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ABSTRACT

Introduction Globally, a substantial number of women
experience abusive and disrespectful care from health
providers during childbirth. As evidence mounts on the
nature and frequency of disrespect and abuse (D&A),

little is known about the consequences of a negative
experience of care on health and well-being of women and
newborns. This review summarises available evidence on
the associations of D&A of mother and newborns during
childbirth and the immediate postnatal period (understood
as the first 24 hours from birth) with maternal and neonatal
postnatal care (PNC) utilisation, newborn feeding practices,
newborn weight gain and maternal mental health.
Methods We conducted a systematic review of all
published qualitative, quantitative and mixed-methods
studies on D&A and its postnatal consequences across

all countries. Pubmed, Embase, Web of Science, LILACS
and Scopus were searched using predetermined search
terms. Quantitative and qualitative data were analysed
and presented separately. Thematic analysis was used to
synthesise the qualitative evidence.

Results A total of 4 quantitative, 1 mixed-methods and
16 qualitative studies were included. Quantitative studies
suggested associations between several domains of

D&A and use of PNC as well as maternal mental health.
Different definitions of exposure meant formal meta-
analysis was not possible. Three main themes emerged
from the qualitative findings associated with PNC
utilisation: (1) women’s direct experiences; (2) women’s
expectations and (3) women’s agency.

Conclusion This review is the first to examine the
postnatal effect of D&A of women and newborns during
childbirth. We highlight gaps in research that could

help improve health outcomes and protect women and
newborns during childbirth. Understanding the health and
access consequences of a negative birth experience can
help progress the respectful care agenda.

INTRODUCTION

During the millennium development goal
era, global efforts were aimed at ensuring
that all women and their newborns had
access to skilled care before, during and after
childbirth as a way to reduce maternal and

Key questions

What is already known?

» A substantial number of women experience disre-
spectful and abusive care (D&A) from health provid-
ers during childbirth.

» A study conducted in four low/middle-income coun-
tries (LMICs) found that 41.6% of women had ex-
perienced one or more episodes of physical abuse,
verbal abuse, stigma or discrimination; with younger,
poorer, unemployed, illiterate and unmarried women
being the most at risk.

» Postnatal care (PNC) use has consistently had
among the lowest coverage among interventions
on the continuum of maternal and childcare, with a
reported median coverage for the 75 LMICs in the
Countdown to 2030 initiative at 28% for babies and
58% for mothers.

» A recent qualitative study showed that factors af-
fecting utilisation of PNC not only include cost and
distance to the healthcare facility and lack of knowl-
edge of the importance of PNC, but also fear of mis-
treatment by healthcare workers, fear of denial of
PNC or actual denial or delay of care.

What are the new findings?

» Our systematic review shows that experiencing D&A
during childbirth is associated with reduced utilisa-
tion of maternal or neonatal PNC, particularly when
the woman did not have a companion at the birth,
was not offered a choice of birth position or when
she perceived that the facility was not clean.

» Women’s decision to seek PNC is not solely influ-
enced by their previous experience but also by other
factors such as their own expectations and agency
which are shaped by broader cultural, social and
gender norms.

» Experiencing verbal abuse from health providers
during childbirth can also take a toll on women’s
mental health, increasing the likelihood of develop-
ing depression during the postpartum period.

neonatal morbidity and mortality.! Despite
achieving a 45% reduction in the maternal
mortality ratio between 1990 and 2013, these
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Key questions

What do the new findings imply?

» Health providers and policymakers should increase efforts to
guarantee high-quality, respectful, dignified and supportive care
throughout the continuum of care to increase coverage of essential
services and to promote and protect the health and well-being of
women and newborns.

» Our findings shed light on the potential consequences of D&A on
healthcare seeking behaviours; more research is urgently needed
to understand the public health implications of a negative experi-
ence at birth on the health of women and newborns.

efforts fell short of the target.2 In recent years, evidence
emerged suggesting that the quality of care received by
women and newborns during facility-based birth was not
meeting the required standard.>” Around the world, a
substantial number of women experienced abusive and
disrespectful care from health providers.

In 2010, the publication of the landscape analysis on
disrespect and abuse (D&A) by Bowser and Hill led to
the global recognition of the poor treatment women
experienced during childbirth, including physical abuse,
non-consented care or discrimination by healthcare
providers.3 Later, a mixed-methods review conducted by
Bohren et al concluded that ‘D&A’ should be replaced
by ‘mistreatment during childbirth’ (MDC), a term that
further separates the issue from individual intentionality
and links it to the realm of healthcare quality, introducing
an alternative 7-domain typology which integrated health
systems constraints (box 1). Using the MDC typology, a
recent study found that 41.6% of women attending urban
maternity hospitals across four low/middle-income coun-
tries (LMICs) had experienced at least one episode of
physical abuse, verbal abuse, stigma or discrimination.®
Younger, poorer, unemployed, illiterate and unmar-
ried women were more likely to experience this type of
treatment.’

As global evidence mounts on the nature and frequency
of D&A during childbirth,'""* little is known about the

Box 1 Defining terminology

For the purpose of this review, we conceptualise ‘disrespect and
abuse’ (D&A) as a broad term which encompasses an interpersonal
and a structural component. The interpersonal component refers to
actions by health providers towards women during childbirth that
involve violence, discrimination, oppression or disrespect, regardless
of intentionality. The structural component refers to constraints in the
health system that affect the provision of good quality care rooted

in power asymmetries, institutional structures, economic inequality,
or social and gender norms. Mistreatment during childbirth overlaps
with D&A by referring to instances of poor-quality care at the patient-
provider level caused by constraints in the health system. While

we recognise more nuances exist between terminologies, we have
decided to use D&A as a broader term throughout the text to increase
consistency and clarity.

consequences of negative experiences of care on the
health and well-being of women and newborns. Negative
experiences during antenatal, intrapartum or immediate
postpartum care might influence women’s care-seeking
behaviour after birth, particularly regarding accessing
postnatal care (PNC). A recent qualitative study showed
that factors affecting utilisation of PNC not only include
cost and distance to the healthcare facility and lack of
knowledge of the importance of PNC, but also fear of
mistreatment by healthcare workers, fear of denial of
PNC or actual denial of care.”” This offers a potential
hypothesis to explain why, despite great improvements in
overall access to institutional care, PNC has consistently
had among the lowest coverage on the continuum of
maternal and child care.'®'” While many of the arguments
in favour of preventing D&A are framed in the context of
human rights or maternal and neonatal survival, it is also
necessary to understand how the childbirth experience
can affect the interactions of women and newborns with
the healthcare system, and subsequently their health."

PNC includes any provision of healthcare for the
woman and the baby during the postnatal period, from
childbirth until 6 weeks post partum.' In this period,
women and newborns are particularly susceptible to
widespread and persistent childbirth-related morbidities,
many of which are unreported and go unnoticed and
untreated by healthcare professionals.”” Common health
problems for women include physical morbidity, such as
backache,21 2 perineal pain,%  stress incontinence,%_27
breastfeeding problems® " and mental health problems,
such as postpartum depression (PPD).*'** The likelihood
of depressive episodes after childbirth can be twice as
high compared with any other period of a woman’s life.””
Women who suffer from postnatal mental health disor-
ders have prolonged difficulties in developing maternal
feelings towards their infants compared with women who
do not experience these, with direct effects on infants’
health and development, such as delayed psycho-social
development, low-birth weight, reduced breast feeding,
hampered growth and lower compliance with immuni-
sation schedules.”® * Therefore, timely screening and
identification of women’s needs are essential to ensuring
women have sufficient support during their initiation to
motherhood, to promoting her health and her baby’s
and to fostering an environment that offers support to
the extended family and community for a wide range of
health and social needs.”™*” In addition to the need for
improvements in the quality of care received by women
and newborns in the intrapartum period, evidence on
the consequences of D&A on women and newborns’
health, well-being and care-seeking behaviours is neces-
sary to inform programme implementation, policy and
advocacy.

This review will answer the following research ques-
tion: what are the associations of (a) D&A of mother and
newborn during childbirth and the immediate postnatal
period (understood as the first 24 hours from birth) with
(b) maternal and neonatal PNC utilisation, newborn
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feeding practices, newborn weight gain and maternal
mental health?

METHODS

Type of review

A mixed-methods review was conducted following
a parallel-result segregated synthesis design. In this
review, quantitative and qualitative data were analysed
and presented separately with integration occurring in
the discussion.*' The rationale for conducting a mixed-
methods review was to acknowledge the complexity of
the issue of D&A during childbirth. We not only aimed
to quantify the relation between D&A and the selected
outcomes (quantitative analysis) but also to explore how
other factors enable or inhibit this relationship (qualita-
tive analysis).

Search strategy

Pubmed, Embase, Web of Science, LILACS and Scopus
were systematically searched using controlled vocabu-
lary and free-text terms for: (a) D&A or mistreatment
of women or newborns during childbirth, (b) maternal,
perinatal, neonatal, postnatal health, (c) access to
care, (d) breast feeding or PNC utilisation or PPD or
infant weight gain (online supplemental appendix 1).
The search was restricted to published articles from 20
September 2010 until March 2020. The starting date of
the search was selected as it coincides with the date of the
publication of Bowser and Hill’s seminal landscape anal-
ysis.” Reviews and reference lists from identified articles
were hand searched to identify additional studies.

Eligibility criteria
For the quantitative analyses, we included studies if: (a)
they were primary research conducted using quantita-
tive research designs; (b) the sample included women
who have given birth at a health facility; (c) they meas-
ured the association of D&A with PNC utilisation after
initial discharge, maternal PPD or other mental health
outcome, breast feeding or infant weight gain and (d)
were conducted in LMICs by the World Bank definition.**
For the qualitative analyses, we included studies if
they (a) were primary research conducted using quali-
tative methods; (b) discussed issues related to D&A, and
PNC utilisation, maternal PPD or other mental health
outcome, breast feeding or infant weight gain and (c)
were conducted in LMICs by the World Bank definition.**
No inclusion criteria on the study sample’s characteristics
were established for the selection of qualitative studies.
For both quantitative and qualitative studies, we did
not impose any restrictions regarding the type of D&A,
its operationalisation, definition or measurement tools
for inclusion. Grey literature, opinion pieces and edito-
rials, dissertations/theses, policy papers, general reports
and conference abstracts were excluded. Studies were
also excluded if they focused on people with disabili-
ties, refugees or people from conflict-affected settings,
or on women or newborns with severe health conditions

that require specialised clinical care. Articles in English,
Spanish, Portuguese, Greek, Italian and French were
included.

Data extraction and synthesis

The titles and abstracts retrieved were independently
screened by two reviewers (NM, AGN). Unclear abstracts
were carried forward to the screening stage. The full
texts of potentially eligible articles were retrieved and
screened against the inclusion criteria. Disagreements
were resolved by discussion between reviewers. For both
quantitative and qualitative studies, data were extracted
on country, study design, sample size and characteris-
tics of the sample (age, place of residence, occupation,
gender/sex, education, socioeconomic status, marital
status).

For quantitative studies, primary outcomes were
extracted according to the type of abuse reported in
the article, independently of whether it was aligned to
existing D&A or MDC typologies. If the article reported
the exposure in its positive form (such as privacy), it was
converted to its negative form (ie, lack of privacy) to
ensure consistency across the studies and facilitate inter-
pretation of the review’s results. Measures of effects were
also transformed to unadjusted ORs if reported differ-
ently to allow for comparison between studies (original
effect size without transformation can be found in online
supplemental appendix 5). A meta-analysis on the asso-
ciation between mistreatment and the main outcomes
was not possible because of the small number of articles
and large heterogeneity in the definition of both expo-
sure and outcomes. Therefore, results were summarised
descriptively. All calculations were done in the statistical
software STATA V.14.

Qualitative studies were imported to the software NVivo
V.12 for analysis. Articles were analysed using thematic
synthesis.” After becoming familiar with the data, two
researchers (NM, AGN) independently coded the results
section of each study, line by line, to inductively search
for emerging themes. First, we identified codes that
addressed the following research questions: (a) does
D&A affect women’s decision to use PNC? and (b) does
D&A affect other outcomes such as breast feeding, infant
growth or women’s mental health? No studies were found
to answer the latter question, so the analysis only focused
on PNC use as an outcome. At this stage, specific codes
related to disrespectful or abusive acts towards women
emerged as enablers or deterrents of PNC use. During a
second round of coding, we explored underlying mech-
anisms by which D&A could affect PNC use through the
following question: ‘how does D&A relate to women’s
decision to use PNC?’. This approach allowed us to detect
broader factors linking D&A and PNC utilisation. Next,
we grouped the codes identified into common descrip-
tive themes. From this exercise, the final three themes
emerged: (a) women’s direct experiences, (b) women’s
expectations, (c) women’s agency.
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Risk of bias (quality) assessment

For the quantitative studies, we used the National Insti-
tutes of Health (NIH) Quality Assessment Tool for
Observational Cohort and Cross-Sectional Studies.** The
quality of qualitative studies was assessed using the Crit-
ical Appraisal Skills Programme quality-assessment tool
(http:/ /www.casp-uk.net).*’

Two reviewers independently assessed each study for
quality and categorised the studies on ‘high’ (2756%
of applicable criteria), ‘medium’ (50-<75%) or ‘low’
(<50%) quality. Discussions were held to reach consensus
(online supplemental appendices 2 and 3). Because there
is no current consensus on the role of quality criteria and
how it should be applied,* no studies were excluded as
a result of the quality assessment. The Confidence in the
Evidence from Reviews of Qualitative Research approach
was used to assess the confidence of the qualitative
finding by assessing methodological limitations, rele-
vance to the review question, coherence and adequacy of
data.”” The confidence in the evidence was categorised as
high, moderate and low.

Registrations and reporting

This systematic review is reported following the Preferred
Reporting Items for Systematic Reviews and Meta-
Analyses statement guidelines48 and the ENTREQ state-
ment guideline® to enhance transparency in reporting
quantitative and qualitative evidence synthesis. The
protocol has been prospectively registered and published
in PROSPERO: registration CRD42020208916.

RESULTS

General overview

The Pubmed, Embase, Web of Science, LILACS and
Scopus searches yielded 2133 articles, of which 572 were
duplicates. Full texts were assessed of 89 potentially
eligible studies. The main reasons for exclusion are listed
in figure 1.

After exclusions, 4 quantitative papers, 1 mixed-
methods paper and 16 qualitative papers were included.
Two quantitative studies evaluated the association of
D&A with PNC use,” *! one with breast feeding” and
one with maternal PPD.”” All included qualitative studies
evaluated D&A in relation to access to PNC." "% Of all
included studies, 16 were conducted in Africa, 2 in Latin
America (Brazil) and 2 in Asia (China and Indonesia).
A summary of the studies is presented in tables 1 and 2.

Quantitative synthesis of main outcomes
All quantitative studies defined D&A and the outcomes
differently. Table 3 shows how the D&A domains extracted
from the included studies relate to existing typologies of
D&A and MDC. In this section, we present a narrative
summary of the findings further illustrated in figure 2.
In the study by Bishanga et al® the 738.1% of women
who reported experiencing at least one form of D&A
had 41% lower odds of receiving an early postnatal check
(unadjusted OR: 0.59, 95% CI 0.43 to 0.82) and 30%
lower odds of their newborn receiving an early postnatal
check (95% CI 0.51 to 0.98) compared with mothers who
did not experience D&A. The study by Silveira et al?

Figure 1

Screening

Eligibility
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n=1561

Records excluded
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Full-text articles assessed

for eligibility
n=89

Full-text articles excluded: n=68

Full text not found: 1

Wrong publication type: 6
Wrong study design: 8
Wrong outcome: 30

No exposure: 22

No measures of association:1

}

Sudies included in

quantitative synthesis
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|

Studies included in
qualitative synthesis
n=17

Preferred Reporting Items for Systematic Reviews and Meta-Analyses flowchart of included studies.

Minckas N, et al. BMJ Global Health 2021;6:6004698. doi:10.1136/bmjgh-2020-004698



http://www.casp-uk.net
https://dx.doi.org/10.1136/bmjgh-2020-004698

panuiluo)

*9[e0s eyl Juswaesibe

julod-G e Aq pessessy ‘pauIelqo 1SE| Usym
‘wnyed *S80IAISS 0] SS8008 JO ‘Renins oy} S82IAISS 9S8Y} UM
1s0d syuow g 30B| UBWOM palLBWwUN JO 8WI 8y} 1B BAIlR  UOnOR)SIIES Jusled
UIYHM SY0840 4O '94G’ 1€ (USWOM palelUn  ‘paiayo S8oIAISS JO Ajjenb 2JoM soIgeq 8SOyM SSOSSE 0} pue
Jequinu pue AIsallep 10} SHY/dH O} SSe008 ‘%4670 ‘Aujioey ays 1B Alljige|ieae (104 pUB SYIUOW g| ISB|  UOIESI|IIN 8IAIS
ISe| Joye 8sn—asn  :s901MBs AJllenb mo| (92'0L  Siepinoid ‘Aoeaud sjuened  JelsN|o B WOJ By} UIYUM Yuig usaib yieay [ereunsad
ONd [e1euosu :Auigeleae Jspinoid (9 /9 ‘AJ)108) BU} JO SSBUIUBS|O  BIEP BUIISSEQ) aAeY Oym sieek 10 sio3o1paud o
%G/ pue [eulsie|y :Aoenud ‘o4G°g issauljues|) ey} Buipsebal suondeoiad  [BUOIIOS-SSOID L0Sl 67-G| pebe uswop aujwexa o] imerely 38 ebueai)

aouajenaud painseaw aouajenald ainsodx3g uopiuyap ainsodxy  ubisap Apmg azis sonsualoeIRBYD swie Apnis Anunop Apms
awoonQ awooNQ ojdwes Siuedioiped

Minckas N, et al. BMJ Global Health 2021;6:6004698. doi:10.1136/bmjgh-2020-004698



BMJ Global Health 8

& e reported that women who experienced any D&A during

no N childbirth (18%) had 56% higher odds (unadjusted

[ .

o 8 SR © OR: 1.56; 95%CI 1.07 to 2.27) of developing severe
& 2l 2w PPD compared with those that did not experience D&A.
o8 8 S0 p p
g AP When analysed by domain of D&A, Silveira et al showed
o c that if the abuse was verbal, women had 69% greater odds
€ + - . .
oORE2S (unadjusted OR: 1.69; 95% CI 1.06 to 2.70) of developing
a S . . .
15 é s £9 . severe PPD, compared with those that did not experience
28| 5 g s % 53 L%% IS verbal abuse. Bandeira de Sa et af* found that keeping
= » = O u 7)) . .
82| 538832, ned the baby in the same room as the mother after delivery
S8 SEB8E55258 he only clinicall istically significant predi
3gl3gg2sg2cae was the only clinically or statistically significant predictor
of breast feeding within 1hour (unadjusted OR: 0.23;
95% CI 0.14 to 0.37) among those measured, however,
© the survey was conducted with mothers attending vacci-
o F . .
S pd _ nation centres, and so the study population may have
s ° 8 already self-selected as those with high levels of engage-
= ™ 5 ment. Additionally, Bishanga et al’® reported that women
bl I g Y g p
|l .o £ not offered a choice of birth position had 19% lower

O\o =)
gl e 2 odds of a postnatal check (95% CI 0.69 to 0.94); and
X | o0 9 ) p
ul - 2 those who perceived the facility as not being clean had

3 P Y g
ce 3 32% (OR=0.68; 95% CI 0.34 to 0.81) and 60% lower
xe) = ..

.§ a 5w 8= ‘é & odds (95% CI 0.26 to 0.62) of receiving a maternal early
5 gg < Eg g¢sg z postnatal check and newborn early postnatal check,
= ° c T 5 .
£ 25 fg g § 8858 ] respectively.

3/ 38egs 3 g 86 bt Creanga et aP! found no statistical association at the

taoa¥5c Q2 50% 2 i
£/ 99588 £edg e 5% level between postnatal check and any of the domains

B >=8 T5 6 2@ € . .
§ _0‘_) = g g ;6@ § 8 g measured. The authors stated that this may be explained

© 58 & o . . .
| 5658288585 3 by a widespread perception of poor quality of care by
c 5 women participating in the study.

ie)
(=) c
- <
O o
RS 5 Qualitative synthesis of factors affecting PNC
g s 2
2 § 5 The main objective of the qualitative analysis was to
3 better understand if and how D&A and its underlying
© E drivers affect the use of PNC. All included studies with
= = . . . . .
Eol 8 g a qualitative component described this relationship
© N . .
ha| B S from different perspectives, however, no study had
g persp y
= 2o o this as its primary research question. Six studies aimed
;. ©C .
8 S O EC 8 to explore barriers to maternal and newborn health
P [%] n = = % ~ .
28| < g g g’;% . § (MNH) careilﬁ (”4 26 606469 five explored experience of
83| 25%5¢ 2”5’ 2 MNH care,”* 6255 three evaluated perception of MNH
0 c 5 5 . . .
B Sl se? q‘é;g % 5 care,”® 1 %7 two described male involvement in maternal
26| Tc3a88 = and newborn care” ® and one explored gender
5 B 4 5 dynamics in care provision.”® The majority of the studies
o @ - . . .

2 4,3 el ¢ 2 |& (15/17; 88%) were conducted in Africa (Burkina Faso,%”
glog %gg 8T Es § =22% 0 @ 5 Ghana,”” * % Malawi,’" Kenya,” * Uganda," ® Sudan,*
Sl ESE B 25 2E253885¢ 7 512 Zambia"” and Tanzania® % % %) while the remaining

= 0 5® = = o= 0 oH . . . 56 .
g3 8¢ 23 3¢E g % 38 38E %g‘ 2 two were from Asia (China and Indonesia).”* *® While
2l oeELC € X c o 0 O > . . . . .
D FOTE88660008288303 % women direct experience of D&A during childbirth
8 . . . . . .
= was identified as a factor influencing their decision to
©
§ E _ 2 accessing care, two other themes emerged from the
£ g g 8 included studies to better explain the underlying factors
S 5 driving such relationship. The assessment of confidence
(&) 2 g g p
S 2 in the review findings showed high confidence in the
® . o i} theme related to women’s direct experience and low
% R g to moderate confidence in the remaining two themes
£l e . online supplemental appendix 4).
pp pp

6 Minckas N, et al. BMJ Global Health 2021;6:6004698. doi:10.1136/bmjgh-2020-004698


https://dx.doi.org/10.1136/bmjgh-2020-004698

BMJ Global Health

Table2 Charactoristos ofncluded qualtatvestudles

Participants’ Study design and Aspects of D&A
Study Country Study aims characteristics data collection explored*

Dol et al® Tanzania To explore the experience Mothers who recently gave Qualitative descriptive Woman-provider
of newborn care discharge birth at national hospital research using in- communication, and
education at a national hospital and nurse midwives depth interviews. social, institutional
in Dar es Salaam, Tanzania from working on the postnatal and cultural influences
the perspective of mothers and and labour ward. when providing care.

nurse midwives.

Kane et al® Sudan To gain insight into what hinders Community members, Qualitative focus Social fears, social
women from using maternal traditional leaders and group discussions and expectations and
health services. traditional birth attendants. in-depth interviews.  social interactions.

McMahon et ali*® Tanzania To explore how rural Tanzanian ~ Women, male partners, Qualitative, cross- Types of verbal and
women and their male partners community health workers  sectional study using physical abuse,
describe disrespect and abuse  (CHWSs) and community in-depth interviews.  discriminatory
experienced during childbirth in  leaders from eight health treatment,
facilities and how they respond  centres across four unpredictable financial
to abuse in the short or long- districts. charges and fear of
term. detention.

Mselle et al®® Tanzania To examine how postpartum Nurse-midwives and Semi-structured Relations of power
care was delivered in three obstetricians from Dares  interviews. among providers and
postnatal healthcare clinics in Salaam Referral Regional women, focusing
Dar es Salaam, Tanzania. Hospitals. on beliefs, values,

practices, language,
meaning.

Continued

~
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||

Participants’
characteristics

Study design and
data collection

Aspects of D&A
explored*

Study Country Study aims
Ochieng and Kenya To understand what factors
Odhiambo®® are leading to low healthcare

seeking during pregnancy,
childbirth and postnatal period
in Siaya County in Kenya.

Women attending ANC

in Kenyan public primary

healthcare facilities.

Qualitative focus
group discussions.

Transportation issues,
affordability, attitudes
of health providers,
embarrassment,
autonomy in decision
making, denial of care
or punishment for
delaying care.

Probandari et Indonesia To explore barriers to utilisation

al*® of postnatal care at the village
level in Klaten district, Central
Java Province, Indonesia.

Mothers with postnatal
complications, family
members and village
midwives.

Qualitative data using
in-depth interviews.

Suboptimal patient-
centred care
including lack of
communication,
availability of
providers, insufficient
time, inadequate
education, selective
care, cultural beliefs
and practices, social
power.

Sacks et al’® Uganda and To examine experiences with,
Zambia and barriers to, accessing
postnatal care services in the
context of a maternal health
initiative.

Women who had delivered

in the preceding year

and lived within the eight

districts.

Qualitative focus
group discussions.

Fear of verbal or
physical abuse, fear of
denial of care or threat
of denial of care, and
neglect.

Yevoo et al*® Ghana To explore ‘how’ and ‘why’
pregnant women in Ghana
control their past obstetric and
reproductive information as they
interact with providers at their
first antenatal visit, and how this
influences providers’ decision-
making at the time and in
subsequent care encounters.

Pregnant women who

were within a gestational
age of between 12 and 20
weeks and focus group
discussions with pregnant

and postnatal women.

Ethnographic study
using participant
observation, semi-
structured interviews,
and focus group

Healthcare

providers’ ideological
‘domination and
humiliation, including
derogatory comments
and verbal abuse,
stigmatisation and
discrimination, privacy
and confidentiality.

*The information presented in this column has been extracted during the initial coding phase of the qualitative analysis. No explicite conceptual
definition of D&A was provided in most of the included studies.
D&A, disrespect and abuse.

-}
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Table 3 Categorisation of the domains of D&A extracted from included quantitative studies based on existing typologies

Domains categorised based on D&A

Domains as extracted from article typology*

Domains categorised based on MDC
typologyt

Experiencing physical violence during deliveryf§ Physical abuse
Experiencing verbal violence during delivery§
Receiving undesired procedures§

Being denied care§

Experiencing neglect during deliveryf

Perceiving that staff does not provide high quality
servicesq

Not being offered choice of birth position*™

Not being offered or not having a companion at
labour or/and delivery**t

Not being offered or not having a companion
during post partum¥

No rooming-int

Perceiving that staff does not ensure patients’
privacy

Perceiving facility not to have good cleanliness{**  Non-apply
Receiving any type of mistreatment**§

Non-dignified care

Non-confidential care

Receiving any type of D&A **§

Physical abuse
Verbal abuse

Failure to meet professional standards of care

Poor Rapport between women and providers

Abandonment of care

Health systems conditions and constraints

Receiving any type of mistreatment**§

*Source: Browser and Hill.®

tSource: Bohren et al.*

tBandeira de Sa et al.*?

§Silveira et al.%®

fICreanga et al.®"’

*Bishanga et al.*°

D&A, disrespect and abuse; MDC, mistreatment during childbirth.

Theme 1: women’s direct experience

The first theme that appeared repeatedly was the effect
of ‘women’s direct experience’, indicating that a previous
negative interaction with a health provider could impact
women’s subsequent care-seeking behaviour either by
changing provider or by delaying or avoiding care alto-
gether. This theme includes aspects related to health
systems constraints and prior experiences of mistreat-
ment.

Health systems constraints

Inadequate infrastructure and staff shortage contributed
to the loss of trust in the maternal and neonatal services
women received.” " % % Women frequently reported
having to wait before receiving care, which resulted in a
poor patient/client relation.”" Although in some of the
included articles, women accepted the long waiting times
as the result of a limited number of staff, in others they
questioned the value of PNC as other issues were priori-
tised before theirs.”***®' Men and women used the long
waiting time as an argument for lack of male involvement
in MNH care, as men were frequently the ones in the
paid workforce and often perceived themselves not to be
‘in a position to spend the day waiting for their wives to
receive care’.”” ® Men also reported a shortage of waiting
space for them as a reason for not participating in MNH
care, often being asked to wait outside while women are
were treated.

Women referred to facility cleanliness as another major
deterrent for accessing PNC.” ® They described labour
wards as dirty and untidy, sometimes having to reuse dirty
bed sheets or share a bed with other women, all of which
impacts strongly on their confidence in the hygiene of
the health facilities.

D&A during previous contacts with health system

Many women referred to their previous experience with
the healthcare system as a barrier to PNC use.'” 7% 0268
Women identified areas where they felt that nurses did
not provide them with sufficient, clear or timely infor-
mation about the postnatal period, including skin-to-skin
contact, hygiene practices and positioning for breast
feeding.62 In one article, they mentioned that educa-
tion on postnatal practices was provided immediately
after delivery when women were still in pain.”® Nurses-
midwives also recognised their lack of time for providing
health education to new mothers or even providing essen-
tial life-saving practices to mothers/newborns because of
staff shortages.”

Another recurring theme that women mentioned as
having profound effect on their health-seeking patterns
was the lack of privacy during the visits.”” *® In some arti-
cles, women expressed concerns about sharing confi-
dential information because they felt that other people
could listen into their interactions with health providers
and questioned healthcare providers’ ability to protect
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Outcomes Domains presented in the article*

Perceiving that staff does not provide high quality services
Maternal or neonatal healthcare services . . -
PR Perceiving that staff does not ensure patients' privacy
utilization1
Perceiving facility not to have good cleanliness
Receiving any type of mistreatment

Perceiving facility notto have good cleanliness
Maternal healthcare services utilization2
Not being offered choice of birth position

Not being offered or nothaving a companionat labour or/and delivery

Receiving any type of mistreatment

Perceiving facility not to have good cleanliness
Neonatal healthcare service utilization 2
Not being offered choice of birth position

Not being offered or nothaving a companion at labour or/and delivery

Receiving any type of mistreatment
Receiving undesired procedures**
Postpartum depression [EPDS score>=13]4 Being denied care
Experiencing physical violence during delivery
Experiencing verbal violence during delivery
Receiving any type of mistreatment
Receiving undesired procedures**
Postpartumdepression [EPDS score>=15] 4 Being denied care
Experiencing physical violence during delivery
Experiencing verbal violence during delivery
Experiencing neglectduring delivery
Experiencing physical violence during delivery

Experiencing verbal violence during delivery
Breastfeeding within anhour 3

Not being offered or not having a companion at labour or/and delivery 1027

Not being offered or not having a companion during postpartum

No rooming-in

n unadjOR (95% Cl)
- = 1301 0.65(0.02;1.33)
—a— 1301 0.70(0.3%,1.25)
— 1301 0.81(0.38172)
—— 732 0.59 (0.43;0.82) ¥
— 732 0.68 (0.34;0.81) ¥
—— 732 0.81(0.69;0.94) ¥
—;— 732 0.61(0.45;0.83)¥
—— 732 0.70(0.51;0.98) ¥
- 732 0.40(0.26;0.62) ¥
T — 732 0.74 (0.55;1.00)
N 732 0.75 (0.56;1.00)
4 - 3065  1.31(0.96;1.79)
- 3065  1.34(0.82;2.20)
4 3065 1.48(0.91;2.41)
1 3065  1.54(0.90;2.65)
—.—— 3065  1.58(1.06;2.33)
——— 3065  1.56(1.07;2.27)¥
" 3065  2.19(0.65;7.34)
—FY———— 3065  1.56(0.86;2.80)
®> 3065  2.85(0.859.60)
——— 3065  1.69(1.06;2.70)¥

1027 1.06(0.31136)

1022 1.10(0.86;1.41)
1022 0.98(0.77;1.25)
1.02 (0.85;1.24)
1027 1.09(0.90;1.34)

—— 1027 0.23 (0.14;0.37)¥

I
.5 1 2

1) Creanga et al. 2017; 2) Bishanga et al. 2019: measures of effect were transformed from risk ratios to odds ratios; 3) de Sa et al. 2016. : measures of effect were transformed from prevalence ratio to odds ratio; 4) Silveira et

al. 2019
* All domains were operationalised in the dichotomous form (yes/no)
¥p<0.005

***Includes any procedure conducted againstwomen’s will or without explaining the need to conduct it, such as episiotomy or medication to induce labor

The size of the squares are proportional to the sample size of the included study

Figure 2 Summary of quantitative findings of the association between different domains of disrespect and abuse and

PNC utilisation, breastfeeding and postpartum depression. (1) Creanga et al;*' (2) Bishanga et a/:*° measures of effect were
transformed from risk ratios to ORs; (3) Bandeira de Sa et al:>> measures of effect were transformed from prevalence ratio

to OR; (4) Silveira et al.*® *All domains were operationalised in the dichotomous form (yes/no). ¥p<0.005. **Includes any
procedure conducted against women’s will or without explaining the need to conduct it, such as episiotomy or medication to

induce labour. EPDS, Edinburgh Postnatal Depression Scale.

the confidentiality of the information they exchanged.
Women recognised that these issues prevented them
from discussing topics related to their reproductive
health, contraceptive use or ill-health as they were afraid
of negative repercussions on their relationship with
family members or their husbands.

Many women and men identified rudeness and abusive
behaviours by health workers as a key problem affecting
access to and use of maternal and neonatal services.'>*® %
Women described nurses as ‘rude and harsh’, with many
complaining about receiving ‘verbal abuse’, ‘conde-
scension’ or ‘derogatory comments’.”® As described in a
group discussion with young mothers: ‘the nurses beat
you when you refuse to push’.”®

Theme 2: women'’s expectations

The second theme was ‘women’s expectations’, meaning
the apprehension of attending facilities based on the fear
of what is expected of them by the healthcare provider.
As an example, this includes women’s sense that they
could be shamed for the ill-health of their child or for
not following the recommendations of health providers.

Internalised stigma
Women'’s internalised stigma frequently appears as a
deterrent to PNC use in the form of fear of repercussions
and embarrassment .5 %% In some studies, women
describe their fear of being detained at the health facility
or ‘shamed and belittled’ for not having enough money
to pay for services.” Others were afraid of reprimand and
embarrassment from health workers because they lacked
proper baby clothing, and they believed that appearing
dishevelled and uncared for gave an impression of not
being celebrated and dignified by the family.** ®® Women
also reported that if they failed to honour what the health
provider expected of them, they would be made to wait,
yelled at or criticised.”* However, these fears were most
prominent among women who delivered at home."”
Women avoided accessing PNC in all these cases instead
of confronting the health providers as they were afraid
that they would be denied future care or services. Women
described that they did not consider themselves compe-
tent enough to engage in open confrontation fearing
they would have to seek care in another facility further
away from their place of residence, which would impact
on the cost and time to access healthcare when needed.”
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Beliefs and traditions

Some women discussed differences between medical and
traditional knowledge as major barriers for accessing
the postnatal clinic.”®®®* The lack of culturally sensitive
care during childbirth, the ineffective communication,
and the dismissal of traditional practices and beliefs led
to women avoiding access to subsequent care. Women
reported unwanted medical interventions as a reason for
not attending PNC, with vaccine hesitancy due to the fear
that an injection could harm the child as one of the main
concerns for avoiding PNC.

Theme 3: women’s agency
The last analytical theme was ‘women’s agency’ refer-
ring to larger societal or familial influences that dimin-
ishe women’s decision-making power, a consequence of
health systems failures and ineffective education oppor-
tunities after childbirth .

Male involvement and gender dynamics

The lack of participation of men in maternity care was
described in many studies as a healthcare system’s failure
to actively engage men on issues of maternal health,
with many men reporting negative attitudes from health
workers when trying to get involved in the childbirth
experience.” ™ % % While some healthcare workers
agreed that family members needed to be included in
post-delivery education, they often mentioned restric-
tions on this practice due to space constraints or other
infrastructural issues.” This, in conjunction with tradi-
tional gender norms and cultural beliefs, led to most
men perceiving maternal and newborn care as a ‘femi-
nine’ domain, disengaging themselves from the process
of care.” %

Both men and women acknowledged that, even if
healthcare is perceived as the responsibility of the woman,
men still exercised their power by either permitting or
restricting women'’s access to services, through financial
control or other forms of domestic violence.” ** ® Thus,
women avoided PNC as any delay that prevented them
from performing their household chores or accepting
care practices condemned by their partner, could poten-
tially trigger episodes of domestic violence.

Family and societal influence (social norms)
The suboptimal provision of education on PNC after
facility childbirth made women less prepared to
confront external family and societal influences after
discharged.”® * % Midwives reported not having
adequate time to build a trusting relationship with women
to discuss issues related to postpartum care because of
staff shortages or space constraints, while women claimed
they did not understand midwives’ instructions on how
to care for the baby as they rushed through it and used
high-manner language.”

The lack of preparation for the postnatal period meant
that many women, especially those who share homes
with their extended family (such as their in-laws or their

grandparents), were more likely to follow culture-related
myths and rules passed by their relatives. *° > * Women
recognised they were expected to obey traditional family
rules rather than acting on any teaching provided at the
hospital.”® Thus, they would refrain from accessing PNC
due to fear of repercussions for not following providers’
instructions during previous contact.

Although this theme appeared less frequently across
articles, health providers recognised the cultural beliefs
and traditional practices regarding healthcare in their
communities and mentioned that they try to discuss this
issue with women. However, they acknowledged that
family and society’s influences are particularly strong
during the postnatal stage.

DISCUSSION

This systematic review aimed to understand how and why
the experience that women and newborns have during
childbirth can impact on their relationship with the
healthcare system and on their health and well-being.
Different domains of D&A were associated with poorer
engagement with early maternal care, early neonatal care
and PPD; the only domain associated with breast feeding
was rooming-in, as mothers and babies are kept together
promoting opportunities of contact. Although there is
currently a paucity of high-quality quantitative evidence
and lack of consistency in the measurement of the expo-
sure, the themes that emerged from the qualitative studies
could indicate different pathways by which these associ-
ations could hold true. These pathways reflect multiple
interrelated influences that guide women to access and
use PNC, and subsequently impact on their health and
that of their newborn.

Echoing our quantitative results, the qualitative find-
ings suggest that the quality of medical care received by
women directly influences women’s healthcare seeking
behaviours. As evidence shows that a negative experi-
ence during antepartum care is a barrier to facility-based
childbirth,” a negative experience during facility-based
childbirth can also influence the decision to seek care
postnatally. Despite interpersonal factors being the most
prominent contributors to a negative experience of care
across the identified literature, system level conditions
also play a crucial role. Health system constraints, such
as staff shortages and lack of cleanliness, often associated
with longer waiting times and poorer quality of care, can
create an environment in which women feel unwelcome
and discouraged to return for future visits. However, the
disrespectful or abusive treatment received by women,
including health system constrains, appear not to be suffi-
cient to solely explain the potential impact on PNC use.

Our findings show that women’s decision-making
process on PNC seeking originates from a complex
intersection of factors, both from within and outside the
healthcare realm. It is influenced by broader cultural,
social and gender norms that reify women’s vulnera-
bilities within society, not only as part of their direct
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experience with healthcare. The most disenfranchised
women are more likely to avoid institutional healthcare
as another place where they might feel disempowered, a
consequence of their ‘internalised stigma’, and systemic
disadvantages. This aligns with Dixon-Woods concept
of ‘candidacy’ to describe inequity of access to health
services and health outcomes.” Candidacy suggests that
an individual’s identification of his or her ‘legitimacy’ for
health services is structurally, culturally, organisationally
and professionally construed; with a range of characteris-
tics, such as gender, poverty, education, age and ethnicity
coalescing to suppress the use of services.”" This combi-
nation of systemic disadvantages can reduce women’s
agency, diminish her candidacy and compromise her
access to healthcare.” This might partially explain why,
even in settings with universal healthcare provision, those
in deprived circumstances make less use of services than
the more affluent.

Our findings constitute the initial necessary steps to
bring clarity on D&A as a possible barrier to care and
to women and newborn’s health and well-being. This
review highlighted several gaps of knowledge in the
current literature. The most prominent one comes
from the methodological challenges in quantifying and
comparing the prevalence of D&A and its impacts across
studies and settings, as no unique definition was used. In
recent years, efforts have been made to develop universal
evidence-based definitions, typologies and measure-
ment tools.”” The widespread adoption of these tools
could allow for a better harmonisation of measures in
future studies. Moving forward, we need to be strategic
in addressing the difficulties attached to such a complex
phenomenon. More research is needed to develop and
evaluate interventions to tackle the structural drivers
sustaining D&A, such as damaging gender norms, social
inequalities and asymmetric power distributions that
promote the normalisation of poor treatment. Alongside
this, we need measurable objectives that are attainable in
the short term and help move us towards those broader
systemic changes. Understanding the immediate health
benefit of providing respectful maternity and newborn
care can be a first strategic step to encourage health
workers to equate the value of non-clinical aspects of
care to that of high-quality, evidence-based clinical prac-
tices. In this review, we selected specific public health
outcomes that can bring a new perspective to tackling
this issue and can contribute to designing custom-made
messages to address front-line stakeholders. We highlight
the need for primary research to robustly measure the
health and well-being impact of D&A in order to quantify
and monitor progress as interventions are put in place.

Limitations and strength of the review

While some of the cross-sectional studies show prelimi-
nary evidence of a possible relation between D&A during
childbirth with PNC utilisation and maternal mental
health, the results come from small scale studies with a
low prevalence of the exposure and provide inconclusive

evidence. The low prevalence could be explained by
recall or social desirability biases as studies required
women to remember what happened during childbirth
or were conducted within hospital settings. Additionally,
the confidence in the qualitative evidence related to
broader cultural and societal themes was low to moderate,
highlighting the need to further study how structural
aspects interplay with D&A and PNC. Further, the defi-
nitions of D&A and outcomes differed between studies
making cross-study comparisons challenging. Thus, the
potential for the complementarity of quantitative and
qualitative methods for synthesising data could not be
fully exploited. Finally, the limited number of studies
from Asia and Latin America relative to Africa could be
affecting generalisability.

There are several strengths to this review as it is, to our
knowledge, the first to summarise the consequences of
D&A during childbirth. The use of mixed methods allows
for a more comprehensive understanding of the avail-
able evidence, integrating the measurement of the effect
size of the association with the identification of broader
factors that interact to bring about such effect. Following
a systematic process for the screening, inclusion and
analysis of the retrieved articles, this review shows reli-
able and transparent results that highlight the need for
further research in this field.

CONCLUSION

Women’s access to PNC can be influenced by a myriad
of factors with long lasting effects on her health and
her newborn’s. In the quest to improve women and
newborns’ health and guarantee access to high-quality,
respectful, dignified and supportive care, understanding
the consequences of a negative birth experience can
provide a step forward in prioritising the problem. While
a complex, systemic and multidimensional response
is needed, it might take longer to materialise and will
require buy-in from multiple stakeholders. This review
aims to offers a new perspective to the issue of D&A and
calls on the public health community to urgently address
D&A during facility-based childbirth for the sake of its
potentially damaging health consequences.
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