; however, studies that explore the issue in-depth from women’s 

and maternity care professionals’ perspectives are sparse. This study provides an 

understanding of women’s experiences of and healthcare providers’ perspectives on D&A 

during maternity care in health facilities in Benue State, Nigeria.  

Methods: This is a qualitative phenomenological study conducted in two phases. Using 

purposive sampling, focus group discussions were conducted with women (n=32) in the first 

phase, and in the second, semi-structured interviews with women (n=14) and healthcare 

providers (n=16) from various professional backgrounds, working in two maternity care 

facilities.  All the women received maternity care in facilities and had experienced at least one 

incident of D&A. The sample size was determined based on data saturation. All data collected 

were transcribed and analysed in NVivo version 11 using a six-stage thematic analysis.  

Findings: Women perceived incidents such as being shouted at and the use of abusive 

language as a common practice and described these incidents as devaluing and dehumanising 

to their sense of dignity. They also highlighted the importance of accessing facilities for safe 

childbirth and expressed that the experiences of D&A may not impact negatively on their 

intended use of but the choice of maternity facilities. However, their accounts reflected a lack 

of choice and the adverse effect of D&A on their emotional wellbeing.  

Healthcare providers recognised D&A as a violation of the human rights of women accessing 

maternity facilities, but usually highlighted components of respectful care with a good 

awareness about what it encompasses. They often considered the experiences of D&A as 
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subjective to the women and based on their expectations of care. Their views also reflected 

underlying gender-related notions and societal perceptions of women being considered 

weaker than men. The professionals recognised several adverse effects of D&A, including its 

impact on women, newborns and on their own job satisfaction. Both women and 

professionals perceived some of the disrespectful and abusive actions were not intended to 

cause harm but to ensure the health and safety of the mother and her child. Additionally, they 

reported several factors associated with service users, health professionals and the facilities 

perceived to contribute to the D&A of women.   

Conclusion: The participants’ accounts showed that the application of respectful care in 

everyday maternity practice is inadequate in Nigeria. The findings reveal the need for policy 

and practice interventions to address the issue urgently through preventive measures such as 

empowering women through education to reinforce their right to respectful care. It reflects 

the need for sensitising and training health professionals on the importance of providing 

respectful care and how its elements can be incorporated into everyday practice. The 

underlying gender-related notion highlights the need for interventions at wider socio-political 

and community levels including the importance of educating family members about their right 

to respectful care and empowering them to report disrespectful practices. 
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CHAPTER 1 INTRODUCTION 

1.1 Overview of the chapter 

This chapter presents the background to D&A in maternity care facilities, setting out the 

context for the study. It then presents the rationale of the study, research question, aim, and 

objectives, and the structure of the thesis.        

1.2 Background 

The D&A of women in maternity care is a public health issue that violates their human rights 

and affects many countries of the world. In the past, the concept of D&A appeared to have  

limited research recognition (Jewkes, Abrahams and Mvo, 1998), but a lot of evidence on the 

issue has emerged over the years. Freedman et al. (2014) refer to D&A of women as 

interactions with healthcare providers (HCPs) or conditions in a health facility meant to, 

experienced or perceived as undignified and humiliating during childbirth. Other authors have 

described the concept as a type of violence against women in institutional care during 

“pregnancy, childbirth, postpartum and abortion” (Diniz et al., 2015, p. 378). Although these 

descriptions of the phenomenon exist, there seems to be no universally agreed definition. 

This is probably as result of factors including variations in the operationalisation of D&A, 

expectations of care, differences in personal experiences, settings and birth outcomes 

(Bowser and Hill, 2010; McMahon et al., 2014). 

Globally, several studies report that women experience D&A, especially during labour and 

childbirth at health facilities regardless of their socio-demographic characteristics such as age 

and level of education (Bowser and Hill, 2010; Rosen et al., 2015). However, some women 

could be more vulnerable to D&A than others. For instance, women with low socioeconomic 
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status, Human Immunodeficiency Virus / Acquired Immunodeficiency Syndrome (HIV/AIDS), 

unmarried women and adolescents are more likely to experience D&A during childbirth 

compared to their counterparts (Bowser and Hill, 2010). Disrespectful and abusive care could 

be in various forms including being ignored, shouted at and slapped by HCPs or abandoned to 

deliver a child alone in health facilities (Chadwick, Cooper and Harries, 2014; Kruk et al., 2014; 

McMahon et al., 2014). Such practices led to the development of a framework known as the 

categories of D&A (Bowser and Hill, 2010), which has been widely adopted by many 

researchers investigating this issue. The categories of D&A include physical abuse, 

discrimination, non-consented care, non-dignified care, abandonment or neglect, non-

confidential care and detention in health facilities.   

There are reports of a relatively high prevalence of D&A in facility-based childbirth in some 

high-income countries (HICs) in Europe (Swahnberg et al., 2007; Lukasse et al., 2015). For 

example, a multi-country study conducted across six European countries – Sweden, Norway, 

Belgium, Estonia, Iceland and Denmark – found that 1 in 5 pregnant women receiving 

antenatal care services had experienced an episode of abuse in healthcare (AHC) (Lukasse et 

al., 2015). In another study, estimates show that about 13–28% of women who accessed 

obstetrics and gynaecology (O&G) services in healthcare settings experienced abuse in 

Northern Europe (Swahnberg et al., 2007). 

In many low-income countries (LICs), especially in the African region, higher prevalence rates 

of D&A have been reported (Kruk et al., 2014; Abuya et al., 2015b; Asefa and Bekele, 2015; 

Patel, Makadia and Kedia, 2015; Sando et al., 2016). For instance, in Addis Ababa, Ethiopia, 

about 81.8% of women in hospitals and 75.3% in a health centre were found to experience 

D&A during childbirth (Asefa and Bekele, 2015). Similarly, in postpartum interviews, about 
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15% of women in Dar es Salaam, Tanzania, reported they had experienced D&A during 

childbirth (Sando et al., 2016).   From the community follow-up interviews in the same study, 

the authors recorded prevalence rates as high as 70%.  Although HICs have reported a 

high prevalence of D&A, it is evident that the burden of D&A is significantly higher in LICs. 

Several factors have been suggested to contribute to D&A in maternity care. Some include 

overcrowded hospital wards, poor attitudes and shortage of healthcare staff, and inefficient 

management of healthcare services (Bowser and Hill, 2010; Bohren et al., 2016). Freedman et 

al. (2014) further classified these factors into three levels: individual, structural and policy. At 

the individual level, D&A may consist of the behaviour of health professionals experienced or 

perceived as harmful or humiliating, while at the structural level, understaffed health facilities 

and overcrowded maternity wards may facilitate D&A of women. Lastly, healthcare practices 

considered as deviations from an individual’s right to health also contribute to D&A at the 

policy level (Freedman et al., 2014). 

The D&A of women in maternity care facilities can have adverse consequences. The White 

Ribbon Alliance (WRA) (2011) considers D&A as a violation of maternity service users’ rights 

in health facilities. Consequently, subjecting women to physical abuse during childbirth, for 

instance, violates their right to be free from harm. Swahnberg et al. (2007) reported that 

abuse during facility-based maternity care could lead to health issues like poor self-rated 

health, sleeping problems and signs of post-traumatic stress disorder. In addition, neglect and 

abandonment in the form of a delayed response to women’s call for help during labour and 

childbirth could result in increased risks of birth complications and maternal morbidity (Rance 

et al., 2013). The experience of D&A may also reduce women’s confidence in and deter their 

use of maternity facilities (Kujawski et al., 2015; Adinew and Assefa, 2017; Maya et al., 2018). 
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1.3 Rationale for this study 

The D&A of women during childbirth in health facilities is a major public health issue that calls 

for urgent attention. The World Health Organization (WHO) (2015b) calls for more empirical 

research and actions to minimise the issue and promote respectful care for all women 

accessing maternity facilities. There are reports of high prevalence rates of D&A during 

facility-based childbirth among women in several countries. However, these rates seem 

higher in the African region and other LICs (Abuya et al., 2015b; Asefa and Bekele, 2015; Rosen 

et al., 2015; Sando et al., 2016; Montesinos-Segura et al., 2018) compared to some HICs 

(Swahnberg et al., 2007; Lukasse et al., 2015). In Nigeria, some authors have reported 

prevalence rates of D&A among women during childbirth as high as 23.7% in Kaduna State 

(Idris, Sambo and Ibrahim, 2013), 70.8% in Rivers State (Moore, Alex-Hart and George, 2011) 

and 98% in Enugu State (Okafor, Ugwu and Obi, 2015). The studies conducted in Nigeria 

appeared to focus on D&A during childbirth with little emphasis on other aspects of maternity 

care such as antenatal and postpartum. This suggests that more research is needed in Nigeria 

to understand this phenomenon in other aspects of maternity care. 

Many qualitative studies have reported women’s experiences of D&A during childbirth. 

McMahon et al. (2014) explored the experiences of disrespectful and abusive care during 

childbirth in Tanzania. They found that women initially described neutral childbirth 

experiences; however, upon probing during the interviews, abusive events such as feeling 

ignored and abandoned were later reported. In another study, a Danish population of women 

with a previous experience of abuse in maternity care described the meaning of and how they 

managed it (Schroll, Kjaergaard and Midtgaard, 2013). The women revealed that abusive care 
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from health professionals is not always intended to harm women, though they perceived it 

to dehumanise and adversely affect their reproductive and sexual health.    

Few primary qualitative studies have explored women’s experiences of D&A in Nigerian 

maternity care facilities (Bohren et al., 2016; Bohren et al., 2017). One such study explored 

women’s, doctors’ and midwives’ experiences, and factors that contribute to mistreatment in 

facility-based childbirth (Bohren et al., 2017). Both health professionals and women were 

found to either experience or witness physical abuse, detainment in health facilities and 

verbal abuse during childbirth. The other study sought the participants’ views on four 

scenarios of mistreatment in two health facilities in Abuja – verbal abuse, 

slapping, physical restraint and refusing to help a woman (Bohren et al., 2016). All the 

participants perceived the scenarios as acceptable and appropriate measures to make 

mothers comply with HCPs’ instructions for the safe birth of their child (Bohren et al., 2016). 

Of the two studies, the former considered women’s experiences, while the latter sought their 

views on scenarios of disrespectful care which appears not to reflect their personal 

experiences. Beyond these studies, there has been a little primary investigation into women’s 

experiences of D&A in Nigeria.  

Furthermore, a recent systematic review of the literature on D&A in Nigeria found that 

women experience unfriendly and poor behaviours from health professionals, and non-

dignified care during childbirth (Ishola, Owolabi and Filippi, 2017). Eleven out of the fourteen 

studies included in the review used quantitative methods and only one was a qualitative 

study. In addition, it appears that most of the primary studies did not set out to investigate 

D&A. For example, some of the studies investigated the factors associated with and perceived 

determinants of the use of maternity services (Lamina, Sule-Odu and Jagun, 2004; Onah, 
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Ikeako and Iloabachie, 2006; Moronkola et al., 2007; Iyaniwura and Yussuf, 2009; Moore, 

Alex-Hart and George, 2011). Therefore, research that investigates the experiences and views 

of women, health professionals and family members on D&A is needed (Ishola, Owolabi and 

Filippi, 2017).   

Evidence suggests many underlying factors contribute to disrespectful and abusive care 

during childbirth. Some of such factors include policies of the health system, burnout and 

prejudice of healthcare staff, and power differences between health professionals and 

maternity service users (Jewkes, Abrahams and Mvo, 1998; Bowser and Hill, 2010; Freedman 

et al., 2014). In Nigeria, a few studies have reported limitations in the health systems, 

women’s behaviour and poor provider attitudes as factors contributing to D&A of women in 

health facilities (Bohren et al., 2017; Ishola, Owolabi and Filippi, 2017). However, there is still 

limited research that comprehensively explores the factors that contribute to D&A in Nigeria, 

particularly in Benue State. Identifying these factors will aid the implementation of 

appropriate measures to minimise or prevent the D&A of women maternity care facilities.   

Previous studies have suggested that the perceived fear of or an actual experience of D&A 

may limit women’s use of health facilities for maternity care (Kruk et al., 2009; Bowser and 

Hill, 2010; Moyer et al., 2014). Silal et al. (2012) report that in South Africa, when a 

woman witnessed any negative behaviour from HCPs such as turning away women in early 

labour and shouting at them, it limited her access to facility-based maternity care. In Butajira, 

Ethiopia, poor conditions of health facilities which lead to the delivery of abusive care by 

health professionals were attributed to the underutilisation of maternity services (Roro et al., 

2014). Apart from the potential impact an experience of D&A could have on use of health 

facilities, other studies reveal its consequences on women’s health. Experiences of D&A is 
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reported to have negative effects such as sleeping problems, fear of childbirth and becoming 

pregnant, poor self-rated health and signs of post-traumatic stress disorder (Swahnberg et al., 

2007; Schroll, Kjaergaard and Midtgaard, 2013). This suggests that the experience of D&A 

could impact upon women’s health and use of maternity facilities. However, there is 

insufficient research on the perceived impact of D&A on use of maternity services in Nigeria, 

and the consequences on women’s health, choices and wellbeing are not known (WHO, 

2015b).  

Health professionals’ perceptions and experiences of D&A in maternity care have been 

reported in previous studies (Rominski, 2015; Burrowes et al., 2017; Warren et al., 2017; 

Lambert et al., 2018).  Some authors report that HCPs consider D&A of women as not often 

deliberate and intended to harm women, but necessary in situations where it is crucial 

to saving the lives of a mother and her unborn child (Rominski, 2015; Bohren et al., 2017). Yet, 

other authors argue that D&A is often perpetrated by service providers and is deliberate 

(d’Oliveira, Diniz and Schraiber, 2002).  

There is evidence suggesting health professionals face the challenges of institutional 

constraints and other stressors in LICs which result in the provision of disrespectful care 

(Bosch-Capblanch and Garner, 2008; Bohren et al., 2015). In Nigeria, service providers have 

described having to deal with problems such as uncooperative and disobedient women in 

maternity wards, making it difficult for them to offer supportive care (Bohren et al., 2017). 

However, a few doctors believed that D&A does not occur at hospitals where they work. Due 

to the nature of the research methods used in the study, the findings may not be generalised 

as this was limited to a few hospitals. In addition, at the time of writing the research proposal 

and data collection of this study, there was little evidence on HCPs’ views on D&A, particularly 
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in Nigeria. Although many studies emerged during the progression of the present study (e.g 

Bohren et al., 2017; Warren et al., 2017; Lambert et al., 2018; Shimoda et al., 2018), the 

perspective of health professionals on the issue is still sparse in Nigeria. Therefore, the 

perspective of health professionals on D&A in maternity care in Nigeria is necessary to 

understand why D&A occurs, how the phenomenon is perceived and measures to prevent it. 

The discussion above shows D&A is a public health issue affecting many countries, including 

Nigeria, where there are reports of high prevalence rates. However, there is limited 

understanding and knowledge of the experiences and perceptions of women and health 

professionals on D&A. Understanding their experiences of and perspectives on D&A in 

maternity care facilities will give invaluable insight into the issue. According to a report by the 

WHO (2015b), putting an end to D&A in maternity care could be achieved through a process 

that involves the collective effort of stakeholders such as researchers, women, HCPs, and 

communities. Therefore, the findings of this study can guide public health stakeholders in 

making informed decisions on how best to prioritise resources and carry out interventions to 

prevent D&A in health facilities. 

1.4 Research question, aim and objectives  

1.4.1 Research question 

What are women’s experiences of and HCPs’ perspectives on D&A in maternity care in health 

facilities in Benue State, Nigeria? 

1.4.2 Aim 

The aim of the study is to provide an understanding of women’s experiences and HCPs’ 

perspectives on D&A during maternity care in health facilities in Benue State, Nigeria. 
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1.4.3 Objectives 

To achieve the research aim, the following research objectives were set:   

1.    To understand how women perceive their experiences of D&A during antenatal, childbirth 

and postpartum care   

2.    To explore the perceived factors contributing to D&A in childbirth, antenatal and 

postpartum care  

3.    To understand how women’s experience of D&A could impact on their use of maternity 

services in the future 

4.    To understand how HCPs perceive D&A and why it occurs in maternity care facilities 

5.    To explore the perceptions of HCPs on the impact of D&A on women’s health, wellbeing 

use of health facilities and recommendations on how D&A can be prevented in maternity care. 

1.5 Structure of the thesis 

This thesis has seven chapters. Chapter one – the introduction – presents the background to 

D&A in maternity care in health facilities and the rationale of this study, followed by the 

research question, aim and objectives. 

Chapter 2 reviews published literature on D&A of women in maternity care facilities. It begins 

with a discussion on the literature search strategy, and exploration of D&A and other key 

concepts used in the study. This is followed by a review of the categories, prevalence rates 

and factors associated with disrespectful and abusive care, women’s and HCPs’ experiences 

and perceptions, and the consequences of D&A. The literature review chapter also considers 

the interventions aimed to promote respectful maternity care (RMC) and the theoretical 

models used to understand D&A.  
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Chapter 3 discusses the philosophical stance and the use of qualitative research methodology 

as well as details of the methods of data collection, analysis using a thematic approach and 

ethical considerations of the study. The study applied the Consolidated Criteria for Reporting 

Qualitative Research (COREQ) guidelines, a 32-item checklist with three main domains: 

research team and reflexivity; study design; and analysis and findings (Tong, Sainsbury and 

Craig, 2007). The COREQ checklist focuses on group discussion and in-depth interviews in 

qualitative research. It aims to promote transparent and comprehensive reporting of 

qualitative research, and improve the rigour and credibility of the findings, making it 

appropriate for this study. 

Chapters 4 and 5 present the findings of the study. Chapter 4 shows the findings from the 

focus group discussions (FGDs) and semi-structured interviews with women. Chapter 5 

outlines the findings from semi-structured interviews with health professionals. 

 Chapter 6 discusses the findings of the study, drawing on the information obtained from 

women and HCPs who participated in the FGDs and semi-structured interviews with existing 

literature and theories on the D&A of women in health facilities. 

Chapter 7 draws conclusions from the empirical findings of the study and presents the 

implications for policy, practice, knowledge and future research, and offers 

recommendations.    
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CHAPTER 2 LITERATURE REVIEW 

2.1 Introduction 

This chapter reviews the literature on D&A of women in maternity care facilities across many 

countries of the world, including Nigeria, setting the theoretical context for this study.  The 

aim of the study is to provide an understanding of women’s experiences of and HCPs 

perspectives on D&A during maternity care in health facilities in Benue State, Nigeria. 

Therefore, the chapter begins with an overview of the literature search strategy using 

keywords in electronic databases to get the relevant studies, followed by an exploration of 

some of the key concepts used in the study. The next section considers descriptions of D&A 

that informed the definition that underpinning this study.  

The categories and prevalence rates – global burden, African region and Nigeria – and the 

factors associated with D&A are then discussed, followed by an appraisal of the literature on 

the experiences and perceptions of women and HCPs. The next sections present a discussion 

on the consequences and interventions to prevent D&A, and the theories that align with the 

D&A in maternity care to support the understanding of the phenomenon. 

2.2 Why a review of the literature? 

Aveyard (2014) refers to a literature review as a comprehensive investigation and 

interpretation of the existing evidence on a topic of interest to discuss a specific research 

question. There are different reasons for conducting literature reviews in research. For 

instance, if the literature review is for a preliminary investigation before a primary study, it 

will produce a detailed account of the evidence on a specific area, find the gap, 

and identify new research areas. In this instance, it provides a justification for proposing a 
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study and adds to a researcher’s understanding of the subject area (Aveyard, 2014). A 

literature review is important because it helps to critique and summarise the available 

evidence on a specific research topic (Coughlan, Cronin and Ryan, 2013).  

The literature review conducted in this study aimed to identify and appraise the existing 

studies on D&A of women in health facilities, find the research gaps and offer a justification 

for conducting a primary study (Coughlan, Cronin and Ryan, 2013; Aveyard, 2014). It also 

enabled an in-depth understanding of the D&A of women in maternity care facilities. 

Documenting the stages involved in a literature review is important to determine its quality 

(Aveyard, 2014), but the structure should also be coherent before writing begins (Coughlan 

Coughlan, Cronin and Ryan, 2013).  Zorn and Campbell (2006) proposed four features of a 

good literature review: (1) an introduction that outlines the aim of the literature review; (2) 

themes that relating to the research topic; (3) description and critical appraisal of the findings; 

and (4) conclusion. The process of the literature review in the present study illustrates the 

search strategy for the studies, a critique and interpretation of the findings under themes 

relevant to the research topic.  

2.2.1 Literature search  

The research examined the D&A of women in maternity care facilities; therefore, the 

literature review included studies that investigated the phenomenon between 1998 and 

2018. Studies included in the review were peer-reviewed, primary and secondary academic 

papers with various methodological approaches including qualitative, quantitative, mixed-

methods and intervention studies. In addition, grey literature such as government 

documents and reports were included.  
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This study used electronic databases such as Medline (PubMed), Cumulative Index to Nursing 

and Allied Health Literature, Global Health and Embase, containing literature on nursing and 

maternal health-related issues to search for relevant studies on D&A in health facilities. To 

further ensure a rigorous search and identification of as many studies as possible related to 

the research topic, other manual searches such as the reference list of the literature and other 

journals that publish articles on maternal health were carried out. Other search engines, 

including Google Scholar and University of Bedfordshire’s (UoB) electronic library (Discover), 

were also used to identify other relevant studies. 

2.2.1.1 Keywords  

Some of the main search keywords were: ‘disrespect’, ‘abuse’, ‘maternity care,’ ‘healthcare 

provider’, and ‘health facilities’. The synonyms of the keywords were combined or used 

individually to search for studies in the databases.  

For example, some of the synonyms used for ‘disrespect and abuse’ were: ‘disrespectful care’, 

‘disrespectful care and abuse’, ‘non-respectful care’, ‘maltreatment’, ‘mistreatment’, 

‘dehumanised care’, ‘obstetric violence’, ‘abuse in healthcare’, ‘non-dignified care’, and 

‘institutional abuse’. 

Another example of the the keywords and their synonyms were combined using Boolean 

operators and truncation to search for studies in the databases include: (“disrespect and 

abuse” OR “abuse” OR “disrespect” OR “disrespectful care and abuse” OR “non-respectful 

and abusive care” OR “non-dignified care” OR disrespect* OR maltreat* OR mistreat*OR 

dehumani* OR “obstetric violence” OR “institutional abuse”) AND (matern* OR “childbirth” 

OR “delivery” OR pregnan* OR “post-partum” OR” “post-natal” OR antenata*) AND 

(healthcare* OR hospital* OR health facilit*OR health centre* OR clinic*) AND (“healthcare 
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provider” OR “sevice provider” OR “health professional” OR “professional” OR “provider” OR 

healthcare* or “staff” OR “worker”).  

The abstract and full-text of the studies identified from the database search were 

read to determine the relevance to the research topic (Aveyard, 2014). Apart from studies 

identified in the electronic database searches, those retrieved from other manual searches 

such as the reference list of the included studies were also subjected to the same appraisal 

process to assess their relevance to the research. The literature review included studies that 

aligned with the preconceived themes appropriate for the research topic (Coughlan, Cronin 

and Ryan, 2013), some of which belonged to more than one theme. The sections below 

discuss the themes that form the structure of this chapter.  

2.3 An exploration of key concepts used in this study  

In the global social science literature, there are inconsistencies in the definitions of some of 

the key concepts used in this study. As a result of the complexities with the terms, this section 

provides a description of experience, perception, HCPs and maternity care to offer a 

perspective on the operational definitions in the study. 

2.3.1 Experience 

The concept of experience in contemporary literature suggests that the phenomenon is 

holistic, subjective and socially constructed from people’s understanding of events within 

their environment; therefore, it is often shared (Green and Hill, 2005; Wright, Wallace and 

McCarthy, 2008; Kim, 2015). Green and Hill (2005) describe experience as an interpretation 

of the self to the self on one hand, of the self to the others on the other hand, and of the self 

to the others who endeavour to make sense of the original experience. This is to say that the 
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concept of experience involves a reflexive process with oneself and interactions with others. 

Vyas and van der Veer (2005, p. 1) conceptualise experience as “meaning that is created, 

communicated and maintained by a user during his interaction with the system”. Both 

definitions suggest that experience is concerned with the meaning of peoples’ interactions 

with the social world. However, the definition stems from the interaction-centric approach 

(Vyas and van der Veer, 2005), while the other views the concept from a sociocultural 

perspective (Green and Hill, 2005).  

From a phenomenological viewpoint, human beings are encompassed by various meanings of 

the world, and the essence people give to events is based on how it is encountered (Schmitt, 

2011). The meaning of an experience does not simply emerge from the proximity of the 

encounter but from the articulate retrospection of it (Burch, 1990). Therefore, 

phenomenological studies use the term, ‘lived experiences’, to refer to memorable and 

distinct events whose meaning people as conscious beings can recognise in retrospection 

(Burch, 1990; Moustakas, 1994). A ‘lived experience’ can be a phenomenon such as anger, 

loneliness and a time of pregnancy (Patton, 2015).  

Some authors have suggested that there are some challenges that appear to impact upon the 

investigation of experience. Green and Hill (2005) report that most psychologists are of the 

view that people may not always have access to their motivations and feelings. As a result, 

people may only describe an experience to the point they can remember and how they can 

interpret it. This could make their descriptions prone to bias such as social desirability. 

Therefore, researchers regard reflexivity as a vital component of research (Davis, Watson and 

Cunningham-Burley, 2000). The subjectivity of the investigator is another difficulty that may 

influence the research process of experience (Green and Hill, 2005). However, many 
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researchers seem to have recently become increasingly aware of the extent of their personal 

involvement on the research process. 

Due to its holistic nature, it may seem problematic to divide experience into various elements. 

Nevertheless, it is possible to understand the elements that make up an experience together 

with the circumstances that encompass it, and the overall context (Wright, Wallace and 

McCarthy, 2008; Kim, 2015). Therefore, an experience is created by continuous interaction 

with the world to make sense of such interactions (Wright, Wallace and McCarthy, 2008).  

Schmitt (2011) argued that experience can have multiple meanings; thus, in defining an 

experience, it is imperative to understand the context in which such interactions occur. In 

healthcare settings, LaVela and Gallan (2014) refers to an experience as a range of both clinical 

and non-clinical interactions between patients and the health system. An example of such 

experience in healthcare settings is the care services provided by health professionals – 

doctors and nurses – and other hospital staff to patients. This study considers experience from 

a phenomenological perspective – ‘lived experience’ – since the focus is on women with an 

experience of D&A in maternity care facilities.  

2.3.1 Perception 

Gobet, Chassy and Bilalic (2011) describe perception as a process whereby an individual’s 

sense of reasoning creates an inner picture of what has been experienced from the outside 

world using information. Another definition by Buchanan and Huczynski (2017) refer to 

perception as a component of an individual’s internal image and picture of their social and 

organisational setting. Additionally, Guirdham (2002) suggests that perceptions consist 

of constructs that emanate from an individual’s knowledge and experience of the world. The 

definitions consider perception from peoples’ cognitive abilities and highlight the influence of 
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their social world. However, Guirdham (2002) also implies that peoples’ perception can shape 

their knowledge of the world through interpretation of events, people and objects. Buchanan 

and Huczynski (2017) further stated that one’s perception is not static, and changes based on 

the meaning attached to experiences and events that arise from interactions with people in 

the world or from sensory information such as pain. Other authors argue that perceptions are 

subjective – different persons tend to perceive the same events or other people in different 

ways (Guirdham, 2002; Mullins, 2008). Thus, a person’s perception can be influenced by 

factors such as experiences, beliefs and gender that emanate from an understanding of either 

events or other people (Guirdham, 2002; Buchanan and Huczynski, 2017). The personal 

characteristics of an individual can also impact upon human perception such that people give 

more attention to some life events than others (Buchanan and Huczynski, 2017). As a result, 

individuals are more likely to respond to events that are perceived as important. In this study, 

perception refers to women’s and HCPs’ constructs and interpretation of D&A in maternity 

care facilities.  

2.3.2 Healthcare provider  

According to WHO (2010), health professionals are individuals who study and recommend or 

provide evidence-based health services – promotional, rehabilitative, curative and 

preventive. Their skills and knowledge are obtained from studying a health-related course at 

an educational institution. They sometimes carry out research projects for understanding of 

the diagnosis and treatment of health conditions. Some examples include medical doctors, 

nurses and midwives (WHO, 2010).  Maternal and neonatal HCPs are professionals who have 

the competencies to provide care during pregnancy, and work as members of a team who are 

equally competent (WHO, 2018a). In contrast, health personnel consist of a range of 
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management and support job roles, example, clinical psychologists, health economists and 

social workers (WHO, 2010).   

The term HCP, therefore, refers to health personnel or organisations that are certified to 

practice and provide health services (WHO, 2010).  The terms HCPs and health professionals 

have been applied interchangeably in this study to refer to individuals who are educated, 

trained on regular basis and assessed by national and international standards to provide 

maternal and newborn health services (WHO, 2018a).  

2.3.3 Maternity care 

Maternity care is described as the services for women from the period of pregnancy to about 

10 days after childbirth but could last up to 6 weeks after birth (Paparella, 2016). The 

components of maternity care services are categorised into three stages: antenatal (during 

pregnancy), intrapartum (childbirth) and postnatal care (after birth). It can also encompass 

neonatal care if the child has not been discharged from the health facility (Paparella, 2016; 

Public Health England, 2016). Maternity care should be evidence-based and woman-centred 

services that acknowledge pregnancy, birth, and parenting as important life events for women 

(Lincetto et al., 2010). Women-centred maternity care encompasses their needs and 

preferences and enables them to access objective, evidence-based information that supports 

informed choices about the services. It could also require service planning and provision that 

is designed and implemented to respond to the health needs of women. The following 

sections discuss the various stages of maternity care.  
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2.3.3.1 Antenatal care 

The WHO (2016b) defines antenatal care as the services given to pregnant adolescent girls 

and women by qualified health professionals to ensure the mother and child have the best 

health conditions during pregnancy. The antenatal care period usually commences between 

9–12 weeks of pregnancy (Paparella, 2016). A minimum of 4 visits between 8 and 38 weeks 

of pregnancy is recommended for pregnant women (Lincetto et al., 2010), and this approach 

is referred to as focused or basic antenatal care. The strategy ensures that all women receive 

antenatal services at crucial periods during pregnancy and prepares them for the childbirth 

and postpartum stages (Lincetto et al., 2010; Izugbara, Wekesah and Adedini, 2016).  

Routine health information systems can be used to provide estimates of antenatal care 

coverage, but in many low- and middle-income countries (LMICs), it is captured using large 

population-based investigations like the Demographic and Health Surveys (DHS) (Benova et 

al., 2018).  Reports show significant difference in the antenatal care coverage in different 

regions of the world. Access to antenatal care in LMICs may have improved since the 

introduction of the model that recommends women have a minimum of four antenatal visits 

(Lincetto et al., 2010); but recent evidence suggests the coverage and quality is still poor 

(Sharma, Connor and Rima Jolivet, 2018). According to the WHO (2018b), in 2015, about 40% 

of pregnant women received the recommended minimum of four antenatal care visits in LICs. 

In HICs, nearly every woman has a minimum of four antenatal care appointments and is cared 

for by skilled healthcare staff up to the postpartum period (WHO, 2018b). However, the 

number of antenatal care contact women have with HCPs does not seem to provide adequate 

information on what the appointments involve (Moran et al., 2016). In addition, antenatal 

care coverage may not reflect the quality of healthcare services delivered to women (Hodgins 
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and D’Agostino, 2014). Since these parameters appear to capture only the number of times 

women visit HCPs for antenatal care, Hodgins and D’Agostino (2014) and Ng et al. (2014) 

pointed out the need for indicators that focus on the content of these antenatal 

appointments.  

A guideline, proposed within the human rights perspective focuses on person-centred care 

for a positive pregnancy experience (WHO, 2016b). The guideline also recommends a 

minimum of eight antenatal care visits, and a pregnant woman’s first contact with a skilled 

healthcare professional should be within the first trimester (12 weeks of gestation), increasing 

to five visits by the third trimester (WHO, 2016b). The 49 antenatal care recommendations 

within the guideline for a positive pregnancy focus on: nutritional interventions, interventions 

for common physiological symptoms, maternal and foetal assessment, health systems 

interventions to increase the use and quality of antenatal care, and preventive measures 

(WHO, 2016b).  

Good antenatal care offers pregnant women with information that focuses of their birth 

preparedness and readiness for complications that could occur during the pregnancy, 

childbirth and postpartum period (Lincetto et al., 2010; Izugbara, Wekesah and Adedini, 2016; 

WHO, 2016b). It offers a platform for significant reproductive health services, such as risk 

identification, screening and diagnosis, health education, disease prevention and health 

promotion (WHO, 2016b). It also creates an opportunity for service providers to communicate 

with and support women and their families in a respectful way at a time that is crucial in their 

lives.  

Timely and appropriate antenatal services can save lives (Paparella, 2016; WHO, 2016b). 

Accessing antenatal services reduces maternal and perinatal mortality and morbidity both 
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directly and indirectly (WHO, 2016b). Direct benefits of timely antenatal care could be in the 

form of detection and treatment of complications associated with pregnancy. Indirectly, 

antenatal care can help to identify women at risk of pregnancy-related problems so that 

timely referrals are made (Carroli, Rooney and Villar, 2001; WHO, 2016). It also helps to 

identify women with health issues, such as malaria infections and HIV that account for over 

25% of maternal mortality globally (WHO, 2016b).  

2.3.3.2 Intrapartum care 

Intrapartum care is service that encompasses the onset of labour which consists of the first, 

second and third stages, to immediately after childbirth (Paparella, 2016). A framework for 

improving the quality of care (QoC) for pregnant women newborns by the WHO highlights the 

importance of their experience of care and clinical treatment for desired outcomes (Tuncalp 

et al., 2015). However, non-medical intrapartum practices like effective communication, 

respectful care and provision of emotional support during labour are lacking. An up-to-date 

WHO (2018c) guideline for intrapartum care stresses the significance of woman-centred care 

to enhance women’s childbirth experience through a human rights-based approach.    

2.3.3.3 Postpartum care 

The terms postpartum and postnatal appear to be used interchangeable in the literature. 

However, postnatal care is often used to refer to the healthcare services for infants; whereas, 

postpartum care is applicable to the mothers (WHO, 1998). Postpartum care is, described as 

the services provided for mothers and their newborns and it begins from immediately (one 

hour) after the birth of a newborn and removal of the placenta to after six weeks after 

childbirth (WHO, 1998). Traditionally, the period of postpartum is expected to last for six 
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weeks after childbirth, though this not globally recognised (WHO, 1998). Most cultures in 

different countries consider the first 40 days following childbirth as a period of convalescence 

for mothers and the newborn and a woman’s body is expected to return to the pre-pregnancy 

state after this time. The healthcare services during this period should meet the needs of the 

mother and child. The postpartum services provide the care required to safeguard women 

from possible complications that may follow birth. Therefore, a woman’s care needs focus on 

elements such as the prevention, early diagnosis and treatment of diseases and birth 

complications, information on breastfeeding, nutrition and contraception, and support from 

HCPs (WHO, 1998). The care needs of the infants at this stage provide significant opportunities 

to assess their development (WHO, 2013). The infants, therefore, need easy access to their 

mothers, proper feeding and observation of body signs (e.g. temperature).  

The postpartum period involves a critical transitional phase for women, their newborns and 

family members emotionally, socially and physiologically (WHO, 1998, 2013). While this 

period usually marks the beginning of a new phase for the mothers and their families (WHO, 

2013), it is one of the most neglected aspects of maternity care (WHO, 1998). Due to the 

limited attention given to this period, maternal and neonatal morbidities are common. In the 

postnatal period, morbidities such as respiratory infections, neonatal sepsis, congenital 

anomalies and birth trauma are likely to occur while urine retention or incontinence, 

postpartum haemorrhage and psychological problems are not uncommon during this time 

(WHO, 1998, 2013). 

A guideline by WHO (2013) proposes some recommendations for postnatal care specifically 

in LMICs aimed at diagnosis and treatment of birth complications and diseases. It addresses 

the issue of timing, place and number of postnatal visits, and the components of the care 
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offered to women and newborns during the first six weeks after childbirth. Stakeholders such 

as managers, policymakers, research institutions and health facilities could adapt the 

guidelines to improve maternal and child health.  

2.3.4 Respectful maternity care  

Respectful maternity care is a concept that reflects the universal rights of women in health 

facilities around the world and has gained global recognition in recent times (WRA, 2011). 

Reis et al. (2012) define RMC as a person-centred approach to care, instituted within the 

ethics and human rights of women, newborns and families. It supports practices that promote 

equal access to care while considering the woman’s choices and the needs of a newborn. A 

recent definition refers to RMC as the care provided to all women in a way that maintains 

their privacy, confidentiality and dignity, ensures they are free from harm and abuse, and 

allows informed choice and consistent support during childbirth (WHO, 2018c).  Although 

both definitions describe RMC as a woman-centred approach to care, the description by Reis 

et al. (2012) incorporates some elements of the human rights perspective.  

With reference to the evidence that highlight women’s experiences of D&A during pregnancy, 

the WHO (2015b) released a statement calling for action, research and dialogue to address 

the issue. Globally, there are growing efforts directed toward ensuring safe and high 

standards of maternity and newborn care consider practices that uphold human rights (WHO, 

2016b). Guidelines for improving QoC for mothers and newborns in health facilities, 

therefore, highlight the need to increasingly focus on respect and preservation of dignity 

(Tuncalp et al., 2015).   
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Some of the elements of the WHO QoC framework stress the importance of effective 

communication, dignified care and emotional support to improve care experience. This 

suggests that a maternity care experience is as important as the clinical aspect to give the 

desired patient-centred outcomes. It is also one of the important elements of QoC to the 

health and wellbeing of many women and their and newborns (WHO, 2016b); hence, adopting 

its practices can improve women’s childbirth experience and address health inequalities 

(WHO, 2018c). 

While there is a growing body of evidence on RMC, a global consensus on its key components 

remains unknown. Several studies have made attempts to conceptualise RMC (Ouedraogo et 

al., 2014; Sheferaw, Mengesha and Wase, 2016; Shakibazadeh et al., 2017). To conceptualise 

RMC, Shakibazadeh et al. (2017) reviewed and synthesised primary qualitative studies that 

focused on the concept during labour, childbirth and postpartum care in health facilities 

across a range of countries. The review included 67 studies from 32 countries and highlights 

an evidence-based typology of the domains of RMC in facility-based childbirth. It reveals the 

broad nature of the concept and not only as a measure to prevent D&A. Both HCPs and 

women shared similar views on the components of RMC. The main findings revealed twelve 

domains of RMC: 

1. privacy and confidentiality 

2. provision of information and seeking informed consent 

3. provision of equitable maternity care 

4. being free from maltreatment and harm 

5. constant access to community and family support 
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6. provision of effective and efficient care 

7. improving the quality of the available resources and the physical environment 

8. preserving women’s dignity 

9. having respect for women’s choices that support their abilities to give birth 

10. involving women in effective communication 

11. continuity of care 

12. availability of skilled and motivated healthcare staff (Shakibazadeh et al., 2017).  

2.3.5 Respectful Maternity Care Charter  

Considering the growing evidence on D&A and the campaign to promote RMC, the Respectful 

Maternity Care Charter was developed through multi-stakeholder collaborations – clinicians, 

researchers and advocates – and endorsed by several institutions, governmental and non-

governmental organisations (WRA, 2011). The Respectful Maternity Care Charter is a 

universally recognised document that provides the most accepted principles of RMC (WRA, 

2011). It was developed from globally recognised human rights elements to which several 

countries and organisations including Elimination of all Forms of Discrimination against 

Women and International Covenant on Civil and Political Rights are signatories (WRA, 2011).  

In relation to the rights of childbearing women, seven rights are outlined in the charter: 

• freedom from harm and ill-treatment 

• information, informed consent, refusal and respect for choices and preferences, 

including the right to a companion of choice wherever possible 

• confidentiality and privacy 
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• dignity and respect 

• equality, freedom from discrimination and equitable care 

• timely healthcare and the highest attainable level of health  

• liberty, autonomy, self-determination and freedom from coercion (WRA, 2011). 

Since its development, the charter has been translated into eight languages and adopted 

worldwide to create awareness of D&A, educate health professionals about human rights and 

maternity care, and effect policy changes (WRA, 2015b). Figure 2.1 illustrates the maternal 

health rights of women in the human rights perspectives.  

 

Figure 2.1: The Respectful Maternity Care Charter (WRA, 2011). 

2.4 Definition of D&A of women during childbirth     

The concept of D&A has become an issue of global interest in recent years, though previous 

studies have documented women’s experiences of abusive care during childbirth in health 
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facilities, possibly by using different terminologies. There is no consensus on a global 

definition for D&A in maternity facilities largely because of its multi-dimensional usage and 

the different concepts used to describe it in the literature (Bohren et al., 2015; WHO, 2015b). 

Some of the concepts include healthcare institutional violence (d’Oliveira, Diniz and Schraiber, 

2002), obstetric violence (Dixon, 2015; Morales, Chaves and Delgado, 2018), maltreatment 

(Moyer at al., 2014) and mistreatment (Bohren et al., 2016).  

There are some building blocks of D&A in labour and childbirth in health facilities. For 

example, a review of the concept of AHC describes the phenomenon as a patients’ subjective 

experience resulting from their contact with the health system (Bruggemann, Wijma and 

Swahnberg, 2012). The theoretical definition below was formulated following a concept 

analysis.      

“Abuse in healthcare is defined as from patients’ subjective experiences of encounters 

with the health care system, characterised by events that lack care, where patients 

suffer and feel they lose their value as human beings. The events are most often 

unintentional and nurtured and legitimised by the structural and cultural contexts in 

which the encounter takes place. The outcomes of abuse in health care are negative 

for patients and presumably for staff and the health care system as well” 

(Bruggemann, Wijma and Swahnberg, 2012, p. 130).  

The definition of AHC like in other studies is guided by the Norvold Abuse Questionnaire 

(NorAQ) and comprises of severe and mild sexual, physical or mental abuse (Schroll, 

Kjaergaard and Midtgaard, 2013).  

A report by the WHO (2015b) states that every individual has the right to available, non-

discriminatory, accessible, quality, acceptable and universal care. This implies that deviations 
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from this standard of care can result in poor and unacceptable practices. Further, Freedman 

et al. (2014) argued that a definition of D&A based on deviations from women’s right to the 

acceptable standard of care proposed by WHO (2015) is problematic. If for any childbirth that 

occurs in a health facility, the equipment used and the healthcare staffs do not align with 

either the national or global standards, D&A of women could have a prevalence rate of 100%. 

Moreover, if D&A is described based on the experiences of women (victims) and perpetrators, 

it may not offer a consensus, especially in healthcare settings that consider disrespectful care 

as the norm. Therefore, Freedman et al. (2014) describe D&A as the conditions in a health 

facility and the interactions that are intended to cause harm to women, experienced, or 

perceived as humiliating and not dignified during childbirth. Actions and conditions that local 

consensus viewed as D&A of women formed the core of the definition. 

This definition of D&A was developed from elements grouped into three core levels – the 

individual, structural and policy (Freedman et al., 2014). At the individual level, D&A is 

reported to comprise of behaviours and actions that local consensus view as disrespectful and 

abusive. Classified under the structural level are elements such as poor conditions in the 

healthcare systems like understaffed health facilities and overcrowded maternity wards 

viewed as D&A by both women and HCPs. It also includes poor conditions of care resulting 

from deficiencies in the health system and is regarded as a norm. The policy level consists of 

deviations from the national and global standards of good QoC and aberrations from human 

rights of an individual which include the right to equitable, accessible, acceptable, safe and 

available care (Freedman et al., 2014; WHO, 2015b).  

It is noteworthy that the description of D&A by Freedman et al. (2014) focussed on the issue 

during childbirth, and there are assumptions that D&A is prone to variations in context, time, 
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birth outcome, personal expectations and subjective experiences (McMahon et al., 2014). 

Despite the possible impact of the dynamics on the meaning of D&A, the definition in this 

study is informed by the above discussion (Bruggemann, Wijma and Swahnberg, 2012; 

Freedman et al., 2014), and the categories of D&A by Bowser and Hill (2010).  In this study, 

D&A refers to deviations from the WHO’s standard of good quality care, conditions in the 

health facilities or actions from health professionals that women experience and perceive as 

harmful or violating their basic right to health. It also includes any subjective experience that 

women and HCPs perceive as harmful or violate women’s human rights during maternity care. 

2.5 Categories of D&A  

Different forms of D&A have been reported in the literature. Some authors have highlighted 

various forms in which D&A is expressed, and the classification is the foundation for research 

on this issue (d’Oliveira, Diniz and Schraiber, 2002; Bowser and Hill, 2010; Bohren et al., 2015).  

For instance, d’Oliveira, Diniz and Schraiber (2002) categorised violence in healthcare into 

four dimensions: physical violence, verbal abuse, neglect and sexual abuse. According to their 

classification, physical abuse occurs in different forms such as being slapped, beaten and 

denial of pain-relief medications. Intentional humiliation, threats, shouting and scolding are 

some of the elements of verbal abuse, while neglect is characterised by women being left to 

have their child alone in maternity centres. These categories are like the forms of violence in 

personal relationship – physical, emotional and sexual abuse (d’Oliveira, Diniz and Schraiber, 

2002).  

Another study developed seven categories of D&A in facility-based childbirth from gray and 

published studies, individual interviews and structured group discussions with public health 

stakeholders (Bowser and Hill, 2010). The categories include physical abuse, non-consented 
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care, abandonment, non-confidential care, discrimination, non-dignified care and detention 

in health facilities (Table 2.1) (Bowser and Hill, 2010; Bohren et al., 2015). These categories of 

D&A draw on the guiding principles of ethics and human rights (WRA, 2011), and support the 

combination of different forms of D&A documented in the literature. Bowser and Hill (2010) 

further report that the categories of D&A are interlinked because an episode of the 

phenomenon can express more than one classification. 

There are some controversies in the literature regarding these categories of D&A. Among 

other authors, Kruk et al. (2014) challenged Bowser and Hill’s classification as it appears the 

study did not make use of a systematic searching strategy and used gray literature. Despite 

these limitations, Bowser and Hill’s classification has been the building block of current 

research on D&A in maternity care (Kruk et al., 2014; Sando et al., 2014; Okafor, Ugwu and 

Obi, 2015; Hameed and Avan, 2018).   

Further, Bohren et al. (2015) conducted a mixed-methods systematic review to develop an 

evidence-based typology of mistreatment of women during childbirth in health facilities. 

Findings from review revealed seven domains of mistreatment: (1) physical abuse, (2) verbal 

abuse, (3) sexual abuse, (4) failure to meet professional standards of care, (5) stigma and 

discrimination, (6) health system conditions and constraints, and (7) poor rapport between 

women and providers. The seven domains show that mistreatment of women in childbirth 

occurs at various levels, ranging from failures in the health systems and facilities as well as the 

interactions between women and health professionals.   
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Table 2.1: Categories of D&A  

Categories Examples 

Physical abuse Slapping, beating, pinching, hitting, use of 

extreme force and restrained during labour 

Non-confidential care Lack of privacy for a patient’s sensitive 

information such as age, HIV status and 

medical history  

Non-dignified care  Intentional humiliation, scolding, blaming, 

shouting and threaten with caesarean 

section 

Non consented care Lack of consent for medical procedures 

such as episiotomy, blood transfusion and 

caesarean section 

Abandonment and neglect  Refused birth companionship and ignored 

during the second stage of labour, and 

failure to intervene in life-threatening 

circumstances   

Discrimination Denied needed care based on ethnic origin, 

social class and age  

Detention in health facilities Detained for inability to pay medical bills 

2.5.1 Physical abuse 

One of the categories of D&A experienced by women during maternity care is physical abuse. 

It consists of actions such as being slapped, beaten and pinched (Bowser and Hill, 

2010; Kruk et al., 2014). Particularly in maternity care settings, several studies have reported 

cases of physical abuse among women across the world. It often involves HCPs using force on 

women such as a rough touch, being beaten or hit either by hand or an instrument, pinched 

mostly on their thighs, slapped, restrained during labour and deliberate refusal to give women 
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some analgesics or anaesthetics (d’Oliveira, Diniz and Schraiber, 2002; McMahon et al., 2014; 

Moyer et al., 2014; Bohren et al., 2015; Okafor, Ugwu and Obi, 2015). 

A study that explored women’s and service providers’ experiences of mistreatment using 

qualitative methods revealed that most women suffered physical abuse in the form of being 

slapped to beaten during childbirth in Nigeria (Bohren et al., 2017).  Similar findings have 

been reported in Malawi where direct clinical observations of the labour and childbirth 

revealed that service providers pinched, slapped or hit women during or after the labour 

period (Sethi et al., 2017). Findings from a study in Brazil also indicate that women suffered 

physical abuse by being restrained to their beds during childbirth (Teixeira and Pereira, 2006). 

While the findings on the manifestations of physical abuse reported in labour and childbirth 

are similar across the studies, the research objectives, methods and geographical areas of 

these studies differ. Irrespective of these differences, the findings from studies reveal 

the existence of physical abuse in maternity care facilities.   

2.5.2 Non-confidential care  

Another category of D&A common in health facilities is lack of confidential care.  

Confidentiality in health and social care involves protecting patients’ personal information 

such as details about their wellbeing and lifestyle (Health and Care Professions Council (HCPC), 

2017). Confidential care is essential to protect the wellbeing of patients with respect and 

preserve trust in doctor–patient relationships (Boyd, 1992; Kleinman et al., 1997; Health and 

Social Care Information Centre (HSCIC), 2013; Kennedy, 2016).  

A lack of confidential care involves sharing patients’ personal information and the gravity of a 

breach in confidentiality could be minor or severe (Beltran-Aroca et al., 2016). A minor breach 

of confidentiality involves sharing a patient’s sensitive information which results in obvious 
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consequences. A severe confidentiality breach, on the other hand, involves the disclosure of 

patients’ sensitive information to a third party or medical staff who is not a member of the 

care team (Beltran-Aroca et al., 2016). Confidential care is not always absolute since there are 

situations where it is permissible to share patients’ information and would not be regarded 

as a breach of confidentiality (General Medical Council (GMC), 2009; HSCIC, 2013; GMC, 

2017). For example, patients’ information can be shared when their consent is given (Jonsen, 

Siegler and Winslade, 2010) or among members of a care team for the effective and safe care 

of patients (HSCIC, 2013). Inappropriate disclosure of women’s sensitive personal information 

like marital status and medical history can breach confidentiality and have adverse effects on 

their interactions with HCPs (Ganle et al., 2013; HCPC, 2017). Several studies have revealed 

that many women are faced with situations where confidentiality is not protected during 

maternity care (El-Nemer, Downe and Small, 2006; Hulton et al., 2007; Turan et al., 2008; 

Abuya et al., 2015b; Okafor, Ugwu and Obi, 2015; Sethi et al., 2017). Evidence from these 

studies suggests the lack of confidential care is common in maternity care and could have 

adverse consequences.  

2.5.3 Non-dignified care  

Dignity is a multifaceted and highly debatable ethical concept central to healthcare. It refers 

to the feelings and thoughts people have about either their self-worth or that of others (Royal 

College of Nursing, 2009), taking empathy and respect into account. To treat patients with 

dignity is to show value and care for them with respect; while the lack of dignified care entails 

treating people without regard and as objects rather than as humans (Kennedy, 2016). Dignity 

comprises of autonomy and respect. Dignified care, therefore, encompasses respect for 

women’s self-directed choices is important for positive maternity care experiences and health 
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outcomes (Prochaska, 2013). However, several studies have revealed the existence of non-

dignified care in maternity facilities which incorporates verbal abuse (El-Nemer, Downe and 

Small, 2006; Hatamleh, Shaban and Homer, 2013; Moyer et al., 2014; Okafor, Ugwu and Obi, 

2015). For example, Moyer et al. (2014) report that during childbirth, women in Ghana 

experience verbal abuse – yelling and scolding – from HCPs which left them feeling ashamed. 

In Nigeria, women reported the experience of non-dignified care in the forms of slanderous 

remarks, intimidated or blamed and threatened with caesarean section during childbirth 

(Okafor, Ugwu and Obi, 2015). These forms of non-dignified care characterised by verbal 

abuse often drives women away from maternity facilities to places where they are treated 

with dignity and respect.  

2.5.4 Non-consented care  

Consent is a basic principle of healthcare delivery whereby service users are provided with 

and understand the information about their medical procedures and the consequences, and 

freely give their approval for the treatment (GMC, 2008). Service users cannot consent to care 

procedures unless they fully understand how and who will use their information (HSCIC, 

2013). For consent to be authentic, it must be informed and voluntary, and from a person 

with the capacity to make decisions (HCPC, 2013).  

Lack of informed consent can involve performing health procedures without the voluntary 

compliance of patients and it is a breach of the ethical principles of health (Bowling, 2009). 

Selinger (2009) suggests that performing medical interventions on patients without their 

consent is a criminal offence and the healthcare staff involved could face assault charges. For 

instance, treating patients against their will or providing a different care procedure other than 

the one agreed to. Several studies have revealed that women experience non-consented care 
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services during pregnancy and childbirth (Turan et al., 2008; Redshaw and Hockley, 2010). 

Non-consented care is expressed in forms such as HCPs performing hysterectomies, 

episiotomies, blood transfusion and caesarean sections on women without fully informing 

them of the procedures (Bowser and Hill, 2010; Sando et al., 2014; Okafor, Ugwu and Obi, 

2015). These studies show non-consented care is as a form of D&A existing in maternity 

settings.  

2.5.5 Abandonment and neglect 

The concept of neglect is referred to as the inability of a service provider to meet the care 

needs of a patient (Lachs and Pillemer, 1995). Patient neglect has also been described as the 

failure of HCPs to meet the standards of care and the behaviours that make patients believe 

the professionals are uncaring (Reader and Gillespie, 2013). The WHO (2006) reports that 

during maternity care, especially in pregnancy and childbirth, women are likely to suffer 

neglect and abandonment in the form of being left to deliver alone. Findings from a study 

carried out in Jordan revealed women’s descriptions of how they were abandoned and 

neglected during childbirth (Hatamleh, Shaban and Homer, 2013). These women felt the HCPs 

did not consider their wellbeing as a central aspect of care. As a result, there were no 

measures in place to ensure safe childbirth. Similarly, Kruk et al. (2014) reported that women 

experience neglect as a form of disrespectful and abusive treatment during childbirth in 

Tanzania. Another study found that women reported being refused a companion during 

childbirth and ignored during the second stage of labour (Okafor, Ugwu and Obi, 2015).  

Abandonment and neglect of women can have adverse effects on them such as an increased 

risk of complications during labour and childbirth (Hatamleh, Shaban and Homer, 2013; 

Moyer et al., 2014). However, there are claims that the shortage of staff plays a role in the 
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abandonment and neglect among women receiving maternity care in healthcare settings, 

especially in LICs (Bowser and Hill, 2010).   

2.5.6 Discrimination     

Discrimination is described as the unjust treatment of people because of some personal or 

non-personal characteristics (United Nations Committee on Economic, Social and Cultural 

Rights (UN CESCR), 2009). In healthcare, discrimination cuts across several characteristics 

which can be age, socioeconomic status and medical conditions (UN CESCR, 2009; Trivedi et 

al., 2006). Although the WHO (2015b) recognises discrimination as a criminal act liable to 

punishment, a high number of women seeking maternity care in healthcare centres are still 

recorded as cases of discrimination. Bowser and Hill (2010) report that women are often 

discriminated against in facility-based childbirth based on attributes such as HIV/AIDS status, 

educational level, traditional beliefs and language. 

 In another study, Janevic et al. (2011) found that some women suffered discrimination from 

service providers during maternity care than the rest of the participants because of their 

ethnicity. Adolescents were also observed to have received disrespectful maternity care 

because of the perception of health professionals that they had engaged in sexual intercourse 

before marriage (Atuyambe et al., 2005; Kruger and Schoombee, 2010). The findings from 

these studies demonstrate that women experience discrimination in healthcare settings.  

2.5.7 Detention in facilities 

One practice common in many healthcare settings across the world is detention of patients 

because of the failure to pay their medical fees (Mostert et al., 2014; Otremba, Berland and 

Amon, 2015). Detention involves preventing patients who have been clinically discharged 
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from leaving the health facilities (Human Rights Watch, 2011; Mostert et al., 2014). The 

victims of medical detention are usually the poorest and vulnerable people admitted for 

emergency services. They become prone to abuse from HCPs or denial of necessary services 

(Yates, Brookes and Whitaker, 2017). Detaining patients in healthcare settings infringes on 

their right to use medical services, be free and not imprisoned (United Nations, 2015; Yates, 

Brookes and Whitaker, 2017). Specifically, in maternity care, several studies show that women 

are often detained in health facilities because of their inability to cover the medical costs for 

the services received (Bowser and Hill, 2010; Oyerinde et al., 2013; Devakumar and Yates, 

2016). Detention of mothers and their children in hospitals could result in overcrowding, 

increased risk of hospital infections for the mothers and newborns, and medical 

impoverishment (Oyerinde et al., 2013; Yates, Brookes and Whitaker, 2017).  

This section examined the categories of D&A in health facilities and presented some 

characteristics of the of the types.  It suggests that some of the categories of D&A are 

interlinked. From the discussion, it seems challenging to determine the extent to which these 

forms of D&A affect women as there are no global estimates. However, the section has 

highlighted the burden of the categories of D&A in health facilities. 

2.6 The prevalence of D&A in maternity care facilities  

In global literature on D&A in health facilities, evidence suggests it is problematic to measure 

the issue. This is likely due to the different descriptors used, variations with settings and 

constructs of the phenomenon depend on women’s perceptions and subjective experiences 

(section 2.5). As a result, the issue is either underreported or ignored. The lack of a universally 

established definition and measurement for D&A may be one of the reasons why there is a 
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limited number of studies that report its prevalence (Bowser and Hill, 2010), though it is 

rapidly emerging.  

While there is limited research on the D&A of women, particularly of reports highlighting the 

global burden of the issue, individual studies conducted across various countries have 

reported a range of prevalence data. The sections below present a review of the global burden 

of D&A and its prevalence in the Sub-Saharan African region with an emphasis on Nigeria, the 

setting for this study. 

2.6.1 Global burden of D&A  

Despite global efforts to reduce maternal mortality and improve health (Alkema et al., 2016), 

several reports on women’s experiences of maternity care paint a disturbing picture (Silal et 

al., 2012; Bohren et al., 2015; WHO, 2015b). The time of pregnancy and childbirth are 

important in the lives of women and their unborn children (Windau-Melmer, 2013; WHO 

2018c). Yet, many women worldwide still suffer poor care services in the form of D&A 

regardless of their vulnerabilities during this period (Silal et al., 2012; WHO, 2015b).  

Research in some HICs reveals women’s experience of AHC. In Northern Europe, a national 

survey conducted in Sweden by Waldenstrom et al. (2004) used a longitudinal cohort of 

Swedish‐speaking women recruited from antenatal clinics during a 3-week to a one-year 

period. The study aimed to examine the prevalence of negative birth experience among 

women one year after childbirth and identify the risk factors. The findings show the 

prevalence of a negative birth experience among the women was 7%. The abusive reports 

ranged from little or no information on birth processes, loss of control to lack of support from 

HCPs (Waldenstrom et al., 2004). The one-year period from childbirth to the data collection 
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period may have increased the impact of recall bias, resulting in the low prevalence rate 

reported.  

Another study in Northern Europe aimed to determine the prevalence of AHC and identify the 

associated variables among women who were new victims and re-victimised (Swahnberg et 

al., 2007). Using a cross‐sectional questionnaire-based approach, the lifetime prevalence of 

AHC was between 13–28% among pregnant women attending gynaecological clinics in 

Denmark, Finland, Sweden, Norway and Iceland. Of the reported percentage, 8–20% reported 

abuse in the current pregnancy. The authors also found an association between AHC and 

physical complaints, high educational level, sleeping difficulties and symptoms of post-

traumatic stress among women who were new victims of abuse. It is noteworthy that the 

study participants were not women who were in their labour or childbirth stage, but those 

seeking curative, diagnostic or preventive gynaecological care.  The research design may have 

contributed to the high prevalence rate estimated in the study, though there is also a 

probability of underreporting (Swahnberg et al., 2007). 

Lukasse et al. (2015) investigated the current suffering and prevalence of AHC among 

pregnant women in six countries – Belgium, Estonia, Sweden, Denmark, Iceland and Norway. 

They also assessed the socio-demographic information of women who had experienced AHC 

and its relationship with specific obstetric characteristics. There were variations in the 

prevalence rates reported across the countries. The recorded prevalence rate ranged 

between 13.5% (Belgium) to 30.2% (Estonia). The AHC had strong associations with post-

traumatic and depressive symptoms, lack of social support, negative life events and economic 

difficulties.  Nulliparous women associated AHC with fear of childbirth, while multiparous 

women linked it with severe current suffering (Lukasse et al., 2015). 
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The evidence presented in the multi-country studies (Swahnberg et al., 2007; Lukasse et al., 

2015) shows a relatively high prevalence of D&A of women in maternity clinics in Northern 

Europe, revealing the significant burden of the issue. Although both studies used the NorAQ 

questionnaire, Swahnberg et al. (2007) used a cross-sectional approach and Lukasse et al. 

(2015) used a cohort design. The methodological differences could be a possible explanation 

for the variation in the prevalence rates reported.   

Studies in Latin America have documented data on the prevalence of D&A during childbirth. 

The findings from a Mexican study show that 11% of women suffered mistreatment from 

HCPs in the delivery rooms of three hospitals (Valdez-Santiago et al., 2013). Doctors and 

nurses were identified as the most common perpetrators. The forms of mistreatment 

reported were physical abuse (8%) and verbal abuse (19%), while 29% experienced any form 

of abuse. Another cross-sectional population-based study examined the prevalence of D&A 

during childbirth and the risk factors among women in the 2015 Pelotas birth cohort in Brazil 

(Mesenburg et al., 2018). About 18.3% of the women reported a minimum of one episode of 

D&A. Some of the categories of D&A identified were verbal abuse (10%), denial of care (6%), 

undesirable or inappropriate procedures (6%) and physical abuse (5%).      

Using self-administered questionnaires in a hospital-based study in Venezuela, Teran et al. 

(2013) discovered that 49.4% of women reported being subjected to different inhumane 

treatment and 66.8% had medical procedures carried out on them without their consent. In 

another study, Montesinos-Segura et al. (2018) reported a high prevalence of D&A (97.4%) 

among women in fourteen hospitals across nine Peruvian cities. It is possible that the use of 

direct observations of childbirth instead of self-administered questionnaires influenced the 

high rates recorded in the study. The wide range of prevalence rates in the Latin American 
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studies may be associated with the different constructs of D&A, types of abuse assessed and 

other methodological differences. Nonetheless, the findings reveal the burden of the issue in 

the region.  

Previous studies outside Europe and America have documented higher prevalence rates of 

D&A.  For example, a study in India found that 57.7% of the women reported at least one form 

of D&A during childbirth (Patel, Makadia and Kedia, 2015). Of the reported categories of D&A, 

non-consented care (57.3%) was the most common form, followed by verbal abuse (55%), 

while detention in health facilities accounted for 12.3%. The results also reveal a significant 

association between D&A and women’s socio-demographic characteristics such as education 

and socioeconomic status (Patel, Makadia and Kedia, 2015).  A similar prevalence rate (57%) 

was reported in Uttar Pradesh, India (Sudhinaraset et al., 2016). Verbal abuse (28.6 %) was 

the most common form of D&A while an unnecessary separation of a mother from the baby 

(4.3%) was the least prevalent. Another study conducted in India, identified the associations 

between experiences of mistreatment during childbirth in health facilities and women’s 

empowerment in the slums of Lucknow (Diamond-Smith et al., 2017). From the findings, the 

forms of D&A ranged between physical abuse (15.5%) and unnecessary separation from the 

child (4.3%). There are similarities in both studies (Patel, Makadia and Kedia, 2015; Diamond-

Smith et al., 2017) in terms of geographical locations and the use of a cross-sectional design, 

but other factors may have influenced the research process. For example, in the former, 

participants were women who gave birth one year before data collection, while the other 

made use of those who had their childbirth in the last five years (Diamond-Smith et al., 2017). 

A retrospective, cross-sectional descriptive study conducted in government-funded Maternal 

and Child Health Centres in Jordan records that 32.2% of women suffered neglect and 37.7% 
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verbal abuse during their last childbirth (Alzyoud et al., 2018). The number of Jordanian 

women who experienced verbal abuse and neglect was high, probably because the 

participants had their last childbirth between 1–3 months before the data collection. It is 

possible that the time frame increased the percentage of neglect and verbal abuse reported.   

The studies examined above reveal the high prevalence rates of D&A during childbirth across 

different countries excluding those in the African region, although this is discussed below. 

There were differences in the categories of D&A measured, study designs and other 

methodological considerations. In addition, some of the studies documented the categories 

of D&A, while others reported the overall prevalence rates of the phenomenon or both. 

2.6.1.1 Prevalence of D&A in the African region  

Studies in Africa have also documented the prevalence of D&A in maternity care facilities. A 

cross-country study in five African countries – Tanzania, Kenya, Ethiopia, Madagascar and 

Rwanda –presented data on different categories of non-respectful care and abuse of women 

in health facilities (Rosen et al., 2015). Using the Respectful Maternity Care Charter as the 

observation checklist, the results showed that the least observed RMC practice by HCPs was 

the right to information, respect for women’s choices and informed consent – Rwanda (42%) 

and Ethiopia (16%). The most frequent types of D&A recorded from the open comments were 

a delay in providing care and abandonment of women. However, there may have been 

underreporting of the actual prevalence because the observation checklist did not include the 

last stages of childbirth. Using medical personnel as observers could have influenced the 

outcome of the findings as their professional view may have introduced some bias in the 

study. 



 

 43 

Asefa and Bekele (2015) reported that three-quarter of mothers (78.6%) suffered at least one 

form of D&A during childbirth in Addis Ababa, Ethiopia. However, only 16.2% of all the 

participants reported subjective experiences of the issue. Non-consented care (94.8%) was 

the most reported form of D&A in the health centres and hospitals, while detention in 

hospitals (0.6%) was the least. Although there was no significant difference between the total 

prevalence in the hospitals (81.8%) and health centres (75.3%), the categories of D&A 

recorded were different. The tool used in the study was developed to assess quality 

improvement, and may not have adequately captured D&A.  

Although the studies discussed above investigated respect and dignity in Ethiopia, the 

prevalence of D&A and the level of the healthcare system are not fully known (Banks et al., 

2018). Using observations of client–provider interactions and exit interviews, Banks et al. 

(2018) identified the prevalence and factors associated with D&A of women in four Ethiopian 

health facilities. Over 21.1% of the women reported at least one incident of D&A and the 

prevalence rates were higher from the direct observations than in the exit interviews. The 

most common category of abuse observed in all the health facilities was the failure to ask a 

woman for the preferred birth position (83.9%). In another study, Sethi et al. (2017) 

conducted direct clinical observations and found women in 28 hospitals and 12 health centres 

in Malawi were not allowed a companion (82.3%). In addition, some of them were 

discouraged from asking questions (73.1%) others were not given privacy (58.2%), while 

13.9% were not properly greeted by health professionals. 

A facility-based study in rural Tanzania found that 19.5% of women suffered at least one form 

of D&A during childbirth (Kruk et al., 2014). The most common forms of disrespectful and 

abusive care were neglect (14.24%), threatening (11.54%) and shouting (13.18%).  In the 
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community follow-up, interviews conducted 5–10 weeks after discharge from the hospital, 

the prevalence was 28.2%. In general, the prevalence of D&A differed with the time of the 

survey and was higher in the community than the facility-based sample. It could be that 

women felt the need to give favourable answers if they perceived the interviewers have 

affiliations with the health centres, which may have affected the prevalence rates reported. 

Findings in another study revealed a prevalence of 15% in the postpartum interviews and 70% 

in the community follow-up interviews in Tanzania (Sando et al., 2016). Though other types 

of D&A were identified, physical abuse, non-dignified care and abandonment were the most 

common forms during the postpartum interviews. In the community follow-up interviews, 

more than 50% of the women experienced nearly all the categories of D&A.  Overall, the 

prevalence of D&A among women was significantly higher in the community follow-up survey 

compared to the postpartum interviews. However, the data collection tool was validated in 

Kenya and the observation checklist was not developed for measuring D&A (Sando et al., 

2016). This could have impacted the data recorded in the study. 

Community-based studies have  documented the prevalence of D&A of women in health 

facilities. Gebremichael et al. (2018) reported that 22% of women had experienced at least 

one form of disrespectful care in public maternity centres in northern Ethiopia. Similar to the 

facility-based studies mentioned above, being shouted at (53%), insulted or scolded (44.8%) 

and being ignored (33.9%) were the most common forms of abuse. It is obvious that the 

overall prevalence corresponds with another study where 21% of women experienced D&A 

and the incidents ranged between non-confidential care (8.5%) to detainment for non-

payment of fees (8.1%) in Kenya (Abuya et al., 2015b).   
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A systematic review of quantitative studies on D&A during childbirth reports a prevalence 

of 15–98% (Sando et al., 2017).  The settings of the individual studies included in the review 

were in LICs and have a similar system of maternity services delivery.  All the studies adopted 

the categories of D&A framework (Bowser and Hill, 2010); however, there were variations in 

the operational definition and types of D&A assessed. There were other methodological 

inconsistencies, including the sampling techniques, populations and measurement tools 

across the five studies included in the review. These methodological variations suggest the 

need for caution in comparing or interpreting prevalence data on D&A. It also highlights the 

need for a standard definition and instruments for the measurement of D&A (Sando et al., 

2017).  

2.6.1.1.1 Prevalence in Nigeria 

Many prevalence studies on D&A in maternity care facilities are emanating from African 

countries, but a limited number of them focus on the burden in Nigeria. Okafor, Ugwu and 

Obi (2015) investigated the prevalence of D&A among women in the Southern region of 

Nigeria and recorded that 98% reported at least one form of D&A during their last childbirth. 

Although the women reported different categories of disrespectful and abusive care, non-

consented care (54.5%) and physical abuse (35.7%) accounted for the highest forms of D&A, 

while discrimination (2.0%) was the least. It is possible that the period of carrying out the 

survey (six weeks after childbirth) influenced the significantly high prevalence data recorded. 

The presence of trained medical interns as research assistants during data collection may 

have impacted on the responses from some of the women, especially those without formal 

education. The authors also conducted a detailed assessment of the forms of D&A women 

experience during childbirth. Example, for non-consented care, they assessed incidents such 
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as giving a blood transfusion, augmentation of labour, having an episiotomy and shaving of 

pubic hair without women’s approval (Okafor, Ugwu and Obi, 2015). The investigation of a 

range of items under one type of D&A may have resulted in the high prevalence rates reported 

in the study.  

In another study, 70.8% of pregnant women reported an experience of unfriendly attitude of 

healthcare staff at maternity centres in Rivers State (Moore, Alex-Hart and George, 2011).  

Likewise, 27.8% of women reported negative provider attitude in Kaduna State (Idris, Sambo 

and Ibrahim, 2013) and 11.3% in Ogun State (Lamina, Sule-Odu and Jagun, 2004). These 

studies show the high prevalence of negative attitude of HCPs viewed as disrespectful and 

abusive behaviour toward women in health facilities. Apart from Okafor, Ugwu and Obi (2015) 

who specifically investigated the prevalence of D&A, most of the studies in Nigeria present 

different forms of D&A as the factors contributing to the underutilisation of maternity 

services. This suggests that quantitative evidence on this issue is still sparse in Nigeria. 

In summary, the rapidly emerging research on D&A in Africa appears to emanate from the 

Sub-Saharan region. The high prevalence of D&A in the African region paints a disturbing 

picture of the burden in this part of the world. Most of the studies used the categories of D&A 

framework (Bowser and Hill, 2010), but making a comprehensive comparison of the results 

may present a challenge. This is because, while the studies are from LICs, other 

methodological considerations including definitions and typology of D&A, the period of 

maternity care assessed, and study instruments may influence the prevalence estimates. 

These factors, for instance, could limit the generalisation of the findings, and the introduction 

of sampling and recall bias may have affected the variation in the prevalence in the studies. 
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This review of the literature also found that the commonly reported incidents of D&A were 

similar across the Sub-Saharan African countries.  

Moreover, there is insufficient information on D&A of women in pregnancy and postpartum 

care. Most of the prevalence studies focused on the D&A of women during labour and 

childbirth. Hence, there is a need for more research to investigate the prevalence of D&A 

across other aspects of maternity care. 

2.7 Factors associated with D&A in health facilities: a global perspective     

Research evidence suggests a range of factors contribute to the D&A of women in health 

facilities in many countries. Some of the factors reported in the literature include inadequate 

physical infrastructure, poor provider attitudes, a shortage of staff and women’s behaviour 

(Bowser and Hill, 2010; Freedman and Kruk, 2014; Bohren et al., 2015; Bradley et al., 2016; 

Bohren et al., 2017; Warren et al., 2017). The factors discussed below are evidence from 

previous studies documented using the direct observations of childbirth, accounts of women, 

HCPs and other maternal health stakeholders. 

2.7.1 Individual, family and community levels 

2.7.1.1 Lack of financial resources  

One of the factors that contribute to D&A in childbirth is the lack of financial resources of 

women and their families (Bowser and Hill, 2010). The inability of women and their family 

members to pay a user fee, bribes and hospital bills before or after receiving maternity care 

leads to D&A in health facilities. Although bribery is not permissible in health centres, several 

women mentioned the need to pay a bribe to HCPs to ensure the services provided are 

devoid of D&A (Bangser et al., 2011; Janevic et al., 2011; McMahon et al., 2014). Additionally, 
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women of a low socioeconomic class reported that they suffered abuse because they could 

not afford to pay for their maternity services (Izugbara and Ngilangwa, 2010; Moyer et al., 

2014).  

A study conducted by Abuya et al. (2015b) found an association between bribery and neglect 

in health facilities in Tanzania. Married women had a lower risk of detention for non-payment 

of bribes and hospital bills compared to those unmarried because of the perception that they 

come from a more financially stable household. However, unmarried women may lack access 

to funds since they may not have a partner to support them financially (Abuya et al., 2015b). 

Similar findings are also documented in Kenya where the participants viewed bribery as 

disrespectful, though most of the men felt it facilitated the privileges and timely care their 

spouses received (Warren et al., 2017). 

2.7.1.2 Normalisation of D&A in childbirth 

According to Bowser and Hill (2010), the normalisation of D&A is one of the reasons for the 

perpetuation of disrespectful care during facility-based childbirth. The authors pointed out 

that most women are unaware of their right to RMC probably because many have never 

known another system of care. A study in Ethiopia recorded a high prevalence of D&A, but 

the women did not perceive their experience as such during the interviews (Asefa and Bekele, 

2015). Warren et al. (2017) suggest that abuse in the home influenced by gender inequalities 

and social norms also contribute to D&A. Women accept disrespectful care as normal practice 

because they do not have knowledge of patients’ rights in healthcare. As a result, women fail 

to demand for their right to respectful care (Bowser and Hill, 2010; Warren et al., 2017). 

Bowser and Hill (2010) further stated that most women recognise abusive care as the norm 

and accept it as the standard of care, without knowing it is illegal and unethical. Hence, they 
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are unable to differentiate between RMC and abusive care that violates their patient and 

human rights. 

2.7.2 Service provider factors  

2.7.2.1 Poor communication  

Another element that contributes to D&A in maternity facilities is poor communication 

between HCPs and women. In a qualitative study from South Africa, women’s descriptions 

revealed that the inability to access information about their health and children made them 

very angry at the HCPs and left them unsatisfied with the care services (Chadwick, Cooper and 

Harries, 2014). Findings from another study confirm that most women were not pleased with 

HCPs’ level of communication with them (Bohren et al., 2015). The women felt unsatisfied 

with the explanations about their health and in some instances, were not even provided with 

any information about care procedures. Evidence suggests that having access to information 

from HCPs enables women to actively participate in the labour and childbearing process. 

However, some HCPs argue that women’s poor access to information during maternity care 

may be associated with the busy schedule of the staff (Turan et al., 2008; Aguiar et al., 2013). 

2.7.2.2 Poor training of HCPs 

According to d’Oliveira, Diniz and Schraiber (2002), HCPs learn abusive practices and 

behaviours during their training. In Ghana, student-midwives reported that they had 

witnessed high levels of D&A of women during their training at health facilities (Rominski, 

2015). Women’s accounts have also corroborated this view in other studies. In Guinea, for 

example, women blamed their experiences of D&A on the behaviour and attitude of poorly 

trained HCPs (Balde et al., 2017a).  In another study, Peruvian women reported that poor 
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training of HCPs and lack of knowledge of respectful care leads to the perpetuation of negative 

attitudes and behaviours (Montesinos-Segura et al., 2018). This is likely to encourage 

distancing of HCPs from the women because of the health professionals’ perception that 

providing medical care is more important than building a good interaction. Having such views, 

therefore, increases the perpetuation of disrespectful and abusive practices (Jewkes, 

Abrahams and Mvo, 1998; d’Oliveira, Diniz and Schraiber, 2002).  

2.7.2.3 Provider prejudices 

Service providers’ prejudice based on a patient’s age, race, HIV status, religion and other 

socio-demographic information are discriminatory behaviours that act as drivers for D&A 

(Bowser and Hill, 2010). For example, women experience discrimination based on their 

geographical location in Peru (Montesinos-Segura et al., 2018); low socioeconomic status, 

religion and ethnicities in Nigeria (Bohren et al., 2017); lower socioeconomic status in Kenya 

(Warren et al., 2017); and being first-time mothers and young women in Tanzania (McMahon 

et al., 2014). However, a study in Tanzania suggests that women experienced D&A, but it had 

no association with their HIV positive status (Sando et al., 2014).  

2.7.3 Health systems and policies 

2.7.3.1 Lack of enforcement of policies and a legal redress system 

The absence of or inadequate policies in healthcare facilities is reported to contribute to 

disrespectful maternity care. In many countries, maternal health policies that protect 

women’s right to the standard RMC are absent or poorly implemented (Bowser and Hill, 

2010). In other instances, there are no operational processes to lodge complaints when they 

arise. Janevic et al. (2011) suggested that women who experienced abuse from HCPs wanted 
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to complain, but no redress systems were in place to do so. Moyer et al. (2014) affirmed that 

a lack of redress schemes for women to lodge their complaints is one of the reasons D&A still 

exists in health facilities in Ghana. A non-existent or weak redress system hinders women and 

other community members from taking actions to deal with D&A in Kenya (Warren et al., 

2017). Some of the participants, however, felt that the process of the legal redress system 

was time-consuming and expensive, while others completely avoided the process for fear of 

backlash from the health facilities.  

In other studies, women reported scenarios of abusive care experienced from HCPs, but the 

perpetrators of such actions were not cautioned (McMahon et al., 2014). As a result, women 

did not subsequently report their experience of disrespectful maternity care. Bohren et al. 

(2015) stated that the lack of a redress system and sanctioning of professionals on D&A left 

women feeling reluctant to seek justice. These barriers led to a continuous occurrence of 

disrespectful practices in health facilities. 

2.7.3.2 Inadequate infrastructure, human resources and medical supplies 

Inadequate infrastructures in health facilities is another facilitating factor for disrespectful 

and abusive maternity care. Inadequate availability of physical structure means the available 

ones become overcrowded and women may need to have their childbirth on the floor and 

sometimes without the necessary support from HCPs (Bohren et al., 2017). A shortage of 

hospital furniture such as beds and curtains or partitions for vaginal examinations during 

labour and childbirth often violates the service users’ privacy (Bowser and Hill, 2010). 

Understaffed health facilities create a stressful work environment for HCPs who become 

overworked, burned-out and likely to display unprofessional attitudes and behaviours to 

women (Ganle et al., 2014; Bohren et al., 2015; Bohren et al., 2017; Ishola, Owolabi and 
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Filippi, 2017; Warren et al., 2017; Banks et al., 2018). The overstretched HCPs become unable 

to carry out their duties effectively, provide poor maternity services, and sometimes only do 

what they feel is necessary for maternal and child survival (Bowser and Hill, 2010). Balde et 

al. (2017a) further stated that due to understaffing, trainees, described as hot-tempered, less 

compassionate and non-empathetic are often required to provide care to women in Guinea. 

Although these constraining factors in the healthcare systems may provide acceptable 

justifications for some forms of D&A that are prevalent in maternity care, it should not 

encourage the perpetuation of disrespectful care. Hence, Kruk et al. (2014) pointed out the 

need to engage local, national and international stakeholders to work together and address 

the drivers for D&A maternity care settings. 

In summary, Section 2.7 presents a review of the factors that contribute to D&A in health 

facilities. It reveals that no single factor can fully explain why the issue occurs in health 

facilities. A singular factor that facilitate the D&A of women could belong to more than one 

category. In addition, the factors could be associated with maternity service users, health 

professionals, community members and the health facilities. It is also unlikely that these 

factors provide a full explanation for why D&A may be more common in some health settings 

than in others. This section further reveals the dearth of primary qualitative research that 

specifically explores the perceived factors contributing to the D&A of women in Nigeria.  

2.8 Women’s experiences of D&A in maternity care settings: a global perspective 

Over the years, many qualitative and quantitative studies have documented the experiences 

of women on D&A during maternity care facilities. Considering the constant efforts made by 

stakeholders to improve maternal health globally, the findings from these studies are quite 
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alarming. The section below discusses findings from qualitative studies that reveal women’s 

subjective experiences of D&A in maternity care in different countries of the world.  

Women have reported various forms of disrespectful and abusive actions and practices during 

maternal care. For example, women described: verbal abuse and non-consented care during 

labour and childbirth in Debre Markos, Ethiopia (Burrowes et al., 2017); physical and verbal 

abuse, discrimination, and neglect and abandonment (Warren et al., 2017); and 

discrimination and verbal abuse in Iran (Mohammadi et al., 2017).  

Other studies have also reported women’s perceptions and experiences of D&A in maternity 

facilities. A study explored how women who had experienced abuse during pregnancy and 

childbirth in healthcare managed and gave meaning to it (Schroll, Kjaergaard and Midtgaard, 

2013). The women perceived AHC as the dehumanisation of women. Similarly, multiparous 

women in Kenya felt dehumanised when abandoned to have their childbirth alone because 

they had past maternity experiences (Warren et al., 2017). However, some of the women 

perceived the actions from the HCPs were not intended to bring harm to them (Schroll, 

Kjaergaard and Midtgaard, 2013; Warren et al., 2017). Moreover, Warren et al. (2017) found 

that women reported physical abuse – slapping, pushing and beating – during childbirth, but 

attached different meanings to the actions from the HCPs. Some of the women, especially the 

younger ones felt that slapping by HCPs was justifiable because it was to ensure their 

cooperation and attention to the process of childbirth (Warren et al., 2017).  It is important 

to note that the participants in the latter study were women who had given birth either in a 

health facility or at home, while Schroll, Kjaergaard and Midtgaard (2013) included those with 

a previous experience of AHC. The methodological considerations may have impacted the 

findings by limiting the extent to which they could be comparable to other studies. 
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In addition, the women found the strength to manage their experiences and move on (Schroll, 

Kjaergaard and Midtgaard, 2013). There are some controversies in the literature concerning 

the intentionality of abuse in maternity healthcare delivery. d’Oliveira, Diniz and Schraiber 

(2002) suggest that violence against women in health facilities is often deliberate; though 

other authors have recently argued that incidents viewed as abusive are sometimes not 

intentioned to bring harm to women (Bruggermann, Wijma and Swahnberg, 2012).   

McMahon et al. (2014) explored the experiences of and responses to disrespectful maternity 

care and abuse during childbirth in Tanzania using interviews with women and their partners, 

community health staff and public opinion leaders. All the participants reported experiences 

of disrespectful care comparable to the existing categories of D&A by Bowser and Hill (2010). 

Another important finding in their study is that women felt neglected, ignored and verbally 

abused; yet, many reported satisfaction with their childbirth experiences. It is possible that 

many of them were not certain of the events to consider as D&A. This finding could be 

explained using evidence from Bramadat and Driedger (1993) that suggest satisfaction is a 

feeling that may not necessarily equate to perception. Therefore, a woman without care 

expectations beyond the physical presence of health professionals can equate satisfaction 

with poor quality care. Although the study was carefully carried out, there is a possibility that 

the authors may not have fully captured the depth of women’s experiences since they did not 

evenly probe for clarity or more information. In addition, recall bias have been introduced 

because the authors included women who gave birth several months before the study 

(McMahon et al., 2014). 

Further, most of the women described how they empathised with HCPs and used non-

confrontational measures in response to their experience of abuse (McMahon et al., 2014). 
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They feared that making too many complaints about disrespectful care could lead to the 

closure of the health facilities by the government, affecting their future access to maternity 

services. Of the non-confrontational measures, women and men reported avoiding health 

facilities and opting for a home birth as the most preferred option. Similar findings 

documented elsewhere reveal women’s descriptions of their response to mistreatment 

during childbirth in Guinea (Balde et al., 2017a). Women described forgiving the HCPs and 

accepting their experiences. Those who shared this view felt overwhelmed with the birth of 

their children or perceived the experience as trivial.  

A recent study reported the perspectives of HCPs and postpartum women on their care 

experiences during childbirth in South Africa (Lambert et al., 2018). Both HCPs and women 

described feeling unsupported and alone. For women, such feelings related to the absence of 

a companion (non-professional) and HCPs during childbirth. They also mentioned that distrust 

between women and HCPs developed from the media, previous experiences and word of 

mouth (Lambert et al., 2018).  

In Nigeria, very few qualitative studies have explored women’s experiences of disrespectful 

and abusive maternity care. Two such studies have explored how mistreatment occurs and its 

acceptability among service users and providers (Bohren et al., 2016; Bohren et al., 2017). 

One study identified four scenarios of mistreatment in two health facilities in Abuja – verbal 

abuse, slapping, physical restraint and refusing to help a woman (Bohren et al., 2016). Like 

Warren et al. (2017), all the participants perceived the scenarios as acceptable and 

appropriate measures to make mothers comply with HCPs’ instructions for the safe birth of 

their children.  
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In the other study, participants were asked to describe their perceptions and experiences of, 

and the factors perceived to influence the mistreatment of women during facility-based 

childbirth (Bohren et al., 2017). Both HCPs and women reported how they had either 

witnessed or experienced verbal and physical abuse, and detainment at health facilities. They 

were of the view that the incidents of mistreatment were not deliberately intended to cause 

harm but resulted from a strain on the healthcare system including a shortage of staff and 

beds. Although both studies were carried out in Abuja, Nigeria, some methodological 

differences could impact the findings. For example, the studies had different research 

objectives even though they focused on the mistreatment of women.  Bohren et al. (2016) 

focused on the participants’ perceptions of scenarios of mistreatment, while Bohren et al. 

(2017) examined women’s experiences of the issue. Further, due to the nature of the 

methods, the findings may not reflect the experiences and perceptions of women and HCPs 

across Nigeria, limiting the generalisability to similar settings. Beyond these studies, there is 

a little investigation of women’s subjective experiences of D&A in other Nigerian settings.  

To summarise this section, the discussion above reveals women’s subjective experiences and 

perceptions of D&A in health facilities in different countries. Most of the recent evidence on 

D&A in maternity care appears to be from the African region but very little information on the 

topic is available in Nigeria. This is a gap part of the present study sought to address. It also 

reveals the limited evidence on women’s experiences of D&A in other areas of maternity care 

as most studies seem to focus on labour and childbirth.  

2.9 HCPs’ perspectives on D&A in maternity care  

In some previous studies, health professionals have acknowledged the existence of 

disrespectful and discriminatory practices against women during pregnancy to after childbirth 
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(Aguiar et al., 2013; Moyer et al., 2014). In Brazil, for example, health workers affirmed the 

existence of disrespectful care for women during pregnancy to after childbirth (Aguiar et al., 

2013). However, they did not view practices such as threats and negligence as abuse of 

women but a means to express authority over them. Like the above findings, a study of almost 

two decades ago reports that HCPs in South Africa use violence against women to exert 

authority over women (Jewkes, Abrahams and Mvo, 1998). Nevertheless, some HCPs believe 

that D&A in maternity care is only perpetrated by a few “rotten apples” in the healthcare 

systems (Jewkes Abrahams and Mvo, 1998; Aguiar et al., 2013).  

A study in Ghana explored student-midwives’ conceptualisation, perceptions and experiences 

of D&A during childbirth (Rominski, 2015). The authors found that participants understood 

the importance of RMC which to them means caring for every woman with respect despite 

her inability to pay for the medical bills or background. They described witnessing other 

midwives and nurses D&A women during their placement at health facilities. The student-

midwives believe there are occasions where disrespectful practices are necessary during 

childbirth to save a mother and her child. Other studies have also reported that HCPs believe 

there are situations when disrespectful practices are necessary. As a result, HCPs regard 

extreme measures as appropriate to gain compliance, particularly from women who 

remained uncooperative during childbirth. Health professionals did not perceive disrespectful 

practices such as slapping women dehumanising but regarded it as a means to save a mother 

and her child during childbirth (Jewkes, Abrahams and Mvo, 1998; Rominski, 2015; Bohren et 

al., 2016; Bohren et al., 2017; Warren et al., 2017). 

Health professionals’ accounts in a South African study also revealed their knowledge of the 

guidelines for good quality care; however, there was no reflection of such principles in the 
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care provided based on women’s descriptions (Lambert et al., 2018).  Likewise, HCPs in 

Ethiopia showed a good knowledge of privacy, consent and confidentiality, but training on the 

principles of RMC and counselling were lacking (Burrowes et al., 2017). The HCPs and 

managers were of the view that women are not capable of informed decision-making about 

their care. As a result, they felt the need to make decisions for women; a notion expressed 

from the belief that one can exchange choice for skilled care (Lambert et al., 2018).  These 

imply that HCPs understand that decision-making and choice are fundamental rights but do 

not offer that to women. Additionally, the health professionals prioritised clinical competence 

over caring practices (Lambert et al., 2018). For example, providing health information to 

women was a means of achieving medical procedures and not to build rapport.    

Furthermore, on HCPs’ perspectives on D&A, findings of a study in Tanzania revealed health 

professionals’ views on D&A and women’s HIV status while demonstrating their knowledge 

of women’s right to confidential care (Sando et al., 2014). Their responses consistently 

reflected that the HIV status of women does not affect the provision of care services because 

they considered it unacceptable in the workplace. However, a few of the health professionals 

mentioned the need to isolate women living with HIV. Non-discriminatory care had not always 

been the institutional tradition and the HCPs attributed the change in practice to the 

normalisation of HIV, supervision and training on prevention of HIV transmission (Sando et 

al., 2014). Despite some limitations, one of the strengths of the study is the use of a mixed-

method approach (interviews with postpartum women, observations of childbirth and in-

depth interviews and structured questionnaires with HCPs) which could have improved the 

quality of the findings.  
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Further, Balde et al. (2017a) found that HCPs described satisfaction with the maternity 

services offered to women, and only a few them felt that the mistreatment occurs during 

childbirth. Of the HCPs who mentioned the mistreatment of women, their responses revealed 

two accounts of ‘shared experiences’ and four descriptions of ‘lived experiences’. This 

indicates that most of the HCPs described situations where they had witnessed mistreatment 

and not those they had perpetrated (Balde et al., 2017a).   

In Nigeria, HCPs revealed scenarios where they had witnessed a colleague or personally 

mistreated women in health facilities (Bohren et al., 2017). They viewed actions such as 

slapping a means necessary to gain compliance and ensure safe childbirth because women 

were usually disobedient and uncooperative during labour. They felt the disobedience of 

women can endanger the lives of their unborn child; hence, such measures are necessary.  

The HCPs also mentioned that they did not intend to mistreat women during childbirth, but 

the stress in the workplace sometimes led to such situations (Bohren et al., 2017). Likewise, 

Burrowes et al. (2017) reported that HCPs in Ethiopia – midwives and midwifery students – 

mentioned that most of the abuse on women in health facilities is not deliberate but occur 

because of the flaws in the healthcare system as well as from necessary medical interventions. 

However, authors like d’Oliveira, Diniz and Schraiber (2002) have argued that violence against 

women in institutional care is usually deliberate. 

Another study in Nigeria explored the acceptability of different scenarios of mistreatment in 

two health facilities in Abuja (Bohren et al., 2016). The HCPs were found to regard the 

scenarios of mistreatment as acceptable and necessary approaches to get women to comply 

and for ensuring safe and healthy childbirth. Despite the differences in the research aims and 

methods, the studies (Bohren et al., 2016; Bohren et al., 2017) highlight the perspectives of 
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HCPs on D&A in Nigeria. The studies were from one setting, Abuja, revealing the need for 

more research in the country.  

Previous research has documented HCPs’ views on the perceived causes of D&A in maternity 

facilities. Health professionals have blamed D&A on the weakness in the healthcare system 

where facilities are overcrowded and poorly staffed and equipped (Bohren et al., 2017; 

Burrowes et al., 2017). According to Sando et al. (2014), HCPs reported that the shortage of 

medical supplies, such as gloves and cotton wool serve as a major deterrent to carrying out 

their tasks. Similar views shared by nurse-midwives in Tanzania indicate that the lack of 

supplies, safe blood for transfusions and drugs for effective performance of their duties affect 

the QoC offered to women (Mselle et al., 2013). The findings suggest that in the absence of 

necessary medical supplies, HCPs may not readily deliver services to women during labour 

and childbirth. Although the studies were carefully carried out and reveal similar views from 

HCPs in different countries, certain methodological considerations may affect the comparison 

of the findings.  

Further, health professionals have also described how the shortage of staff leads to poor 

behaviour from HCPs and subsequently, the perpetration of disrespectful maternity care 

(Ganle et al., 2014; Bohren et al., 2015). The shortage of health professionals can lead to long 

waiting time for women accessing maternity services because only a few HCPs are available 

to render services to a large number of women (Silal et al., 2012; Ganle et al., 2014; Lambert 

et al., 2018). When health facilities are short-staffed, women in labour and childbirth may feel 

neglected as there are only a few nurses available to attend to them. Therefore, health 

professionals perceive staffing constraint as a critical factor that leads to neglect of women 

during childbirth.  
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Ineffective supervision of staff also brings about the demoralisation of staff and negative 

attitudes toward women (Bowser and Hill, 2010). According to Mselle et al. (2013), nurse-

midwives in Tanzania expressed deep dissatisfaction with the working conditions, describing 

a situation of disempowerment in the forms of lack supportive supervision and motivation. 

Most of the nurse-midwives were of the view that HCPs, especially the poorly trained or 

inexperienced ones, provide low-quality care during childbirth because they lack adequate 

supervision (Mselle et al., 2013). In the absence of effective supervision, health professionals 

may work at their convenience; thus, creating disrespectful situations such as long waiting 

time, neglect and abandonment. Moreover, the HCPs  stated that some of them had to work 

in maternity units not because of their competence, but as a form of punishment (Mselle et 

al., 2013). This emphasises the need for supervision of healthcare staff, especially in settings 

with a disempowered health system.  

To sum up this section, the discussion above examined HCPs’ perspectives on D&A in facility-

based maternity care. There are inconsistencies in the methodological considerations of the 

studies including the operational definition and forms of D&A examined, research objectives, 

data collection tools and study settings. In addition, most of the studies focused on the 

perceptions and experiences of HCPs during labour and childbirth, with little investigations of 

other stages of maternity care. While these may influence the findings reported, the section 

presented evidence on the perspectives of HCPs on D&A in maternity facilities from different 

countries, but there is little research in Nigeria. The present study explores the perspectives 

of HCPs to fill this gap in the literature on D&A.  
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2.10 Consequences of D&A in maternity care  

Evidence suggests the experience of D&A in maternity care can have adverse effects for 

women and their newborns either directly or indirectly, and the community at large (Schroll, 

Kjaergaard and Midtgaard, 2013; Asefa and Bekele, 2015; Bohren et al., 2015; Hennig, 2016). 

2.10.1  Impact on women’s health  

The period of labour and childbirth can be a painful experience for many women (Beigi et al., 

2010), but also momentous. When there are no painkillers during labour or when performing 

episiotomies, women can suffer extreme pains. In some healthcare settings, denying women 

painkillers during labour has to do with their inability to fully pay for their medical services 

(Beigi et al., 2010; Ith, Dawson and Homer, 2013). Women with an experience of D&A in the 

forms of slapping or hitting can also suffer both psychological and physical pain (Bohren et al., 

2017). These studies show that denying women access to painkillers and psychological 

support, as well as subjecting them to physical abuse could lead to extreme pains and 

suffering during labour and childbirth (El-Nemer, Downe and Small, 2006; Balde et al., 2017a).   

Schroll, Kjaergaard and Midtgaard (2013) reveal that women’s experience of AHC could 

distort their wellbeing, characterised by fear and distress. Women that suffer AHC are likely 

to have fears and concerns that manifest as panic attacks regardless of the category of D&A 

experienced. Fear resulting from the experience of abuse led to women’s lack of trust in 

health professionals, and subsequently, affected the patient–provider interactions. Another 

adverse effect of AHC is on the reproductive health of women which leads to a lack of respect 

for and poor perception of their bodies (Schroll, Kjaergaard and Midtgaard, 2013). Women 

who suffered abuse found it difficult to embrace their femininity and sexuality which led to 



 

 63 

sexual relationship issues. These women even contemplated adopting children or opting for 

caesarean sections instead of having a vaginal birth in the future.  

Across other countries in Northern Europe, studies have shown that women suffering 

currently from AHC are more likely to display an extreme fear of childbirth and a preference 

for caesarean section (Schroll, Kjaergaard and Midtgaard, 2013; Lukasse et al., 2015).  The 

authors also reported that women described how the experience of abuse during pregnancy 

led to complications in childbirth and a further perpetuation of abuse from the healthcare 

system (Schroll, Kjaergaard and Midtgaard, 2013; Lukasse et al., 2015). 

Experiences of D&A can leave women feeling unhappy or upset. An Ethiopian study found 

that most women become unhappy because HCPs did not communicate the condition of 

their children or the progress of their labour to them (Asefa and Bekele, 2015).  Similar 

findings suggest an experience of mistreatment could make women upset and disturbed 

during the period of childbirth or destabilised because pregnancy makes them vulnerable 

(Balde et al., 2017b; Bohren et al., 2017). These findings show that an experience of D&A 

does not only affect women’s reproductive health but their entire wellbeing (Schroll, 

Kjaergaard and Midtgaard, 2013).  

Schroll, Kjaergaard and Midtgaard (2013) also found that women perceived the experience of 

D&A could have adverse consequences on their children. One of the participants in their study 

described how the experience of AHC may have resulted in the restlessness and difficulties 

her child suffered.  

The discussion presented in this section suggests women’s experiences of D&A can have long-

lasting psychosomatic effects on their health physically, emotionally and psychologically, and 
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newborns can also be affected. It shows there are very limited findings on the impact of D&A 

on women’s health and wellbeing, revealing the need for more research in this area.   

2.10.2 Impact on use of maternity services 

There are many qualitative and quantitative studies revealing the impact D&A has on 

women’s use of health facilities, especially in LMICs. One of the most reported effects of D&A 

is its negative impact on women’s use of health facilities (Bowser and Hill, 2010; Bohren et al., 

2015; Kujawski et al., 2015; Peca and Sandberg, 2018). Changes in subsequent care-seeking 

behaviour – delay or refusal to use healthcare services – is one of the consequences of D&A 

on women that receive maternity care in health facilities. According to a systematic review of 

the mistreatment of women during facility-based childbirth, most maternal complications and 

deaths among women during pregnancy could be reduced or eliminated if only they can 

access and use medical services (Bohren et al., 2015).  However, as a result of D&A during 

maternity care, most women in many countries decline or delay access to facilitity-based 

maternity care services (Kruk et al., 2009; Schroll, Kjaergaard and Midtgaard, 2013; Patel, 

Makadia and Kedia, 2015). For example, Kujawski et al. (2015) assert that D&A in childbirth 

reduces women’s confidence in and use of health facilities in Tanzania. 

Other findings also suggest that the experience of mistreatment can have a negative effect on 

maternal health-seeking behaviour and women’s choice of facilities for childbirth. Therefore, 

women who experience mistreatment are likely to avoid health facilities in Guinea, Nigeria 

and Ghana respectively (Balde et al., 2017a; Bohren et al., 2017; Maya et al., 2018).  Likewise, 

a study in Peru revealed that most pregnant women are unwilling to access and use obstetric 

care facilities because service providers paid less attention to them, which made them feel 

neglected (Kayongo et al., 2006).  
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Furthermore, women may prefer prioritising supportive home births during subsequent 

pregnancies (Moyer et al., 2014; Adinew and Assefa, 2017; Bohren et al., 2017). Women who 

experience disrespectful and abusive practices may prefer home births where they could have 

the choice of delivering in the desired position and crying out when they feel pain without 

fear of being physically restrained or beaten (Kyomuhendo, 2003; Mirkuzie, 2014). Others 

may prefer to access care from traditional birth attendants (TBAs) who would provide 

respectful care to skilled health professionals. Medical intervention may only be sought when 

there are severe complications the TBAs cannot handle (Ganle et al., 2014; Moyer et al., 

2014).   

To summarise this section, several studies have documented the consequences of D&A in 

maternity care. The impact of D&A goes beyond women’s reproductive health and a breach 

in the doctor–patient relationship but has far-reaching consequences on their overall 

wellbeing. There are limited studies that explore the adverse effect of D&A on women’s 

health and general wellbeing in many countries, including Nigeria. While the negative effects 

of D&A on women in maternity facilities may vary with individual socio-demographic 

characteristics, expectations of care and locations, the consequences on the women, children, 

community and health systems, cannot be overemphasised. Therefore, there is a need for 

more research to understand the consequences of D&A as well as interventions to address 

this issue urgently.   

2.11 Interventions to promote RMC 

Disrespect and abuse violate a woman’s human rights and the right to respectful care across 

many countries of the world (Kruk et al., 2014; WHO, 2015b). Therefore, the need to eradicate 

the burden of D&A in maternity facilities and promote RMC has become a global mission. One 
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critical step to consider for improving the QoC for women in maternity facilities is to 

implement interventions targeted at reducing the drivers for D&A among the service users 

(Tuncalp et al., 2015; Bohren et al., 2017). Knowing that D&A in maternity care is a multi-

faceted and complex phenomenon, there is a need to introduce multidimensional 

interventions that can eliminate or minimise the burden of D&A.  

Several interventions have been outlined to promote RMC and subsequently eliminate the 

burden of D&A among women in healthcare centres. The interventions discussed in this 

section are directed toward the factors that could contribute to D&A at various levels (section 

2.7) regardless of the context or availability of resources. However, it is noteworthy that there 

are possibilities of interlinking among the types of interventions (WRA, 2011) which are from a 

range of geographical and resource settings.  

2.11.1  Service-user and provider-focused interventions 

In an urban referral hospital in Dar es Salaam, Tanzania, Ratcliffe et al. (2016) conducted a 

study to measure D&A, introduce interventions to minimise the occurrence and evaluate the 

effectiveness. The study adopted two interventions: Open Birth Days (OBD) – antenatal care 

education and birth preparedness for women and an RMC Workshop for HCPs.  Results from 

both pre and post-intervention groups revealed an increase in knowledge of patients’ rights 

for HCPs and women. Women described feeling more prepared for childbirth, and the HCPs 

became more empathetic and improved their attitudes towards women. Both HCPs and 

women also described better communication among them which the direct observations 

affirmed. From the baseline levels HCPs’ job satisfaction increased as well as women’s 

satisfaction with the QoC (Ratcliffe et al., 2016).  
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Overall, the outcomes indicate the interventions have the potential to successfully promote 

practices that can reduce the D&A of women in maternity settings. It appears the 

authors carefully conducted the study, but there was no validation of the pre and post-test 

instruments, so the evaluation process may not have been rigorous. The validation of the 

modified tools used for observations and interviews with HCPs and patients was in Kenya. 

Using a tool that was validated in another country may influence the reliability and quality of 

the findings recorded from the interventions.   

Other interventions to promote humanised care in health facilities focus mainly on HCPs. 

Fujita et al. (2012) described the procedure for the introduction and implementation of 

humanised childbirth in Benin. The study also ascertained how the practice of humanised care 

affects HCPs such as obstetricians and midwives, and the factors that could influence the 

change in practice. Qualitative interviews with 16 hospital staff revealed that midwives 

initially found it difficult to initiate humanised care, but gradually adopted the approach. 

There were significant improvements in the level of communication between the HCPs, 

women and their family members. The authors also discovered that humanised childbirth 

affects midwives’ professional values, job satisfaction and personal motivation to improve 

their performance (Fujita et al., 2012). The obstetricians and other staff felt inspired to 

become agents for a change in the culture of the hospital and to improve the provider–patient 

relationship. The perceived factors responsible for the change in practice were the 

commitment and support from the management staff and leadership of the hospital, as well 

as the guidance provided to all the staff, particularly the midwives. Overall, introducing 

humanised care brought about a change in midwifery practice through proper support from 

the management team.   
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Abuya et al. (2015a) used a before-and-after approach to determine the effect of Heshima 

project on reducing the occurrence of D&A in 13 Kenyan facilities. The Heshima project was 

designed to mitigate D&A by promoting humane and caring treatment during childbirth in 

facilities. At a facility, policy and community level, the project developed and implemented 

interventions using a participatory process in Kenya (Warren et al., 2013; Abuya et al., 2015a). 

The policy level involved constant dialogue with civil societies, government and professional 

systems were a way for rapport building. For the health facility interventions, tools from the 

values clarification and attitude transformation (VCAT) courses were used with HCPs and 

managers to improve their attitudes, the management of the facility, engagement with 

communities and working environments. The VCAT training increased HCPs’ capacity to 

recognise D&A and enhanced their understanding and application of national and 

international laws. The workshops laid emphasis on patients’ and HCPs’ rights and 

responsibilities during facility-based childbirth. At the community level, training of RMC 

practices, counselling and community dialogue were the focus. It also considered a scheme 

where reported incidents of D&A can be examined between the complainant and the HCPs 

and management team (Warren et al., 2013; Abuya et al., 2015a).   

Abuya et al. (2015a) presented the impact of the quantitative findings of the project on both 

observed and perceived disrespectful and abusive actions among women. Data collection 

involved exit interviews with postpartum women discharged from the hospitals and 

observations of patient–provider interactions in labour and childbirth. The results revealed an 

overall decline in four out of the six forms of D&A. The findings suggest that implementing 

the intervention in communities and health facilities could reduce the prevalence of D&A and 

most likely improve maternal and child health outcomes. Unlike Ratcliffe et al. (2016), this 

study had no control group to validate the findings.  
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To promote RMC, a facility-based study in Kenya used a pre-post, mixed-method design to 

evaluate the perspectives of HCPs on a multi-component intervention in 13 health facilities 

(Ndwiga et al., 2017). The Heshima project aimed to alleviate the burden of D&A by promoting 

humane and caring treatment during childbirth facilities as discussed in the study by Abuya et 

al. (2015a). Ndwiga et al. (2017) assessed the effectiveness of the project at a service provider 

level to describe their attitudes both before and after the intervention without involving a 

control group. Data collection was in two sets: quantitative interviews with nurse-midwives 

and qualitative interviews with doctors, nurse-midwives, facility managers and other 

professionals. The questionnaires assessed their practice, knowledge and perceptions, while 

the qualitative interviews focused on the factors that affect HCPs’ behaviours, attitudes and 

perceptions of the Heshima project. The results showed an increase in the HCPs’ knowledge 

and operationalisation of patients’ right by involving them in the process of decision-making, 

an integral aspect of RMC.  While the HCPs reported improvements in supervision, there was 

a decrease in perceived job fairness which could have been from burnout and a reduction in 

emotional health. The challenges in the health facilities may limit translating the change in 

HCPs’ attitude to actions for a rights-based maternity care (Ndwiga et al., 2017). The study 

reported positive outcomes, but there is a need for specific interventions to eliminate D&A in 

maternity facilities.    

2.11.2  Health facility-focused interventions 

Some of the interventions to eliminate D&A among women target multiple levels. Kujawski et 

al. (2017) assessed a community and health system intervention with the aim of reducing the 

burden of D&A amongst women during childbirth in two health facilities in the Tanga region 

of Tanzania. This study used the Staha intervention developed through a continuous process 
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of participation with the community and other stakeholders in the health sector. This allowed 

them to evaluate their personal experiences of D&A. From the process, the Staha was able to 

identify community and health system interventions. The intervention had two main 

elements – client service charter and a quality facility-based improvement process – to 

promote mutual respect between HCPs and patients, reducing D&A.    

The authors used a comparative before-and-after assessment approach to measure the 

intervention (Kujawski et al., 2017). Of the two hospitals used in the study, one was assigned 

to get the intervention and the other for comparison. Women who had childbirth at the 

facilities were eligible for participation. A self-reported experience of disrespectful care was 

the primary outcome of interest, while the secondary outcomes were affirmative responses 

for the modified categories of D&A by Bowser and Hill (2010).  

Following the implementation of the intervention, the findings highlight that self-reported 

experiences of D&A in labour and childbirth reduced by 66%. There were noticeable 

reductions in the occurrence of various forms of abuse, with the highest being physical abuse 

and neglect (Kujawski et al., 2017). While the overall reduction in the rates of disrespectful 

and abusive care at the facilities used for the intervention was high, the one for comparison 

also recorded a decrease.  Between both facilities, however, there was a 3.39% difference in 

the reduction rate. It is important to note that the effects of the interventions were still 

observed almost one year after the implementation had ended at the health facilities, 

suggesting the prospective sustainability of the intervention at the policy level (Kujawski et 

al., 2017). 

There is a global consensus that RMC is a fundamental right for women and a significant 

element of quality and use of maternity care (Khosla et al., 2016; Vogel et al., 2016). However, 
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the efficacy of the policies remains unknown. Downe et al. (2018) conducted a systematic 

review to assess the effectiveness of the RMC policies in facilities offering intrapartum 

services. The review included five studies that evaluated the RMC guidelines in facilities and 

were all from the African region (South Africa, Sudan, Tanzania and Kenya).    

The findings suggest that multi-faceted RMC policies can improve women’s experience of 

respectful and good quality care (Downe et al., 2018). The guidelines could also minimise the 

experiences of disrespectful practices from staff, including physical abuse. However, the 

reduction in the lack of privacy, non-dignified care, neglect and abandonment, rates of 

episiotomy and verbal abuse remain unclear. Although the multi-component RMC strategies 

seem to reduce the experience of D&A for women, the sustainability of the effect is unclear 

and the components that were most effective were not examined.   

In summary, this section discussed some interventions aimed at reducing D&A in maternity 

facilities. Following the implementation and evaluation of the interventions, the studies have 

reported significant improvements such as reductions in experiences of D&A, knowledge and 

application of RMC practices, and improvement in quality of maternity care.  However, there 

is very little evidence on specific interventions that can successfully promote RMC.  

2.11.3 Current strategies on RMC in Nigeria 

The WRA Nigeria discovered that there were incidents of D&A of women in health facilities 

but research evidence to support the claims were lacking (WRA, 2015a). In addition, the 

Nigerian Government had not made any efforts to address the issue. A meeting with the 

community members, health workers and policymakers identified the barriers to providing 

RMC. The health workers and members of the communities appeared to have a very 

limited understanding of respectful maternity practices. Additionally, research evidence was 
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lacking, and there were no available policies to promote respectful care as well as most health 

facilities have inadequate amenities to aid the provision of such care (WRA, 2015a).  

In 2013, a campaign on RMC was launched by the WRA Nigeria to highlight the care 

components arising from human rights (WRA 2015a). The campaign relied on evidence from 

the universal WRA who developed the Respectful Maternity Care Charter. The 

campaign aimed to include RMC within all the levels of health sector within the country. At 

the national level, the focus was to encourage implementation of respectful practices so that 

the National Council on Health – a decision-making body that implements health services 

policies – would recommend Respectful Maternity Care Charter in all levels of the Nigerian 

health sector (WRA, 2015a).  

Numerous consultations were held with stakeholders such as professional associations, civil 

society organisations, policymakers and women’s groups. The National Council on Health 

accepted that RMC can be incorporated in the health sector, making it a standard for practice, 

and the National Health Bill was made into a law – National Health Act – (WRA, 2015a). 

Presently, there are reports that RMC is included in the reviewed ‘Life-Saving Skills’ guidebook 

for healthcare staff. The guide aims to provide support to communities and particularly health 

workers to challenge D&A and promote dignity during facility-based childbirth at all the levels 

of government in Nigeria – federal, state and local (WRA, 2015c). In line with other global 

strategies to promote RMC, the WRA Nigeria with other stakeholders modified the 

original Respectful Maternity Care Charter to be suited for the Nigerian context. The resulting 

charter makes the following requirements of HCPs: 

1.      Make sure pregnant and postpartum women are safe and comfortable 

2.      Assist them in decision-making regarding their healthcare needs 
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3.      Always ensure privacy and confidentiality 

4.      Uphold a woman’s dignity 

5.      Offer equal QoC to everyone  

6.      Ensure high standard of maternity care is provided to women at all levels of government 

because it is their right 

7. Offer services to every pregnant woman and report and concerns to the appropriate 

authorities (WRA, 2015c).  

To show the implementation of RMC at the state level, Kwara State, one of the 36 states in 

Nigeria opted to include the modified Respectful Maternity Care Charter in the entire health 

sector at the state level (WRA, 2015a). This is believed to be the first state-level plan 

to implement respectful care in health centres in Nigeria. Improved outcomes were 

recorded in the QoC provided in the health centres, and other practices such as the use 

of secured files to store medical information of patients, providing separation curtain and 

rearranging beds to ensure privacy. In addition, the health workers became actively 

involved in educating members of the community about RMC and making sure women always 

understand their right to respect in the labour wards. The WRA (2015a) reports that while 

these changes are directed at improving women’s maternity care experience, it is likely to also 

improve the experience of the entire population accessing health services. The WHO (2015) 

reports that implementing policies that promote respectful practices as the standard in 

maternity care appears to be poorly adopted, are yet to be translated into meaningful action, 

or not specific. Although it appears that implementing RMC in health facilities in Nigeria has 

achieved a huge milestone (McConville, 2014), there has been no published evidence of its 

application in other states across the country.  
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2.11.1 Overview of maternal health in Nigeria 

Reports show that Nigeria has one of the highest maternal mortality rates in the world, and 

accounts for about 15% of the world’s maternal mortality (WHO, 2015a). According to a 

report from the National and Demographic Health Survey (NDHS) in Nigeria, 1 of every 13 

women is likely to die from pregnancy and childbirth-related conditions (National Population 

Commission (NPC), 2014). These maternal deaths occur among women of reproductive age, 

15–49 years and they account for about 32% of maternal deaths reported in the country. For 

antenatal care coverage (Table 3.1), the estimates from the NDHS reveal some inconsistencies 

(WHO, 2016a), though the recent report shows an increase in the uptake of the antenatal 

services provided by a skilled staff (approximately 51.3%). 

Table 3.1: The NDHS estimates of antenatal care coverage (at least four visits) in Nigeria 

(WHO, 2016a) 

Year Antenatal care coverage (%) 

2013 51.3% 

2009 45.8% 

2003 46.5% 

1999 49.1% 

The NDHS also reveals that during labour and childbirth, women often do not access skilled 

birth services as recommended by the WHO. Approximately, 62% had home births and only 

35% of women have their childbirth in maternity facilities staffed by skilled birth attendants. 

Of the 35% childbirth in health facilities, 15% use of the private health sector for childbirth 

and the other 20% use public facilities (NPC, 2009). For the facility-based childbirths, about 

25% are assisted by nurse-midwives and 9% by doctors, 5% by auxiliary nurses and over 22% 
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by TBAs (NPC, 2009). The report reveals that home births are quite common in Nigeria, though 

this may vary among women in urban and rural areas. In the urban areas, approximately 36% 

of women give birth at home as compared to about 73% of women in rural areas (NPC, 2009). 

This is an indication that women in urban areas access skilled care more than those in rural 

regions. Postnatal care is another aspect of maternity care that helps prevent complications 

and other health issues that may have occurred during childbirth (WHO, 2014). In Nigeria, the 

NDHS also reveals that 38% of women had access to postnatal care in the first two days after 

childbirth, while 58% received it up to 40 days after. 

In Nigeria, the federal, state and local governments, private providers and traditional healers 

are responsible for the provision and management of healthcare services (NPC, 2014). The 

federal government is often concerned with providing support to the tertiary health facilities 

like the teaching hospitals and medical centres in the country. On the other hand, the state 

government manages the secondary healthcare services such as the general hospitals, while 

the local government support the primary care centres (NPC, 2014). There are many 

maternity health professionals in Nigeria, some of which include: doctors, nurse-midwives, 

pharmacists and TBAs. However, the commonly accessed HCPs in health facilities are doctors, 

consultants of O&G, auxiliary nurses and nurse-midwives (NPC, 2014).  

2.12 WHO care frameworks 

2.12.1  WHO QoC Framework and newborn health 

Since the Donabedian model of QoC (Donabedian, 1988), the WHO and other health 

stakeholders have devised strategies to operationalise the key elements. The goal was to 

achieve this by using the components and experiences of care central to maternal and 

newborn health in facilities (WHO, 2006; Raven et al., 2012; Renfrew et al., 2014).  This 
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framework is proposed within the structure of the health system and focuses on the 

assessment, improvement and monitoring of maternal and childcare.   

Quality of Care is the degree to which health services offered to a person or larger population 

yield positive health outcomes (WHO, 2006). To accomplish this, health services must be 

effective, safe, efficient, people-centred, fair and timely. The QoC in facility-based childbirth 

reflects the available supplies, physical infrastructure, management and skilled workers with 

the knowledge and ability to manage pregnancy and childbirth. However, the QoC is 

predisposed to complexities that could need immediate interventions (Tuncalp et al., 2015).   

The framework (see Figure 2.2) has eight domains and proposes that pregnant women and 

newborns require care services from readily available, motivated and competent human 

resources in health facilities (Tuncalp et al., 2015). Health services should also include 

practices for emergency and routine care, and systems should be in place for proper record 

keeping and timely referral across various levels of care. The experience of care should involve 

effective communication with the women and their family members about the services. Care 

for women should be provided with respect, and their dignity upheld as well as their rights 

and expectations. The necessary physical resources should meet women’s needs while 

providing them with access to emotional and social support. 

Although the focus of the framework is on facility-based care, Tuncalp et al. (2015) highlight 

the role of service users and community members play in identifying their personal health 

needs and preferences. Community engagement is, therefore, important because the views 

of women and members of a community on the quality of maternity care play a role in their 

decision to access the services (Bohren et al., 2014). 
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Figure 2.2: The WHO QoC Framework for maternal and newborn health (WHO, 2018c). 

2.12.2  WHO intrapartum care model 

Recently, WHO (2018c) proposed some recommendations to improve the standard of 

intrapartum care with the overall goal of enhancing the maternal and newborn outcomes. To 

develop the guideline, the WHO with the support of stakeholders from the Guideline 

Development Group (GDG) revised existing models of care using the human rights 

perspectives. The GDG recognised the need to enhance the QoC during labour and childbirth 

in all healthcare settings, globally. This change in the approach to care aims to achieve the 

best outcomes – emotional, psychological and physical – for women and their newborns, 

regardless of the existing policies within the health systems and across the countries (WHO, 

2018c). As a result, the model of intrapartum care (Figure 2.3) subscribes to the components 

of the WHO QoC framework for women and newborns (Tuncalp et al., 2015), placing the 
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mother and her child at the core of the care process. It contains practices that can be modified 

for different countries and women.  

The guideline promotes the experience of care as an important aspect for a high-QoC during 

labour and childbirth and better patient-centred outcomes, beyond the provision of 

conventional medical practices. It suggests that having a positive childbirth experience as an 

important outcome for women in the labour period. Therefore, it describes a positive 

childbirth experience as one that involves giving birth to a healthy child and exceeds or meets 

women’s sociocultural and individual expectations (WHO, 2018c).    

To maximise the usefulness of the model and guarantee women get equitable, good-quality 

and evidence-based childbirth care, the guidelines can be implemented by motivated and 

competent professionals in all health facilities. It can also be used to empower women to 

request for the needed individualised care within the human rights approach (WHO, 2018c). 

The guideline is proposed to inform relevant policies at the local and national levels of health 

systems. Hence, it targets stakeholders such as public health policymakers at all levels, 

managers of health facilities and health professionals (nurses, consultants of O&G and 

midwives) (WHO, 2018c). 
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Figure 2.3: The WHO intra-partum care model (WHO, 2018c). 

2.13 Theories that inform the understanding of D&A of women in health facilities  

A theory is a structured set of ideas that aim to explain a specific phenomenon (Langer and 

Lietz, 2014). It goes further to explain concepts that help to provide a broader knowledge of 

the research topic and the rationale behind the research problem (Abend, 2008). There are 

several theoretical models in relation to abuse in domestic settings which can be applied to 

understand the existence of abuse of women in maternity care settings. This section presents 

a discussion of the theories used to understand AHC settings and how they aid the 

understanding of the perceptions of D&A and why it occurs.  
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2.13.1 Doctor–patient interaction model 

The doctor–patient interaction plays an important role in healthcare delivery (Bertakis, 2009). 

Hellin (2002) highlights the importance of the relationship between a doctor and patient 

because in most cases the accuracy of the doctor’s diagnosis and effective treatment depends 

on the quality of the intervention. The quality of the doctor–patient relationships permits two 

persons who may have no previous contact to feel free with each other and develop a degree 

of familiarity (Bertakis, 2009). As a result of this relationship between patients and the 

physician, there is a possibility that over time the patient may be able to convey highly private 

issues to the doctor in a safe environment (Kaba and Sooriakumaran, 2007). For an effective 

doctor–patient relationship, both patient and doctor should bring their beliefs, attitudes, 

socio-demographic characteristics and communication patterns (Bertakis, 2009). 

In the past, the doctor–patient interaction models have suggested a strong connection 

between the patient’s defined health values and autonomy. It was also believed that patients 

have no or little medical knowledge. However, the models did not consider patients such as 

the educated ones with little knowledge of health values, but high autonomy (Agarwal and 

Murinson, 2012). As a result, they proposed models that acknowledge patients’ medical 

knowledge, healthcare-related values, and autonomy may differ with patients. The 

application of the model will help to improve doctor–patient interactions and training on 

patient-centred care (Agarwal and Murinson, 2012). 

Emanuel and Emanuel (1992) proposed four models which focus on the doctor–patient 

interaction, obligation of the physician, patient’s values and patient autonomy – the 

informative, paternalistic, interpretative and deliberative models. The paternalistic model 

reflects the principles of the traditional approach of the doctor–patient relationship. The 
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doctor plays the role of a parent by making decisions for the patient (Hellin, 2002); thus, ‘good 

patients’ are those who submissively accept their decisions. The model also describes the 

relationship on the premise of the information available to the patient (Hellin, 2002). Patients 

often have little information about the medical situation, thereby, empowering the doctor or 

physician to function independently. Characteristically, the paternalistic model reflects a lack 

of autonomy for patients and of information disclosure. 

On the other hand, the informative model is applicable where the patients are well informed 

about the health interventions and take responsibility for decision-making (Emanuel and 

Emanuel, 1992). The role of the doctor in this model is to give relevant medical information 

to the patient. Hence, providing patients with information about the health issue and 

intervention and a high level of autonomy are characteristics of the informative model. 

However, Agarwal and Murinson (2012) argued that the interaction between a doctor and 

patient in the informative model depends on the knowledge the patient has about the 

medical condition. This reflects some limitations of the doctor–patient interaction framework. 

In the interpretive model, the patient has information about the health issue, though the 

information is usually unclear (Emanuel and Emanuel, 1992). As a result, the doctor engages 

with the patient by exploring their values and supports them with adequate information. 

Once the patient receives the relevant information, they make the care decisions while the 

doctor assumes that role of a counsellor.  

Building on the other models, the deliberative model supposes that both the doctor and 

patient consider the health-related values of the patient and together they decide on the 

most suitable treatment for a specific clinical condition (Emanuel and Emanuel, 1992). The 

model has been regarded as one that best supports the interactions between a doctor and 
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patient. This is because it enables a physician to help a patient by caring in a professional way 

without coercion or limiting the patient’s independence (Hellin, 2002). In the deliberative 

model, both the patient and doctor discuss the health-related values that may affect or are 

affecting a patient’s health (Emanuel and Emanuel, 1992). 

Therefore, applying this model in this study could support an understanding of the 

interactions that occur between HCPs and women during the stages of maternity care and 

how such relations influence their experiences of D&A in health facilities. 

2.13.2  The Social-ecological model  

This section considers the suitability of another framework, the social-ecologogical model in 

understanding D&A of women in maternity care facilities. The social-ecological model draws 

its history from the social, biological, psychological, behavioural and health sciences (McLeroy 

et al., 1988). It postulates that people are part of a social system and their interactions with 

the environment influence their health outcomes (Schiamberg and Gans, 2000; Stokols, 1992; 

Sallis, Owen and Fisher, 2008).  In other words, the interactions among the biological, 

behavioural and environmental factors that interplay throughout the stages of the life of an 

individual influence the overall health and wellbeing of individuals (Smedley and Syme, 2000).  

Overall, the social-ecological model does not necessarily target individuals making specific 

health decisions. Instead, the model aims to promote healthy choices of individuals through 

social processes that influence health decisions made by individuals (Stokols, 1992; Stokols, 

Allen and Bellingham, 1996; Wasserman et al., 1998). In addition to the level-specific 

influence the model has on health behaviour, there is the possibility of implementation of an 

intervention at each level. However, it is argued that the most significant step is to 
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conceptualise the level within the model and not just implementing interventions (McLeroy 

et al., 1988).  

Building on the findings of Brofenbrenner (1979), McLeroy et al. (1988) highlight five levels 

that are likely to influence health outcome: individual, interpersonal, community, 

organisational and policy levels (see Figure 2.4). However, there are some controversies as to 

the operational conceptualisations and number of the multiple levels that exist (Sallis, Owen 

and Fisher, 2010). A person’s history factors such as age, attitude, knowledge and behaviour 

are components of the individual level that influence the possibility of being a victim or 

perpetrator of violence (Krug et al., 2002). The interpersonal level comprises of the social 

influence from an individual’s family, friends, neighbours and workgroups within the social 

system (McLeroy et al., 1988). In the context of violence, this level examines the relationships 

that increase the risk of perpetration of violence and being a victim. Strategies for 

interventions at the interpersonal level include changing group norms, attitudes and 

improving social supports. The aim of interpersonal level interventions is to change the 

beliefs, knowledge and skills of individuals (Krug et al., 2002). 

The organisational, also known as the institutional level is made up of elements such as 

communication networks, culture and structure of an organisation, and management styles. 

The approach to implementing interventions at organisational levels can involve the 

development of incentive programmes and process consultation. By contrast, interventions 

within the interpersonal and institutional level are to create change in social and 

organisational environments respectively (McLeroy et al., 1988). 

The community-level comprises of social and health services and informal and formal 

leadership practices. Preventing violence within this level could consider strategies that could 
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impact on the physical and social environment, such as conflict resolution, community 

coalitions, community development and empowerment, and media campaigns.  The goal of 

community-based interventions is to increase health services and empower disadvantaged 

people.  Lastly, the public policy level consists of legislation, taxes, policies and regulatory 

agencies, political change and media campaigns (McLeroy et al., 1988).   

While many scholars find this model useful in understanding various health behaviour 

determinants and the interactions that exist among these different levels; it is not without 

some criticisms. Authors have argued that it is difficult to ascertain which factors at the 

different levels could have an influence on specific health behaviour (Sallis, Owen and Fisher, 

2010). Further, some argued that using the model to implement interventions that promote 

health and improve healthcare experiences may be impractical because of the multiple levels 

and interactions within the model (Stokols, 1996; Golden and Earp; 2012). Hence, Stokols 

(1996) recommends that interventions should focus on one or two levels of the model at a 

given time.  

This framework has been progressively adapted in different settings to understand the various 

determinants of health beliefs and behaviours. For example, the model has been useful in 

understanding the complex nature of elder abuse from a wide range of perspectives (Norris 

et al., 2013; Wangmo et al., 2014), and the factors that influence both health inequalities and 

social inequities (Parker and Anggleton, 2003). It has also been applied in other studies to 

identify risk and protective factors for HIV (Baral et al., 2014). In addition, the model has been 

adapted by other authors to understand the factors that influence violence against women 

and its impact on health (Thurston and Vissandjee, 2005; Antai, 2011). 
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From the literature review chapter (see section 2.8), there is limited research on the perceived 

factors that contribute to the D&A in maternity facilities from the accounts of women and 

HCPs, particularly in Nigeria. Therefore, applying the social-ecological model is useful in 

understanding the perceived factors that contribute to the occurrence of disrespectful care. 

It is also helpful for understanding how the factors interact at various levels (if applicable) to 

influence women’s experiences of D&A in maternity care.  

 

 

Figure 2.4: The Social-ecological model (adapted from Brofenbrenner (1979). 

2.13.3 Feminist theory 

This theory is arguably one of those commonly used to understand the abuse of women in 

male-dominated societies. The theory proposes violence against women as constructs of 

gender-related notions that regard women as being inferior to men in patriarchal societies 
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(Yllo, 1993; Jewkes, 2002; Sonbol, 2003). Patriarchy is a concept that appears to have different 

meanings. For example, Mitchell (1971) describes it as a system that supports men to 

exchange women, while Walby (1990, p. 20) refers to it as “a system of social structures and 

practices in which men dominate, oppress and exploit women”. Within a wider context, it is 

described as an institutionalised social system of male supremacy over children and women 

(Jagger and Rosenberg, 1984). 

Patriarchy is one of the major obstacles to the advancement of women in society (Sultan, 

2012. It limits their access to social, political and financial opportunities (Cunningham et al., 

1998). The level of male domination may vary, but the assumptions that men are in control 

remains the same (Sultan, 2012). Due to the variation in the nature of the control, it is 

imperative to understand the systems that operate to keep women subordinated and 

dominated. Patriarchal societies favour men over women, and to a certain degree infringe on 

their human rights as well (Sultana, 2012). That is why feminist theorists use the concept of 

patriarchy to connote power imbalance between men and women (Cunningham et al., 1998; 

Sultana, 2012).  

Like other theories, the feminist theory is not without criticisms. One criticism of the theory 

is that it focuses on one factor (male dominance), while there is a range of psychological 

factors that could interplay and increase women’s risk of abuse (Heise, 1998; Dutton and 

Nicholls, 2005). As a result, researchers need to recognise the existence of other factors 

embedded in a system that may influence the abuse of women.  

Evidence suggests the D&A of women in health facilities is embedded in power imbalance and 

gender inequalities (Henning, 2016); therefore, D&A can be regarded as an outcome of 

structural violence (Sadler et al., 2016).  Within the context of structural and interpersonal 
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violence against women, they could be considered ‘victims’ and health professionals as the 

‘perpetrators’ of abuse (Montesanti and Thurston, 2015). Many studies have applied this 

theory to understand violence against women in intimate relationships (Jewkes, 2002; 

Butovskaya, 2012; Montesanti and Thurston, 2015) and in health facilities (Hennig, 2016; 

Miltenburg et al., 2016). However, there is limited knowledge about how this theory applied 

to the D&A of women in health facilities, particularly in Nigeria.   

2.13.4  Positioning theory 

The positioning theory is believed to have its origin in social psychology, although its 

application has become widespread in other disciplines over the years (Moghaddam and 

Harre, 2010). This theory suggests that social interactions are often based on individual 

actions and the connections between people and are governed by rights and obligations to 

act in a specific way (Stevens et al., 2013). For instance, the way a person is perceived or 

‘positioned’ by another would determine the level of dignity given to them. Applying this 

theory in the context of D&A of women, if a woman is not capable of making decisions for her 

maternity care, she may be viewed as unworthy of an interaction. This could result in episodes 

of disrespectful maternity care. 

To illustrate the application of the positioning theory, Stevens et al. (2013) used the 

mistreatment of elderly people with dementia. The authors reported that mistreatment is 

created by negative behaviour patterns, interpretations, the malignant positioning by 

caregivers and an ensuing response to the meanings by the people living with 

dementia. Stevens et al. (2013) further suggest that this type of positioning can lead to 

situations of abuse for elder people or even fail to prevent its occurrence. 
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 Moreover, this theory enables a justification for the relevance and influence of social factors 

and organisational cultures on mistreatment.  It has also been a valuable approach used to 

link the interpersonal descriptions of mistreatment of elderly people and organisational 

features in specific contexts (Bonnie and Wallace, 2003; Sandvide et al., 2006; Stevens et al., 

2013). Other previous studies have also used this concept to reveal health professionals’ 

construct regarding patients’ experience of family violence (Koistinen and Holma, 2015). 

While positioning theory appears to have been used in a range of research areas such as elder 

abuse and family violence, it seems suitable in this study for understanding the perspectives 

of HCPs on D&A of women in health facilities.   

2.13.5  Situational theory  

This is perhaps one of the earliest and most widely used theories to explain abuse – elder, 

child and domestic. It focuses on the function of the burden of caregiving and stress in abuse. 

The situational theory postulates that a caregiver who is overburdened and unable to cope 

with the duties creates a state of abuse (McClennen and McClennen, 2010). In other words, 

it supports the notion that caregivers who are stressed with their duties are likely to be 

abusive to vulnerable people.  

This theory is, however, not without its criticisms. Some authors have pointed out the inability 

of the theory to provide an explanation for why some caregivers are abusive and others are 

not even when they provide care in very similar and especially in stressful working conditions 

(Bennett and Kingston, 1993). The authors also revealed the relationship between stress and 

abuse in the context of older people. From their illustration, older people were viewed as a 

stressor to the caregiver because of their dependence. They depend on caregivers because of 

their age and other behaviours that influence a decline in their physical and psychological 
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abilities (Bennett and Kingston, 1993). Another criticism of the situational theory is that it 

places emphasis on the person who is abused as a source of their abuse. This implies that 

people suffer abuse because of their behaviours, though they may be not fully aware of their 

actions because of their diminished cognitive abilities (Biggs, Phillipson and Kingston, 1995).  

2.13.6  Power theory 

In human social life, the concept of power is believed to be a feature that cannot be avoided. 

Power is described as the ability to influence people often by exerting control over the 

resources they desire or value (Turner, 1991; Fiske and Depret, 1996). It is the ability to 

influence others; and that influence is viewed as power. Outside of social relationships, power 

is seen as an abstract commodity that is used by privileged people and imposed on others in 

social relationships. However, criticisms of the theory of influence seem to disagree with the 

notion that power should be equated with influence (Turner, 1991). Also, the exploration of 

power in the context of group relationships has yielded new insights (Stott and Reicher, 1998; 

Jost and Major, 2001).  

The standard theory of power has various assumptions and has been widely used in an 

enormous range of social phenomena over the years; yet, it is not without its controversies. 

Founding theorists have different views about the types of influence process that exist 

(Festinger, 1950; Deutsch and Gerard, 1955; Kelman, 1958; Raven, 2001). Therefore, there is 

no consensus about how the dependence–influence connection works. Another criticism of 

the theory is that the assumption that influence mirrors dependence is problematic 

(Moscovici, 1976; Turner, 1991). As a result of the controversies about this theory, new ones 

emerged. Turner (2005) presents a new approach to the power theory which lays emphasis 

on social organisation, group identity and ideology. It is contrary to the standard power theory 
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which argues that power is produced when resources are controlled. Three aspects of the 

theory are, therefore, proposed (Turner, 2005). The first aspect maintains that psychological 

group formation produces influence among members of the groups and that influence is the 

source of power which allows people to have and control resources. While influence depends 

upon power in the standard theory, this aspect regards control of resources and power on 

group influence. Secondly, the link between power and influence should be understood from 

three processes that are interrelated – authority, persuasion and coercion. Lastly, the 

meaning given to power is differentiated in the three processes (Turner, 2005).  

Previous studies have applied the power theory in research to understand different 

phenomena. Conroy et al. (2014) used three components of relationship power – 

power resources, processes and outcomes – to examine their roles on physical and sexual 

intimate partner violence in Malawi. Other studies also report that power imbalance between 

patients and health professionals result in abuse in a healthcare setting (Henderson, 2003; 

Bruggemann and Swahnberg, 2013). The nurses who took part in the study appeared to 

disagree with the view that providing care services involve giving information to patients and 

sharing decision-making power with them (Henderson, 2003). This seemed to create a 

situation of power imbalance. Most of them also felt the patients had no medical knowledge: 

hence, the need to gain power and have control over patients.  

2.14 Summary of the methodologies of key literature included in the literature review 

The previous studies included in this literature chapter used different research methodologies 

to explore D&A in maternity facilities. Majority of the studies used quantitative methods to 

investigate the D&A of women. Some examples include: Swahnberg et al. (2007); Teran et al. 

(2013); Kruk et al. (2014); Asefa and Bekele (2015); Kujawski et al. (2015); Lukasse et al. 
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(2015); Okafor, Ugwu and Obi (2015); Patel, Makadia and Kedia (2015); Diamond-Smith et al. 

(2017); Sethi et al. (2017); Alzyoud et al. (2018); Banks et al. (2018); Gebremichael et al. 

(2018); Mesenburg et al. (2018); and Montesinos-Segura et al. (2018).  

Most of the quantitative studies used questionnaires to examine D&A with facility-based 

samples. Okafor, Ugwu and Obi (2015) aimed to determine the prevalence and patterns of 

D&A during childbirth in a questionnaire-based, cross-sectional study. Having trained medical 

interns administering the questionnaires to women may have influenced the responses 

provided, particularly from those without formal education. It is possible that the study’s 

external validity and precision were affected by the sample size and the wide confidence 

intervals in some of the outcome measures.  There is also the possibility of under-reporting 

of D&A as a result of recall and emotional bias introduced from women’s recollection of their 

experiences or that of others. 

Asefa and Bekele (2015) used an interviewer-administered questionnaire to determine the 

types and levels of D&A among a facility-based sample of women. However, the study’s tool 

was previously designed for quality improvement; therefore, it may not have adequately 

assessed D&A. Kujawski et al. (2015) also used a structured questionnaire to assess the 

relationship between D&A and three outcome variables – perceived quality of care, childbirth 

satisfaction and intention to have childbirth at the same health facility.   However, because 

there is no gold standard for assessing D&A during childbirth, some experiences may be 

normalised and not reported. In addition, the authors were unable to determine the causality 

of D&A. For example, it is possible that women who were not satisfied with the maternity 

care experiences may have reported it as D&A.  
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Lukasse et al. (2015) used the NorAQ tool to determine the current suffering and prevalence 

of AHC, socio‐demographic information of the women and association between AHC and 

specific obstetric characteristics in six European countries. The use of validated questions to 

assess AHC among a large population of pregnant women is likely to have increased the 

quality of the results. However, the validation of the questions was only in Swedish and the 

questions on AHC were not developed precisely for an obstetric population, possibly limiting 

the generalisation of the findings. In addition, the study was carried out in several European 

countries, which enabled an assessment of the differences among the countries, though the 

authors were unable to determine causality during their analysis.   

Diamond-Smith et al. (2017) explored whether the associations between women’s 

empowerment and experiences of mistreatment during childbirth using the Gender Equitable 

Men scale. The study appears to be the first to evaluate women’s empowerment and 

mistreatment during childbirth. However, the cross-sectional nature of the study did not allow 

the authors to determine causality between the women’s views and their maternity 

experiences. Additionally, although the sample size of the study was quite large, the results 

may not be representative of the slums of Lucknow, India since it mainly included young, poor 

urban and mostly migrant women.  

A few of the previous studies made use of questionnaires with community-based samples. 

Gebremichael et al. (2018), for example, evaluated the factors associated with and the extent 

of disrespectful and abusive maternity care using an interviewer-administered questionnaire 

with a community-based sample. Women from both urban and rural areas participated and 

reported both negative and positive experiences. However, there is the possibility that recall 

bias in the study even though the authors attempted to minimise the recall errors by limiting 
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the time frame to one year. Nevertheless, the one-year period could still be regarded too long 

to recollect any experience of D&A during labour and childbirth. Further, there could have 

been sampling bias because the authors focused on one encounter in the preceding year. It is 

also likely that women from the rural areas under-reported incidents of D&A because of their 

limited awareness of their rights. 

Another population-based, cross-sectional study used structured questionnaires to describe 

the prevalence of DA& and associated factors in a 2015 Pelotas birth cohort (Mesenburg et 

al., 2018). One limitation of the study is the possibility of under-reporting incidents of D&A 

which may have decreased the degree of the estimates reported. This is likely influenced by 

women’s perception of their experiences. Women with a low level of education may have 

been unable to recognise abuse because they regarded it as the normal process. 

Some of the studies used questionnaires both exit and follow-up surveys. Kruk et al. (2014) 

measured the rate of abusive experiences reported in health facilities and investigated the 

associated factors using exit and follow-up questionnaires. There was a significant increase in 

the rates recorded in the community follow-up interviews compared to the exit survey. The 

decrease in prevalence reported during the exit interviews could be attributed to women’s 

need to provide favourable answers as data collection occurred at the health facilities.  

Sando et al. (2016) also conducted structured exit and follow-up interviews together with 

direct observations of labour and childbirth to determine the prevalence of D&A. The rates 

were also higher in the community follow-up survey compared to the postpartum interviews. 

The interview instrument was, however, validated in another country (Kenya) and the 

observation checklist was not designed for measuring D&A. Therefore, incidents of D&A may 

not have been accurately measured, influencing the reliability of the results.  
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A few studies used both observations of client–provider interactions and exit interviews. 

Banks et al. (2018) assessed the prevalence and factors associated with D&A of women in four 

Ethiopian health facilities using observations of client–provider interactions and exit 

interviews. The results may, however, not be generalisable to other Ethiopian health facilities 

because the study sites were not representative of those in the region.  Additionally, since the 

selected facilities were part of an initiative to improve quality in the communities, it is possible 

the sites had more professional standards of care.  

Other studies used only direct clinical observations of D&A and RMC practices. Sethi et al. 

(2017) used direct clinical observations to examine the association between the observations 

of D&A and place of childbirth and characteristics of the clients. The lack of validated tools for 

measuring D&A using clinical observations and the differences in operational definitions of 

D&A may influence the validity of the results. Observing the health professionals may have 

also influenced their behaviour and actions either positively or negatively. This may have 

reduced the estimates recorded since forms of D&A including physical and verbal abuse were 

not measured.   

Rosen et al. (2015) used a structured, standardised clinical observation checklist to observe 

the quality of care and document the prevalence of RMC and disrespectful care behaviour in 

several LICs. However, there are some methodological considerations that could have 

impacted the quality of the study. The clinical observation tool, for example, was not designed 

to assess RMC and failed to capture all the stages of labour and childbirth in some of the 

studies. In addition, the observers were not trained on what to include in the open-ended 

comments which were also sources of data. This could have affected the reliability of the 

results because the open-ended comments were based on the observers’ discretion.  
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Some of the previous research papers applied qualitative methods: Jewkes, Abrahams and 

Mvo (1998); Schroll, Kjaergaard and Midtgaard (2013); McMahon et al. (2014); Moyer et al. 

(2014); Rominski et al. (2017);  Balde et al. (2017a); Bohren et al. (2016); Bohren et al. (2017); 

Burrowes et al. (2017); and Lambert et al. (2018).  

Majority of the studies in the literature review chapter used interviews and FGDs as their 

sources of data but the method of data analysis differs. Some of such studies applied similar 

methods of data collection (interviews and FGDs) and thematic approach for analysis (Moyer 

et al., 2014; Balde et al., 2017a; Bohren et al., 2016; Bohren et al., 2017; Lambert et al., 2018).   

Moyer et al. (2014) conducted in-depth interviews and FGDs with a range of participants, 

including women, TBAs, community leaders and HCPs to explore types of maltreatment and 

make comparison with the existing categories. Data analysis involved a thematic approach 

using NVivo 9. The authors, however, did not explicitly ask the participants about 

mistreatment and may have missed out on other forms. Nevertheless, the similar responses 

from different participants suggest some level of consistency and validity of the findings.  

While the sample of women was diverse, the use of a purposive sampling could have excluded 

others vulnerable to maltreatment.  

Bohren et al. (2017) explored women’s, doctors’, and midwives’ experiences and factors 

that contribute to mistreatment in facility-based childbirth. The use of purposive sampling 

could have excluded other participants who may be vulnerable to mistreatment. Bohren et 

al. (2016) sought participants’ views on four scenarios of mistreatment. Some of the 

participants such as HCPs may have underreported the occurrence of D&A, introducing social 

desirability bias in the study. Further, the transferability of the findings from both studies 

(Bohren et al. 2016; Bohren et al. 2017) may not be applicable to studies that specifically 
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explored D&A. This is because Bohren et al. (2017) sought to understand the perceptions of 

women who may or may have experienced mistreatment, while Bohren et al. (2016) explored 

the perceptions of scenarios of mistreatment. 

Other studies were specific about the qualitative approaches adopted. Using a descriptive 

phenomenological approach, Lambert et al. (2018) for example, carried out interviews and 

FGDs with women, HCPs, managers and policymakers. The study findings appear to be lack 

representativeness of other similar settings in the Sub-Saharan African region; therefore, 

limiting its transferability.  Another study adopted a grounded theory approach to identify the 

change in practice and factors associated with the changes from the implementation of 

humanised care (Fujita et al., 2012).  Due to the use of a single hospital as a study setting, the 

findings may lack generalisation.  

A few of the studies conducted only interviews. Schroll, Kjaergaard and Midtgaard (2013) 

carried out semi-structured, in-depth, individual interviews with a purposive sample of 

women who had previous experience of abuse in maternity care to explore the meaning of 

AHC and how they managed it. The data were analysed qualitative systematic text 

condensation analysis informed by the phenomenological approach. The use of purposive 

sampling techniques in majority of the studies may have excluded other participants 

vulnerable to AHC.  

McMahon et al. (2014) adopted a Grounded theory approach and interviewed women, male 

partners, community health workers and religious leaders. Using data collection tools that are 

study-specific and not generic as well as the small sample size across the qualitative studies 

may affect the transferability of the findings outside of the study settings. There may also 
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have been recall bias in the study as it captured insights from women had their childbirth 

several months before data collection.  

Some of the studies used a mixed-methods approach (qualitative and quantitative) to 

examine the D&A of women: Sando et al. (2014); Abuya et al. (2015b); Burrowes et al. (2017); 

and Ndwiga et al. (2017). Sando et al. (2014) carried out direct observations during childbirth, 

in-depth interviews and structured surveys with postpartum women, and in-depth interviews 

with HCPs. Using different methods in the study is likely to have enabled a detailed 

exploration of disrespectful maternity care and improved the quality of the findings. However, 

other methodological considerations including nurse-midwives observing client–provider 

interactions during labour and childbirth may have introduced observer bias and impacted 

the validity and reliability of the findings.  

Burrowes et al. (2017) used in-depth interviews and quantitative surveys to examine D&A in 

maternity facilities from both patients and HCPs. While the use of both methods may have 

increased the quality of the study, they used a single translator which possibly influenced their 

ability to carry out systematic quality assurance of the transcripts. The study’s small sample 

size in a single location may also limit the generalisation of the findings.  

Another study used questionnaires and interviews as data sources to assess HCP’s 

perspectives on a multi-component intervention aimed to minimise D&A during facility-based 

childbirth (Ndwiga et al., 2017). However, the lack of a comparison group and small sample 

size could have negatively impacted the results. The application of a mixed-method approach 

in the studies provides an understanding of different aspects of the findings. It also 

strengthens the research process and offers depth to the findings.  
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A few of the studies were intervention research papers that applied one or more methods to 

mitigate D&A and promote RMC: Ratcliffe et al. (2016); Abuya et al. (2015a); Kujawski et al. 

(2017); Ndiqwa et al. (2017); and Downe et al. (2018).  

Ratcliffe et al. (2016) measured the rates of D&A, introduced interventions to minimise the 

occurrence and evaluated its effectiveness using pre-post questionnaires, structured 

interviews and direct observations of provider–patient interactions. Some methodological 

considerations impacted on the reliability and quality of the results: the pre and post-test 

instruments were not validated, and the interview tools were validated in Kenya. In addition, 

conducting observations of provider–patient interactions may have influenced their 

behaviour and actions, and the evaluation of the intervention was not rigorous.  

Abuya et al. (2015a) used a before-and-after approach to determine the effect of Heshima 

project on reducing the occurrence of D&A. The characteristics of the study groups in the 

baseline and end-line were different in several ways. Although the authors controlled for this 

in the multivariate analyses, it could have influenced the overall results. 

Some of the studies were relatively recent reviews including d’Oliveira, Diniz and Schraiber 

(2002); Bowser and Hill (2010); Bohren et al. (2015); and Diniz et al. (2015). Bowser and Hill 

(2010) conducted a landscape analysis of the evidence on D&A during facility-based childbirth. 

The findings revealed synthesised evidence on some aspects of D&A including the definition, 

contributing factors, categories and impact. The authors included results of an extensive 

review of both grey and published literature and findings from a structured FGD and individual 

interviews with key informants. However, it appears the search strategy of the studies was 

not systematic and using both grey and published literature could have negatively impacted 

the overall methodological quality of the study.   
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Bohren et al. (2015) also included published qualitative, quantitative and mixed-methods 

studies and grey literature. The study has some methodological strengths and limitations. It 

seems to the first study to systematically review the mistreatment of women during facility-

based childbirth globally. Additionally, the study did not conduct a meta-analysis because of 

the heterogeneity of the quantitative data. However, the application of the Confidence in 

the Evidence from Reviews of Qualitative Research (CERQual) approach to the qualitative 

studies seems to have increased the level of transparency reliability and credibility of the 

analysis.  

Diniz et al. (2015) presented a critical-narrative review of evidence comprising of academic 

papers, institutional documents and productions of social movements both in Brazil and 

internationally. The lack of rigorous systematic selection criteria for the studies may have led 

to selection bias. This could have subsequently influenced the review process, interpretation 

and conclusions.  

2.15 Chapter summary 

This chapter reviewed the literature on D&A of women during maternity care in health 

facilities. Research that provides a definition of D&A was reviewed and the definition used in 

this study was presented. However, it was apparent that the definition of D&A is subjective 

and varies with context. Data on the prevalence and categories of D&A presented in the 

literature were also reviewed. There are reportedly high prevalence rates of D&A among 

women in LICs including Nigeria, though the percentages recorded in high- and middle-

income countries were lower. The evidence examined in this chapter also showed that while 

there are significant attempts to address the insufficient data on the prevalence of D&A, the 

lack of clarity on what encompasses D&A universally, presents a challenge.   
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The literature review chapter further examined a range of factors that contribute to the D&A 

of women. It was evident that no single factor could explain the cause of the phenomenon. 

The chapter also reviewed women’s experiences and perceptions of D&A across different 

countries. Women suffer various forms of D&A in maternity care settings and their 

experiences and perceptions also differ. The chapter further discussed the perspectives of 

HCPs. Like the women, HCPs have differing views about D&A, and there is limited but growing 

evidence on this aspect in the literature.    

The literature review suggests D&A could have adverse effects on women’s health and use of 

maternity services which may contribute to poor maternal and child health outcomes. 

Interventions aimed at preventing D&A and promoting RMC were also appraised. It appeared 

that most of the interventions were health facility-specific, limiting their application in other 

settings. This suggests the need for country-specific interventions. Theories and frameworks 

that aid the understanding of D&A were also presented. There are presently no specific 

models or frameworks that explain D&A of women during maternity care in health facilities. 

Due to the multi-faceted nature of D&A, there is a need for a comprehensive understanding 

of the phenomenon. However, different theories were considered to determine their 

suitability for application in this study. While some of the theories were suitable, others were 

not. An example is the Health Belief Model, which is largely concerned with perceptions 

towards behavioural change; thus, it was not suitable for this study. 

The following gaps were identified from the studies reviewed within the chapter:  

•    Few studies have been conducted on D&A of women in maternity care settings in Nigeria, 

and none in Benue State. 
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•    Few of the studies have explored women’s experiences of D&A during antenatal, childbirth 

and postpartum care because the focus is often on childbirth. 

•    There is limited research on the factors that contribute to the D&A of women in Nigeria. 

•    Little is known about the perspectives of health professionals on the D&A of women, even 

in Nigeria. 

•    The potential impact of D&A on use of maternity services and on women’s health and 

wellbeing has not been adequately investigated. 

The next chapter (Chapter 3) describes the philosophical stance, research design, methods 

used and approach for data analysis.  



 

 102 

CHAPTER 3 METHODOLOGY 

3.1 Introduction 

This chapter discusses the philosophical perspective, research methodology, methods, data 

collection and analysis. It first describes in detail different philosophical perspectives applied 

in research (positivism, interpretivism and pragmatism) and the justification for adopting the 

interpretive paradigm for the present study. The following sections present a discussion on 

qualitative research design and the various approaches, and the rationale for using 

phenomenology. Next, it provides an overview of the study setting, followed by a discussion 

on the study participants, eligibility criteria and sampling techniques employed in the study. 

Explanations of the process of recruitment of the participants, data collection methods and 

data analysis are presented. Lastly, the chapter outlines the methodological rigour and ethical 

considerations applicable to the study. 

3.2 Philosophical perspectives in research 

Over the years, many researchers, social theorists, and philosophers have discussed in 

significant detail various philosophical perspectives in research. Creswell (2014) describes 

philosophical perspectives as researchers’ view of the world which often stems from their 

discipline or previous research experiences. Different concepts are used by authors to refer 

to philosophical perspectives in research. Some include paradigms and perspectives (Denzin 

and Lincoln, 2011), paradigms (Mertens, 2010), and philosophical and theoretical orientations 

(Patton, 2015). Philosophical perspective is used interchangeably with these concepts in this 

study. 

Philosophical perspectives are fundamental in research because they constitute a 

researcher’s epistemology, ontology and methodology (Crotty, 1998; Denzin and Lincoln, 
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2005; Grix, 2010; Scotland, 2012). The application of a philosophical perspective in research 

influences the methodology to apply to create knowledge (Fossey et al., 2002). This implies 

that philosophical foundations determine how researchers view a phenomenon and the 

methodology to adopt (Denzin and Lincoln, 2005). Therefore, some authors have argued that 

it is almost impossible for a researcher to conduct a study without having an epistemological 

and ontological stance (Scotland, 2012). Yet, Creswell (2013) is of the view that philosophical 

perspectives are flexible and not rigid constructs.   

3.2.1 Ontology 

Ontology is an aspect of philosophy described as ‘the nature of reality’ of a social 

phenomenon (Croty, 1998; Creswell, 2013; Bryman, 2016), or how people view reality 

(O’Gorman and MacIntosh, 2015). Ontological assumptions are, therefore, the beliefs a 

researcher holds about the world or a social phenomenon (Crotty, 1998; Denscombe, 2010).  

The common ontological positions in research are realism and relativism (Denscombe, 2010; 

Braun and Clarke, 2013). Realists propose that a social world exists and there is one reality, 

whether others believe in its existence or not. As a result, realists assume that one can 

measure such reality (Denscombe, 2010). This suggests that realists are often objective in how 

they view the world. Therefore, the realist ontological stance often underpins quantitative 

research (Braun and Clarke, 2013). Relativism, on the other hand, argues that reality is 

subjective and does not exist outside the human mind (Denzin and Lincoln, 2005). In other 

words, multiple realities exist and are often constructed (Cromby and Nightingale, 1999); 

hence, the relativist perspective informs most qualitative research (Braun and Clarke, 2013).    
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3.2.2 Epistemology  

Epistemology is a branch of philosophy that involves the nature and type of knowledge that 

exist about a phenomenon, and how a researcher can gain an understanding of such reality 

(Crotty, 1998; Cohen, Manion and Morrison, 2007; O’Gorman and MacIntosh, 2015). That is 

why it is important for a researcher to clearly state and identify the epistemological position 

adopted (Crotty, 1998). One important aspect of an epistemological stance is that the 

experiences and interpretations people give to a phenomenon result from interactions with 

their environment (O’Gorman and MacIntosh, 2015). The common epistemological 

assumptions in research are objectivism and subjectivism (Crotty, 1998). Crotty (1998) defines 

objectivism as the belief that meaning and reality exist independent of human thinking. The 

objectivist perspective claims that removing the influence of people from the phenomenon 

of study can help in the discovery of the actual truth. Therefore, the ability to gain knowledge 

is objectified (Crotty, 1998).  Another epistemological stance, constructivism holds a view that 

the human mind creates the social world from constructs of how people perceive it. Hence, 

people develop subjective meanings of their experiences through their interactions with 

others (Crotty, 1998; Denzin and Lincoln, 2005; Creswell, 2014). This implies that social reality 

is subjective rather than objective and can be produced over-and-over again if people 

continue to create it and interact with others in their surroundings (Crotty, 1998; O’Gorman 

and MacIntosh, 2015). 

Some scholars suggest that ontological and epistemological assumptions are closely linked 

and not necessarily independent (Crotty, 1998; Braun and Clarke, 2013). Therefore, 

epistemological and ontological assumptions are often applied in research to show the 

researcher’s philosophical foundations of the methodology (Fossey et al., 2002; Denzin and 
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Lincoln, 2005). Figure 3.1 depicts four elements – epistemology, theoretical perspective, 

methodology and methods – that inform research (Crotty, 1998).  

 

Figure 3.1: The elements that inform research (Crotty, 1998). 

3.3 Different philosophical perspectives in research 

There are different philosophical orientations based on the ontological and epistemological 

stance of a researcher. Some of the common philosophical perspectives include positivism, 

interpretivism and pragmatism (Crotty, 1998; Creswell, 2014; O’Gorman and MacIntosh, 

2015). Positivism assumes that one can gain knowledge by measuring it through a scientific 

inquiry (Weaver and Olson, 2006; Creswell, 2014). One principal argument of positivism is 

that there is one form of reality which exists independent of the researchers (O’Gorman and 

MacIntosh, 2015), and they do not interfere with the study setting and vice versa (Scotland, 

2012). Therefore, quantitative research designs are often used by positivists to examine 

relationships between variables and test theories using methods like close-ended 

questionnaires and statistical analysis of the data (Creswell, 2014). However, some 

researchers argue that the rigidity of the positivist view led to post-positivism, which 
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challenges the positivist notion because it separates the researcher from the phenomenon 

under study (Cohen, Manion and Morrison, 2007; Patton, 2015). 

Criticisms of the positivist assumptions gave rise to philosophical standpoints that do not 

support such views. Interpretivism does not agree with the positivist ideas but claims that an 

individual can obtain knowledge through the social construction of a phenomenon (Myers, 

2008; Green and Thorogood, 2009; O’Reilly, 2009). Interpretivists believe there are multiple 

realities and interpretations of the social world and a researcher can gain subjective insight 

about a social phenomenon as a result of these multiple realities (Denzin and Lincoln, 2005). 

Therefore, this stance is often applicable in qualitative research.   

There are some controversies that accompany the application of positivism and interpretivism 

in research. Such debates on the most suitable philosophical perspective to inform a study 

gave rise to pragmatism, which lies between interpretivism and positivism (Creswell, 2014). 

Pragmatists believe that rather than the application of positivism or interpretivism, a 

researcher can adopt a theoretical standpoint that is most appropriate for a study (Morgan, 

2007; Creswell, 2014). Pragmatism allows the use of any method of data collection that is 

suitable for the objectives of a research (Morgan, 2007; Creswell, 2014). Creswell (2014) 

further argued that the philosophical perspectives discussed above may not always be as 

distinct as they appear. Therefore, they should not be viewed as rigid constructs because their 

application in research is often debatable. 

3.3.1 The philosophical perspective in this study 

As presented above, different philosophical viewpoints underpin research which gives the 

researcher the conceptual lens to apply to a study. To adopt a suitable research methodology, 

some authors have suggested that a philosophical perspective that best suits the researcher’s 
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beliefs on the nature of reality should be applied (Crotty, 1998; Snape and Spencer, 2003). Of 

the various philosophical perspectives, this study discussed positivism, interpretivism and 

pragmatism (see section 3.3). From the explanation, pragmatism seems unsuitable for the 

present study because pragmatists believe a researcher can adopt any philosophical stance, 

they deem suitable for a study (Morgan, 2007; Creswell, 2014). Positivism also appears not to 

fit well with this study because the perspective suggests that the world exists independent of 

the researcher (O’Gorman and MacIntosh, 2015). However, maternity experiences, 

particularly of D&A are subjective to women and differ in terms of setting, personal 

expectations and opinions (McMahon et al., 2014). The positivist stance limits the extent to 

which it can accommodate the subjectivity of women’s experiences, HCPs perspectives and 

provide an understanding of D&A.  

Another limitation is that the fundamental positivist stance asserts that a phenomenon of 

interest can be measured in an objective manner (Creswell, 2014). Some researchers have 

shown that D&A can be measured in an objective manner (Okafor, Ugwu and Obi, 2015; Patel, 

Makadia and Kedia, 2015; Mesenburg et al., 2018). Nevertheless, using the positivist stance 

is likely to reduce the quality of the results as it provides only the numerical descriptions and 

not detailed accounts of the women’s experiences. Additionally, it suggests that the 

descriptions may not be an accurate representation of women’s experiences of D&A. 

Therefore, the application of the philosophical stance presents a challenge for the present 

study. Using the positivist approach would mean measuring and quantifying the experiences 

of perspectives of D&A, which may not holistically capture the depth of women’s and HCPs’ 

accounts. Therefore, there is a need for a perspective that allows women and HCPs to provide 

detailed accounts of their experiences and perspectives on D&A in maternity care. 
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3.3.1.1 The Interpretive paradigm 

The philosophical foundation of this study is interpretivism. Interpretivism focuses mainly on 

understanding the social meaning of an individual’s subjective experience of a phenomenon 

(Fossey et al., 2002; Green and Thorogood, 2014). Adopting an interpretive stance to gain 

knowledge about a social phenomenon requires that a researcher understands that there are 

multiple realities (Green and Thorogood, 2004; Weaver and Olson, 2006). In other words, 

interpretivists believe that one can gain knowledge about a phenomenon from understanding 

the perceptions and interpretations of the social phenomenon.  

Therefore, adopting an interpretivist perspective enabled an understanding of the social 

construction of women’s experiences of and HCPs’ perspectives on D&A in maternity care 

through the meanings and interpretations of the phenomenon. That is to say that every 

woman and HCP in this study could freely share the constructs and meanings of their 

experiences and perspectives on D&A in maternity care. Within the interpretive standpoint, 

the researcher engages with the participants to understand their experiences (Creswell, 

2014). The researcher, therefore, had to interact with the participants while obtaining data 

on their experiences of and perspectives on D&A in maternity care. Different methods could 

be used to collect data in order to understand participants’ subjective experiences (Crotty, 

1998; Creswell, 2014). During data analysis, interpretivists are usually use an inductive 

approach. This means that themes and patterns are developed from the data rather than 

tested as is common in positivism (Creswell (2014). 

To summarise, the interpretivist standpoint best presented the ontological and 

epistemological stance in this study due to its relevance in understanding the descriptions and 
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meaning of D&A in maternity care. This standpoint enabled the application of qualitative 

research methodology as depicted in Figure 3.2.  

 

Figure 3. 2: Summary of the methodology 
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3.4 Qualitative Research  

Methodology is described as the framework or overall strategy for conducting research 

(Braun and Clarke, 2013; Creswell, 2014). It involves the ‘how’, ‘why’, ‘what’ and ‘when’ when 

carrying out a study (Guba and Lincoln, 1994; Crotty, 1998). Methods are techniques applied 

to study a phenomenon, collect and analyse data (Crotty, 1998; Braun and Clarke, 2013). 

However, other authors have argued that the suitability of a methodology in research is 

informed by the aim of the study, philosophical perspective and interests of the researcher 

(Taylor, Bogdan and DeVault, 2016). A research methodology involves integrating different 

stages of a study in an articulate manner to address the research problem. This means that 

research designs are the blueprints researchers use for data collection and analysis to achieve 

the research objectives. Although there are controversies about the most suitable research 

design that aligns with the interpretivist assumptions, Creswell (2014) suggests it is the 

foundation of the qualitative methodology. 

Qualitative research has its origin within various disciplines, including sociology, psychology, 

anthropology and humanities. It focuses on the meaning people ascribe to social phenomena 

(Fossey at al., 2002; Denzin and Lincoln, 2018). This research methodology is suitable for 

gaining insight into people’s lives and experiences (Creswell, 2014). Defining qualitative 

research is often challenging because of the influence of history and different philosophical 

approaches. However, Denzin and Lincoln (2013) describe it as an umbrella-like term that 

covers a broad range of interpretive techniques that enable the understanding of a 

phenomenon. Therefore, it involves the application of interpretive frameworks to study a 

phenomenon and understand the meaning people give to that phenomenon in a natural 
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setting without trying to interfere or change the setting (Creswell, 2013; Denzin and Lincoln, 

2013; Patton, 2015).  

This research design focuses on understanding people from their own experiences of reality 

(Corbin and Strauss, 2008). Therefore, qualitative researchers are often empathetic and 

closely identify with their study participants. Corbin and Strauss (2008) report that the 

interpretive perspective is central to qualitative research, but Denzin and Lincoln (2018) argue 

that there are no paradigms or theories that are distinctly linked to qualitative research, 

though multiple philosophical viewpoints claim the application of this research design.    

Many authors suggest that qualitative research is originally inductive in nature (Green and 

Thorogood 2009; Creswell, 2014, Merriam and Tisdell, 2015). In the inductive process, a 

researcher begins with a research question, collects data, but is not completely sure of what 

to find (Merriam and Tisdell, 2015; Taylor, Bogdan and DeVault, 2016). However, some 

authors have argued that pure induction is not possible in qualitative research. They claim 

that it is not possible to completely set aside one’s assumptions of the world or knowledge of 

existing theories (Gray, 2013; Merriam and Tisdell, 2015). The inductive approach does not 

set out to corroborate a theory but attempts to derive patterns and themes from the data 

collected to obtain insights into a phenomenon (Green and Thorogood 2009; Creswell, 2014). 

This enables qualitative researchers to adopt a flexible approach (Marshall and Rossman, 

2011). In addition, qualitative researchers do not consider people and settings as variables 

but view them in a holistic manner. The researchers study people based on their experiences 

because when they reduce people to variables the meaning of their social life may become 

lost (Marshall and Rossman, 2011; Yin, 2011). Qualitative research, like other research 
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designs, has its limitations. Due to the usually small sample size in qualitative research, it is 

difficult to generalise the findings to a similar population (Creswell, 2007; Patton, 2015). 

3.4.1 Different qualitative research approaches 

There are different approaches to qualitative research, but Creswell (2013) outlined five of 

them: phenomenology, ethnography, grounded theory, case study and narrative inquiry. 

Some commonalities have been identified among the five qualitative approaches. First, all the 

qualitative approaches start with the identification of a research problem, which is followed 

by developing of a research question, collection and analysis of data, and presentation of 

findings. Also, some of the data collection methods include interviews, documents, 

observations and audio-visuals, though the degree to which these data collection methods 

are used across the qualitative approaches differ (Creswell, 2013).  

Case study approach can be applied to gain an in-depth understanding of a case which may 

be a small group, an individual or an organisation defined by various factors such as time and 

place (Yin, 2009; Creswell, 2013). The case is the unit of analysis and themes are developed 

and presented on a case-by-case basis (Yin, 2009). Applying this approach did not seem 

possible because the present study did not seek to explore a real-life case or multiple cases 

that are in progress (Creswell, 2013). 

An ethnographic approach focuses on developing a comprehensive description of a culture-

sharing population (Creswell, 2013). The cultural groups are often large and made up of 

people who share similar beliefs and have interacted with one another over a long period of 

time. In some instances, the cultural community of interest may be a small group of people.  

Ethnographers carry out observations, record field notes and use interviews to understand a 
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phenomenon of interest among a cultural group (Creswell, 2013; Campbell and Lassiter, 

2015). Participant observation is one of the most frequently used methods in ethnography 

but was not feasible in the context of this study for different reasons. For example, people 

can act differently when they are being observed and disrespectful and abusive practices may 

not be captured across the various maternity care stages because of time and resource 

constraints. 

Additionally, grounded theory enables the generation of hypotheses of processes, 

interactions or actions from the data to offer insights into various phenomena and generate 

a theory (Corbin and Strauss, 2008; Creswell, 2013). Interviews are one of the primary sources 

of data through which the researcher constantly compares the data with the emerging theory. 

This qualitative approach seemed unsuitable for the present study because it did not aim to 

generate a theory.   

3.4.1.1 The justification for adopting qualitative research 

As discussed earlier (section 3.3.1), the philosophical stance of a researcher influences the 

research questions, and the research question drives the methodology (Fossey et al., 

2002; Denzin and Lincoln 2005). The research question, objectives and the philosophical 

stance of the researcher influenced the choice of the methodology of the present study.  

The research examined the philosophical perspective that aligns the research objectives. This 

led to the application of the interpretive paradigm, closely linked to the constructivist 

epistemological stance, and the foundation for qualitative research (Gray, 2013; 

Taylor, Bogdan and DeVault, 2016). Adopting the interpretive standpoint enables the use of 

qualitative methodology to understand the subjective meaning and interpretations of a 
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phenomenon in health research (Green and Thorogood, 2014). In this study, the interpretive 

paradigm guided the research question which sought to understand women’s experiences of 

and HCPs’ perspectives on D&A in maternity care facilities. The research question then 

influenced the choice of qualitative research methodology, enabling an in-depth 

understanding of D&A from the experiences of women and perspectives 

of HCPS to achieve the overall aim of this study. The choice of qualitative methodology was 

also a foundation for the use of the most suitable methods of data collection FGDs and semi-

structured interviews – to obtain comprehensive accounts to achieve the research aim.  

3.4.1.2 Phenomenology as a qualitative approach 

The qualitative approach adopted in this study, phenomenology, originates from both 

philosophy and psychology and allows the study of the essence people give to their ‘lived 

experiences’ of a social phenomenon (Schram, 2003; Patton, 2015). In this approach, the 

researcher seeks to present the meaning of an experience by capturing how people perceive, 

describe and make sense of it (Patton, 2015). To do this, a researcher examines a group of 

people who have experienced the social phenomenon such as loneliness, pain, grief and the 

time of pregnancy (Creswell, 2013; Green and Thorogood, 2014; Patton, 2015).   

Phenomenology has different schools of thought, of which the two approaches discussed by 

Creswell (2013) are transcendental and hermeneutic phenomenology. The transcendental, 

also known as Husserl’s phenomenology, is a narrative approach that focuses primarily on 

revealing people’s ‘lived experience’ without including the researcher’s preconceptions 

(Bannister et al., 2011; Green and Thorogood, 2014). The researcher undergoes ‘bracketing’ 

– putting aside the investigator’s personal and professional assumptions, conceptualisations 
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and any philosophical frameworks that may bias the participants’ descriptions of the 

phenomenon of interest (Green and Thorogood, 2014).  

The hermeneutic phenomenology is an interpretive approach that focuses on how individuals 

construct their experience of a phenomenon to make explicit the meaning of the participant’s 

reported account (Bannister et al., 2011). Lopez and Willis (2004) argued that this approach 

is not always the real description of people’s ‘lived experience’ but focuses on what the 

reported accounts imply. Hermeneutic phenomenologists have a view that social structures 

influence people’s ‘lived experience’. Therefore, a researcher introduces any previous 

knowledge or experience to guide interpreting of the data (Bannister et al., 2011). Through a 

reflexive process, the researcher continually engages with any previous knowledge to guide 

or shape the understanding of an experience. Thus, adopting a philosophical framework for 

research using the approach is common (Bannister et al., 2011).    

Individual in-depth interviews are the most common methods of data collection in this 

approach, and the researcher approaches the participants and setting with an open mind 

(Giorgi, 2009; Creswell, 2013).  From the data, the meaning of a phenomenon is produced 

based on the research objectives (Bannister et al., 2011). Like other qualitative approaches, 

one of the challenges in using phenomenology is the lack of generalisation of the findings.  In 

addition, since this approach focuses mainly on ‘lived experience’, conditions that led to that 

event may not necessarily be ‘shared’ among the participants (Patton, 2015).  

3.4.1.2.1 The justification for using phenomenology 

Based on the above discussion, the following explanations justify the use of phenomenology 

in this study. First, phenomenology is the foundation for qualitative research (Merriam, 2009), 
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and focuses on the meaning of social phenomenon from people who have experienced it. The 

present study was able to obtain in-depth information on D&A from women who have an 

experience of disrespectful maternity care in health facilities. Focus group discussions and 

individual interviews were used to collect information on women’s experiences of D&A which 

may not be fully captured or understood by other methods like observations. Also, previous 

nursing research and in other healthcare settings have applied a phenomenological approach 

to produce significant theoretical and policy implications (Gibbins and Thomson, 2001; Green 

and Thorogood, 2009; Lee et al., 2014).  

The next section provides a discussion on the setting of the present study.  

3.5 Study setting 

The setting of the present study is Makurdi, the capital of Benue State, which is one of the 36 

states in Nigeria (Government of Benue State, 2016). Nigeria is one of the most populous 

countries (presently the seventh) in the world with over 187 million people (Population 

Reference Bureau (PRB), 2016); though it is estimated to rise to about 411 million, becoming 

the third most populated country (PRB, 2018). Administratively, Nigeria has 36 states and 

each state is subdivided into local government areas (NPC, 2014).   

3.5.1.1 An overview of Benue State 

Benue State was created in 1976, is situated in the North-central geopolitical zone of the 

country and presently it comprises of 23 local government areas (Government of Benue State, 

2016; Barkindo, 2017). It is known to have many ethnic groups, but the largest are Tiv, Idoma 

and Igede (Government of Benue State, 2016).  The estimated population of the state is over 

4 million (NPC, 2006); however, recent estimates may be higher because this is evidence from 
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a census conducted more than 10 years ago. In addition, there has been an increase in the 

Nigerian population over this period (PRB, 2018). Benue State is also an agrarian economy 

with over 75% of the population engaging in farming as their major source of income 

(Barkindo, 2017).    

Evidence from the NDHS in 2013 reveals that Benue state has the second largest population 

of women between the ages of 15 and 19 years old (11.2%) in the in the North-central region 

of the country (NPC, 2014). The survey also showed that approximately 50.9% of the live births 

in the last five years prior to the survey occurred at the health facility with 25.7% in public 

facilities and 25.2% in the private sector (NPC, 2014).  Skilled providers assisted with the live 

births; however, only 39.4% of the women between the ages of 15–49 received postnatal care 

in the first two days after childbirth, while 60.6% received no postnatal care within that 

period. The state also has the lowest records (27%) for birth registration and 43.6% of the 

women have a level of literacy from schooling (NPC, 2009, 2014).    

3.5.2 Justification for using this setting 

From the literature review (Chapter 2), it is apparent that D&A exists in several countries. 

Higher prevalence rates have been documented in some African countries, making the setting 

of specific interest. This study was conducted in Benue State because there is no published 

research evidence on D&A in maternity care in this setting based on the literature review. 

Evidence from a systematic review of the literature also indicates a dearth of evidence on 

D&A in this setting (Ishola, Owolabi and Filippi, 2017). At present, Nigeria is faced with many 

security threats such as extremism and religious intolerance (Osaghae, 2015). As a result, it 

was imperative to conduct the study in a setting that guarantees the safety of the researcher.  
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The Benue State University Teaching Hospital (BSUTH) and the Epidemiological Unit, Benue 

State Ministry of Health (EUBMoH) were used because they offer various health services to 

different populations, including maternity care to women in Benue State. Out of the health 

facilities in Benue State, the BSUTH and EUBMoH were purposively selected because they are 

centrally located within the State capital and easily accessible by the indigenes. Thus, the 

present study obtained accounts of experiences and perspectives on D&A from participants 

with various socio-demographic characteristics. The highlighted region on the map of Nigeria 

(see Figure 3.3) is the geographical location of Benue State. 

 

Figure 3.3: Map of Nigeria showing the geographical location of Benue State (Agwu et al., 
2009). 

3.6 Study participants and eligibility criteria 

The participants in this study were women who have had an experience of D&A during their 

maternity care in health facilities and HCPs who offer maternity care services. 

The participants were decided based on three principles: (1) a group of significant interest to 

D&A of women who can provide relevant information on the research question; (2) there are 
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subsets of the group of interest that can be excluded because of certain characteristics or 

experiences that put them outside the scope of the study; and (3) there are additional groups 

that could be included in the study because of their views or experiences could differ or enrich 

the data from the central group (Ritchie and Lewis, 2003).  

The eligibility for participation for both groups of participants was assessed using the criteria 

below.  

3.6.1 Eligibility criteria for women 

The inclusion criteria for women were:  

• Nigerian nationality 

• Aged 18 years and above, though this may exclude particularly vulnerable groups like 

teenagers 

• Women who received antenatal care, childbirth and postpartum care at any health 

facility  

• Women must have had a ‘normal’ vagina birth 

• Women who have experienced any categories of D&A or other experiences perceived 

as disrespectful and abusive 

• Women who have children aged 0–28 months old.  

Including women with children aged 0–24 months most likely minimises the effect of recall 

bias. Women are likely to forget their maternity care experiences over a long period of time 

(Bowser and Hill, 2010).  
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Exclusion criteria for women were: 

• Non-Nigerian nationality 

• Under the age of 18 years 

• Women who did not receive maternity care at a health facility 

• Women who have no experience of D&A 

• Women who had caesarean sections and negative birth outcomes like stillbirth.   

These criteria allowed some level of similarity among the participants. A woman was eligible 

to participate irrespective of her socio-demographic characteristics such as age and social 

class. Moreover, including women with different socio-demographic characteristics provided 

diverse maternity care experiences of D&A.  

3.6.2 Eligibility criteria for HCPs 

• The HCPs were from two health facilities – BSUTH and EUBMoH – and the inclusion 

criteria were:  

• Nigerian nationals 

• Male or female 

• Working as a doctor, nurse, midwife, consultant of O&G and other maternity HCPs 

who have provided maternity care for women for at least one year at health facilities.  

The selection of HCPs who had been working in health facilities for more than one year was 

to ensure they had provided antenatal, childbirth and postpartum care.  

The exclusion criteria were HCPs who:  
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• Were of non-Nigerian nationality  

• Do not provide maternity care services 

• Have worked for less than one year in a health facility. 

3.7 Sampling techniques  

Sampling in research is the process of defining the population of study from which a study 

sample is obtained (Salazar, Crosby and DiClemente, 2015). A sample is often representative 

of the entire population, and all participants are given equal chance to determine their 

eligibility for participation (Nick, 2013; Salazar, Crosby and DiClemente, 2015). The decision 

of a sampling technique – probability or non-probability – is often determined based on the 

research aim. There are advantages of using probability sampling such as the generalisation 

of research findings. However, Salazar, Crosby and DiClemente (2015) argued that the use of 

probability sampling to qualitative research may be rigorous, but not necessarily realistic. 

While qualitative research often does not seek to generalise its findings, it often uses non-

probability sampling techniques (Salazar, Crosby and DiClemente, 2015).  

Different non-probability sampling techniques are useful in qualitative research. Some of the 

common types include theoretical, snowball, convenience and purposive sampling 

techniques. These sampling techniques have several characteristics that enable a researcher 

to meet the study objectives (Polit and Beck, 2007; Nick, 2013). Convenience sampling, for 

instance, is one of the techniques applied when a researcher has access to participants based 

on factors including their availability and location (Polit and Beck, 2007; Saumure and Given, 

2008; Merriam and Tisdell, 2015). Salazar, Crosby and DiClemente (2015) suggest that when 

using convenience sampling, it is essential to consider how the participants adequately 
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represent the study’s population to ensure the representativeness of the findings. Snowball 

sampling, also referred to as chain referral, is another technique that enables the researcher 

to ask participants upon recruitment to recommend others. This sampling technique is often 

used to recruit hard-to-reach and vulnerable populations (Polit and Beck, 2007; Salazar, 

Crosby and DiClemente, 2015).   

3.7.1 Purposive sampling 

Purposive sampling aims to identify and recruit participants that possess some characteristics 

necessary to achieve the research objectives (Patton, 2002). Thus, the application of this 

technique often depends on the research question. With purposive sampling, a researcher 

can gain an in-depth understanding of the phenomenon under study (Bowling, 2002; Patton, 

2015). However, like most non-probability sampling techniques, the sample size from 

purposive sampling may not allow generalisation of findings but obtains information that 

answers the research questions (Patton, 2015).  

In the present study, purposive sampling technique was used because it enabled the 

identification and recruitment of women and HCPs who provide in-depth information 

relevant to answer the stated research question. A purposive sample of HCPs with different 

characteristics such as gender, years of work experience and job titles provide diverse 

perspectives on D&A in maternity care. In addition, it was useful for the recruitment of 

women who have experienced D&A in maternity care facilities.    
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3.7.2 Data saturation  

Qualitative researchers are of the view that no specific number of participants make up the 

sample size as sampling usually continues until data collection has reached a level of 

saturation (Guest, Bunce and Jonhson, 2006). Data saturation in qualitative research is the 

point when no ‘new’ information is obtained even after sampling and recruiting new 

participants (Guest, Bunce and Jonhson, 2006; O’Reily and Parker, 2012; Walker, 2012; 

Creswell, 2013). This suggests a relationship exists between sample size and data saturation 

as one is dependent on the other. Apart from using data saturation guide sampling and data 

collection, qualitative researchers have identified other factors that can affect sample size. 

Charmaz (2006) suggests that the aim of a study should guide the sample size, and one with 

“modest claims” is likely to achieve data saturation sooner than studies with broader goals.  

Other authors have further highlighted other factors that may influence sample size in 

qualitative research. For instance, Ritchie and Lewis (2003) propose that the available 

resources and budget, heterogeneity of the study population and data collection methods 

may influence data saturation. The quality of the data and the knowledge of the researcher 

about the phenomenon can also influence the sample size (Morse, 2000). Further, Bowen 

(2008) have argued that a researcher may claim to have reached a point of saturation without 

providing a description of the process. Failure to reach data saturation is most likely to have 

an impact on the quality of the study findings. As a result of these factors, many researchers 

tend to shy away from making suggestions on what should constitute a sample size in 

qualitative studies. 
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In the present study, data saturation influenced the sample size. Thirty-two women 

participated in the FGDs – the first phase of the study; 14 women and 16 HCPs in the semi-

structured interviews – the second phase.    

3.7.3 Recruitment of participants  

The participants in this study were women who had experienced D&A and HCPs who offer 

maternity care services (section 3.6). Below is an explanation of the recruitment process for 

each group of participants, but details on the data collection process is presented in section 

3.8.   

3.7.3.1 Access to gatekeepers 

Before recruitment of women started, permission was obtained from the gatekeeper to gain 

access to the health facilities. Gatekeepers are people who grant permission for access to the 

study setting, recruitment of participants and collection of data (Hammersley and Atkinson, 

2007; Gray, 2013). Green and Thorogood (2009) recommend researchers visit the study 

setting to familiarise themselves and build rapport with the staff before data collection. Thus, 

the researcher visited BSUTH, where the Head of the O&G department gave permission for 

access to the health facility, after reviewing the ethical approval letter from BSUTH Ethics 

Committee. Likewise, the Chief Medical Director of EUBMoH gave permission upon 

presentation of an ethical approval letter from the Benue State Ministry of Health and Human 

Services.  
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3.7.3.2 Screening of women  

A screening tool (see Appendix 3.1) was developed based on previous literature (Appendix 

3.2) and categories of D&A by Bowser and Hill (2010). The tool was used to ensure women 

had experienced D&A, and the categories women reported align with the context of the 

present study. The women were approached when they visited the health facilities for 

immunisation of their children and verbally informed of the study. Their suitability for 

participation was assessed using the screening tool. Women who answered ‘yes’ to any of the 

questions in the screening tool were further examined to determine their eligibility for 

participation. Those who met the eligibility criteria were given information about the aim of 

the study, and their right to voluntarily agree or refuse participation at any stage of the 

research. They were also informed that their decision to accept or refuse participation will 

not affect their maternity care in any way. Further, the women were provided with a 

participant information sheet (Appendix 3.3), screening tool and consent form (Appendix 3.4).  

Detailed accounts of the recruitment processes are presented in the section on data collection 

(section 3.8). 

3.8 Data collection methods 

This section discusses the methods used to collect data and the rationale for adopting them. 

There are different data collection tools in research. As earlier stated, the epistemological 

stance influences the research questions, and the questions drive the methodology and 

methods used in a study (Crotty, 1998; Denzin and Lincoln, 2005). Therefore, the data 

collection methods in the present study were influenced by the interpretive paradigm, 

research objectives and qualitative methodology. At the same time, the strengths and 
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limitations of the data collection tools were taken into consideration. According to Green and 

Thorogood (2014), the data collection methods should be able to gather information that 

answers that research question. To achieve the research aim of the present study, appropriate 

data collections tools were used to offer a comprehensive understanding of women’s 

experiences of and HCPs’ perspectives on D&A in maternity care facilities.  

Data collection in this study was in two phases: phase 1 – FGDs with women; and phase 2 – 

individual semi-structured interviews with women and HCPs. These methods allowed for an 

in-depth exploration of the study participants’ experiences and perceptions of D&A in 

maternity care.  

3.8.1 Phase 1: FGDs with women 

In qualitative research, FGDs are carried out with a group of people to understand an 

experience common among them (Finch, Lewis and Turley, 2014; Flick, 2014; Then, Rankin 

and Ali, 2014). Lambert and Loiselle (2008) add that with FGDs, a researcher obtains 

information from a group of individuals at a specific time to offer a comprehensive 

understanding of a phenomenon. The present study used FGDs to understand women’s 

experiences of D&A during maternity care in health facilities.  

Qualitative researchers suggest that FGDs encourage participants to interact freely with one 

other. It stimulates discussion within a group and helps to obtain various responses from the 

participants at a given time (Green and Thorogood, 2009; Ritchie, Lewis and Gillian, 2013; 

Finch, Lewis and Turley, 2014). Participants can provide responses and listen to others at the 

same time, enabling a comfortable discussion in the group (Boyce and Neale, 2006; Finch, 

Lewis and Turley, 2014; Patton, 2015). Listening to others often triggers additional responses 
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and offers more depth as the discussion progresses. The continuous interactions within the 

group indicate a natural environment in qualitative research (Krueger and Casey, 2009).  Such 

interactions create ideas in a natural setting and reflect social constructions of individual and 

collective shared meanings. The shared meanings are a significant part of how people 

perceive and understand the social the world (Finch, Lewis and Turley, 2014).   

Other authors argue that the use of FGDs may not be convenient for participants who are not 

comfortable sharing their experiences within a group, and depth on the phenomenon of 

interest may be lacking (Creswell, 2013). While the use of this method may be time- and cost- 

efficient compared to individual interviews (Krueger, 1994), they pose the difficulty of 

obtaining information from “silent” participants (Patton, 2015). Grbich (1999) suggests that 

information obtained from FGDs may be less “private” and more “public” and documenting 

data from several participants at a time may be daunting (Lunt and Livingstone, 1996; 

Barbour, 2007). Finch, Lewis, and Turley (2014) suggest that the size and duration of FGDS 

often depends on te the research objectives, study population and the topic of discussion. 

In social research, the commonly accepted the size of a focus group is six to eight participants 

(Finch, Lewis and Turley, 2014; Patton, 2015), though other authors recommend a larger 

group of six to twelve participants (Green and Thorogood, 2009). However, large FGDs could 

present difficulties on how to moderate the group, particularly for a novice researcher (Then, 

Rankin and Ali, 2014). In the present study, FGDs were appropriate because it enabled women 

to share their experiences of D&A with others who had similar encounters. The discussions 

were also interactive, creating a natural environment were women freely shared their 

experiences, and the responses of others triggered narratives that were relevant to the study. 

Five FGDs were conducted with 32 women. Each group was made up of a minimum of six and 
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a maximum of eight women. The size of the groups enabled an interactive discussion and 

easier moderation. Using this method of data collection provided insights into women’s 

experiences of D&A in maternity care in health facilities. 

3.8.1.1 The topic guide 

A topic guide is described as a document that contains the main issues and subtopics a 

researcher seeks to explore with the study participants (Finch, Lewis and Turley, 2014).  It 

often has open-ended questions that guide the data collection, particularly group discussions 

(Green and Thorogood, 2009). The procedure (Figure 3.4) suggested by Bryman (2016) was 

followed to develop the topic guide (Appendix 3.5) for this study. It contained pre-set and 

open-ended questions informed by the study’s research objectives. In addition, evidence from 

previous studies (McMahon et al. (2014); Moyer et al. (2014); Bohren et al., 2017) was useful 

in generating the questions in the topic guide. Although one study (Moyer et al., 2014) was 

particularly helpful in developing the structure of the topic guide in the present study, 

questions were not drawn or modified from their guide.   
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Figure 3.4: Developing questions for a topic guide 

With seven women who met the set eligibility criteria, the topic guide was piloted before the 

main data collection. Piloting a topic guide checks its appropriateness and clarity allowing 

necessary adjustments can be made where applicable to achieve the research objectives 

(Patton, 2015). From the participants’ responses in the pilot study, the researcher made a few 

changes to the concepts for better clarity and understanding, but no significant modifications 

were needed. The topic guide was frequently used with the first three groups. As the 

discussion progressed, the researcher became familiar with the question and used the guide 

as a reference to ensure to all the topics were addressed. 

3.8.2 The procedure for conducting the FGDs with women  

Using the purposive sampling technique, the researcher accessed and recruited participants 

at the selected health facilities during their postnatal appointments. The scheduled postnatal 

clinic days were Mondays and Fridays at BSUTH, and Mondays, Thursdays and Fridays at 
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EUBMoH.  With permission from the Head of Immunisation Unit at both health facilities, the 

researcher briefly introduced the aim and ethical considerations of the study to women in a 

group immediately after women had their health talk and requested their participation. 

Women willing to take part in the study were directed to a room at the health facilities and 

given the screening tool designed to assess whether they have had an experience of D&A in 

maternity care. The gatekeepers provided a room for the FGDs at each health facility. Each 

woman was provided with the participant information sheet and consent form. Women who 

had an experience of D&A and met the inclusion criteria were eligible for participation. They 

were allowed some time to read the participant information sheet and voluntarily sign the 

consent form to affirm their approval. Women who were eligible and willing to participate 

signed a consent form (Appendix 3.4). The researcher addressed any questions or concerns 

they had, and recruitment continued until the point of data saturation.  

Forty-eight participant information sheets and screening tools were given out to women 

during the period of recruitment. Thirteen women did meet the eligibility criteria, three 

declined participation, and in total, 32 women participated in the FGDs. In total, five FGDs 

were conducted, and each group had six and eight participants.     

The FGDs were conducted on the same day after recruitment for a number of reasons. Most 

of the participants were sceptical about giving their contact information and others did not 

want any follow-up contact about their participation. Some of them had no mobile phones, 

and others were ready to take part immediately after recruitment. Conducting the FGDs on 

the same day was also time- and cost-effective. 

The five stages used when moderating the FGDs in the present study include: (1) scene-setting 

and ground rules; (2) individual introductions; (3) opening topic; (4) discussion; and (5) 
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concluding the discussion (Finch, Lewis and Turley, 2014). The researcher informs the 

participants in the group about the process of the discussion and allows them to introduce 

themselves to one another, which enables the researcher to identify participants. An opening 

question helps initiate a conversation and build the dynamics within the group. During the 

main discussion, they examine the key topics and offer responses. Towards the end of the 

group discussion, the researcher gives room for questions and comments. At this point, the 

researcher also reminds the participants that the information provided will be for the purpose 

of the research and concludes by appreciating them for taking part (Finch, Lewis and Turley, 

2014).    

Before each FGD began, the researcher reminded the participants of the aim of the research 

and their choice to leave should they decide not to take part. Participants were made to 

understand that their decisions to accept or refuse participation would not impact on their 

maternity care. They were asked verbally to complete the demographic data sheet (Appendix 

3.6) given to them by the researcher and allowed to ask questions and provided with 

appropriate responses. The questions were from the topic guide that consisted of open-ended 

questions, and probes came up as the discussions progressed. The probes were included 

mostly to delve deeper, for clarity and a better understanding of the responses provided 

(Finch, Lewis and Turley, 2014).   

The opening question was for women to describe the key areas of their maternity care – 

antenatal, childbirth and postpartum. Subsequent questions were on the areas they disliked 

and liked about their maternity care, and a description of their interactions with the HCPs 

during that time. The next question was for them to provide their perceptions on the factors 

that contribute to the perpetration of disrespectful practices and the impact the experience 
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of D&A may have on their health and use of maternity services. The participants also provided 

recommendations on how to prevent disrespectful and abusive maternity care.  

3.8.2.1 Recording and duration of the FGDs 

All the FGDs were audio-recorded with permission from the participants in each group to 

ensure the researcher had accurate transcripts for analysis. Code numbers were used to 

identify the participants so that anonymity is maintained (Jamshed, 2014). The focus groups 

were conducted between September and October 2016, with duration of 40–75 minutes, and 

most women participated actively. At the end of each FGD, the researcher thanked all the 

participants and gave each of them ₦500 as a form of compensation and appreciation for 

participating (Killawi et al., 2014).   

To sum up, the FGDs were conducted successfully and enabled women to feel comfortable 

and interactively share their maternity care experiences (Krueger, 1994). It also provided an 

opportunity for women to share their maternity experiences and provide insight into the 

research topic (Morgan, Krueger and King, 1998; Hyde et al., 2005). However, a few issues 

arose. For instance, in each of the focus groups, there were some participants who were not 

as outspoken as others (Green and Thorogood, 2009). The researcher ensured each 

participant had a chance to speak by asking participants one after the other if they had 

anything to say regarding each question asked.  

3.9 Phase 2: Interviews  

Interviews are one of the methods for data collection in both qualitative and quantitative 

research (Bryman, 2008). Some qualitative researchers are of the view that interviews are like 

everyday conversations captured in a more rigorous manner to meet the researcher aim 
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(Patton, 2002). They are widely applied to collect data in health research (Green and 

Thorogood, 2014). Interviews can be structured, semi-structured or unstructured (Polit and 

Beck, 2007; Flick, 2014).   

Bryman (2008) suggests that structured interviews, also known as standardised interviews, 

are verbal questionnaires containing predetermined questions administered to participants 

in survey designs. The researcher aims to carry out such interviews in a standardised manner 

in order to maintain high degrees of repeatability, reliability and consistency in the findings 

(Bryman, 2008; David and Sutton, 2011). With the structured interviews, the questions are 

usually closed-ended, and there are no follow-up questions for further elaboration of the 

responses provided (Bryman, 2008; Berg, 2009). Hence, structured interviews are often easy 

and quick to conduct. However, this type of interview has some limitations. For example, 

structured interviews allow some specific set of responses to be provided, therefore, limiting 

the depth of the information, if the ‘depth’ is required (Bryman, 2016). For the present study, 

structured interviews were not appropriate because the depth in the participants’ 

experiences and perspective might not be fully understood. 

Another type of interview – unstructured – usually does not reveal any preconceived ideas 

and they are often conducted in a less organised manner (Merriam, 2009). Unstructured 

interviews can primarily start with an open question and progress based on the responses 

initially provided (Bryman, 2008; Braun and Clarke, 2013); hence, they are often participant-

led. They can last for several hours because of the lack of organisation and predetermined 

questions and probes. This type of interview would not have fitted well with the present study 

because it aimed to explore a preconceived phenomenon: D&A with specific objectives.  
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The section below presents a detailed discussion on another type of interviews in qualitative 

research – semi-structured interviews – and a justification for using it in the present study. 

3.9.1 Semi-structured interviews  

Semi-structured interviews are one of the most common methods of data collection used in 

qualitative health research (Green and Thorogood, 2014). The interviews are open, verbal and 

detailed conversations held between a researcher and an interviewee (Patton, 2002; Morris, 

2015). The researcher sets the schedule for topics to cover and the responses of the 

interviewees determine the nature of the information obtained about the subject of interest 

(Green and Thorogood, 2014). With semi-structured interviews, a researcher can investigate 

detailed experiences and social constructs of a phenomenon (Creswell, 2007; Yeo, et al., 

2014).  

In the present study, face-to-face, individual semi-structured interviews were conducted with 

women and HCPs to gain an in-depth understanding of their experiences and perspectives on 

D&A in maternity care. Yeo et al. (2014) reports that face-to-face interviewing offers a strong 

foundation for a good relationship between the researcher and the interviewee. It creates an 

environment in which the interviewee responds to the researcher who can consider the 

interviewee’s non-verbal expressions. Though the face-to-face interviews are labour 

intensive, they offer one of the most appropriate methods for obtaining high-quality 

information (Merriam, 2009). Other authors suggest that in-depth interviews are appropriate 

for data collection if the potential participants may not be comfortable speaking openly about 

their experiences in a group (Boyce and Neale, 2006). 
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3.9.1.1 Process for recruitment and semi-structured interviews with women  

Like the process for the FGDs described earlier (section 3.8.2), women were recruited using 

purposive sampling during their visit to the health facilities for postnatal care. Permission was 

again obtained from the gatekeepers at the respective hospitals in order to gain access to the 

participants (Hammersley and Atkinson, 2007; Green and Thorogood, 2009). Upon gaining 

access to the health facilities, the Head of O&G at BSUTH and the Chief Medical Director in 

EUBMoH assigned a medical doctor and an administrative staff, respectively, to assist the 

researcher with the recruitment process. Women were approached by the researcher and 

verbally informed of the purpose of the study and relevant ethical considerations, and their 

participation requested. Participants were provided with the participant information sheet to 

give them a further understanding of the purpose of the study and a screening tool to ensure 

they had experienced D&A in maternity care. Women willing to participate were further 

assessed to determine if they were eligible using the set eligibility criteria (section 3.6.1). All 

the eligible participants were given a consent form to sign as an indication of their approval. 

The researcher, in agreement with each participant, decided on a date, time and venue for 

the interview session. The researcher also addressed any questions or concerns from 

participants. The schedule for the interviews was recorded in a diary to avoid a mix-up with 

the dates and time. 

Before each interview commenced, the researcher made sure the participants had signed and 

returned the consent form. An introduction to the process of the interview was described to 

make the participants feel more comfortable to share their experiences. Creswell (2007) 

suggests that creating a comfortable environment allows the researcher to cultivate a good 

rapport with the participants, enabling a rather in-depth disclosure of their experiences. All 
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the participants provided answers to the questions on the demographic information sheet 

(Appendix 3.7) given to them. The demographic information collected includes age, marital 

status, tribe, level of education, religion, number of previous births and employment status.  

All the participants had an opportunity to ask questions and responses were provided 

accordingly. 

The interviews were conducted mostly at either the women’s homes or workplace, while 

three of them agreed to have their interview sessions at the health facility immediately after 

recruitment (Table 3.2). The researcher, together with each of the women, agreed on suitable 

venues for the interviews; and the venues were comfortable and quiet enough to avoid 

distractions (Berg, 2009). During the interviews, the research upheld professional values such 

as being respectful while interacting with the participants (Berg, 2009). At the same time, the 

researcher made sure maintaining such professionalism did not create a form of power 

imbalance with the participants, but remained neutral throughout the interview session 

(Patton, 2015). 

Table 3.2: Venue used for interviews with women 

Venue Number of participants 

Participant’s home 6 

Office in schools 4 

Hospital 3 

Tailor shop 1 
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3.9.1.2 The interview schedule for women 

An interview schedule sometimes referred to as an interview guide is a list of questions that 

a researcher intends to ask an interviewee (Merriam and Tisdell, 2015). The nature of the 

questions included in an interview schedule usually depends on the structure of the interview.  

A semi-structured interview schedule often contains flexible and open-ended questions 

(Creswell, 2013; Merriam and Tisdell, 2015; Patton, 2015).   

In this study, the interview schedule (Appendix 3.8) for women contained open-ended 

questions. The questions in interview schedule were informed by the research objectives 

relating to the women, evidence from previous studies on D&A in maternity care, the findings 

from FGDs with women and the research objectives (Figure 3.4). The questions in the 

interview schedule and topic guide for women were similar except for the minor changes 

made to the wording of the interview schedule. According to Charmaz (2006) and Turner 

(2010), the use of open-ended questions for interviews enables participants to provide 

information relevant to a study. The interview schedule was piloted to assess its 

appropriateness and for clarity to the participants (Patton, 2015), but no changes were 

needed. Piloting an interview schedule also helps a novice researcher to gain confidence and 

experience needed for further interview sessions. According to Merriam and Tisdell (2015), 

researchers often depend on the interview schedule at the initial stage of the interviews. 

However, as the interviews progress, the researchers refer to the guide to confirm whether 

they have covered the questions. Probes are used by an interviewer to draw out more details 

that will benefit a study from an interviewee (Berg, 2009; Creswell and Plano Clark, 2011; 

Patton, 2015). Probes were used where necessary to elicit more information from women 

about their experiences of D&A in maternity care.  
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3.9.1.3 Recording and duration of the semi-structured interviews  

The interviews were audio-recorded with the permission of the women to 

have accurate transcripts for analysis (Rubin and Rubin, 2012). Dicicco-Bloom and Crabtree 

(2006) propose that depending on the interview schedule, an interview can last between 30 

minutes and several hours. Some authors claim that the duration of an interview cannot be 

pre-determined because of the flexible nature of qualitative research (Patton, 2015), though 

others have argued that the topics to address influence the span (Morris, 2015). The 

interviews were conducted between September and October 2017 and lasted between 38 

and 50 minutes.   

The individual face-to-face semi-structured interviews enabled participants to share their 

experiences of D&A in maternity care at their convenience and in a relaxed environment. This 

method of data collection was particularly useful as participants were able to disclose their 

experiences individually (Green and Thorogood, 2014), without feeling intimidated by the 

presence of others.  

3.9.1.4 Justification for interviewing women  

The semi-structured interviews enabled women to discuss their experiences of D&A in a more 

open and relaxed atmosphere. It allowed for more depth to their experiences that the FGDs 

may have restricted if women felt uncomfortable discussing in a group (Merriam, 2009). 

Conducting interviews and FGDs help to minimise the limitations that both methods may have 

introduced to the findings in this study. The application of one method, therefore, 

complements the other. Triangulation of data sources helps to assess the reliability or 

increase the depth and breadth of the information obtained (Ritchie and Lewis, 2003; Patton, 
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2015).  The individual interviews also yielded insights into issues that needed further 

exploration following the FGDs (Berg, 2009). 

3.9.2 Phase 2: Semi-structured interviews with HCPs  

Semi-structured interviews were conducted with sixteen HCPs to explore their perspectives 

on D&A in maternity care. Due to the busy schedule of HCPs, conducting individual semi-

structured interviews with one HCP at a time provided an opportunity to disclose their 

responses freely and at their convenience. It also minimised any fear they may have of being 

persecuted by other senior staff.  

3.9.2.1 The interview schedule for HCPs 

Like the interviews with women (section 3.8.1.1), an interview schedule (Appendix 3.9) 

containing open-ended questions was developed (Creswell, 2013; Patton, 2015) based on 

previous literature on D&A and the responses of women provided during the FGDs. The 

questions in the interview schedule for HCPs were to achieve the fourth and fifth objectives 

of the study. It was piloted to assess the participants’ understanding of the questions and 

adjusted it if needed (Patton, 2015), but no changes were required. 

At the time of developing the interview schedule for HCPs, the researcher had anticipated 

that HCPs might be sceptical about disclosing information on D&A and may provide 

misleading or unreliable data.  Bryman (2016) describes this, as social desirability, which is the 

tendency for study participants to provide the responses perceived as desirable to the 

interviewer. The HCPs may give such information to avoid putting themselves and the health 

facilities in which they work in a bad light. To minimise the influence of this potential bias, the 

researcher did not ask participants to disclose information on any form of D&A they may have 
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perpetrated. Instead, they were asked to describe incidents of disrespectful care they either 

witnessed or experienced while working in health facilities. The opening question was for the 

HCPs to describe their roles at the maternity facilities. The next question elicited their views 

on RMC and how maternity services can be disrespectful and abusive. Other questions 

focused on their perceptions of the incidents of disrespectful and abusive maternity care and 

factors that contribute to D&A in health facilities. The following questions sought their views 

on the perceived impact of D&A on women’s health, wellbeing and future use of maternity 

services. They also provided recommendations on how D&A can be minimised in maternity 

settings. 

3.9.2.2 Process for recruitment and interviews with HCPs  

The women and HCPs were interviewed concurrently during the second phase of data 

collection. The permission that was given to the researcher by the Head of O&G in BSUTH and 

the Chief Medical Director in EUBMoH to conduct the interviews covered for both women 

and HCPs. Therefore, no permission was sought separately to gain access to the health 

facilities for interviews with the HCPs. The gatekeepers at each health facility assigned an 

administrative staff who helped the researcher with the recruitment of HCPs. 

The administrative staff at BSUTH accompanied the researcher to the labour and maternity 

ward to meet with a medical doctor who participated and assisted with recruitment of other 

HCPs. With the support of the medical doctor, the researcher verbally informed fourteen HCPs 

of the study after a meeting held at the hospital. On the same day, two out of the fourteen 

HCPs agreed to an interview. Six HCPs contacted the researcher by phone and scheduled a 

venue, date and time for the interviews. Failure to contact the researcher after 3 weeks was 

considered declining participation. An additional four HCPs were recruited individually during 
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the researcher’s visit to the health facility for scheduled interviews. At EUBMoH, the 

administrative staff introduced the researcher to a chief nursing officer who was verbally 

informed of the purpose of the study, participated and assisted with the recruitment of an 

additional three HCPS. 

The participants’ suitability for participation was assessed with the eligibility criteria (section 

3.6.1). All the participants were given a participant information sheet (Appendix 3.10) and 

consent form (Appendix 3.11). A verbal approval was first obtained, followed by a written 

agreement, demonstrated by signing the consent form to show their voluntary participation. 

The sample size was determined based on data saturation where the information obtained 

can enable replication of the study, and further coding does not yield new themes (Fusch and 

Ness, 2015). 

The HCPs were interviewed individually in their offices or other private rooms within the 

health facilities. Conducting individual interviews with the HCPs was subject to their 

availability and allowed a more relaxed disclosure of their perspectives on D&A.  Before an 

interview commenced, the researcher reminded the HCPs that any information provided 

would be kept confidential and code numbers used to maintain their anonymity (Patton, 

2015). All the HCPs were asked to complete a demographic information sheet (Appendix 3.12) 

with questions on age, gender, marital status, tribe, marital status, job title and number of 

years of experience as a health professional. With the permission of the HCP, a digital audio-

recorder was turned on. It was used to ensure the interviews were recorded accurately for 

transcription and quality of the findings (Rubin and Rubin, 2012).  

At the end of the interviews, the researcher gave room for any questions or comments the 

HCPs had. They were appreciated for their taking part in the study and reassured that any 
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information would be kept confidential and used for the purpose of the research.  The 

interviews were conducted between September and October 2017 and lasted for 20–72 

minutes.    

3.10 Data analysis   

This section presents an explanation of the stages of the analytic approach used to produce 

the findings from the data collected in this study and justification for adopting the method of 

analysis.  

3.10.1  Consideration of a method of data analysis 

There are a range of analytic procedures used by qualitative researchers for data analysis 

since no clear-cut guidelines exist on how to analyse such data (Berg, 2009; Bryman, 2012).  

However, the process of data analysis involves steps which are often interconnected. It 

includes reading about the databases, organising the data, coding and categorising themes, 

and representation and interpretation of the data (Creswell, 2013).  

Qualitative researchers assert that different elements define the method of analysis adopted 

in research. According to Patton (2015), the philosophical perspective of a researcher often 

determines the method of data analysis. As earlier described in this chapter (section 3.3.1.1), 

the philosophical standpoint adopted in this study is interpretivism, an approach which allows 

the understanding of peoples’ experiences and views (Fossey et al., 2002; Green and 

Thorogood, 2014). Other qualitative approaches like interpretive phenomenological analysis 

and grounded theory use a thematic analytical approach (Braun and Clarke, 2006). As a result, 

some authors argue thematic analysis is a phenomenological method and part of 
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phenomenology (Guest, MacQueen and Namey, 2012; Joffe, 2011); though Clarke and Braun 

(2013) suggest it is a method used for analysis. 

However, the lack of the consistency and clarity between thematic analysis and other analytic 

processes resulted in other approaches like thematic content analysis (Green and Thorogood, 

2004). Vaismoradi, Turunen and Bondas (2013) suggest that some similarities exist between 

thematic and content analysis. The similarities are with respect to organising, searching and 

identification of patterns and themes within the data; though one significant difference exists 

between the two approaches. The main difference between these methods of analysis lies in 

the quantification of data (Vaismoradi, Turunen and Bonda, 2013). Measuring how frequently 

various themes and categories occur to establish the value of the data in content analysis 

made this approach unsuitable for the analysis in the present study. 

Framework analysis is common to health and social care research and a type of content 

analysis that involves summing up and organising data within a thematic structure (Green and 

Thorogood, 2014). While it has some similarities with thematic analysis, there are some 

variations in the analytic stages. The difference is recognised in the last stage of framework 

analysis where like content analysis is involved with the content of the accounts and not ‘what 

is going on’ (Green and Thorogood, 2014). The above discussion leads to an explanation of 

thematic analysis and why it was used in the present study. 

3.10.2  Thematic analysis  

Thematic analysis is fundamental in qualitative research (Braun and Clarke, 2006), and is the 

foundation for acquiring the primary skills required for qualitative analysis. Thematic analysis 

involves the search, identification and writing out of the themes (patterns) as they emerge to 
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describe a phenomenon (Patton, 2002; Braun and Clarke, 2006; Green and Thorogood, 2009). 

This method of analysis is theoretically flexible because it enables the search and 

identification of patterns and does not necessarily subscribe to or adhere to any framework 

(Braun and Clarke, 2006). This implies that thematic analysis can be employed within a range 

of theoretical frameworks like constructivism and realism/essentialism, though the focus and 

outcome may vary. For instance, applying a thematic analysis within a constructionist 

perspective would focus on understanding the structural conditions and socio-cultural 

contexts that influence individuals’ accounts of the experiences. In contrast, the realist stance 

theorises meaning and experiences in a straightforward manner (Braun and Clarke, 2006). 

The theoretical detachment of thematic analysis also allows its application in research without 

the ‘confusing’ knowledge of qualitative approaches (Clarke and Braun, 2013). 

Thematic analysis permits the application of two modalities – deductive and inductive. The 

deductive approach is often suitable when the aim of the study is to build and test a theory 

or compare findings at different stages of a research (Braun and Clarke, 2006). This approach 

to thematic analysis focuses on the researcher’s analytic interest; hence, it is analyst-driven 

and does not present the depth of the entire data but on certain aspects. In the inductive 

approach, the emerged themes have a strong association with the data (Patton, 2015); and 

when information is for research purposes, they may align with the questions (Braun and 

Clarke, 2006). Others have also reported that the analytic approach is applicable when no 

previous research exists on the phenomenon of interest and themes emerge directly from the 

data (Bryman, 2008). Therefore, inductive analysis involves coding the data for themes 

without trying to situate it within pre-existing analytic preconceptions. As a result, it is often 

data-driven (Braun and Clarke, 2006). 
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3.10.2.1 Phases of thematic analysis 

The present study adopted the six-stage procedure for thematic analysis by Braun and Clarke 

(2006). These phases (see Figure 3.5) do not appear to be systematic but flexible, and some 

of the steps are applicable in other methods of qualitative analysis. The stages include: 1) 

familiarising yourself with your data, 2) generation of initial codes, 3) searching for themes, 

4) review of themes, 5) defining and naming themes, and 6) production of the report. 

3.10.2.1.1 Familiarisation with data 

This phase begins with transcribing the data into a written form. The researcher listened to 

the audio-recorded discussions from the focus groups and interviews repeatedly and 

transcribed into text (Braun and Clarke, 2006).  Familiarisation with the data is a vital stage in 

thematic analysis. It enables the researcher to immerse in the data by reading the information 

repeatedly. The process of transcription is usually time-consuming and frustrating. The large 

volume of transcripts in qualitative analysis makes the process tedious; therefore, it is one of 

the disadvantages of qualitative research (Patton, 2015). Bird (2005) states that this stage of 

the analysis may seem time-consuming but is vital within the interpretative methodology.  

To become familiar with the data, the researcher listened to the audio-recordings, transcribed 

and read the transcripts from the FGDs and semi-structured interviews continually to 

familiarise with the information. While repeated reading of the data can be time-consuming, 

Braun and Clarke (2006) stress that this stage is the foundation of the entire analytic process. 

It is also necessary to start marking out ideas that will be useful in the next phase. 
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3.10.2.1.2 Generation of preliminary codes 

After reading the data to become familiar with it and generating new ideas from its content, 

the initial coding begins. Codes are different characteristics of the data that are of interest to 

the researcher. Coding involves creating labels for significant features of the data that are 

relevant to the research questions. It is not just a process for reducing data, but an essential 

analytic step that can use either an inductive or deductive approach. As earlier mentioned in 

section 3.4, the deductive approach is theory-driven, whereas, the inductive approach is data-

driven (Braun and Clarke, 2006). 

Coding of the data can be either manually or with the use of a software program.  The analyst 

systematically goes through the transcripts paying attention to every data item. 

Subsequently, the researcher identifies any aspects that are relevant to the research question 

and may lead to the generation of patterns within the data. The present study used NVivo 

version 11 for the thematic analysis of data. NVivo is a computer package used in the analysis 

of qualitative data. Although the software does not precisely analyse the data, it helps to 

organise, manage and improve rigour during the process (Patton, 2015). 

Generating the initial codes from the accounts of both women and HCPs in this study was 

based on the research objectives. The codes were generated using an inductive approach by 

highlighting any information from the transcripts that were relevant to the research 

objectives. Conducting the initial coding in this manner was to avoid the introduction of any 

preconceived ideas from existing theories or previous literature and ensured coding of any 

information relating to the topic.  Some points to note at this stage: the researcher can code 

the data for as many potential patterns and themes as are available. Also, codes can fit into 

more than one potential pattern and theme (Braun and Clarke, 2006).  
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3.10.2.1.3 Searching for themes 

Different initial codes from the data are collated at this stage. The aim of this stage is to collate 

all the initial codes that seem relevant into a potential theme and sort out these codes into 

various themes as the patterns appear. The codes are analysed to determine if and how they 

can be combined to form a main theme (Braun and Clarke, 2006). 

In the present study, the researcher examined the initial codes identified from each transcript 

for two reasons. The first was to determine if the initial codes could be collated to form a 

principal theme. The preliminary codes were grouped according to their relevance to the 

research objectives. The other reason was to decide which of the codes did not align with 

others to create an overarching theme. At this stage, the researcher begins to identify any 

relationships between the main themes and subthemes. Braun and Clarke (2006) suggest 

writing out the names of the codes on a paper, creating a mind-map or using tables to help 

organise them into themes. 

In this study, Microsoft Word was used to create a table to enable a proper arrangement of 

the themes. The software, NVivo version 11 was also used to arrange the codes for the same 

purpose. A compilation of some of the initial codes formed main themes, while others 

developed subthemes. However, the main and subthemes at this point were tentative as 

some of them needed after a further review. 

3.10.2.1.4 Reviewing the themes 

A re-evaluation of the themes and subthemes identified in the previous stage is conducted in 

this phase because some of them may not pass as such. For instance, there may be insufficient 

information to support the themes, irregularities in the data or two themes could merge to 
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form one. It is imperative that there is coherence in the meaning of the data supporting the 

themes which should be clear and distinct (Braun and Clarke, 2006). 

In this stage, there are two levels involved – reviewing and refining – of the themes. The 

collated excerpts for each theme are read to determine their consistency in the first level 

(Braun and Clarke, 2006). In the present study, the researcher reviewed the themes to know 

if they aligned with the coded extracts. When the extracts did not fit well with the themes, 

they were re-examined to form new ones, if necessary. Once coherence between the coded 

excerpts and the themes was determined, the second level commenced.  

The second level is similar to the first. The entire data set is reread to find out if the themes 

match with the extracts, and coding for additional information missed during the initial 

coding. The themes from both women’s and HCPs’ transcripts were re-examined and coded 

again to identify any relevant information missed out previously (Braun and Clarke, 2006). A 

thematic map was also generated at this stage. 

3.10.2.1.5 Defining and naming themes   

This phase involves identifying the meaning of each theme, and features of the data that each 

represents. Braun and Clarke (2006) suggest that the description of the themes should contain 

their meaning and not be a paraphrased version of the extracts. It is imperative to consider 

how the themes fit with the research objectives and to avoid unnecessary overlapping 

between them. The main and subthemes clearly identified and revealed the hierarchy and 

structure of the principal themes (Appendices 4.3 and 5.2, respectively). 
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3.10.2.1.6 Writing the report   

After fully identifying the theme, this last stage of the thematic analysis involves writing up 

the report. A comprehensive report is written on the findings, whether for academic purpose 

or publication. Data extracts that are concise, logical and coherent and support all the themes 

are incorporated in the report. Braun and Clarke (2006) suggest including excerpts of the data 

that capture the essence of the themes and illustrate the story being told based on the 

research question.  

In this study, detailed explanations of what each theme means and supporting data extracts 

to capture their meaning are presented in the results chapters. Chapter 4 presents the themes 

that emerged from both the FGDs and semi-structured interviews with women, while Chapter 

5 outlines findings from semi-structured interviews with HCPs.  

3.10.2.2 Justification for using thematic analysis  

Thematic analysis was used for analysis in this study because it does not subscribe to a specific 

qualitative approach and theoretical perspective (Clarke and Braun, 2013). The method of 

analysis can be applied within the constructionists’ and realists’ research paradigms, making 

it suitable for the theoretical framework adopted in this study (Braun and Clarke, 2006). It is 

also appropriate for different research questions that seek to understand people’s 

experiences and constructions of a social phenomenon (Braun and Clarke, 2006). Since this 

study sought to explore the experiences and perspectives of D&A in maternity care, the 

application of this method of analysis was appropriate. Researchers have also argued that 

thematic analysis and hermeneutic phenomenology are very similar since the focus of both is 

to analyse and interpret qualitative data (Miles and Huberman, 1994; Bryman, 2008). Miles, 
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Huberman and Saldana (2014) affirm that phenomenology tends to use a thematically analytic 

process to obtain the essence and meaning of participants’ experiences. The steps involved 

in a phenomenological analysis are, therefore, similar to that of thematic analysis (Biggerstaff 

and Thompson, 2008). This means that phenomenology as a qualitative approach can adopt 

a thematic analytic method for its analysis; making it suitable for this study. 

  

Figure 3. 5: Phases of thematic analysis (Braun and Clarke, 2006). 

3.11 Methodological rigour 

To access the quality of quantitative studies, the terms ‘validity’ and ‘reliability’, which 

originated from natural sciences, are often used. Due to the epistemological assumptions of 

qualitative research, there are debates regarding the application of the criteria to determine 

Phase1
• Familiarize with the data

Phase 2
• Generate of the prelimminary codes 

Phase 3
• Search for themes

Phase 4
• Review the themes

Phase 5
• Define and rename the themes 

Phase 6
• Write the report



 

 151 

the quality of qualitative studies (Ritchie and Lewis, 2003; Bryman, 2012). For example, for 

some, assessing validity connotes measurement, which many traditional qualitative 

researchers do not agree with.  

Guba and Lincoln (1994) suggest that quality of qualitative studies should be evaluated using 

criteria different from the standards used in quantitative studies. Their argument was based 

on the premise that using the terms reliability and validity in qualitative research would mean 

accepting the existence of a single reality. Therefore, they suggested two criteria: 

trustworthiness and authenticity. Trustworthiness consists of credibility (validity), 

transferability (external validity), dependability (reliability) and confirmability; while 

authenticity considers broader implication of the research (Bryman, 2012). Other researchers 

also propose similar standards for improving quality in qualitative research such as credibility 

(validity), reliability (dependability), transferability (generalisability) and reflexivity 

(Denscombe, 2010; Bryman, 2016; Korstjens and Moser, 2018). This suggests that some 

qualitative researchers use the standards for rigour (reliability and validity) that connote the 

quantitative paradigm, while others prefer concepts such as dependability and credibility that 

are closely related to qualitative research (Samure and Given, 2008).  

Several criteria for assessing rigour and quality of qualitative research were employed in this 

study (Polit and Beck, 2011) and are discussed below. 

3.11.1  Credibility  

In qualitative research, validity also known as credibility is an interpretation of what is the 

‘truth’ of the phenomenon being interpreted (Green and Thorogood, 2014). It is the suitability 

of the tools used, the process and information collected (Leung, 2015). In other words, it 
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involves making sure the steps taken during the data collection are appropriate and accurate. 

Denscombe (2010) stresses that while these steps are not a guarantee that data collected is 

credible, it offers evidence of evaluating the data with standard practice. Credibility, in 

qualitative research, can be maintained by triangulation of researchers, sources and 

respondent validation during analysis (Denscombe, 2010; Tracy, 2010).  

To strengthen the credibility of the findings of present the study, the researcher established 

face-to-face contact with the participants before data collection began. It provided an 

opportunity to form a rapport with the study participants, which was evident in how freely 

they took part in the study. In addition, two methods of data collection – FGDs and semi-

structured interviews – were used to understand women’s experiences of D&A (Tracy, 2010). 

During the analysis of the data, the researcher transcribed all the audio-recording from the 

FGDs and interviews, and the director of this study cross-checked the transcripts with the 

audio-recordings (Tracy, 2010). After the researcher identified the themes that emerged from 

the data, a similar process was carried out to confirm that the supporting extracts reflected 

the themes and vice versa.  

3.11.2  Dependability 

Dependability in qualitative research parallels reliability in quantitative studies and refers to 

the possibility of other investigators obtaining very similar findings after applying the methods 

for inquiry used in a study (Yardley, 2008; Leung, 2015). Since qualitative researchers are often 

concerned with an individual’s experience and meaning, they recognise the importance of the 

context in which a person creates meaning (Yardley, 2008).  
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Moreover, some authors argue that dependability fits with quantitative research because of 

their realist view of a single reality (Seale, 2002). This could imply that dependability does not 

fit well with qualitative research that acknowledges the existence of multiple realities (Braun 

and Clarke, 2013).  

When dependability is considered from the point of trustworthiness of the research methods 

– data collection and analysis (McLeod, 2001) – then its usefulness in qualitative research 

emerges. Describing dependability in qualitative research with different epistemological 

stance can be challenging (Leung, 2015). From the interpretivist point of view, it involves the 

ability of a researcher to demonstrate that the research process can be replicated (Mason, 

2002; Merriam, 2009).  

To achieve dependability, scholars propose reflecting on and writing out the all the phases 

involved in carrying out the study, such as the process for recruitment of participants, data 

collection and analysis (Guba and Lincoln, 1994; Ritchie and Lewis, 2003; Bryman, 2012). In 

the present study, a detailed description of the research methodology was presented earlier 

in this chapter (section 3.4) and includes processes such as the eligibility criteria for the 

participants (section 3.61), sampling techniques (section 3.7.1), the process for data collection 

(section 3.8) and analysis (section 3.10).     

3.11.3  Transferability 

Transferability refers to the extent to which the findings in a qualitative study are applicable 

to other similar participants and context (Lincoln and Guba, 1985). To ensure transferability 

in qualitative research, some authors suggest that the researcher produce a detailed account 

of the participants, study setting and research method (Lincoln and Guba, 1985; Sim and 
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Sharp, 1998). This provides a premise for considering the possibility of transferring the 

findings to similar settings.  To this end, a description of the context of the study such as the 

setting (section 3.5), participants (section 3.6) and data collection methods (section 3.8) is 

provided earlier in this chapter. Further, most qualitative research often involves a 

comprehensive study of a small group or people with similar characteristics instead of the 

breath as is common to quantitative studies. The findings are often focused on the contextual 

uniqueness of the studied phenomenon (Bryman, 2012). Due to the sample size, the extent 

to which the findings in this study are transferable to similar settings in Nigeria is debatable if 

further investigations are not conducted to dispute or confirm the findings (Richie and Lewis, 

2003). 

3.11.4  Reflexivity  

Reflexivity is a concept with various meanings in social sciences and commonly used in 

qualitative research because of the relationship between a participant and researcher (Lynch, 

2000; Reeves, Kuper and Hodges, 2008; Kvale and Brinkmann, 2009; Denscombe, 2010; 

Bryman, 2012). Being reflexive in qualitative research enables a researcher to self-examine 

and acknowledge any personal values, influence and prejudice that may affect the research 

(Mauthner and Doucet, 2003; Gerrish and Lacey, 2006; Bryman, 2012; Green and Thorogood, 

2014). In other words, reflexivity improves the quality of the study by stating how a 

researcher’s experience, standpoint and preconceptions may influence the research process 

such as analysis of the data and interpretation of findings (Primeau, 2003; Kvale and 

Brinkmann, 2009).  In addition, Guillemin and Gillam (2004) suggest that there is a close link 

between reflexivity and ethical practices in the research field. Therefore, qualitative 
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researchers need to be reflexive about their roles in the data collection, analysis and 

interpretation (Mauthner and Doucet, 2003; Primeau, 2003; Edge, 2011).  

Further, Lynch (2000) highlights the various forms of reflexivity that have different meanings 

and how their application varies with philosophical perspectives and schools of thought. Some 

of the forms include substantive, mechanical, methodological and interpretative reflexivity. 

Methodological reflexivity, for example, is commonly applied in qualitative research and 

comprises of elements like philosophical self-reflection, methodological self-consciousness 

and methodological self-criticism (Lynch, 2000). This means that methodological reflexivity 

involves a critical examination of one’s personal assumptions and beliefs, and relationship 

with the study participants. 

The reflexive statement presented below highlights the processes that may have influenced 

the research approach and findings of this study: situating the study, managing ‘self’, gaining 

access to the participants and interpretation of the results (Primeau, 2003).   

3.11.4.1 Situating the study 

The research question for this study arose from reading previous studies and reviewing the 

literature (Chapter 2). The literature review in the present study may have introduced 

preconceived theories and concepts to the data. More so, from the literature review, most of 

the research published in Nigeria is quantitative in nature, while a limited number of 

qualitative studies have been reported. This is likely because of the culture where people are 

not so open about sharing their views and opinions.  Heath and Cowley (2004) argue that 

when a researcher has previous knowledge of the research area, it can be difficult to 

completely set aside such information. However, Corbin and Strauss (2008) recognise that 
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such knowledge can aid the understanding of participants’ accounts. The researcher, 

therefore, has theoretical knowledge of D&A from the literature. Also, adopting an 

interpretive stance shaped the research methods of this study, specifically because the 

perspective supports the existence of multiple realities and focuses on understanding the 

social meanings of a phenomenon (Fossey et al., 2002; Weaver and Olson, 2006; Green and 

Thorogood, 2014). The participants shared their experiences and perspectives of D&A. 

However, being reflexive enabled the researcher to set aside any preconceptions that may 

have been introduced from the review of the literature. This allowed themes to emerge 

directly from the data collected, enabling an understanding of D&A from the accounts of 

women and HCPs. 

3.11.4.1 Gaining access 

In order to achieve the aim of this study, access to women who had experienced D&A in 

facilities and maternity care professionals was required. The researcher initially anticipated 

being faced with the challenge of having access to participants willing to take part in the study 

and share their experiences of D&A. However, the ‘insider’ position of the researcher (being 

a Nigerian and an indigene of Benue State) supported with negotiation access but did not 

serve as a means to evade the process. Also, all the participants freely participated in the 

study which enabled an understanding of their experiences and perspectives of D&A in 

maternity care.  

The researcher also kept a journal throughout the period of this study and field notes taken 

during the period of data collection. Bryman (2012) describes field notes as comprehensive 

summaries of behaviour and incidents and initial reflections the researcher has of them. From 

the field notes and diary kept for this study, the researcher was able to reflect upon her 
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personal thoughts about events and experiences during the data collection in the field and 

processes that were hurdles and ‘breakthroughs’ (Alder and Alder, 2009).  

3.11.4.2 Managing ‘self’  

Another issue paramount to this reflexive account is the ‘insider-outsider’ perspective of the 

researcher (Watts, 2006); though whatever status researchers take usually depend on their 

epistemological stance (Griffith, 1998). In qualitative research, the ‘insider-outsider’ position 

is regarded as the extent to which investigators are situated either outside or within the group 

being studied due to their shared ‘lived experiences’ or positions as members of that 

population (Dwyer and Buckle, 2009; Gair, 2012). An ‘insider’, therefore, refers to a researcher 

who has similar characteristics such as gender, ethnicity, experiences or roles with the study 

group, whereas, an ‘outsider’ is one who does not belong to that population (Kanuha, 2000; 

Asselin, 2003; Gair, 2012).  

There are debates about the ‘insider’ and ‘outsider’ status of the researcher on the research 

process in the literature (Kanuha, 2000; Asselin, 2003). Some scholars have argued that the 

‘insider’ position of the researcher is beneficial in research processes such as developing study 

questions, gaining access to participants and analysis of the data (Griffith, 1998; Kanuha, 

2000; Gair, 2012). However, it also has some challenges such as the participants having certain 

expectations from the researcher (Kanuha, 2000). Like the ‘insider’ perspective, the ‘outsider’ 

status is not without its controversies; as authors have offered arguments for or against it 

(Bridges, 2001; LaSala, 2003; Hellawell, 2006). Further, De Cruz and Jones (2004) have argued 

that a researcher could be either, or sometimes both. They recognised that while the 

‘outsider’ position may result in difficulty in gaining access, the ‘insider’ status in the recent 
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past has been used to evade it.  Whether researchers are ‘insiders’, ‘outsiders’ or both, 

documenting their position is essential and an on-going aspect of the research (Dwyer and 

Buckle, 2009). Having an awareness of a researcher’s position also enables proper reflective 

practices for accuracy the findings (Deggs and Hernandez, 2018). 

3.11.4.2.1 Position of the researcher as a Nigerian woman researching the 

D&A of women in Nigeria 

The present study benefited from the duality of the researcher’s position – ‘insider’ and 

‘outsider’. On one hand, the researcher is of Nigerian nationality with knowledge of how the 

country’s healthcare system functions. Having this status may have offered a possibility for 

increased acceptance from the participants and staff at the health facilities. The researcher 

was able to liaise with the staff at the health facilities and receive support from them, 

especially during the data collection in the field.   

In addition, being an indigene of Benue State, gave the researcher an ‘insider’ status and an 

understanding of the culture of the people from the state. Deggs and Hernandez (2018) 

highlight how important it is for researchers to immerse into qualitative research settings in 

order to understand the dynamics of the cultural norms. In Nigeria, people of a specific ethnic 

group are often identified by the language they speak. Greeting people in their local language 

creates a sense of identity and enables an easier interaction with them. In some cases, the 

researcher had to greet participants in their local language or the ‘Pidgin English’ to break any 

initial barrier and increase their reception and willingness to interact with the researcher.    

Moreover, during the FGDs, for example, the researcher was mindful of the influence of her 

status as a researcher could have on how she may be perceived by the participants. Having 
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this in mind, the researcher minimised her status as a researcher and removed any display of 

‘power’ and was able to create a productive environment. This was achieved by helping the 

mothers with children while moving around the groups with the audio-recorder to enable 

each participant to share their accounts.   

On the other, the researcher also had an ‘outsider’ perspective. Her lack of a personal 

maternity care experience of D&A in health facilities and not being a maternity care 

professional is another aspect that calls for reflexivity. The researcher had anticipated that 

her lack of a maternity experience may interfere with the willingness of the women to share 

the experiences. However, this did not have a negative influence on the course of the research 

as all the participants freely described their experience of D&A. In addition, the researcher 

had some initial presumptions that the women may not be willing or comfortable to have a 

discussion because of her lack of a medical professional background. This presumption 

emanated from her understanding of the importance placed on medical doctors in the 

Nigerian society. In hindsight, not being from a medical background eliminated any concerns 

the women may have had about their future maternity care, allowing them to freely share 

their experiences.  

Further, the researcher had knowledge of D&A in maternity care from the literature and heard 

stories (second-hand narrative) of other women’s experiences in Benue State.  Despite having 

these ideas, it was a privilege to listen to the first-hand accounts of D&A from the women in 

this study. To manage the researcher’s personal feelings and ensure it did not influence the 

research process, the researcher kept a record of field notes after each FGD and interview 

session. The field notes were a record of events, behaviours and observations, as well as a 
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personal journal of the researcher’s thoughts and feelings. These were reflected upon and 

acknowledged before commencing data analysis to ensure the subjectivity of the process and 

credibility of the findings.   

3.12 Ethical considerations  

When conducting research that involves humans as participants, it is necessary to obtain 

ethical approval to protect the participants and researchers (LoBiondo-Wood and Harper, 

2006; Polit and Beck, 2007). An ethics application was submitted to the Institute for Health 

Research Ethics Committee, UoB for the first and second phases of data collection. An ethical 

approval (IHREC Application No: IHREC681, 15th September 2016) (Appendix 3.13) was 

obtained following a critical review of the application for phase 1 of the study. For the second 

phase, another ethical approval (IHREC Application No: IHREC681, 8th August 2017) (Appendix 

3.14) was obtained after the ethics committee reviewed the application. 

In addition, a similar ethics application process was made in Nigeria to gain approval from 

BSUTH (NHREC/08/11/2013B/2016/0020, 28th September 2016) and the Government of 

Benue State, Nigeria (MOH/MED/261/Vol.II/707, 5th September 2016) Appendix 3.15 and 

Appendix 3.16, respectively). The researcher also obtained permission to access and recruit 

participants from the Head of O&G, BSUTH (Appendix 3.17), and the Chief Medical Director 

of the EUBMoH. The researcher attended necessary training and did a lot of studying on 

qualitative research to acquire research skills relevant to this study (Dickson-Swift et al., 

2008).  
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3.12.1  Informed consent  

In research, informed consent is the principle that enables a researcher to provide 

participants with adequate information about the research. It often includes the freedom and 

choice to participate or refuse participation without persuasion or coercion (Denzin and 

Lincoln, 2011; Polit and Beck 2011). Participants ought to be allowed to take part voluntarily 

after understanding the purpose of the research (Green and Thorogood, 2009; Lincoln, 2009; 

Creswell, 2012). All the participants were verbally informed of the purpose of the present 

study and given the consent form and participant information sheet.  

The participant information sheet contained an explanation of the purpose of the study, the 

data collection process and of the right to freely accept or refuse participation. They were 

allowed some time to read the participant information sheet and decide if they wanted to be 

involved in the study or not. All the participants also had the right to discontinue participation 

at any time if they felt the need (Berg, 2009). The consent form was used to know if they had 

received and read the participant information sheet, had the opportunity to ask questions, 

understood their right to accept or refuse participation, and agreed to an interview. It also 

requested their affirmation on non-use of their names in the study and to be audio-recorded. 

All the participants willingly signed the form to indicate their consent.   

3.12.2  Confidentiality, anonymity and privacy 

Anonymity and confidentiality are crucial ethical issues when carrying out research to protect 

participants’ information and identities (Green and Thorogood, 2009; Denzin and Lincoln, 

2011). The FGDs were conducted in a room at the health facilities and “Do not disturb” was 

written on a placard and placed outside the door to limit access for other people. Interviews 
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with women were conducted at their offices or in a quiet room in their homes. The HCPs were 

interviewed at their offices or in a room at the health facilities.  

This study maintained anonymity through a number of ways. Code numbers were used to 

identify the participants during data collection, analysis, presentation of the findings (see 

Chapters 4 and 5), and publication. Transcription of the data was done using headphones in a 

private room to prevent other people from overhearing the audio-recordings. Any 

information that could identify any of the participants was removed during the transcription. 

Examples of how the code numbers were used to identify participants are shown in the results 

chapters (Chapters 4 and 5). Any socio-demographic information the participants provided 

was for the purpose of the research. 

All the participants were informed that any socio-demographic information provided would 

be used for data analysis and presentation of the findings. Data collected were not shared 

with other individuals or organisations apart from the supervisory team (Lincoln, 2009; 

Creswell, 2012). This ensures the information is respected and kept private as part of data 

protection (Polit and Beck, 2007). Therefore, at every stage of the study, confidentiality and 

anonymity were maintained. 

3.12.3  Safeguarding the women 

Due to the sensitive nature of a research topic, it is possible that participants may become 

distressed, anxious or even upset when sharing their experiences. The researcher had 

anticipated that participants could become emotionally distressed due to the sensitive nature 

of the study. Through contact with the gatekeepers, counsellors at the health facilities were 

readily available to provide support in case participants became distressed or uncomfortable 
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from sharing their experiences (Sanjari et al., 2014). During the data collection with women 

(FGDs and semi-structured interviews), the researcher was mindful of signs of emotional 

distress characterised by long pauses or crying.  The researcher was prepared to pause the 

discussion if participants exhibited any distress and confirm if they wanted to discontinue or 

perhaps speak to a counsellor. In cases where participants felt the need to continue or 

discontinue after the break, the researcher would have followed their request. In addition, if 

a participant had requested to discontinue, the researcher was ready to inform them of the 

option of seeking support by speaking to a counsellor at the health facility. However, all the 

participants in this study did not display any signs of emotional distress, none requested to 

discontinue, and they willingly shared their experiences.  

3.12.4 Data storage and analysis 

All the data collected in both the first and second phases of the study were transferred onto 

a password-protected laptop. The digital audio-recorder, signed consent forms, and 

completed socio-demographic information sheets were kept in a secured safe (Patton, 2015), 

accessible only to the researcher. When collecting data, no false information was given to the 

participants and data gathered were stored in a laptop secured with a password and in a 

secured safe accessible only to the researcher. The researcher who transcribed the data and 

the supervisors are the only people with access to the transcripts and reported the findings 

based on the objectives of the research (Lincoln, 2009).  Also, no false information was 

included when writing the findings and discussion chapters.   
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3.12.5  Safety of the researcher–lone worker 

The safety of the researcher was put into consideration. To make sure of this, the supervisory 

team and next of kin were always informed of whom, where, when and how long the 

researcher was meeting with participants and gatekeepers. The researcher met with the 

participants only during the daytime at the health facilities, offices or in the women’s homes. 

During the data collection, the researcher also avoided going to the crisis-prone areas, 

considering the high rate of insecurity in Benue State and Nigeria as a whole. The supervisory 

team and the UoB’s Research Graduate School were informed about the progress of the 

research on a weekly basis.  

3.13 Chapter summary 

The chapter considered the epistemological and ontological stance in research and the 

justification for adopting the interpretive paradigm to conduct this qualitative study. The 

nature of the qualitative design enabled the researcher to use FGDs and semi-structured 

interviews to collect data to achieve the objectives of the study. The methods were 

appropriate because they align with the research methodology and interpretive philosophical 

stance. In the first phase of the study, FGDs were useful in obtaining women’s accounts of 

their experiences of D&A during maternity care in health facilities. Semi-structured interviews 

with women were used to complement the data from the FGDs and provide further 

information, in the second phase of the study. Still, in the second phase, semi-structured 

interviews were valuable in gathering data from HCPs on their perspectives on the research 

topic. The thematic approach was used to analyse both women’s and HCPs’ accounts. In 
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addition, the chapter presented an explanation of the ethical considerations and criteria for 

methodological rigour applicable to the study.  

A description of the final themes is provided in two chapters to present the findings following 

the data analysis. The next chapter (Chapter 4) presents the findings from the FGDs and semi-

structured interviews with women, and Chapter 5 reports the findings from the semi-

structured interviews with HCPs.  
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CHAPTER 4 FINDINGS ON WOMEN’S EXPERIENCES OF D&A 

4.1 Introduction  

This chapter presents the findings from the FGDs and the semi-structured interviews with 

women. It begins with a presentation of the socio-demographic information of the women 

who participated in the FGDs, then of those from the semi-structured interviews. The next 

section describes the themes that emerged from the women’s accounts of their experience 

of D&A in maternity care facilities. The data from the semi-structured interviews were used 

to explore in-depth meanings to the broad perspectives elicited in the FGDs. However, the 

study merged the findings from the FGDs and semi-structured interviews with the women. 

There were many similarities in the themes that emerged from the FGDs and semi-structured 

interviews. Merging the findings allowed a greater exploration of the themes.  

As stated in Chapter 1 (section 1.4.2), the aim of the study was to provide an understanding 

of women’s experiences and HCPs’ perspectives on D&A during maternity care in health 

facilities in Benue State, Nigeria. The objectives of the study were:  

1.    To understand how women perceive their experiences of D&A during childbirth, antenatal 

and postpartum care   

2.    To explore the perceived factors contributing to D&A in childbirth, antenatal and 

postpartum care  

3.    To understand how women’s experience of D&A could impact on their use of maternity 

services in the future 

4.    To understand how HCPs perceive D&A and why it occurs in maternity care facilities 
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5.    To explore the perceptions of HCPs on the impact of D&A on women’s health, wellbeing 

use of health facilities, and recommendations on how D&A can be prevented in maternity 

care. 

The findings presented in this chapter are from the data collected to achieve the first, second, 

and third research objectives of this study.  

4.2 Socio-demographic characteristics of women in the FGDs 

The women were aged between 17 and 37 years old. All the women were married; 30 were 

Christians; 2 were Muslims; 27 had post-secondary education; 5 had secondary education; 21 

were unemployed; 11 were employed; 13 had one child each; 12 had two children each; and 

7 had three or more children (see Table 4.1). All participants described at least one episode 

of D&A during their last maternity care – antenatal, childbirth and postpartum care – in health 

facilities. The FGDs lasted between 40 and 75 minutes. The socio-demographic information of 

each participant in the FGDs is in Appendix 4.1.  
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Table 4.1: Socio-demographic characteristics of the women in the focus group discussions  

 

4.3 Socio-demographic characteristics of women in the semi-structured interviews 

As shown in Table 4.2, the age of the women was between 20 and 41 years. Thirteen of the 

women were married, and one was widowed. All the women were Christians, except for one 

who was a Muslim. Ten of the women had a post-secondary education while 4 had secondary 

education. More than half of the women were currently in employment and 6 were 

unemployed. Seven of the women had two children, 4 had three or more, and 3 of them had 

Characteristics n=32 

Age           18–20   3 

21–30 24 

31–40 5 

Tribe Tiv 20 

Idoma 5 

Igede 4 

Igbo 2 

Igala 1 

Marital status Married 32 

Religion Christian 30 

Muslim 2 

Level of education Secondary 5 

 Post-secondary 27 

Employment status Employed 11 

Unemployed 21 

No of previous births 1 13 

2 12 

3 and above 7 
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one child each.  Appendix 4.2 presents the socio-demographic characteristics of each 

participant in the interviews.  

All participants described at least one episode of D&A during their maternity care – antenatal, 

childbirth and postpartum – in health facilities. The duration of the interviews was between 

38 and 50 minutes. 
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Table 4.2: Socio-demographic characteristics of the women in the semi-structured 
interviews  

Characteristics n=14 

Age           20-30 8 

31- 40 4 

41-50 2 

Tribe Tiv 9 

Idoma 2 

Igede 2 

Igbo 2 

Ora 1 

Marital status Married 13 

Widowed 1 

Religion Christian 13 

Muslim 1 

Level of education Secondary 4 

 Post-secondary 10 

Employment status Employed 9 

Unemployed 6 

No of previous births 1 3 

2 7 

3 and above 4 
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4.4 Emerged themes from women’s accounts 

Four main themes (Figure 4.1) emerged from women’s description of their experiences of 

D&A in health facilities during maternity care: (1) Women’ perceptions of their experiences, 

(2) perceived factors that contribute to D&A, (3) perceived impact and (4) perceived strategies 

to prevent D&A.  

 

Figure 4.1: Themes and subthemes from the FGDs and interviews with women 
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4.4.1 Theme 1: Women’s perceptions of their experiences   

4.4.1.1 ‘Normative’ practice 

A major theme that emerged from the accounts of most of the women in both the FGDs and 

semi-structured interviews was the systematic experience of mostly verbal abuse from 

healthcare professionals, whereby such experiences became a normative practice for the 

women in maternity facilities. Within this theme, ‘normal (mis)behaviour of HCPs’ and 

‘endure abusive practices’ are reported.  

4.4.1.1.1 Normal (mis)behaviour of HCPs 

In the FGDs and semi-structured interviews, the participants consistently described how 

common it was to experience disrespectful and abusive practices such as being shouted at 

with offensive language from healthcare staff or being treated harshly. They also reported 

instances where they had witnessed other women experience such incidents in health 

facilities. The women’s accounts revealed that different forms of verbal abuse were often 

experienced during antenatal care and childbirth but rarely after birth. As a result of how 

frequently such disrespectful and abusive incidents occurred, they often regarded such 

actions as normal (mis)behaviour from health professionals which they had become 

accustomed to: 

“…the nurses at that antenatal [clinic] were not friendly at all; they were quite abusive 

[...] they use very harsh words and even be insulting women […] but it is a common 

thing at the hospital.” (FGD5, P2, 25 years old) 

“It’s like a usual thing that whenever women go to the hospitals, the nurses are always 

shouting at them, though some of them are good and try their best, most times there 
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are always clashes between women and the doctors or nurse; especially the nurses.” 

(INT-PT 4, 41 years old) 

Other women also reported similar views by stating that they believed it was not uncommon 

for health professionals to care for women in a disrespectful manner during antenatal visits:  

“They treated me in a way that was not always good, but that's how they always 

behave during our antenatal [appointments]; it’s normal for them to behave like that 

anyway.” (FGD3, P3, 29 years old) 

“They shout at women very well for antenatal... in fact; we are use to it.” (FGD3, P4, 

26 years old) 

While describing their experiences, it appeared that a number of women regarded it as the 

HCPs’ inability to carry out their job description effectively. However, this point was raised 

during the interviews and not in the FGDs. Some of the women stated that:   

“They shout and insult women because they don't know their job. If they know their 

job, they will know that they have to take care of women and not to be shouting and 

abusing women that are pregnant and come to the hospital for antenatal.” (INT-PT 7, 

30 years old) 

“Another problem is that the nurse use to be angry with me because she did not know 

what her job means. That is, she did not know her role as a nurse […]. If you see a 

nurse that knows how to do her job very well, she will not have time to be abusing 

women because of whether they did not do this or that, they will just be very nice all 

the time.” (INT-PT 11, 32 years old)  
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“I was angry because the doctors did not do their jobs well […] It is their job to keep 

updating me that everything is well; if everything is right; if everything is not well. It is 

their job to tell me if there is a problem and if everything is not well. But since I started 

going there […] I felt that they did not do their jobs well as doctors, qualified doctors.” 

(INT-PT 1, 28 years old) 

4.4.1.1.2 Common practice in health facilities 

Some women stated that it was common for HCPs to be verbally abusive toward women 

especially in government-funded hospitals. There was concurrence on this view from the 

FGDs and interviews. The women further explained that health professionals in private 

hospitals provided respectful care to women for fear of losing their jobs compared to those 

in government-funded health facilities who sometimes engaged in disrespectful practices:  

“It is normal for the nurses to be rude to patients because they feel there is nothing 

you can do as it is a federal government work, but if it is a private, they are very careful 

not to lose their jobs. With the federal government, you just don’t lose your job easily 

like that. That is why those at the federal hospitals are that rude.” (INT-PT 9, 31 years 

old) 

“For me, they were always too harsh, and this is common especially in government 

hospitals.” (FGD3, P2, 24 years old) 

4.4.1.1.3 Endure abusive practices 

Repeatedly, the women’s responses from the FGDs and interviews revealed they had to 

endure the abusive acts perpetrated on them during maternity care because they felt such 

practices occur frequently. Some of these women recounted how they coped with abusive 
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practices such as verbal abuse and failure to respond to their call for help. They had the hope 

that the time spent at the health facilities for their maternity care – antenatal, childbirth and 

postpartum care – would be over soon, and they would go back to their homes: 

“When you ask them a question, they will just be shouting at you for nothing... but I 

just manage them till I finish antenatal because I know I will soon go home.” (FGD 5, 

P4, 32 years old) 

“They will not even give you chance to talk; they will just shout at you, but you have 

nothing to say or to do than to manage.” (FGD1, P1, 26 years old) 

 “So, what you just have to do is that you will endure anything you see or anything that 

happens to you. You don’t have a hospital; you don’t have a choice because there is 

nothing one can do.” (FGD2, P6, 29 years old)   

“I did not want it to turn into something else […] I just cope with everything.” (INT-PT 

7, 30 years old) 

Some women described how they used their faith as a source of strength to cope with their 

experiences of disrespectful and abusive care at the health facilities. Such women relied on 

religious practices which they believed helped them deal with the verbal abuse experienced: 

“If not for God, people like me cannot even survive how bad they talk to women and 

treat us during pregnancy, but I thank God for helping me during my pregnancy.” (INT- 

PT 9, 31 years old) 

“Some of them [health professionals] can be very rude at times, but it’s just God that 

will help us to really cope with them and manage how badly they treat us.” (FGD 2, P3, 

28 years old) 
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4.4.1.2 Dehumanisation of women 

Dehumanisation, as reflected from the women’s accounts meant, how they felt about losing 

their value and dignity while going through the experience of D&A during antenatal, childbirth 

and postpartum care. During the FGDs and semi-structured interviews, women described how 

their experiences made them lose their self-respect, and how they regarded the HCPs as not 

being considerate toward them. Within this subtheme, ‘degrading women’, and ‘lack of 

empathy’ are covered.  

4.4.1.2.1 Degrading women 

Some women reported that their experience of disrespectful and abusive actions such as 

being shouted at and quarrelled with by HCPs demeaned them and destroyed their feelings 

of self-worth. Such experiences made them feel like they were not treated as ‘human beings’. 

Women who expressed this view were first-time mothers, and some of them said:  

“The nurses there will be shouting at you as if we are not human beings.” (FGD1, P1, 

26 years old) 

 “It is bad. They make you feel like you are not a human being. It's like they just like to 

shout and quarrel [with] pregnant women…” (FGD2, P7, 23 years old)  

“They make you feel like you don't matter when they talk to women in a rude way and 

sometimes that can make a woman feel like she doesn’t mean anything to them.” 

(FGD3, P6, 29 years old) 

Some women in the interviews also expressed similar views that their experiences of D&A 

were degrading, though, unlike in the FGDs, these women were multiparous mothers:  
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“That kind of behaviour from the nurse will make you think whether she even looks at 

you like a human being. It is only somebody that does not have a good mind that will 

not help a pregnant woman in labour... look at all the pains that we go through in 

labour.” (INT-PT 6, 29 years old) 

“Most times they don’t treat women well. They treat them like they are animals.” (INT-

PT 12, 29 years old) 

4.4.1.2.2 Lack of empathy 

A number of the participants described their experiences of D&A as a consequence of the 

HCPs having no empathy for women. Such responses were mostly from women who were 

cared for by female nurse-midwives during childbirth. Their accounts reflected a lack of 

sensitivity and compassion from female health professionals’ providing care during labour and 

childbirth.   

Participants had expected the female health professionals to empathise with the pain 

experienced during childbirth. The women felt the need for empathy towards them because 

the health professionals were fellow women who had undergone or expected to have an 

experience of the labour process in the future: 

“As for me, I use to just manage how they treat me bad because at the end of the day, 

I know I will not sleep there; I will go back to my house.” (INT-PT 3, 33 years old) 

Other women, especially from the interviews, believed that when the period of pregnancy 

and childbirth was over, they would return to their daily lives and not worry about their 

experience of abusive practices during the period of pregnancy:  
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“To be honest, most times one just has to endure everything; so as soon as you deliver 

your child safely, you can go back to your life again and not worry yourself about 

anything that happened in the hospital.” (INT-PT 13, 20 years old) 

“A woman cannot stay pregnant forever so when they finish doing all their partiality 

and choosing the people that will see a doctor first […] after I have my baby, I just go 

home and continue with my life and my family.” (INT-PT 8, 28 years old) 

From both the FGDs and interviews, women described how they were not given the right to 

express their feelings and had to endure D&A to avoid an escalation of the situation. This 

revealed a sense of helplessness as the women did not have the right to express how they 

felt. As a result, they had to endure their maternity care experiences:   

“They talk to women in a rude way, and it is bad because they are women like us, but 

they cannot even treat women well.” (FGD3, P6, 29 years old) 

“You know I was thinking they will at least be nice and try to understand, especially 

now that the baby was coming, but they just didn’t care. They were just angry and 

quarrelling me.” (FGD4, P6, 26 years old) 

The responses of women from the interviews appeared to corroborate the view of some in 

the FGDs as expressed in the findings above. The women felt that health professionals should 

always express sympathy for women and show they understand what women go through 

during pregnancy and childbirth: 

“No matter what, the nurses are supposed to show the women that they feel concern 

for the situation they were facing and not to show lack of concern like they did.” (INT-

PT 4, 41 years old) 
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“…they don’t use to pity somebody because if the woman has small pity for me, we 

would have come to check me when I was calling her to come and check my BP [blood 

pressure], but she did not come.” (INT-PT 2, 31 years old) 

4.4.1.3 ‘No harm intended’ 

Responses from women’s accounts also revealed how they regarded their experience of 

disrespectful and abusive care as having no ill-intentions. Some of these women did not 

necessarily consider the behaviour of some HCPs during labour and childbirth to be 

disrespectful and abusive. Instead, they viewed such behaviours as well-intentioned. For 

example, actions such as being slapped or hit on the legs were regarded as a reminder to exert 

the pressure required to safely give birth to their children. Within this subtheme, 

‘encouragement to ‘push’ and ‘intended to save a life’ are presented.   

4.4.1.3.1 Encouragement to ‘push’ 

Women mentioned that due to labour pains, they sometimes closed their legs during 

childbirth. However, when HCPs shouted at, hit or slapped them, they opened their legs again. 

Specifically, women from the FGDs expressed that the anger from HCPs, being shouted at and 

slapped was a reminder of the need to ‘push’– exert the pressure necessary to give birth to a 

child: 

“I like the care but as I was pushing, the nurse was shouting that I should stop 

disturbing her and when I did not push well, she slapped my leg and said that I will kill 

my baby if I close my leg and because of that, I open my legs.” (FGD1, P5, 25 years old) 

Other participants shared similar views about their experiences by expressing that they 

sometimes felt tired during the labour and childbirth process which led them to attempt 
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closing their legs. However, when a health professional reminded them that their actions 

could result in the death of their child, they felt encouraged to exert more pressure during 

the childbirth: 

“When I was tired and not pushing, she was angry at me that I want to kill my baby 

and I was like trying hard to push. [The midwife] was okay, but when I don't push, she 

will get angry and quarrel [with] me to push.” (FGD3, P5, 19 years old) 

4.4.1.3.2 Intended to save a life 

Most of the women who mentioned that being slapped on the legs during labour and 

childbirth were a reminder to ‘push’ reported such actions as intended to save the lives of 

their unborn children, specifically, during childbirth:  

“At times we women we do close our legs. We know that that’s the only thing that will 

help us. Then they will shout at us, say open your legs, Madam, why are you closing 

your legs? Do you want to kill the baby? Then, you will come and open your legs.” 

(FGD1, P7, 30 years old)    

Not all women, however, perceived being shouted at, hit or slapped as a reminder to ‘push’ 

or save the lives of their unborn children. One woman recounted how her inability to ‘push’ 

made the health professional who was providing her care angry, and she had her childbirth 

induced as a result without her consent. She described feeling violated as her consent was 

not sought because she wanted to experience childbirth naturally, but the process was 

disrupted: 
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 “I was like it’s not my fault it’s when the baby wants to come out, but he said I was 

not pushing well, so he got angry and added me like that without my permission. That 

was the annoying part!” (FGD1, P3, 24 years old) 

The accounts of other women also revealed how they viewed the actions carried out by HCPs 

were with the intent to bring harm to them. One woman recounted an instance when she was 

slapped on the leg by a nurse for failure to ‘push’, but she considered it as an intentional act 

to cause her pain. She also perceived the intervention from another provider as proof to 

support her view: 

“… the other one was very harsh on me, that, I was like, I want to kill my baby, I don’t 

want to… she even slapped me let me say like that because at a point she slapped me, 

but the doctor said she shouldn’t do that next time.” (FGD3, P3, 29 years old) 

Some women from the FGDs and interviews, especially the multiparous women, felt that the 

actions of HCPs were perpetrated without justification as they reflected and contextualised 

their experiences:  

“Sometimes there is even no reason for the abusive language…’ (FGD5, P2, 25 years 

old) 

“They shout at you, for just no cause…” (FGD2, P5, 30 years old) 

“During the check-up, the doctor was just angry and saying that I should hurry up and 

finish what I’m saying. He was just hurrying me up instead of allowing me to say what 

I was telling him for just no reason.” (INT-PT 4, 41 years old) 
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4.4.2 Theme 2: Perceived factors that contribute to D&A   

This theme as reflected from women’s accounts of their experiences of D&A refers to the 

factors perceived to contribute to disrespectful and abusive care in maternity facilities.  From 

both the FGDs and interviews, women described several reasons they felt contributed to their 

experience of disrespectful and abusive care. However, most of the reasons given that align 

with this theme had emerged more from the FGDs than to the interviews and focussed on 

service users, HCPs and health facilities. The sections below present findings on women’s 

descriptions of these perceived factors under the subthemes: ‘women-related factors’, ‘HCP-

related factors’ and ‘health facility-related factors’.   

4.4.2.1 Women-related factors 

Women mentioned several factors that contribute to D&A in maternity care, and those 

reported within this subtheme were based on their actions during their maternity care 

appointment at the health facilities and socio-demographic characteristics. This subtheme is 

presented in detail in the sections below: ‘lack of respect for healthcare staff’, ‘tribal 

differences’, and ‘being a first-time mother’. 

4.4.2.1.1 Lack of respect for healthcare staff 

A majority of the participants described that women may be disrespected and abused in 

health facilities when they fail to carry out the instructions given to them by health 

professionals regarding their maternity care. During the interviews, some participants’ 

responses revealed that women who fail to show respect to health professionals were likely 

to suffer abuse from the same or other staff. The HCPs may use abuse as a way of retaliating 

for women’s rude behaviours. For example, one of the women mentioned during the 
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interviews that women sometimes referred to birth attendants as cleaners. The birth 

attendants became offended by the women’s lack of respect for their profession. As a result, 

those women were likely to experience disrespectful care during the period of labour and 

childbirth:  

“Some of these problems are caused with women ourselves – lack of respect. We don’t 

respect the nurses especially the attendants in the hospitals […] We call them cleaners 

instead of addressing them as attendants and they feel bad when you call them 

cleaners and then you tell them that their job is nothing. When you disrespect them, 

they will disrespect you.” (INT-PT 4, 41 years)   

Other women were of the view that the inability of service users to obey instructions from 

healthcare staff is a show of lack of respect which can lead to disrespectful actions from the 

professionals. The women explained that they were unable to ‘push’ as instructed by the 

nurse-midwives because they were tired, and the labour pains were unbearable. This made 

the nurse-midwives angry, and subsequently verbally abusive: 

“They attended to us but sometimes they use to quarrel us when they say that you 

should do something, and you did not do it.” (FGD3, P2, 24 years old) 

“She [nurse-midwife] said to me, Madam, ‘push’ so that your baby can come, but I did 

not ‘push’. I was tired and started crying, and they just started to quarrel me.” (INT- 

PT 13, 20 years old) 

During the interviews, some women described how the inability to go to other medical 

laboratories, carry out scans and bring the results back to health facility as instructed by the 
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HCPs had facilitated their experience of D&A. The women believed such situations led to 

verbal abuse such as scolding and quarrelling:  

“Sometimes, maybe when they ask women to do one or two things, and they don’t do 

it. If it is a hospital that they don’t run a scan, they can tell them that they should go 

outside and bring the result for them to see, but maybe they won’t do it.” (INT-PT 7, 

30 years old) 

“In my own case, it was because the doctor ask me to do a scan and bring the result 

and I did not do it; that is why they were annoyed and quarrel with me.” (INT-PT 11, 

32 years old) 

Other participants mentioned that D&A in health facilities could result when women do not 

conduct themselves in a respectable manner during their maternity care appointments:   

“It is because even them [women] too any time they go there, they should listen to 

what nurses use to say. It is not everywhere… it’s not anywhere you go, and you start 

saying anything that you like; you have to respect yourself before others can respect 

you.” (INT-PT 5, 29 years old) 

Another woman reported during the interviews that HCPs could become harsh towards 

women when they fail to pay attention during their antenatal appointments:  

“In antenatal [appointments] like for example, that is why sometimes most nurses 

shout at pregnant women not because they don’t like what they are doing but because 

they want them to listen to what they are.” (INT-PT 9, 31 years old)   
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4.4.2.1.2 Tribal differences 

This refers to the women’s descriptions of how being from a tribe different from the health 

professionals was perceived to contribute to D&A. Their accounts revealed that the difference 

in the spoken local language between women and their service providers resulted in 

disrespectful and abusive practices such as verbal abuse, delayed responses to questions and 

a show of partiality. A few participants, particularly from the FGDs felt that the diversity 

among the tribes between service users and HCPs facilitates disrespectful and abusive 

maternity care: 

“Sometimes, you know it is a public hospital, and you know in Benue State we say we 

have Tiv, Idoma, Igede, we call plenty languages does not mean that you are not their 

tribe they will not take good care of you.” (FGD 1, P6, 25 years old)  

Women perceived that tribal differences contribute to different manifestations of 

disrespectful care practices such as verbal abuse in the form of shouting at women:  

“The time I go to deliver this my last baby, I see one woman there that the nurse was 

shouting out that she should have brought somebody that speaks her language that 

the person for help her to talk to the nurse. She did not understand the woman that 

is how she was shouting at the woman.” (FGD 5, P5, 33 years old) 

A few of them felt the HCPs delayed offering responses to their questions because of the 

difference in their local language. They also had to ask the questions repeatedly before been 

provided with answers:  

“As me I’m not Idoma like her, she did not even answer me, she just continue to sit 

there. It was till after that she then ask me, madam what do you want? What are you 
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disturbing me? Then I ask her again before she answered me.” (INT-PT 14, 36 years 

old) 

From both the interviews and FGDs, some women described how the native language of HCPs 

and the women influenced D&A in health facilities. However, rather than facilitating D&A as 

described in the FGDs, they felt it promoted RMC practices for such women. From their 

accounts, healthcare staff seemed to be more attentive and patient when providing care for 

women that spoke the same language compared to those who didn’t. Some of them reported 

that:  

“But funny enough, when I was there one other woman came after me, but she was 

talking nicely to her. Then I realised the woman was her tribe as soon as they started 

speaking their language.” (FGD5, P4, 32 years old) 

“The time when my water broke and I go to the hospital to deliver, women there will 

greet the nurse in their language, and they will pamper them well. They will be going 

and checking on the women quickly and asking them if they have any problem and if 

they are okay.” (INT-PT 3, 33 years old) 

“I would say that one thing I noticed was the way the staff especially the nurses in 

antenatal were more friendly with women who spoke the same language with them, 

but if it’s another person, they won’t even like to answer their question. So, I think 

that language is a factor.” (INT-PT 2, 31 years old) 

Apart from speaking different local languages, women’s responses from the interviews 

indicated that service providers prioritise care during antenatal appointments for women 

from the same state of origin as them: 
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“In the process of calling the numbers for doctors to check on you; at times, they 

[midwives] go and start from number twenty instead of number one since the person 

comes from the same place as them. So, even when you complain to those nurses, 

they will tell you that it is like that, that even here there is no first and there is no last.” 

(INT-PT 1, 28 years old) 

“The way they use to be doing partiality there was just too much. There was nothing 

like first come, first serve and it was very bad […] If it was during labour, somebody 

will even understand that it was because of labour emergency but it was because they 

use to call women that are from their place first.” (INT-PT 11, 32 years old) 

4.4.2.1.3 Being a first-time mother 

Some of the women’s accounts suggested that being first-time mothers made women prone 

to D&A in health facilities. Both first-time mothers and multiparous women from the FGDs 

and interviews expressed this view. Their responses indicated that having no previous 

maternity care experience contributed to their encounter of verbal abuse during antenatal, 

childbirth and postnatal care. Due to their inexperience with motherhood, first-time mothers 

described having reacted to the labour pains in a manner that seem to upset the health 

professionals. Some first-time mothers recounted how their lack of prior knowledge of what 

to do or how to manage their labour pains irritated the HCPs and resulted in verbal abuse – 

being shouted at:  

“Since it was my first time, I was in so much pain and cannot control it […] I was 

shouting in the labour room, and the nurse was not even helping matters and because 

this is my first baby I did not know what to do.” (FGD3, P3, 29 years old)   
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“You this woman, because it’s your first time to born, you think you can just be 

shouting anyhow here? Shut up! This is a hospital!” (FGD5, P6, 20 years old) 

Similar to the accounts of the first-time mothers, multiparous women from the interviews and 

FGDs expressed parallel views. According to their descriptions, women who lack prior 

knowledge of the process of facility-based maternity care seemed more likely to suffer verbal 

abuse from HCPs during postnatal care. They reported that women with a first childbirth 

experience usually had little or no knowledge of what to do when they visited the postnatal 

clinics for immunisation of their newborns: 

“When you come for immunisation and you don’t know what to do like the new 

mothers, […] those women giving the immunisation here use to shout at them for little 

things […] like when they don’t know where to go and get a hospital card.” (INT-PT 12, 

25 years old) 

Other women also provided similar responses based on other incidents that occurred during 

their visits to the health facilities for postnatal care. They described how HCPs were verbally 

abusive to them because they were unsure of what to do after their children’s vaccination 

and immunisation: 

“As soon as they gave her child the injection; blood started coming out and the woman 

said nurse, what should I do to stop the blood? The nurse just screamed and said, don’t 

you have eyes? Can’t you see the cotton wool there?” (INT-PT 14, 36 years old) 

“…then the blood was coming out; I didn’t know what to do. She didn’t even give me 

cotton wool to put on that place, so I was asking her what I should do? She just said, 

don’t you have eyes? See there is cotton wool there!” (FGD2, P3, 28 years old) 
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4.4.2.2 HCP-related factors 

This reflected women’s descriptions of the factors associated with health professionals that 

facilitate the occurrence of disrespectful maternity care practices. Responses from the FGDs 

and semi-structured interviews indicated that the perceived factors under this subtheme 

resulted from ‘the domineering attitude of HCPs’, ‘long working hours’ and ‘student 

practitioners providing services’. 

4.4.2.2.1 The domineering attitude of HCPs 

From the FGDs and semi-structured interviews, women’s accounts frequently highlighted 

how service providers displayed power and control in the maternity care facilities. They stated 

that such control was exercised verbally by giving women instructions on what to do in an 

authoritative manner rather than with courtesy:  

“The way they talk to women anyhow instead of them to the talk to us in a very nice 

way like, what do you want? They will just be commanding us” Hey Madam, go and 

do this; go and do that!” (INT-PT 6, 29 years old) 

“They treated me bad, and I felt it’s just their attitude; there’s no other reason behind 

it. I just feel that’s their own way of showing they are in charge because they do the 

same to others too.” (FGD1, P3, 24 years old)  

A number of women mentioned that HCPs were usually abusive towards women because they 

believe that instilling fear in women would make them obey their instructions without 

questions:  



 

 190 

“This thing of abuse and disrespect where they shout and insult women is just so that 

women will be afraid and do anything they ask them to do without asking them 

anything.” (INT-PT 8, 28 years old) 

One participant reported that abuse occurs in health facilities because some HCPs liken 

themselves to God and behave as though they had the power to give life:    

“Funny enough, they treat people that way because they want us to fear them as if 

they are God, and they are just human being like us.” (INT-PT 10, 30 years old) 

Some women also described that HCPs with a few years of work experience were more 

domineering compared to those with many years. For example, one of the participants was 

of the view that consultants of O&G appeared more considerate when providing information 

to women than the junior doctors who gave information in a rather authoritative manner: 

“Experience is another thing. Those doctors that have been working for… those 

consultants are more patient than these new doctors that will just keep commanding 

patients.” (INT-PT 4, 41 years old)  

The response of another woman echoed a similar view, revealing that younger medical 

doctors were often more verbally abusive that their older colleagues: 

“Those young doctors there they use quarrel women more than the old ones. The old 

ones there are even patient take their time to care to women in the hospital.” (INT-PT 

13, 20 years old) 
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4.4.2.2.2 Long working hours  

Long working hours was mentioned frequently as one of the causes of D&A in health facilities. 

Women’s accounts from the FGDs and interviews revealed how they strongly felt that when 

HCPs work for very long hours, it could lead to problems such as stress or total burnout. As a 

result, disrespectful and abusive actions such as a delayed response to a women’s call for 

assistance during her labour and childbirth period become almost unavoidable. They 

expressed that when there is no prompt response to their call for assistance, they sense a 

feeling of neglect or abandonment from the service providers: 

 “… I kept shouting “Please, I’m very weak, I want to taste something”. But all of them 

it’s like they were tired and asleep; in short, nobody attended to me until I was crying. 

I was left alone.” (FGD 1, P3, 24 years old) 

According to the women’s explanations, long working hours brought about a state of physical 

exhaustion for the HCPs who became verbally abusive and harsh to women when providing 

care for them. As a result of burnout, the health professionals became easily angered:  

“…the nurse at first she was angry and shouting at me that [...] delivered babies today, 

and since the day before yesterday, she has been sleeping in the hospital; that today 

she wants to go home.” (FGD2, P6, 29 years old)  

“She said why am I coming late this? I said it is the first time that the thing started that 

I’m coming. So, the doctor now asked her to wait, she said she is tired, that she cannot 

pass her night here again.” (INT-PT 14, 36 years old) 

Apart from physical exhaustion, women felt that long working hours result in a state of mental 

or emotional strain on the service providers. From their responses, it appeared that working 



 

 192 

for many hours led to stress for HCPs, and subsequently the inability to provide the required 

care to a large population of women in health facilities:  

“Like when I was doing my antenatal [care] as I earlier said, the nurse that shouted at 

me and did not answer my greeting, I feel she was stressed up. Sometimes dealing 

with the public is not easy.” (INT-PT 1, 28 years old) 

“The stress is just too much for them [health professionals], and they can care for so 

many people at a time. It is not possible to not be tired.” (INT-PT 10, 30 years old)  

4.4.2.2.3 Student practitioners providing services  

A few women reported in the interviews that the presence of student practitioners including 

doctors and nurse-midwives as one of the causes of D&A. Their descriptions indicated that 

the student doctors and nurse-midwives were inexperienced and not very knowledgeable 

about pregnancy, childbirth and postpartum care. These women viewed the student 

practitioners’ lack of knowledge and experience as a cause of disrespectful and abusive care 

in health facilities.  

One of the women described how a student practitioner was asked to perform episiotomy on 

her by a medical doctor. During the process, she bled profusely while the inexperienced 

student practitioner struggled to carry out the procedure to no avail. It took the intervention 

of a colleague for the episiotomy to be successfully carried out:  

“She [student practitioner] was just there with her torchlight, pointing at me and doing 

nothing. [...] So, the guy [a male colleague] was like if I’m bleeding and if she could not 

do it, she should have called somebody.” (INT-PT 8, 28 years old) 
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Some women described instances when they felt neglected during labour and childbirth 

because student practitioners provided their maternity services. According to one of the 

women, a student-nurse on placement at the hospital could not tell that she was fully dilated 

due to her lack of experience in maternity care and had left her unattended:  

“The student-nurse just sat there she did not come to check me. She did not know that 

the baby was coming even when I told her the baby was coming; when she saw my 

baby’s head, she did not even know what to do.” (INT-PT 13, 20 years old) 

 Another participant also reported that a student-midwife assisted with her childbirth but 

failed to completely carry out all the necessary postpartum procedures: 

“She [student nurse-midwife] help me to deliver, but she left the placenta in my 

stomach, and I did not know. It’s when the doctor come and check me, and he said 

that the placenta is still there.” (INT-PT 7, 30 years old) 

4.4.2.3 Health facility-related factors 

The subtheme refers to the women’s views about health facility-related factors that 

contribute to D&A. The factors reported are linked to the constraints in the health facilities 

and include ‘overcrowded maternity clinics’ and ‘poor management of health facilities’.  

4.4.2.3.1 Overcrowded maternity clinics 

From the FGDs and semi-structured interviews, most of the women mentioned that many 

service users access maternity clinics for antenatal, childbirth and postnatal care. Health 

professionals had to provide maternity care service to these women. The participants were 

of the view that providing care for a large population could affect the efficiency of the 

healthcare staff:  
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“The hospital is too crowded with pregnant women and mothers all the time, and it 

affects their work.” (FGD2, P1, 24 years old) 

The women felt that HCPs who work in overpopulated maternity facilities are likely to feel 

frustrated when providing care to many service users. This often led to the perpetration of 

disrespectful and abusive actions such as being shouted at, neglected or denied care. One 

woman explained that she was sent away from a hospital she had previously registered with 

during the labour period because it was full of women at different stages of labour: 

“They told me to go that there are so many people there they can’t attend to me, that 

that’s none of their business… that I should go anywhere that I feel like, that they 

cannot attend to me there because there so many people there to attend to.” (FGD4, 

P6, 26 years old) 

Some women mentioned that they felt disrespected because they had to wait for long hours 

before being attended to as a result of overcrowding in the maternity clinics. Consequently, 

some of the women had their appointments later than expected and others even had care 

folders mixed up, leading to a further delay in receiving maternity services  

“Even when you go there early in the morning, you can stay there till late in the 

afternoon because the women there are many.” (INT-PT 1, 28 years old) 

“But the problem they are having there is that there are so much people there and 

those people there, they need to attend to... sometimes, they will mix up your folder 

and people that you came before will leave you there.” (FGD1, P6, 25 years old) 
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Other participants also shared their views on how overcrowded antenatal clinics brought 

about provision of disrespectful maternity care in situations where women did not get the 

opportunity to ask questions regarding their maternity care: 

“You will not even be allowed to ask questions because they have other women 

waiting so they will just touch your tummy and ask you to go.” (INT-PT 8, 28 years old) 

Further, women felt that the overcrowded maternity facilities result in a shortage of furniture 

such as beds and chairs.  This view was identified repeatedly from the FGDs and interviews. 

Majority of the women felt their dignity and privacy was violated especially during childbirth 

because the beds for delivery were insufficient. They considered this to be extremely worrying 

because women had to sleep on the floor while waiting to be attended to by the health 

professionals. One participant described how she was asked by service providers to lie on the 

floor during her labour period because the available beds occupied by other women who were 

also in labour:  

“When I was at the clinic due to my time was not up, they asked me to lie down on 

the floor because beds were not enough; we had to sleep on the ground till the next 

day before we were attended to.” (FGD4, P6, 26 years old) 

Another participant gave a similar account by describing how she had arrived at the health 

facility for childbirth late at night. She was informed that the hospital’s bed capacity was full 

and presented with the option of having to lie on the floor if she chose to stay: 

“When I reached the hospital with my husband, the place was filled up that night. The 

nurse said there was no bed except I can lie on the floor and wait. It was too late, so 

my husband said we just stay there.” (INT-PT 10, 30 years old) 
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Women reported how pregnant women sometimes had to stand up for the duration of their 

antenatal appointments which could sometimes last for many hours because the chairs were 

inadequate. This made the women feel neglected at the hospital: 

“In the hospital, like what I said, there are not enough chairs for pregnant women to 

sit down so when you come, they will just leave you there.” (FGD4, P1, 37 years old) 

A number of the participants also mentioned that when medical supplies and equipment are 

insufficient, women are likely to receive care services perceived as disrespectful and abusive. 

One participant specifically reported: 

“So, me I feel that any hospital conducting an antenatal clinic should have their own 

equipment for all the tests needed. They will have the equipment and then tell you to 

go to this particular place […] and then come back again and that is not nice, it was so 

stressful and when you don’t come back it becomes a problem.” (INT-PT 4, 41 years 

old) 

4.4.2.3.2 Poor management of health facilities 

Many women mentioned poor management of health facilities as one of the perceived causes 

of disrespectful and abusive maternity care. The women views suggested that the Nigerian 

Government sets up health facilities but does not put a proper management system in place 

to ensure the hospitals are run smoothly. As a result, the Government pays little attention to 

the QoC provided to women:  

“The government have hospitals and employ people, but they don't care how they 

care for women.” (FGD2, P1, 24 years old) 
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“Like in our country, these people that are at the top in the hospital and government, 

they don’t do their jobs. If they do their job, the nurse, the doctors and all the people 

will not disrespect women in the hospitals.” (INT-PT 2, 31 years old) 

4.4.3 Theme 3: Perceived impact 

Another finding that consistently emerged during the FGDs and interviews is the perceived 

impact of D&A. The theme represents women’s descriptions of the consequences an 

experience of D&A could potentially have on women’s health, wellbeing and access to 

maternity care facilities. Within the theme, ‘Intentions about use maternity care services’ and 

‘Emotional effect – feeling unhappy’ is presented. 

4.4.3.1 Intentions about the use maternity care services 

One of the predominant topics that emerged from women’s accounts of the perceived impact 

of D&A centred on their intentions to use the health facilities. Their views clearly showed that 

they appreciated the importance of using health facilities for their care antenatal and 

childbirth to prevent birth complications such as preterm labour and loss of life during 

pregnancy. Despite their experiences of D&A, participants from the FGDs and interviews 

revealed their intentions about the use of health facilities for maternity care in the future. In 

addition, they expressed their desire to encourage other women to use maternity care 

services in the future because they regarded facility-based childbirth as safer than home 

births. 
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4.4.3.1.1 No choice – helplessness 

Most of the women described a feeling of dependence on the health facilities for the provision 

of maternity care regardless of their experience of D&A. However, a sense of helplessness 

from the lack of choice for a better health facility was apparent in their responses:  

“You don’t have [a better] hospital; you don’t have choice; there is nothing one can 

do.” (FGD2, P6, 29 years old) 

“If I had another option for another way to get good care, I will go there. But one 

doesn’t have it, so I still have to go back there.” (INT-PT 12, 25 years old) 

4.4.3.1.2 Use different hospitals for childbirth 

While some women stated that they would return to the same health facilities for their next 

pregnancy, others intended to go elsewhere. Women who experienced D&A during childbirth 

mostly expressed that though they may use the same hospital for antenatal or other services, 

they would prefer to use a different health facility for birthing as they felt particularly 

vulnerable during this time: 

“I’m not going to deliver there again; though I like their antenatal [care], but the 

delivery…I will not go there.” (FGD4, P5, 25 years old) 

“Where I go for antenatal [care], I don’t think I can deliver from that hospital and even 

this one too, as was going there for antenatal [care], I change my mind I deliver 

somewhere else.” (FGD2, P2, 28 years old) 

However, some stated clearly that they would use the same hospitals they accessed before 

for their future pregnancies regardless of their experience of D&A: 
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“Yes, I too will still go back to the hospital I put to bed, that’s [XXX] hospital. I will still 

go back there, although you don’t condemn something just like that because of how 

they treat you.” (FGD2, P6, 29 years old) 

Yet, others expressed that during their next pregnancies, they would avoid seeking maternity 

care services from the hospitals they had previously experienced D&A:   

“Surely, that same hospital, I will not go there again.” (INT-PT 3, 33 years old) 

4.4.3.1.3 Use private instead of public hospitals 

Some women expressed their desire to use government hospitals for antenatal care, but 

private hospitals for childbirth with the hope of receiving better services: 

“So, for delivery, I would choose to go to any other private hospital, no matter how 

they treat you, but I think their treatment will still be preferable to [XXX].” (FGD2, P3, 

28 years old) 

Other women intended to use private hospitals throughout their maternity care for future 

pregnancies. They revealed that in private hospitals health professionals offer respectful 

maternity services that include components such as being patient and providing adequate 

information to women:  

“For now, like what I have made up my mind to do is that each time I am pregnant, I 

will prefer to go to a private hospital rather than to go to a public hospital because the 

private hospital at least they will have your time, they will be patient with you, nobody 

is harassing you or shouting at you and all that.” (INT-PT 9, 31 years old) 
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“If I decide to have another child, I will only go to private because they give you respect 

and allow you to tell them what you are going through or maybe hear what you want 

to tell them.” (INT-PT 12, 25 years old) 

4.4.3.1.4 Delay in seeking medical care  

Women’s views, particularly from the interviews, indicated they would delay seeking proper 

medical care for future pregnancies as a result of their experiences of D&A. Some of them felt 

would be no need to go to the health facilities for antenatal care in the future as they were 

not allowed the opportunity to ask questions during the appointments or given the required 

information for their childbirth:  

“As I’m talking to you now if I take in again, I don’t think I want to go for antenatal on 

time because I feel if I feel okay within me, that is how… the moment you are in the 

doctor’s room when you go for antenatal, that is how they will ask you, how are you 

feeling? That is even the ones that are concerned; so, there is no need to go there.” 

(INT-PT 8, 28 years old) 

Few women from the interviews mentioned that the fear of having another experience of 

D&A as the reason some service users may choose to delay access to skilled care for their next 

pregnancy. Women who have concerns about perpetuation of disrespectful and abusive care 

could become discouraged from seeking skilled maternity services in time: 

 “At times they will fear to go back to the hospital because they don’t want the hospital 

people to abuse them. They will wait until they want to born the baby.” (INT-PT 9, 31 

years old) 
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“It does discourage them to go to that hospital because if they go there, they will still 

disrespect them or talk to them anyhow, and they don’t want that to happen to them 

again.” (INT-PT 5, 29 years old) 

“They are not serious with how they look after women; so, if I go there, maybe the 

same incident will happen.” (INT- PT 3, 33 years old) 

4.4.3.2 Emotional effect – feeling unhappy  

From the interviews, few women reported feeling very unhappy when they experienced 

disrespectful and abusive actions from HCPs. Women described feeling upset or sad:     

“When you shout a woman like that, especially pregnant woman, you make her feel 

bad.” (INT- P1, 28 years old) 

“It made me feel very, very sad; really sad that even when I came back home, I was 

feeling really sad.” (INT-P2, 31 years old) 

4.4.4 Theme 4: Perceived strategies to prevent D&A 

The theme reveals women’s suggestions on how D&A can be prevented in health facilities. 

Their suggestions for preventing D&A were connected to the reasons provided for D&A and 

directed mainly toward HCPs and the health. There were consistencies with the interventions 

suggested to prevent D&A in the FGDs and interviews. The recommendations include 

provision of medical supplies and equipment, training of HCPs on RMC practices, sanctioning 

of HCPs perceived as perpetrators of D&A and educating women on maternity care. These 

recommendations are presented in detail below.  
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4.4.4.1 Provision of medical supplies and equipment 

A majority of the women recommended that the government should provide sufficient 

medical supplies and furnish health facilities. Specifically, they suggested that the health 

facilities should be provided with an adequate number of beds and chairs to make women 

comfortable during their maternity care appointments and improve the QoC provided:  

“They need to order for more beds; more hospital beds because it is not good in the 

case that a woman will be in labour and you will ask her to sit on the floor […] So, I 

think that for it [...] to be stopped, the hospital needs to order for more beds and more 

chairs and make the place more comfortable.” (INT-PT 1, 28 years old) 

“Just as this my sister [another participant in the group] said, they only have only two 

beds in that labour room. So, for me now I ask the government to help them so that 

they’ll assist us with many beds.” (FGD4, P2, 25 years old) 

“They should provide enough seats for pregnant women so we can stop standing when 

they go to the hospital.” (FGD4, P1, 37 years old) 

4.4.4.2 Training of HCPs on RMC practices   

The women’s descriptions of their experiences of D&A during the FGDs and semi-structured 

interviews revealed various episodes of disrespectful care from their encounters with HCPs. 

Training of health professionals on the components of RMC was, therefore, mentioned 

repeatedly by most of the women as one of the approaches to prevent D&A. More specifically, 

women suggested that healthcare staff should receive training on respectful practices such as 

being polite, empathetic and friendly. They believed such practices would foster the 

fundamentals of a good doctor–patient interaction in maternity care.  
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Women considered pregnancy as a vulnerable period for women so HCPs should learn to be 

patient with them during such times:    

“Doctors and nurses need to be patient with women. During that period, [...] pregnant 

women go through a lot, so they just need to teach them to learn to be patient with 

women.” (INT-PT 7, 30 years old) 

Others suggested that the training should incorporate how to display a high level of empathy 

for patients:  

“What can be done is that the doctors and the nurses, they have to treat their patients 

with understanding, with care without talking to them anyhow.” (INT-PT 5, 29 years 

old) 

“I will encourage the government to give nurses good training on how to relate and 

treat their patients well because if you go outside the country, the way the nurses 

treat you [...] if you come to Nigeria here, the difference is clear.” (FGD2, P3, 28 years 

old) 

Some women mentioned the need to also educate HCPs on how to effectively interact with 

women in public settings such as maternity care facilities:  

“They need to train their nurses and teach them how to interact with people because 

this is a social work, it is a public place […] you have to know how to approach a person 

in a good manner. So, as a public service, they should train their nurses well in the 

ways […] how to talk to people, how to go about people’s problems.” (INT-PT 1, 28 

years old) 
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A number of the women mentioned that recruitment of HCPs to increase the number of those 

practising as another approach to prevent D&A. They suggested that the government should 

employ qualified health professionals to reduce the workload for the existing ones which 

could lessen their amount of work and increase their propensity to provide better maternity 

care services: 

“I just plead to the government to bring more professional doctors so that they can be 

able to attend to pregnant mothers; take their time to attend to them and handle 

them with care.” (FGD2, P5, 30 years old) 

4.4.4.3 Sanctioning of HCPs  

One woman from the interviews suggested that sanctioning of HCP who perpetrate 

disrespectful and abusive actions in maternity care can help prevent D&A of women. She 

suggested that appropriate authorities should make such health professionals aware that 

they could lose their jobs. By so doing, health professionals would become careful and treat 

women with respect: 

 “It is for the heads to caution the nurses and to let them know that if you disrespect 

a patient or abuse a patient in the hospital, you can lose your job. I think with that, 

they can have a little fear to be able to treat their patients nicely […] Just make them 

know that they should treat patients nicely and if you don’t do that and there is a 

report, you can lose your job.” (INT-PT 9, 31 years old) 

4.4.4.4 Educating women on maternity services 

Educating women appeared to be another fundamental strategy for preventing D&A in health 

facilities based on the women’s recommendations. This point was raised only by a number of 
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women in the interviews and some proposed that women should be educated on maternity 

care and the importance of following instructions from HCPs:   

“Women should be taught about care in the hospital and why they should do the 

things they [HCPs] ask them to do at the right time. Any time they ask you to run the 

test; you should do it and bring it back on time. I think that will help them to have 

respect for women.” (INT- PT 7, 30 years old) 

Adequate knowledge about maternity care and birth preparedness should also be given to 

women. One of the women mentioned the need to for antenatal appointments at the 

hospitals to be used as an avenue where senior nurse-midwives can enlighten women on what 

is required of them during the period of their pregnancy. She believed that by so-doing, 

women would become enlightened on how to conduct themselves at health facilities, 

therefore, reducing incidents of D&A:  

 “I feel they should arrange… in most clinics, they do arrange for senior nurses to talk 

to women coming for antenatal. So, you talk to them, tell them the dos and don’ts. 

You tell them what is expected of them and what is not expected of them. It is left for 

them to follow. If they don’t follow, they should be treated the way they feel they 

should, but they should not disrespect them. I feel when they arrange these antenatal 

clinics and then senior nurses attend to pregnant women, they will learn better.” (INT-

PT 4, 41 years old)   
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4.5 Chapter summary 

This chapter presented the findings from the FGDs and semi-structured interviews with 

women who have had an experience of D&A. The findings addressed the first, second and 

third objectives of the study.  

Four main themes emerged from the data: (1) Women’ perceptions of their experiences, (2) 

perceived factors that contribute to D&A, (3) perceived impact and (4) perceived strategies 

to prevent D&A. Extracts from the data were used to support the themes.  

Participants perceived disrespectful maternity care as a common practice in health facilities 

and the behaviour of HCPs they had to endure. They also revealed that disrespectful practices 

from HCPs dehumanise women: a perception that was characterised by degrading behaviour 

and a lack of show of empathy. Interestingly, the women perceived that some of such 

disrespectful behaviours from HCPs were not intended to cause harm. Further, they 

mentioned different factors that contribute to D&A and were associated with maternity 

servicer users, HCPs and the health facilities. The factors associated with maternity service 

users were a lack of respect for healthcare staff, being first-time mothers and tribal 

differences. The domineering attitude of HCPs, long working hours and student practitioners 

providing services were the factors associated with health professionals. Factors associated 

with health facilities were poor management and overcrowded maternity wards. 

Disrespectful and abusive practices were reported to potentially impact on women’s choice 

of and intentions to use maternity care facilities for future pregnancies.  Lastly, the chapter 

presented the participants’ suggestions on how to D&A could be minimised or prevented in 

maternity care facilities. The next chapter (Chapter 5) presents the findings on HCPs’ 

perspectives of D&A.  
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CHAPTER 5 FINDINGS ON THE PERSPECTIVES OF HEALTHCARE PROVIDERS   

5.1 Introduction 

This chapter presents themes that emerged from transcripts of semi-structured interviews 

with HCPs. The findings are from the fourth and fifth objectives of the present study: 

• To understand how HCPs perceive D&A and why it occurs in maternity care facilities 

• To explore the perceptions of HCPs on the impact of D&A on women’s health and 

wellbeing, use of health facilities, and recommendations on how D&A can be 

prevented in maternity care. 

5.2 Socio-demographic characteristics of HCPs 

A total of 16 HCPs were interviewed and their job titles varied from consultant of O&G (4); 

medical doctors (4); nurse-midwives (5); chief nursing officers (2); and community health 

extension workers (1). The HCPs were females (10) and males (6); aged between 36 and 56 

years old; all married and Christians; and had different years of work experience, ranging 

between 8 and 33 years (Table 5.1). The demographic characteristics of each HCP are in 

Appendix 5.1. 
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Table 5.1: Socio-demographic characteristics of the HCPs 

Demographic characteristics Frequency Percentage (%) 

Age 
  

30–39 6 37 

40–49 7 44 

50–59 3 19 

Gender 
  

Male 6 37 

Female 10 63 

Tribe 
  

Tiv 7 44 

Idoma 4 25 

Others 5 31 

Religion 
  

Christian 16 100 

Marital status 
  

Married 16 100 

Job title 
  

Consultant O&G 4 25 

Medical doctors 4 25 

Nurse-midwives  5 31 

Chief nursing officers  2 13 

Community health extension worker  1 6 

Years of work experience as HCP   
 

5–15years 9 56 

16–35 7 44 
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5.3 Emerged themes 

Four main themes emerged from the interviews with HCPs: (1) perceptions of D&A; (2) 

perceived factors; (3) potential impact; and (4) prevention strategies. The main themes and 

subthemes are presented below in Figure 5.1.  

 

Figure 5.1: Themes and subthemes from interviews with HCPs 
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5.3.1 Theme 1: Perceptions of D&A  

The theme ‘perceptions of D&A’, from HCPs’ accounts reflected the meaning they gave to the 

disrespectful and abusive incidents either witnessed or experienced in health facilities.  

Within the theme, ‘the absence of respectful practices; ‘a subjective experience for every 

woman’; ‘no harm intended’; and ‘societal perceptions – ‘women are weak’ are covered.  

5.3.1.1 The absence of respectful practices 

This theme reflected participants’ descriptions of practices that were devoid of respect to 

women and considered as a violation of their rights. The HCPs described disrespectful 

maternity care as the failure to provide the required good QoC to women during pregnancy 

and childbirth. Various practices and actions such as not providing information, carrying out 

procedures without consent, shouting at women and other forms of verbal abuse were 

reported as disrespectful and abusive. The HCPs believed the practices and actions lack 

respect and violate women’s rights in health facilities. For instance, some HCPs stated that 

failure to put a woman’s wishes and preferences into consideration meant she was not 

respected: 

“If you don’t consider her wishes… if the patient’s wishes are not considered; if her 

perceptions are not put into consideration, her wishes, her own preferences if they 

are not put into consideration then you are not respecting her.” (HCP11, Consultant 

O&G, Female, 37 years old)   

Other HCPs reported that women are not respected in health facilities when procedures were 

carried out or treatment was given suddenly without seeking their approval. They considered 

such practices as a violation of their human rights:  
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“Women may experience disrespect and abuse in these ways - sometimes lack of 

consent. When healthcare providers don’t tell women or seek for their consent when 

you want to treat them and most of them feel bad about it.” (HCP 7, Community 

Health Extension Worker, Female, 44 years old) 

 “If her consent is not sought before procedures or treatments are given. You just give 

it to her as if she has no say.” (HCP11, Consultant O&G, Female, 37 years old) 

In addition to failure to seek the approval of women for medical procedures, some HCPs felt 

women’s rights may be disrespected and abused when little or no information about the 

treatment is provided: 

“Like if… if you do not counsel a patient properly, that is already an abuse of the 

patient’s right.” (HCP 6, Consultant O&G, Male, 56 years old) 

Some HCPs mentioned the issue of showing favouritism to patients as one of the ways by 

which women may be disrespected in health facilities. The HCPs who pointed out this issue 

were mainly women who believed other female colleagues were often the perpetrators of 

preferential treatment. A chief nursing officer described how some HCPs attended to their 

friends before other women who presented themselves earlier at the antenatal clinics:   

“By the time they have waited, maybe it is their turn, somebody else… a midwife 

maybe there is a friend in the congregation that come late, will prefer to go and treat 

the friend before the other patient that is not a friend. If I am the one, I will not like it 

and it happens.” (HCP 2, Chief Nursing Officer, Female, 50 years old) 

Two Consultants O&G believed that untidy maternity wards which are uncomfortable could 

be perceived as disrespect of women: 
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“Then, if you don’t make the environment tidy, clean and comfortable, that is 

disrespect of the patient.” (HCP11, Consultant O&G, Female, 37 years old)   

On the other hand, many of the participants mentioned that the period of pregnancy is a 

vulnerable time for women. As a result, women should be given good quality care in a humane 

manner to ensure safe childbirth and a satisfactory care experience. The participants were of 

the view that pregnant women have the right to be provided with respectful, women-centred 

care. This should include respecting their wishes, providing the care service women request 

for and ensuring they have a satisfactory maternity experience: 

“Respectful maternity care is giving respect and giving the expected care […] the 

patient has the right to be given that healthcare that she is demanding for, and in 

giving that healthcare service, the patients also needs her respect.” (HCP 3, Nurse-

midwife, Female, 53 years old) 

“I would put it in a way that to sum it up, it’s all about a woman that is pregnant 

delivering with the best of care, delivering a healthy baby and a healthy mother going 

home satisfied.” (HCP 8, Consultant O&G, Male, 45 years old) 

5.3.1.2 A subjective experience for every woman  

This theme reflected how the professionals viewed D&A as a subjectivity of the women’s 

experiences, influenced by their individual perception of the care received in health facilities. 

A few HCPs including, female nurse-midwives and a chief nursing officer considered the 

meaning women attributed to the actions of health professionals as the basis for their 

perceived experience of D&A in health facilities:    
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“I think this disrespect is individualised. Different clients attach a different meaning to 

what you do for them in the hospitals. For example, you can do the same thing for two 

clients and one will say she was abused, but the other will say she was satisfied with 

the care. So, you see that it is different for everyone.” (HCP 1, Chief Nursing Officer, 

Female, 47 years old) 

Some of the HCPs stated women’s individual experience of D&A was based on their personal 

feelings. They mentioned that even in cases health professionals provide a very similar level 

of care women, some of them will feel disrespected and abused, while others will be happy 

with the care services:  

“…it varies with patients… some will say they shouted at me there; they asked me to 

go back home; they did this and that to me. It is in that same place that other women 

will go and be happy that they treated them well. So, it is just based on how they feel 

about it.” (HCP 15, Nurse-midwife, Female, 48 years old) 

5.3.1.2.1 Expectations of care 

Some nurse-midwives felt that women’s antenatal and childbirth care expectations were 

linked to their experiences of D&A. They expressed that women with specific care 

expectations were likely to regard their experiences as disrespectful when those expectations 

were not adequately met: 

“So, by the time they come to the hospital, there will expect that everything should go 

their way and then they will not be satisfied with anything you do for them.” (HCP 2, 

Chief Nursing Officer, Female, 50 years old)  
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“When a patient comes in, that woman comes in with that impression that 

immediately I get to the hospital, the midwife will attend to me. But the situation 

where she comes and there is no bed for us to admit, then that patient will not expect 

to be happy.” (HCP 4, Nurse-midwife, Female, 40 years old) 

5.3.1.3 ‘No harm intended’ 

Similar to the women’s views, this theme revealed how the HCPs perceived their actions and 

practices as not intended to bring harm to women. The health professionals who expressed 

this view felt that some practices were carried out with good intentions to ensure the woman 

have a safe pregnancy and childbirth. However, challenges within the health facilities 

sometimes result in situations where women may view the incidents as disrespectful and 

abusive. Within this subtheme, ‘safe childbirth first’ and ‘challenges in health facilities’ are 

covered.   

5.3.1.3.1 Safe childbirth first 

Almost all the HCPs mentioned that the safety of the mother and her child were of paramount 

importance when caring for women from the period of pregnancy to after childbirth. Some of 

these HCPs explained that certain practices or actions carried out on women may not be 

deliberately intended disrespect them because all their actions at this stage are aimed at 

ensuring a safe and positive birth outcome: 

“Well, as a well-trained midwife, you will not just intentionally want to disrespect or 

abuse a woman who is in labour for any reason, but sometimes you just have to 

consider the safety of the unborn child and the mother. No matter what a woman 
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thinks about you when she is in labour, as a midwife all you are thinking is her safety 

first.” (HCP 2, Chief Nursing Officer, Female, 50 years old) 

A few participants described instances when they felt the safety of the mother and unborn 

child were at risk due to the lack of ‘cooperation’ from the woman perceived as stubborn. 

Therefore, measures like holding down women’s legs were perceived as necessary and 

sometimes used for a safe childbirth: 

“As a doctor, there are times when women will close their legs during labour or when 

the baby is coming. At that time the only thing you are thinking is how she will give 

birth to her child well. For some of the stubborn women, nurses will hold their legs so 

that they can push out the baby.” (HCP 16, Medical Doctor, Male, 40 years old) 

Some HCPs added that other actions like shouting at women who appear to be uncooperative 

during childbirth were carried out to get their compliance. They described the actions of the 

uncooperative women as misbehaviour that could risk the safety of the unborn child, 

especially during the second stage of labour. As a result, health professionals often go all out, 

even if it involves shouting at the women to have safe childbirth: 

“If a woman is really in the second stage of labour and she is misbehaving, misbehaving 

in the sense that some of them once the baby’s head is coming, they will just close 

their legs and in doing that, they can even kill the baby. So, as a midwife, you will go 

the extra mile to make sure […] even if it means you shouting. At least you do that so 

that at the end of the day, you have a safe delivery.” (HCP 4, Nurse-midwife, Female, 

40 years old) 

Some participants also mentioned that when the safety of a woman and her unborn child are 

prioritised, it could sometimes lead to a breach of privacy during childbirth: 
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“You can’t just say privacy must be ensured at all time because at that time you may 

be looking at safety and all that. So, in that situation sometimes that type of thing can 

be breached but not all the time.” (HCP 6, Consultant O&G, Male, 56 years old) 

5.3.1.3.2 Challenges in the health facilities 

The health professionals believed women may not be disrespected and abused intentionally, 

but the challenges encountered in the health facilities could lead to such situations. The issues 

reported included inadequate medical supplies and equipment, overcrowding in maternity 

units and a shortage of healthcare staff. One of the HCP revealed that sometimes women who 

have had their childbirth in the open maternity wards did not feel their privacy was protected: 

 “Some women can come to have their baby and the labour room is open with no 

screens, but you can see that they are okay and even happy because of the safe birth 

of their babies.” (HCP 5, Nurse-midwife, Female, 36 years old) 

Some of the participants’ responses also revealed that inadequate training on respectful 

maternity practices influences disrespectful maternity care.  They mentioned that while 

training on other aspects of maternity care such as safe motherhood was available, they had 

not received any training specific to respectful maternity care apart from what they had 

learned in nursing, midwifery and medicals schools: 

“The hospitals need to organise these training on respectful care because I don’t think 

we have such where I work. I’m not aware of the training with the doctors and I don’t 

know of the nurses if they have such training at their own level apart from their 

training in school.” (HCP10, Medical Doctor, Female, 37 years old) 



 

 217 

“We do not have those workshops on the issue of respect of women in our hospital 

here though we have workshops that involve things on safe motherhood but nothing 

directly on respectful care.” (HCP 16, Medical Doctor, Male, 40 years old) 

5.3.1.4 Societal perceptions – ‘women are weak’   

This subtheme encompasses the health professionals’ views about the influence of societal 

perception of women on their experience of disrespectful and abusive care in health facilities. 

The responses from two HCPs (Consultants O&G) revealed how women are regarded in the 

African society as ‘weaker’ and ‘less privileged’ than men, which may lead to their voices being 

unheard. This appeared to result in some health professionals looking down on women in 

maternity care facilities: 

“Unfortunately we see women as… or they say they are weaker vessels […] But I think 

we see women as… in African society, they say “a woman is supposed to be seen and 

not heard” and even in growing up you find out that we tend to care more for our male 

child than the female counterpart… But here, they come to the hospital here, and the 

healthcare providers tend to see them as second-class citizens or third-class citizen, 

and they tend to look down on them.” (HCP 8, Consultant O&G, Male, 45 years old) 

Another participant came up with a similar view that women are considered less important in 

African society. According to their responses, actions such as not being polite to women or 

providing privacy meant women were regarded as having little value:  

“It makes her feel maybe she is not important or she is not worth treating well or maybe 

she is at the level of an animal or something […] if you don't provide privacy, respect, 

you are not polite to a woman and all that, you are making her feel less of a human 
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being, though that may be taking it too far.” (HCP11, Consultant O&G, Female, 37 years 

old) 

5.3.2 Theme 2: Perceived factors  

The HCPs provided explanations for why women may experience D&A during maternity care 

in health facilities. The theme revealed HCPs’ accounts of their perceptions of the factors that 

contribute to actions or practices that are disrespectful and abusive during maternity care. 

They mentioned several contextual factors which include: (i) service user-factors; (ii) health 

professional-factors; and (iii) health-facility factors.  

5.3.2.1 Service-user factors 

This reveals HCPs’ descriptions of factors associated with women’s social and personal 

characteristics. They believed factors including women’s cultural and religious practices as 

well as their poor knowledge of maternity services facilitate their experiences of actions or 

practices perceived as disrespectful and abusive in maternity care. 

 

5.3.2.1.1 Cultural and religious practices 

Some HCPs felt that women’s cultural practices influenced their experience of disrespectful 

and abusive care in health facilities. They mentioned that as a country, Nigeria is made up of 

different cultures and women from these cultural backgrounds usually bring their 

superstitions and beliefs which they expect to practise at the health facilities. To be specific, 

a chief nursing officer with over 22 years of work experience as a midwife described how some 

women who access maternity facilities for childbirth prefer to lie on the floor rather than the 
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couches designed for such purposes. When HCPs insist on their use of the couches, they often 

became offended: 

“Traditionally, you know, there are some cultures in Nigeria where some say they 

don’t lay on couches to have their babies, so they have to do it on the floor. When you 

insist that they use the couches to help you take their delivery, they become very 

offended.” (HCP 1, Chief Nursing Officer, Female, 47 years old)  

Some HCPs described how women’s cultural practices may lead to incidents where their 

privacy is not protected during childbirth. Some cultural traditions prevent women from 

staying in bed during childbirth, so they prefer to lie on the floor. Healthcare staffs that decide 

to respect women’s preferences and assist with the childbirth on the floor are easily viewed 

as disrespectful and abusive, especially by other service users:  

“There are also instances where a patient will refuse to deliver on the bed and will go 

down because that is how they are told to from their villages. The floor, of course, is 

dirty […] sometimes when you advise them, they refuse, and when they refuse, some 

midwives will have to take delivery on the floor, but when people see you doing that, 

they just say you are abusing her.” (HCP 3, Nurse-midwife, Female, 53 years old) 

Others mentioned that some cultural backgrounds forbid men from assisting women during 

childbirth and believe that only women should offer support during such periods. When 

women with this cultural belief access maternity facilities especially during childbirth, they 

want by only female HCPs to assist them. They often become at risk of feeling disrespected 

and abused when female HCPs were not readily available: 

“Another thing that some people believe that you must be attended to by same sex; 

like a female doctor or a female midwife should attend to a client in labour, but we 
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don’t have that in Nigeria. The person that sees you sees you […] That is another thing 

that affects the care provided to clients and that can be seen as disrespect to her; that 

is the client.” (HCP 1, Chief Nursing Officer, Female, 47 years old) 

“I have had a situation where some cultures don’t allow a man to examine a woman. 

In that case, I cannot give you the appropriate care the way I ought to. So, even that 

can impede respectful maternity care.” (HCP 13, Medical Doctor, Male, 37 years old) 

The health professionals also reported that some traditions such as ‘older’ nurse-midwives 

assisting women with childbirth contributes to the experience of D&A. They felt that women 

believe ‘older’ nurse-midwives provide better childbirth care than their ‘younger’ colleagues 

who are regarded as inexperienced. In the absence of the ‘older’ ones, women felt 

disrespected when the younger nurse-midwives assisted them with their childbirth: 

“Some will say that they don’t want young midwives, it should be a very old woman 

that should come and take the delivery because they believe they know how to take 

deliveries better than the younger ones. Most times getting the so-called old midwives 

become a problem for us and even the women, and when you don't get one person on 

duty, they start to complain and feel disrespected.” (HCP 9, Consultant O&G, Male, 58 

years old) 

Some of the HCPs believed women’s lack of power to give consent results in situations where 

they may feel disrespected. The HCPs revealed that in some cultures, women do not have the 

ability to make decisions and give consent regarding their care. Therefore, certain designated 

family members become decision-makers for women, even for their maternity care. 

Sometimes, the duties of health professionals become restricted because the person with 

decision-making power is not available:  
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“Then the ability of the patients to take… to make decisions because of culture in this 

part of the world, it proves a challenge to us. Sometimes they need to make some 

decisions, you counsel your patients, you need to make decisions together, but they 

are not empowered to take the decisions. They have to wait for their fathers, 

husbands, their elder brothers, and some of these people will not be available.” (HCP 

11, Consultant O&G, Female, 37 years old) 

5.3.2.1.2 Poor knowledge of maternity services  

A few HCPs felt that some women do not have prior knowledge of how of the functioning of 

healthcare system. As a result, women are ignorant of what is expected of them during 

maternity care:  

“Ignorance of what and what should be done or what is expected of them and by the 

time you start explaining to them, they will not understand, and it will also be a 

contributing factor.” (HCP 9, Consultant O&G, Male, 58 years old) 

“In terms of the patients, the mothers that come, some of them are ignorant of hospital 

environment […] they are not even aware of things that… they don’t know how the 

hospital environment is.” (HCP 15, Nurse-midwife, Female, 48 years old) 

One HCP was of the view that mothers are to inform their daughters of what to expect when 

they access the maternity facilities for labour and childbirth. She believed that when women 

are not well informed, they are likely to feel offended when corrected to do what is expected 

of them:  

“A mother is supposed to educate her daughter of what she went through so that she 

will be informed that this is what to expect when she is in labour and this the behaviour 
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she is expected to portray […] For some that don’t receive that education, they 

misbehave and when you try to correct them, they take offence.”(HCP 3, Nurse-

midwife, 53 years old)  

5.3.2.2 Health professional-factors 

The factors reported in this subtheme are HCPs’ descriptions of both personal and social 

characteristics of health professionals that contribute to the D&A of women in health 

facilities. The perceived factors described by the participants were: negative attitudes of 

HCPs, paternalistic approach to care and inter-professional rivalry.  

5.3.2.2.1 Negative attitudes of HCPs  

The negative disposition of HCPs toward women and the provision of maternity care can 

influence the care delivery, resulting in D&A in health facilities:  

“Some… I have not mentioned this one like I said it’s not that I'm justifying the actions… 

the attitude of the health worker is also another thing. It may just be the attitude of 

the health worker, and you may have all those things on ground and the health worker 

still behaves like this.” (HCP10, Medical doctor, Female, 37 years old) 

Having a negative attitude was associated with HCPs being easily angered and impatient with 

women who attend the maternity clinics which interfered with the provision of RMC: 

“The fact that we are doctors; we have our different personality, and the nurses too 

have their different personalities as well. So, if you are not a very patient person, it can 

affect the rendering of respectful maternity care.” (HCP 13, Medical Doctor, Male, 37 

years old)  
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Some HCPs mentioned that while it is not acceptable in practice, some health professionals 

bring their personal ideas to the work environment and fail to adhere to the ethics of the 

medical and/or nursing profession:  

“…whether the doctors or midwives or nurses, peoples don’t always adhere to the 

ethics of their profession. Health workers bring their personal behaviour, attitudes and 

character into the workplace which can result in non-respectful behaviours, and this 

should not be.” (HCP14, Consultant O&G, Male, 50 years old)   

Other HCPs reported that the lack of passion for the nursing profession was also associated 

with the negative attitudes of health professionals which could result in actions and practices 

regarded as disrespectful and abusive to women. According to a nurse-midwife who is also 

the Head of the Immunisation Unit at a hospital, some HCPs were pressured into the medical 

or nursing profession by their parents and not because they had any personal interest. As a 

result, they show no enthusiasm and passion when providing maternity care:   

“You see with this our training, some parents they push their children into nursing. 

They come in because of the uniform and the passion is not there. But when you see 

a midwife that is good, that is humane; you know that that is her calling. The ones that 

it is not their calling, you see them misbehave. They talk to patients in whatever 

manner they like…” (HCP 3, Nurse-midwife, Female, 53 years old) 

5.3.2.2.2 Paternalistic approach to care 

One of the HCPs described that health professionals sometimes make health decisions for 

women and carry out procedures on them without seeking their approval. She felt this was 

common among HCPs who have been practising for many years because traditional medical 
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practice in Nigeria fostered such an approach to care, although, it appears a more patient-

centred approach exists in contemporary times: 

“I think sometimes there is this […] paternal approach to care of women that 

practitioners have because they feel they have all the right; they have all the 

knowledge to take decisions and do whatever they want with the patient. Actually, 

traditionally, with the medical practice in this part of the world […] don’t see the need 

to explain anything to patients. But recent contemporary time, these concepts of 

consent, counselling are becoming more prominent, so practitioners are now slowly 

getting to know these things and involve patients. But if you meet older doctors and 

nurse, they still have that paternal attitude in their approach to women.” (HCP11, 

Consultant O&G, Female, 37 years old)  

5.3.2.2.3 Inter-professional rivalry 

Competitiveness among HCPs in various health professions to prove their superiority to the 

other was revealed to lead to the provision of non-respectful care. One of the HCPsexplained 

that this competitiveness could sometimes result in the provision of care that may be 

disrespectful and abusive care as the woman may no longer be the core of the care process:  

“The other profession will want to tell the client that I am the best. I am the better. 

So, this rivalry goes… it has gone to an extent that it is affecting clients’ care because 

every health profession wants to show they provide better care, and the patient no 

longer becomes that centre of that care.” (HCP1, Chief Nursing Officer, Female, 47 

years old)   
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5.3.2.3 Health facility-factors  

The HCPs’ descriptions revealed some perceived causes of D&A associated with health 

facilities. More than half of the HCPs with various job titles mentioned that the lack of funds, 

shortage of healthcare staff and workload, poor supervision of HCPs, health policies and lack 

of continuity of care contribute to the D&A of women.   

5.3.2.3.1 Lack of funds 

Most of the HCPs described how inadequate funding of the healthcare sector limits the 

provision of RMC services. From their explanations, medical equipment like gloves needed to 

provide medical care for women is usually not available, or the stock is irregular because of 

the poor financing of the Nigerian health sector. The adequate supply of medical equipment 

impedes the provision of the care women need: 

“…the provision of the tools, materials and equipment we need to work with are not 

available. So how can you provide the required care without materials and 

equipment?” (HCP10, Medical doctor, Female, 37 years old) 

The lack of medical supplies needed to provide maternity services to women often leaves 

HCPs feeling frustrated. Consequently, they provide non-respectful maternity care services:   

“Then, sometimes you get frustrated because you don’t have the working equipment 

to help the patient. So, when you allow yourself to get frustrated you may… you may 

just not consider respecting the patients.” (HCP11, Consultant O&G, Female, 37 years 

old)   
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Others added that when HCPs try to improvise the needed medical supplies to care for 

patients; they are likely to perpetrate actions that are regarded as non-respectful. An example 

is taking one patient’s maternity care items and using them for another woman:  

“But in a situation where I don’t have these equipment readily available, you know I 

have to improvise and all that. In the cause of improvising, you may do something that 

is not maybe ‘correct’ so that is again can be disrespect and abuse of a patient.” (HCP 

13, Medical Doctor, Male, 37 years old) 

Some HCPs expressed that inadequate funding of the healthcare sector affects the set-up of 

the facilities, resulting in the availability and use of substandard infrastructures:  

“There are infrastructures… in most places; it is not up to the standard.” (HCP 9, Nurse-

midwife, Female, 58 years old) 

“If you go to some health facilities, the infrastructure is just one we are managing. But 

you know finance… we are in a period of recession […] we have not been given capital 

grants for them to carry out capital projects in the hospitals. So, we are constrained 

because when the money is not there, the finance is not there.” (HCP 3, Nurse-

midwife, Female, 53 years old) 

As a result of the set-up of the poor physical structure of the facilities, the maternity wards 

are mostly open making it difficult to protect the privacy of women during labour and 

childbirth. Some HCPs (two consultants of O&G, 2 nurse-midwives and a chief nursing officer) 

explained that the open maternity wards impede the provision of privacy even when the 

health professionals may be knowledgeable about protecting a woman’s privacy during 

labour and childbirth: 
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“You see how the place is open… the place is too open so these women sometimes 

they cannot get the privacy that is needed even when… the truth is, the healthcare 

providers know that a women’s privacy is to be protected, but in cases where there 

are no partitions or what do you call it? screens, you just allow them to give birth in 

the open wards.” (HCP11, Consultant O&G, Male, 50 years old)    

 “Hospital make up. You know we have one open labour ward so, with the issue of 

privacy, we try in our own little way to provide that privacy, but because of the setting 

of the hospital, you cannot do that.” (HCP1, Chief Nursing Officer, Female, 47 years 

old)   

“But in a case, as we have in our hospital here where the labour room is open, the 

privacy of women is not protected per say or we can say that the privacy of the patient 

is abused. As you can see, the labour room is open, patients just lay of the beds and 

anybody entering in here can just see them.” (HCP 3, Nurse-midwife, Female, 53 years 

old) 

Further, one HCP explained that given the open nature of the maternity wards, absolute 

privacy during childbirth could be guaranteed in private rooms. However, disadvantaged 

women usually cannot afford to pay for and use the private wards. Therefore, the HCPs view 

poverty as a contributing factor to disrespectful and abusive care for poor women during 

labour and childbirth:   

“Our clients are mostly from the poor background and they cannot afford private 

wards. So, these things militate against respectful care to the patients.” (HCP 1, Chief 

Nursing Officer, Female, 47 years old) 



 

 228 

5.3.2.3.2 A shortage of health staff and high workload  

Over half of the professionals reported that the high workload for HCPs is as another reason 

why women may receive care regarded as disrespectful and abusive in health facilities. Their 

accounts revealed that HCPs overwork themselves to a point that adhering to the standard 

procedures of providing respectful and satisfactory care may not be practical. Health 

professionals with different job titles (consultant O&G, medical doctors, nurse-midwives, 

chief nursing officers, and the community health extension worker) expressed this view. Some 

of them stated that: 

“...because of this heavy workload [...] the doctor may get tired or the other health 

worker may get tired. So, you may not be able to talk to the patient in a respectful 

manner that she expects in terms of courtesy.” (HCP10, Medical Doctor, Female, 37 

years old) 

The HCPs associated the high workload for HCPs with a large number of women presenting 

themselves at maternity clinics. They stated that because many women present themselves 

during antenatal, childbirth and postnatal care, it influences the occurrence of situations 

regarded as the D&A of women. For example, HCPs may become easily angered when them 

they are overstretched or unable to take questions from women:  

“You know, sometimes the midwives that snap at clients, you will see that they are 

overstretched, attending to too many clients. A midwife with twelve deliveries in one 

night, by the next morning she is like… you know she snaps at somebody easily.” 

(HCP1, Chief Nursing Officer, Female, 47 years old)   
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“If the doctor has a lot of patients to attend to, the doctor may not have all the time 

to really communicate and entertain all the questions and all that.” (HCP 13, Medical 

Doctor, Male, 37 years old) 

Further, some nurse-midwives reported that there are periods within the year when the 

number of women presenting themselves for childbirth at the health facilities is significantly 

high. During such times, the health facilities are often faced with issues like a shortage of beds: 

“Like if you go to labour room, the number of beds is not enough, in fact, this is their 

season. September is when we have them more. So, sometimes they will come in and 

the number of patients inside will be much, and the number of patients outside too 

will be much.” (HCP 4, Nurse-midwife, Female, 40 years old) 

Some providers reported that when the number of women during labour and childbirth 

exceeds the bed capacity at the health facilities, patients are sometimes asked to go to other 

facilities. Some of the women often become offended when asked to go to other health 

facilities, yet others prefer to and request for a mat to lie on the floor:   

“But the number of patients that we receive here is more than any other place. 

Anytime that our beds and facilities are filled up and we refer them to go to other 

places, patients are always very angry. Some ask you to give them mat to put on the 

floor so that you can treat them on the floor, but the World Health Organization 

discourages that.” (HCP 2, Chief Nursing Officer, Female, 50 years old) 

Apart from the large number of women that HCPs have to attend to and long working hours, 

some of the professionals linked D&A to the limited number of staff working in the maternity 

units: 
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“The staff too they are not enough. You find out that in the end, you overwork yourself 

[…] Instead of you to do one or two persons’ work, you are doing almost four peoples’ 

work.” (HCP 5, Nurse-midwife, Female, 35 years old) 

“So, we have lesser hands, and we have a multitude of people coming in most 

especially as it is a tertiary institution. We also have referrals from other centres there, 

so we have a whole workload of people, and the manpower is not there.” (HCP10, 

Medical Doctor, Female, 37 years old) 

The health professionals described how long hours, particularly for medical doctors, left them 

feeling tired because they did not run a shift system: 

“…even the doctors that are available, I think they tend to work for too long works. 

Sixteen… sixteen hours and sometimes they work for about forty-eight hours stretch. 

So, when they are tired, their output of course reduces […] I think the nurses actually 

do shifts, but doctors don’t do shifts.” (HCP11, Consultant O&G, Female, 37 years old)   

Another participant, a Consultant O&G added that when HCPs who work long hours and have 

high workload are not paid their salaries for months as was the case during the time of the 

interview, they often become demotivated:  

“…what do you call it when you don’t pay the healthcare providers, this can contribute 

to the disrespect of women because they won’t feel encouraged to work […] So you 

can imagine somebody coming to work two, three, four, five, six months no pay. So, 

of course, there will be a transfer of aggression so of course that a pregnant woman is 

not given that respectful care that she needs.” (HCP 8, Consultant O&G, Male, 45 years 

old)   
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5.3.2.3.3 Poor supervision of HCPs  

A few HCPs reported that the lack of proper supervision of the practising HCPs could 

contribute to the provision of non-respectful maternity care. When there is little or no 

supervision for healthcare staffs, there is a possibility that women may not be provided with 

the required standard of maternity care because the system for supervising them is lacking. 

A nurse-midwife reported that:  

“They are not supervised because there is no proper supervision so that the client does 

not receive the right treatment they are supposed to, and then they suffer disrespect 

and abuse.” (HCP 9, Nurse-midwife, Female, 58 years old) 

Some of them stated that supervision of HCPs is very significant but is often lacking mostly in 

public health facilities where professionals can be hostile to women.  They felt that HCPs in 

private health facilities are better supervised than in public ones: 

“I think that is very important, but it is something that is lacking in government health 

facilities. In the private, yes because of strict supervision, but in the public facilities, 

we tend to have a shortcoming in that area. Sometimes you have midwives being 

aggressive, doctors being aggressive to the women.” (HCP14, Consultant O&G, Male, 

50 years old)   

5.3.2.3.4 Hospital policies 

One HCP reported that certain local policies in the health facilities contribute to D&A of 

women during childbirth. According to her explanation, there are certain policies in the 

hospitals that seem not to consider the needs of patients. For example, in some health 

facilities, women are not allowed to have the social support of a birth companion during 
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childbirth because of the open nature of the maternity wards. This means a woman is likely 

to go through her childbirth process with midwives and medical doctors she may not even be 

familiar with:   

“Some local hospital policies may actually not be considerate of patients’ need. For 

instance, in the hospital where I work, you cannot have a companion when you are in 

labour and the reason is that there are many women in labour and they are all in… 

they are all in different stages of undress […] But personally, I think it’s a horrible thing 

going through labour without a companion.” (HCP11, Consultant O&G, Female, 37 

years old)   

5.3.2.3.5 Lack of continuity of care 

Continuity of care from the HCPs accounts refers to how involved the members of a care team 

are to the needs of women in maternity facilities and adequate sharing of information with 

them. The care process which should enable women to interact with members of their 

healthcare team during maternity appears broken. A chief nursing officer reported that 

doctors carry out the antenatal care consultations limiting women’s interaction with 

midwives before childbirth. With limited or no previous interactions between women and the 

midwives, the resulting poor rapport and communication during childbirth increases the 

possibility of women’s experience of disrespectful care: 

“In tertiary health institutions like ours, the midwives are not allowed access to their 

clients. The doctors will conduct the antenatal clinics, and the midwives will only get 

to see the clients on the day of her delivery.  You know, that rapport has not been built 

from the clinic. So, the client might misunderstand the midwife, or the midwife might 
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misunderstand the client because they have not been through any form of 

interaction.” (HCP1, Chief Nursing Officer, Female, 47 years old)   

The lack of continuity of care also disrupts the availability of information on a woman’s care 

especially when they access different health facilities for various maternity services:  

“The women will go to a different place for antenatal and then go to another hospital 

to deliver their baby. So, the follow-up on their care is not there. When they come to 

you, they don’t have their file, so it is difficult to know what to do for them.” (HCP 14, 

Consultant O&G, 50 years old)  

5.3.3 Theme 3: Potential impact  

The theme presents HCPs’ views on the consequences of the D&A of women. They felt that 

an experience D&A could have a negative impact on women’s health and their use of health 

facilities in the future. The subthemes ‘use of health facilities’, ‘morbidity and mortality’, and 

‘job satisfaction’ are covered within the theme.   

5.3.3.1 Use of health facilities  

All the HCPs described the impact an experience of D&A could have on women’s subsequent 

use of health facilities. They reported that the women’s experience of D&A could result in 

poor health-seeking behaviour. Some women may prefer not to access maternity facilities for 

subsequent pregnancies, and others may choose to use different hospitals from those 

previously utilised.   
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5.3.3.1.1 Poor health-seeking behaviour  

More than half of the HCPs were of the view that when women do not get the respect they 

deserve during maternity care, it could prevent or delay their access to health facilities when 

they are poorly or pregnant:  

“If a woman comes to a facility and she did not get the kind of respect she wants, she 

may not want to come back when she is ill or when she is pregnant.” (HCP1, Chief 

Nursing Officer, Female, 47 years old)   

Women may no longer have trust in the health system which could lead to reluctance to 

accessing health facilities:  

“…woman would have lost confidence in the health facility and the health system, and 

it may prevent her from accessing health services in that same facility.” (HCP 3, Chief 

Nursing Officer, Female, 53 years old) 

Lack of confidence in the healthcare system can lead to women’s limited access to health 

facilities and subsequently reduce their patronage of the facilities. Women who experience 

D&A are likely to inform others of their experiences and discourage them from accessing the 

health facilities where they felt disrespected and abused: 

“When clients feel that they were disrespected in a particular hospital, they will not 

want to go there again. Like I said before, they can also tell their friends and 

neighbours not to go to that particular hospital again, and this will affect the number 

of clients that will turn up for obstetric care at the hospitals.” (HCP1, Chief Nursing 

Officer, Female, 47 years old)   
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“She will also tell her friends not to go there because you did not give her your best. 

Sometimes when they hear about those bad experiences, they will not want to come, 

and so you see future-wise, those patients may not patronise that facility.” (HCP 12, 

Medical Doctor, Male, 43 years old) 

Health professionals reported that while some women may delay access to health facilities, 

others would prefer to use different health facilities instead of those previously accessed. For 

instance, if women used private hospitals and had an experience of disrespectful and abusive 

care, they may prefer to use public facilities in the future and vice versa:  

“…they may prefer to go to private. If it happens in private, they will abandon the 

private and come to the government hospitals, so it is both ways.” (HCP 12, Medical 

doctor, Male, 43 years old) 

On the other hand, some of the participants felt that if a woman experienced D&A in a private 

hospital, she may decide to go to another private hospital for her next maternity care:  

“She may prefer to go to a private if they had gone to a government hospital. Even if 

it is a private hospital, she may decide to seek for services in another private hospital.” 

(HCP 3, Chief Nursing Officer, Female, 53 years old) 

Some HCPs suggested women who perceived a breach of their right to respect and dignity 

may prefer homebirth during subsequent pregnancies among family members. The family 

members understand their cultural maternal needs and would offer the social support they 

require: 

 “She will feel that is how they treat people in health facilities so she will prefer to have 

her baby at home where family members that understand her culture and belief will 
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respect her and that will lead to a lot of maternity complications; obstetric 

complications.” (HCP1, Chief Nursing Officer, Female, 47 years old)   

Other HCPs expressed that women who do not feel respected in maternity centres may decide 

to go to unskilled birth attendants for their subsequent childbirth, even if the health facilities 

have exceptionally qualified consultants in O&G and paediatrics:  

“You can have the best consultants here; you can have the best paediatricians here; 

you can have the best of services here but for the fact that you did not respect them, 

they can decide to go to a TBA, a traditional birth attendant [...] TBAs who are not 

skilled.” (HCP 8, Consultant O&G, Male, 45 years old)   

5.3.3.2 Morbidity and mortality   

Most of the HCPs felt women’s experience of D&A could adversely affect their health and 

wellbeing. They revealed that different obstetric complications like prolonged labour, 

ruptured uterus, postpartum haemorrhage and maternal mortality could result from the 

provision of disrespectful and abusive maternity care. The subtheme includes ‘fear of 

childbirth’, ‘low self-esteem and postnatal depression’, and ‘maternal and neonatal 

mortality’.  

“Complications may arise. When complications arise, it causes a burden to the patient 

herself.” (HCP 3, Chief Nursing Officer, Female, 53 years old) 

5.3.3.2.1 Fear of childbirth  

The account of a few HCPs indicated that when women experience disrespectful maternity 

care, it leaves a negative recollection of the event. The women are likely to become afraid of 
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the successive childbirth process because of their previous experience. Some of them 

explained that: 

“So, it will leave an unpleasant memory, and she is going to approach further 

childbearing with fear because of her experience.” (HCP11, Consultant O&G, Female, 

37 years old)   

“They will even become afraid of giving birth if they get pregnant again because of 

that bad experience they had before.” (HCP 16, Medical Doctor, Male, 40 years old) 

5.3.3.2.2 Low self-esteem and postnatal depression 

One of the participants mentioned that women could be left traumatised after their 

experience of disrespectful maternity. The unpleasant memories resulting from the 

experience could result in low self-esteem and postnatal depression among some of the 

women:  

“I feel that when women are traumatised from the process of such disrespect and 

abuse, it definitely affects their self-esteem… Perhaps, it may even contribute to some 

of the baby blues and depression that woman have. I don’t know, we may not really 

know. It just leaves an unpleasant memory with the… with the woman.” (HCP11, 

Consultant O&G, Female, 37 years old) 

5.3.3.2.3 Maternal and neonatal mortality   

Over half of the participants mentioned the death of mothers and their newborns as an 

adverse effect of D&A. They were of the view that experiences of disrespectful maternity care 

could indirectly result in maternal and neonatal deaths: 
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“So, it could contribute to maternal and prenatal mortality and morbidity which we 

are all struggling to reduce but disrespecting and abusing women is indirectly 

contributing to it.” (HCP1, Chief Nursing Officer, Female, 47 years old)   

The health professionals believed that women who experience D&A in the form of a lack of 

provision of adequate information about their maternity care, for example, could suffer a 

miscarriage: 

“If there is abuse, it will affect everybody and even the pregnancy she can lose it if you 

didn’t provide the information she needs, she can lose the pregnancy.” (HCP 12, 

Medical doctor, Male, 43 years old) 

 “The woman may lose her baby, if she does not lose her baby, she may have 

complications on the baby and herself.” (HCP 2, Chief Nursing Officer, Female, 50 years 

old) 

5.3.3.3 Job satisfaction   

In addition to the descriptions of the impact of D&A on women’s health, wellbeing and the 

use of health facilities, disrespectful maternity care could affect healthcare delivery. One 

participant was of the view that when the care provided to a woman is not respectful and she 

is not satisfied with her maternity care experience, it could impact negatively on the job 

satisfaction of HCPs:   

“You don’t have the job satisfaction because you are not giving the care that you 

should give.” (HCP 10, Medical Doctor, Female, 37 years old)  
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5.3.4 Theme 4: Prevention strategies  

The theme presents HCPs’ suggestions on how to prevent the D&A of women in maternity 

care. During the interviews, HCPs mentioned a range of factors perceived to contribute to 

D&A of women. Most of their suggestions resulted from these perceived factors reported and 

cut across the roles for women, HCPs and health facilities. A majority of the participants 

mentioned health education as the first intervention. While most of the participants 

recommended educating women and HCPs as the first strategy, educating HCPs on the 

components and procedures of RMC was most common. The following subthemes are HCPs’ 

recommendations on how to prevent D&A: (1) educating the women; (2) training for 

professionals on RMC practices; (3) effective monitoring and supervision of HCPs; (4) 

provision of medical supplies and equipment; and (5) review of hospital policies. 

5.3.4.1 Educating the women  

Almost all the HCPs recommended educating women on the components of maternity care 

as a measure to promote RMC in health facilities. Women should be provided with 

information about the processes to follow to access the needed care at facilities. They added 

that women should be informed of the items to bring to the facilities during labour and 

childbirth. This would reduce the burden the unavailability of the required items puts on HCPs.  

The health professionals expressed that women can receive such information at the antenatal 

clinics, through radio jingles and social centres like churches:  

 “First of all, beginning with patients themselves, you have to educate them […] it is 

not only coming to appear in the hospital empty handed, and then you cause a lot of 

problems for your healthcare providers because you make their work difficult for them 
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and this may be one of the reasons why they may even treat you the way that they 

treat you. So, it begins with them; education of these patients.” (HCP10, Medical 

doctor, Female, 37 years old) 

Educating women should also involve empowering women with knowledge so that they know 

their rights within the family and even within the community. This would be beneficial as 

women would be able to make informed decisions and demand their right to respectful care 

when they feel abused in health facilities:  

“It cuts across advocacy for the women to know their rights. They deserve the right to 

know they are respected once they are pregnant by the family she comes from, the 

community, by the government, by the healthcare providers.” (HCP 8, Consultant 

O&G, Male, 45 years old) 

“Generally, empowering women with knowledge so that they can know how to take 

decisions… If a patient knows what is due her, she may refuse to be treated anyhow, 

and she may demand her right is she knows it […] the practitioner too can tell that she 

knows her rights and he too will sit up and adjust.” (HCP 11, Consultant O&G, Female, 

37 years old)   

“Then education and awareness campaign through radio jingles… You go around and 

talk to women; educate them on obstetric care.” (HCP 12, Medical doctor, Male, 43 

years old) 

5.3.4.2 Training for professionals on RMC practices 

About half of the health professionals expressed the need to educate maternity HCPs by 

training them on how to provide RMC as an effective way to prevent D&A in health facilities. 
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They suggested the training and retraining of HCPs on RMC practices such as good reception 

of women, being patient and attitudinal changes in general. Adopting the RMC practices could 

make HCPs more sensitive to the issue of disrespectful and abusive care. They revealed that 

presently, most of the available training sessions focus on how to make a diagnosis and the 

treatment to give but there seem to be none on RMC:   

“So, if they can be trained as respectful midwives, it will reduce disrespect in health 

facilities.” (HCP1, Chief Nursing Officer, Female, 47 years old)   

“Then if the healthcare workers too are from time to time trained and retrained on 

this issues not just…because a lot out training focus on knowledge to make a diagnosis, 

knowing the exact test to order, knowing the exact treatment to offer, but I think we 

can include more in our training on this aspect of care so that we are more sensitive 

to it.” (HCP11, Consultant O&G, Female, 37 years old)   

 “The healthcare providers need to be trained on attitudinal change in respecting the 

women that come to the hospital for antenatal care.” (HCP14, Consultant O&G, Male, 

50 years old)   

“It starts with how you receive them at the hospitals and all that…if hospitals can 

organise these training.” (HCP10, Medical Doctor, Female, 37 years old) 

In addition, the participants recommended the proper induction and orientation of newly 

licenced and recruited HCPs on how to provide the required care to women. If the newly 

recruited HCPs are given a thorough induction, maternity care services may be more 

respectful and dignified. Some HCPs said that:   
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“So, if the healthcare providers will be having regular training and orientations, 

especially as new people are coming in so that they will know how to care for patients 

and all that.” (HCP10, Medical doctor, Female, 37 years old)  

“The training is in terms of practical training, not in the school now. When you are on 

a patient, the senior ones need to be emphasising this aspect so that it will go a long 

way. If not even when they are taught in the classes and the issue is not emphasised 

more and more when they are with the patient like other aspects of maternity care, 

the respect will always be missing.” (HCP 6, Consultant O&G, Male, 56 years old)   

5.3.4.3 Provision of medical supplies and equipment 

Many HCPs mentioned the irregular supply and unavailability of medical supplies and 

equipment as one of the reasons why maternity care services may lack respect and dignity. 

They viewed it as one of the challenges facing the healthcare sector and therefore, 

recommended the provision of medical supplies and equipment as a preventive strategy. 

Some HCPs believed that adequate provision of the necessary medical equipment such as 

screens and beds will ensure the respect and privacy for women during labour and childbirth:  

“The health facilities will need to be well equipped; equipped with facilities like beds 

and screens so that when they are carrying out procedures, they can cover their 

patients with the screens.” (HCP 7, Community Health Worker, Female, 44 years old) 

The participants further mentioned that the availability of the needed medical supplies would 

enable HCPs to offer the required QoC to women. Having the necessary items would minimise 

their frustrations and lessen the workload for health professionals: 
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“They need to find ways of improving by getting the things we need to work with so 

that we can be able to give these patients the best care they need. This will also make 

work easy for us to avoid… avert some of these frustrations, dissatisfaction on the job 

itself.” (HCP10, Medical doctor, Female, 37 years old) 

“Then, they should also stock the hospitals or health facilities with the required drugs 

and facilities so that we do not need to run helter-skelter to…” (HCP 3, Nurse-midwife, 

Female, 53 years old) 

 A few of the HCPs also recommended the recruitment of an additional number of health 

professionals. Recruiting more HCPs would lessen the workload for health professionals and 

need the demand of the healthcare system:  

“Then, the […] personnel too, they have to employ more hands to care for these 

patients, to meet with the demands of the healthcare system in general.” (HCP 3, 

Nurse-midwife, Female, 53 years old) 

The HCPs suggested that the government should fund the health sector to aid in the furnishing 

of the health facilities in both urban and rural communities. They expressed that the adequate 

allocation of funds to the health sector will facilitate the procurement of medical supplies and 

equipment:  

 “Government should raise funds even to the rural areas so that the money can be 

used to manage the facilities.” (HCP 7, Community Health Worker, Female, 44 years 

old) 
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“The government has a role to play because they are the ones that… they are the ones 

that allocate funds to these institutions.” (HCP10, Medical doctor, Female, 37 years 

old) 

5.3.4.4 Effective monitoring and supervision of HCPs  

Other participants believed that monitoring and supervision of HCPs to ensure adherence to 

the medical, nursing and midwifery professional ethics would be beneficial in minimising 

disrespectful maternity care:   

“Adequate training and monitoring of the healthcare providers to ensure that people 

adhere to the ethics of the chosen professions will be beneficial.” (HCP14, Consultant 

O&G, Male, 50 years old)   

One participant added that midwives who perpetrate actions that women perceive as 

disrespectful and abusive should be identified and made to face a disciplinary action:  

“So, if the authorities in the health facilities fish out the rude midwives; rude in quote 

and maybe work on them by disciplining them so that others can learn from it.” (HCP1, 

Chief Nursing Officer, Female, 47 years old)   

5.3.4.5 Review of hospital policies  

The health professionals’ descriptions revealed the need to review local policies at facilities. 

They suggested that through research, hospitals can obtain information about women’s 

maternity care experiences. Such information can be useful in the evaluation of policies. Some 

HCPs stated that:  

“So, if they can review their policies regarding healthcare and allocations and all that, 

it can also go a long way to help.” (HCP10, Medical Doctor, Female, 37 years old) 
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“The hospitals too should keep reviewing their policies and then they should carry out 

research similar to what you are doing, but maybe on a smaller scale to know how 

women feel and know how to implement some of these things.” (HCP11, Consultant 

O&G, Female, 37 years old)   

5.4 Chapter summary 

This chapter presented the themes that emerged from the analysis of the interviews 

conducted with HCPs to understand their perspectives on the D&A of women during 

maternity care. The main themes that emerged include (1) perceptions of D&A; (2) perceived 

factors; (3) potential impact; and (4) prevention strategies. Extracts from the transcripts were 

also included to illustrate where the themes emerged.  

Health professionals perceived D&A as the absence of respectful maternity practices, 

recognising it as a violation of the human right of women accessing facilities. They also 

mentioned some of components of respectful care and demonstrated an understanding of 

what it encompasses. Disrespectful care was often regarded as subjective to the woman and 

not intentioned to bring harm to women but for safe childbirth. Their views also highlighted 

the underlying gender-related ideas and societal perception of women as being inferior to 

men. 

In addition, several factors perceived to contribute to D&A in maternity facilities were 

reported. The reasons for the existence of disrespectful care were linked to service users, 

health professionals and health facilities. For example, the factors relating to service users 

were cultural and religious practices and poor knowledge of health facilities. The factors 

linked with health professionals include negative attitudes, paternalistic approach to care and 

inter-professional rivalry among the healthcare staff. Some of the HCPs mentioned factors 
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relating to the health facilities such as lack of funds, shortage of healthcare staff and high 

workload, poor supervision of HCPs, hospital policies and lack of continuity of care.  

The HCPs also reported various adverse effects of D&A such as the impact on women’s health 

and that of their newborns, access to maternity services and job satisfaction for health 

professionals. In addition, they provided suggestions on how to prevent or minimise D&A 

which included educating the women, training for professionals on RMC practices, effective 

monitoring and supervision of HCPs, provision of medical supplies and equipment, and review 

of hospital policies. 

The next chapter (Chapter 6) presents a discussion of the findings that emerge from the 

analysis of data collected from women and HCPs. To sum up, all the findings presented in the 

previous chapters (Chapter 4 and Chapter 5) are discussed in the next chapter. 

 

 

  



 

 247 

CHAPTER 6 DISCUSSION OF THE FINDINGS  

6.1 Introduction 

This chapter discusses findings from women’s experiences and HCPs’ perspectives on D&A in 

maternity care. It begins with a summary of the key findings of the current study, which is 

followed with a detailed account of the methodological strengths and limitations. The chapter 

also highlights the implications of the findings in relation to theory, policy, healthcare practice 

and future research, and concludes with a summary of the discussion.   

The aim of this study was to provide an understanding of women’s experiences and HCPs’ 

perspectives on the D&A of women during maternity care in Benue State, Nigeria. Data were 

collected from women and HCPs to achieve the following research objectives:   

1.    To understand how women perceive their experiences of D&A during childbirth, antenatal 

and postpartum care   

2.    To explore the perceived factors contributing to D&A in childbirth, antenatal and 

postpartum care  

3.    To understand how women’s experience of D&A could impact on their use of maternity 

services in the future 

4.    To understand how HCPs perceive D&A and why it occurs in maternity care facilities 

5.   To explore the perceptions of HCPs on the impact of D&A on women’s health, wellbeing, 

use of health facilities, and recommendations on how D&A can be prevented in maternity 

care. 

The interpretive paradigm is the philosophical orientation used in this study. This framework 

is applied in research to gain knowledge about a social phenomenon – the meaning of a 
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person’s subjective experience (Fossey et al., 2002; Green and Thorogood, 2014). Within this 

philosophical stance, a researcher seeks to understand the multiple realities of a social 

phenomenon (Green and Thorogood, 2004; Weaver and Olson, 2006). The application of an 

interpretive paradigm enabled an understanding of the meanings and interpretations of D&A 

from both women and HCPs, revealing the multiple realities of the phenomenon. 

6.2 Summary of the key findings 

The section presents an overview of key findings for the present study based on the research 

objectives. 

(1) Both women and HCPs reported their perceptions of D&A. The findings suggest there are 

differences and a few similarities in their descriptions. Themes that emerged from women’s 

perceptions of D&A were based on their experience and include: ‘normative’ practice; 

dehumanisation of women; and ‘no harm intended’. From the HCPs’ accounts, the emerged 

themes were: the absence of respectful practices; a subjective experience for every woman; 

‘no harm intended’; and societal perception – ‘women are weak’. The themes appear to differ, 

but one that was common between the groups is the perception that D&A may not always be 

intended to cause harm to women. They also perceived some actions of service providers to 

be necessary to save the lives of both a woman and her unborn child. 

(2) The present study found a range of factors perceived to contribute to the D&A of women 

in maternity facilities from the descriptions of women and HCPs. The factors appeared to fall 

into three subthemes relating to the service users, HCPs and health facility. Despite the 

similarity in the naming of the subthemes, there were some variations in the findings across 

the study participants. Overall, the perceived factors reported reveal the multifaceted nature 

of the D&A of women during maternity care in the study. 



 

 249 

(3) Another finding revealed from women and HCPs’ explanations is that an experience of 

D&A could potentially have a negative impact on women’s use of maternity services. The 

adverse effect on the use of maternity services can be reduced confidence in the health 

facilities and delayed access to and complete avoidance of health facilities. The study also 

found that HCPs and women believe that D&A could have adverse effects on women’s health 

and wellbeing. The HCPs revealed that the experience of D&A can affect women emotionally 

and psychologically and can even result in maternal and neonatal mortality. Regarding the 

consequence of D&A on women’s health, the women, on the other hand, mentioned only the 

emotional impact.  

(4) Both women and HCPs suggested strategies to prevent disrespectful and abusive 

maternity care. Women’s recommendations include the provision of medical supplies and 

equipment, training of HCPs on RMC practices, sanctioning HCPs perceived to perpetrate 

D&A, and educating women on maternity services. The suggestions the HCPs provided 

focused on: (1) Educating the women; (2) Training for professionals on RMC practices; (3) 

Effective monitoring and supervision of HCPs; (4) Provision of medical supplies and 

equipment; and (5) Review of hospital policies.   

The following sections present a detailed discussion of the above findings in comparison to 

existing theory and literature on the D&A of women in maternity facilities. 

6.3 Perceptions of D&A by women and HCPs 

The first findings reported in the present study are the perceptions of D&A from the women’s 

and HCPs’ accounts. The perceptions of D&A described are quite different, but one subtheme 

– ‘No harm intended’ – was common among the women and professionals, and the methods 

– FGDs and semi-structured interviews. It is also important to state that women’s descriptions 
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of their perceptions of D&A were based on their experience of the phenomenon, while health 

professionals’ accounts were constructs from incidents of disrespectful and abusive care 

witnessed or experienced during their practice.  

6.3.1 ‘Normative’ practice 

Following the analysis of women’s accounts of their experiences of D&A, one common theme 

from the FGDs and semi-structured interviews is the perception of D&A as the normal practice 

in health facilities. This indicates that disrespectful and abusive care practices, especially in 

the form of verbal abuse such as the use of abusive language and shouting, is commonly 

experienced by pregnant women using health facilities in the study. Therefore, women 

expected such practices and did not necessarily regard them as a violation of human rights. 

This view is similar to other findings that suggest disrespectful practices including verbal abuse 

– shouting, use of derogatory words – and forms of abuse are a violation of the human rights 

for women (WRA, 2011).  Reporting verbal abuse as the common form of D&A during 

maternity care has been described in another qualitative study where patients and both 

practising and student providers found it to be common (Burrowes et al., 2017).  

Previous studies have also reported that women view D&A as a normalised behaviour in 

health facilities in some countries (McMahon et al., 2014; Freedman et al., 2014; Abuya et al., 

2015b; Bohren et al., 2017). For example, women in Tanzania often expected disrespectful 

and abusive care to occur because they regarded it as the standard (McMahon et al., 2014). 

The authors found that the Tanzanian women initially described being satisfied with the care 

they received at the health facilities, but upon probing further, they came up with detailed 

accounts of their experiences of D&A. A recent study in South African also reported that verbal 

abuse of women during labour and childbirth is normalised; though the participants provided 
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justifications for it (Lambert et al., 2018). These findings show that women who have become 

familiar with disrespectful and abusive care during childbirth are not likely to regard it as a 

crime against women’s rights to health (Bowser and Hill, 2010; WRA, 2011). 

The normalisation of D&A among women may be an underlying reason for most of the women 

in the present study to feel that they had to accept and endure disrespectful practices to avoid 

an escalation of the situation. Some of the women used their faith as a source of strength to 

cope with their experience of disrespectful and abusive care. Such notions of D&A could also 

be the reason for it to remain underreported, perpetuated and unchallenged. Similar to this 

finding, studies in Jordan report that Jordanian women perceived the help of a spiritual deity 

to be important in coping with labour pain and childbirth experiences (Abushaikha, 2007; 

Hatamleh, Shaban and Homer, 2013). However, unlike in the present study, the Jordanian 

women’s experiences were not of disrespectful maternity care but childbirth.  

This study also found that women’s description of their experiences of D&A aligns with most 

of the categories of D&A by Bowser and Hill (2010). Some of the women described having an 

experience of D&A during their antenatal and/or childbirth, while others experienced it during 

antenatal and postpartum care. More specifically, women’s responses indicated that the 

experience of D&A was more severe during antenatal care and childbirth at the health 

facilities. This is comparable with previous studies where many women self-reported either 

moderate or severe experience of abuse during pregnancy and childbirth in healthcare 

settings (Schroll, Kjaergaard and Midtgaard, 2013).  

Only a few women in the present study reported D&A during postpartum care. Their 

responses indicated that most of them did not receive or seek any form of postpartum care 

upon discharge from the health facilities. From their explanations, the women and their 
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newborns had no need for medical attention after childbirth; though it is possible that their 

experience of D&A during pregnancy may have influenced such decisions.  

6.3.2 Dehumanisation of women 

Women perceived their experiences of D&A as dehumanising as they expressed feeling 

devalued and worthless from the actions perpetrated by service providers during maternity 

care. In both the semi-structured interviews and FGDs, women mentioned that disrespectful 

and abusive actions such as being shouted at and quarrelled with by healthcare staff 

demeaned them and destroyed their feelings of self-worth. This violates women’s rights such 

as their right dignity and respect and to be free from harm and maltreatment, as highlighted 

in the Respectful Maternity Care Charter developed within the context of the human rights 

perspective (WRA, 2011). 

Dehumanisation has been described as denying people of their human attributes; thereby, 

equating them to animals (Haslam, 2006). It is arguably one of the most common concepts 

used in topics relating to conflicts existing within social groups that dehumanise people. The 

concept of dehumanisation is usually marked by the lack of emotional support, personal care 

and neglect of the service user’s individuality, and their autonomy in recent healthcare 

delivery. In addition, it is often characterised by humiliating and degrading behaviour or a lack 

of empathy and indifference towards people (Haslam, 2006). 

The perception of D&A as dehumanisation has also been reported in other studies by women 

who were treated without respect and dignity (Schroll, Kjaergaard and Midtgaard, 2013; 

Warren et al., 2017). Schroll, Kjaergaard and Midtgaard (2013) found that the lack of respect 

made women who had suffered abuse feel vulnerable, as well as dehumanised and worthless. 
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The participants described that the feeling of abuse arose in instances where they were not 

cared for with respect as human beings by the hospital staff which left them feeling humiliated 

and worthless.  In one of the first Jordanian studies to focus on women’s recollections of their 

childbirth, Hatamleh, Shaban and Homer (2013) revealed women’s descriptions about being 

treated as non-humans in health centres. Dehumanisation, based on the women’s accounts, 

was characterised by lack of privacy, support from staff, control, restricted mobility and 

mistreatment by health professionals. The finding suggests that though women in the present 

study normalised the D&A of women of health facilities, they often felt degraded by the 

disrespectful actions of HCPs.   

6.3.3 The absence of respectful practices 

Health professionals viewed D&A as actions and practices toward women which are a 

violation of their right to respectful care in health facilities. Various practices and actions such 

as not providing information, carrying out procedures without consent, shouting and other 

forms of verbal abuse were reported as disrespectful and abusive. The HCPs also 

demonstrated a good knowledge of the principles of RMC. The RMC practices include actions 

such as considering woman’s wishes and childbirth preferences, meeting her care 

expectations with respect and ensuring the safety of a mother and her child. The finding is 

consistent with previous studies (Lambert et al., 2018; Shimoda et al., 2018). Lambert et al. 

(2018) explored the ‘lived experiences’ of maternity service providers and women on care 

during labour and childbirth in South Africa. The maternity health professionals’ accounts 

revealed their knowledge of the guidelines for good quality care (Lambert et al., 2018). 

However, there was no reflection of such principles of good maternity practices in the care 

women received according to the descriptions of their birth experiences. The authors also 
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reported that service providers believe women are unable to make informed choices and give 

consent regarding their care. As a result, health professionals felt the need to make decisions 

for women during childbirth because of the perception that an individual can trade choice for 

skilled and competent care. 

Findings from another study in urban Tanzania indicate that midwives practised both 

disrespectful and respectful care in health facilities (Shimoda et al., 2018). Respectful 

care was delivered within the human rights perspective to women through practices such as 

offering emotional support, good verbal communication and timely care. Disrespectful care, 

however, was demonstrated in the form of abandonment, physical and psychological abuse, 

and a lack of confidential and consented care (Shimoda et al., 2018). This suggests that 

while HCPs seem to have a reasonably good knowledge of the components of RMC, they do 

not always apply the principles in their every practice in Nigeria, and other settings. 

6.3.4 A subjective experience for every woman 

The HCPs in the present study expressed the view that D&A is a subjective experience for 

every woman as it is often based on women’s personal feelings. They reported that though 

similar maternity services are provided to women, while some may express satisfaction with 

the care received, others describe it as disrespectful and abusive.   

In addition, the HCPs’ had the notion that women’s expectations of their maternity care 

influence the experience of D&A. Therefore, the experience of D&A is likely to be reported 

by women who do not have unmet maternity care expectations. Women’s descriptions from 

both the FGDs and semi-structured interviews where they described feeling disrespected 

and abused when their care expectations were not met corroborated this view. For 
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example, women expected healthcare staff to be patient with them particularly during 

childbirth, but they were rather verbally abusive. This suggests the need to practise a 

woman-centred care approach in Nigeria for a positive maternity care experience. The WHO 

(2018c) intra-partum care model emphasises a woman-centred care and holistic approach 

to maximise the QoC during labour and childbirth within the human rights perspective. 

According to some recommendations in the guideline, if the maternity care needs specific to 

a woman are met in the context of her right to health, she is likely to have a positive 

maternity experience. Therefore, adapting this guideline in Nigeria could prevent or 

minimise the D&A of women. 

Previous findings suggest that women expect professional, humane and polite treatment 

from HCPs and a decent level of physical environment (D’Ambruoso, Abbey and Hussein, 

2005). Women who reported an experience of disrespectful care during labour and 

childbirth were found to also report low satisfaction with care (Burrowes et al., 2017).  

Bruggemann, Wijma and Swahnberg (2012) suggest that a patent’s whose maternity 

services expectations are not met is likely to feel disrespected and abused. According to the 

satisfaction theory, people’s level of satisfaction is often influenced by their expectations 

and expectancy (Oliver, 1980). The theory proposes that if the performance of a product 

goes beyond the expectations of the user, the level of satisfaction is higher and vice versa.  It 

supports the finding of the present study that women with unmet maternity care 

expectations are likely to feel disrespected and abused in health facilities.   

6.3.5 Societal perception – ‘women are weak’  

The health professionals in the present study attributed D&A to the cultural belief that women 

are weaker than men, portraying them as vulnerable and often incapable of decision making. 
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Such cultural norm appears to disempower women by creating unfair notions that influence 

how women are treated within the communities, and this transcends to the health facilities 

during maternity care.  

This finding is supported by the assumptions of the feminist theory. The theory suggests 

violence against women as constructs of gender-related ideas that consider women less 

superior to men in patriarchal societies (Yllo, 1993; Jewkes, 2002; Sonbol, 2003). From a 

feminist perspective, some scholars view patriarchy as a system of societal structures meant 

to dominate and exert control over women (Walby, 1990; Bhasin, 2006). In African societies, 

the patterns of socialisation and common gender roles dictate how men and women should 

behave in what they do (Shettima, 1998). The social system promotes gender disparities by 

assigning reproductive and domestic roles to women, controlling their access to finance and 

violating their rights both at home and beyond (Jagger and Rosenberg, 1984; Hennig, 2016). 

Despite its origin, Lawson (2015) argued that the outcome of patriachy is the same: inequality 

between men and women.  

Evidence indicates the Nigerian culture is predominantly patriarchal in nature and upholds 

male dominance (British Council Nigeria, 2012; Makama, 2013). Therefore, the social 

construction of gender roles and the practice of patriarchy in Nigeria and many other 

countries tend to limit women’s autonomy (National Human Development Report (NHDR), 

2016).  In the North-central area of Nigeria where this study was conducted (section 3.5); 

there are reports of very high levels of gender inequalities compared to the southern area of 

the country (NHDR, 2016). Based on the evidence in the report, it is perhaps not surprising 

that the HCPs expressed the view that societal perceptions of women influence the 

occurrence of D&A in health facilities. This reveals the need to incorporate strategies to 
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promote gender equality in interventions to encourage RMC in Nigeria. Such interventions 

can target the health sector of the country as well as women, local community members 

and the society at large. Women could, therefore, be empowered to challenge situations of 

D&A in health facilities and demand for their rights. 

In other studies, gender disparities and power imbalance have also been reported to play a 

role in the D&A of women during childbirth in health facilities in Kenya (Warren et al., 2017). 

The authors reported that factors that contribute to mistreatment of women are sustained 

by gender and social and norms both within the family and community.  

Moreover, according to the fundamentals of the positioning theory, interactions are often 

based on individual actions and the connections between people and are governed by rights 

and obligations to act in a specific way (Stevens et al., 2013).  Therefore, the way a person is 

perceived by another would influence the dignity given to them. Using the authors’ illustration 

of tenets of the theory suggests that elderly people are vulnerable to abuse from their 

caregivers because they depend on them (Stevens et al., 2013). Applying this theory in the 

context of D&A of women, a woman who is perceived as incapable of making decisions for 

her maternity care may be seen as unworthy of an interaction. This could result in episodes 

of D&A of women during maternity care in health facilities. 

6.3.6  ‘No harm intended’ 

One finding on the perception of D&A that was common among the women and HCPs is the 

theme, ‘no harm intended’. The health professionals revealed that certain actions were with 

good intentions to ensure that women have a safe pregnancy and childbirth, though 

challenges within the health facilities sometimes lead to disrespectful practices. This agrees 



 

 258 

with the views of women as reflected in the first phase of this study – FGDs – (Orpin et al., 

2018) and the semi-structured interviews as the women also felt that the actions of HCPs 

were not meant to bring any harm to them.  

The intentionality behind D&A in maternity care has remained a controversial topic in the 

literature (d’Oliveira, Diniz and Schraiber, 2002; Balde et al., 2017a; Bohren et al., 2017; 

Burrowes et al., 2017). Freedman et al. (2014) refer to D&A as any deviation from the 

acceptable standard of good quality care, conditions in the health facilities, and actions by 

HCPs that are intended to or perceived as humiliating or violate the basic right to health for 

women of childbearing age. Women’s perception of actions from health professionals as well-

intended – to save both their lives and unborn children – also shows the acceptability of D&A 

in maternity care settings in this study. 

Most of the HCPs reported that the safety of a woman and her unborn child were a priority 

when providing maternity care. Actions carried out during this period are believed to ensure 

women’s safety, especially during the time of labour and childbirth. As a result, some of the 

health professionals view actions such as holding down a woman’s legs during childbirth and 

shouting at women as necessary measures to gain their cooperation. Another study from 

Nigeria also describes how women who experienced physical abuse in the form of slapping 

and beating did not get upset because they considered it as a measure to ensure the safe birth 

of their children (Bohren et al., 2017). These results are an indication that the use of measures 

including holding down a woman’s legs are common practices in Nigerian maternity care 

facilities.  

Findings similar to but also inconsistent with those of the present study have been 

documented in other countries (Balde et al., 2017a; Burrowes et al., 2017; Schroll, Kjaergaard 
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and Midtgaard, 2013). Balde et al. (2017a) reported that on one hand, most service providers 

and women believe it is unacceptable for health professionals to yell or shout at service users 

during childbirth. They preferred HCPs speak to women gently. On the other hand, over half 

of the women described situations where it may be acceptable to shout at women. However, 

a smaller number of the service providers mentioned it was acceptable to shout at women in 

any circumstances during their childbirth (Balde et al., 2017a). Such contradictory findings 

may result from the aim of the study which was to explore the acceptability of four scenarios 

of mistreatment of women during childbirth in health facilities. However, authors from a 

South African study have argued that D&A of women in health facilities is a deliberate act 

from HCPs to exert control on their patients and such controlling behaviour is learned during 

their training (Jewkes, Abrahams and Mvo, 1998).  

In addition, findings from an Ethiopian study reveal that maternity service providers 

mentioned most of the abuse on women in health centres is not deliberate but occurs as a 

result of the difficulties in the healthcare system as well as from necessary medical 

interventions (Burrowes et al., 2017). Schroll, Kjaergaard and Midtgaard (2013) have reported 

that several of women had initially perceived the concept of AHC as intentional actions and 

practices that bring sexual and or physical harm to women and doubted if they experienced 

any form of abuse. The women also mentioned that they felt such actions were not 

perpetrated with the intention to bring harm or hurt to them. It is noteworthy that the 

expectations of care, the definition of D&A and differences in the method may have affected 

these findings and should be carefully interpreted (McMahon et al., 2014). 

A campaign to include RMC in all Nigerian health facilities was endorsed by the National 

Council for Health who recognised the Respectful Maternity Care Charter and approved 
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respectful care as the standard procedure for healthcare delivery (McConville, 2014). The 

HCPs in the present study, however, mentioned that they had not received any training on 

RMC apart from what they had learned in nursing and midwifery and medical schools at the 

time of data collection. This shows the need for immediate action by Nigerian stakeholders to 

ensure health professionals receive training in a timely manner to mitigate the issue of D&A 

of women. It also suggests implementing the Respectful Maternity Care Charter in Benue 

State and Nigeria could significantly reduce or prevent the occurrence of D&A and improve 

the state’s overall health sector. 

6.4 Perceived factors that contribute to the D&A: women’s and HCPs’ perspectives  

Another finding of the present study is on the perceived factors that facilitate the occurrence 

D&A among women in maternity care settings. Women and HCPs revealed a range of factors 

that appeared different; although some of the explanations provided were common between 

both groups of participants. Women’s descriptions during the FGDs and semi-structured 

interviews revealed perceived factors mostly centred on maternity service users and the 

health professionals, and a few on health facilities. On the other hand, HCPs reported factors 

commonly associated with themselves and health facilities. 

Overall, the perceived factors contributing to D&A are linked to maternity service users, HCPs 

and the health facilities. This reveals that in the context of this study, the D&A of women does 

not occur as a result of a single factor, but a combination of many factors interlinked together. 

The fundamentals of the social-ecological model support the findings of the several factors 

that contribute to disrespectful maternity care. According to the social-ecological model, 

multiple factors interact at different levels – individual, interpersonal, community, 

organisational and policy – to influence the health and wellbeing of an individual (McLeroy et 
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al., 1988; Smedley and Syme, 2000). Therefore, the perceived factors that contribute to D&A 

as identified in this study are similar to some of the constructs of the model. 

6.4.1 Service-user factors 

Women described some factors relating to maternity services users, including the lack of 

respect for health professionals and being first-time mothers as the contributing factors to 

D&A in health facilities. On the other hand, HCPs also identified factors relating to service 

users: cultural and religious practices and having poor knowledge of maternity services. 

Women mentioned that maternity service users’ inability to give respect to health 

professionals as one of the causes of D&A, a view concurrent from both the FGDs and 

interviews. For example, a woman mentioned during the interviews that referring to birth 

attendants as cleaners made them offended by the women’s lack of showing respect for their 

profession. This suggests healthcare staff can also be victims of D&A from service users in 

health facilities, and it is an aspect that could benefit from further research investigation. 

Further, first-time mothers in the study described feeling vulnerable to disrespectful and 

abusive practices especially during childbirth compared to multiparous ones. Women who 

have had an experience of childbirth appear to have a better knowledge of the maternity 

services and are likely to conduct themselves in a manner that does not result in D&A. It could 

be that the women may not have accessed antenatal care at least four times prior to their 

childbirth to obtain the needed information. Identifying this issue as a perceived cause of D&A 

needs further exploration. Evidence from the one of the recent national surveys in Nigeria 

reveals that only 51% of women who previously had live births accessed antenatal care at 

least four times in the last five years prior to the survey (NPC, 2014).   
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Previous studies on disrespectful and abusive maternity care show that women who are fully 

informed of care procedures are likely to comply with treatment, reducing the possibility of 

incidents of D&A. Evidence from a community-based cross-sectional study in northern 

Ethiopia reveal comparable findings (Gebremichael et al., 2018). Women who are adequately 

informed about the medical procedures are more likely to abide by the required safety 

instructions during childbirth. As a result, it increases the probability of women having a 

positive feeling about their maternity (D’Ambruoso, Abbey and Hussein, 2005; Warren et al., 

2013).  

It is noteworthy that HCPs in the present study also described similar views. They suggested 

that women who have very poor knowledge of maternity services often regard the actions of 

service providers as disrespectful and abusive. It reveals the level of poor communication 

between service users and healthcare staff, as well as the benefit of a good doctor–patient 

interaction in maternity care settings. This finding contradicts the fundamentals of the 

deliberative model of doctor–patient interaction. The model suggests both the doctor and 

patient consider the health-related values of the service user and together decide on the most 

suitable treatment (Emanuel and Emanuel, 1992). Since women appear to have poor 

knowledge of maternity services as revealed in the account of the HCPs, it would suggest that 

there is inadequate communication of health-related issues. If women are provided with 

adequate maternity care information and given the opportunity to make informed choices, it 

would likely minimise incidents of D&A and improve their overall maternity experience. 

It is possible that language barriers and difficulties in interpreting the information provided 

play a role in women’s poor knowledge of the services; another area worth investigating in 

future research. Like this study’s findings, Warren et al. (2017) reported that women felt 
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marginalised when adequate information was provided by health professionals which led to 

little knowledge of childbirth procedures and a feeling of helplessness. They also found that 

first-time mothers did not understand the need for regular vaginal examinations during 

childbirth which made them uncomfortable during the procedure.  

Another factor believed to act as a contributing factor to the D&A of women in this study is 

the cultural and religious practices of maternity service users. The HCPs mentioned that 

during maternity care, especially childbirth, women expect to be allowed to practise their 

cultural beliefs, and often considered it as disrespectful and abusive when not allowed to do 

so. In Nigeria, Fapohunda and Orobaton (2013) identified culture and traditional practices as 

one of the key players in women’s preferences of childbirth care. Socio-cultural meanings 

guided by religious beliefs are assumed to affect women’s acceptance of caesarean section 

(Ugwu and de Kok, 2015). 

The HCPs described some cultural and religious practices that could result in the D&A of 

women in health facilities. For example, certain cultures in Nigeria believe that only older 

health professionals should assist a woman with her childbirth. Some religious groups are of 

the view that providing maternity care for women should be done only by female 

professionals. In the same way, other cultural groups limit women’s ability to give consent for 

their care except when a husband or any other person designated to do so is present. 

Research findings in another context agree with this finding. Tebid et al. (2011) found that 

migrant women felt the care received was disrespectful and culturally insensitive in 

Johannesburg. The migrant women expressed this view because the South African healthcare 

staff constantly used phrases such as ‘our’ hospital and ‘our’ medication. 
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In contrast to this study, other factors associated with service users have been reported as 

risk factors for D&A during facility-based childbirth. For instance, women of low socio-

economic status were more vulnerable to D&A during childbirth than their counterparts in 

Pakistan (Azhar, Oyebode and Masud, 2018).  

6.4.2 HCP and health facility factors  

The participants in the current study mentioned several perceived factors linked to HCPs and 

health facilities that contribute to the D&A of women. The perceived factors reported by 

women include over-crowded maternity wards and poor management of health facilities. 

Health professionals mentioned the lack of funds, shortage of healthcare staff, workload, poor 

supervision of HCPs, health policies and lack of continuity of care. The perceived factors D&A 

align with Freedman et al.’s definition of D&A which includes elements from the individual, 

structural and policy levels that influence disrespectful care (Freedman et al., 2014).   

The HCPs mentioned the role of the paternalistic approach to care on the D&A. Accounts of a 

few providers suggested that the practice of a paternalistic approach to care characterised by 

making decisions for women is common among many Nigerian health professionals. Some 

health practitioners believed that women are incapable of making decisions; thereby they fail 

to involve them in maternity care decisions. Women’s accounts also corroborated this view 

and revealed that the domineering attitude of health professionals can contribute to D&A. 

They described that professionals use their domineering attitude to exercise power and 

control in maternity care facilities. The finding aligns with the notion of the theory of power 

that suggests the ability to influence others lies in the control of resources such as information 

and rewards (Turner, 2005). As a result, women were not always informed of medical 

procedures before they were carried out on them and they were often shouted at or 
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quarrelled when they asked questions during maternity care. Consistent with other studies, 

HCPs may be disrespectful to women because they are in a position of power and can exercise 

authority over service users (Jewkes, Abrahams and Mvo, 1998; Milltenburg et al., 2018). This 

highlights health practitioners’ superiority over women and the power imbalance between 

them during maternity care in health facilities.  

Further, some HCPs in the present study mentioned that some of their colleagues have 

negative attitudes such as being easily angered, impatience and lack of passion for the nursing 

profession which results in the abuse of women. This indicates the behaviour and attitudes of 

healthcare staff toward their profession play a role in the D&A of women. 

The accounts of women and health professionals in the current study show the assumptions 

of the paternalistic model. According to the model of the doctor–patient interactions, the 

doctor is in control and exercises power over patients as they assume the role of a parent by 

making decisions for the patient (Emanuel and Emanuel, 1992; Hellin, 2002). The assumptions 

of the paternalistic model provide further understanding of these findings and reveal that 

health professionals believe service users do not have adequate knowledge to make informed 

decisions and assume the decision-maker role for the patient. In this type of doctor–patient 

relationship, service providers view themselves as being in a superior position to the patient 

(McKinstry, 1992). Previous evidence in Western Australia revealed nurses’ descriptions of 

their unwillingness to share their decision-making powers with patients which resulted in a 

power imbalance and limited input from patients (Henderson, 2003). The nurses believed 

they know what is best for the patients and most had no medical knowledge; hence, the need 

to gain power and have control. 
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Other authors consider paternalism as an extreme way of doing good like in a parent–child 

relationship where the child completely depends on a parent for decision making (Hellin, 

2002). Hence, the role of the HCP is to act in the service user’s best interest and the health 

professional regards a ‘good patient’ as one who submits and accepts the role of a child 

(Hellin, 2002). McKinstry (1992) argues that it may not be justifiable to use a paternalistic 

approach when providing care to patients with the ability to make rational decisions but only 

when the aim is to restore the patient’s autonomy. It is essential for healthcare staff to 

provide information and assist women in making an informed choice regarding their 

maternity care, but HCPs having the decision-making power appears to lead to D&A based on 

the findings from this study. This reveals the need for Nigerian healthcare sector to encourage 

patients’ engagement in making their maternity care decisions.   

Women viewed student practitioners providing care as a factor contributing to D&A because 

they regard them as inexperienced and not fully knowledgeable about childbirth and 

postpartum care. Consistent with previous findings, Warren et al. (2017) reported women 

may suffer D&A when a trainee, perceived as inexperienced, hot-tempered and non-

compassionate provides care to women. This suggests women should not be left 

unsupervised with trainee practitioners to prevent situations where the care provided could 

be perceived as disrespectful and abusive. It is important to state that only a few women in 

the interviews expressed this view. Therefore, this could be explored further in future 

research in this setting.  

Additionally, women in Guinea described the trainee practitioners as being more hot-

tempered and having little compassion and empathy toward women during childbirth 

compared to the qualified healthcare staff (Balde et al., 2017b). As a result, women 
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mentioned feeling anxious from the presence of the unsupervised trainees who were young, 

lacked both personal and professional experience of childbirth, and were verbally abusive. 

There are possible reasons for the similarity of the finding with that of previous studies 

(Warren et al., 2017; Balde et al., 2017b). For example, the Nigerian healthcare sector and 

that of other LICs are plagued with issues of poor infrastructural, economic and human 

resources (Welcome, 2011; Obansa and Orimisan, 2013). 

The HCPs mentioned inter-professional rivalry as one of the causes of D&A. They went on to 

elaborate that rivalry leads to D&A as women are no longer the core of the maternity care 

process, but the health professionals’ personal interests become priority. Previous studies 

have shown that this phenomenon is one of the major causes of conflicts among healthcare 

staff in Nigeria (Omisore, Adesoji and Abioye-Kutey, 2017). Medical doctors and other 

professionals had different views on healthcare issues such as service user management, the 

leadership of the care team and establishment positions. In the healthcare sector, rivalry 

among professionals increases or causes stress which may lead to emotional fatigue and 

decrease commitment to their jobs (Peiro, Gonzalez-Roma and Tordera, 2001; Tabak and Orit, 

2007).  

As shown in the present and previous studies, inter-professional rivalry can have adverse 

effects on both service users and healthcare staff (Omisore, Adesoji and Abioye-Kutey, 2017), 

and contribute to D&A. This reflects the need to improve inter-professional collaboration 

among healthcare staff and other allied health professionals to offer a more integrated care. 

The WHO (2018c) recently proposed an international model of intrapartum care that takes 

into account all the elements of the WHO QoC framework developed for maternal and 

newborn healthcare. This model puts a woman and her child at the centre of the care process, 
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stressing the importance of patient-centred care. Therefore, the maternity service users in 

Nigeria could benefit from this approach if stakeholders ensure the framework is incorporated 

in the Nigerian healthcare sector; thus, reducing the D&A of women and promoting maternity 

healthcare experiences. 

Most of the women and HCPs in this study reported that working long hours, the shortage of 

service providers and overcrowded maternity facilities facilitate the occurrence of 

disrespectful maternity care. Overcrowded facilities lead to the shortage of beds, chairs and 

the available medical supplies and equipment may become insufficient to meet the needs of 

the service users. The high workload of HCPs and working for very long hours result in stress, 

physical exhaustion and total burnout. Consequently, the HCPs could become easily angered, 

verbally abusive and delay in responding to a woman’s call for assistance during the period of 

labour and childbirth. The finding is concurrent among the women and HCPs and can further 

be explained using the situational theory of abuse that centres on the role of the stress of 

caregivers and abuse. The theory suggests that a caregiver who is overworked and cannot 

cope with the stress of the job is likely to create situations of abuse (McClennen and 

McClennen, 2010). Applying the assumption of the situational theory to this finding shows 

that HCPs who feel overburdened with their workload and unable to cope effectively with the 

high number of women at health facilities probably result in abuse. 

A majority of the HCPs attributed the infrastructural issues discussed above to inadequate 

funding of the health sector.  Insufficient funding of the facilities results in the construction of 

and use of substandard infrastructure. This leads to the provision of care services that could 

be considered disrespectful and abusive. In contrast, Jewkes, Abrahams and Mvo (1998) 

reported the existence of incidents of D&A in health facilities that appeared to have good 
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working conditions. The settings used in the South African study had better working 

conditions than many others in the country’s private sector because the region is considered 

as having well-resourced healthcare services. In another study, direct observations of 

provider–patient interactions showed that health professionals were often active 

perpetrators of disrespectful practices, though infrastructural challenges may have influenced 

the occurrence of D&A (Banks et al., 2018). Women were not often asked their preferred 

birthing position, nor did health professionals seek their consent before procedures were 

carried out. The service providers also failed to either introduce themselves to the women or 

congratulate then upon having safe childbirth. 

In line with the above findings, previous studies across many countries report that 

institutional limitations like poor working conditions can lead to emotional physical and stress 

among health professionals in many LICs. Consequently, these institutionalised limitations 

support a system that promotes the practice of non-RMC (Bosch-Capblanch and Garner, 2008; 

Reis et al., 2012; Freedman and Kruk, 2014; McMahon et al., 2014; Bohren et al., 2017; Ishola, 

Owolabi and Filippi, 2017). Another Nigerian study found that health systems constraints are 

one of the main contributing factors to the mistreatment of women during facility-based 

childbirth(Bohren et al., 2017). Staffing and resource constraint contribute to a poor working 

condition for service providers who become stressed and unable to cope; thereby, 

transferring their aggression onto the service users. Both women and health professionals 

also attributed mistreatment of women to a deprived healthcare system where the facilities 

are overcrowded, human resources are limited and care providers are overworked (Bohren 

et al., 2017).  
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Likewise, Mselle et al. (2013) suggested that the poor working conditions of health 

professionals may have contributed to women’s ‘bad birth experiences’ in Tanzania. The 

health centres used in the study were described as lacking supplies, equipment, blood for 

transfusion and drugs needed during the period of pregnancy and childbirth. Although the 

study highlights the role of constraints in the health facilities on women’s maternity care 

experiences, the context appears to be different from the present study. Mselle et al. (2013) 

obtained information from women who had negative birth outcomes – obstetric fistula, while 

the present study used women who had ‘normal’ vaginal births and experienced D&A in 

health facilities. 

Further, poor supervision of healthcare staff is reported as one of the facilitators of D&A 

during maternity care. A few HCPs in this study stated that in the absence of proper 

supervision, women are likely not to receive the required maternity care. Globally, many 

previous studies have reported an association between poor supervision of HCPs and D&A of 

women in health facilities (Afsana, Rashid, 2001; Miller et al., 2003; Mselle et al., 2013; 

Burrowes et al., 2017). Igboanugo and Martins (2011) suggest that poor supervision of 

healthcare staff and a weak leadership system affects maternity services in the Niger Delta 

region of Nigeria. This is because of the failure to assess HCPs’ actions, management of 

patients and care delivery. A systematic review also found that a lack of supportive 

supervision can lead to negative attitudes, demoralisation of HCPs and perpetuation of 

mistreatment of women (Bohren et al., 2015). Very few women expressed the view that poor 

management of health facilities contributes to D&A, which supports the perspective of the 

HCPs on the role of poor supervision of staff. They believed that while health centres are set-

up to meet maternity needs, the managerial aspects are lacking; hence, the effective 
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operation of the Nigerian health system is poor. It is possible that poor management of health 

facilities plays a major role in the existence of some of the factors reported in the study.  

Health professionals reported that a lack of continuity of care, characterised by the failure to 

involve all the relevant HCPs as members of a care team for maternity care potentially 

contributes to the D&A of women. Their accounts indicated that antenatal care consultations 

are carried out by doctors, and the midwives who are often present during childbirth have no 

prior interactions with women until the period of labour and childbirth. This is likely to result 

in poor doctor–patient interaction between the midwives and women, particularly during 

childbirth. Although only a few HCPs mentioned this point, it raises a vital issue that could to 

be further addressed. Therefore, future research could help to understand the extent to 

which this phenomenon contributes to the D&A of women and the interventions that can be 

put in place to improve maternity care services in Nigeria. 

In addition, the HCPs mentioned that women use different facilities for various aspects of 

their care which could lead to the unavailability of up-to-date information about their care. 

Hodnett et al. (2011) have suggested that a lack of continuity of care could result in a D&A of 

women as some women tend to access different health facilities for various maternity care 

services.  In a rural area of Ethiopia, Adinew and Assefa (2017) conducted interviews and FGDs 

with women to explore their behaviours and beliefs associated with labour and skilled 

childbirth attendance. Women reported that there was a lack of continuity of care even 

though they had expected continuous care throughout their labour and childbirth. While the 

finding reported by Adinew and Assefa (2017) appear similar to that of the present study, it 

is important to state that women who participated in the former study had a previous 

experience of facility-based childbirth, but had not accessed skilled providers during their last 
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childbirth. Hence, the women’s responses highlighted their reasons for the preference of 

home births rather than facility-based childbirth.  

Studies in HICs have also highlighted the role of a lack of continuity of care on women’s 

maternity care experiences Behruzi et al., 2011; Ith, Dawson and Homer, 2013). Behruzi et al. 

(2011) reported that a lack of continuity of care characterised by the presence of many HCPs 

is regarded as a limiting factor for the provision of humanised birth care in Canadian health 

facilities. Women in the study reported been attended to by five or more healthcare staff 

during labour and childbirth which interfered with their privacy and intimacy. The analysis of 

field notes, observations, self-administered questionnaires and interviews may have 

increased the quality of their findings, but the differences in the methods and healthcare 

standards may affect its comparison with this study. However, there are studies that highlight 

the benefit of continuous and supportive maternity care – a form of pain relief for women 

(Hodnett et al., 2011). The continuous support which may involve comfort measures, 

emotional support, information and advocacy often contributes to the humanisation of 

women’s maternity care experiences. In addition, the continuous and consistent support for 

women during labour and childbirth provides meaningful clinical benefits to both a woman 

and her child. 

According to the WHO (2016b) antenatal care recommendations for a positive experience in 

pregnancy, a midwife- led continuity of care model in which one or more midwives care for a 

woman during her maternity period – antenatal, childbirth and postnatal – is recommended. 

However, this recommendation is context-specific and may only be applicable in settings with 

a ‘good’ midwifery system. Implementing this scheme may not seem feasible in the Nigerian 

context because its health sector is faced with many challenges (Omoleke and Taleat, 2017). 
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Nonetheless, one midwife could be assigned to support a group of women throughout their 

pregnancy to ensure continuity of care and promote RMC experience. 

To sum up, section 6.4 discussed the findings from the perspectives of both women and health 

professionals on the service user, HCP and health facility factors perceived to contribute to 

D&A during maternity care. The findings reveal that different factors interact at various levels 

to contribute to D&A of women, and highlight that disrespectful maternity care is 

multifaceted. For example, poor supervision and shortages of staff creates a poor working 

environment for health professionals who may feel frustrated and demoralised, leading to 

the perpetration of disrespectful and abusive maternity care practices. In addition, the 

shortages of staff, for example, could mean that the available healthcare staff may not attend 

to all the women efficiently during antenatal, childbirth or postpartum care. This, in turn, 

could be perceived as neglect and/or abandonment. Although the D&A of women by HCPs 

may not be intentional, the challenges or constraining factors in facilities play a major role in 

D&A of women. Nevertheless, women’s experiences of D&A as described in this study should 

not be viewed as insignificant despite the intent. It is possible that some service providers 

may hide under the guise of these institutional challenges to perpetrate disrespectful 

practices toward women. Also, poor conditions of a health facility may provide explanations 

for the D&A of women during maternity care, but should not be seen as a reason for the 

continuous perpetuation of disrespectful care practices. Moreover, the D&A of women is not 

to be blamed entirely on the constraining nature of the health facilities and systems as factors 

associated with service providers were also reported. This suggests that many women often 

have to put up with the disrespectful and abusive care resulting from both actions of health 

professionals and failures in the health facilities and systems.  
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6.5 The perceived impact of D&A: women’s and HCPs’ perspectives 

Another key finding in the present study is on the perceived impact of D&A in health facilities. 

The accounts of women and HCPs indicated that D&A could impact on women’s health, 

wellbeing and use of maternity services.  

6.5.1 Use of health facilities 

While sharing their experience of D&A during maternity care in the FGDs and semi-structured 

interviews, women’ responses revealed their intentions about the use of health facilities for 

maternity care in the future. Women reported that they would continue to use the existing 

health facilities for future maternity care regardless of their experiences of D&A as they 

accrued considerable importance to receiving facility-based care. It could be that the 

importance women give to the use of health facilities – to avoid complications or loss of life 

during childbirth – influenced their decision of continuous use of facilities. Moreover, there is 

a possibility that using a room at the health facilities to conduct the FGDs may have impacted 

upon women’s need to provide ‘favourable’ responses. While women reported the use of 

health facilities for maternity care in the future, this finding raises some concerns as a large 

number of participants reported limited access to postpartum care. It suggests the possibility 

that their experience of D&A may have contributed to the limited access to postpartum care 

services. This presents an area that could benefit from further research. Overall, from 

women’s descriptions of their experiences, the study found that it does not prevent them 

from using health centres for antenatal, childbirth and postpartum care. Nonetheless, women 

viewed their future use of health facilities with a sense of helplessness to avoid complications 

or loss of life during childbirth. 
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Women suggested that the experience of D&A may not have deterred their subsequent use 

of maternity facilities but reduced their confidence in them, and the HCPs’ views supported 

this finding. Previous studies have also documented women’s reduced confidence in the 

health facilities as an adverse effect of an experience of disrespectful and abusive care 

(D’Ambruoso, Abbey and Hussein, 2005; Idris, Sambo and Ibrahim, 2013; Bohren et al., 2014; 

Kujawski et al., 2015; Burrowes et al., 2017). For instance, a previous study in Nigeria reported 

that a bad attitude and lack of compassion from HCPs leads to the social distancing of women 

from the service providers, consequently, reducing their access to maternity services (Onah, 

Ikeako and Iloabachie, 2006). It is noteworthy that the study did not directly seek to explore 

perceptions of D&A in maternity care, but the factors that influence women’s choice of a place 

for childbirth in Enugu, Nigeria (Onah, Ikeako and Iloabachie, 2006). This implies that the D&A 

of women during maternity care plays a major role in reducing their confidence in maternity 

care facilities.  

Both women and HCPs shared a similar view that the experience of disrespectful and abusive 

maternity care could result in delayed access to maternity services. It is imperative to clearly 

state that HCPs believed D&A of women leads to poor health-seeking behaviour. This is 

characterised by a delayed use or absolute refusal to access skilled services during future 

pregnancies. Women, on the hand, mentioned that the experience of D&A may delay access 

to or bypassing health facilities, but not the non-use of skilled maternity care. That is to say 

that this study found that experiences of disrespectful care can lead to delayed access to or 

complete rejection of the maternity services. 

In line with these findings, other authors have reported that D&A in healthcare may limit of 

women’s use of facility-based maternity care (Bohren et al., 2014; Kujawski et al., 2015; 
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Adinew and Asefa, 2017; Maya et al., 2018). Results in a landscape review of literature of D&A 

during childbirth suggest that the experience of D&A in healthcare settings may compel 

women to refrain from or delay access to facilities (Bowser and Hill, 2010). A qualitative study 

in Nigeria discovered that the experience of mistreatment could be “destabilizing” for women, 

especially during childbirth (Bohren et al., 2017). As a result, they felt the need to avoid health 

facilities during childbirth for fear of being mistreated. 

Likewise, qualitative findings from an Ethiopian study revealed that a previous experience of 

D&A is a deterrent for subsequent use of maternity care services (Adinew and Asefa, 2017). 

The women who took part in the study had accessed a health facility for childbirth in the past 

but had their most recent childbirth at home, without the presence of skilled personnel. 

Another study carried out in Ethiopia also reported the effect that D&A of women could have 

on their health-seeking behaviour (Burrowes et al., 2017). The authors described that 

maternity service users reported that the experience of verbal abuse influenced their decision 

on whether to give birth in a health centre, choice of a facility and compliance with 

instructions. Similar findings from Ghana confirm that mistreatment can have a negative 

effect on women’s choice of facilities for childbirth and maternal health-seeking behaviour 

(Maya et al., 2018). 

McMahon et al. (2014) also stated that women and their male partners in the Morogoro 

region of Tanzania mentioned non-confrontational measures in response to disrespectful 

care. Some of the measures include returning home, resigning oneself to the abusive 

experience, avoiding the health facilities completely or bypassing service providers in facilities 

where they had an episode of disrespectful care. Among these actions, the preferred choice 

for addressing an experience of disrespectful maternity care was to dismiss the use of health 



 

 277 

facilities and opt for home birth. This implies that rejecting the use of health facilities is a 

consequence of the experience of D&A in maternity care. The participants expressed their 

preference for a home birth as a response to their experience (McMahon et al., 2014); 

however, in this study, they did not express completely bypassing health facilities. 

Quantitative studies have also documented service providers’ experiences and perceptions of 

the impact of D&A. For example, a facility-based cross-sectional study conducted in three 

facilities in Addis Ababa, Ethiopia, with 57 health professionals  who assisted women with 

childbirth previously showed that a majority of them (79.6%) reported that lack of RMC is a 

major deterrent to women’s access to maternity facilities for childbirth (Asefa et al., 2018).   

Furthermore, women reported their intentions to use other hospitals they felt may provide 

more RMC services: a finding in agreement with the views of HCPs. A few women described 

that they would use different health facilities for subsequent childbirth other than those 

previously utilised. Other research findings have shown that Pakistani women who suffered 

D&A were four times more likely to use a different health facility for childbirth compared to 

their counterparts without such experiences (Azhar, Oyebode and Masud, 2018). Kujawski et 

al. (2015) also suggested that women who reported an experience of disrespectful maternity 

care were less likely to plan to have their childbirth at the same health facility.  

Other women in the present study reported that private hospitals would be utilised instead 

of public facilities. They believed that health professionals in private facilities provide 

maternity services that include respectful elements such as being patient, attentive and 

providing adequate information. There are, however, inconsistencies in the literature on the 

occurrence of D&A of women between the public and private health facilities. Results from a 

recent study in India reveal that the prevalence of D&A was higher in government-funded 
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hospitals (30.1%) compared to the private health facilities with 25% (Bhattacharya and 

Ravindran, 2018). In another study, the risk of reporting the experience of D&A is recorded as 

twice as high in public health facilities compared to the private sector in Gujrat, Pakistan 

(Azhar, Oyebode and Masud, 2018). While the former finding is statistically insignificant 

(Bhattacharya and Ravindran, 2018), both studies reveal the existence of D&A of women in 

both the private and public health sector. 

It is important to note that various definitions, women’s subjective conceptualisation of D&A 

and other methodological considerations such as sampling techniques and settings may have 

influenced the findings provided in each of studies. This possibly limits the extent to which 

they are comparable to those of the present study.  

6.5.2 Perceived impact on women’s health and wellbeing 

The responses of women and HCPs in this study revealed the adverse effects D&A could have 

on women’s health and wellbeing in general. The HCPs reported psychological and emotional 

health issues characterised by the fear of childbirth, low self-esteem and postnatal depression 

that could potentially affect women who have experienced D&A.  

Women’s relationship with service providers and the maternity care facilities during 

pregnancy to childbirth is significant because such encounters can empower women or 

impact negatively on their emotional health, confidence and self‐esteem (WRA, 2011). After 

assessing the prevalence and determinants of D&A during childbirth in a rural Gujarat district 

of Pakistan repcoded similar results (Azhar, Oyebode and Masud, 2018). The cross-sectional 

study revealed an experience of careless actions from HCPs, rude behaviour and negligence 
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may have long-lasting psychological effects and not just adverse maternal outcomes. 

However, it is not clear the specific psychological effects found in the study.  

A qualitative study presented evidence from a Danish population which is part of a larger 

multi-country study conducted in six countries – Belgium, Iceland, Denmark, Estonia, Norway 

and Sweden (Schroll, Kjaergaard and Midtgaard, 2013). The authors found that abusive 

experiences lead to lasting adverse effects for the women.  They described AHC as having an 

adverse effect on the women’s reproductive health characterised by fear of becoming 

pregnant or having a vaginal birth, and reluctance to initiate the mother–child relationship. 

The findings reported are comparable to the present study, but it is important to acknowledge 

some methodological variations. The participants in their study were women who had 

experienced abuse, but in the present one, the findings emerged from the perspectives of 

HCPs. Other methodological issues such as the study setting, and method of analysis may 

influence the level of compatibility of these findings.   

A few women who took part in the semi-structured interviews reported that their experience 

of disrespectful and abusive maternity care had left them feeling unhappy. This shows that 

D&A can potentially have an adverse effect on women’s emotional wellbeing. However, the 

study did not fully explore this aspect. Future research could benefit from understanding the 

impact of D&A on women’s health, particularly from the perspectives of women who have 

experienced the phenomenon in this setting. 

Women have reported feeling unhappy or upset following their encounters with HCPs and 

the health centres in previous studies.  Asefa and Bekele (2015) stated that women became 

unhappy as result of their experiences with HCPs. They felt health professionals failed to give 

them the needed information about the progress of their labour period or the condition of 
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their children. Findings that corroborate this view reveal that most of the women reported 

that the experience of mistreatment could leave them feeling upset or disturbed in Guinea 

(Balde et al., 2017b). Though the findings appear similar to the present study, they are 

debatable. For example, in the latter, women who participated in the study had previously 

accessed health centres for childbirth and presently live in the catchment area of the health 

facilities. In the present study, however, the views were from women who had an experience 

of D&A. In addition, other methodological considerations and definitions of D&A in the 

respective context may influence the comparisons. 

Another key finding from health professionals’ descriptions is the perceived impact of D&A 

on maternal complications and possibly death of a mother and her unborn child. This indicates 

that subjecting women to disrespectful and abusive care could have more far-reaching 

consequences than maternity complications. It could lead to a range of obstetric 

complications such as prolonged labour, postpartum haemorrhage, ruptured uterus, 

miscarriage, stillbirth or maternal death. An experience of D&A during the time of pregnancy, 

labour and childbirth could negatively affect the birth outcome of children (Adams and Bianchi 

2008; Schroll, Kjaergaard and Midtgaard, 2013). For example, in the absence of respectful and 

supportive care, women could become weak and unable to ‘push’ during childbirth, leading 

to morbidity or death of a child (Adams and Bianchi, 2008). 

An additional finding reveals HCPs’ views that women’s experience of D&A may affect their 

own job satisfaction. Schermerhorn (2000) describes job satisfaction as the extent to which 

people have either positive or negative feelings about their professions. It is regarded as an 

emotional or attitudinal response to an individual’s duties, and the social and physical work 

environment. Previous studies show that a range of factors such as poor staffing, supervision 
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and workload influence job satisfaction for HCPs (Pillay, 2009; Mbaruku et al., 2014; Lu et al. 

2016). Lu et al. (2016) found that unsafe work environments affect job satisfaction for 

healthcare staff in China. It is worthy to note that Lu et al. (2016) investigated the factors 

linked to job satisfaction among healthcare staff, and this study reported the impact of D&A 

which may influence comparison of the findings. The participants in the study were staff such 

as nurses, public health staff and physicians (Lu et al., 2016), while this study used maternity 

service providers. In addition, the former study is a National Health Service Survey compared 

to this study where the findings were obtained from a purposive sample of HCPs. However, 

considering that the present study found that several reasons such as shortage of staff and 

high workload can result in D&A, it could imply that the factors contribute to D&A of women 

and result in lack of job satisfaction for the health professionals. Therefore, implementing 

interventions that prevent the D&A in maternity facilities may improve job satisfaction for the 

HCPs.  

In Dar es Salaam, Tanzania, an exploratory study was carried out to measure the frequency of 

D&A, introduce interventions to minimise its occurrence and test the effectiveness of the 

interventions (Ratcliffe et al., 2016). Two interventions – OBD and an RMC Workshop – were 

used on the premise that they would improve the attitudes and knowledge of and provider-

patient interactions. The OBD focused on antenatal care education and childbirth 

preparedness, and the second intervention was a seminar designed for health professionals 

which centred on the ‘Health Workers for Change’ programme. After evaluating the 

interventions, improved job satisfaction for HCPs increased knowledge of patient rights and 

capacity to empathise with women were the outcomes to reduce D&A. There are, however, 

limitations in the study which may influence the application of the intervention in the Nigeria 



 

 282 

context. The pre- and post-test tools used in implemented interventions were not validated 

and the data collection methods – interviews with HCPs, observations and patient interview 

tools – were validated in Kenya and not in Tanzania (Warren et al., 2013). 

To sum up, women and HCPs in this study reported the perceived impact of D&A. The findings 

show the adverse effects of D&A on women’s health, wellbeing and intentions to access 

maternity care services in the future. This shows that the experience of D&A during maternity 

care goes beyond a violation of women’s rights and has more far-reaching consequences – 

health and wellbeing, and utilisation maternity services. 

6.6 Strategies to prevent D&A: women’s and HCPs’ perspectives  

The explanations from women and HCPs revealed their suggestions on measures to prevent 

D&A and improve maternity care services. Most of the suggestions provided resulted from 

the perceived factors contributing to D&A and are related to the women, HCPs and health 

facilities. 

From the interviews, health professionals suggested educating women as one way of 

preventing D&A in health facilities. They mentioned educating women during antenatal care 

appointments would inform them of the processes involved in accessing maternity services 

and the resources required for labour and childbirth. As a result, the stress on healthcare staff 

when the needed supplies for childbirth are not available could be reduced, decreasing 

disrespectful maternity care. In addition, educating women could be done using radio jingles 

and at social centres like churches. Similar suggestions were proposed in a Guinean study 

where participants recommended that the process of care and how information is 

communicated to women can be improved through antenatal care appointments, images, 

radio and television (Balde et al., 2017b). In line with the views of the healthcare 
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professionals, women’s accounts from the semi-structured interviews stressed the 

importance of educating maternity service users in general, though this point was not raised 

in the FGDs. The women felt there was a need for health professionals to provide service users 

with information on birth preparedness as this may prevent the incidents of disrespectful 

maternity care.  

Women with prior knowledge of birth preparedness were less likely to experience D&A 

compared to their counterparts who had no previous understanding of the concept (Hameed 

and Avan, 2018). This reveals the importance of educating women as a measure to prevent 

the occurrence of disrespectful and abusive maternity care. Some of the outcomes of 

interventions to reduce D&A showed that women had increased awareness of their rights, 

the labour and childbirth process in Tanzania (Ratcliffe et al., 2016). The women also reported 

feeling more empowered and confident during delivery, improved communication between 

them and service providers and increased reporting of D&A to facility officials. However, there 

are some contextual and methodological factors which may affect the implementation of this 

intervention to the setting of this present study; but the findings highlight the advantages of 

educating women to promote RMC. 

Like the women from the FGDs and interviews, HCPs suggested training sessions for health 

professionals on RMC practices. Most of them recommended that health professionals should 

receive mandatory and refresher training on respectful practices such as being emphatic, 

good reception of women and attitudinal changes in general. This could foster the tenets of a 

good doctor–patient interaction in maternity care centres. Similar findings have also been 

documented elsewhere (Balde et al., 2017b; Bohren et al., 2017). Training packages for health 

practitioners may equip them with the needed approach to deliver compassionate and 
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respectful care, coping mechanisms for carrying out their duties in a stressful environment, 

and increase their level of tolerance, endurance and patience (Bohren et al., 2017). These 

recommendations were based on how to improve labour and childbirth compared to the 

participants in the present study made suggestions specifically on how D&A can be prevented 

in health facilities.   

A review of qualitative literature to develop a conceptualisation of RMC from the standpoint 

of stakeholders revealed that globally, health professionals consistently recognised the need 

to raise awareness about respectful care in healthcare settings (Shakibazadeh et al., 2017).  

Although incorporating RMC may improve the QoC provided by health professionals, there 

are arguments that the effectiveness of such training has not been precisely established (Hall 

and Mitchell, 2016). 

It is not surprising that women made such a recommendation because most of them 

mentioned the domineering attitudes of HCPs and student practitioners providing care as one 

of the contributing factors to disrespectful maternity care. Moreover, most of the health 

professionals reported having no training on RMC aside from those focused on the medical 

needs of women – making a diagnosis, conducting test procedures and administering 

treatments. In another study, health professionals expressed similar views that the academic 

curriculum for HCPs is mostly centred on biomedical care, excluding other aspects of care 

(Shakibazadeh et al., 2017). Therefore, implementing these respectful care practices could 

make service providers sensitive to the issue of disrespectful and abusive care. Translating the 

training sessions into actions could improve the provision of maternity care beyond medical 

needs and incorporate the physical and social needs in maternal health (Hodnette, 2002; 

Balde et al., 2017b).   
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An existing document in Nigeria, the Nursing and Midwifery Council Code of Professional 

Conduct highlights principles of ethics, respect, dignity and professionalism that nurses and 

midwives ought to adhere to when providing care (Nursing and Midwifery Council of Nigeria, 

2016). Therefore, providing training for new and practising health professionals based on 

these principles would be beneficial in reducing the burden of D&A during maternity care in 

Nigeria. In addition, the recently developed global WHO intrapartum care model which 

emphasises women-centred care could be adapted and incorporated into the curriculum for 

training on RMC. The WHO (2018c) reports that the practices within the framework can be 

modified and applied in various countries; hence, its application in Nigeria could be beneficial.   

Another key recommendation made by both women and health professionals is the provision 

of adequate medical supplies and equipment in maternity centres. Most of the participants 

across both groups mentioned several infrastructural constraints such as shortages of beds 

perceived as facilitators of disrespectful and abusive practices. Therefore, women 

recommended providing beds and chairs to make them comfortable during their antenatal 

care appointments and childbirth. On the other hand, service providers believe that adequate 

provision for the needed resources such as screens and beds would ensure privacy for 

women, particularly during labour and childbirth. Bohren et al. (2017) suggested that health 

facilities should be refurbished and adequately equipped to accommodate childbirth. For 

example, private areas can be provided for women to have their childbirth, and the toilets 

and washrooms should be in a clean condition. Very comparable suggestions were proposed 

in Guinea (Balde et al., 2017b). Instead of making more beds and chairs available in maternity 

centres, participants suggested that prevention of mistreatment of women should focus on 
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upgrading the physical structures of the health facilities by providing water and electricity, 

and improving the sanitary conditions (Balde et al., 2017b). 

From the interviews and FGDs, women’s explanations stressed the need to increase the 

number of service providers to reduce the workload and ease the stress for those currently 

practising. None of the HCPs made this recommendation, even though some of them felt that 

limited staff and high workload contributes to D&A. Similar to the women’s 

recommendations, participants in other studies highlighted the need to increase the number 

of trained and competent health professionals to offer good quality maternity care (Balde et 

al., 2017b; Bohren et al., 2017).  

Health professionals further expressed the view that effective monitoring and supervision of 

staff could prevent D&A of women. Only one woman shared a similar view from the semi-

structured interviews by suggesting that health professionals who are abusive to women 

should be sanctioned to prevent further perpetuation. Another suggestion from the HCPs is 

the review of local hospital policies. Reviewing the policies could enable decision makers to 

incorporate RMC practices in the system to prevent D&A of women and improve maternal 

health in Benue State and Nigeria at large.  

In summary, section 6.6 provided a discussion of the strategies women and health 

professionals provided on how D&A can be prevented in maternity care facilities. There were 

observable differences and similarities among the interventions suggested by women and 

HCPs. The recommendations by participants in both the semi-structured interviews and FGDs 

reveal strategies that target maternity service users, health professionals and facilities. A 

review of the literature suggests that promoting and sustaining RMC would involve 
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interventions at three levels – individual, health facility and health system (Shakibazadeh et 

al., 2017).  

At the level of the service user, interventions are rights-based and focus on making 

information available to all women through media such as radio and television.  Measures 

to ensure skilled and motivated health professionals to provide effective, continuous and 

efficient maternity care may be the focus of health facility-based interventions. This could 

include but should not be limited to training packages for service providers, increasing the 

number of qualified healthcare staff, improved and adequate physical infrastructure, and 

supportive supervision. At the health system and facility levels, improvement may focus on 

the physical structures and creation of respectful care indicators inclusive of the financial, 

cultural and policy implications (Balde et al., 2017b; Shakibazadeh et al., 2017). 

6.7 Implications of the findings 

The findings of this study have implications for policy, healthcare practice, future research 

and contribution to knowledge.   

6.7.1 Policy 

This study calls for policy initiatives from a public health perspective to prevent D&A of 

women during maternity care in health facilities. Health professionals play a crucial role in 

providing high-quality maternity care especially during childbirth. Those who participated in 

the present study demonstrated a relatively good knowledge of elements of RMC such as 

putting a woman’s wishes and childbirth preferences into consideration. Based on the 

accounts of women’s ‘lived experiences’ of D&A, healthcare practitioners’ application 

of some of the principles of RMC is poor. It is not surprising that women reported such 
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experiences because the HCPs revealed they have had no training programmes on RMC. Most 

of the available training packages are centred on diagnosis and treatment of maternal health 

issues. 

Therefore, the findings suggest offering training packages derived from the perspective of 

human rights to health professionals to provide them with adequate knowledge on the 

components of respectful care (WRA, 2011). The National Council on Health accepted that 

respectful care should be the standard for healthcare practice in Nigeria (WRA, 2015a). 

Implementing RMC in health facilities in Nigeria appears to have achieved a huge milestone 

following its incorporation on the policy radar (McConville, 2014), but evidence on how 

the practices have been carried out is unknown. This emphasises the need for immediate 

actions from public health stakeholders at all levels of government to address this issue by 

ensuring RMC is incorporated into everyday healthcare practice. 

Health professionals who provide respectful care in maternity facilities are vital in promoting 

maternal health outcomes. The academic curricula of the medical and nursing and midwifery 

professions in Nigeria should also be reviewed to reflect the principles of RMC. This will create 

an awareness of D&A and educate service providers on respectful care (Shimoda et al., 2018). 

Training packages such as the ’Respectful Maternity Care: A Nigeria-focused Health Workers’ 

Training Guide’ developed to inform HCPs to challenge D&A and promote dignity and respect 

during facility-based maternity care should be translated into actions (WRA, 2015c).  

Women should also be empowered with knowledge and information on RMC through radio 

broadcasts and antenatal clinics.  The campaign can be tailored to the needs of a population 

with diverse socio-demographic characteristics such as age and level of education. Using age 

as an example, the women who participated in this study were above the age of 18 years. 
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However, a national survey shows 23% of teenage girls have begun childbearing and a higher 

percentage of teen pregnancy was recorded in the rural areas and North-West geopolitical 

zone in Nigeria (NPC, 2014). This strengthens the need for interventions that take the socio-

demographic information of women such as age into account, particularly in this setting.  

6.7.2 Healthcare practice 

The Nigerian healthcare sector has infrastructural, economic and environmental issues among 

others, affecting healthcare delivery (Omoleke and Taleat, 2017). From the findings of this 

study, it is apparent that some economic and infrastructural issues affecting the health 

facilities play a major role in the D&A of women. The health facilities are poorly funded, and 

this is reflected in the limited resources – human, structural and financial – reported. Hence, 

the physical structures of the health facilities should be improved, and medical supplies and 

equipment provided to meet women’s maternity needs. The implications made draw on the 

perceived factors reported as causes of D&A in the study. 

The period from pregnancy to after childbirth is considered a cultural and social experience 

influenced by norms, and the differences in the practices can affect service delivery. Perceived 

cultural insensitivity can result in poor quality care and discrimination by health professionals 

(Glei, Goldman and Rodriguez, 2003; Gabrysch et al., 2009).  The HCPs in this study revealed 

women may be victims of D&A if they are not allowed to practise their cultural and religious 

beliefs in health facilities. In some cultures, women prefer to receive care from female or older 

health professionals. Such preferences should be considered to ensure their compliance 

during labour and childbirth and prevent disrespectful care. If that would not be possible, 

healthcare staff should tell women beforehand of the possibility of receiving care from a male 

provider.  Healthcare practitioners need to appreciate and consider the cultural and religious 
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beliefs women wish to practise during childbirth at the early stages of the antenatal visits and 

included in their care records. At the same time, service providers should be mindful not to 

label women on the premise of their cultural and religious beliefs as this may be misconstrued 

as discrimination in some cases.  They should go beyond the context of religious and cultural 

background and focus on a woman-centred approach to care as highlighted in the WHO intra-

partum care model (WHO, 2018c).  

Further, women expressed feeling alone during childbirth because an unfamiliar team of 

service providers was present and not members of their family. Consultations 

at antenatal clinics are carried out by doctors and midwives who are often present during 

childbirth have limited prior interactions with women. Midwives should be involved in 

antenatal consultations so that a good provider–patient interaction can be developed before 

childbirth. It also calls for the provision of services that meet the cultural and social needs of 

women. For example, women should be allowed to have a female companion for social and 

emotional support during labour and childbirth. Having a female companion would make 

women comfortable, while protecting the privacy and dignity of others in the labour wards. 

Due to the multi-cultural nature of the country, guidelines and training packages for health 

professionals and other allied staff should consider components of cultural competence to 

promote respectful care. 

This study found that women’s poor knowledge of maternity services plays a significant role 

in the experience of D&A. Health professionals should make information on maternity 

services, pain management choices such as birth positioning, and materials needed for labour 

and childbirth accessible to women. Such information can be provided during antenatal 

appointments to ensure birth preparedness, thereby increasing their knowledge of maternity 
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services. In addition, an interpreter can also be used during maternity consultations for 

women who have limited communication skills; though this may incur added costs and raise 

issues around confidentiality and privacy.  

Apart from the HCPs and women, community members could benefit from the awareness 

campaigns on respectful care. The underlying gender-related notions and societal perceptions 

reflected in this study point to the need for interventions at wider socio-political and 

community levels. Community engagement involves a range of activities such as consultation, 

information-giving, working together and joint decision-making (Wilcox, 1994). Involving 

community members is important for ownership and sustainability an intervention, changes 

in patterns of behaviour, attitudes and social norms. It can lead to positive impact on health 

and other psychosocial outcomes, improve service delivery and access to care (Draper, Hewitt 

and Rifkin, 2010; Marston et al., 2013; O’Mara-Eves et al., 2015). Therefore, involving 

community members would raise awareness about respectful care and result in changes in 

the social norms that contribute to the D&A of women in health facilities. For example, HCPs 

reported the role of the cultural belief that women are weaker than men portraying them as 

vulnerable and often incapable of decision-making. Creating awareness on respectful care and 

the adverse effect of D&A can bring about a change in social norms within the community. 

In patriarchal societies like Nigeria and many other African settings, men control resources 

and have a significant role to play as decision makers on maternal health (Kwambai et al., 

2013; National Human Development Report, 2016). The HCPs reported that women depend 

on their husbands for decision-making about their care even when there are complications 

during childbirth. This suggests the need to involve husbands and partners in maternity care 

for informed and joint decisions. By so doing, women will not have to wait on them before 
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consenting to medical procedures and other healthcare needs. This could increase their 

knowledge of respectful care so they can also encourage women who have experienced D&A 

to seek help through counselling and other social support groups. Such efforts may, however, 

not be completely effective if social norms that support male dominance remain unchanged.   

Evidence from health professionals highlights the role of inter-professional rivalry in the D&A 

of women. Conflicts among healthcare staff and the need to show professional superiority 

remove women from the core of maternity care process. This suggests the urgent need to 

develop practices and a system that facilitates collaboration among a multidisciplinary team 

of service providers such as doctors, nurse-midwives, consultants of O&G and pharmacists. In 

addition, this study revealed the lack of continuity of care as a driver for D&A. Continuous 

support which may involve comfort measures and emotional support, can contribute to 

the humanisation of women’s maternity care experiences, leading to meaningful clinical 

benefits to both a woman and her child (Hodnett et al., 2011). 

6.7.3 Contribution to knowledge    

The findings of this study make some major contributions to the rapidly emerging literature 

on D&A of women in health facilities. Previous studies on the D&A of women in maternity 

facilities have examined its prevalence (Okafor, Ugwu and Obi, 2015), but a few studies have 

explored the phenomenon in detail. This study is one of the few qualitative studies to have 

explored women’s experiences and health professionals’ perspectives of D&A in maternity 

care in Nigeria. Specifically, this study provides an understanding of women’s perceptions of 

their ‘lived experiences’ and HCPs’ perspectives of D&A, and the perceived factors that 

contribute to it. The study also made a significant contribution by revealing the perceived 

impact of D&A on women’s health, wellbeing and use of maternity services. In addition, 
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previous studies in Nigeria, for example, have focused on the D&A of women during childbirth 

in Abuja (Bohren et al., 2017) and Enugu (Okafor, Ugwu and Obi, 2015). The present 

study was, however, conducted in Benue State where no previous research exists on the 

topic.  Further, it is one of the few qualitative studies to triangulate methods – FGDs and semi-

structured interviews – and data sources – women and HCPs in Nigeria.  

6.7.4 Implications for future research 

This study identified several areas that future research could benefit from. Women who took 

part in this study were recruited from public health facilities. It was not clearly established if 

the women had received maternity care at either public or private facilities. However, from 

their accounts, it appeared that most of the women had accessed both private and public 

maternity services. Future research would benefit from exploring the experiences of women 

who have accessed either public or private health facilities to understand if there are 

differences in their experiences. 

All the women who participated in this study had at least secondary education. This may have 

excluded women without formal education and poor communication skills who may 

be considered a vulnerable population. Future studies could focus on examining the 

experiences of women who may be vulnerable to D&A such as those with no formal 

education. 

Consultations at antenatal clinics are carried out by doctors and the midwives who are often 

present during childbirth have limited interactions with women until the period of labour and 

childbirth. Although only a few HCPs mentioned this point, it raises a vital issue that needs 

further exploration. Future research could help to understand the extent to which this 
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phenomenon contributes to the D&A of women and the interventions that can be put in place 

to improve maternity care services in Nigeria. 

Further, many women in interviews described feeling sad, unhappy or upset, revealing the 

potential emotional impact of their experience of D&A, but this was not fully explored. Other 

studies could consider exploring and understanding the adverse effect of D&A on women’s 

overall wellbeing particularly from the perspectives of those who have experienced 

disrespectful care in health facilities. In addition, future studies could investigate the adverse 

effect of D&A on newborns, women’s partners and other family members within the 

community and beyond. 

Based on the qualitative research methodology used in this study, the findings may not 

be generalised to the setting (Green and Thorogood, 2014). Therefore, large-scale studies 

with a representative sample size are needed to determine whether women’s views of D&A 

reflected in this study can be generalised to the region and Nigeria as well as to other similar 

settings.  

6.8 Strengths and limitations of the study 

6.8.1 Strengths 

This study is one of the few qualitative studies to have explored women’s experiences and 

HCPs’ perspectives on D&A in maternity care in Nigeria, and the first of such that has 

been conducted in Benue state. Women’s ‘lived experiences’ of D&A and the perspectives of 

HCPs described in this study have been synthesised and compared with existing literature and 

theories. The findings add to the existing literature on D&A of women in health facilities. It 

enhances the understanding of women’s and health professionals’ perceptions about the 
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meaning, perceived contributing factors and the impact of D&A. The study explored 

experiences of D&A during various aspects of maternity care – antenatal, childbirth and 

postpartum – compared to previous studies that have focused mainly on childbirth (Okafor, 

Ugwu and Obi, 2015; Bohren et al., 2016; Bohren et al., 2017).  

The use of purposive sampling allowed the capture of multiple perspectives from women and 

health professionals with different socio-demographic characteristics and professional 

backgrounds enabling a comprehensive exploration of the topic, transferability and 

representativeness of the findings (Green and Thorogood, 2014).  The use of triangulation of 

methods – FGDs and semi-structured interviews – and data sources – women and HCPs – 

strengthened the depth and quality of the findings. Triangulation of sources helps to assess 

the reliability or increase the depth and breadth of the information obtained (Ritchie and 

Lewis, 2003; Patton, 2015).  

The use of FGDs in the first phase of the study enabled women to share their experiences of 

D&A interactively (Krueger and Casey, 2009). It may have prevented women who were not 

comfortable with sharing their experiences in a group from speaking openly, decreasing the 

strength of the findings (Creswell, 2013). However, this did not seem the case in this study as 

the information provided in the FGDs appeared to have more depth than the interviews. 

Women felt more comfortable discussing their experiences of D&A with others who had 

similar encounters. They interacted freely within the group such that the responses of others 

triggered the memories of some and enabled them to also share their experiences in detail.  

The individual semi-structured interviews health professionals enabled the participants to 

freely give their responses, though their work commitment for may have infringed on the 

duration of the interviews. For data analysis, the use of an inductive thematic approach 
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enhanced the capture of findings as reflected from the participants’ accounts (Braun and 

Clarke, 2006). 

6.8.2 Limitations 

This study depended on the voluntary participation of women and HCPs. Hence, the 

experiences and perspectives of those who decided not to participate were not captured and 

may have been different. During recruitment, the researcher had to initiate contact with 

women in a group at the health facilities they had visited for their postpartum care 

appointment. Those who understood the purpose of the study and were willing to take part 

were then screened and their eligibility assessed. This may have led to the recruitment 

of women who have basic English communication skills and formal education because most 

of the women who participated in this study had post-secondary education. It is not surprising 

as Nigeria is a multi-lingual nation and English is the official language used for communication 

in schools. This, however, may have resulted in the exclusion of women with poor 

communication skills who could be considered vulnerable to D&A. Further, the women who 

participated in the study have children between 2 and 28 months. This time frame may have 

impacted on women’s recollection of their experiences, potentially introducing recall bias in 

the study. Nonetheless, the women were still able to fully describe their experiences of D&A 

in maternity regardless of the interval between their experiences and data collection.  Some 

authors have reported that women were able to provide accurate accounts of their maternity 

experiences regardless of the time frame. However, this may apply to perceptible encounters 

rather than personal views (Tautz et al., 2000; Rao et al., 2003; D’Ambruoso, Abbey and 

Hussein, 2005).  
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The FGDs were carried out within the health facilities which may have influenced the women’s 

responses resulting in courtesy bias – women feel the need to give ‘positive’ responses if they 

had concerns about their future care. Attempts were made to minimise the effect during the 

semi-structured interviews by allowing women to decide on convenient locations. Courtesy 

bias may have been introduced in the study from the accounts of the HCPs too. The HCPs who 

participated in the study were purposively selected with the support of a member of staff 

assigned by the gatekeepers at the health facilities to assist the researcher with the 

recruitment process. Therefore, it is possible that the HCPs gave favourable responses in 

order not to put themselves, their colleagues, or the health facility in a bad light. Given the 

qualitative nature of the research methodology, the findings may not be generalised to the 

population as a whole beyond the study setting. However, the findings reveal the burden of 

D&A in Benue State, Nigeria, and are in line with previous studies in other African settings 

(McMahon et al., 2014; Balde et al., 2017b; Burrowes et al., 2017). 

6.9 Chapter summary 

To sum up, this chapter discussed the findings of this study. Women in this study normalise 

D&A, though many of them hsave to endure disrespectful and abusive care probably because 

of the importance placed on the use of health facilities for maternity care. Although the 

service providers showed a good knowledge of RMC described to include practices such 

as providing women with the best of care, respecting their wishes and preferences and 

seeking consent, they also described various situations where they provided 

or witnessed disrespectful maternity care. Health professionals believed that the societal and 

cultural perception of women as ‘weaker vessels’ plays a major role in women’s experiences 

of D&A in maternity care. From the semi-structured interviews and FGDs with women, and 
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interviews with service providers, it was evident that D&A in maternity care may not 

be intentioned to bring harm to women. According to the health professionals’ accounts, 

putting the safety of a mother and her child first and other constraining issues in the 

healthcare system may play a significant role in D&A of women. 

Many perceived causes of D&A were derived from women and health practitioner’s accounts 

on D&A of women in health facilities. The perceived factors were grouped into service user, 

health professional and health facility factors, revealing that D&A is a multifactorial issue 

affecting women during maternity care in Nigeria. The perceived impact of D&A of women as 

mentioned in this study reveals its adverse effect on women’s health, wellbeing and use of 

maternity services in the future. Both women and service providers were of the view that an 

experience of D&A may result in reduced confidence in health facilities, delayed access to and 

non-use of maternity centres. Home births may become the preferred option to use of 

qualified health professionals. 

Both women and HCPs provided constructive suggestions on measures to prevent D&A of 

women in maternity facilities and promote maternal health. For most of them, the perceived 

strategies involved education of women, health professionals and the community members 

at large. Service providers believed that educating women on the process of accessing 

maternity services could make them informed of their healthcare needs. Women’s 

empowerment may lead to knowledge of their rights within the home and community at 

large. This can enable them to demand respectful care when they sense an abuse of their 

rights in health facilities. 
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If Nigerian public health stakeholders work with the findings on women and HCPs presented 

in this study, RMC can be promoted and maternal and child health improved in Benue State, 

Nigeria and beyond. 
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CHAPTER 7 CONCLUSION AND RECOMMENDATIONS  

7.1 Introduction 

This chapter presents a conclusion and recommendations drawn from the findings on 

women’s experiences of and HCPs’ perspectives on D&A in health facilities in Benue State, 

Nigeria.  

The aim of this study was to provide an understanding of women’s experiences and HCPs’ 

perspectives of D&A in maternity care facilities in Benue State, Nigeria. To meet the research 

aim, the objectives carried out were: 

1.    To understand how women perceive their experiences of D&A during antenatal, childbirth 

and postpartum care   

2.    To explore the perceived factors contributing to D&A in antenatal, childbirth and 

postpartum care   

3.    To understand how women’s experience of D&A could impact on their use of maternity 

services in the future 

4.    To understand how HCPs perceive D&A and why it occurs in maternity care facilities 

5.    To explore the perceptions of HCPs on the impact of D&A on women’s health, wellbeing, 

use of health facilities, and recommendations on how D&A can be prevented in maternity 

care. 

The philosophical stance of this study is the interpretive paradigm which is applied in research 

to understand the multiple realities of and gain knowledge about a social phenomenon (Green 

and Thorogood, 2004; Weaver and Olson, 2006). It is central to qualitative research and the 
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basis for what and how a phenomenon is studied and interpreted (Taylor, Bogdan and 

DeVault, 2016). Hence, the interpretive paradigm allowed an understanding of the social 

construction of women’s experiences of and HCPs’ perspectives on D&A in maternity care 

through the meanings and interpretations of the phenomenon.  

7.2 Achieving the research objectives  

This study used a qualitative research methodology to gain an in-depth understanding of 

women’s ‘lived experiences’ and HCPs’ perspectives on D&A. Empirical qualitative data was 

collected from women using focus groups discussions (FGDs) in the first phase of the study, 

and in the second phase, individual semi-structured interviews were conducted with women 

and HCPs. Data collected from women addressed the first, second and third research 

objectives. Information from the health professionals helped to achieve the fourth and fifth 

research objectives. All the data collected were transcribed and analysed in NVivo version 11 

using both the deductive and inductive approach in the thematic analytical method suggested 

by Braun and Clarke (2006). The five objectives of the study were achieved and extracts from 

the data were used to support the findings which have been discussed and compared with 

existing theories and literature on the D&A of women in maternity care.   

One of the major findings of this study revealed the perceptions of D&A reported by women 

and HCPs. There were differences in how both groups perceived D&A, though one theme was 

common among the groups. Women regarded disrespectful and abusive care practices 

especially in the form of verbal abuse such as the use of abusive language and shouting, for 

example, as a phenomenon commonly experienced by pregnant women using health 

facilities. They perceived their experiences of D&A as dehumanising and expressed feeling 

devalued and worthless from the actions perpetrated by service providers during maternity 
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care. Actions from healthcare staff such as being shouted at and quarrelled with degraded 

women and destroyed their feelings of self-worth. Disrespectful care violates women’s rights, 

for example, their right to dignity and respect as highlighted in the Respectful Maternity Care 

Charter developed within the context of the human rights perspective (WRA, 2011).  

The health professionals in the study demonstrated a good knowledge of the principles of 

RMC. This was reflected in their descriptions of practices and actions that constitute 

respectful care such as putting a woman’s wishes and childbirth preferences into 

consideration and providing the expected care with respect so that women go home satisfied. 

They also considered D&A as a subjective experience for every woman as it is often based on 

women’s personal feelings and expectations of care. Abuse of patients in healthcare has been 

described as a patient’s subjective experience constructed from their encounter with service 

providers (Bruggemann, Wijma and Swahnberg, 2012). The professionals attributed D&A to 

the cultural belief that women are weaker than men portraying them as vulnerable and often 

incapable of decision-making. It is not surprising that they expressed this view because the 

geographical location of this study is in the northern area of Nigeria where there are reports 

of high levels of gender inequalities compared to the southern area (National Human 

Development Report, 2016).   

Common among both group of participants, the women and the professionals considered 

certain actions by healthcare staff as well-intentioned to make sure women have a safe 

pregnancy and childbirth in maternity facilities. Health professionals felt that some challenges 

within the health facilities sometimes led to disrespectful practices.  

A range of factors was revealed as the perceived causes of D&A from the accounts of women 

and HCPs. The factors were defined into service user-factors, HCP-factors and health facility-
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factors. Despite the similarity in the naming of the subthemes, some variations were 

observed. Overall, the perceived factors reported reveal the multifaceted nature of D&A in 

this study resulting from social characteristics and actions of service users, behaviours of 

health professionals, physical infrastructure, financial and managerial challenges in health 

facilities.   

Women and health professionals also revealed that an experience of D&A can have a negative 

impact on women’s use of maternity services – reduced confidence in, delayed access to or 

complete avoidance of health facilities. In addition, the health professionals reported that 

D&A could have adverse effects on women’s health and wellbeing – emotionally and 

psychologically – and can even lead to maternal and/or child mortality. Women, however, 

mentioned only the emotional impact of D&A. Both women and HCPs also suggested 

strategies to prevent D&A which include educating service users, providing training 

programmes for health professionals, sanctioning of HCPs, provision of adequate equipment, 

sanctioning of HCPs perceived as perpetrators of D&A and review of hospital policies.  

7.3 Recommendations 

Based on the findings of this study, the key recommendations are:  

• The National Council on Health in Nigeria has included respectful care in Nigerian 

health sector and endorsed it as the standard of practice. Immediate measures should 

be taken to ensure the standard of practice is translated into meaning actions at the 

federal, state and local government levels to reduce or prevent D&A. Health 

practitioners can be trained and retrained on a yearly basis on respectful care practices 

such as being polite to women, respect for their choices, protection of privacy and 

seeking informed consent. 
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• The National Human Rights Commission in Nigeria and the Federal Ministry of Health 

should work together to create a scheme that enables women to report incidents of 

D&A experienced during their maternity care. The perpetration of disrespectful care 

is a violation of women’s rights as highlighted in the Respectful Maternity Care Charter. 

• Professional bodies like the Medical & Dental Council and Nursing and Midwifery 

Council of Nigeria should set up a disciplinary committee to investigate and sanction 

health professionals who perpetrate disrespectful practices. Health facilities should 

also set up a localised team to monitor and supervise service delivery and a legal 

redress system to enable women and healthcare staff to report incidents of 

disrespectful and abusive care. 

• The Nigerian healthcare sector has infrastructural issues such as insufficient beds and 

medical equipment. The government should improve the infrastructure of health 

facilities to improve the working environment and conditions for service providers and 

meet the needs of maternity service users.  This may include the supply of adequate 

beds, chairs, partitions in the labour wards, and general furnishing of the maternity 

facilities to make women comfortable and ensure their privacy. Adequate funding of 

the health sector is also needed to carry out these actions.  

• The number of qualified and competent healthcare staff should be increased to ease 

the workload and working hours for those presently in practice. The welfare of the 

service providers such as consistent payment of salaries should be considered and the 

issue of strike action in the Nigerian health sector needs to be addressed to improve 

their job performance.  
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• To promote respectful care, women should be empowered with knowledge and 

information about their care during maternity appointments and how to conduct 

themselves in the health facilities. This could reduce verbal abuse, for example, that 

occurs when women do not behave in the required manner. Women’s empowerment 

could also mean that they would know their rights and demand them when they sense 

any abuse in the health facilities. 

• Women willingly shared their experiences of D&A interactively in the focus group 

discussions compared to the interviews. Social groups should be created for women 

who have experienced D&A so that they can get invaluable support from one another 

as they share their experiences.  This could be through social media, church, groups 

and other associations within the local community. 

• National and local hospital policies should be reviewed to allow women one 

companion for social and emotional support during the period of childbirth. They 

should also consider the benefits of getting midwives actively involved in antenatal 

consultations so that a good rapport is developed with women before the time of 

childbirth. 

• Sensitisation of the public through awareness campaigns on the RMC should be 

carried out to improve their knowledge, uptake of services, and overall maternal 

health. 

The recommendations on how to prevent disrespectful maternity care in Benue State and 

Nigeria as a whole need to be multifaceted because of the multifactorial nature of D&A. 

Also, implementing interventions should be a collective effort of stakeholders such as 
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maternity service users, researchers, healthcare staff, policymakers, health facilities and 

public health experts.  
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Glei, D.A., Goldman, N. and Rodrıǵuez, G. (2003) ‘Utilization of care during pregnancy in 

rural Guatemala: does obstetrical need matter?’, Social Science & Medicine, 57(12), 

pp. 2447–2463. 

Gobet, F., Chassy, P. and Bilalic, M. (2011) Foundations of cognitive psychology. McGraw-Hill 

Education: Maidenhead, Berkshire. 

Golden, D. S, and Earp, J. L (2012) ‘Social Ecological Approaches to Individuals and Their 

Contexts: Twenty Years of Health Education & Behaviour Health Promotion 

Interventions’, Health Education and Behaviour. Available at: 

http://heb.sagepub.com/content/early/2012/01/20/1090198111418634.full.pdf+html 

(Accessed: 11 May 2016).    

Government of Benue State (2016) Historical background. Available at: 

http://benuestate.gov.ng/about-us/historical-background/ (Accessed: 9 May 2016).  

Gray, D. (2013) Doing research in the real world. London: Sage Publications. 

Grbich, C. (1999) Qualitative Research in Health. London: Sage Publications.  

Green, J. and Thorogood, N. (2004) Qualitative Methods for Health Research. London: Sage 

Publications. 

Green, J. and Thorogood, N. (2009) Qualitative Methods for Health Research. 2nd edn. Los 

Angeles: Sage Publications. 

http://heb.sagepub.com/content/early/2012/01/20/1090198111418634.full.pdf+html
http://benuestate.gov.ng/about-us/historical-background/


 

 325 

Green, J. and Thorogood, N. (2014) Qualitative methods for health research. 3rd edn. Los 

Angeles: Sage Publications. 

Green, S. and Hill, M. (2005) ‘Researching Children's Experience: Methods and Approaches’, 

in Greene, S. and Hogan, D. (eds.) Researching Children's Experience. Sage 

Publications. 

Griffith, A. I. (1998) ‘Insider/outsider: Epistemological privilege and mothering work’, Human 

Studies, 21(4), pp. 361–376. 

Grix, J. (2010) The foundations of research. 2nd edn. Basingstoke: Palgrave Macmillan.  

Guba, E. G. and Lincoln, Y. S. (1994) ‘Competing paradigms in qualitative research’, in 

Denzin, N. K. & Lincoln, Y. S. (eds.) Handbook of qualitative research Thousand Oaks, 

CA: Sage, pp. 105–117. 

Guba, E. G. and Lincoln, Y. S. (1989) Fourth Generation Evaluation. Newbury Park, CA: Sage.   

Guest, G., Bunce, A. and Johnson, L. (2006) ‘How many interviews are enough? An 

experiment with data saturation and variability’, Field Methods, 18(1), pp. 59–82. 

Guest, G., MacQueen, K. M. and Namey, E. E. (2012) Applied thematic analysis. Thousand 

Oaks, CA: Sage. 

Guillemin, M. and Gillam, L. (2004) ‘Ethics, Reflexivity, and “Ethically Important Moments” in 

Research’, Qualitative Inquiry, 10(2), pp. 261–280.  

Guirdham, M. (2002) Interactive behaviour at work. 3rd edn.  Harlow, United Kingdom: 

Pearson Education Limited. 



 

 326 

Hall, J. and Mitchell, M. (2016) ‘Dignity and respect in midwifery education in the UK: A 

survey of Lead Midwives of Education’, Nurse Education in Practice, 21, pp. 9–15. 

Hameed, W. and Avan, B. I. (2018) ‘Women's experiences of mistreatment during childbirth: 

A comparative view of home-and facility-based births in Pakistan’, PLOS ONE, 13(3), 

pp. e0194601. 

Hammersley, M. (2012) What is Qualitative Research? UK: A&C Black.   

Hammersley, M. (2013) What is Qualitative Research? What Is? Research Methods. London: 

Continuum/Bloomsbury.  

Hammersley, M. and Atkinson, P. (2007) Ethnography: principles in practice. 3rd edn. London 

and New York: Taylor and Francis Group. 

Haslam, N. (2006) ‘Dehumanisation: an integrative review’, Personality and social 

psychology review, 10(3), pp. 252–264. 

Hatamleh, R., Shaban, I. A. and Homer, C. (2013) ‘Evaluating the Experience of Jordanian 

Women with Maternity Care Services’, Health care for women international, 34(6), pp. 

499–512. 

Health and Care Professions Council (2017) Confidentiality – guidance for registrants. 

Available at: http://www.hpc-

uk.org/assets/documents/100023F1GuidanceonconfidentialityFINAL.pdf (Accessed: 30 

November 2018). 

http://www.hpc-uk.org/assets/documents/100023F1GuidanceonconfidentialityFINAL.pdf
http://www.hpc-uk.org/assets/documents/100023F1GuidanceonconfidentialityFINAL.pdf


 

 327 

Health and Social Care Information Centre (2013) A guide to confidentiality in health and 

social care. Available at: http://static.ukcgc.uk/docs/HSCIC-guide-to-confidentiality.pdf 

(Accessed: 30 November 2018).  

Heath, H. and Cowley, S. (2004) ‘Developing a grounded theory approach: A comparison of 

Glaser and Strauss’, International Journal of Nursing Studies, 41, pp. 141–150. 

Heise L. (1998) ‘Violence against women: An integrated ecological framework’, Violence 

against Women, 4(3), pp. 262–290.  

Hellawell, D. (2006) ‘Inside-out: Analysis of the insider-outsider concept as a heuristic device 

to develop reflexivity in students doing qualitative research’, Teaching in Higher 

Education, 11(4), pp. 483–494. 

Hellin T. (2002) ‘The Physician-patient relationship: recent developments and changes’, 

Haemophilia, 8, pp. 450–454. 

Henderson, S. (2003) ‘Power imbalance between nurses and patients: a potential inhibitor 

of partnership in care’, Journal of Clinical Nursing, 12(4), pp. 501–508. 

Hennig, S. (2016) “Shut up … and push!” – obstetrical violence, dignified health care and the 

intersection with human rights’, Journal of Integrated Studies, 8(1), pp. 1–10. 

Hodgins, S. and D’Agostino, A. (2014) ‘The quality-coverage gap in antenatal care: toward 

better measurement of effective coverage’, Global health, Science and Practice, 2(2), 

pp. 173–181.  

http://static.ukcgc.uk/docs/HSCIC-guide-to-confidentiality.pdf


 

 328 

Hodnett, E. D. (2002) ‘Pain and women’s satisfaction with the experience of childbirth: A 

systematic review’, American Journal of Obstetrics & Gynaecology, 186(5), pp. S160–

S172. 

Hodnett, E. D., Gates, S., Hofmeyr, G. J., Sakala, C. and Weston, J. (2011) ‘Continuous 

support for women during childbirth’, Cochrane Database of Systematic Reviews, 

16(2), CD003766. 

Hulton, L. A., Matthews, Z. and Stones, R. W. (2007) ‘Applying a framework for assessing the 

quality of maternal health services in urban India’, Social Science & Medicine, 64(10), 

pp. 2083–2095. 

Hyde, A., Howlett, E., Brady, D. and Drennan, J. (2005) ‘The focus group method: Insights 

from focus group interviews on sexual health with adolescents’, Social Science & 

Medicine, 61(12), pp. 2588–2599.  

Idris, S., Sambo, M. and Ibrahim, M. (2013) ‘Barriers to utilisation of maternal health services 

in a semi-urban community in northern Nigeria: The clients’ perspective’, Nigerian 

Medical Journal, 54(1), pp. 27–32. 

Igboanugo, G. M. and Martins, C. H. (2011) ‘What are pregnant women in a rural Niger Delta 

community's perceptions of conventional maternity service provision? An exploratory 

qualitative study’, African Journal of Reproductive Health, 15(3), pp. 59–72. 

Ishola, F., Owolabi, O. and Filippi, V. (2017) ‘Disrespect and abuse of women during 

childbirth in Nigeria: A systematic review’, PLoS ONE, 12(3), pp. e0174084.  



 

 329 

Ith, P., Dawson, A. and Homer, C. S. E. (2013) ‘Women’s perspective of maternity care in 

Cambodia’, Women Birth, 26, pp. 71–75.  

Iyaniwura, C. A and Yussuf, Q. (2009) ‘Utilisation of antenatal care and delivery services in 

Sagamu, south western Nigeria’, African journal of reproductive health, 13(3), pp. 111–

112. 

Izugbara, C. O., Wekesah, F. M. and Adedini, S. A. (2016) Maternal Health in Nigeria: A 

Situation Update. African Population and Health Research Centre (APHRC), Nairobi, 

Kenya.    

Izugbara, C.O. and Ngilangwa, D.P. (2010) ‘Women, poverty and adverse maternal outcomes 

in Nairobi, Kenya', BMC Women's Health, 10(1), pp. 33–45. 

Jagger, M. A. and Rosenberg S. P. (1984) Feminist Frameworks. New York: MC Grew-Hill. 

Jagger, M. A. and Rosenberg S. P. (1984) Feminist Frameworks. New York: MC Grew-Hill. 

Jamshed, S. (2014) ‘Qualitative research method-interviewing and observation’, Journal of 

Basic and Clinical Pharmacy, 5(4), pp. 87–88.  

Janevic, T., Sripad, P., Bradley, E. and Dimitrievska, V. (2011) “There’s no kind of respect 

here” A qualitative study of racism and access to maternal health care among Romani 

women in the Balkans’, International Journal for Equity in Health, 10(2). pp. 53–70.  

Jewkes, R. (2002) ‘Intimate partner violence: causes and prevention’, The Lancet, 359(9315), 

pp. 1423–1429. 



 

 330 

Jewkes, R., Abrahams, N., and Mvo, Z. (1998) ‘Why do nurses abuse patients? Reflections 

from South African obstetric services’, Social Science & Medicine, 47 (11), pp. 1781–

1795. 

Joffe, H. (2011) ‘Thematic analysis’, in Harper D. and Thompson A. R. (eds.) Qualitative 

methods in mental health and psychotherapy: A guide for students and practitioners. 

Chichester: Wiley, pp. 209–224. 

Jonsen, A. R., Siegler, M. and Winslade, W. J. (2010) Clinical Ethics: A Practical Approach to 

Ethical Decisions in Clinical Medicine.  New York: McGraw-Hill. 

Jost, J. T., and Major, B. (2001) The psychology of legitimacy. Cambridge University Press: 

New York. 

Kaba, R. and Sooriakumaran, P. (2007) ‘The evolution of the doctor-patient relationship’, 

International Journal of Surgery, 5(1), pp. 57–65. 

Kanuha, V. K. (2000) ‘‘Being” native versus “going native”: Conducting social work 

research as an insider’, Social Work, 45(5), pp. 439–447.   

Kayongo, M., Esquiche, E., Luna, M.R., Frias, G., Vega-Centeno, L. and Bailey, P. (2006) 

‘Strengthening emergency obstetric care in Ayacucho, Peru’, International Journal of 

Gynaecology & Obstetrics, 92(3), pp. 299–307.  

Kelman, H. C. (1958) ‘Compliance, Identification, and Internalisation: Three Processes of 

Attitude Change’, The Journal of Conflict Resolution, 2(1), pp. 51–60. 



 

 331 

Kennedy, G. (2016) ‘The importance of patient dignity in care at the end of life’, Ulster 

Medical Journal, 85(1), pp. 45–48.  

Khosla, R., Zampas, C., Vogel, J. P., Bohren, M. A., Roseman, M. and Erdman, J. N. (2016) 

‘International Human Rights and the Mistreatment of Women during Childbirth’, 

Health and Human Rights, 18(2), pp. 131–143. 

Killawi, A., Khidir, A., Elnashar, M., Abdelrahim, H., Hammoud, M., Elliott, H., Thurston, M., 

Asad, H., Al-Khal, A. and Fetters, M. D. (2014) 'Procedures of recruiting, obtaining 

informed consent, and compensating research participants in Qatar: findings from a 

qualitative investigation', BMC Medical Ethics, 15(1), pp. 9–15.  

Kim, J. (2015) Design for experience. Switzerland: Springer International Publishing. 

Kleinman, I., Baylis, F., Rodgers, S. and Singer, P. (1997) ‘Bioethics for clinicians: 

Confidentiality’, CMAJ: Canadian Medical Association Journal, 156(4), pp. 521–524. 

Koistinen, I. and Holma, J. (2015) ‘Finnish Health Care Professionals’ Views of Patients Who 

Experience Family Violence’, SAGE Open, 5(1), pp. 1–10.  

Korstjens, I. and Moser, A. (2018) ‘Series: Practical guidance to qualitative research. Part 4: 

Trustworthiness and publishing’, European Journal of General Practice, 24(1), pp. 120–

124.  

Krueger, R. A. (1994) Focus groups: A practical guide for applied research. 2nd edn. Thousand 

Oaks, CA: Sage.  



 

 332 

Krueger, R. A. and Casey, M. A. (2009) Focus Groups: A Practical Guide for Applied Research. 

Thousand Oaks, CA: Sage Publications. 

Krug, E. G., Mercy, J. A., Dahlberg, L. L. and Zwi, A. B. (2002) ‘The world report on violence 

and health’, The Lancet, 360(9339), pp. 1083–1088. 

Kruger, L. M. and Schoombee, C. (2010) ‘The other side of caring: abuse in a South African 

maternity ward’, Journal of Reproductive and Infant Psychology, 28(1), pp. 84–101. 

Kruger, L. M. and Schoombee, C. (2010) ‘The other side of caring: abuse in a South African 

maternity ward’, Journal of Reproductive and Infant Psychology, 28(1), pp. 84–101. 

Kruk, M. E., Kujawski, S., Mbaruku, G., Ramsey, K., Moyo, W. and Freedman, L. P. (2014) 

‘Disrespectful and abusive treatment during facility delivery in Tanzania: a facility and 

community survey’, Health Policy and Planning, 33(1), pp. e26–e33. 

Kruk, P. M., Mbaruku, G., de Pinho, H. and Galea, S. (2009) ‘Women’s preferences for place 

of delivery in rural Tanzania: a population-based discrete choice experiment’, 

American Journal of Public Health, 99(9), pp. 1666–1672. 

Kujawski, S., Mbaruku, G., Freedman, L. P., Ramsey, K., Moyo, W. and Kruk, M. E. (2015) 

‘Association between Disrespect and Abuse during Childbirth and Women's 

Confidence in Health Facilities in Tanzania’, Maternal and Child Health Journal, 19(10), 

pp. 2243–2250. 

Kujawski, S. A., Freedman, L. P., Ramsey, K., Mbaruku, G., Mbuyita, S., Moyo, W. and Kruk, 

M. E. (2017) ‘Community and health system intervention to reduce disrespect and 



 

 333 

abuse during childbirth in Tanga Region, Tanzania: A comparative before-and-after 

study’, PLoS Medicine, 14(7), pp. e1002341.  

Kvale, S. and Brinkmann, S. (2009) InterViews: Learning the craft of qualitative research 

interviewing. Los Angeles, CA: Sage.  

Kwambai, T. K., Dellicour, S., Desai, M., Ameh, C. A., Person, B., Achieng, F., Mason, L., 

Laserson, K. F. and ter Kuile, F. O. (2013) ‘Perspectives of men on antenatal and 

delivery care service utilisation in rural western Kenya: a qualitative study’, BMC 

Pregnancy and Childbirth, 13(1), pp. 134–143. 

Kyomuhendo, G. B. (2003) ‘Low use of rural maternity services in Uganda: impact of 

women’s status, traditional beliefs and limited resources’, Reproductive Health 

Matters, 11(21), pp. 16–26. 

Lachs, M. S. and Pillemer, K. (1995) ‘Abuse and Neglect of Elderly Persons’, New England 

Journal of Medicine, 332(7), pp. 437–444.  

Lambert, J., Etsane, E., Bergh, A. M., Pattinson, R. and van den Broek, N. (2018) ‘I thought 

they were going to handle me like a queen but they didn’t’: A qualitative study 

exploring the quality of care provided to women at the time of birth’, Midwifery, 62, 

pp. 256–263. 

Lambert, S. D. and Loiselle, C. G. (2008) ‘Combining individual interviews and focus groups to 

enhance data richness’, Journal of Advanced Nursing, 62(2), pp. 228–237. 



 

 334 

Lamina, M., Sule-Odu, A. and Jagun, E. (2004) ‘Factors militating against delivery among 

patients booked in Olabisi Onabanjo University Teaching Hospital, Sagamu’, Nigerian 

Journal of Medicine, 13(1), pp. 52–55. 

Langer, C. L. and Lietz, C. (2014) Applying Theory to Generalist Social Work Practice. John 

Wiley & Sons. 

LaSala, M. C. (2003) ‘When interviewing “family”: Maximising the insider advantage in the 

qualitative study of lesbians and gay men’, Journal of Gay and Lesbian Social Services, 

15(1–2), pp. 15–30. 

LaVela, S. L. and Gallan, A. S. (2014) ‘Evaluation and measurement of patient experience’, 

Patient Experience Journal, 1(1), pp. 28–36. 

Lawson, D. M. (2015) Family violence. Blackwell: Wiley. 

Lee, T. Y., Landy, C. K.,  Wahoush, O., Khanlou, N., Liu, Y. C. and Li, C. C. (2014) ‘A descriptive 

phenomenology study of newcomers’ experience of maternity care services: Chinese 

women’s perspectives’, BMC Health Services Research, 14(1), 114–125.. 

Leung, L. (2015) ‘Validity, reliability, and generalisability in qualitative research’, Journal of 

Family Medicine and Primary Care, 4(3), pp. 324–327. 

Lincetto, O., Mothebesoane-anoh, S., Gomez, P. and Munjanja, S. (2010) Antenatal Care: 

Opportunities for Africa’s Newborns. Available at: 

https://www.who.int/pmnch/media/publications/oanfullreport.pdf (Accessed: 6 

December 2018). 



 

 335 

Lincoln, Y. S. (2009) ‘Ethical practices in research’, in Mertens, D. M. and Ginsberg, P. E. 

(eds.) The handbook of social research ethics. Los Angeles, CA: Sage Publications, pp. 

150–169. 

Lincoln, Y. S. and Guba, E. G. (1985) Naturalistic inquiry. California: Sage Publications.  

LoBiondo-Wood, G. and Harper, J. (2006). Methods and critical appraisal of evidence-based 

practice. St Louis: Mosby. 

Lu, Y., Hu, X., Huang, X., Zhuang, X., Guo, P., Feng, L., Hu, W., Chen, L. and Hao, Y. T. (2016) 

‘Job satisfaction and associated factors among healthcare staff: a cross-sectional study 

in Guangdong Province, China’, BMJ Open, 6(7), pp. e011388. 

Lukasse, M., Schroll, A.-M., Karro, H., Schei, B., Steingrimsdottir, T., Van Parys, A.S., Ryding, 

E.L. and Tabor, A. and Bidens Study Group (2015) ‘Prevalence of experienced abuse in 

healthcare and associated obstetric characteristics in six European countries’, Acta 

Obstetricia et Gynecologica Scandinavica, 94(5), pp. 508–517. 

Lunt, P. and Livingstone, S. (1996) ‘Rethinking the focus group in media and communications 

research’, Journal of Communication, 46(2), pp. 79–98.  

Lynch, M. (2000) ‘Against Reflexivity as an Academic Virtue and Source of Privileged 

Knowledge’, Theory, Culture & Society, 17(3), pp. 26–54.  

Makama, G. A. (2013) ‘Patriarchy and gender inequality in Nigeria: the way 

forward’, European Scientific Journal, 9(17), pp. 115–120. 



 

 336 

Marshall, C., Rossman, G. B. (2011) Primary Data Collection Methods Designing Qualitative 

Research. Los Angeles, CA: Sage, pp. 137–177. 

Marston, C., Renedo, A., McGowan, C. R. and Portela, A. (2013) ‘Effects of Community 

Participation on Improving Uptake of Skilled Care for Maternal and Newborn Health: A 

Systematic Review’, PLoS ONE, 8(2), e55012. 

Mason. J. (2002) Qualitative Researching. 2nd edn. London: Sage. 

Mauthner, N. S. and Doucet, A. (2003) ‘Reflexive accounts and accounts of reflexivity in 

qualitative data’, Sociology, 37(3), pp. 413–431. 

Maya, E. T., Adu-Bonsaffoh, K., Dako-Gyeke, P., Badzi, C., Vogel, J. P., Bohren, M. A. and 

Adanu, R. (2018) ‘Women’s perspectives of mistreatment during childbirth at health 

facilities in Ghana: findings from a qualitative study’, Reproductive Health Matters, pp. 

1–18. 

Mbaruku, G. M., Larson, E., Kimweri, A. and Kruk, M. E. (2014) ‘What elements of the work 

environment are most responsible for health worker dissatisfaction in rural primary 

care clinics in Tanzania?’, Human Resources for Health, 12, pp. 38–47. 

McClennen, J. and McClennen, J. C. (2010) Social Work and Family Violence: Theories, 

Assessment, and Intervention. New York: Springer. 

McConville, B. (2014) ‘Respectful maternity care: How the UK is learning from the 

developing world’, Midwifery, 30(2), pp. 154–158.  



 

 337 

McKinstry, B. (1992) ‘Paternalism and the doctor-patient relationship in general practice’, 

The British Journal of General Practice, 42(361), pp. 340–342. 

McLeod, J. (2001) ‘Introduction: Critical issues in the methodology of qualitative 

research’, Counselling and Psychotherapy Research, 1(2), pp. 114–117.  

McLeroy, K. R., Bibeau, D., Steckler, A. and Glanz, K. (1988) ‘An ecological perspective on 

health promotion programs’, Health Education Quarterly, 15(4), pp. 351–377. 

McMahon, S. A., George, A. S., Chebet, J. J., Mosha, I. H., Mpembeni, R. N. M. and Winch, P. 

J. (2014) ‘Experiences of and responses to disrespectful maternity care and abuse 

during childbirth; a qualitative study with women and men in Morogoro Region, 

Tanzania’, BMC pregnancy and childbirth, 14(1), pp. 268–270. 

Merriam, S. B. (2009) Qualitative research: A guide to design and implementation. San 

Francisco, CA: Jossey-Bass. 

Merriam, S. B. and Tisdell, E. J. (2015) Qualitative research: a guide to design and 

implementation. 4th edn. San Francisco, CA: Jossey-Bass Ltd.  

Mertens, D. M. (2010) Research and evaluation in education and psychology: Integrating 

diversity with quantitative, qualitative, and mixed methods. 3rd edn. Thousand Oaks, 

CA: Sage. 

Mesenburg, M. A., Victora, C. G., Jacob Serruya, S., Ponce de León, R., Damaso, A. H., 

Domingues, M. R. and da Silveira, M. F. (2018) ‘Disrespect and abuse of women during 

the process of childbirth in the 2015 Pelotas birth cohort’, Reproductive Health, 15(1), 

pp. 54–60. 



 

 338 

Miles, M. B. and Huberman, A. M. (1994) Qualitative Data Analysis: An Expanded 

Sourcebook. 2nd edn. Sage Publications. 

Miles, M. B., Huberman, A. M. and Saldana, J. (2014) Qualitative Data Analysis: A Methods 

Sourcebook. London: Sage Publications.  

Miller, S., Cordero, M., Coleman, A.L., Figueroa, J., Brito-Anderson, S., Dabagh, R., Calderon, 

V., Cáceres, F., Fernandez, A. J. and Nunez, M. (2003) ‘Quality of care in 

institutionalised deliveries: the paradox of the Dominican Republic’, International 

Journal of Gynaecology & Obstetrics, 82(1), pp. 89–103. 

Miltenburg, A. A., van Pelt, S., Meguid, T. and Sundby, J. (2018) ‘Disrespect and abuse in 

maternity care: individual consequences of structural violence’, Reproductive health 

matters, 26(53), pp. 88–106. 

Miltenburg, S. A., van Pelt, S., Meguid, T. and Sundby, J. (2016) ‘Disrespect and abuse in 

maternity care: individual consequences of structural violence’, Reproductive Health 

Matters, 26(53), pp. 88–106. 

Mirkuzie, A. H. (2014) ‘Exploring inequities in skilled care at birth among migrant population 

in a metropolitan city Addis Ababa, Ethiopia; a qualitative study’, International Journal 

for Equity in Health, 13(10), pp. 110–115.  

Mitchell, J. (1971) Women’s Estate. Harmondsworth: Penguin. 

Moghaddam, F. and Harre, R. (2010) Words, conflicts and political processes. Santa Barbara, 

CA: Praeger. 



 

 339 

Mohammadi, S., Carlbom, A., Taheripanah, R. and Essén, B. (2017) ‘Experiences of 

inequitable care among Afghan mothers surviving near-miss morbidity in Tehran, Iran: 

a qualitative interview study’, International Journal for Equity in Health, 16(1), pp. 

121–126. 

Montesanti, S. R. and Thurston, W. E. (2015) ‘Mapping the role of structural and 

interpersonal violence in the lives of women: implications for public health 

interventions and policy’, BMC Women’s Health, 15, pp. 100–112. 

Montesinos-Segura, R., Urrunaga-Pastor, D., Mendoza-Chuctaya, G., Taype-Rondan, A., 

Helguero-Santin, L.M., Martinez-Ninanqui, F.W., Centeno, D.L., Jimenez-Meza, Y., 

Taminche-Canayo, R.C., Paucar-Tito, L. and Villamonte-Calanche, W. (2018) ‘Disrespect 

and abuse during childbirth in fourteen hospitals in nine cities of Peru’, International 

journal of gynaecology and obstetrics: the official organ of the International Federation 

of Gynaecology and Obstetrics, 140(2), pp. 184–190.  

Moore, B., Alex-Hart, B. and George, I. O. (2011) ‘Utilisation of health care services by 

pregnant mothers during delivery: a community-based study in Nigeria’, East African 

Journal of Public Health, 8(1), pp. 49–51. 

Morales, X. B., Enciso Chaves, L. V. and Yepes Delgado, C. E. (2018) ‘Neither Medicine nor 

Health Care Staff Members Are Violent by Nature: Obstetric Violence From an 

Interactionist Perspective’, Qualitative Health Research, 28(8), pp. 1308–1319. 

Moran, A. C., Jolivet, R. R., Chou, D., Dalglish, S. L., Hill, K., Ramsey, K., Rawlins, B. and Say, L. 

(2016) ‘A common monitoring framework for ending preventable maternal mortality, 



 

 340 

2015–2030: phase I of a multi-step process’, BMC pregnancy and childbirth, 16(1), pp. 

250–265. 

Morgan, D. (2007) ‘Paradigms lost and pragmatism regained: Methodological implications of 

combining qualitative and quantitative methods’, Journal of Mixed Methods Research, 

1(1), pp. 48–76. 

Morgan, D. L., Krueger, R. A. and King, J. A. (1998) The Focus Group Guidebook. Sage 

Publications. 

Moronkola, O. A., Omonu, J. B., Iyayi, D. A. and Tiamiyu, M. A. (2007) ‘Perceived 

determinants of the utilisation of maternal health-care services by rural women in 

Kogi State, Nigeria’, Tropical Doctor, 37(2), pp. 94–96. 

Morris, A. (2015) A practical introduction to in-depth interviewing. London: Sage Publications 

Ltd. 

Morse, J. M. (2000) ‘Determining sample size’, Qualitative Health Research, 10(1), pp. 3–5. 

Moscovici, S. (1976) Social influence and social change. London: Academic Press. 

Mostert, S., Njuguna, F., Langat, S. C., Slot, A. J., Skiles, J., Sitaresmi, M. N., van de Ven, P. M., 

Musimbi, J., Vreeman, R. C. and Kaspers, G. J. (2014) ‘Two overlooked contributors to 

abandonment of childhood cancer treatment in Kenya: parents’ social network and 

experiences with hospital retention policies’, Psychooncology, 23(6), pp. 700–707.  

Moustakas, C. (1994). Phenomenological research methods. Thousand Oaks, CA: Sage.  



 

 341 

Moyer, C. A., Adongo, P. B., Aborigo, R. A., Hodgson, A. and Engmann, C. M. (2014) ‘They 

treat you like you are not a human being’: maltreatment during labour and delivery in 

rural northern Ghana’, Midwifery, 30(2), pp. 268–270.  

Mselle, L. T., Moland, K. M., Mvungi, A., Evjen-Olsen, B. and Kohi, T. W. (2013) ‘Why give 

birth in health facility? Users’ and providers’ accounts of poor quality of birth care in 

Tanzania’, BMC Health Services Research, 13, 174–176.  

Mullins, L. J. (2008) Essentials of organisational behaviour. 2nd edn. Harlow, United Kingdom: 

Pearson Education Limited. 

Myers, M. D. (2008) Qualitative Research in Business & Management. Los Angeles: Sage 

Publications.  

National Human Development Report (2016) Human Security and Human Development in 

Nigeria. Available at: 

http://hdr.undp.org/sites/default/files/2016_national_human_development_report_f

or_nigeria.pdf (Accessed: 8 September 2018). 

National Population Commission (2006) Population and Housing Census, Population 

Distribution by Sex, State, LGA and Senatorial District.  

National Population Commission (2009) Nigeria Demographic and Health Survey. Göttingen: 

Duehrkhop & Radicke. Available at: 

https://www.dhsprogram.com/pubs/pdf/FR222/FR222.pdf (Accessed: 4 January 

2016). 

http://hdr.undp.org/sites/default/files/2016_national_human_development_report_for_nigeria.pdf
http://hdr.undp.org/sites/default/files/2016_national_human_development_report_for_nigeria.pdf
https://www.dhsprogram.com/pubs/pdf/FR222/FR222.pdf


 

 342 

National Population Commission (2014) Nigeria Demographic and Health Survey 2013. 

Göttingen: Duehrkohp & Radicke. Available at: 

https://dhsprogram.com/pubs/pdf/FR293/FR293.pdf (Accessed: 17 February 2016). 

Ndwiga, C., Warren, C.E., Ritter, J., Sripad, P. and Abuya, T. (2017) ‘Exploring provider 

perspectives on respectful maternity care in Kenya: “Work with what you have” 

Reproductive health, 14(1), pp. 99–115.  

Ng, M., Fullman, N., Dieleman, J. L., Flaxman, A. D., Murray, C. J. and Lim, S. S. (2014) 

'Effective coverage: a metric for monitoring universal health coverage’, PLoS 

medicine, 11(9), pp. e1001730. 

Nick, E. (2013) Sampling and Choosing Cases in Qualitative Research: A Realist Approach. 

London: Sage Publications. 

Norris, D., Fancey, P., Power, E. and Ross, P. (2013) ‘The Critical-Ecological Framework: 

Advancing Knowledge, Practice, and Policy on Older Adult Abuse’, Journal of Elder 

Abuse & Neglect, 25(1), pp. 40–55.  

Nursing and Midwifery Council of Nigeria (2016) Code for professional conduct: 

Standards/code of professional conduct. Available at: 

https://www.nmcn.gov.ng/codec.html (Accessed 30 November 2018).  

O’Gorman, K. and MacIntosh, R. (2015) The Global Management Series. Research Methods 

for Business & Management: A guide to writing your dissertation. 2nd edn. Oxford, UK: 

Goodfellow Publishers Limited. 

https://dhsprogram.com/pubs/pdf/FR293/FR293.pdf
https://www.nmcn.gov.ng/codec.html


 

 343 

O’Mara-Eves, A., Brunton, G., Oliver, S., Kavanagh, J., Jamal, F. and Thomas, J. (2015) ‘The 

effectiveness of community engagement in public health interventions for 

disadvantaged groups: a meta-analysis’, BMC Public Health, 15, pp. 129–135. 

O’Reilly, K. (2009) Key concepts in ethnography, Sage key concepts. London: Sage 

Publications Ltd. 

O’Reilly, M. and Parker, N. (2012) ‘Unsatisfactory saturation: A critical exploration of the 

notion of saturated sample sizes in qualitative research’, Qualitative Research Journal, 

13(2), pp. 190–197.  

Obansa, S. A. J. and Orimisan, A. (2013) ‘Health care financing in Nigeria: Prospects and 

challenges’, Mediterranean Journal of Social Sciences, 4 (1), pp. 221–236. 

Okafor, I. I., Ugwu, E. O. and Obi, S. N. (2015) ‘Disrespect and abuse during facility-based 

childbirth in a low-income country’, International Journal of Gynaecology & 

Obstetrics, 128(2), pp. 110–113.  

Oliver, L.R. (1980) ‘A Cognitive Model of the Antecedents and Consequences of Satisfaction 

Decisions’, Journal of Marketing Research, 17(4), pp. 460–469. 

Omisore, A. G., Adesoji, R. O. and Abioye-Kuteyi, E. A. (2017) ‘Interprofessional Rivalry in 

Nigeria’s Health Sector: A Comparison of Doctors and Other Health Workers’ Views at 

a Secondary Care Centre’, International Quarterly of Community Health Education, 

38(1), pp. 9–16. 

Omoleke I. I. and Taleat, B. A. (2011) ‘Contemporary issues and challenges of health sector 

in Nigeria’, Research Journal of Health Sciences, 5(4), pp. 210–216. 



 

 344 

Onah, H. E., Ikeako, L. C. and Iloabachie, G. C. (2006) ‘Factors associated with the use of 

maternity services in Enugu, southeastern Nigeria’, Social Science & Medicine, 63(7), 

pp. 1870–1878. 

Orpin, J., Puthussery, S., Davidson, R. and Burden, B. (2018) ‘Women's experiences of 

disrespect and abuse in maternity care facilities in Benue State, Nigeria’, BMC 

Pregnancy and Childbirth, 18(1), pp. 213–218.  

Osaghae, V. (2015) Causes of Nigeria unrest and conflict situation. Proceedings of TheIRES 

3rd International Conference, Dubai, UAE. Available at: 

http://www.worldresearchlibrary.org/up_proc/pdf/50-143995964828-30.pdf 

(Accessed: 15 April 2017).  

Otremba, M., Berland, M. and Amon, J. J. (2015) ‘Hospitals as debtor prisons’, The Lancet 

Global Health, 3(5), pp. e253–e254. 

Ouedraogo, A., Kiemtore, S., Zamane, H., Bonane, B.T., Akotionga, M. and Lankoande, J. 

(2014) 'Respectful maternity care in three health facilities in Burkina Faso: The 

experience of the Society of Gynaecologists and Obstetricians of Burkina Faso', 

International Journal of Gynaecology & Obstetrics, 127, pp. S42–S51.  

Paparella, G. (2016) The state of maternity services in England. England: Picker Institute 

Europe. Available at: https://www.picker.org/wp-

content/uploads/2016/07/Maternity-services-policy-briefing-V2.pdf (Accessed: 6 

November 2018). 

http://www.worldresearchlibrary.org/up_proc/pdf/50-143995964828-30.pdf
https://www.picker.org/wp-content/uploads/2016/07/Maternity-services-policy-briefing-V2.pdf
https://www.picker.org/wp-content/uploads/2016/07/Maternity-services-policy-briefing-V2.pdf


 

 345 

Parker, R. and Aggleton, P. (2003) ‘HIV and AIDS-related stigma and discrimination: a 

conceptual framework and implications for action’, Social Science & Medicine, 57 (1), 

pp. 13–24. 

Patel, P., Makadia, K. and Kedia, G. (2015) ‘Study to assess the extent of disrespect and 

abuse in facility-based childbirth among women residing in urban slum area of 

Ahmedabad’, International Journal of Multidisciplinary Research and Development 

2(8), pp. 25–27. 

Patton, M. Q. (2002) Qualitative Research & Evaluation Methods. 3rd edn. USA: Sage 

Publications Inc. 

Patton, M. Q. (2015) Qualitative Research & Evaluation Methods. USA: Sage Publications. 

Peca, E. and Sandberg, J. (2018) ‘Modeling the relationship between women's perceptions 

and future intention to use institutional maternity care in the Western Highlands of 

Guatemala’, Reproductive Health, 15(1), pp. 9–19.  

Peiro, J.M., González-Romá, V., Tordera, N. and Mañas, M. A. (2001) ‘Does role stress 

predict burnout over time among health care professionals?’, Psychology & Health, 

16(5), pp. 511–525. 

Pillay, R. (2009) ‘Work satisfaction of professional nurses in South Africa: a comparative 

analysis of the public and private sectors’, BMC Human Resources for Health, 7, pp. 15.  

Polit, D. F. and Beck, C. T. (2007) Nursing Research: Generating and Assessing Evidence for 

Nursing Practice. Philadelphia, PA: Lippincott Williams & Wilkins. 



 

 346 

Polit, D. F. and Beck, C. T. (2011) Nursing Research: Generating and Assessing Evidence for 

Nursing Practice. 9th edn. Philadelphia, PA: Lippincott Williams & Wilkins. 

Population Reference Bureau (2016) 2016 World Population Data Sheet with a Special Focus 

on Human Needs and Sustainable Resources. Available at: 

https://assets.prb.org/pdf16/prb-wpds2016-web-2016.pdf (Accessed: 30 November 

2018).  

 Population Reference Bureau (2018) 2018 World Population Data Sheet with Focus on 

Changing Age Structures. Available at: https://www.prb.org/2018-world-population-

data-sheet-with-focus-on-changing-age-structures/ (Accessed: 30 November 2018). 

Primeau, L. A. (2003) ‘Reflections on self in qualitative research: Stories of family’, American 

Journal of Occupational Therapy, 57, pp. 9–16. 

Prochaska, E. (2013) ‘The importance of dignity in childbirth’, British Journal of Midwifery, 

21(11). Available at: http://www.birthrights.org.uk/wordpress/wp-

content/uploads/2013/01/British-Journal-of-Midwifery-Volume-21-Issue-11-

November.pdf (Accessed: 16 May 2018). 

Public Health England (2016) An introduction to maternity services in the NHS. Available at: 

http://www.chimat.org.uk/mslc/about/nhs (Accessed: 22 April 2017). 

Rance, S., McCourt, C., Rayment, J., Mackintosh, N., Carter, W., Watson, K. and Sandall, J. 

(2013) ‘Women's safety alerts in maternity care: is speaking up enough?’, BMJ Quality 

& Safety, 22(4), pp. 348–352. 

https://assets.prb.org/pdf16/prb-wpds2016-web-2016.pdf
https://www.prb.org/2018-world-population-data-sheet-with-focus-on-changing-age-structures/
https://www.prb.org/2018-world-population-data-sheet-with-focus-on-changing-age-structures/
http://www.birthrights.org.uk/wordpress/wp-content/uploads/2013/01/British-Journal-of-Midwifery-Volume-21-Issue-11-November.pdf
http://www.birthrights.org.uk/wordpress/wp-content/uploads/2013/01/British-Journal-of-Midwifery-Volume-21-Issue-11-November.pdf
http://www.birthrights.org.uk/wordpress/wp-content/uploads/2013/01/British-Journal-of-Midwifery-Volume-21-Issue-11-November.pdf
http://www.chimat.org.uk/mslc/about/nhs


 

 347 

Rao, M. R., Levine, R. J., Wasif, N. K. and Clemens, J. D. (2003) ‘Reliability of maternal recall 

and reporting of child births and deaths in rural Egypt’, Paediatric and Perinatal 

Epidemiology, 17(2), pp. 125–131. 

Ratcliffe, H. L., Sando, D., Lyatuu, G. W., Emil, F., Mwanyika-Sando, M., Chalamilla, G., 

Langer, A. and McDonald, K. P. (2016) ‘Mitigating disrespect and abuse during 

childbirth in Tanzania: an exploratory study of the effects of two facility-based 

interventions in a large public hospital’, Reproductive Health, 13(1), pp. 125–129. 

Raven, B. H. (2001) ‘Power/interaction and interpersonal influence: Experimental 

investigations and case studies’, in Lee-Chai, A. Y. and Bargh, J. A. (eds.) The use and 

abuse of power. Philadelphia, PA: Psychology Press, pp. 217–240 

Raven, J. H., Tolhurst, R. J., Tang, S. and van den Broek, N. (2012) ‘What is quality in 

maternal and neonatal health care?’, Midwifery, 28(5), pp. e676–e683. 

Reader, T. W. and Gillespie, A. (2013)’ Patient neglect in healthcare institutions: a systematic 

review and conceptual model’, BMC Health Services Research, 13(1), pp. 156–160. 

Redshaw, M. M. and Hockley, C. C. (2010) ‘Institutional processes and individual responses: 

Women’s experiences of care in relation to caesarian birth’, Birth, 37(2), pp. 150–159.  

Reeves, S., Kuper, A. and Hodges, B. A. (2008) ‘Qualitative research methodologies: 

ethnography’, British Medical Journal. Available at: 

http://www.bmj.com/content/337/bmj.a1020 (Accessed: 11 May 2016).  

Reis, V., Deller, B., Carr, C. and Smith, J. (2012) Respectful maternity care: Country 

experiences. USA: USAID, MCHIP. Available at: 

http://www.bmj.com/content/337/bmj.a1020


 

 348 

https://www.k4health.org/sites/default/files/RMC%20Survey%20Report_0.pdf 

(Accessed: 28 June 2016). 

Renfrew, M. J., McFaden, A., Bastos, M. H., Campbell, J., Channon, A. A., Cheung, N. F., Silva, 

D. R., Downe, S., Kennedy, H. P., Malata, A., McCormick, F., Wick, L. and Declercq, E. 

(2014) ‘Midwifery and quality care: findings from a new evidence-informed framework 

for maternal and newborn care’, Lancet, 384(9948), pp. 1129–1145. 

Ritchie, J. and Lewis. J. (2003) Qualitative Research Practice: A Guide for Social Science 

Students and Researchers. London: Sage Publications. 

Ritchie, J., Lewis, J. and Gillian, E. (2013) ‘Designing and selecting samples’, in Ritchie, J. and 

Lewis, J. (eds.) Qualitative research practice. A guide for social science students and 

researchers. Thousand Oaks, CA: Sage, pp. 77–108.  

Rominski, S. (2015) ‘Ghanaian midwifery students’ perceptions and experiences of 

disrespect and abuse during childbirth’, The Lancet Global Health, 3, pp. 13–18.   

Roro, A. M., Hassen, M. E., Lemma, A. M., Gebreyesus, S. H. and Afework, M. F. (2014) ‘Why 

do women not deliver in health facilities: A qualitative study of the community 

perspectives in south central Ethiopia?’, BMC Research Notes, 7, pp. 556–560.  

Rosen, H. E., Lynam, P. F., Carr, C., Reis, V., Ricca, J., Bazant, E. S. and Bartlett, L. A. (2015) 

‘Direct observation of respectful maternity care in five countries: a cross-sectional 

study of health facilities in East and Southern Africa’, BMC Pregnancy and Childbirth, 

15(1), pp. 306–310. 

https://www.k4health.org/sites/default/files/RMC%20Survey%20Report_0.pdf


 

 349 

Royal College of Nursing (2009a) Dignity. Available at: 

www.rcn.org.uk/newsevents/campaigns/dignity (Accessed: 10 February 2017).  

Rubin, H. and Rubin, I. (2012) Qualitative Interviewing: the art of hearing data. 3rd edn. Los 

Angeles: Sage Publications.  

Sadler, M., Santos, M. J., Ruiz-Berdun, D., Rojas, G. L., Skoko, E., Gillen, P. and Clausen, J. A. 

(2016) ‘Moving beyond disrespect and abuse: addressing the structural dimensions of 

obstetric violence’, Reproductive Health Matters, 24(47), pp. 47–55.  

Salazar, F. L., Crosby, A. R. and DiClemente, J. R. (2015) Research methods in health 

promotion. 2nd edn. San Francisco, CA, Jossy-Bass. 

Sallis, J. F., Owen, N. and Fisher, E. B. (2008) ‘Ecological models of health behaviour’, in 

Glanz, K., Rimer, B. K. and Viswanath, K. (eds.) Health behaviour and health education: 

Theory, research, and practice. San Francisco, CA: Jossey-Bass, pp. 465–486.   

Samure, L. M. and Given, K. (2008) ‘The SAGE Encyclopaedia of qualitative research 

methods’, in Given, L. M. (eds.) Trustworthiness. California: Sage Publications, pp. 895–

896.  

Sando, D., Abuya, T., Asefa, A., Banks, K. P., Freedman, L. P., Kujawski, S., Markovitz, A., 

Ndwiga, C., Ramsey, K., Ratcliffe, H., Ugwu, E. O., Warren, C. E. and Jolivet, R. R. (2017) 

'Methods used in prevalence studies of disrespect and abuse during facility based 

childbirth: lessons learned’, Reproductive Health, 14, pp. 789–792.  

Sando, D., Kendall, T., Lyatuu, G., Ratcliffe, H., McDonald, K. Mwanyika-Sando, M., Emil, F., 

Chalamilla, G. and Langer, A. (2014) ‘Disrespect and abuse during childbirth in 

http://www.rcn.org.uk/newsevents/campaigns/dignity


 

 350 

Tanzania: Are women living with HIV more vulnerable?’, Journal of Acquired Immune 

Deficiency Syndrome, 67(4), pp. 228–234.  

Sando, D., Ratcliffe, H., McDonald, K., Spiegelman, D., Lyatuu, G. and Mwanyika-Sando, M. 

(2016) ‘The prevalence of disrespect and abuse during facility-based childbirth in 

urban Tanzania’, BMC Pregnancy and Childbirth, 16(1), pp. 26–30.  

Sandvide, A., Fahlgren, S., Norberg, A. and Saveman, B. I. (2006) ‘From perpetrator to victim 

in a violent situation in institutional care for elderly persons: exploring a narrative 

from one involved care provider’, Nursing Inquiry, 13(3), pp. 194–202. 

Sanjari, M., Bahramnezhad, F., Fomani, F. K., Shoghi, M., and Cheraghi, M. A. (2014) ‘Ethical 

challenges of researchers in qualitative studies: the necessity to develop a specific 

guideline’, Journal of Medical Ethics and History of Medicine, 7, pp. 14–25. 

Saumure, K. and Given, L. M. (2008) ‘Convenience sample’, in Given, L. M. (eds.) The Sage 

Encyclopaedia of Qualitative Research methods. Thousand Oaks, CA: Sage Publications, 

pp. 124–125. 

Schiamberg, L. B. and Gans, D. (2000) ‘Elder Abuse by Adult Children: An Applied Ecological 

Framework for Understanding Contextual Risk Factors and the Intergenerational 

Character of Quality of Life’, The International Journal of Aging and Human 

Development, 50(4), pp. 329–359. 

Schmitt, B. (2011) ‘Experience Marketing: Concepts, Frameworks and Consumer Insights’, 

Foundations and trends in marketing, 5(2), pp. 55–112. 



 

 351 

Schram, T. H. (2003) Conceptualising qualitative inquiry: mind work for fieldwork in 

education and the social sciences. Upper saddle River, New Jersey: Merrill Prentice 

Hall. 

Schroll, A., Kjaergaard, H. and Midtgaard, J. (2013) ‘Encountering abuse in health care; 

lifetime experiences in postnatal women - a qualitative study’, BMC Pregnancy and 

Childbirth, 13(1), pp. 74–80.  

Scotland, J. (2012) ‘Exploring the philosophical underpinnings of research: relating ontology 

and epistemology to the methodology and methods of the scientific, interpretive, and 

critical research paradigms’, English Language Teaching, 5 (9), pp. 9–16.  

Seale, C. (2002) ‘Quality Issues in Qualitative Inquiry’, Qualitative Social Work, 1(1), pp. 97–

110.  

Sekuler, R. and Blake, R. (2002) Perception. 4th edn. McGraw-Hill. 

Selinger, C. P. (2009) ‘The right to consent: Is it absolute?’, British Journal of 

MedicalPractitioners, 2(2), pp. 50–54.  

Sethi, R., Gupta, S., Oseni, L., Mtimuni, A., Rashidi, T. and Kachale, F. (2017) ‘The prevalence 

of disrespect and abuse during facility-based maternity care in Malawi: evidence from 

direct observations of labour and delivery’, Reproductive Health, 14(1), pp. 111–116.   

Shakibazadeh, E., Namadian, M., Bohren, M. A., Vogel, J. P., Rashidian, A., Nogueira Pileggi, 

V., Madeira, S., Leathersich, S., Tunçalp, O, Oladapo, O. T., Souza, J. P. and Gulmezoglu, 

A. M. (2017) ‘Respectful care during childbirth in health facilities globally: a qualitative 



 

 352 

evidence synthesis’, BJOG : an International Journal of Obstetrics and Gynaecology, 

125(8), pp. 932–942.  

Sharma, J., O’Connor, M. and Rima Jolivet, R. (2018) ‘Group antenatal care models in low- 

and middle-income countries: a systematic evidence synthesis’, Reproductive 

Health, 15(1), pp. 38–47.  

Sheferaw, E. D., Mengesha, T. Z. and Wase, S. B. (2016) ‘Development of a tool to measure 

women’s perception of respectful maternity care in public health facilities’, BMC 

Pregnancy and Childbirth, 16(1), pp. 67–74.  

Shettima, A. G. (1998) ‘Gendered work patterns in the endangered Sahelian rural 

environment: Exploring three layers of exploitation’, Africa Development, 23, pp. 163–

183. 

Shimoda, K., Horiuchi, S., Leshabari, S. and Shimpuku, Y. (2018) ‘Midwives’ respect and 

disrespect of women during facility-based childbirth in urban Tanzania: a qualitative 

study’, Reproductive Health, 15(1), pp. 8–14.  

Sim, J. and Sharp, K. (1998) ‘A critical appraisal of the role of triangulation in nursing 

research’, International Journal of Nursing Studies, 35(1-2), pp. 23–31.  

Smedley, B. D. and Syme, S. L. (2000). Promoting health: Intervention strategies from social 

and behavioural research. Washington, DC: National Academies Press. 

Snape, D. and Spencer, L. (2003) ‘The Foundations of Qualitative Research’, In: Ritche, J. and 

Lewis, J. (eds.) Qualitative research practice: a guide for social science students and 

researchers. London: Sage Publications, pp. 78–200. 



 

 353 

Sonbol, A. (2003) Women of Jordan: Islam, Labour and the Law. New York: Syracuse 

University Press. 

Stevens, M., Biggs, S., Dixon, J., Tinker, A. and Manthorpe, J. (2013) ‘Interactional 

perspectives on the mistreatment of older and vulnerable people in long-term care 

settings’, The British Journal of Sociology, 64(2), pp. 267–286. 

Stokols, D. (1992) ‘Establishing and maintaining healthy environments: Toward a social 

ecology of health promotion’, American Psychologist, 47(1), pp. 6–22. 

Stokols, D. (1996) ‘Translating Social Ecological Theory into Guidelines for Community Health 

Promotion’, American Journal of Health Promotion, 10(4), pp. 282–298. 

Stokols, D., Allen, J. and Bellingham, R. L. (1996) ‘The Social Ecology of Health Promotion: 

Implications for Research and Practice’, American Journal of Health Promotion, 10(4), 

pp. 247–251.   

Stott, C. and Reicher, S. (1998) ‘Crowd action as intergroup process: introducing the police 

perspective’, European Journal of Social Psychology, 28(4), pp. 509–529. 

Sudhinaraset, M., Treleaven, E., Melo, J., Singh, K. and Diamond-Smith, N. (2016) ‘Women’s 

status and experiences of mistreatment during childbirth in Uttar Pradesh: a mixed 

methods study using cultural health capital theory’, BMC Pregnancy and Childbirth, 16, 

pp. 332–336. 

Sultana, A. (2012) ‘Patriarchy and Women’s Subordination: A Theoretical Analysis’, Arts 

Faculty Journal, 4, pp. 1–18 



 

 354 

Swahnberg, K., Schei, B., Hilden, M., Halmesmäki, E., Sidenius, K., Steingrimsdottir, T. and 

Wijma, B. (2007) ‘Patients’ experiences of abuse in health care: a Nordic study on 

prevalence and associated factors in gynaecological patients’,  Acta Obstetricia et 

Gynecologica Scandinavica, 86(3), pp. 349–356.  

Tabak, N. and Orit, K. (2007) ‘Relationship between how nurses resolve their conflicts with 

doctors, their stress and job satisfaction’, Journal of Nursing Management, 15(3), pp. 

321–331. 

Tautz, S., Jahn, A., Molokomme, I. and Görgen, R. (2000) ‘Between fear and relief: how rural 

pregnant women experience foetal ultrasound in a Botswana district hospital’, Social 

Science & Medicine, 50(5), pp. 689–701. 

Taylor, J. S., Bogdan, R. and DeVault, L. M. (2016) Introduction to Qualitative Research 

Methods A guidebook and resource. 4th edn. Hoboken, New Jersey: John Wiley & Sons, 

Inc. 

Tebid, R., Du Plessis, D., Beukes, S., Van Niekerk, V. and Jooste, K. (2011) ‘Implications for 

nurse managers arising from immigrant women’s experience of midwifery care in a 

hospital, Journal of Nursing Management, 19(7), pp. 967–975.  

Teixeira, N. Z. F. and Pereira, W. R. (2006) ‘Hospital delivery—women’s experiences from the 

suburbs of Cuiba’, Brazilian Journal of Nursing, 59(6), pp. 740–744.  

Teran, P., Castellanos, C., Blanco, M. G. and Ramos, D. (2013) ‘Obstetric violence: perception 

of users’, Journal of Obstetrics and Gynaecology of Venezuela, 73(3), pp. 171–180. 



 

 355 

Then, K. L., Rankin, J. A. and Ali, E. (2014) ‘Focus group research: What is it and how can it be 

used?’, Canadian Journal of Cardiovascular Nursing, 24(1), pp. 16–22. 

Thurston, W. E and Vissandjee, B.  (2005) ‘An ecological model for understanding culture as 

a determinant of women’s health’, Critical Public Health, 15(3), pp. 229–242. 

Tong, A., Sainsbury, P. and Craig, J. (2007) ‘Consolidated criteria for reporting qualitative 

research (COREQ): a 32-item checklist for interviews and focus groups’, International 

Journal for Quality in Health Care, 19(6), pp. 349–357. 

Tracy, S. J. (2010) ‘Qualitative Quality: Eight “Big-Tent” Criteria for Excellent Qualitative 

Research’, Qualitative Inquiry, 16(10), pp. 837–851. 

Trivedi, A. N., Zaslavsky, A. M., Schneider, E. C. and Ayanian, J. Z. (2006) ‘Relationship 

between quality of care and racial disparities in medicare health plans, JAMA, 296(16), 

pp. 1998–2004. 

Tuncalp, O., Were, W. M., MacLennan, C., Oladapo, O. T., Gulmezoglu, A. M. and Bahl, R. 

(2015) ‘Quality of care for pregnant women and newborns-the WHO vision’, BJOG, 

122, pp. 1045–1049. 

Turan, J. M., Miller, S., Bukusi, E. A., Sande, J., Cohen, C. R. (2008) ‘HIV/AIDS and maternity 

care in Kenya: how fears of stigma and discrimination affect uptake and provision of 

labour and delivery services’, AIDS Care, 20(8), pp. 938–945.  

Turner, D. W. (2010) ‘Qualitative Interview Design: A Practical Guide for Novice 

Investigators’, The Qualitative Report, 15(3), pp. 754–760. 



 

 356 

Turner, J. C. (1991) Social influence. Milton Keynes, UK: Open University Press. 

Turner, J. C. (2005) ‘Explaining the nature of power: a three-process theory’, European 

Journal of Social Psychology, 35(1), pp. 1–22. 

Ugwu, N. U. and de Kok, B. (2015) ‘Socio-cultural factors, gender roles and religious 

ideologies contributing to Caesarian-section refusal in Nigeria’, Reproductive 

Health, 12(1), pp. 70–77.  

UN Committee on Economic, Social and Cultural Rights (2009) General comment No. 20: 

Non-discrimination in economic, social and cultural rights. Available at: 

http://www.refworld.org/docid/4a60961f2.html (Accessed 22 April 2017) 

United Nations (2015), Sustainable Development Goals, 17 Goals to Transform our World. 

Available at: http://www.un.org/sustainabledevelopment/sustainable-development-

goals/  (Accessed 3 December 2018). 

Vaismoradi, M., Turunen, H. and Bondas, T. (2013) ‘Content analysis and thematic analysis: 

Implications for conducting a qualitative descriptive study’, Nursing & Health Sciences, 

15(3), pp. 398–405. 

Valdez-Santiago, R, Hidalgo-Solorzano, E., Mojarro-Iñiguez, M. and Arenas-Monreal, L. M. 

(2013) ‘New evidence concerning an old issue: abuse against women in delivery 

rooms’, CONAMED Magazine, 18(1), pp. 14–20. 

Vogel, J. P., Bohren, M. A., Tunçalp, Ӧ., Oladapo, O. T. and Gülmezoglu, A. M. (2016) 

‘Promoting respect and preventing mistreatment during childbirth’, BJOG: An 

International Journal of Obstetrics and Gynaecology, 123(5), pp. 671–674. 

http://www.refworld.org/docid/4a60961f2.html
http://www.un.org/sustainabledevelopment/sustainable-development-goals/
http://www.un.org/sustainabledevelopment/sustainable-development-goals/


 

 357 

Vyas, D. and Van der Veer, G. C. (2005) Experience as ‘Meaning’: Creating, Communicating & 

Maintaining in Real-Spaces. Position paper (1) for Workshop – “Spaces, Places & 

Experience in HCI” at Interact-2005, Italy. 

Walby, S. (1990) Theorising Patriarchy. UK: Blackwell Publishers Ltd. 

Waldenstrom, U., Hildingsson, I., Rubertsson, C. and Ra destad, I. (2004) ‘A negative birth 

experience: Prevalence and risk factors in a national sample’, Birth, 31, pp. 17–27. 

Walker, J. L. (2012) ‘The use of saturation in qualitative research’, Canadian Journal of 

Cardiovascular Nursing, 22(2), pp. 37–46. 

Wangmo, T., Teaster, P. B., Grace, J., Wong, W., Mendiondo, M. S., Blandford, C., Fisher, S. 

and Fardo, D. W. (2014) ‘An Ecological Systems Examination of Elder Abuse: A Week in 

the Life of Adult Protective Services’, Journal of Elder Abuse & Neglect, 26(5), pp. 440–

457. 

Warren, C. E., Rebecca, N., Charity, N. and Timothy, A. (2017) ‘Manifestations and drivers of 

mistreatment of women during childbirth in Kenya: Implications for measurement and 

developing interventions’, BMC Pregnancy and Childbirth, 17(1), pp. 102–110.  

Warren, C., Njuki, R., Abuya, T., Ndwiga, C., Maingi, G., Serwanga, J., Mbehero, F.,  Muteti, l., 

Njeru, A., KaranjaJ.,  Olenja, J., Gitonga, L., Rakuom, C. and Bellow, B. (2013) ‘Study 

protocol for promoting respectful maternity care initiative to assess, measure and 

design interventions to reduce disrespect and abuse during childbirth in Kenya’, BMC 

Pregnancy Childbirth, 2393, pp. 13–21. 



 

 358 

Watts, J. (2006) ‘‘The outsider within’: dilemmas of qualitative feminist research within a 

culture of resistance’, Qualitative Research, 6(3), pp. 385–402.  

Weaver, K. and Olson, J. K. (2006) ‘Integrative literature review and meta-analysis: 

Understanding paradigm used for nursing research’, Journal of Advanced Nursing, 

53(4), pp. 459–469. 

Welcome, M. O. (2011) ‘The Nigerian health care system: Need for integrating adequate 

medical intelligence and surveillance systems’, Journal of Pharmacy & Bioallied 

Sciences, 3(4), pp. 470–478.  

White Ribbon Alliance (2011). Respectful maternity care: the universal rights of childbearing 

women. Washington DC. 

White Ribbon Alliance (2015a) Preventing Maternal and Newborn Deaths; Prioritising 

respectful maternity care in Nigeria. Available at: 

https://www.whiteribbonalliance.org/wp-content/uploads/2017/11/Nigeria-Case-

Study.pdf (Accessed: 6 June 2018).  

White Ribbon Alliance (2015b) Respectful maternity care campaign update. Available at: 

https://www.whiteribbonalliance.org/wp-content/uploads/2017/12/RMC-Impact-

Brief.pdf (Accessed: 17 April 2018). 

White Ribbon Alliance (2015c) Respectful Maternity Care: A Nigeria-focused Health Workers’ 

Training Guide. Futures Group, Health Policy Project. Washington, DC. Available at: 

https://www.healthpolicyproject.com/pubs/789_WRANToolkitFINAL.pdf (Accessed: 6 

March 2018). 

https://www.whiteribbonalliance.org/wp-content/uploads/2017/11/Nigeria-Case-Study.pdf
https://www.whiteribbonalliance.org/wp-content/uploads/2017/11/Nigeria-Case-Study.pdf
https://www.whiteribbonalliance.org/wp-content/uploads/2017/12/RMC-Impact-Brief.pdf
https://www.whiteribbonalliance.org/wp-content/uploads/2017/12/RMC-Impact-Brief.pdf
https://www.healthpolicyproject.com/pubs/789_WRANToolkitFINAL.pdf


 

 359 

Wilcox, D. (1994) ‘Community participation and empowerment: putting theory into 

practice’, RRA Notes, 21, pp. 78–82. 

Windau-Melmer, T. (2013) A Guide for Advocating for Respectful Maternity Care. 

Washington, DC: Futures Group, Health Policy Project. Available at: 

https://www.whiteribbonalliance.org/wp-content/uploads/2017/11/RMC-

Guide_FINAL.pdf (Accessed: 3 January 2019). 

World Health Organization (1998) Postpartum care of the mother and newborn: a practical 

guide. Geneva: World Health Organization. Available at: 

http://apps.who.int/iris/bitstream/handle/10665/66439/WHO_RHT_MSM_98.3.pdf?s

equence=1&isAllowed=y (Accessed: 30 November 2018). 

World Health Organization (2006) Quality of Care: A Process for Making Strategic Choices in 

Health Systems. Geneva: WHO. Available at: 

https://www.who.int/management/quality/assurance/QualityCare_B.Def.pdf 

(Accessed: 13 February 2018).  

World Health Organization (2010) Classifying health workers: mapping occupations to the 

international standard classification. Geneva: World Health Organization. Available at: 

http://www.who.int/hrh/statistics/Health_workers_classification.pdf (Accessed: 30 

November 2018). 

World Health Organization (2013) WHO recommendations on postnatal care of the mother 

and newborn. World Health Organization. Available at: 

http://apps.who.int/iris/bitstream/handle/10665/97603/9789241506649_eng.pdf?se

quence=1 (Accessed: 25 March 2018). 

https://www.whiteribbonalliance.org/wp-content/uploads/2017/11/RMC-Guide_FINAL.pdf
https://www.whiteribbonalliance.org/wp-content/uploads/2017/11/RMC-Guide_FINAL.pdf
http://apps.who.int/iris/bitstream/handle/10665/66439/WHO_RHT_MSM_98.3.pdf?sequence=1&isAllowed=y
http://apps.who.int/iris/bitstream/handle/10665/66439/WHO_RHT_MSM_98.3.pdf?sequence=1&isAllowed=y
https://www.who.int/management/quality/assurance/QualityCare_B.Def.pdf
http://www.who.int/hrh/statistics/Health_workers_classification.pdf
http://apps.who.int/iris/bitstream/handle/10665/97603/9789241506649_eng.pdf?sequence=1
http://apps.who.int/iris/bitstream/handle/10665/97603/9789241506649_eng.pdf?sequence=1


 

 360 

World Health Organization (2015a) Trends in Maternal Mortality: 1990 to 2015: Estimates by 

WHO, UNICEF, UNFPA, World Bank Group and the United Nations Population Division. 

Available at: https://www.afro.who.int/sites/default/files/2017-05/trends-in-

maternal-mortality-1990-to-2015.pdf (Accessed: 6 December 2018).  

World Health Organization (2015b) WHO statement: The prevention and elimination of 

disrespect and abuse during facility-based childbirth. World Health Organization. 

Available at: 

http://apps.who.int/iris/bitstream/10665/134588/1/WHO_RHR_14.23_eng.pdf?ua=1

&ua=1 (Accessed: 28 January 2016). 

World Health Organization (2016a) Global Health Observatory data repository. Antenatal 

care (at least four visits): data by country. World Health Organization. Available at: 

http://apps.who.int/gho/data/view.main.vEQANCTOTv?lang=en (accessed: 5 

December 2018).  

World Health Organization (2016b) WHO recommendations on antenatal care for a positive 

pregnancy experience. World Health Organization. Available at: 

http://apps.who.int/iris/bitstream/handle/10665/250796/9789241549912-

eng.pdf?sequence=1 (Accessed: 30 November 2018). 

World Health Organization (2017) Health and human rights. World Health Organization. 

Available at: http://www.who.int/mediacentre/factsheets/fs323/en/ (Accessed: 25 

March 2018). 

World Health Organization (2018a) Defining competent maternal and newborn health 

professionals. Geneva: World Health Organization. Available at: 

https://www.afro.who.int/sites/default/files/2017-05/trends-in-maternal-mortality-1990-to-2015.pdf
https://www.afro.who.int/sites/default/files/2017-05/trends-in-maternal-mortality-1990-to-2015.pdf
http://apps.who.int/iris/bitstream/10665/134588/1/WHO_RHR_14.23_eng.pdf?ua=1&ua=1
http://apps.who.int/iris/bitstream/10665/134588/1/WHO_RHR_14.23_eng.pdf?ua=1&ua=1
http://apps.who.int/gho/data/view.main.vEQANCTOTv?lang=en
http://apps.who.int/iris/bitstream/handle/10665/250796/9789241549912-eng.pdf?sequence=1
http://apps.who.int/iris/bitstream/handle/10665/250796/9789241549912-eng.pdf?sequence=1
http://www.who.int/mediacentre/factsheets/fs323/en/


 

 361 

http://apps.who.int/iris/bitstream/handle/10665/272817/9789241514200-

eng.pdf?ua=1 (Accessed: 30 October 2018).  

World Health Organization (2018b) Maternal mortality. World Health Organization. 

Available at: https://www.who.int/en/news-room/fact-sheets/detail/maternal-

mortality (Accessed: 5 December 2018). 

World Health Organization (2018c) WHO recommendations: intrapartum care for a positive 

childbirth experience:  transforming care of women and babies for improved health 

and wellbeing: executive summary. Geneva: World Health Organization. Available at: 

http://apps.who.int/iris/bitstream/handle/10665/260178/9789241550215-

eng.pdf;jsessionid=CB40AE30FE9FF7B331811671C719B115?sequence=1 (Accessed: 30 

November 2018). 

Wright, P., Wallace, J. and McCarthy, J. (2008) ‘Aesthetics and experience-centred design’, 

ACM Transactions Computer-Human Interaction, 15, pp. 4-10. 

Yardley, L. (2008) ‘Demonstrating validity in qualitative psychology’, in  Smith, J. A. (eds.) 

Qualitative Psychology. London: Sage.  

Yates, R., Brookes, T. and Whitaker, E. (2017) Hospital Detentions for Non-payment of Fees: 

A Denial of Rights and Dignity. Available at: 

https://www.chathamhouse.org/sites/default/files/publications/research/2017-12-

06-hospital-detentions-non-payment-yates-brookes-whitaker.pdf (Accessed: 30 

September 2018).  

http://apps.who.int/iris/bitstream/handle/10665/272817/9789241514200-eng.pdf?ua=1
http://apps.who.int/iris/bitstream/handle/10665/272817/9789241514200-eng.pdf?ua=1
https://www.who.int/en/news-room/fact-sheets/detail/maternal-mortality
https://www.who.int/en/news-room/fact-sheets/detail/maternal-mortality
http://apps.who.int/iris/bitstream/handle/10665/260178/9789241550215-eng.pdf;jsessionid=CB40AE30FE9FF7B331811671C719B115?sequence=1
http://apps.who.int/iris/bitstream/handle/10665/260178/9789241550215-eng.pdf;jsessionid=CB40AE30FE9FF7B331811671C719B115?sequence=1
https://www.chathamhouse.org/sites/default/files/publications/research/2017-12-06-hospital-detentions-non-payment-yates-brookes-whitaker.pdf
https://www.chathamhouse.org/sites/default/files/publications/research/2017-12-06-hospital-detentions-non-payment-yates-brookes-whitaker.pdf


 

 362 

Yeo, A., Legard, R., Keegan, J., Ward, K., Nicholls, M. C. and Lewis, J. (2014) ‘In-depth 

Interviews’, in Ritchie, J., Lewis, J., Nicholls, M. C. and Ormston, R. (eds.) Qualitative 

Research Practice: A Guide for Social Science Students and Researcher. Sage 

Publications Ltd. 

Yin, R. K. (2009) Case study research: Design and methods. 4th edn. Thousand Oaks, CA: Sage. 

Yin, R. K. (2011) Qualitative Research from Start to Finish. USA: Guilford Publications. 

Yllo, K. (1993) ‘Through a Feminist Lens: Gender, Power, and Violence’, in Gelles, R. and 

Loseke, D. (eds.) Current Controversies on Family Violence. Newbury Park: Sage 

Publications, Inc., pp. 1–62. 



 

 363 

APPENDICES  

Appendix 3.1 Screening tool for women 

This is a screening tool design to first access your eligibility for the focus group discussion. You 

are eligible if you answer “yes” to any of the questions below or you have other events that you 

perceive as disrespectful and abusive during your maternity care in health facilities.  

Categories of 

disrespect and abuse 

During maternity care-antenatal, childbirth and 

postpartum: 

Yes/No 

Physical abuse Have you ever been slapped, pinched, pushed or beaten?  

Non-consented care Have you ever been given any medical care or has any 

procedure not been explained to you before it is carried out 

on you? 

Have you been discouraged from asking questions about the 

care provided to you? 

 

Non-dignified care Have you ever been left to deliver in an open place without a 

cover? 

 

Abandonment/neglect 

of care 

Have you experienced been left to deliver alone? 

Has your call for assistance been for assistance been ignored? 

 

Non-confidential care Has your medical history of personal information such as age, 

disclosed without your consent? 

 

Discrimination  Have you ever been discriminated against based on your 

level of education, wealth, health status, ethnic origin e.t.c? 

 

Detention in the health 

facility 

Has your discharge from the hospital been postponed until 

the hospital or infant bills are paid? 

 

 

If you have answered yes, to any of the above questions and you meet the eligibility criteria 

for this research (see information sheet) then you are qualified to willingly participate in this 

study.  

Thank you in advance for your participation. 
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Appendix 3.2 Studies used as a guide to develop data collection and screening tools 

Author(s) 

and year 

Country Aim Concept of 

D&A  

Theoretical 

perspective 

Study design; 

sampling 

technique 

Participants Data collection and 

analysis  

Findings 

Moyer et al. 

(2014) 

Ghana To determine whether 

participants mention 

maltreatment without 

probing, types of 

maltreatment and 

compare with existing 

categories  

Maltreatment 

in childbirth 

Not stated Qualitative Women, TBAs, 

community 

leaders, HCPs, 

grandmothers, 

household 

heads, herbalists  

In-depth interview 

and FGDs; thematic 

analysis using 

NVivo 9  

Identified categories of maltreatment 

include physical, verbal abuse, denial of 

traditional practices, neglect and 

discrimination 

McMahon et 

al. (2014) 

Tanzania To explore how women 

and their male partners 

describe D&A experienced 

and their response to it 

Disrespectful 

maternity care 

and abuse in 

childbirth 

Not stated Qualitative  49 women, 27 

male partners, 20 

community health 

workers, 11 

religious leaders, 5 

community 

leaders 

Grounded theory Events described as abusive were verbal 

abuse, feeling ignored or neglected, 

monetary demands, physical abuse and 

discrimination. Women responded to abuse 

using non-confrontational strategies like 

returning home. Male partners responded 

using assertive methods like demanding 

better care.  

Schroll, 

Kjaergaard 

and 

Midtgaard 

(2013) 

Belgium, 

Iceland, 

Denmark, 

Estonia 

and 

Norway 

To describe the meaning 

women give and how they 

managed AHC experienced 

in pregnancy and 

childbirth. 

Abuse in 

healthcare 

Not stated Qualitative; 

Purposeful 

with criterion 

and intensity 

sampling 

11 women  Semi-structured, in-

depth, individual 

interviews; 

Phenomenological 

method by Giorgi, 

modified by 

Malterud  

Identified themes: dehumanisation, abusive 

actions of unintentional harm, bodily 

remembrance. AHC affects reproductive 

health, sexuality, and desire to have 

children and expectation on the method of 

delivery. Women found inner strength and 

from others to manage AHC  
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Appendix 3.2: Studies used as a guide to develop data collection and screening tools (continued) 

Author(s) 

and year 

Country Aim Concept of 

D&A  

Theoretical 

perspective 

Study design 

and sampling 

technique 

Participants Data collection 

and analysis  

Findings 

Bohren et 

al. (2017) 

Nigeria To explore women 

and providers’ 

perceptions and 

experience of 

mistreatment in 

childbirth  

Mistreatment Not stated Qualitative; 

Purposive, 

quota sampling 

Women, HCPs 

and facility 

administrators 

In-depth 

interviews 

and FGDs; 

Thematic 

analysis 

Physical, verbal abuse and detainment in 

hospitals were witnessed or experienced. 

Health systems constraint, women's 

behaviours, and poor provider attitudes 

contribute to mistreatment  

Balde et al. 

(2017a) 

Guinea To understand 

women and HCPs’ 

perspectives on 

social norms and 

acceptability of 

mistreatment 

during childbirth 

Mistreatment Not stated Qualitative; 

Quota 

sampling  

Women, 5 

doctors, 13 

midwives 

In-depth 

interviews 

and FGDs; 

Thematic 

analysis 

Women and HCPs accepted mistreatment 

under certain circumstances like when it 

is perceived to save the lives of the child 

or mother. They perceived women’s lack 

of cooperation and disobedience to add 

to mistreatment. In response, women 

accepted it, complained to the hospital’s 

management, refusing to use same 

hospitals and seeking revenge against the 

HCPs  

Rominski 

(2015) 

Ghana To explore 

midwifery students’ 

perceptions and 

experiences on how 

women are cared 

for during labour 

and childbirth  

D&A Not stated Exploratory 

qualitative; 

purposive 

sampling  

160 midwifery 

students 

FGDs  During training, student midwives 

witnessed high levels of D&A. They 

perceived RMC as caring for each patient 

with respect despite her ability to pay and 

background. D&A was perceived as 

necessary when it is to save the lives of 

mother and child in childbirth       
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Appendix 3.2: Studies used as a guide to develop data collection and screening tools (continued) 

Author(s)and 
year 

Country Study aim Concept of 
D&A  

Study design Participants Sampling 
technique 

Data collection 
tool 

Findings 

Okafor, Ugwu 
and Obi (2015) 

Nigeria To determine the 
pattern and 
prevalence of 
disrespectful and 
abusive care during 
childbirth in health 
facilities 

D&A  Cross-
sectional 
study 

Postpartum 
women  

Convenience 
sampling  

Study specific, 
structured and 
pretested 
questionnaire 

98.0% of the women 
reported at least one form of 
disrespectful and abusive care in their 
last childbirth. Physical abuse and non-
consented care were the most frequently 
reported types of disrespectful and 
abusive care   

Rosen et al. 
(2015) 

Ethiopia, 
Madagascar, 
Kenya, United 
Republic of 
Tanzania and 
Rwanda 

To determine the 
prevalence of 
disrespectful and 
abusive behaviours 
and RMC in health 
facilities  

Respectful 
maternity 
care/ 
disrespectful 
and abusive 
care 

Cross-
sectional 
design 

2164 women Not clear Facility 
inventory 
survey 
tool and labour 
and childbirth 
observation 
checklist 

Women had poor interactions with their 
HCPs and had little information about 
their care though overall, women were 
cared for with dignity. Verbal and physical 
abuse was observed. Abandonment and 
neglect were the most reported form of 
D&A 

Abuya et al. 
(2015b) 

Kenya To define 
contextually the 
types of D&A and 
measure its 
prevalence  

D&A  Cross-
sectional 
analysis from 
a quasi-
experimental 
study 

641 
postnatal 
women  

Not clear Study specific 
tool 

Out of every 5 women, 1 experienced 
feeling humiliated during labour and 
childbirth. Six categories of D&A in 
childbirth. Women without a companion 
during childbirth were less likely to be 
asked for inappropriate payment; 
women who have 3 or more children 
were likely to be detained if they could 
not pay and were asked to be asked for 
bribe than first-time mothers.  
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Appendix 3.2: Studies used as a guide to develop data collection and screening tools (continued) 

Author(s)and 

year 

Country Aim Study design Concept of D&A  Included literature Findings 

Diniz et al. 

(2015) 

Brazil To identify the various 

dimensions and antecedents of 

facility-based violence during 

childbirth, its consequences 

and measures to minimise it  

Critical-

narrative 

review 

Abuse and 

disrespect 

(obstetric 

violence) in 

childbirth 

Academic literature, policy 

documents, legal 

documents, publications 

from social movements in 

both Brazil and documents 

and global productions of 

social movements 

Definition and types of violence, the causes 

of violence-organisation of healthcare 

services and professional training were 

identified. Its impact on maternal mortality 

and morbidity and interventions proposed 

to reduce violence were identified 

Bowser and Hill 

(2010) 

Global To review reports on the 

contributors, scope, proposed 

interventions and impact of 

D&A to initiate dialogue and 

implement research on D&A  

 

 

Review D&A in facility-

based childbirth 

Published and grey 

literature, interviews and 

discussions with key 

informants  

Identified 7 categories of D&A: physical 

abuse, non-confidential care, detention in 

facilities, discrimination, non-dignified 

care, non-consented care and 

abandonment. Themes for the contributors 

to D&A were: Individual, community, 

national policies, and Human Rights, 

service delivery and HCPs. D&A deters the 

use of maternity services 

Bohren et al. 

(2015) 

Global To synthesise research on 
mistreatment of women in 
health facilities during 
childbirth  

to inform and evidence-based 
typology of D&A 

Review Mistreatment 

during childbirth 

Published and gray 

literature 

Emerged themes were physical abuse, 

verbal abuse, sexual abuse, stigma and 

discrimination, poor rapport between 

women and HCPs, inability to meet the 

standard of care and constraints in health 

system and facilities 
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Appendix 3.3 Participant information sheet for women 

Title of the project: Disrespect and abuse in maternity care: Women’s experiences and 

healthcare providers’ perspectives in Nigeria 

Name of Researcher: Joy Orpin 

Email: joy.orpin@study.beds.ac.uk  

         Date: 17/08/2016 

Dear participant,  

You are being invited to take part in a research study. Before you decide it is important for you 

to understand why the research is being done and what it will involve. Please take the time to 

read the following information carefully and discuss it with others if you wish. 

My name is Joy Orpin and this study is part of my PhD. The main objective of this project is to 

understand women’s experiences and healthcare providers’ perspectives of disrespect and 

abuse in maternity care in health facilities in Benue State, Nigeria. 

For this reason, I would like to invite you for a focus group discussion. The focus group 

discussion should last no more than 75-90minutes. With your permission, your discussion may 

be audio-recorded. The discussion will be transcribed, and its content will be analysed. Data 

will be kept in securely encrypted computer files and transferred by using encrypted portable 

disks. Any hard copies of transcripts will be kept in a locked cabinet.  

Sections of transcripts from your recorded consultations may be quoted in my doctoral thesis 

and in any papers resulting from this, but anonymity will be kept throughout. All information 

that could reveal your identity during the course of the research will be kept strictly 

confidential. Recordings will be destroyed upon 3 years after the completion of the study. 

You were selected to participate in this study because you are a Nigerian, aged 18 years and 

above,  have received antenatal, childbirth and post-partum care at health facilities in Makurdi, 

Benue State and have had a normal “vaginal” birth not more than 6 months ago.  

http://www.beds.ac.uk/
mailto:joy.orpin@study.beds.ac.uk
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Overall, 24-26 women will be selected to participate in the discussion and another 20 women 

and 20 healthcare providers for other aspects of the same study.  

It is up to you to decide whether or not to take part. Your participation is voluntary, and you 

are free to withdraw at any time without any of your legal rights being affected. 

If you do decide to take part, you will be given this information sheet to keep and be asked to 

sign a consent form. The results of the study will be available to all participants upon request. 

I am happy to answer any questions that you may have about the study. If you require further 

information about the study, please, contact me or my supervisor using the details below. 

 

Joy Orpin 

PhD student  

Institute for Health Research 

University of Bedfordshire,  

Putteridge Bury 

Luton, Bedfordshire 

LU2 8LE 

Mobile: +2348065823829 

Email: joy.orpin@study.beds.ac.uk   

 

Supervisor: Dr Shuby Puthussery 

Senior Lecturer in Public Health 

School of Health Care Practice & Institute for Health Research 

University of Bedfordshire,  

Putteridge Bury Campus - Rm32 

Luton LU2 8LE, Bedfordshire, UK 

Email: shuby.puthussery@beds.ac.uk      

http://www.beds.ac.uk/
mailto:joy.orpin@study.beds.ac.uk
mailto:shuby.puthussery@beds.ac.uk
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Appendix 3.4 Consent form for women 

Title of the project: Disrespect and abuse in maternity care: Women’s experiences and 

healthcare providers’ perspectives in Nigeria. 

Name of Researcher: Joy Orpin 

Contact details: joy.orpin@study.beds.ac.uk   

Mobile number: +2348065823829 

         Please initial box 

I confirm that I have read and understand the information  

sheet describing the purpose of this study and have had the opportunity  

to ask questions about the study. 

 

I understand that a recorded copy of the interview will be transcribed  

and the interaction will be analysed by the researcher for the  

purpose of the research. 

 

I understand that sections of these transcripts may be quoted  

in the researcher’s thesis but anonymity will be kept throughout.    

 

I agree to participate in an interview with the researcher.  

 

 

I understand that I am free to withdraw at any time and 

that my participation is voluntary without my medical care  

or legal rights being affected. 

 

 

I agree to participate only to the statements initialled above. 

 

_____________________________      _______________     ____________________ 

Name of Participant                                       Date                              Signature 

 

_____________________________        _______________      ___________________ 

Name of Person taking consent                 Date                             Signature 

 

 

 

 

 

 

 

 

http://www.beds.ac.uk/
mailto:joy.orpin@study.beds.ac.uk
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Appendix 3.5 Topic guide for focus group discussion 

Introduction 

1. Greet participants and introduce myself 

Good morning/good afternoon, Firstly, I would like to introduce myself, I’m Joy Orpin, a 

research student at University of Bedfordshire, Luton 

2. Thank all the participants for coming 

I would like to thank you all for taking out time to be here today. 

3. Give room for participants to introduce themselves 

4. State the purpose of the focus group 

The aim of this focus group is to discuss your maternity care experiences of disrespect and 

abuse at the hospitals.  

5. Explain to the participants that the discussion will be recorded and why 

 All information collected will be audio-recorded for the sole purpose of data analysis. 

6. Discuss issues on confidentiality and anonymity 

Any information you provide will be confidential and not disclosed to anybody or 

organisation. The audio-recorder will be kept in a secure safe and transcripts stored on a 

password-protected laptop accessible to only the researcher. Once the data are transcribed, 

the audio version will be deleted from the audio-recorder. To maintain anonymity, false 

names/numbers will be used to identify participants during data collection, analysis, 

interpretation and publication. 

7. Ask participants to confirm if they have all received the information sheet and screening 

tool, completed, signed and returned the consent form 

8. Explain to the participants that everyone has the right to speak and be heard during the 

discussion  

http://www.beds.ac.uk/
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9. Tell participants that they need to respect each other’s opinions and no answer given is 

“right or wrong” 

10. State the duration of the focus group discussion - Approximately 75-90 minutes  

11. Give room for any questions the participants may have  

12. Give out the demographic data sheet to participants and allow them few minutes to 

complete 

13. Put on the audio-recorder and start the discussion 

 

Opening question: Can you describe the key areas of your last maternity care at the hospital?  

• Probe: You can start by describing your first antenatal care appointments to the time 

you were in labour and had your childbirth.  

• Probe: How about after you had your childbirth?  

How would you describe the care you received at the hospital during your last pregnancy? 

• Probes: Antenatal care 

• Childbirth 

• Postpartum care 

During you maternity care appointments or whenever you visited the hospital in the course of 

your pregnancy, was there anything you liked about the care you received?  

• Probe: What did you like about the care you received at the hospital? 

• Probe: Can you elaborate more?  

What areas of your maternity care at the hospital did you dislike?  

How can you describe your interaction with the healthcare providers during your maternity 

care?  

Can you think of any possible reasons that may have influenced the type of care you received?  

http://www.beds.ac.uk/
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• Probes: Can you elaborate more on that, please? 

How did your interaction with the healthcare providers and your experience at the hospital 

make you feel? Did it have any effect on you?  

In what ways has your experience of D&A affected you? Does your maternity care experience 

at the hospital have any effect on you in anyway? 

• Probes: If yes, how? 

• If no, why? 

How has the experience of D&A affected your use of health facilities for maternity care? With 

your experience at the hospital, will you use the same for maternity care in the future? 

• Probe: if yes, why? 

• Probe: If no, why is that?  

Will you recommend/encourage other women to use health facilities for their maternity care?  

• Probe: if yes, why? 

• Probe: If no, why is that?  

Are there any suggestions you have on what should be done to improve your maternity care 

experience?  

Is there anything else you would like to add?  

• Probe: Comments/questions/concerns?  

Conclusion 

Reassure the participants about the issues of confidentiality and anonymity  

Remind them they are free to contact you if they need to  

Thank everyone for participating 

http://www.beds.ac.uk/


 

 

Institute for Health Research – University of Bedfordshire 

 374 

Appendix 3.6 Demographic data form for women (FGDs) 

Age:  

Tribe: Tiv [  ] Idoma [  ] Igede [  ] Etulo [  ] Others [  ] 

Marital status: Single [  ] Married [  ] Divorced/Separated [  ] Widowed [  ] Cohabiting [  ]  

Religion: Christian [  ] Muslim [  ] Others [  ]  

Level of education: No formal education [  ] Primary [  ] Secondary [  ] Post-secondary [  ] 

Employment status: Employed [  ] Unemployed [  ] 

No of previous births:  1 [  ] 2 [  ] 3 and above [  ]   

http://www.beds.ac.uk/


 

 

Institute for Health Research – University of Bedfordshire 

 375 

Appendix 3.7 Demographic information of women  

Age:  

Tribe:  

Religion:   

Marital status: Single [  ] Married [  ] Divorced/Separated [  ] Widowed [  ] Cohabiting [  ]  

Level of education: No formal education [  ] Primary [  ] Secondary [  ] Post-secondary [  ] 

Employment status: Employed [  ] Unemployed [  ] 

No. of previous births:  1 [  ] 2 [  ] 3 and above [  ]   

Age of last child:  
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Appendix 3.8 Interview schedule for women 

Introduction 

1. Greet participant, introduce myself and thank her for coming 

2. Give room for participant to introduce herself 

3. State the purpose of the interview   

4. Explain the relevant ethical consideration to the participants-audio-recording, 

confidentiality, anonymity and data storage  

5. State the duration of the interview- 45-60 minutes 

6. Give room for any questions the participant may have  

7. Confirm if the participant has completed, signed and returned the consent form  

8. Give out the demographic information sheet to the participant and allow her some 

time to complete 

9. With her permission, put on the audio-recorder and start the interview. 

Questions 

Can you briefly describe the key components of your experience in the health facility during 

your:  

• Antenatal care 

• Childbirth 

• Postpartum care 

What did you like about the care you received during your: 

• Antenatal 

• Childbirth 

• Postpartum  

Are there areas you disliked about the maternity care you received?  

http://www.beds.ac.uk/
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• What did you dislike about the care you received and why? 

Can you tell me about any incident(s) you experienced/witnessed were you felt the care was 

disrespectful and abusive? Or where there was a lack of respectful maternity in health 

facilities? 

• Antenatal 

• Childbirth  

• Postpartum 

• Why do you feel such incident(s) were disrespectful and abusive? 

Are there any reasons why you felt the incident(s) you described were disrespectful and 

abusive? 

• For example, any personal, religious, ethnic/tribal, political, infrastructural issues that 

may have contributed to the experience of disrespect and abuse in maternity care? 

Do you perceive that the experience of the disrespectful and abusive incident has affected you?   

• For example, how did it make you feel? 

• How does/did it affect your personal health and wellbeing, the health and wellbeing of 

your last child and or your use of health facilities for maternity care? 

In what ways do you feel disrespect and abuse of women during maternity care in health 

facilities can be prevented?  

• Antenatal 

• Childbirth 

• Postpartum care  

Is there anything else you would like to add/ask? Any comments?  

Conclusion 

Reassure the participant about the issues of confidentiality and anonymity need arises 

http://www.beds.ac.uk/
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Remind the participant she is free to contact you regarding the interview if the she needs to  

Thank her for participating. 

  

http://www.beds.ac.uk/
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Appendix 3.9 Interview schedule for healthcare providers 

Introduction 

1. Greet participant, introduce myself and thank participant for coming 

2. Give room for participant to introduce themselves 

3. State the purpose of the interview   

4. Explain ethical consideration to the participants-audio-recording, confidentiality, 

anonymity, data storage  

5. State the duration of the interview- 45-60 minutes 

6. Give room for any questions the participant may have  

7. Confirm if the participant has completed, signed and returned the consent form  

8. Give out the demographic information sheet to participant and allow him/her some 

time to complete 

9. With their permission, put on the audio-recorder and start the interview. 

 Questions  

Can you describe your role as a maternity healthcare provider? 

• What does it involve?  

• What are the challenges of working within this role? 

As a healthcare provider offering services to women, can you share your views on respectful 

maternity care? 

• What does respectful maternity care mean to you?  

• Have you received any training specifically on respectful maternity care during your 

years of work experience?  

• What was the component of the training? 

In what ways do you feel women may experience a lack of respectful maternity care in health 

facilities?  

http://www.beds.ac.uk/
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Can you describe any incident(s) you have witnessed/experienced where you felt the maternity 

care provided was disrespectful and abusive?  

• Why do you perceive such incident(s) as disrespect and abuse of women?  

What are the facilitators and barriers to the provision of respectful maternity care in health 

facilities during:  

• Antenatal 

• Childbirth 

• Postpartum care? 

Are there any reasons why you feel women may experience disrespect and abuse during their 

maternity care in health facilities?  

• For example, are there any infrastructural, political, management, societal, economic, 

religious or cultural issues?   

• How do these contribute to the existence of disrespect and abuse in maternity care? 

In your opinion, do you perceive that a woman’s experience of disrespect and abuse can have 

any adverse consequences?  

• Women’s health and wellbeing 

• Women’s use of health facilities  

• Healthcare providers’ delivery of care maternity care in health facilities? 

In what ways do can disrespect and abuse can be prevented in health facilities during:   

• Antenatal 

• Childbirth 

• Postpartum care? 

Is there anything else you would like to add that I may not have asked? Do you have any 

questions? 

http://www.beds.ac.uk/


 

 

Institute for Health Research – University of Bedfordshire 

 381 

Conclusion 

Reassure the participant about the issues of confidentiality and anonymity  

Remind the participant that he/she is free to contact you if they need to  

Thank him/her for participating  

  

http://www.beds.ac.uk/
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Appendix 3.10 Participant information sheet for healthcare providers 

Title of the project: Disrespect and abuse in maternity care: Women’s experiences and 

healthcare providers’ perspectives in Nigeria 

Name of Researcher: Joy Orpin 

Contact details: +2348065823829 

Email: joy.orpin@study.beds.ac.uk   

         Date: 06/07/2017 

Dear participant,  

You are being invited to take part in a research study. Before you decide it is important for you 

to understand why the research is being done and what it will involve. Please take the time to 

read the following information carefully and discuss it with others if you wish. 

My name is Joy Orpin and this study is part of my PhD. The main objective of this project is to 

understand women’s experiences and healthcare providers’ perspectives on disrespect and 

abuse in maternity care in health facilities in Makurdi, Benue State, Nigeria. 

For this reason, I would like to invite you for an interview. The interview should last no more 

than 45-60minutes. With your permission, the interview may be audio-recorded. The interview 

will be transcribed and its content will be analysed. Data will be kept in securely encrypted 

computer files and transferred by using encrypted portable disks. Any hard copies of transcripts 

will be kept in a locked cabinet.  

Sections of transcripts from your recorded consultations may be quoted in my doctoral thesis 

and in any papers resulting from this, but anonymity will be kept throughout. All information 

that could reveal your identity during the course of the research will be kept strictly 

confidential. Recordings will be destroyed upon 3 years after the completion of the study. 

You were selected to participate in this study because you are a Nigerian, working as a doctor, 

nurse, midwife, consultant of obstetrics and gynaecology or any other maternity healthcare 

http://www.beds.ac.uk/
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provider and have provided maternity care to women for at least one year at health facilities in 

Nigeria. 

Overall, 32 women have participated, and 16-20 healthcare providers will be selected to 

participate in other aspects of the same study.  

It is up to you to decide whether or not to take part. Your participation is voluntary, and you 

are free to withdraw at any time without any of your legal rights being affected. 

If you do decide to take part, you will be given this information sheet to keep and be asked to 

sign a consent form. The results of the study will be available to all participants upon request. 

I am happy to answer any questions that you may have about the study. If you require further 

information about the study, please, contact me or my supervisor using the details below. 

Joy Orpin 

PhD student  

Institute for Health Research 

University of Bedfordshire,  

Putteridge Bury 

Luton, Bedfordshire 

LU2 8LE 

Email: joy.orpin@study.beds.ac.uk   

 

Supervisor: Dr Shuby Puthussery 

Senior Lecturer in Public Health 

School of Health Care Practice & Institute for Health Research 

University of Bedfordshire,  

Putteridge Bury Campus - Rm32 

Luton LU2 8LE, Bedfordshire, UK 

Email: shuby.puthussery@beds.ac.uk      

http://www.beds.ac.uk/
mailto:joy.orpin@study.beds.ac.uk
mailto:shuby.puthussery@beds.ac.uk


 

 

Institute for Health Research – University of Bedfordshire 

 384 

Appendix 3.11 Consent form for healthcare providers 

Researcher:  Joy Orpin   

Project title: Disrespect and abuse in maternity care: Women’s experiences and healthcare 

providers’ perspectives in Nigeria.  

Email: joy.orpin@study.beds.ac.uk    

Telephone: +2348065823829 

   

Kindly tick as appropriate: 

 I confirm that I have received, read and understand the information sheet provided  

  

I confirm that I have been given the opportunity to ask questions regarding the  

project 

 

I understand that I have the right to freely participate and refuse participation at any   time  

and my data removed 

 

I agree to be interviewed 

 

I approve that the interview be audio-recorded 

 

I confirm that my name should not be used during data collection and analysis, 

presentations and publications 

I am happy to be contacted for clarity on any information I provided for this this project  

 

--------------------------------------------------------   ------------------------------------ 

Name of Participant     Signature   

     ------------------------------- 

Date    
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Appendix 3.12 Demographic information of healthcare providers 

Age:  

Gender:  

Tribe:  

Religion:  

Marital status:  

Job title: 

Number of years working within this role:  

Number of years of experience as a healthcare provide

http://www.beds.ac.uk/
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Appendix 3.13 Ethical approval from Institute for Health Research Ethics 

Committee, University of Bedfordshire – first phase of the study 
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Appendix 3.14 Ethical approval from Institute for Health Research Ethics 

Committee, University of Bedfordshire – second phase of the study
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Appendix 3.15 Ethical approval from BSUTH 
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Appendix 3.16 Ethical approval from Government of Benue State, Nigeria 
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Appendix 3.17 Permission Letter to Access the Obstetrics and Gynaecology 

Department, BSUTH  
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Appendix 4.1: Socio-demographic characteristics of each participant in the FGDs 

  
Age Tribe Marital status  Religion Level of education Employment  

Status 

Number of 

children  
Participants 

       

FGD1 P1 26 Igala Married Christian Post-secondary Unemployed 1 
 

P2 24 Tiv Married Christian Post-secondary Unemployed 1 
 

P3 24 Tiv Married Christian Post-secondary Unemployed 2 
 

P4 23 Tiv Married Christian Post-secondary Unemployed 1 
 

P5 25 Tiv Married Christian Post-secondary Unemployed 1 
 

P6 25 Igede Married Christian Post-secondary Unemployed 2 
 

P7 30 Igede Married Christian Post-secondary Employed 3or more 

FGD2 P1 24 Idoma Married Christian Post-secondary Unemployed 2 
 

P2 28 Idoma Married Christian Post-secondary Unemployed 3 or more 
 

P3 28 Tiv Married Christian Post-secondary Employed 2 
 

P4 19 Tiv Married Christian Post-secondary Employed 1 
 

P5 30 Tiv Married Christian Post-secondary Employed 3 or more 
 

P6 29 Idoma Married Christian Post-secondary Unemployed 2 
 

P7 23 Tiv Married Christian Post-secondary Unemployed 1 

P=participant 
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Appendix 4.1: Socio-demographic characteristics of each participant in the FGDs (continued) 

  

Age Tribe Marital 
status  

Religion Level of 
education 

Employment  

Status 

Number of 
children 

 
Participants 

       

FGD 3 P1 31 Tiv Married Christian Post-secondary Unemployed 3 or more  
P2 24 Igede Married Muslim Post-secondary Employed 2  
P3 29 Tiv Married Christian Post-secondary Unemployed 1  
P4 26 Tiv Married Christian Secondary Unemployed 2  
P5 19 Tiv Married Christian Secondary Unemployed 1  
P6 29 Tiv Married Christian Post-secondary Employed 2 

FGD 4 P1 37 Tiv Married Christian Post-secondary Unemployed 2  
P2 25 Igbo Married Christian Post-secondary Employed 3or more  
P3 25 Tiv Married Christian Post-secondary Unemployed 1  
P4 34 Tiv Married Christian Secondary Employed 2  
P5 25 Tiv Married Christian Post-secondary Employed 1  
P6 26 Igbo Married Christian Post-secondary Unemployed 1 

FGD 5 P1 26 Idoma Married Christian Secondary Employed 2  
P2 25 Tiv Married Christian Post-secondary Unemployed 3 or more  
P3 28 Tiv Married Christian Post-secondary Unemployed 1  
P4 32 Igede Married Muslim Post-secondary Unemployed 3or more  
P5 33 Idoma Married Christian Post-secondary Employed 2  
P6 20 Tiv Married Christian Secondary Unemployed 1 



 

 393 

Appendix 4.2: Socio-demographic characteristics of the women in the interviews 

Participant Age Tribe Religion Marital 

status 

Level of education Employment 

status 

No. of previous 

births 

Age of last child 

(months) 

INT-PT 1 28 Tiv Christian Married Post-secondary Unemployed 3 and above 20 

INT-PT 2 31 Tiv Christian Married Post-secondary Unemployed 3 and above 24 

INT-PT 3 33 Tiv Christian Married Post-secondary Tailor 2 3 

INT-PT 4 41 Tiv Christian  Married Post-secondary Teacher 2 3 

INT-PT 5 29 Tiv Christian Married Post-secondary Unemployed 2 12 

INT-PT 6 29 Tiv Christian Married Post-secondary Teacher 1 10 

INT-PT 7 30 Ora  Christian Widowed Post-secondary Teacher 1 28 

INT-PT 8 28 Tiv Christian Married Post-secondary Teacher 2 12 

INT-PT 9 31 Igbo Christian Married Post-secondary Hairdresser  1 15 

INT-PT 10 30 Idoma Christian Married Secondary Unemployed 2 21 

INT-PT 11 32 Tiv Christian Married Secondary Secretary 2 2 

INT-PT 12 25 Igede Muslim Married Secondary Unemployed 3 and above 6 

INT-PT 13 20 Tiv Christian Married Secondary Unemployed 2 21 

INT-PT 14 36 Idoma Christian Married Post-secondary Cook 3 and above 7 
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Appendix 4.3: Themes and subthemes that emerged from FGDs and 

interviews with women 

Main themes Subthemes 

Women’ perceptions of their 

experiences 

‘Normative’ practice  

• Normal (mis)behaviour of healthcare 

• providers 

• Common practice in health facilities 

• Endure abusive practices 

Dehumanisation of women 

• Degrading women 

• Lack of empathy 

'No harm intended'  

• Encouragement to “push” 

• Intended to save a life 

Perceived contributors to D&A 

 

 

Women-related factors  

• Lack of respect for healthcare staff  

• Tribal differences 

• First-time mothers 

Healthcare provider-related factors 

• The domineering attitude of healthcare 

providers  

• Long working hours 

• Student practitioners providing services 

Health facility-related factors 

• Over-crowded maternity clinics 

• Poor management of health facilities 

Perceived impact of D&A 

 

 

Intentions about the use of 

maternity services 

• No choice – helplessness 
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 • Delay in seeking medical care 

• Use different hospitals for childbirth 

• Use private hospital instead of public 

hospitals 

Emotional impact – unhappy 

Perceived strategies to prevent 

D&A 

 

Provision of medical supplies and equipment 

Sanctioning HCPs  

Training of healthcare providers  

Educating women on maternity services 
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Appendix 4.4: Reference table of emerged themes from women’s experiences 

Main themes Subthemes Participants’ responses where themes emerged 

Women’ 

perceptions of 

their 

experiences 

‘Normative’ practice  (FGD5, P2); (INT-PT 4); (FGD3, P3); (FGD3, P4); (INT-PT 7); (INT-PT 11); (INT-PT 9); (FGD3, P2); 

(FGD5, P4); (FGD2, P6); (FGD1, P1); (FGD2, P6); (INT-PT 1) 

Dehumanisation of women  (FGD1, P1); (FGD2, P7); (FGD3, P6); (INT-PT 8); (INT-PT 12); (INT-PT 3); (INT-PT 13); (FGD3, P6); 

 (FGD4, P6); (INT-PT 4); (INT-PT 2) 

'No harm intended'  (FGD1 P7); (FGD1, P5); (FGD3, P5); (FGD1, P3); (FGD3, P3); (FGD5 P2); (FGD2 P5); (INT-PT 4) 

Perceived 

contributors to 

D&A 

 

 

Women-related factors  (INT-PT 4); (FGD3, P2); (INT-PT 13); (INT-PT 7); (INT-PT 11); (INT-PT 5); (INT-PT 9); (FGD1, P6); (FGD5, 

P5); (FGD4, P6); (FGD3, P3); (FGD5, P4); (FGD5, P6); (INT-PT 2); (INT-PT 1); (INT-PT 12); (INT-PT 14); 

(FGD2, P3) 

Healthcare provider-related factors (INT-PT 6); (FGD1, P3); (INT-PT8); (INT-PT 10); (INT-PT 4); (INT-PT 13);  (FGD1, P6); (INT-PT 14); (INT-

PT14); (INT-PT 10); (INT-PT 7) 

Health facility-related factors (FGD2, P1); (FGD4, P6); (INT-PT 1); (FGD1, P6); (INT-PT 8); (INT-PT10); (FGD4, P1); (INT-PT2); (INT-PT 2) 
(FGD1, P6) 

Perceived 

impact of D&A 

 

Intentions about the use of 

maternity services in future 

(FGD2, P6); (INT-PT 12); (FGD4, P5); (FGD2; P3); (FGD2, P2); (INT-PT 3); (INT-PT 9); (INT-PT 8); (INT-PT 
12); (INT-PT 5) 

Emotional impact – feeling unhappy (INT-PT 2); (INT-PT 1) 
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Appendix 4.4:  Reference table of emerged themes from women’s experiences (continued) 

Main themes Subthemes Participants’ responses where themes emerged 

  

Perceived strategies to prevent 

D&A 

 

Provision of medical supplies and 

equipment 

Training of healthcare providers  

Sanctioning of HCPs 

Educating women on maternity 

services 

 (INT-PT 1); (FGD4, P2); (FGD4, P1) 

 

(INT-PT 7); (INT-PT 5); (FGD2, P3); (INT-PT 1); (FGD2, P5) 

(INT-PT 9) 

(INT-PT7); (INT-PT4) 
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Appendix 5.1: Socio-demographic characteristics of each HCP 

Healthcare 

provider 

Age Gender Tribe Religion Marital 

status 

Job title No. of years 

working within 

this role 

No. of years of 

experience as a 

healthcare provider 

HCP 1 47 F Tiv Christian Married Chief Nursing Officer 8 22 

HCP 2 50 F Igala Christian Married Chief Nursing Officer 25 25 

HCP 3 53 F Etulo Christian Married Nurse-midwife 30 30 

HCP 4 40 F Yoruba Christian Married Nurse-midwife 5 10 

HCP 5 36 F Idoma Christian Married Nurse-midwife 9 9 

HCP 6 56 M Tiv Christian Married Consultant O&G 4 19 

HCP 7 44 F Tiv Christian Married Community Health Worker 5 13 

HCP 8 45 M Etsako Christian Married Consultant O&G 9 18 

HCP 9 58 F Tiv Christian Married Nurse-midwife 8 33 

HCP 10 37 F Tiv Christian Married Medical Doctor 10 10 

HCP 11 37 F Idoma Christian Married Consultant O&G 7 13 

HCP 12 43 M Kaka Christian Married Medical Doctor 8 10 

HCP 13 37 M Idoma Christian Married Medical Doctor 6 8 

HCP 14 50 M Tiv Christian Married Consultant O&G 2 27 

HCP 15 48 F Tiv Christian Married Nurse-midwife 13 13 

HCP 16 40 M Idoma Christian Married Medical Doctor 10 10 
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Appendix 5.2: Main themes and subthemes that emerged from interviews 

with HCPs 

Main themes Subthemes 

Perceptions of D&A The absence of respectful practices 

A subjective experience for every woman  

• Expectations of care 

‘No harm intended’  

• Safe childbirth first 

• Challenges in the health facilities 

Societal perceptions – ‘women are weak’ 

Perceived factors Service-user factors  

• Cultural and religious practices 

• Poor knowledge of health facilities 

Health professional-factors  

• Negative attitudes of HCPs 

• Paternalistic approach to care 

• Inter-professional rivalry 

Health facility-factors 

• Lack of funds 

• A shortage of healthcare staff and high workload 

• Poor supervision of HCPs 

• Hospital policies 

• Lack of continuity of care 

Potential impact Use of health facilities 

• Poor health-seeking behaviour 

Morbidity and mortality 

• Fear of childbirth 

• Low self-esteem and postnatal depression 

• Maternal and/or child mortality 

Prevention strategies Educating the women 

Training for professionals on RMC practices 

Effective monitoring and supervision of HCPs 

Provision of medical supplies and equipment 

Review of hospital policies 
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Appendix 5.3: Reference table of emerged themes from HCPs 

Main themes Subthemes  

Perceptions of D&A The absence of respectful practices HCP 11, HCP 7, HCP 6, HCP 2, HCP 3, HCP8 

A subjective experience for every woman  HCP 1, HCP 15, HCP 2, HCP 4 

‘No harm intended’  HCP 2, HCP 16, HCP 4, HCP 9, HCP 5 

Societal perceptions – ‘women are weak’ HCP 11, HCP 8 

Perceived factors Service user-factors  HCP 1, HCP 3, HCP 13, HCP 9, HCP 11, HCP 15 

Health professional-factors HCP10, HCP 13, HCP 14, HCP 3, HCP 1, HCP 11 

Health facility-factors HCP 10, HCP 11, HCP 13, HCP 3, HCP 1, HCP 8, HCP 5, HCP 4, 

HCP 9, HCP 2, HCP 14 

Potential impact Use of health facilities HCP 1, HCP 3, HCP 12, HCP 8 

Morbidity and mortality HCP 11, HCP 1, HCP 2, HCP 16, HCP 12  

Job satisfaction HCP 10 

Prevention strategies Educating the women HCP 10, HCP 8, HCP 11, HCP  12 

Training for professionals on RMC practices HCP 1, HCP 11, HCP 14, HCP 10, HCP 6 

Effective monitoring and supervision of HCPs HCP 14, HCP 1 

Provision of medical supplies and equipment HCP 7, HCP 10, HCP 3, HCP 7 

Review of hospital policies HCP 10, HCP 11 
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