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Background: Health providers play pivotal roles in achieving respectful maternity care (RMC). This study assessed the
training, knowledge, and perception of respectful maternity care among maternal health providers in a Nigerian tertiary
hospital.

Methodology: This was across-sectional study conducted among 156 maternal health providers in Ebonyi Nigeria. Self-
administered questionnaires were used for data collection.

Results: The respondents had a mean age of 31.97+6. 8years.Females constituted 35.9% of the respondents while 25.6%
were midwives. Less than half had received undergraduate (48.7%) and postgraduate (42.3%) training on RMC. The
majority were aware (72.4%) and had good knowledge (78.8%) of respectful maternity care. Medical books (33.3%)
was the major source of information on RMC. Most respondents (90.4%) desired more education on RMC. Over four-
fifths (82.1%) had a positive perception of RMC. Only 27.6% of respondents agreed that mistreatment during childbirth
was a common phenomenon in their clinical practice context. About three-fourths (76.6%) did not agree that
mistreatment during childbirth was harmful to maternal health. Undergraduate training on RMC (AOR=0.33, 95%
CI1=0.13-0.81), postgraduate training on RMC (AOR=0.30, 95% CI1=0.11-0.82) and higher monthly income (AOR=0.20
95% CI=0.05-0.88) were predictors of awareness of RMC. Knowledge of RMC was a predictor of perception about
RMC (AOR=0.29, 95% CI1=0.11-0.71).

Conclusion: There was good awareness, knowledge and perception of RMC predicted by training exposures and income
status However, gaps existed in the perception of the occurrence and consequences of mistreatment during childbirth.
We recommend the inclusion of RMC training in both undergraduate and postgraduate medical training curricula.
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Introduction

All births must be attended by skilled health professionals, as timely management and treatment can make the difference
between life and death. Most Skilled Birth Attendants (SBAs) are found in health facilities that offer maternal and child health
services hence a growing emphasis on facility-based childbirth. Facility-based childbirth plays a major role in preventing
avoidable maternal deaths because SBAs are equipped with the requisite skills to manage complications that may arise during
childbirth as well as provide referrals where needed.

Respectful and dignified care significantly impacts on utilization of health facilities for childbirth in addition to improving the
adoption of rights-based approaches in the provision of other maternal health services. Successful elimination of preventable
maternal mortality and morbidity in low-and-middle-income countries through increased skilled birth attendance requires
improved quality and experience of care. Studies conducted among mothers have identified poor staff attitude and
mistreatment by health providers as barriers to facility-based childbirth. —Conversely, non-skilled birth care has been favoured
by mothers because of the good staff attitude.

Respectful Maternity Care emphasizes the absence of disrespect and abuse by health care providers and the health system in
general. It advocates for support staff attitudes and health systems that improve positive birth experiences. It represents a
pronounced global commitment among others to address the poor quality of maternity services and consequently impact
positively on the utilization of maternal health services, maternal morbidity, and mortality to achieve the maternal and child
health targets of agenda 2030.

Health providers play pivotal roles in breaking the cycle of mistreatment of women during childbirth and every woman has the
right to a positive birth experience and compassionate care from knowledgeable skilled providers. Although studies have
reported varying degrees of disrespect and abuse (D&A) during childbirth in health facilities. Only a few studies have
quantitatively explored the knowledge and perceptions of respectful maternity care among a professional mix of obstetric
providers. Poor knowledge and negative attitude towards the implementation of respectful maternity care may affect health
provider-related mistreatment of women during childbirth. This study aimed to assess the training, knowledge, and perception
of respectful maternity care among maternal health providers in a tertiary hospital in South-east Nigeria.

Materials and Methods

Study Area

This study was conducted in Abakaliki, the capital city of Ebonyi State, located in South-eastern Nigeria. The State lies
between 703/N 504/E latitude with a landmass approximated at 5,932 square kilometres and has13 Local Government Areas
(LGASs). Infants constitute 4%, the under-five children 20%, and women of childbearing age 22% of the population. The major
occupation of the Ebonyi people is agriculture.

The study was carried out inapublic multi-specialist teaching hospital in Abakaliki, Ebonyi State. The hospital acts as a referral
centre for specialized health care services both within and outside the State. Maternal health services are chiefly provided by
the Department of Obstetrics and Gynecology (O&G) which consists of doctors (consultants, resident doctors, interns), and
midwives. There were about 69 midwives, 40 consultants, 80 resident doctors, and 38 interns in the O&G department during
the study period. An average of one hundred and fifty babies are born in the hospital monthly.

Study Design
This was a cross-sectional study.

Study Population

The study participants were doctors (resident doctors and interns) and midwives in the O&G Department. Intern doctors who
were undergoing or had just finished the three months posting in O&G also participated in the study. The focus on in-training
obstetricians, interns, and midwives were because they are usually the first to provide care to pregnant clients who present for
childbirth. By job description and care hierarchy, they are also more likely to interact and spend more time with the mothers.

Sample Size and sampling.
Data was collected from 156 health providers who consented to participate in the survey. The formula for a single proportion
was used to estimate the minimum sample size after adjusting for a non-response rate of 10%.

Data Collection

Semi-structured, self-administered questionnaires were used to collect the data. The questionnaire collected information on the
socio-demographic profile, training on RMC, knowledge of RMC, and perceptions regarding RMC. The knowledge section
questions were on the definition of RMC, categories, and effects of mistreatment during childbirth. The definition of RMC
was adapted from the White Ribbon Alliance charter on RMC and the WHO statement on prevention and elimination of D&A
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during facility-based childbirth. The typology of mistreatment during childbirth in health facilities by Bohren and colleagues
was used to define the categories of mistreatment during childbirth. The questions on perception of RMC were adapted from
previous studies. After pretesting the questionnaires among other maternal health providers who were different from the study
participants, issues identified were addressed and corrected.

Data Management

Measurement of Variables

The socio-demographic characteristics and RMC training status of the respondents were the independent variables while
awareness, knowledge, and perception of RMC were the dependent variables. Awareness of RMC: This was assessed using a
single question with "Yes or No' options.

Knowledge of RMC: Thirteen Likert-scale questions were used to assess the knowledge of RMC among the respondents. The
questions explored the understanding of RMC and components of mistreatment during childbirth. Each question had five
options on a rating scale of 1-5 points and was scored as follows: 1lpoint=strongly agree; 2 points=disagree; 3
points=indifferent; 4 points=agree and 5 points=strongly agree.

Perception: Ten Likert-scale questions were used to assess the perception of RMC and mistreatment during childbirth. The
questions examined the disposition of the respondents towards implementing the components of RMC and meting out
disrespect and abuse during childbirth. Each question had five options on a rating scale of 1-5 points and was scored in the
following manner: 1 point=strongly agree; 2 points=disagree; 3 points=indifferent; 4 points=agree and 5 points=strongly
agree.

To grade the knowledge and perception of RMC, the authors used the Mean Neutral Rating (MNR) of the Likert scale
responses as developed at McMaster University Canada by Johnson and Lavis.

Knowledge was classified as good at mean values between 3.50 and 5.00 while values less than 3.50 were categorized as poor.
A positive perception was defined as mean values between 3.50 and 5.00 while values less than 3.50 were categorized as
negative perception.

Statistical Analysis

Data entry and analysis were performed using the Statistical Package for Social Sciences (IBM-SPSS) for Microsoft Window
version 20 software. We calculated frequencies and proportions for categorical variables and means and standard deviations
for numerical variables. The findings were presented using frequency tables, text, and charts. We determined the associations
between the dependent and independent variables using Chi-square statistics at a 5% level of significance. Binary logistic
regression analysis for predictors of awareness, knowledge, and perception towards RMC was performed and the cut-off point
for including variables into the regression model was p<0.2. The adjusted odds ratio, level of significance, and confidence
interval for the independent variables were recorded and interpreted.

Results

Socio-demographic characteristics of the respondents

The respondents had a mean age 0f31.97+6.8 years. Females constituted 35.9% of the respondents while 74.4% were doctors.
The rest of the participants were midwives (25.6%). Interns and resident doctorsconstituted55.8% and 18.6% respectively of
the doctors. Slightly over half of the respondents were never married (53.2%) [Table 1].

Awareness, training, and sources of information on RMC

The majority of the respondents (72.4%) were aware of respectful maternity care [Figure 1]. Slightly less than half of the
respondents had received focused undergraduate training (48.7%) and postgraduate training (42.3%) on RMC. Most of the
respondents (90.4%) desired more education on RMC [Figure 1]. Medical books (33.3%), fellow health workers (30.1%), and
training (26.3%) were the major sources of information on RMC among the respondents [Figure 2].

Between the midwives and doctors, there was no statistically significant difference in awareness (midwives: 82.5% vs.
doctors: 69.0%; p=0.099), undergraduate training (midwives: 42.5% vs. doctors: 50.9%; p=0.362), and postgraduate training
(midwives: 50.0% vs. doctors: 39.7%; p=0.253) on RMC [Table 4].

Knowledge of RMC

Two-fifths of the respondents (42.3%) strongly agreed that RMC is the dignified and abuse-free care given to pregnant women
during pregnancy and childbirth. Only 16% and 26.9% strongly agreed and agreed respectively that the fear of mistreatment
during childbirth may be a more powerful deterrent to the use of skilled birth care than geographic and financial obstacles.
More than half of the respondents (52.6%) strongly agreed that physical abuse was a component of mistreatment during
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childbirth. Some of the respondents (42.9%) agreed that health system conditions and constraints were components of
mistreatment during childbirth [Table 2].

Overall, most of the respondents (78.8%) had good knowledge of RMC [Figure 3]. There was no statistically significant
difference in knowledge of RMC between midwives and doctors (midwives: 72.5% vs. doctors: 81.0%; p=0.254) [Table 4].

Perception of RMC

About half (47.4%) and 28.8% of the respondents disagreed and strongly disagreed respectively that mistreatment during
childbirth can harm or even lead to increased deaths of pregnant women. About two-thirds (57.7%) of the respondents strongly
disagreed that the provision of adequate pain relief is not an important part of the birth process. Only27.6% of the respondents
agreed that mistreatment during childbirthis common in their clinical practice environment [Table 3].

Overall, 82.1% had a positive perception of respectful maternity care [Figure 3]. There was no statistically significant
difference in perception of RMC between midwives and doctors (midwives: 82.5% vs. doctors: 81.9%; p=0.932) [Table 4].

Predictors of awareness and perception of RMC

Undergraduate training on RMC (AOR=0.33, 95% CI1=0-13-0.81), postgraduate training on RMC (AOR=0.30, 95% CI=0.11-
0.82) and monthly income earning >$555.6 (AOR=0.20 95% CI=0.05-0.88) were predictors of awareness of respectful
maternity care [Table 5].

Good knowledge (AOR=0.29, 95% CI=0.11-0.71) of RMC was a predictor of positive perception about respectful maternity
care [Table 6].

Table 1: Socio-demographic characteristics of the respondents

Variable Frequency Percent (%)
Age (Mean +SD) 31.97 £6.8
Gender
Male 100 64.1
Female 56 359
Marital status
Never married 83 53.2
Currently married 68 43.6
Divorced 1 .6
Separated 1 6
Widowed 3 1.9
Religion
Christian 156 100
Job designation
Midwife 40 25.6
Resident doctors 29 18.6
Interndoctors 87 55.8
Average monthly income
<$139 4 2.6
$139.89-$278 29 18.6
$279-$556 82 52.6
$557-$833 17 10.9
$834-$1111 14 9.0
>$1111 10 6.4
Average monthly income (2
categories)
. 115 73.7
>$555.6 41 26.3
Ever had a child
No 93 59.6
Yes 63 40.4
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Table 2: Knowledge of Respectful Maternity Care and mistreatment during childbirth among the respondents

Variable Strongly Disagree Undecided Agree  Strongly
disagree agree

Respectful maternity care is the 17(10.9)  3(1.9) 11(7.1) 59(37.8)  66(42.3)

dignified and abuse -free care given to

pregnant women during pregnancy and

childbirth

Fear of mistreatment during childbirth ~ 14(9.0) ~ 38(244) 37(237)  42(26.9) 25(16.0)

may be a more powerful deterrent to

the use of skilled birth care than

geographic and financial obstacles

RMC is a fundamental right of every ~ 20(12.8) 4(2.6)  6(3.8) 4327.6) 83(53.2)

pregnant woman

Components of mistreatment during

childbirth

Physical abuse 1217 53.2)  8(5.1) 49(31.4) 82(52.6)
Non-dignified care 85.1) 85D (71 66(42.3) 63(40.4)
Non-consented care/non  -confidential 6(3.8)  10(6.4)  9(5.8) 67(42.9) 64(41.0)
care

Verbal abuse 745) 532  8§5.1) 63(40.4) 73(46.8)
Stigma and discrimination 745 1383) 10(64)  60(38.5) 66(42.3)
Abandonment or withholding of care ~ 7(4.5)  138.3)  9(5.8) 64(41.0) 63(40.4)
Detention in facilities 9(5.8)  20(12.8) 26(16.7)  61(39.1) 40(25.6)
Failure to meet professional standards ~ 7(4.5) ~ 17(10.9) 24(15.4)  70(44.9) 38(24.4)
of care

Poor rapport between women and 8(5.1)  10(64) 25(16.0)  75(48.1) 38(24.4)
providers

Health system conditions and 8(5.1)  1509.6) 25(16.0)  67(42.9) 41(26.3)
constraints

Table 3: Perception of Respectful Maternity Care and mistreatment during Childbirth among the respondents

Variable Strongl Agree  Undecided Disagree Strongly
y agree disagree

Mistreatment during  childbirth can harm ~ 7(4.5)  16(103) 14(9.0) T4(474)  45(28.8)

or even lead to increased deaths of

pregnant women

The health worker may need to slap or hit = 7(4.5) ~ 12(7.7)  12(7.7) 38(244) 87(55.8)

a woman during labor/childbirth in order

to get her to cooperate

It is not wrong to deny food or fluid to 10064)  23(147) 30(19.2)  47(30.1) 46(29.5)

women in labor even when not medically

wrong’)

Providing adequate pain reliefis notan ~ 8(5.1)  9(5.8)  11(7.1) 38(24.4)  90(57.7)
important part of the birth process

Allowing a woman’s relative/companion ~ 7(4.5)  5(32)  20(128)  56(35.9) 68(43.6)
to be with her during labor and childbirth
demystifies the birth process and so
should not be encouraged

Acting unfriendly and using unkind words
on a woman in labor will get her to
cooperate more than being too nice

Itis only fair to the system to detain 1(7.1)  34Q21.8) 5032.1)  35(224) 26(16.7)
women till they pay their hospital bills in

order to keep the system running

Providing explanations on procedures to ~ 8(5.1) ~ 8(5.1)  15(9.6) 55(35.3)  70(44.9)
less educated women is not a good use of

time as 'they just can't understand’

Mistreatment during childbirth is common  21(13.5) 22(14.1) 23(147)  71(45.5) 19(12.2)
in your clinical practice environment

Current medical training and culture may ~ 25(16.0) 36(23.1) 24(154)  59(37.8) 12(7.7)
have promoted disrespectful patient care

by assuming a servant/master relationship

between patients and health providers

06 319 1400) 47601 91(583)
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Table 4: Comparison of training, awareness, knowledge and perception of respectful maternity care among midwives and doctors in the
study

Variable Midwives Doctors p value
(n=40) (n=116)

Undergraduate training on

RMC

No 23 (57.5) 57 (49.1) 0.362

Yes 17 (42.5) 59 (50.9)

Postgraduate training on

RMC

No 20 (50.0) 70 (60.3) 0.253

Yes 20 (50.0) 46 (39.7)

Aware of RMC

No 7(17.5) 36 (31.0) 0.099

Yes 33 (82.5) 80 (69.0)

Knowledge

Poor 11(27.5) 22 (19.0) 0.254

Good 29(72.5) 94 (81.0)

Perception of RMC

Poor 7(17.5) 21 (18.1) 0.932

Good 33 (82.5) 95 (81.9)

Table 5: Logistic regression result for predictors of awareness of respectful maternity care

Independent Variable Adjusted Odds  95% CI for AOR P value

Ratio

Lower Upper

Age (years)

0.926 0.266 3.231 0.904
>32 1
Ever had a child
No 0.660 0.146 2.996 0.591
Yes 1
Undergraduate training on
RMC
No 0.328 0.133 0.810 0.016*
Yes 1
Postgraduate training on
RMC
No 0.299 0.110 0.815 0.018%
Yes 1
Marital status
Currently unmarried 1.004 0.249 5.241 0.995
Currently married 1
Job description
Midwife 1.746 0.582 5.241 0.320
Doctor 1
Desire more education on
RMC
No 3.772 0.694 20.516  0.124
Yes 1
Monthly income earning
<$555.6 0.203 0.047 0.881 0.033*
>$555.6 1

*p-value <0.05

Table 6: Logistic regression result for predictors of perception about respectful maternity care

Independent Variable Adjusted Odds  95% CI for AOR P value
Ratio
Lower Upper
Age (years)
<32 0.340 0.565 0.175  1.824
>32
Monthly income status
<$555.6 0.545 0.133 2233 0399
>$555.6
Knowledge of RMC
Poor 0.285 0.114 0.714  0.007*
Good
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Figure 1: Training, awareness and desire for more education on RMC

Figure 2: Sources of information about RMC among the respondents

Figure 3: Grading of knowledge and perception of RMC among the respondents.

Discussion
This study examined maternal health provider knowledge and perception of respectful maternity care among obstetric care providers
in a tertiary hospital in Nigeria.

Most of the respondents were aware of and had good knowledge about RMC and the components of mistreatment during childbirth.
Awareness was mostly self-driven as medical books were the commonest source of information on RMC. In contrast, another study
has found that health providers lacked knowledge of patients' rights, quality interpersonal relationships, and communication during
childbirth. Poor knowledge of RMC among health workers as well as focus on medicalized care, rather than woman-centred care
contributes to mistreatment during childbirth.

Among all the domains of knowledge assessed, only a few of the respondents expressed satisfactory responses on the possibility that
mistreatment during childbirth could be a more powerful deterrent to facility-based childbirth than lack of financial and geographical
access. This could reflect that the respondents have not fully understood the critical role of respectful care during childbirth on skilled
birth attendance. Loss of patronage and poor reputation of the facility and utilization of unskilled providers have been identified as
possible consequences of such mistreatment during childbirth. Inclusion of focused education on RMC at the undergraduate and
postgraduate levels will not only improve the awareness/knowledge of health providers but will further enhance the
institutionalization of person-centred quality treatment during childbirth in health facilities.

Although the level of knowledge was high, the majority had not received focused postgraduate and undergraduate training on
respectful maternity care. This aligns with findings from other studies. The role of training and positive role modelling cannot be
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overemphasized as studies show that health providers who witnessed the perpetration of disrespectful care meted by trainers tend to
perpetuate and replicate such behaviours in clinical practice post-graduation.Furthermore, our previously published study among the
same providers in this study found high levels of witnessed and perpetrated mistreatment during childbirth further underscoring the
need for the provider—targeted interventions to reduce mistreatment during childbirth.

The importance of curriculum-based training on RMC was further stressed by the fact that almost all the respondents in this study
desired more education on RMC. Similar levels of interest in capacity building on RMC among health providers have been
documented in other studies. This favourable disposition towards understanding the components and strategies to promote RMC
should be leveraged upon for active engagement with obstetric providers aimed at ending the scourge of mistreatment during
childbirth. Additionally, our previous study showed that not only was inadequate training of maternal health providers identified as a
major driver of mistreatment during childbirth, but training/retraining was the most recommended solution to addressing provider-
level challenges to implementing RMC.

The independent variables found to influence awareness of RMC were undergraduate, postgraduate training on RMC, and higher
monthly income earning. Health care providers who receive capacity development on RMC tend to have better interpersonal
relationships and provide respectful care to women during childbirth. Hence, it is important to expand the erstwhile traditional focus
of health worker training on professional ethics only to include patients 'rights and respectful care at both undergraduate and
postgraduate medical training levels. Although a systems approach is required in eliminating mistreatment during childbirth,
interventions that prioritize the training of health providers have been found to significantly reduce this scourge. It is not clear why
higher-income status positively influenced awareness of RMC and thus this relationship requires more research. However, we
suspect that this could be related to professional rank as higher earnings in academic health institutions such as our study facility tend
to go hand-in-hand with higher professional ranking (closely linked to professional/educational advancement) which in turn may
provide better access to information, exposure, and awareness of RMC.

This study also found that a large proportion of the respondents had overall positive perceptions of RMC. However, it was
remarkable to note that only a small proportion of respondents agreed that mistreatment during childbirth could contribute to
maternal mortality while a larger proportion considered post-childbirth detention in the health facility due to inability to pay hospital
bills necessary. As the practice of detention until patients can pay is the norm in most health facilities in Nigeria, this disposition
could reflect resistance to change in practices in line with the paradigm of rights-based patient care. Detention following the inability
to pay hospital bills has been severally reported among mothers. A significant reduction and possible elimination of detention due to
inability to pay for self or baby can be achieved by subsiding or offering free maternal health services through health insurance. This
is in addition to addressing the wider social determinants such as poverty, and unemployment which create inequities in access to
health care services.

Interestingly, most respondents did not consider mistreatment during childbirth a common occurrence in their clinical practice
context. This could be because mistreatment during childbirth has become normalized by even health providers especially when the
focus is on saving the life of the mother and baby. The bid to ensure a good obstetric outcome could blur the lines between normative
versus ethically wrong behaviour.

Another thought-provoking finding from this study was that care providers agreed that culture and medical training encouraged the
occurrence of mistreatment during childbirth. This could be due to the unequal power relationships between providers and patients
and the subjugated placement of women in patriarchal societies.

In this study, obstetric providers who were knowledgeable about RMC were more likely to have positive perceptions about respectful
maternity care. Expectedly, sound knowledge will dispel misconceptions and engender positive attitudes towards RMC. Knowledge
is an important aspect of the behaviour change process. Also, the perception of RMC among health care providers has been shown to
improve by raising the level of awareness. The high levels of knowledge and positive perception of RMC demonstrated by these
participants raises some concern as the study participants admitted to both perpetrating and witnessing mistreatment of women
during childbirth in another study. Nonetheless, this finding accentuates the importance of integrating and institutionalizing regular
focused RMC-promoting knowledge and capacity building opportunities alongside the clinical duties of maternal health providers.

One of the strengths of this study is that to the best of our knowledge, it is one of the few studies that have investigated the
knowledge and perception regarding RMC among health providers using quantitative methods. Additionally, by involving both
midwives and doctors in this study, this study provides insights on perceptions from the two major groups of the clinical workforce
involved in the provision of maternal health services. One of the drawbacks of this study is that respondents may have given socially
desirable answers to the questions however anonymous participation and confidentiality were ensured to mitigate this. Our limited
sample size and the fact that this study was conducted in only one tertiary hospital limits the generalizability of our findings to other
levels of care and context.

Conclusions
This study concludes that there were high levels of awareness, knowledge, and positive perception of respectful maternity care
among the study participants. Awareness of RMC was higher among higher-income earners, those who received undergraduate and
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postgraduate training on RMC. Although RMC was positively perceived, there were gaps in the perception of its occurrence and
consequences. Good knowledge of RMC positively influenced perceptions about RMC. We recommend the inclusion of focused
training on RMC into the undergraduate and postgraduate medical curriculum and regular sensitization of maternal health providers
on prevention, detection, consequences, and mitigation of mistreatment during childbirth. Additionally, other strategies to curb
mistreatment during childbirth beyond the health provider such as enabling work environment, patient education, redress
mechanisms, and policy implementation should be put in place,

List of Abbreviations

D&A  Disrespect and Abuse

RMC  Respectful Maternity Care

SBA  Skilled Birth Attendants

SPSS  Statistical Package for Social Sciences
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