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Summary
Background Person-centered maternity care (PCMC) refers to respectful, responsive, and compassionate childbirth
care. The PCMC scale enables quantitative measurement of PCMC. Despite the widespread use of the PCMC scale,
no global synthesis exists. We, therefore, conducted a global systematic review of studies using the PCMC scale to
quantitatively assess women’s childbirth experiences, evaluate the scale’s psychometric properties, and identify
predictors of PCMC.

Methods We searched PubMed, Web of Science, and Embase from inception to September 3, 2024. Included studies
used the PCMC scale by Afulani et al. to examine the facility-based childbirth experiences of women in any setting,
with no time or language restrictions. Three reviewers independently assessed titles, abstracts, and full texts. We
assessed study quality using Joanna Briggs Institute critical appraisal tools. We utilized a standardized extraction
template to extract full PCMC and sub-scale scores (standardizing scores to a 0–100 range for easier comparison),
predictors, and psychometric properties. The primary outcome is the mean PCMC score.

Findings Our initial search yielded 415 articles, of which 41 publications from 32 independent samples were included.
Most studies were conducted in Africa (63%). Mean PCMC scores were generally lower in studies from Africa (under
75), moderate in Asia (60 to over 90), and higher in North America (over 80). The lowest score reported was 38.2/100
(SD = 15.8) in an observational study conducted in Sierra Leone, while the highest was 97.1/100 (SD = 2.9) following
an intervention in India. The lowest scoring domain across countries was communication and autonomy, with the
lowest score at 18.1/100 in a study in Ethiopia. Positive predictors of PCMC included higher wealth, education, early
antenatal care, and birth in lower-level and private health facilities. Inconsistent predictors included age, marital
status, and obstetric complications.

Interpretation PCMC is sub-optimal globally, particularly in the domain of communication and autonomy. There are
also inequities in PCMC driven by various sociodemographic and health systems-related factors. Interventions to
improve women’s experiences and to address the inequities are therefore needed.

Funding None.
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license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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Introduction
Person-centered maternity care (PCMC) refers to care
during childbirth that is respectful and responsive to the
needs, preferences, and values of individual women and
gender-diverse birthing people (women used subse-
quently for brevity) and their families. The key
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components of PCMC include dignified and respectful
care, communication and autonomy, and supportive
care.1,2 PCMC’s domains of dignity, autonomy, and
non-discrimination make it a fundamental right for all
people.3,4 In addition, it represents the interpersonal
dimensions and experience of care and thus is an
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1

Delta:1_given name
Delta:1_surname
Delta:1_given name
Delta:1_surname
http://creativecommons.org/licenses/by-nc-nd/4.0/
mailto:osamuedeme.odiase@ucsf.edu
http://crossmark.crossref.org/dialog/?doi=10.1016/j.eclinm.2025.103145&domain=pdf
https://doi.org/10.1016/j.eclinm.2025.103145
https://doi.org/10.1016/j.eclinm.2025.103145
https://doi.org/10.1016/j.eclinm.2025.103145
http://www.thelancet.com


Research in context

Evidence before this study
Women’s experiences of non-dignified care, including abuse
and lack of privacy, poor communication, and limited shared
decision-making in their care, are well documented in the
literature. Many women also report experiencing inadequate
support, such as being abandoned by care providers and being
denied a labor companion during one of the most vulnerable
times in their lives. Previous studies have explored women’s
experiences during childbirth globally, but inconsistencies in
measurement have limited comparisons. The person-centered
maternity care (PCMC) scale was developed by Afulani et al.
and initially validated in Kenya and India in 2017 to address
this. Since then, several studies have used the scale to assess
PCMC in various global settings. In May 2023, we conducted a
search on PubMed for reviews that quantitatively examined
women’s childbirth experiences. This search yielded three
reviews documenting a range of childbirth experiences in low-
and middle-income countries. These reviews were, however,
limited to individual countries (Ethiopia and India) or specific
regions (low- and middle-income countries) and referenced
studies that utilized different tools to measure experience of
care. We found no global review that assessed women’s
childbirth experiences using a validated scale, underscoring
the need for such a global review. Further, several studies in
the reviews used the PCMC scale, and a search on PubMed for
studies using the PCMC scale yielded about 20 studies in
various settings. There were, however, no reviews on the
PCMC scale, motivating the focus of this review.

Added value of this study
This systematic review is the first global review on women’s
experiences of care during childbirth based on a validated
scale, thus providing comparable quantitative experience
scores across settings. This review significantly contributes to
the literature on PCMC in several ways. First, it highlights the
validity and reliability of the PCMC scale in various contexts,
suggesting its potential use in cross-country studies. Second,

it highlights gaps in PCMC across all settings and the domains
with the most significant gaps, highlighting the need to
improve PCMC globally, particularly in improving
communication and autonomy. Third, by demonstrating the
variability of PCMC scores across different settings, these
findings can be used to develop guidance for cut-offs for
achievable yet aspirational target scores for PCMC. Fourth,
showing changes in PCMC across intervention periods
demonstrates the responsiveness of the PCMC score (its
ability to detect changes over time) and provides a range of
effect sizes for sample size estimation in future intervention
studies to improve PCMC. Finally, identifying various factors
associated with PCMC across studies highlights variables that
should be considered as predictors of PCMC to assess
inequities or as confounders in studies to assess intervention
or other effects.

Implications of all the available evidence
The findings of this review and those of prior studies
highlight the need for interventions to improve PCMC in all
settings. Implementation of effective interventions to
improve interpersonal communication and respect for
women’s autonomy is especially needed. In addition,
interventions must address the inequities in PCMC to ensure
all women receive PCMC regardless of their socioeconomic
characteristics, the facility they receive care, or their health
status. Interventions to improve PCMC in all facilities will help
improve PCMC for all women regardless of where they seek
care. Provider-targeted efforts to mitigate biases are, however,
needed to ensure that women of low socioeconomic status
and other disadvantaged groups are not differentially treated
poorly. Activities to empower women to advocate for
themselves or have others, such as birth companions,
advocate for them could also help improve and reduce
inequities. Together with provider training, support, and
accountability mechanisms, these could foster a culture of
PCMC within health facilities globally.
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indicator of quality of care.2,5 Health systems must,
therefore, prioritize the provision of PCMC.6

PCMC has significant impacts on maternal and
neonatal outcomes through direct and indirect path-
ways. Poor PCMC, manifesting as disrespectful,
abusive, and neglectful care, leads to a lack of, delayed,
inadequate, unnecessary, or harmful care, increasing
the risk of severe morbidity and mortality from
complications.7–9 Further, components of PCMC are
associated with intrapartum outcomes such as shorter
labor duration, decreased cesarean and instrumental
birth, and decreased need for neonatal resuscitation, as
well as postpartum outcomes such as lower risk of
postpartum complications, postpartum depression, and
newborn complications.10,11 Studies globally, however,
show that women often experience poor PCMC in the
form of disrespectful and non-dignified care, poor
communication and autonomy, and lack of supportive
care during pregnancy and childbirth.1,12 There are also
significant disparities in the quality of care provided. For
example, women from lower-income households are
more likely to experience disrespect and abuse.13 These
disparities in PCMC translate to disparities in health
outcomes.

Various prior studies have examined the extent of
women’s experiences during childbirth globally. Early
qualitative studies were summarized in a landscape
report by Bowser and Hill14 and, subsequently, a mixed
methods review by Bohren et al.15 Since then, several
quantitative studies have been published. However,
different quantitative studies operationalized person-
centered or respectful maternity care differently using
www.thelancet.com Vol 82 April, 2025
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different tools,16–18 which limited a quantitative com-
parison of the extent of PCMC globally. To address this
gap, the PCMC scale was developed and initially vali-
dated in Kenya and India by Afulani et al.19,20 to measure
women’s childbirth experiences in a standardized
quantitative manner.

The PCMC scale was developed following rigorous
standard procedures for scale development, including
literature review, expert review, cognitive interviews,
and pretesting. This process ensured the scale has high
content validity, relevance, and clarity. Psychometric
analysis using survey data from Kenya and India
showed high construct and criterion validity, as well as
internal consistency. This process is described in detail
in the validation publications.19,20 While other tools have
been developed,21–23 the PCMC scale published by Afu-
lani et al., in 2017 is the most comprehensive validated
measure of PCMC. Since its development, several
studies have used it to assess PCMC in different settings
globally.24–30 This provides an opportunity to systemati-
cally examine PCMC levels quantitatively and identify its
predictors globally.

The primary objective of this systematic review is to
quantitively assess the levels of PCMC and its sub-
domain scores globally. The secondary objectives are
to examine the psychometric properties of the PCMC
scale in various populations and to assess the predictors
of PCMC. The findings of this review will aid in advo-
cating for and developing relevant interventions to
improve PCMC.
Methods
Search strategy and selection criteria
We systematically reviewed studies using the PCMC
scale by Afulani et al. to assess women’s experiences
during childbirth, adhering to the Preferred Reporting
Items for Systematic Reviews and Meta-Analyses
(PRISMA) guidelines.31 We employed the PEO (popu-
lation, exposure of interest, outcome) framework
derived from the Joanna Briggs Institute (JBI) 2020 re-
view guidelines to inform our research questions and
determine our eligibility criteria.32

The search strategies were developed in consultation
with a campus librarian. We initially searched PubMed,
Embase, and Web of Science databases from September
22, 2017, when the PCMC scale was first published until
September 3, 2024. The search terms used for each
database are shown in Appendix 1. In addition, we
supplemented the database search with a hand-search of
articles citing the PCMC scale. Inclusion criteria
included studies that used the Afulani PCMC scale to
examine the facility-based childbirth experiences of
women in any setting, with no time or language re-
strictions. Studies that did not report any quantitative
PCMC data were excluded (Detailed inclusion and
exclusion criteria in Appendix 2).
www.thelancet.com Vol 82 April, 2025
All identified studies were first imported into
Zotero,33 then imported into Covidence,34 and checked
for duplication. After removing duplicate articles, two
reviewers (OJO and KS) independently screened the
titles and abstracts for eligibility. Three reviewers
(OJO, KS, and GO) then assessed the full-text articles
using the inclusion and exclusion criteria. Data from
the included studies were extracted by three reviewers
(OJO, KS, and GO) using a pre-constructed extraction
template created on Covidence. We extracted study
characteristics, including the title, lead author, publi-
cation year, research objectives, and study setting. The
setting encompasses the country, region, and the type
of healthcare facility where the study was conducted:
public facilities (government-owned health facilities),
quasi-government health facilities (government-owned
but independently managed health facilities), and pri-
vate facilities (privately owned and operated health fa-
cilities, including faith-based and mission facilities).
We also extracted participant characteristics (sample
size, eligibility criteria, population description, and
sociodemographic and obstetric characteristics); out-
comes (raw or standardized PCMC, including sub-
domain scores, standard deviation, and range);
psychometric properties (Cronbach’s alpha, extracted
factors, and other relevant validation findings); and
PCMC predictors. Discrepancies identified during the
title and abstract screening, full-text review, and
extraction stages were resolved through consensus, led
by OJO, and with input from the senior author (PAA)
where necessary.

Two reviewers (KS and GO) assessed the quality of
the included studies (quality appraisal process described
in Appendix 3) using the appropriate JBI Critical
Appraisal Checklist for each study design. All extracted
data were reviewed several times to ensure accuracy.
Discrepancies were resolved by OJO, with input from
the senior author (PAA) when needed.

Statistics
The primary outcome of this review is the mean PCMC
score. The secondary outcomes are mean sub-domain
scores. The original PCMC scale has 30 items with
three sub-scales for dignity and respect (6 items),
communication and autonomy (9 items), and supportive
care (15 items).19,20 Validation in other settings has,
however, resulted in versions with slightly different
numbers of items than the original scale. In addition, a
short 13-item version was developed for instances where
the full scale might be too long.35 Each question on the
scale has four response options ranging from 0 to 3,
thus generating a raw score ranging from 0 to 90 for the
full 30-item scale, and varying maximum scores for
other versions and the sub-domains.

To aid comparison across the sub-domains and set-
tings using different versions of the scale, it is recom-
mended that all scores be standardized (rescaled) to
3
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range from 0 to 100. This is achieved by dividing the
reported raw PCMC score by the maximum possible
score based on the number of items in the scale and
multiplying by 100 [i.e., standardized score = (raw score/
over maximum possible score)*100 ].1 All extracted
PCMC and sub-domain scores were therefore standard-
ized using this approach. We did not report any pooled
estimates because of the heterogeneity in the design and
different versions of the scales used in the included
studies, but we reported on individual studies. Summary
tables were used to present the key findings. In addition,
we provided a narrative synthesis of the data.

Ethics
This systematic review relied on previously published
literature and did not require the collection of new data
from human participants. The use of this data was
therefore considered exempt from ethical review by the
Institutional Review Board at the University of Califor-
nia, San Francisco.
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Fig. 1: PRISMA diagram for identification of included studies.
Role of the funding source
This review did not receive any specific grant from
funding agencies in the public, commercial, or not-for-
profit sectors.
Results
The flowchart of study selection is shown in Fig. 1. The
initial search yielded 415 records. After duplicates
(n = 325) were removed, the titles and abstracts of 90
studies were screened for eligibility. Forty-four titles and
abstracts were excluded for not meeting the eligibility
criteria, and 46 underwent full-text review (A list of
studies that were excluded at the full-text review stage is
in Appendix 4). Ultimately, 41 articles1,11,13,19,20,24–30,35–63

from 32 studies (i.e., independent samples, which we
subsequently refer to as primary studies) met the
criteria for inclusion, passed the quality assessment, and
were included in the review (Table 1). Where multiple
publications were from the same study sample, we
ses and other sources 

Additional records identified 
through a hand search 

 (n = 28) 

 

d Records excluded 
(n = 44) 

d for 
Full-text articles excluded: 

Different scale (n = 2) 
Non-relevant population (n = 
2) 
Different outcomes (n = 1) 
etc. 

w 

www.thelancet.com Vol 82 April, 2025

http://www.thelancet.com


Author and
publication year

Study title Study
region

Study
dates

Study design Study objective(s) Sample size and
description

Study
setting

Validation

Cronbach’s
alpha (Y/N)

Construct
validity (Y/N)

Afulani et al., 2017 1Development of a tool to
measure person-centered
maternity care in
developing settings:
validation in a rural and
urban Kenyan population

Kenya August 2016–
December 2016

Cross-sectional To develop and validate a
person-centered maternity
care scale

1387 women who delivered in
the 9 weeks preceding the
survey
(<1 week for urban Kenya)

Public and
private/mission
facilities

Y Y

Afulani et al., 2018 1Predictors of person-
centered maternity care:
the role of socioeconomic
status, empowerment, and
facility type

Kenya August 2016–
September 2016

Cross-sectional To examine factors associated
with PCMC, particularly the
role of household wealth,
personal empowerment, and
type of facility

877 women aged 15–49 years
who delivered in the 9 weeks
preceding the survey

Public and
private/mission
facilities

Y N

Afulani et al., 2018 2Validation of the person-
centered maternity care
scale in India

India August 2017–
October 2017

Cross-sectional To assess the validity and
reliability of the PCMC scale in
India

2018 women aged 18–46
years who delivered in the
48 h preceding the survey

Public facilities Y Y

Afulani et al., 2018 1,2,3Person-centered
maternity care in low-
income and middle-income
countries: analysis of data
from Kenya, Ghana, and
India

Kenya
Ghana
India

August 2016–
October 2017

Cross-sectional To present descriptive
statistics on PCMC in four
settings across three low-
income and middle-income
countries, and examine key
factors associated with PCMC
in each setting

Kenya: 1419 women aged
15–49 years who had recently
given birth in a health facility
(postpartum <9 weeks for
rural Kenya, <1 week for urban
Kenya).
Ghana: 226 women aged
15–49 years who had recently
given birth in a health facility
(postpartum <8 weeks).
India: 2018 women aged
15–49 years who had recently
given birth in a health facility
(postpartum <48 h)

Public and
private/mission
facilities

Y N

Afulani et al., 2019 3Can an integrated
obstetric emergency
simulation training improve
respectful maternity care?
Results from a pilot study
in Ghana

Ghana March 2017–
November 2017

Intervention
evaluation: quasi-
experimental
(pretest-posttest
without a control
group)

To evaluate the effect of an
integrated simulation-based
training on provision of RMC

Women (N = 215 for baseline
and 318 endline) aged 15–49
years and delivered in a health
facility within the preceding 8
weeks

Public and
private/mission
facilities

Y Y

Afulani et al., 2019 1,2,3Toward the
development
of a short multi-country
person-centered maternity
care scale

Kenya
Ghana
India

August 2016–
October 2017

Cross-sectional To develop a shorter, more
simplified PCMC tool that
could be applied by program
implementers across multiple
settings.

Kenya: 1419 women aged
15–49 years who had recently
given birth in a health facility
(postpartum <9 weeks for
rural Kenya, <1 week for urban
Kenya).
Ghana: 226 women aged
15–49 years who had recently
given birth in a health facility
(postpartum <8 weeks).
India: 2018 women aged
15–49 years who had recently
given birth in a health facility
(postpartum <48 h)

Public and
private/mission
facilities

Y Y

(Table 1 continues on next page)
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Author and
publication year

Study title Study
region

Study
dates

Study design Study objective(s) Sample size and
description

Study
setting

Validation

Cronbach’s
alpha (Y/N)

Construct
validity (Y/N)

(Continued from previous page)

Ocansey, K., 2019 4Assessing person-centered
maternity care at the
LEKMA Hospital

Ghana April 2019–June
2019

Cross-sectional To identify the proportion of
women receiving poor PCMC,
the domain of PCMC in which
women record low scores and
the factors influencing PCMC
using a recently developed
PCMC scale.

192 women who had recently
given birth at the facility

Public facilities Y N

Sudhinaraset et al., 2019 a5Association between
person-centered maternity
care and newborn
complications in Kenya

Kenya August 2016–
February 2017

Longitudinal To explore the association
between PCMC and newborn-
related outcomes in Kenya,
including newborn
complications and rates of
immunization. A secondary
aim was to examine the
association between PCMC
and a woman’s intention to
deliver in the same facility in
the future.

413 women who delivered in
government health facilities in
Nairobi and Kiambu counties
in Kenya

Public facilities N N

Dagnaw et al., 2020 6Determinants of person-
centered maternity care at
the selected health facilities
of Dessie town,
Northeastern, Ethiopia:
community-based cross-
sectional study

Ethiopia March 2019–April
2019

Cross-sectional To assess the determinants of
PCMC among mothers who
gave birth in health facilities of
Dessie Town

317 mothers who gave birth at
health institutions of Dessie
town

Public and
private/mission
facilities

Y N

Montagu et al., 2020 7A comparison of intensive
vs. light-touch quality
improvement interventions
for maternal health in Uttar
Pradesh, India

India September 2016–
June 2019

Intervention
evaluation: quasi-
experimental
(matched case–
control)

To see if a less-demanding
Light Touch intervention could
produce improvements in
person-centered care similar to
a full-intensity QI initiative

285 women who had
delivered at the health facility
in the last seven days were
surveyed at baseline and
300 at endline from three
intensive intervention
facilities. At the Light Touch
sites, baseline surveys
(n = 300) and Endline surveys
(n = 300) were conducted

Public facilities N N

Montagu et al., 2020 7Results of a person-
centered maternal health
quality improvement
intervention in Uttar
Pradesh, India

India September 2016–
December 2018

Intervention
evaluation: quasi-
experimental
(matched case–
control)

To identify effective ways to
improve person centered care
for maternal health services in
Uttar Pradesh to improve
quality of overall care.

Baseline (N = 570) Endline
(N = 600) women aged 18–49
years who had recently
delivered at the health facility
in the last seven days.

Public facilities N N

Kiti et al., 2021 1Continuous Labor Support
and person-centered
Maternity Care: A Cross-
Sectional Study with
Women in Rural Kenya

Kenya August 2016–
September 2016

Cross-sectional To assess whether having
continuous support during
labor is associated with better
person-centered maternity
care (PCMC) among women in
rural Kenya

865 women aged 15–49 years
who delivered in the 9 weeks
preceding survey completion.

Public and
private/mission
facilities

Y N

(Table 1 continues on next page)
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Author and
publication year

Study title Study
region

Study
dates

Study design Study objective(s) Sample size and
description

Study
setting

Validation

Cronbach’s
alpha (Y/N)

Construct
validity (Y/N)

(Continued from previous page)

Ogbuabor and
Nwankwor, 2021

8Perception of Person-
Centered Maternity Care
and Its Associated Factors
Among Post-Partum
Women: Evidence From a
Cross-Sectional Study in
Enugu State, Nigeria

Nigeria January 2019–
March 2019

Cross-sectional To validate a person-centered
maternity care (PCMC) scale
and assessed perception of
PCMC and its associated
factors among postpartum
women.

450 postpartum women aged
15–49 years, who delivered in
9 weeks preceding the study
constituted the study
population.

Public and
private/mission
facilities

Y Y

Oluoch-AridiI et al., 2021 9Examining person-
centered maternity care in a
peri-urban setting in
Embakasi, Nairobi, Kenya

Kenya January 2020–
May 2020

Cross-sectional To examine factors associated
with PCMC in a peri-urban
setting in Kenya

307 women aged between 18
and 49 years, who had
delivered within six weeks
preceding the study

Public and
private/mission
facilities

Y N

Özşahin et al., 2021 10Turkish validity and
reliability study for the
person-centered maternity
care scale

Turkey July 2020–
October 2020

Cross-sectional To adapt the person-centered
maternity care scale (PCMCS)
developed by Afulani et al., in
2017 to Turkish and to
perform the validity and
reliability study of this scale

280 mothers who were in the
puerperal service of the
relevant hospital

Public facilities Y Y

Rishard et al., 2021 11Correlation among
experience of person-
centered maternity care,
provision of care and
women’s satisfaction: Cross
sectional study in Colombo,
Sri Lanka

Sri Lanka December 2018–
April 2019

Cross-sectional To evaluate the correlations
among the degree of PCMC
implementation, key
indicators of provision of care,
and women’s satisfaction with
maternity care in Sri Lanka

400 women aged 15–49 years
old who delivered vaginally
(including operative vaginal
births)

Public facilities N N

Sudhinaraset et al., 2021 a12 Person-centered
maternity care and
postnatal health:
associations with maternal
and newborn health
outcomes

Kenya September 2019–
January 2020

Longitudinal To examine the associations
between person-centered
maternity care and maternal
and newborn health outcomes

1014 women aged 15–49
years who gave birth vaginally
to a live, singleton baby within
7 days at a participating facility

Public and
private/mission
facilities

N N

Sudhinaraset et al., 2021 7Can changes to improve
person-centered maternity
care be spread across public
health facilities in Uttar
Pradesh, India?

India April 2018–June
2019

Intervention
evaluation: quasi-
experimental
(matched case–
control)

To examine whether
implementation and spread of
a Change Package can
generate improvements in
PCMC

Baseline N = 600; Endline
N = 600 women between 18
and 49 that had delivered a
baby in the health facility
within the previous seven
days.

Public facilities N N

Afulani et al., 2022 13Adaptation of the Person-
Centered Maternity Care
Scale in the United States:
Prioritizing the Experiences
of Black Women and
Birthing People

United
States

January 2020–
September 2020

Cross-sectional To adapt the global Person-
Centered Maternity Care
(PCMC) scale for use in the
United States, with particular
attention to the experiences of
Black women and birthing
people

297 women aged 15 years or
older who had given birth in
the past year

Not specified Y Y

Altman et al., 2022 13Factors associated with
person-centered care
during pregnancy and birth
for Black women and
birthing people in California

United
States

January 2020–
September 2020

Cross-sectional To describe findings from a
study that used two validated
scales to examine factors
associated with experiences of
person-centered care during
pregnancy and birth among
Black birthing people in
California

234 women identified as
Black/African American, being
less than 1 year postpartum,
15 years of age or older, and
located in the state of
California

Not specified Y N

(Table 1 continues on next page)

A
rticles

w
w
w
.thelancet.com

V
ol

8
2
A
pril,

20
25

7

http://www.thelancet.com


Author and
publication year

Study title Study
region

Study
dates

Study design Study objective(s) Sample size and
description

Study
setting

Validation

Cronbach’s
alpha (Y/N)

Construct
validity (Y/N)

(Continued from previous page)

Dagnaw et al., 2022 14Person-centered
Maternity Care Among
Mothers Who Gave Birth in
South Wollo Zone Public
Hospitals, Northeastern
Ethiopia:
A Mixed-method Study

Ethiopia February 2019–
March 2019

Mixed-method/
cross-sectional

To determine the level of
person-centered maternity
care among mothers who gave
birth in health facilities of
South Wollo Zone public
hospitals, Northeastern,
Ethiopia, 2019 using a
mixed-method study

369 mothers who gave birth
at health institutions of South
Wollo Zone public hospitals 9
weeks prior to the data
collection period.

Public facilities Y N

Getahun et al., 2022 15Person-centered care
during childbirth and
associated factors among
mothers who gave birth at
health facilities in Hawassa
city administration Sidama
Region, Southern Ethiopia

Ethiopia September 2021–
October 2021

Cross-sectional To assess the level of person-
centered care during childbirth
and associated factors in
Hawassa city administration

564 women who gave birth at
selected health facilities in
Hawassa city during the study
period

Public and
private/mission
facilities

Y N

Hughes et al., 2022 16Perceptions and
predictors of respectful
maternity care in Malawi: A
quantitative cross-sectional
analysis

Malawi March 2020 Cross-sectional 1) To describe the experience
of maternity care in Malawi—
using the validated person-
centered maternity care
(PCMC) scale—from the
perspective of women giving
birth and 2) to evaluate
maternal, provider, and
facility/system predictors of
respectful care in this setting.

660 women 15 years of age
and older who recently gave
birth at study facilities

Public and
private/mission
facilities

Y N

Mclellan et al., 2022 17Examining person-
centered maternal care
services at the Princess
Christian Maternity
Hospital, Freetown, Sierra
Leone

Sierra
Leone

Not specified Cross-sectional To explore the quality of care,
measured in person-
centeredness, received during
the maternity experience at
the hospital.

100 women aged 16–49 years,
who spoke either English or
Krio that had a vaginal birth at
the hospital in the 9 weeks
preceding data collection

Not specified N N

Stierman et al., 2022 18Understanding variation
in person-centered
maternity care: Results
from a household survey of
postpartum women in 6
regions of Ethiopia

Ethiopia September 2019–
September 2020

Cross-sectional To evaluate the performance
of a person-centered
maternity care scale in a large,
representative household
sample of postpartum women,
and it describes differences in
person-centered maternity
care across individuals and
communities in Ethiopia

1575 women who were
pregnant or <6 weeks
postpartum

Not specified Y N

Tarekegne, Giru, and
Mekonnen, 2022

19Person-centered
maternity care during
childbirth and associated
factors at selected public
hospitals in Addis Ababa,
Ethiopia, 2021: a cross-
sectional study

Ethiopia February 2021–
March 2021

Cross-sectional To assess the status of person-
centered maternity care during
childbirth and associated
factors at public hospitals in
Addis Ababa, Ethiopia

384 women who gave birth
at selected public hospitals
in Addis Ababa

Public facilities N N

(Table 1 continues on next page)
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Author and
publication year

Study title Study
region

Study
dates

Study design Study objective(s) Sample size and
description

Study
setting

Validation

Cronbach’s
alpha (Y/N)

Construct
validity (Y/N)

(Continued from previous page)

Afulani et al., 2023 20Psychometric assessment
of the US person-centered
prenatal and maternity care
scales in a low-income
predominantly Latinx
population in California

United
States

July 2020–June
2023

Cross-sectional To assess psychometric
properties of two scales
developed to measure the
quality of person-centered care
during pregnancy and
childbirth in the United
States—the Person-Centered
Prenatal Care (PCPC-US) and
Person- Centered Maternity
Care (PCMC-US) scales—in a
low-income predominantly
Latinx population in California

286 low-income pregnant and
birthing people in Fresno,
California

Not specified Y Y

Barabara et al., 2023 21Factors associated with
respectful maternity care
and influence of HIV status
among women giving birth
in Kilimanjaro, Tanzania

Tanzania March 2022–July
2022

Cross-sectional To examine factors associated
with RMC among women
giving birth in Tanzania and to
examine whether HIV status
was associated with self-
reported RMC

229 women who gave birth in
any of the six study clinics in
Kilimanjaro region

Public and
private/mission
facilities

Y N

Hameed et al., 2023 22Postnatal women’s
perception on person-
centered maternity care in
twin cities of Rawalpindi
and Islamabad: a descriptive
study

Pakistan June 2019–
August 2019

Cross-sectional To assess the women’s
perception of PCMC in
Pakistan

377 postnatal women who
had recently given birth in one
of these public hospitals

Public facilities N N

Kapula et al., 2023 1,2,3Associations between
self-reported obstetric
complications and
experience of care: a
secondary analysis of survey
data from Ghana, Kenya,
and India

Kenya
Ghana
India

August 2016–
October 2017

Cross-sectional To examine the relationship
between experience of care
indicators from the Person-
Centered Maternity Care
(PCMC) scale and obstetric
complications

3953 (n = 531 Ghana;
n = 1404 Kenya; and n = 2018
India) women aged 15–49
years who had recently given
birth (within 9 weeks prior to
the survey)

Public and
private/mission
facilities

N N

Naito et al., 2023 23Validation of the person-
centered maternity care
scale at governmental
health facilities in
Cambodia

Cambodia January 2021–
August 2021

Cross-sectional To adapt the “Person-Centered
Maternity Care (PCMC) scale”
to the Cambodian context and
further determine its
psychometric properties

300 women aged 18–49 who
recently had a live birth and
understood Khmer

Public facilities Y Y

Zhong et al., 2023 24Cross-cultural adaptation
and psychometric
properties of the Chinese
version of the Person-
Centered Maternity Care
Scale

China December 2022–
January 2023

Cross-sectional To translate and determine
the psychometric properties
of the Person-Centered
Maternity Care (PCMC) Scale
among Chinese postpartum
women.

1235 women who gave birth
in the preceding six to eight
weeks in the postpartum
clinics of two tertiary hospitals
in Sichuan Province, China

Not specified Y Y

(Table 1 continues on next page)
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Author and
publication year

Study title Study
region

Study
dates

Study design Study objective(s) Sample size and
description

Study
setting

Validation

Cronbach’s
alpha (Y/N)

Construct
validity (Y/N)

(Continued from previous page)

Alelign et al., 2024 25Person-centered
maternity care during
childbirth and associated
factors among mothers
who gave birth at public
health institutions of Debre
Markos town, Northwest
Ethiopia, 2022:
A cross-sectional study

Ethiopia May 2022–June
2022

Cross-sectional To assess the magnitude of
PCMC during childbirth and its
associated factors among
mothers who gave birth at
public health institutions of
Debre Markos town,
Northwest Ethiopia by using
the newly validated
comprehensive PCMC
measurement tool

380 mothers who gave birth
at public health institutions of
Debre Markos town

Public facilities Y N

Dagnaw et al., 2024 26Person-centered
maternity care and
associated factors among
women who give birth at
public hospitals in South
Gondar zone, North West
Ethiopia, 2023

Ethiopia March 2023–May
2023

Cross-sectional To assess the PCMC and
associated factors among
women who give birth at
public hospitals in the South
Gondar zone, Amhara region,
North West Ethiopia

763 mothers who give birth at
public hospitals in the South
Gondar zone

Public facilities N N

Doherty et al., 2024 27Case for improving
respectful care: results from
a cross-sectional survey of
person-centered maternity
care in rural South Africa

South
Africa

October 2022–
February 2023

Cross-sectional To provide a quantitative,
baseline measure of PCMC in
two rural districts in order to
inform the future
development of a participatory
learning and action
intervention to improve
respectful maternity care

908 postpartum women from
postnatal clinics and neonatal
units in the district hospitals

Public facilities Y N

Kabale et al., 2024 28Person-centered
maternity care during
childbirth and associated
factors at public hospitals in
central Ethiopia

Ethiopia January 2023–
March 2023

Cross-sectional To assess the determinants of
person-centered maternity
care in Central Ethiopia

565 women who gave birth at
public hospitals in the West
Shewa zone during the study
period

Public facilities N N

Kaur et al., 2024 29Respectful Maternity Care
during Childbirth among
Women in a Rural Area of
Northern India

India December 2020–
January 2021

Cross-sectional To assess the perception of
RMC by women during
childbirth in rural areas of
North India, quantitatively, by
using a validated tool.

485 women who had a
childbirth during the 6
months preceding the data
collection

Public and
private/mission
facilities

N N

Mohammadkhani, 2024 b30Translation and
adaptation of the person-
centered maternity care
scale to a Persian-speaking
population: a confirmatory
factor analysis

Iran February 2022–
July 2022

Cross-sectional To translate the PCMC scale to
Persian followed by an
assessment of its reliability
and validity for postpartum
women in Iran

300 postpartum females who
sought newborn thyroid
screening services at the
preselected integrated
healthcare centers

Public, quasi-
government, and
private/mission
facilities

Y Y

Nakphong et al., 2024 31Integrating support
persons into maternity care
and associations with
quality of care: a
postpartum survey of
mothers and support
persons in Kenya

Kenya September 2019–
January 2020

Cross-sectional To investigate how integrating
support persons in maternity
care is associated with multiple
dimensions of the quality of
maternity care

1138 women who gave birth
at six high-volume facilities in
Nairobi and Kiambu counties
in Kenya

Public and
private/mission
facilities

N N

(Table 1 continues on next page)
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Study
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Study design Study objective(s) Sample size and
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Study
setting

Validation

Cronbach’s
alpha (Y/N)

Construct
validity (Y/N)

(Continued from previous page)

Singh et al., 2024 32Impact of respectful
maternal care training of
health care providers on
satisfaction with birth
experience in mothers
undergoing normal vaginal
birth: A prospective
interventional study

India November 2022–
March 2023

Intervention
evaluation: quasi-
experimental
(pretest-posttest
without a control
group)

To study the impact of
respectful maternity care
training of health care
providers on RMC and birth
satisfaction in mothers
undergoing normal vaginal
birth

100 low-risk postpartum
women who had normal
vaginal deliveries within 48 h
of study recruitment

Not specified N N

Watt et al., 2024 21Outcomes of the MAMA
Training: A Simulation and
Experiential Learning
Intervention for Labor and
Delivery Providers to
Improve Respectful
Maternity Care for Women
Living with HIV in Tanzania

Tanzania March 2022–May
2023

Intervention
evaluation: quasi-
experimental
(pretest-posttest
without a control
group)

To assess the impact of the
MAMA training on: 1)
providers’ attitudes and
practices, and 2) patients’
experiences of care. We also
assess the feasibility and
acceptability of the MAMA
training to inform future scale-
up.

443 (229 in the period before
the intervention and 214 in
the period after the
intervention.) women who
gave birth in the six study
clinics during the pre-training
period (March to July 2022)
and post-training period
(January to May 2023)

Public and
private/mission
facilities

Y N

PCMC = Person-centered maternity care. Note: Studies with the same numbers indicate utilization of the same datasets. aStudy employed the PCMC scale but did not report full PCMC or sub-domain scores, nor did it report the scale’s psychometric
properties. bStudy employed the PCMC and reported psychometrics properties but did not report full PCMC or sub-domain scores.

Table 1: Characteristics of included studies.
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prioritized findings from the earliest publication when the
entire dataset was used when reporting scores. All studies
evaluated for quality were rated high methodological
quality based on the JBI criteria, thus satisfying the mini-
mum criteria for inclusion in this review.64 The summa-
rized methodological quality assessment results are shown
in Appendix 5, with additional details in Appendix 6.

The characteristics of the included studies are shown
in Table 1. Of the 32 primary studies, two did not report
full PCMC or sub-domain scores or psychometric
properties,11,38 and one study only reported the psycho-
metric properties of the scale.59 The included studies
were conducted between 201619 and 202361 and pub-
lished between 201719 and 2024.63 Most were observa-
tional studies using cross-sectional designs (n = 26),
with 25 being purely quantitative19,20,24,26–30,37,41,42,44,45,
48,49,51,52,54,55,57–61,63 and one a mixed-methods study.47 Two
studies employed a longitudinal study design.11,38 Four
intervention studies used quasi-experimental designs:
Three pretest-posttest without a control group36,56,62 and
one matched-case control design.25 All studies were
published in English.

In terms of geographical region, 63% (n = 20) of
studies were conducted in African countries
(Ethiopia,24,28,47–49,55,57,61 Ghana,36,37 Kenya,11,19,38,42,58

Malawi,45 Nigeria,27 Sierra Leone,44 South Africa,63 and
Tanzania56), 28% (n = 9) in Asia (Cambodia,51 China,52

India,20,25,60,62 Iran59 Pakistan,29 and Sri Lanka26), 6%
(n = 2) in North America (United States30,54), and 3%
(n = 1) in Europe (Turkey)41 (See Appendix 7). Forty-four
percent (n = 14) of studies were conducted only in
public facilities,20,25,26,29,37,38,41,47,48,51,55,57,61,63 37% (n = 12) in
both public and private/mission facilities,11,19,24,27,28,36,42,45,
56,58–60 and 19% (n = 6) did not disclose the type of
facility.30,44,49,52,54,62 The size of the study samples ranged
from 10044,62 to 201820 participants. Survey procedures
and psychometric properties of the PCMC scale are
shown in Table 2. Seventy-eight percent (n = 25) of
studies employed interviewer-administered
surveys,11,19,20,24–29,36,37,41,42,44,45,47,48,51,54,55,57–59,
61,63 13% (n = 4) used self-administered surveys,30,49,52,56

and 9% (n = 3) did not disclose the mode of adminis-
tration.38,60,62 Fifty-six percent (n = 18) of studies
administered the PCMC scale in Indigenous regional
languages,20,24,26,28,29,36,41,44,48,51,52,55–57,59–61,63 19% (n = 6) in
English and Indigenous or notable regional languages
(i.e., the Spanish language in the United States), 3%
(n = 1) only in English, and 22% (n = 7) did not disclose
survey language.11,25,27,38,47,49,62

The original 30-item PCMC scale was employed in
18 studies (56%),11,19,24,26,28,29,38,42,44,45,47,48,55–58,61,63 with 13
studies (41%) using an adapted version of the original
scale ranging from 20 to 35 items.20,25,27,30,36,37,41,51,52,54,59,60,62

Only one primary study49 used the 13-item short form.
Twenty studies reported the internal consistency of the
PCMC scale in their sample using Cronbach’s
alpha,19,20,24,27,28,30,36,37,41,42,45,47,49,51,52,54–56,59,63 and 10 studies
reported both the internal consistency and construct val-
idity of the PCMC scale using factor
analysis.19,20,27,30,36,41,51,52,54,59 The Cronbach’s alpha for the full
scale ranged from 0.81 in Malawi45 to 0.95 in the United
States (U.S.).30 Among the ten studies that reported factor
analysis, most supported one dominant factor with be-
tween 1 and 4 factors with eigenvalues greater than 1.
Most items loaded adequately on the extracted factors.
Items that were excluded in some studies due to poor
loading following factor analyses are shown in Table 3.

Thirty primary studies reported PCMC scores.
Table 3 shows the standardized mean PCMC scores and
standard deviations, with raw scores and additional data
in Appendix 8. The mean standardized PCMC scores in
the studies ranged from 38.2/100 (SD = 15.8) in a study
in a hospital in Sierra Leone44 to 97.1/100 (SD = 2.9) in a
study in public facilities in northern India following a
quality improvement intervention to improve PCMC.25

The highest standardized score pre-intervention was
90.6/100 (SD = 12.2), observed in California, U.S.,
among a sample of predominantly Latine birthing peo-
ple.54 In general, mean scores for studies in Africa were
less than 75, scores in Asia were between 60 and 90, and
scores in North America were over 80.

Twenty-eight primary studies reported sub-scale
scores shown in Table 4 (with additional data in
Appendix 9). The standardized scores ranged from 49.1/
100 in a study conducted in a public hospital in Eastern
Turkey41 to 98.2/100 (SD = 3.6) post-intervention in the
northern India study mentioned above 25 for dignity and
respect; from 18.1/100 in a study conducted in public
hospitals in North West Ethiopia61 to 96.9/100 (SD = 5.4)
post-intervention in the northern India study25 for
communication and autonomy; and from 28.8/100, pre-
intervention, in a study aimed to assess the impact of a
respectful maternal care training in a tertiary care center
in India62 to 96.8/100 post-intervention in the northern
India study (SD = 3.0)25 for supportive care. The highest
pre-intervention subscale scores for dignity and respect
and communication and autonomy were in the U.S.
study at 94.8/100 (SD = 10.2) and 91.3/100 (SD = 12.1),
respectively,54 while that for supportive care was 90.2/
100 (SD = 7.2) in the northern India study.25

Four studies assessed changes in PCMC following
an intervention,25,36,56,62 with three showing a significant
increase in PCMC scores from baseline to endline in
intervention facilities, while one saw a non-significant
decrease in scores. Among the studies that showed
significant increases in PCMC scores post-intervention,
the largest effect size was reported in a study in a tertiary
care center in India, where the standardized mean
PCMC score increased by 23.6 points from a score of
40.5/100 at baseline to 64.1/100 at endline in the
intervention group following implementation of a
respectful maternity care training for healthcare pro-
viders.62 The smallest effect size was reported in the
northern India study, where the PCMC score increased
www.thelancet.com Vol 82 April, 2025
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Author and
publication year

Country
[comparator
group; time point]

Mode of survey
administration
(interviewer or
self-administered)

Language Version of scale Factor structure Cronbach’s
alpha

1Afulani et al., 2017 Kenya Interviewer-administered English, Swahili, and
Luo

30-item PCMC Scale Three factors in rural
sample and four in urban
sample with a single
dominant factor in both

0.86

1Afulani et al., 2018 Kenya Interviewer-administered English, Swahili, and
Luo

30-item PCMC Scale N/A 0.88

2Afulani et al., 2018 India Interviewer-administered Hindi 27-item PCMC India Scale Four factors with a
single dominant factor

0.85

1,2,3Afulani et al., 2018 Rural Kenya Interviewer-administered English, Swahili, and
Luo

30-item PCMC Scale N/A 0.88

Urban Kenya English or Swahili, or
both

0.83

Ghana Mampruli and
Kokomba

0.84

India Hindi 0.85
3Afulani et al., 2019 Ghana [baseline] Interviewer-administered Mampruli and

Kokomba
24-item PCMC Scale Three factors with a single

dominant factor
0.91

Ghana [endline]
1,2,3Afulani et al., 2019 Kenya Interviewer-administered English, Swahili, and

Luo
13-item PCMC Scale One factor 0.82

Ghana Mampruli and
Konkomba

0.76

India Hindi 0.82
4Ocansey, K., 2019 Ghana Interviewer-administered Twi, Ga, and English 26-item PCMC Scale N/A 0.88
5Sudhinaraset et al., 2019 Kenya Not specified Not disclosed 30-item PCMC Scale N/A –
6Dagnaw et al., 2020 Ethiopia Interviewer-administered Amharic 30-item PCMC Scale N/A 0.86
7Montagu et al., 2020 India [control group;

baseline]
Interviewer-administered Not disclosed 23-item PCMC Scale N/A –

India [control group;
endline]

–

India [intervention group; baseline] –

India [intervention group;
endline]

–

7Montagu et al., 2020 India [control group;
baseline]

Interviewer-administered Not disclosed 23-item PCMC Scale N/A –

India [control group;
endline]

–

India [intervention group; baseline] –

India [intervention group;
endline]

–

8Sudhinaraset et al., 2021 Kenya Self-administered Not disclosed 30-item PCMC Scale N/A –
7Sudhinaraset et al., 2021 India [control group;

baseline]
Interviewer-administered Not disclosed 27-item PCMC India Scale N/A –

India [control group;
endline]

–

India [intervention group; baseline] –

India [intervention group;
endline]

–

9Rishard et al., 2021 Sri Lanka Interviewer-administered Tamil and Sinhalese 30-item PCMC Scale N/A –
10Ogbuabor and Nwankwor,
2021

Nigeria Interviewer-administered Not disclosed 22-item PCMC Scale Two factors with a single
dominant factor

0.94

11Özşahin et al., 2021 Turkey Interviewer-administered Turkish 21-item Turkish version of
the PCMC scale

Three factors 0.82

12Oluoch-AridiI et al., 2021 Kenya Interviewer-administered English or Swahili 30-item PCMC Scale N/A 0.89
1Kiti et al., 2021 Kenya Interviewer-administered English, Swahili, and

Luo
13-item short PCMC Scale N/A 0.80

13Mclellan et al., 2022 Sierra Leone Interviewer-administered Krio 30-item PCMC Scale N/A –

(Table 2 continues on next page)
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Author and
publication year

Country
[comparator
group; time point]

Mode of survey
administration
(interviewer or
self-administered)

Language Version of scale Factor structure Cronbach’s
alpha

(Continued from previous page)
14Afulani et al., 2022 United States Self-administered English 35-Item PCMC-US Scale Three factors with a

single dominant factor
0.95

15Getahun et al., 2022 Ethiopia Interviewer-administered Amharic 30-item PCMC Scale N/A 0.88
16Hughes et al., 2022 Malawi Interviewer-administered Chichewa or English 30-item PCMC Scale N/A 0.81
14Altman et al., 2022 United States Self-administered English 35 item-PCMC-US Scale N/A 0.95
17Dagnaw et al., 2022 Ethiopia Interviewer-administered Not disclosed 30-item PCMC Scale N/A 0.85
18Tarekegne, Giru, and
Mekonnen, 2022

Ethiopia Interviewer-administered Amharic 30-item PCMC Scale N/A –

19Stierman et al., 2022 Ethiopia Self-administered Not disclosed 13-item PCMC Scale
[Shortened]

N/A 0.89

1,2,3Kapula et al., 2023 Pooled sample (Ghana,
Kenya India)

Interviewer-administered Multiple languages 30-item PCMC Scale N/A –

Rural Kenya English, Kiswahili,
and Luo

–

Urban Kenya English and Kiswahili –

Ghana Mampruli and
Kokomba

–

India Hindi –
20Hameed et al., 2023 Pakistan Interviewer-administered Urdu 30-item PCMC Scale N/A –
21Naito et al., 2023 Cambodia Interviewer-administered Khamer 20-item Khmer version of

PCMC (Kh-PCMC) scale
Three factors with a
single dominant factor

0.86

22Zhong et al., 2023 China Self-administered Chinese 35-item PCMC-US Scale Three factors 0.90
23Barabara et al., 2023 Tanzania Self-administered Kiswahili 30-item PCMC scale N/A 0.81
24Afulani et al., 2023 United States Interviewer-administered English or Spanish 35-item PCMC-US Scale Three factors with a

single dominant factor
0.94

25Alelign et al., 2024 Ethiopia Interviewer-administered Amharic 30-item PCMC Scale N/A 0.82
23Watt et al., 2024 Tanzania [baseline] Self-administered Kiswahili 30-item PCMC scale N/A 0.89

Tanzania [endline]
26Kabale et al., 2024 Ethiopia Interviewer-administered Afaan Oromo 30-item PCMC Scale N/A –
27Nakphong et al., 2024 Kenya Interviewer-administered English and Kiswahili 30-item PCMC Scale N/A –
28Mohammadkhani, 2024 Iran Interviewer-administered Persian 20-item Persian PCMC Scale Eight factors examined in

confirmatory factor analysis
0.92

29Kaur et al., 2024 India Not specified Hindi 27-item PCMC India Scale N/A –
30Dagnaw et al., 2024 Ethiopia Interviewer-administered Amharic 30-item PCMC Scale N/A –
31Singh et al., 2024 India Not specified Not disclosed 27-item PCMC Scale N/A –
32Doherty et al., 2024 South Africa Interviewer-administered IsiZulu 30-item PCMC Scale N/A 0.86

PCMC = Person-centered Maternity Care; IQR = Interquartile range. Notes: Studies with the same numbers indicate utilization of the same datasets. Response options: “Each item has a 4-point frequency
response option—0: “No, never,” 1: “Yes, a few times,” 2: “Yes, most of the time,” and 3: “Yes, all the time.” A few questions have a “Not Applicable” response option.

Table 2: Summary of study tools, procedures, and psychometric properties.
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by 12.1 points from 85.0/100 (SD = 8.1) at baseline to
97.1/100 (SD = 2.9) at endline in the intervention
group.25 Sub-scale scores also increased across studies,
with an 87% increase in communication and autonomy
scores in a study in Ghana after the implementation of
an integrated simulation-based training to improve the
provision of respectful maternity care.36

Twenty-two included studies1,13,24,26–28,36,37,42,43,45,46,48–50,53–55,
57,60,61,63 assessed the association between PCMC and
various factors in multivariate analysis. Significant pre-
dictors are presented in Table 5 (with additional details in
Appendix 10). Several sociodemographic variables were
identified as significant predictors of PCMC, namely age,
marital status, parity, literacy, education, employment
status, wealth, tribe/ethnicity, shared decision-making,
and experience of domestic violence.

Maternal age
Four studies reported significant associations between
age and PCMC, but the direction of association was
inconsistent. In a study in public and private facilities in
Southeast Nigeria, women aged 20 to 29 had the highest
PCMC scores, with the lowest PCMC scores among
women aged 30 to 49.27 In Malawi, women aged 15–19
years old and 30–39 years old had higher PCMC than
women aged 20 to 29,45 while a study in Ethiopia
www.thelancet.com Vol 82 April, 2025

http://www.thelancet.com


Author and
publication year

Country
[comparator
group; time point]

Standardized
mean PCMC
score

Standardized
minimum PCMC
score

Standardized
maximum
PCMC score

Items in 30 item version
excluded from adapted version

1Afulani et al., 2017 Kenya 66.4 23.3 100.0 N/A
1Afulani et al., 2018 Kenya 65.6 23.3 100.0 N/A
2Afulani et al., 2018 India 62.1 19.8 97.5 4 items (Support anxiety, crowding,

water, and electricity) excluded because
of poor performance in psychometric
analysis and question on bribe included
because of adequate loading

1,2,3Afulani et al., 2018 Rural Kenya 66.1 23.3 100.0 N/A
Urban Kenya 66.9 24.4 95.6

Ghana 51.7 32.2 80.0

India 62.0 20.0 96.7

3Afulani et al., 2019 Ghana [baseline] 49.9 – – 3 items (time to care, delivery support,
and crowding) removed because of poor
loading and 3 (water, electricity, and
perception of enough staff) removed
because they were not addressed in the
intervention

Ghana [endline] 71.6 – –

1,2,3Afulani et al., 2019 Kenya 61.9 5.1 100.0 17 items excluded to develop short scale
Ghana 40.1 15.4 74.4

India 49.7 0.0 100.0

4Ocansey, K. Ghana 69.9 32.1 88.5 4 items excluded (items not disclosed)
6Dagnaw et al., 2020 Ethiopia 64.4 22.2 98.9
7Montagu et al., 2020 India [control group;

baseline]
63.4 – – 7 items excluded (Introduction, privacy,

position of choice, support anxiety,
crowding, water, and electricity)

India [control group;
endline]

87.5 – –

India [intervention group;
baseline]

85.0 – –

India [intervention group;
endline]

97.1 – –

7Montagu et al., 2020 India [control group;
baseline]

73.6 – – 7 items excluded (Introduction, privacy,
position of choice, support anxiety,
crowding, water, and electricity)

India [control group;
endline]

63.4 – –

India [intervention group;
baseline]

80.8 – –

India [intervention group;
endline]

97.1 – –

7Sudhinaraset et al., 2021 India [control group;
baseline]

65.8 – – 4 items (support anxiety, crowding,
water, and electricity) excluded because
of poor performance in psychometric
analysis and question on bribe included
because of adequate loading

India [control group;
endline]

62.4 – –

India [intervention group;
baseline]

59.5 – –

India [intervention group;
endline]

86.6 – –

9Rishard et al., 2021 Sri Lanka 47.1 15.6 91.1 N/A
10Ogbuabor and Nwankwor,
2021

Nigeria 54.5 – – 8 items excluded (verbal abuse, physical
abuse, introduce self, delivery position,
time to care, delivery support, crowded,
clean water)

(Table 3 continues on next page)
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Author and
publication year

Country
[comparator
group; time point]

Standardized
mean PCMC
score

Standardized
minimum PCMC
score

Standardized
maximum
PCMC score

Items in 30 item version
excluded from adapted version

(Continued from previous page)
11Özşahin et al., 2021 Turkey 60.5 31.8 98.5 9 items excluded (time to care,

introduce self, labor support, delivery
support, verbal abuse, physical abuse,
crowded, water, and electricity)

12Oluoch-AridiI et al., 2021 Kenya 64.7 12.2 94.4 N/A
1Kiti et al., 2021 Kenya 62.1 – – 17 items excluded to develop short scale
13Mclellan et al., 2022 Sierra Leone 38.2 – 100.0 N/A
14Afulani et al., 2022 United States 89.2 21.0 100.0 6 items excluded (water, electricity,

friendly, support anxiety, enough staff,
labor support); 11 items added

15Getahun et al., 2022 Ethiopia 62.2 36.6 91.1 N/A
16Hughes et al., 2022 Malawi 63.9 – – N/A
14Altman et al., 2022 United States 91.3 – – 6 items excluded (water, electricity,

friendly, support anxiety, enough staff,
labor support); 11 items added

17Dagnaw et al., 2022 Ethiopia 64.0 21.1 97.8 N/A
18Tarekegne, Giru, and
Mekonnen, 2022

65.8 36.7 91.1 N/A

19Stierman et al., 2022 Ethiopia 50.9 0.0 100.0 17 items excluded to develop short scale
1,2,3Kapula et al., 2023 Pooled sample [Ghana,

Kenya India]
63.5 – – N/A

Rural Kenya 65.6 – –

Urban Kenya 66.6 – –

Ghana 63.2 – –

India 61.0 – –

20Hameed et al., 2023 Pakistan 60.0 15.6 88.9 N/A
21Naito et al., 2023 Cambodia 73.8 43.3 100.0 10 items excluded (record

confidentiality, verbal abuse, physical
abuse, introduce self, consent to
procedures, trust, clean, electricity,
water, and safe)

22Zhong et al., 2023 China 84.9 – – N/A
23Barabara et al., 2023 Tanzania 74.4 (median) – – N/A
24Afulani et al., 2023 United States 90.6 19.6 100.0 6 items excluded (water, electricity,

friendly, support anxiety, enough staff,
labor support); 11 items added

25Alelign et al., 2024 Ethiopia 63.1 34.4 93.3 N/A
23Watt et al., 2024 Tanzania [baseline] 73.7 – – N/A

Tanzania [endline] 71.7 – –

26Kabale et al., 2024 Ethiopia 66.9 32.2 92.2 N/A
27Nakphong et al., 2024 Kenya 66.7 – – N/A
29Kaur et al., 2024 India 76.3 – – 4 items (Support anxiety, crowding,

water, and electricity) excluded because
of poor performance in psychometric
analysis and question on bribe included
because of adequate loading

30Dagnaw et al., 2024 Ethiopia 47.0 22.2 70.0 N/A
31Singh et al., 2024 India [pre-intervention] 40.5 22.2 70.4 4 items (Support anxiety, crowding,

water, and electricity) excluded because
of poor performance in psychometric
analysis and question on bribe included
because of adequate loading

India [post-intervention] 64.1 45.7 80.2

32Doherty et al., 2024 South Africa 61.7 17.8 94.4 N/A

PCMC = Person-centered Maternity Care; IQR = Interquartile range. Notes: Studies with the same numbers indicate utilization of the same datasets. Response options: “Each
item has a 4-point frequency response option—0: “No, never,” 1: “Yes, a few times,” 2: “Yes, most of the time,” and 3: “Yes, all the time.” Some questions have slight
variations in wording for the response option, but all range from 0 to 3. A few questions have a “Not Applicable” response option, which is recoded to the upper middle
option (2 or 1 if negatively worded) before scoring.

Table 3: Summary of standardized PCMC scores.
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Author and publication year Country [comparator
group; Time point]

Standardized
DR Score

DR Cronbach’s
Alpha

Standardized
CA score

CA Cronbach’s
Alpha

Standardized
SC score

SC Cronbach’s
Alpha

1Afulani et al., 2017 Kenya 82.2 0.63 53.3 0.73 67.8 0.72
2Afulani et al., 2018 India 78.3 0.70 35.6 0.67 74.2 0.73
1,2,3Afulani et al., 2018 Rural Kenya 83.9 0.66 51.5 0.78 67.8 0.75

Urban Kenya 80.0 0.61 55.9 0.62 67.6 0.72

Ghana 75.6 0.62 30.7 0.72 54.7 0.66

India 78.3 0.70 35.6 0.67 71.6 0.71

3Afulani et al., 2019 Ghana [baseline] 75.7 0.75 30.8 0.83 51.7 0.82
Ghana [endline] 86.9 57.7 75.1

4Ocansey, K., 2019 Ghana 58.0 0.67 85.2 0.73 67.4 0.68
6Dagnaw et al., 2020 Ethiopia 82.2 0.81 56.9 0.84 61.9 0.85
7Montagu et al., 2020 India [control group; baseline] 77.4 – 41.0 – 71.3 –

India [control group; endline] 85.3 – 78.6 – 84.9 –

India [intervention group; baseline] 94.4 – 84.7 – 90.2 –

India [intervention group; endline] 98.2 – 96.9 – 96.8 –

7Montagu et al., 2020 India [control group; baseline] 77.9 – 68.3 – 75.1 –

India [control group; endline] 77.4 – 78.6 – 76.0 –

India [intervention group; baseline] 94.4 – 41.0 – 71.3 –

India [intervention group; endline] 98.2 – 96.9 – 96.8 –

7Sudhinaraset et al., 2021 India [control group; baseline] 83.0 – 40.9 – 75.9 –

India [control group; endline] 74.6 – 36.7 – 68.1 –

India [intervention group; baseline] 76.6 – 48.3 – 66.8 –

India [intervention group; endline] 86.0 – 82.7 – 89.8 –

9Rishard et al., 2021 Sri Lanka 57.2 – 34.6 – 50.5 –
10Ogbuabor and Nwankwor, 2021 Nigeria 55.3 0.94 58.8 0.91 51.7 0.82
11Özşahin et al., 2021 Turkey 49.1 0.61 57.5 0.77 61.7 0.74
12Oluoch-AridiI et al., 2021 Kenya 81.7 – 58.3 – 60.3 –
13Mclellan et al., 2022 Sierra Leone 54.0 – 25.9 – 39.2 –
14Afulani et al., 2022 United States 92.4 0.87 88.4 0.87 87.2 0.87
15Getahun et al., 2022 Ethiopia 81.1 0.78 57.4 0.82 57.6 0.84
16Hughes et al., 2022 Malawi 78.9 0.58 45.9 0.63 68.7 0.70
17Dagnaw et al., 2022 Ethiopia 81.9 0.79 56.4 0.82 61.6 0.83
18Tarekegne, Giru, and Mekonnen, 2022 Ethiopia 87.2 – 54.1 – 64.1 –
1,2,3Kapula et al., 2023 Pooled sample (Ghana, Kenya India) 80.1 – 43.2 – 67.8 –
20Hameed et al., 2023 Pakistan 72.2 – 51.9 – 60.0 –
21Naito et al., 2023 Cambodia 71.3 0.85 74.4 0.76 86.3 0.91
22Zhong et al., 2023 China 92.0 0.67 79.1 0.82 84.6 0.84
23Barabara et al., 2023 Tanzania 83.3 [Median] 0.71 66.7 [Median] 0.61 75.6 [Median] 0.57
24Afulani et al., 2023 United States 94.8 0.79 91.3 0.84 85.8 0.87
25Alelign et al., 2024 Ethiopia 83.8 0.60 53.4 0.74 68.3 0.74
23Watt et al., 2024 Tanzania [baseline] 79.8 0.70 63.5 0.76 75.3 0.78

Tanzania [endline] 79.6 61.5 74.6

26Kabale et al., 2024 Ethiopia 59.1 – 73.5 – 58.3 –
27Nakphong et al., 2024 Kenya 77.3 – 59.2 – 66.9 –
28Mohammadkhani, 2024 Iran – 0.78 – 0.81 – 0.84
29Kaur et al., 2024 India 91.1 – 62.9 – 76.1 –
30Dagnaw et al., 2024 Ethiopia 76.2 – 18.1 – 52.7 –
31Singh et al., 2024 India [pre-intervention] 48.1 – 47.8 – 28.8 –

India [post-intervention] 54.3 – 68.2 – 63.0 –

32Doherty et al., 2024 South Africa 83.3 0.66 53.7 0.71 57.6 0.79

DR = Dignity and Respect; CA = Communication and Autonomy; SC = Supportive Care. Note: Studies with the same numbers indicate utilization of the same datasets.

Table 4: Summary of PCMC subdomain scores.
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Significant predictors Definition for direction of
associationa

Direction of association in included studies

Positive Negative Other

Ageb Positive: Higher PCMC among
older women
Negative: Lower PCMC among
older women

Ogbuabor and Nwankwor, 2021,
Nigeria; Hughes et al., 2022,
Malawi; Stierman et al., 2022,
Ethiopia; Doherty et al., 2024,
South Africa

Ogbuabor and Nwankwor,
2021, Nigeria

Age at marriageb Positive: Higher PCMC among
women who married at an older
age
Negative: Lower PCMC among
women who married at an older
age

Ogbuabor and Nwankwor, 2021,
Nigeria

Currently married Positive: Higher PCMC among
married women
Negative: Lower PCMC among
married women

Afulani et al., 2018, rural Kenya;
Kapula et al., 2023, Ghana

Afulani et al., 2018, urban Kenya

Gravidity (Number of pregnancies)b Positive: Higher PCMC with higher
gravidity
Negative: Lower PCMC with higher
gravidity

Rishard et al., 2021, Sri Lanka

Parity (number of births)b Positive: Higher PCMC with higher
parity
Negative: Lower PCMC with higher
parity

Alelign et al., 2024, Ethiopia Afulani et al., 2019, Ghana

Household wealth Positive: Higher PCMC with higher
household wealth
Negative: Lower PCMC with higher
household wealth

Afulani et al., 2018, rural Kenya;
Afulani et al., 2018, India; Afulani
et al., 2019, Ghana; A Oluoch-Aridi
et al., 2021, peri-urban Kenya;
Kapula et al., 2023, urban Kenya;
Dagnaw et al., 2024, Ethiopia;
Doherty et al., 2024, South Africa

Employment status Positive: Higher PCMC among
employed
Negative: Lower PCMC among
employed

Afulani et al., 2018, rural Kenya;
Afulani et al., 2018, India

Afulani et al., 2018, urban Kenya;
Kapula et al., 2023, Ghana

Current occupation Positive: Higher PCMC with self-
employment compared to
employment in agricultural sector
Negative: Lower PCMC with self-
employment compared to
employment in the agricultural
sector

Afulani et al., 2019, Ghana;
Ogbuabor and Nwankwor, 2021,
Nigeria

Partner’s occupation Positive: Higher PCMC with partner
working as a government salaried
worker compared to working in
agricultural sector
Negative: Lower PCMC with
partner working as a government
salaried worker compared to
working in the agricultural sector

Ogbuabor and Nwankwor, 2021,
Nigeria

Literacy Positive: Higher PCMC among
literate women
Negative: Lower PCMC among
literate women

Afulani et al., 2018, rural Kenya;
Afulani et al., 2019, Ghana;
Oluoch-Aridi et al., 2021, peri-
urban Kenya; Hughes et al., 2022,
Malawi

Education Positive: Higher PCMC with higher
education
Negative: Lower PCMC with higher
education

Afulani et al., 2018, India; Getahun
et al., 2022, Ethiopia; Stierman
et al., 2022, Ethiopia; Kapula et al.,
2023, urban Kenya; Alelign et al.,
2024, Ethiopia; Kabale et al., 2024,
Ethiopia

Partner’s education Positive: Higher PCMC for partners
with higher education
Negative: Lower PCMC for partners
with higher education

Afulani et al., 2019, Ghana

(Table 5 continues on next page)
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Significant predictors Definition for direction of
associationa

Direction of association in included studies

Positive Negative Other

(Continued from previous page)

Tribe/Ethnic/religious groupc Positive: Higher PCMC among
women in dominant tribe
Negative: Lower PCMC among
women in the dominant tribe

Rishard et al., 2021, Sri Lanka Afulani et al., 2018, rural Kenya

Caste Positive: Higher PCMC with
scheduled caste/tribe compared to
other caste/tribes
Negative: Lower PCMC with
scheduled caste/tribe compared to
other caste/tribes

Kaur et al., 2024, India

Residence Positive: Higher PCMC associated
with residence in urban localities
than in rural localities
Negative: Lower PCMC associated
with residence in urban localities
than in rural localities
Other: Other differences by
location with mixed context

Dagnaw et al., 2024, Ethiopia Dagnaw et al., 2020, Ethiopia Stierman et al., 2022, Ethiopia; Kiti
et al., 2021, Kenya

Birth country (US context) Positive: Higher PCMC among
women born in Mexico than
among women born in the United
States
Negative: Lower PCMC among
women born in Mexico than
among women born in the United
States

Afulani et al., 2023, United States

Participation in decision making Positive: Higher PCMC with high
participation in decision making
Negative: Lower PCMC with high
participation in decision making

Ogbuabor and Nwankwor, 2021,
Nigeria

Experienced domestic violence Positive: Higher PCMC with
experiences of domestic violence
Negative: Lower PCMC with
experiences of domestic violence

Ogbuabor and Nwankwor, 2021,
Nigeria

Afulani et al., 2018, rural Kenya

Facility type Positive: Higher PCMC in health
centers and/or private/mission
facilities than in public hospitals
Negative: Lower PCMC in health
centers and/or private/mission
facilities than in public hospitals

Afulani et al., 2018, rural Kenya;
Afulani et al., 2018, urban Kenya,
India; Afulani et al., 2019, Ghana;
Dagnaw et al., 2020, Ethiopia;
Ogbuabor and Nwankwor, 2021,
Nigeria; Getahun et al., 2022,
Ethiopia; Stierman et al., 2022,
Ethiopia; Alelign et al., 2024,
Ethiopia; Kaur et al., 2024, India

Delivery provider gender Positive: Higher PCMC with female
providers
Negative: Lower PCMC with female
providers
Other: Higher PCMC with both
male and female delivery providers
than providers of one gender

Hughes et al., 2022;
Afulani et al., 2018, India

Afulani et al., 2018, rural Kenya

Delivery provider type Positive: Higher PCMC with skilled
providers (mostly nurses/
midwives) compared to unskilled
providers
Negative: Lower PCMC with higher
skilled providers (specialist)
compared to less skilled
(generalist) providers

Ogbuabor and Nwankwor, 2021,
Nigeria; Oluoch-AridiI et al., 2021,
peri-urban Kenya; Hughes et al.,
2022, Malawi; Stierman et al.,
2022, Ethiopia

Altman et al., 2022, United States

(Table 5 continues on next page)
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Significant predictors Definition for direction of
associationa

Direction of association in included studies

Positive Negative Other

(Continued from previous page)

Pregnancy childbirth care attendant
continuity

Positive: Higher PCMC when
attended by a care provider who
had provided ANC for the mothers
than attended by a care provider
who did not provide ANC
Negative: Lower PCMC when
attended by a care provider who
had provided ANC for the mothers
than attended by a care provider
who did not provide ANC

Getahun et al., 2022, Ethiopia;
Altman et al., 2022, United States

Type of prenatal care provider most
frequently seen

Positive: Higher PCMC with
midwife or nurse as most
frequently seen prenatal care
provider than with a family
physician
Negative: Lower PCMC with
midwife or nurse as most
frequently seen prenatal care
provider than with a family
physician

Altman et al., 2022, United States

Birth provider race concordance Positive: Higher PCMC when at
least one delivery provider was of
the same race as the women
Negative: Lower PCMC when at
least one delivery provider was of
the same race as the women

Altman et al., 2022, United States

Number of health providers present
during labor and delivery

Positive: Higher PCMC with more
health providers present during
labor and delivery
Negative: Lower PCMC with more
health providers present during
labor and delivery

Afulani et al., 2019, Ghana;
Dagnaw et al., 2024, Ethiopia

Crowded Wards Positive: Higher PCMC in less
crowded wards
Negative: Lower PCMC in less
crowded wards

Ocansey, K., 2019, Ghana

Uninterrupted power supply Positive: Higher PCMC with more
consistent electricity
Negative: Lower PCMC with more
consistent electricity

Ocansey, K., 2019, Ghana

Uninterrupted water supply Positive: Higher PCMC with
consistent water supply
Negative: Lower PCMC with
consistent water supply

Ocansey, K., 2019, Ghana

Initiation of ANC Positive: Higher PCMC with
prenatal care initiation at first
trimester
Negative: Lower PCMC with
prenatal care initiation at first
trimester

Ogbuabor and Nwankwor, 2021,
Nigeria; Altman et al., 2022,
United States; Oluoch-AridiI et al.,
2021, peri-Urban Kenya; Hughes
et al., 2022, Malawi

ANC visits Positive: Higher PCMC among
women who had more ANC visits
or contacts
Negative: Lower PCMC among
women who had more ANC visits
or contacts

Tarekegne, Giru, and Mekonnen,
2022, Ethiopia; Stierman et al.,
2022, Ethiopia; Kabale et al., 2024,
Ethiopia; Doherty et al., 2024,
South Africa

ANC Positive: Lower PCMC with no ANC
Negative: Higher PCMC with no
ANC

Tarekegne, Giru, and Mekonnen,
2022, Ethiopia

(Table 5 continues on next page)
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Significant predictors Definition for direction of
associationa

Direction of association in included studies

Positive Negative Other

(Continued from previous page)

Time spent in facility before
delivery

Positive: Higher PCMC with more
time spent at the facility before
delivery
Negative: Lower PCMC with more
time spent at the facility before
delivery

Kapula et al., 2023,
rural Kenya, India

Previous history of facility delivery Positive: Higher PCMC with
previous history of facility delivery.
Negative: Lower PCMC with
previous history of facility delivery

Dagnaw et al., 2024, Ethiopia

Time of delivery Positive: Higher PCMC with
daytime delivery than with
nighttime delivery
Negative: Lower PCMC with
daytime delivery than with
nighttime delivery

Dagnaw et al., 2020, Ethiopia;
Tarekegne, Giru, and Mekonnen,
2022, Ethiopia; Kabale et al., 2024,
Ethiopia; Doherty et al., 2024,
South Africa

Delivery period Positive: Higher PCMC among
women who delivered during
availability of COVID-19
medications than women who
delivered in earlier periods
Negative: Lower PCMC among
women who delivered during
availability of COVID-19
medications than women who
delivered in earlier periods

Afulani et al., 2023, United States

Outcome of delivery Positive: Higher PCMC with no
neonatal death
Negative: Lower PCMC with no
neonatal death

Dagnaw et al., 2020, Ethiopia;
Getahun et al., 2022, Ethiopia

Length of stay at the health facility Positive: Higher PCMC with longer
hospital stay
Negative: Lower PCMC with longer
hospital stay

Dagnaw et al., 2024, Ethiopia Afulani et al., 2018, rural Kenya;
Dagnaw et al., 2020, Ethiopia;
Altman et al., 2022, United States

Presence of a companion Positive: Higher PCMC with
presence of a birth companion or
continuous support
Negative: Lower PCMC with
presence of a birth companion or
continuous support

Rishard et al., 2021, Sri Lanka; Kiti
et al., 2021, Kenya; Hughes et al.,
2022, Malawi; Stierman et al.,
2022, Ethiopia

Companion type Positive: Higher PCMC with family
member or friend as a companion
during labor
Negative: Lower PCMC with family
member or friend as a companion
during labor

Kiti et al., 2021, Kenya; Hughes
et al., 2022, Malawi; Stierman
et al., 2022, Ethiopia;

Absence of stimulation to labor Positive: Higher PCMC with
absence of stimulation to labor
Negative: Lower PCMC with
absence of stimulation to labor

Rishard et al., 2021, Sri Lanka

Delivery in non-supine position Positive: Higher PCMC with
delivery in a non-supine position
Negative: Lower PCMC with
delivery in a non-supine position

Rishard et al., 2021, Sri Lanka

Skin-to-skin care Positive: Higher PCMC with skin-
to-skin care
Negative: Lower PCMC with skin-
to-skin care

Rishard et al., 2021, Sri Lanka

Breastfeeding education Positive: Higher PCMC with
breastfeeding education
Negative: Lower PCMC with
breastfeeding education

Barabara et al., 2023, Tanzania

(Table 5 continues on next page)
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Significant predictors Definition for direction of
associationa

Direction of association in included studies

Positive Negative Other

(Continued from previous page)

Facility recommendation Positive: Higher PCMC with facility
recommendation
Negative: Lower PCMC with facility
recommendation

Barabara et al., 2023, Tanzania

Cesarean delivery Positive: Higher PCMC with
cesarean delivery
Negative: Lower PCMC with
cesarean delivery

Stierman et al., 2022, Ethiopia;
Kapula et al., 2023, rural Kenya;
Doherty et al., 2024, South Africa

Kapula et al., 2023, India; Alelign
et al., 2024, Ethiopia

Obstetric complications Positive: Higher PCMC with
obstetric complications
Negative: Lower PCMC with
obstetric complications

Ogbuabor and Nwankwor, 2021,
Nigeria; Kapula et al., 2023, rural
Kenya, Ghana

Hughes et al., 2022, Malawi;
Tarekegne, Giru, and Mekonnen,
2022, Ethiopia; Stierman et al.,
2022, Ethiopia; Kapula et al., 2023,
rural Kenya; Kabale et al., 2024,
Ethiopia

Insurance type Positive: Lower PCMC with public
or no health insurance than with
private/employer-sponsored
insurance
Negative: Higher PCMC with public
or no health insurance than with
private/employer-sponsored
insurance

Altman et al., 2022, United States

Self-rated health Positive: Higher PCMC with very
good or excellent self-rated health
status than with poor, fair, or good
self-rated health
Negative: Lower PCMC with very
good or excellent self-rated health
status

Altman et al., 2022, United States;
Afulani et al., 2023, United States

Time since birth for survey
completion

Positive: Higher PCMC with longer
interval between birth and survey
completion
Negative: Lower PCMC with
shorter interval between birth and
survey completion

Altman et al., 2022, United States

Interview location Positive: Higher PCMC with
interviews over the phone than at
health facilities
Negative: Lower PCMC with
interviews over the phone than at
health facilities

Oluoch-AridiI et al., 2021, peri-
urban Kenya

Place of interview Positive: Higher PCMC with
interviews in community
Negative: Lower PCMC with
interviews in community

Afulani et al., 2018, rural Kenya

PCMC = Person-centered Maternity Care; ANC = Antenatal Care. Notes: Studies with the same numbers indicate utilization of the same datasets. For studies that used the same datasets, we have reported
significant predictors from the earliest publication and only referenced subsequent studies if they reported additional predictors. aPositive and Negative definitions do not ascribe value to the direction of
the association; they are only a way to help summarize the results. Also, not all publications use the same reference group. bThese associations were not always linear but summarized based on the general
direction. cTribe/ethnicity and religion are combined because of how they were reported in the studies.

Table 5: Reported results for significant associations between PCMC and sociodemographic and obstetric factors in the included studies (n = 22).
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22
reported that women under 20 had the lowest PCMC
scores.49 In a study conducted in public facilities in rural
South Africa, women aged 30 to 45 had higher PCMC
scores than women aged 16 to 19.63

Marital status
Three studies reported significant associations between
marital status and PCMC, but the direction of the as-
sociation was not consistent. In a study in rural Kenya,
married women had higher PCMC scores than
unmarried women.13 In contrast, unmarried women
had higher PCMC scores than married women in a
study in urban Kenya.1 In a study in rural Ghana, wid-
owed, divorced, or separated women had higher per-
ceptions of PCMC than single women.50

Parity
Two studies reported significant associations with parity
with inconsistent directions of association. A study in
Ethiopia reported higher PCMC with multiparous
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Articles
women than with primiparous women56 while an
intervention study conducted in Northern Ghana re-
ported lower PCMC with increasing parity.36

Socioeconomic status (SES)
Several studies reported the association between various
SES-related variables and PCMC, with a generally
consistent direction of association. Nine studies re-
ported significant associations between literacy or edu-
cation and PCMC. Women who reported being literate
had higher PCMC scores than women who were
illiterate in a study in northern Ghana,36 rural Kenya,13

peri-urban Kenya,42 and Malawi.45 Secondary-level or
college-level education and above were associated with
higher PCMC scores than women with primary-level
education or no formal education in a study in urban
Kenya,50 a study in northern India,1 and three studies in
Ethiopia.28,55,57 In another study in Ethiopia, women with
a primary school education had higher PCMC scores
than those who never attended school.49 Seven studies
assessed the association between wealth and PCMC.
Higher household wealth was associated with higher
PCMC scores in studies in northern Ghana,36 rural
Kenya,13 urban Kenya,50 peri-urban Kenya,42 northern
India,1 Ethiopia,61 and rural South Africa.63 Three studies
assessed the association between women’s employment
status and PCMC. Employment was associated with
higher PCMC scores in studies in rural Kenya13 and
northern India,1 but unemployment was associated with
higher PCMC scores in urban Kenya1 and rural Ghana.50

In a study in public and private facilities in Southeast
Nigeria, farming occupation was associated with higher
PCMC scores than being self-employed.27

Tribe/ethnicity/Religion/Caste
Three studies reported significant associations between
tribe or ethnicity and PCMC. In a study in rural Kenya,
Kuria women had higher PCMC scores than Luo
women.13 In a study in Sri Lanka, Sinhalese and Burger
women had higher PCMC scores than Muslim
women.26 In a study in rural northern India, women in a
scheduled caste or tribe had lower PCMC scores than
women from other tribes.60

Experience of domestic violence and shared
decision-making
Two studies reported significant associations between ex-
periences of domestic violence and PCMC with inconsis-
tent direction of associations. Experiences of domestic
violence were associated with poorer PCMC scores in a
study in rural Kenya13 but higher PCMC scores in a study
in Southeast Nigeria.27 In the same Nigeria study, women
who did not participate in decision-making reported
higher PCMC scores than women who did.27 Still, there
was no significant association between shared decision-
making and PCMC in the rural Kenya study.13
www.thelancet.com Vol 82 April, 2025
Thirty-nine obstetric and obstetric-care-related vari-
ables were identified as significant determinants of
PCMC, notably antenatal care initiation timing,27,42,45,46

birthing facility type,1,13,24,27,28,36,49,55,60 provider type and
gender,1,13,27,36,42,45,46,49 mode of birth,49,50,55,63 birth
timing,24,48,57,63 obstetric complications,27,45,48–50,57 and a
companion’s presence during labor.26,43,45,49

Antenatal care (ANC) initiation
Four studies assessed the relationship between ANC
initiation and PCMC with a consistent direction of as-
sociation. Initiation of ANC in the first trimester was
associated with higher PCMC in all four studies in the
U.S. (California),46 peri-urban Kenya,42 Southeast
Nigeria,27 and Malawi.45

Birth facility type
Nine studies assessed the association between birth-
ing facility type and PCMC, with a consistent direc-
tion of association. In five studies in northern
Ghana,36 rural13 and urban Kenya,1 northern India,1

Ethiopia,55 and Southeast Nigeria,27 women who
gave birth in lower-level public/government facilities
(health centers) had higher PCMC scores than women
who delivered in higher-level public facilities (hospi-
tals). In studies in Southeast Nigeria,27 rural Kenya,13

rural northern India,60 and Ethiopia,24,28,49 women who
gave birth in private/mission hospitals also had
higher PCMC scores than those who gave birth in
public hospitals.

Birth provider type and gender
Five studies found significant associations between the
type of provider and PCMC with inconsistent di-
rections of association. In studies in Southeast
Nigeria,27 peri-urban Kenya,42 and Ethiopia,49 women
who reported being assisted at birth by community
health workers, non-skilled attendants, and other non-
distinguishable providers had poorer PCMC scores
than nurses or midwives. In a study in Malawi, women
assisted by a nurse or midwife at birth had lower
PCMC scores than those assisted by a doctor or clinical
officer.45 In contrast, in a study in the U.S. (California),
those whom an obstetrician assisted had lower PCMC
scores than those assisted by a nurse or midwife.46 In
an intervention study in northern Ghana, women
assisted by more than one skilled provider had lower
PCMC scores than those assisted by only a nurse or
midwife.36 Three studies reported significant associa-
tions between provider gender and PCMC. In studies
in Malawi and northern India, being assisted by a male
provider was associated with higher PCMC scores,1,45

while in a study in rural Kenya, having both male
and female providers present at birth was associated
with higher PCMC scores than having only a male or
female provider.13
23
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Obstetric complications, the timing of birth, and
mode of birth
Six studies reported significant associations between
pregnancy or birth complications and PCMC with an
inconsistent direction of the association. Obstetric
complications were associated with higher PCMC in
studies in northern Ghana,50 rural Kenya,50 and South-
east Nigeria,27 while obstetric complications were asso-
ciated with poorer PCMC in studies in Ethiopia,48,49,57

Malawi,45 and rural Kenya.50 Four studies assessed the
association between timing of birth and PCMC. Day-
time birth was associated with higher PCMC in a study
in rural South Africa63 and three studies in
Ethiopia.24,48,57 Four studies assessed the influence of the
mode of birth on PCMC. Cesarean birth was associated
with higher PCMC in studies in rural Kenya,50

Ethiopia,49 and rural South Africa63 but poorer PCMC
in northern India50 and another study in Northwest
Ethiopia.55

Presence of a companion during labor
Four studies found significant associations between the
presence of a birth companion and PCMC with
consistent directions of association. Continuous labor
support and the presence of a birth companion were
associated with higher PCMC scores in studies in rural
Kenya43 and Sri Lanka,26 respectively. Regarding the type
of birth companion, the presence of family and friends
was associated with higher PCMC scores in studies in
Ethiopia49 and rural Kenya.43 The presence of a male
relative was associated with higher PCMC in a study in
Malawi.45

The location and timing of interviews were associated
with PCMC scores in three studies, with lower PCMC
scores for interviews later in the postpartum period and
in the community or over the phone.1,13,42 Additional
predictors are shown in Table 5.
Discussion
We systematically reviewed and synthesized quantitative
studies that examined women’s facility childbirth expe-
riences using the PCMC scale. Our review highlighted
the validity and reliability of the PCMC scale across low,
middle, and high-income countries and revealed varying
levels of PCMC in different settings. PCMC scores
across settings ranged from 38.2/100 (SD = 15.8) to
97.1/100 (SD = 2.9), with the lowest scoring sub-domain
across most studies being communication and auton-
omy. In general, PCMC scores were lowest among the
studies conducted in Africa, and higher in the studies in
North America (only U.S.), with a wide variation in the
range of scores for different studies conducted in Asia.
Higher socioeconomic status, starting ANC early, giving
birth in a health center or private facility, giving birth
during the daytime, and having a companion at birth
were consistently associated with higher PCMC; while
other variables including age, marital status, parity,
tribe/ethnicity, experience of domestic violence, shared
decision-making, type and gender of birth provider, and
obstetric complications had inconsistent relationships
with PCMC.

The variation in PCMC scores across settings is
consistent with findings from previous reviews of
women’s experience of care during pregnancy and
childbirth, which include studies using a variety of
quantitative measures and qualitative narratives.14,15,17,65,66

These reviews all report gaps in women’s childbirth
experiences, with variations in the extent of mistreat-
ment within and across settings.14,15,17,65 The factors
driving these gaps and disparities in women’s childbirth
have also been summarized and discussed in prior re-
views and include resource limitations such as insuffi-
cient infrastructure and heavy workloads, which are key
sources of provider burnout; as well as normalization of
mistreatment, differential exposure to training on
patient-provider interactions, and lack of accountability
mechanisms.67–70 In addition, although earlier studies
focused on overt mistreatment such as disrespect and
abuse (captured under the dignity and respect domain),
which was necessary to draw attention to the prob-
lem,14,15 we find more significant gaps across settings in
the communication and autonomy domain. This is re-
flected in findings from more recent reviews using
different tools as well as qualitative studies, demon-
strating substantial gaps in areas such as poor infor-
mation provision, providers not listening and failing to
answer questions, poor consenting, and lack of shared
decision-making.65,66,71,72 This is potentially due to earlier
greater attention to disrespect and abuse, and that
effective communication and autonomy takes more
effort and time to improve.73–75

The relationships between PCMC and SES, ANC
timing, birth facility type, time of birth, and birth
companion are consistent with findings from previ-
ous reviews and have been variously explained.15,71,76

Higher SES women may receive higher PCMC
because they are able to access facilities providing
higher person-centered care, have higher expectations
and are more able to advocate for themselves, and
provider biases lead to better care for higher SES
women.13,77 Women who initiate ANC in the first
trimester may also have higher PCMC because they
are more familiar with the healthcare system and may
have established positive relationships with their
providers.27,55,78 Prior reviews also indicate a higher
quality of interpersonal care and satisfaction with
services at private facilities and health centers than at
public hospitals due to various reasons, including
greater motivation and accountability for responsive
and respectful care.65,71 Further, having a companion
during labor and birth is a critical component of
PCMC, and companions may advocate for the mother,
which increases PCMC in other domains.10
www.thelancet.com Vol 82 April, 2025
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The inconsistent relationships also align with prior
literature.71,79 In prior reviews, however, it has been
unclear if these differences are driven by the different
tools used in measurement or by the situational or
context-specific nature of those relationships.71,79 Our
findings are, however, unique in identifying these vari-
ations even with the same tool, suggesting the role of
contextual relationships, rather than a purely measure-
ment problem. For instance, the relationship between
age and PCMC is not linear and is related to various
other factors, such as autonomy and empowerment.27

Adolescents and much older women may both experi-
ence poor PCMC due to discrimination based on per-
ceptions regarding the appropriate age for pregnancy.45

Similarly, higher PCMC among married women may
be due to provider discrimination towards unmarried
women and the potential advocacy from a partner,80,81

while higher PCMC scores among unmarried women
may be due to higher individual autonomy.82 The
intertwining of gender-based violence and mistreat-
ment, where power and oppression interact to leave
women vulnerable to mistreatment or violence,83 and
the normalization of abuse, which leads to under-
reporting of both experiences26 may also explain some of
the inconsistent associations. The direction of associa-
tion between these factors and PCMC may thus be
shaped by the social norms in different cultural
contexts.84

Additionally, while some studies suggest that female
patients perceive female providers as more empathetic,
supportive, and person-centered,85,86 other studies sug-
gest otherwise.87 One reason why female providers, who
are expected to be more empathic due to their own ex-
periences, may not be is that they may be experiencing
higher levels of burnout than male providers due to poor
work-life balance, lack of professional autonomy, and
gender inequity in the workplace, resulting in poor
PCMC.88 For complications, providers may give more
information and involve patients or their families when
managing complex cases, possibly due to concerns
about legal repercussions in case of poor outcomes.50 On
the other hand, the focus on managing complications
may leave patients unsupported and uninformed. The
associations with location and timing of interviews are
likely due to recall and social desirability bias in re-
sponses, which should be considered in interpreting
data based on when and where interviews were
conducted.

The findings of this review have several implications.
First, the range of PCMC scores across settings in-
dicates what levels of PCMC are achievable. While a
perfect score of 100 represents the highest possible
score, this is likely not achievable across many settings.
However, the findings across settings, such as India and
the U.S., suggest that a score of 90 and above is possible.
Thus, we recommend a cut-off of 90 and above as high
PCMC scores, with an aspirational score of 100. We also
www.thelancet.com Vol 82 April, 2025
recommend interventions to improve PCMC in any
health facility, health system, sub-region, or country
with a PCMC score lower than 90. Where average scores
exceed 90 but are below 100, the focus should be on
continual improvement for the aspirational goal of a
consistent score of 100 for all women. Second, the
variation in scores across settings also suggests that
interventions targeting context-specific drivers are
needed. We therefore recommend a local needs
assessment to establish a baseline and identify context
specific drivers to be able to identify context-appropriate
PCMC interventions. Third, the low communication
and autonomy scores across settings call for a focus on
this domain. All PCMC-related interventions should,
therefore, include activities to improve communication
and autonomy. Fourth, the findings highlight the po-
tential of interventions to enhance PCMC and the ability
of the PCMC scale to detect such changes. A post-
intervention sample in India had the highest PCMC
score,25 which highlights the feasibility of increasing the
levels of PCMC even in resource-constrained settings.
We, therefore, recommend continual efforts to improve
PCMC and the use of the PCMC scale for the evaluation
of such interventions. Fifth, the findings imply a need to
address the SES inequities to ensure equitable PCMC
for all women. Policies and interventions that address
factors contributing to poor PCMC in public hospitals
are also urgently needed. In addition, efforts to promote
early ANC, birth companionships, and care at night will
improve PCMC. We recommend that all interventions
to improve PCMC should include equity stratifiers
relevant to the context, and intervention impacts should
be evaluated to ensure interventions also benefit the
most disadvantaged. Finally, the mixed findings on
some predictors imply a need to continue to examine
factors influencing PCMC to understand how they may
be shaping PCMC in different contexts. Understanding
the intersectionality of the drivers of poor PCMC is
critical in addressing them effectively. Questions to
identify relevant predictors in each context should,
therefore, be included in any PCMC data collection
efforts.

There are some limitations to note. First, none of the
studies included in the review are based on nationally
representative studies. Thus, levels of PCMC should not
be interpreted as country-level estimates. Second, we
only searched three commonly used databases; thus, we
may have overlooked studies not indexed in those da-
tabases. However, we addressed this issue by con-
ducting hand searches in Google Scholar of articles that
cited the original validation studies. Third, although all
studies included in this review used the PCMC scale
developed by Afulani et al., different versions of the
scale with different subsets of items are used in some
studies. This limits the score comparison across studies
as some differences may be driven by the items
excluded. We have, however, noted the items excluded
25

http://www.thelancet.com


Articles

26
from different studies to inform the interpretation of the
scores. Although we initially considered generating
pooled estimates, the significant variations in study de-
signs, sampling methods, and versions of the PCMC
scale used made it misleading to do this. However, the
short PCMC scale has recently been included in the
service provision assessments, which will generate
comparable data across various settings using the same
design and assessment tool. This will allow for the
generation of nationally representative samples and will
enable pooled estimates in the future. Further, given the
13 items in the short scale are included in almost all the
different scale versions (although only one study re-
ported scores based on this subset of items), we rec-
ommended that future studies using longer versions of
the scale report the scores for both the short and full
scale to increase the accuracy of cross-setting compari-
sons and pooled estimates. Additionally, all the studies
assessing PCMC predictors were cross-sectional, mak-
ing it difficult to determine causal relationships; some
variables identified as predictors could be co-occurring
conditions or consequent to PCMC. Further, other
known predictors of patient-provider interactions, such
as race and ethnicity, substance use, HIV, and other
stigmatized conditions, were not identified as predictors
in the included studies due to a lack of racial diversity in
the samples or consideration of such variables. There-
fore, the predictors identified are not exhaustive, and
future studies should continue exploring new potential
predictors. Nonetheless, this review contributes signifi-
cantly to the literature on PCMC. This is the first global
review on women’s experiences of care during child-
birth based on a validated scale to provide quantitative
experience scores across settings, thus contributing to a
greater understanding of PCMC on a global scale.

We found that PCMC is sub-optimal globally; hence,
there is a need to improve PCMC in all settings.
Implementing effective interventions to improve inter-
personal communication and respect for women’s au-
tonomy is especially needed. Recent efforts to ensure
women have companions of their choice at birth will
help improve women’s PCMC.10 However, integrated
efforts to address several domains of PCMC may yield
more significant impacts and be more cost-effective.89 It
is also crucial for health systems and facilities to create
supportive and enabling environments for providers to
foster a culture of PCMC. This should include
addressing the underlying health system challenges that
lead to provider burnout and interventions that help
providers better cope with the unavoidable stressors.
Interventions to increase accountability for PCMC are
also needed.69 In addition, interventions must address
the inequities to ensure all women receive PCMC
regardless of their socioeconomic characteristics, the
facility they receive care in, or their health status. Such
interventions should address provider biases and ensure
procedure standardization during all patient
encounters.90 It is important that healthcare providers
are supported, motivated, and held accountable for
providing PCMC to all patients.
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