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Abstract

Background

Person-centred maternity care (PCMC) is acknowledged as essential for achieving
improved quality of care during labour and childbirth. Yet, evidence of healthcare providers’
perspectives of person-centred maternity care is scarce in Nigeria. This study, therefore,
examined the perceptions of midwives on person-centred maternity care (PCMC) in Enugu
State, South-east Nigeria.

Materials and methods

This study was conducted in seven public hospitals in Enugu metropolis, Enugu State,
South-east Nigeria. A mixed-methods design, involving a cross-sectional survey and focus
group discussions (FGDs) was used. All midwives (n = 201) working in the maternity sec-
tions of the selected hospitals were sampled. Data were collected from February to May
2019 using a self-administered, validated PCMC questionnaire. A sub-set of midwives (n =
56), purposively selected using maximum variation sampling, participated in the FGDs (n =
7). Quantitative data were entered, cleaned, and analysed with SPSS version 20 using
descriptive and bivariate statistics and multivariate regression. Statistical significance was
set at alpha 0.05 level. Qualitative data were analysed thematically.

Results

The mean age of midwives was 41.8 years +9.6 years. About 53% of midwives have worked
for >10 years, while 60% are junior midwives. Overall, the prevalence of low, medium, and
high PCMC among midwives were 26%, 49% and 25%. The mean PCMC score was 54.06
(10.99). High perception of PCMC subscales ranged from 6.5% (dignity and respect) to
19% (supportive care). Midwives’ perceived PCMC was not significantly related to any
socio-demographic characteristics. Respectful care, empathetic caregiving, prompt initia-
tion of care, paying attention to women, psychosocial support, trust, and altruism enhanced
PCMC. In contrast, verbal and physical abuses were common but normalised. Midwives’
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weakest components of autonomy and communication were low involvement of women in
decision about their care and choice of birthing position. Supportive care was constrained
by restrictive policy on birth companion, poor working conditions, and cost of childbirth care.

Conclusion

PCMC is inadequate in public hospitals as seen from midwives’ perspectives. Demographic
characteristics of midwives do not seem to play a significant role in midwives’ delivery of
PCMC. The study identified areas where midwives must build competencies to deliver
PCMC.

Introduction

Person-centred maternity care (PCMC) is acknowledged as an approach that is critical for
achieving improved quality of care during labour and childbirth [1]. PCMC, described as care
that is respectful of and responsive to individual women and their families’ preferences, needs,
and value, comprises three essential components [2]. The first component is respect and dig-
nity, implying that childbearing women should receive respectful and dignified care. The sec-
ond, communication and autonomy, entails effective communication with and involvement of
childbearing women and their families in care decisions during labour and childbirth. The
third is supportive care indicating that maternity care providers should be well-resourced to
provide childbearing women emotional support, routine care and manage complications [2,
3]. Maternity care that does not meet these standards limit quality of care, violate childbearing
women’s human right, deter them from future facility-based childbirth, and increases the like-
lihood of maternal death [1, 3-7]. Midwives are important in providing PCMC because they
combine technical competencies and proficiency with inter-personal skills and knowledge of
organisational structure and its facilities to ensure positive childbirth experiences [8-11].

Global evidence indicates that although implementation of PCMC promotes women’s care-
seeking behaviours and positively affects outcomes of received care, women in low-resource
settings do not receive adequate PCMC [4, 12]. Several studies underscore a need for midwives
to provide childbearing women friendly, safe, dignified, and responsive maternity care with
involvement of women in decisions about their care [13-18]. Two key gaps were identified in
scholarship; first, policymakers have not been able to provide the conditions that facilitate
PCMC; secondly, health care providers have not made PCMC their practice norm [19, 20].
For instance, midwives lack the competencies needed to deliver PCMC [21]. Furthermore,
PCMC competencies especially those involving health systems constraints require validation
among midwives in different settings [21].

A growing body of studies related to PCMC in African countries highlight context-specific
enablers of and gaps in respectful and dignified care, communication and autonomy, and sup-
portive maternity care. Midwives commonly reported verbal abuse, physical abuse, lack of
visual privacy, poor record confidentiality, neglect, and non-dignified care [5, 8, 22-33]. Disre-
spectful care of childbearing women results from lack of co-operation from women (8, 22, 23,
26, 31], lack of resources [5, 22, 23, 28, 29, 34], midwives’ normalisation of abuse [31], negative
view of women [27, 31], exertion of power and control over women [8, 24, 25, 30, 31], fear of
being blamed for poor childbirth outcomes and medical necessity [5, 8, 22, 23, 26, 31], high
workload and tiredness [5, 29, 34], and use of moral judgement [24, 35].
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Although some midwives encourage close relationship between midwives and women [28,
36], women involvement in care decisions [32], and women’s choice of childbirth position [36,
37], poor communication and autonomy practices are common in prior African studies. Mid-
wives acknowledged rarely introducing themselves to women [22]; limiting women involve-
ment in decision-making [5, 8, 22, 25, 29, 30, 33, 37]; and discouraging women’s choice of
birthing position [5, 22, 35, 38]. Midwives identified language barriers [5, 33, 37]; lack of staff,
workload and time pressure [22, 25, 29, 30, 38]; unwillingness of women to communicate their
need for help [22, 30]; and women’s non-adherence to medical guidance [22] as drivers of
poor communication and autonomy practices.

On supportive maternity care, midwives emphasised lack of labour and childbirth support
[22, 39]; inadequate staffing [22, 24, 28-30, 34, 36, 37, 40]; lack of equipment and materials
[28-30, 34]; poor motivation and lack of skills [29, 34]; poor access to water [28]; crowded
wards [22]; lack of bathrooms [29]; and negative hierarchical relationships with their superiors
and doctors [25, 28] as constraints to supportive maternity care in sub-Saharan Africa. Mid-
wives restrict companions during labour and childbirth due to cultural unacceptability, staff or
infrastructural constraints [25, 37], negative attitude towards women’s relatives [41] or wom-
en’s objection to birth companions [22].

In Nigeria, universal access to comprehensive, quality, maternal health services has been
recognised as a health development priority [42]. Despite improvements in facility-based
childbirth in Nigeria, maternal mortality rate remain high at 576/100,000 live births [43]. Also,
women are dissatisfied with the quality of maternity care [44]. Disrespectful and abusive treat-
ment of women during facility-based childbirth are prevalent [40, 45-48]. In few Nigerian
studies involving healthcare providers, verbal abuse, physical abuse, lack of visual privacy,
denial of companionship, and disallowing birth position of choice were reported by midwives
[40, 45, 47]. High workload, deficient training, concern for positive birth outcome, and lack of
incentives were identified provider-level drivers of disrespectful maternity care, while poor
work environment such as weak infrastructure and stressful hospital protocols constitute insti-
tutional drivers [40, 45, 47, 49].

There is need for more studies on providers’ experiences of PCMC in Nigeria. Existing
studies involve a mix of health workers in which midwives are underrepresented. This study
differs methodologically from existing Nigerian studies in its use of a validated PCMC scale [2,
18], to explore midwives’ perception of the conditions that facilitate PCMC, and how midwives
make PCMC their practice norm. This study, therefore, examined the perspectives of mid-
wives on PCMC in Enugu State, South-east Nigeria. Such evidence will be useful to health
decision-makers, managers, and providers to develop interventions to improve responsive and
respectful care during childbirth in Nigeria.

Materials and methods
Study setting

This study was conducted in seven public hospitals in Enugu metropolis, Enugu State, South-
east Nigeria. Enugu metropolis is the capital territory of Enugu State and was selected because
of its central location, easy accessibility and number of midwives currently employed. The
metropolis comprises three local government areas (LGAs) namely Enugu East, Enugu North
and Enugu South LGAs. Enugu East and Enugu South LGAs have each urban and rural popu-
lations, while Enugu North is entirely urban. The 2020 population of the metropolis is about
1,093,094 people based on 3% growth rate of 2006 estimate, out of which women of childbear-
ing age constitute 47.2% [43]. In Enugu State, skilled birth attendance is 93%, while about
43.5% of women gave birth in public health facilities [43]. Two university teaching hospitals,
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two general hospitals and three cottage hospitals serve the metropolis. A total of 201 midwives
were working in the maternity sections of the hospitals: 71 in University of Nigeria Teaching
Hospital (UNTH), 67 in Enugu State University Teaching Hospital (ESUTH), and 63 in state-
owned general and cottage hospitals (SGHs).

Research design

A sequential explanatory mixed-methods design was used, which involved quantitative (sur-
vey-based questionnaire) and qualitative (focus groups) data collection. This approach enabled
triangulation of findings.

Sampling

Quantitative. The respondents were all midwives (n = 201), who work in maternity sec-
tions of public hospitals in Enugu metropolis at the time of the study. All the midwives were
eligible and included in the study (total sampling). Inclusion criteria was working in the mater-
nity section of the hospitals for at least one year preceding the survey and willingness to partic-
ipate in the study.

Qualitative. We purposively selected 56 focus group participants from among the survey
respondents reflecting different types of facilities, all LGAs and demographic characteristics of
midwives. The midwives must have worked in maternity section of the public hospital for at
least one year and willing to participate in the study.

Data collection tool and data collection

Quantitative. Data were collected from the midwives from February to May 2019 using
pre-tested, self-administered questionnaire. The questionnaire consists of socio-demographic
characteristics and PCMC scale made up of 30 items measuring dignity and respect (6 items),
communication and autonomy (9 items), and supportive care (15 items). Each item was mea-
sured on a 4-point response scale—0: “no, never,” 1: “yes, a few times,” 2: “yes, most of the
time,” and 3: “yes, all the time.” For each midwife, responses from the PCMC scale were
summed up into one composite PCMC score. The possible score on the PCMC scale ranges
from 0 to 90, with a lower score implying poorer PCMC. The range of possible scores on the
sub-PCMC scales are: 0-18, 0-27 and 0-45 for respect and dignity, communication and
autonomy, and supportive care correspondingly. The PCMC scale has been validated in simi-
lar low-resource context [2, 18]. Among our sample of midwives, Kaiser-Meyer-Olkin mea-
sure of sampling adequacy was 0.864 (X* = 2088.38, p = 0.000). All 30 items yielded adequate
communalities (> 0.4) on exploratory factor analysis [50]. The cumulative variance was
60.9%. Oblimin rotation with Kaiser Normalization showed that all 30 items loaded > 0.4 and
were retained since a rotated factor loading of 0.32 is considered significant [50]. The reliability
coefficient of the PCMC scale was 0.845. The pre-test of the PCMC scale on 10 midwives,
working in similar setting, indicated that the questionnaire was easy to understand and took
about 30 minutes to complete. Five trained research assistants facilitated administration and
collection of questionnaires. We collected 177 (88.1%) questionnaires, of which 168 were
appropriate for analysis, resulting in 83.6% net response rate. During the data collection,
11.9% of midwives were unavailable due to leave, training, or shift work.

Qualitative. We conducted seven focus group discussions (FGDs) with 56 midwives to
gain a detailed understanding of experiences of PCMC and its associated factors. Each focus
group comprised 6 to 10 midwives. The FGDs were held at a venue within the hospital and at a
time chosen in consultation with the midwives. A topic guide, developed based on the PCMC
framework, was used to facilitate the FGDs (Additional file 1). Discussions, which were held in
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English language and audio recorded with midwives’ consent, lasted 60-90 minutes. Data
were collected from February to May 2019 until thematic saturation was reached [51]. We
transcribed the audiotapes verbatim, de-identified transcripts and stored them in password
protected computer.

Data analysis

Quantitative. Data were analyzed using SPSS (version 20, IBM, New York, USA). Charac-
teristics of respondents were presented using frequencies and percentages. We recoded “no,
never and a few times” together and “yes, most of the time and all the time” together to trans-
form the four-point frequency responses to binary responses. The binary responses were ana-
lyzed using table, frequencies, and percentages. We categorized full PCMC and each sub-scale
into “low, medium and high”. Low was defined as scores in the approximate lower 25th per-
centile and scores in the top 75th percentile defined as high [52]. Full PCMC and sub-scale
scores in each category were also presented using table, frequencies, and percentages. Next, we
tested the association of PCMC and sub-scale categories with socio-demographic characteris-
tics of midwives using chi-square. Generalized Linear Models for ordinal scale was used to test
relationship between PCMC and the parameters that were significant on bivariate analysis.
Statistical significance was set at p < 0.05 level.

Qualitative. Characteristics of focus group participants were presented using descriptive
statistics. Transcripts were imported into NVivo 11 software and analysed using a thematic
framework approach, which involved coding, mapping and organising the data under themes
and interpretation [53]. Two persons generated a codebook, read the transcripts, coded the
data independently and resolved inter-coder differences by consensus. The themes were
largely deduced from dimensions of PCMC, but some sub-themes were generated inductively.
Emergent sub-themes reflected factors affecting PCMC. We used excerpts and illustrative
quotes to ground our findings in the data.

Ethical approval and consent

Ethical clearance was obtained from the Health Research Ethics Committee of the University
of Nigeria Teaching Hospital, Enugu, Nigeria (NHREC/05/01/2008B-FWA0000258-
1RB00002323). Written, informed consent was obtained from each participant. Administra-
tive permission was obtained from heads of hospitals prior to data collection. Data were stored
in a passworded computer with access restricted to the research team.

Results
Quantitative findings

Basic characteristics of study survey respondents. The mean age of midwives was 41.8
years £9.6 years. Table 1 shows that all midwives were female and Christians. Most midwives
were married and Igbo. About 40% were senior midwives while 53% have worked > 10 years.
Almost 66% of respondents had bachelor’s degree.

Distribution of dignity and respect items. Most midwives reported that they treated
women with respect, friendly, never abused women verbally or physically, ensured visual pri-
vacy and confidentiality of women’s health record (Table 2).

Distribution of communication and autonomy items. As shown in Table 3, the propor-
tion of midwives who reported good communication and autonomy practices ranged from
53.0% to 86.3%.
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Table 1. Basic characteristics of study survey respondents.

Parameters Frequency (n) Percent (%)
Gender Female 168 100.0
Age 20-29 14 8.3
30-39 64 38.1
40-39 43 25.6
50-59 47 28.0
Marital status Single 26 15.5
Married 131 78.0
Others 11 6.5
Ethnic group Igbo 167 99.4
Others 1 0.6
Years of service 0-9 79 47.0
10-19 60 35.7
>20 29 17.3
Highest education Registered midwives 58 34.5
Bachelors 110 65.5
Cadre Junior midwives 101 60.1
Senior midwives 67 39.9
Hospital type Federal teaching hospital 46 27.4
State teaching hospital 67 39.9
State general hospital 55 32.7

https://doi.org/10.1371/journal.pone.0261147.t001

Table 2. Distribution of dignity and respect items among midwives.

Distribution of supportive care items. Table 4 shows a wide variation in the proportion
of midwives who reported good supportive care practices (range,19.0% to 86.3%).
Distribution of total person-centred maternity care and subscale. Table 5 shows that
few midwives had high perception of PCMC and its subscales. The mean perception of per-
son-centred maternity care is 54.06 (10.99).
Socio-demographic factors associated with PCMC. As shown in Table 6, there was no

socio-demographic differences in total person-centred maternity care and across the sub-

scales.

Predictors of person-centred maternity care among midwives. Table 7 shows that mid-

wives’ perception of PCMC was not significantly related to socio-demographic factors.

Item Response Frequency (n) Percent (%)
Treated with respect Few times or never 23 13.7
Most or all the time 145 86.3
Friendly Few times or never 25 14.9
Most or all the time 143 85.1
Verbal abuse Never 152 90.5
At least once 16 9.5
Physical abuse Never 157 93.5
At least once 11 6.5
Visual privacy Few times or never 28 16.7
Most or all the time 140 83.3
Record confidentiality Few times or never 22 13.1
Most or all the time 146 86.9

https:/doi.org/10.1371/journal.pone.0261147.t002
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Table 3. Distribution of communication and autonomy items among midwives.

Item

Introduce self

Called by name

Involvement in care

Consent to procedure

Delivery position choice

Language

Explain exam/procedure

Explain medicine

Able to ask question

https://doi.org/10.1371/journal.pone.0261147.t003

Response Frequency (n) Percent (%)
Few times or never 79 47.0
Most or all the time 89 53.0
Few times or never 39 23.2
Most or all the time 129 76.8
Few times or never 47 28.0
Most or all the time 121 72.0
Few times or never 30 17.9
Most or all the time 138 82.1
Few times or never 57 339
Most or all the time 111 66.1
Few times or never 23 13.7
Most or all the time 145 86.3
Few times or never 33 19.6
Most or all the time 135 80.4
Few times or never 35 20.8
Most or all the time 133 79.2
Few times or never 31 18.5
Most or all the time 137 81.5

Qualitative findings

Basic characteristics of focus group participants. Table 8 shows that all participants
were female, Igbo, and Christians. Most midwives were age < 40 years, married, employed in
state government hospitals and tenured for <10 years. Almost 54% of were junior midwives.

Dignity and respect. Most midwives stated that they treated all women alike irrespective
of their personal attributes. Few midwives, however, noted that government officials and
wealthy people get preferential treatment from providers as a mark of respect, or in anticipa-
tion of pecuniary benefits. “If you look wealthy, everybody will flood your bed even when they do
not have any role in your care, but if you look poor, nobody will come to you. Even when you
come to the nursing station to ask for something, nurses may shout at you” (M1 FGD4, TH).
One midwife remarked “If her excellency [wife of the governor] comes here to deliver, . .. junior
nurses will stay clear and let older nurses attend to her” (M6, FGD7, GH). Equally, persons liv-
ing with HIV expect to be discriminated: “They watch us with critical eye to see whether there is
an atom of discrimination, but here we treat all women alike” (M7, FGD3, TH)

Most midwives observed that they treated women in a friendly manner by “creating a thera-
peutic environment” (M6 FGD4, TH) through care that is “individualised, appropriate, accept-
able and safe” (M7 FGD4, TH). Midwives attributed unfriendliness to quacks, who are not
trained: “every woman sees anybody on white as a nurse and green, as a midwife. So, any ill
treatment they have received, they think it is from the midwife” (M6, FGD1, TH).

All midwives acknowledged that verbal abuse is common. However, many midwives
viewed it as “verbal encouragement because though what you say to the women may sound
harsh, it will spur them to take action that leads to a positive outcome” (M6, FGD3, TH). Mid-
wives identified five factors that precipitate verbal abuse. First, some women come to the hos-
pital without any birthing materials. Secondly, when women refuse to disclose their HIV
status, midwives normally frown at that. Thirdly, midwives are unhappy with women who
default after antenatal care registration and re-present during labour. Fourthly, some women
lack good personal hygiene: “some women come to the hospital without taking their bath. It’s
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Table 4. Distribution of supportive care items among midwives.

Item Response Frequency (n) Percent (%)
Time to care Few times or never 156 92.9
Most or all the time 12 7.1
Labour support Few times or never 89 53.0
Most or all the time 79 47.0
Childbirth support Few times or never 108 64.3
Most or all the time 60 35.7
Talk about feeling Few times or never 48 28.6
Most or all the time 120 71.4
Support anxiety Few times or never 29 17.3
Most or all the time 139 82.7
Attention when need help Few times or never 26 15.5
Most or all the time 142 84.5
Took best care Few times or never 26 15.5
Most or all the time 142 84.5
Control pain Few times or never 44 26.2
Most or all the time 124 73.8
Trust Few times or never 31 18.5
Most or all the time 137 81.5
Enough staff Few times or never 136 81.0
Most or all the time 32 19.0
Crowded Few times or never 78 46.4
Most or all the time 90 53.6
Cleanliness Few times or never 70 41.7
Most or all the time 98 58.3
Clean water Few times or never 114 67.9
Most or all the time 54 32.1
Electricity Few times or never 75 44.6
Most or all the time 93 55.4
Safe Few times or never 39 23.2
Most or all the time 129 76.8

https://doi.org/10.1371/journal.pone.0261147.t1004

annoying” (M3, FGD5, GH). Finally, non-adherence to midwife’s instructions by women or
their relatives. Midwives explained that they scold women to elicit their co-operation for a pos-
itive birth outcome: “if the woman gets up or closes her legs when they head of the baby is already

out, you must use a harsh tone to bring the woman down” (M9, FGD2, TH).

Most midwives mentioned that they would strongly pat uncooperative women on the laps
to open their legs when “the baby is about come out and the woman is persistently closing her
legs” (M5, FGD1, TH) because “when things go wrong, the person that is usually blamed is the
birth attendant” (M8, FGD1, TH). Moreover, “for a midwife, to have a stillbirth is a dilemma
that one lives with all through one’s life” (M3, FGD3, TH). In contrast, few midwives insisted
that “beating or spanking a woman in labour is an abuse as there are so many ways one can assist
a woman to deliver her baby” (M2 FGD4, TH). It is also an abuse “when a midwife uses needle

to prick an unmarried adolescent” (M6 FGD2, TH) during childbirth.

Almost all midwives reported that visual privacy was achieved using screens and curtains;

and patients’ records are kept strictly confidential. Even for HIV positive woman, when a

woman says, ‘I do not want my husband to know about this” (M4 FGD4, TH), the midwife will
not disclose her HIV status to her husband.
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Table 5. Total person-centred maternity care and sub-scale scores.

Outcome

Total PCMC score

Low

Medium

High

Dignity and respect sub-scale score

Low

Medium

High

Communication and autonomy sub-scale score
Low

Medium

High

Supportive care sub-scale score

Low

Medium

High
https://doi.org/10.1371/journal.pone.0261147.t005

Frequency (n) Percent (%) Mean Percentiles
(SD) 25t 75"
N =168 54.6 (10.99) 47.00 62.75
44 26.2
82 48.8
42 25.0
N =168 10.07 (2.14) 9.00 12.00
63 37.5
94 56.0
11 6.5
N =168 18.94 (4.99) 16.00 23.00
51 30.4
85 50.6
32 19.0
N =168 25.05 (5.71) 21.25 29.00
42 25.0
95 56.5
31 18.5

Communication and autonomy. While many midwives said that they introduced them-
selves appropriately to women, some midwives indicated that “as for introducing ourselves, we
do not always do that” (M3 FGD4, TH). It was explained that “we are conversant with them.
We live with them. We are familiar with them. We know ourselves. They will even call you on
the phone before coming to the hospital” (M6, FGD7, GH). Also, “some midwives do not like
women to know their names” (M8, FGD1, TH) or assume that “once the woman sees me on
white, she knows am the nurse on duty” (M1, FGD5, GH) or introduction are limited by
workload.

Many midwives also stated that they called women by their names. Even though “it is a
taboo for you not to call a woman by her name” (M8, FGD1, TH), “some midwives addressed
women as “Madam” (M2, FGD1, TH). Also, high workload constrained midwives from calling
women by their name: “we do not usually call them by their names due to high workload” (M6,
FGD5, GH).

Midwives were divided on involvement of women and their relatives in decisions around
their care. Although some midwives mentioned that “we give individualized care and respect
their autonomy as long as mother and baby are safe” (M4, FGD3, TH), others noted that “in
this part of the world, it is mostly healthcare providers that make delivery decisions. Even with
some enlightened women, after educating them, they will still come back to you with ‘nurse what
do you want me to do?” (M3 FGD4, TH). Women involvement was limited when midwives
consider women’s requests as unnecessary. For instance, when a woman says, “I do not give
birth without hot drip” (M3, FGD 7, GH), but there is no clinical indication for augmenting
the labour. Also, some women greeted the news of assisted delivery with such notions as “God
forbid” (M3, FGD 7, GH), “not my portion” (M2, FGD7, GH) and “no, my pastor said I must
give birth like a Hebrew woman” (M1, FGD3, TH). In such circumstances, midwives do not
wait “for the woman and her spirituality” (M7, FGD1, TH) to take appropriate actions.

Most midwives noted that women were not always involved in decisions about their birth-
ing position: “No, you are the one who will tell them the position. I want you to stay like this, so
that proper decent will be attained during labour” (M1, FGD7, GH). Even when “there are
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Table 6. Socio-demographic factors associated with midwives’ perception of person-centred maternity care.

PCMC DR CA SC

Parameter Mean SD Mean SD Mean SD Mean SD

Age 20-29 50.1 8.3 9.9 1.9 17.7 4.5 22.6 3.7
30-39 53.9 11.3 10.0 2.2 18.6 53 25.2 59
40-49 55.4 10.3 10.4 1.9 19.3 4.3 25.6 5.4
50-59 54.3 11.8 9.8 2.4 194 5.3 25.0 6.2
p—Va.lue1 0.488 0.603 0.607 0.372

Marital status Single 51.0 10.1 9.6 23 18.0 4.0 23.4 5.5
Married 55.0 10.5 10.2 2.0 19.2 5.0 25.5 5.6
Others 49.7 16.1 9.0 3.3 17.5 7.0 23.2 6.7
p—value1 0.096 0.091 0.323 0.120

Ethnicity Igbo 54.1 11.0 10.1 2.1 19.0 5.0 25.1 5.7
Other 40.0 0.0 8.0 0.0 15.0 0.0 17.0 0.0
p—value2 0.200 0.335 0.429 0.158

Years of service 0-9 54.7 9.3 10.3 2.0 19.1 4.5 25.3 4.9
10-19 54.6 12.3 10.1 2.1 19.1 5.3 25.4 6.8
20-35 51.3 12.3 9.3 2.5 18.2 5.7 23.8 5.4
p—Value1 0.326 0.099 0.661 0.423

Educational attainment Registered midwife 55.5 9.5 10.3 1.8 19.3 4.8 25.8 5.0
Bachelors 53.3 11.7 9.9 2.3 18.7 5.1 24.7 6.0
p-value’ 0.229 0.251 0.447 0.244

Cadre Junior midwife 54.5 10.1 10.2 2.0 19.1 4.9 25.1 52
Senior midwife 53.4 12.3 9.8 2.4 18.7 5.2 24.9 6.4
p—value2 0.539 0.259 0.571 0.792

Hospital type Federal teaching hospital 54.3 9.0 10.3 2.1 19.8 4.1 243 5.0
State teaching hospital 53.0 10.9 10.0 2.0 18.2 5.1 24.9 5.4
State general hospital 55.1 12.5 10.0 2.4 19.2 5.4 25.9 6.5
p—Va.lue1 0.583 0.677 0.222 0.356

'According to ANOVA
?According to t-test PCMC = person-centred maternity care.
DR = dignity and respect; CA = communication and autonomy; SC = supportive care.

Gender and religion were not included because the sample was entirely female and Christian.

https://doi.org/10.1371/journal.pone.0261147.t006

people who like to stand up at labour because they feel less pain doing so. We cannot leave them
to give birth standing up. So, we force them to bed” (M10, FGD1, TH). Conversely, some
women insisted on their birthing position: “despite all our pleas, a Hausa woman refused to lie
down. She squatted until she had her baby” (M5, FGD6, GH). Similarly, a nurse preferred to
give birth while standing up: “She stood on the bed and she gave birth standing up” (M8, FGD2,
TH).

Most midwives elicited consent from women, based on questioning by and explanations of
care processes to women in the language the women understood. Midwives explained that
when a woman signs consent on admission, she “agrees to all procedures that will be done to
her during labour and childbirth” (M7, FGD3, TH). Yet, “whatever procedure we are carrying
out, we explain it to the woman and get her go-ahead” (M3, FGD6, GH). However, some mid-
wives remarked that “we do not usually explain the procedure to the woman and most times we
do not even wait for them to respond. We just say: madam, I want to do this, and we just go
ahead” (M2, FGD1, TH).
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Table 7. Predictors of midwives’ perception of person-centred maternity care.

Parameter

Age

Marital status

Ethnicity

Years of service

Education attainment

Cadre

Hospital type

?Set to zero because this parameter is redundant.

PMaximum likelihood estimate.

B 95% Wald Confidence Interval
Lower Upper p value

(Intercept) 38.8 16.7 60.8 0.001
20-29 -6.9 -15.7 1.9 0.126
30-39 -4.8 -10.9 1.4 0.127
40-49 -0.1 -4.9 4.6 0.959
50-59 0*

Single -0.2 -8.4 8.1 0.969
Married 33 -3.6 10.2 0.344
Other 0*

Igbo 10.4 -12.4 33.3 0.370
Other 0?

0-9 4.6 -1.1 10.2 0.113
10-19 3.1 -1.9 8.1 0.229
>20 0

Registered Midwife 2.2 -1.7 6.1 0.268
Bachelors 0*

Junior midwife 35 -2.4 9.4 0.242
Senior midwife 0%

Federal teaching hospital -0.9 -5.5 3.7 0.699
State teaching hospital -2.8 -7.1 1.5 0.196
State general hospital 0*

(Scale) 109.0° 88.0 135.0

Gender and religion were not included because the sample was entirely female and Christian.

https://doi.org/10.1371/journal.pone.0261147.t1007

Supportive care. Most midwives stated that they pay attention to women, empathise with
them, provide psychological support and control women’s pain most time. Constant reassur-
ance, counselling, encouraging women to take deep breathing exercises, walking and massag-
ing were common approaches midwives employed to control pain during labour.
Additionally, asking women “to call their pastor, reverend or imam to pray or talk to them
helped to allay their anxiety” (M3, FGD5, GH). However, some midwives noted “lack staff to
attend to many women needing attention at the same time” (M6, FGD3, TH) as a constraint.

Most midwives revealed that allowing labour and childbirth support was not the norm
because “there are other mothers in labour and sometimes when you advise a woman on what to
do, the relation will tell the woman a different thing” (M9, FGD2, TH) or “they start teaching
you your job” (M4, FGD5, GH). Nonetheless, relatives of women were allowed into labour or
birthing room under exceptional circumstances. First, lack of manpower: “when you are alone
conducting childbirth and the support person is an experience woman, you can allow her to be
around and assist you” (M2, FGD7, GH). Secondly, to avoid blame for a poor childbirth out-
come: “when the woman is not co-operating during childbirth, we bring in the relative, even the
husband, to talk to her and to bear witness in case the childbirth ends negatively” (M3, FGD2,
TH). Thirdly, to facilitate referral of women who experience complications. Fourthly, to pro-
vide needed items that are unavailable in the health facility. However, “many times women do
not want their husband to be around” (M6, FGD3, TH).
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Table 8. Basic characteristics of focus group participants.

Parameters Frequency (n) Percent (%)
Gender Female 56 100.0
Age 20-29 6 10.7
30-39 16 28.6
40-49 15 26.8
50-59 19 33.9
Marital status Single 11 19.6
Married 43 76.8
Others 2 3.6
Years of service 0-9 24 42.9
10-19 18 32.1
>20 14 25.0
Educational attainment Registered midwives 22 39.3
Bachelors 34 60.7
Cadre Junior midwives 30 53.6
Senior midwives 26 46.4
Hospital type Federal teaching hospital 14 25.0
State teaching hospital 18 32.1
State general hospital 24 42.9

https://doi.org/10.1371/journal.pone.0261147.t1008

Midwives did not consider the maternity section clean, safe and health always. In some hos-
pitals, “the wards are very dirty. We had a case where the relative of a woman in labour was bit-
ten by scorpion one night” (M6, FGD7, GH). Epileptic power supply, poor water supply and
inadequate toilet facilities were common problems in maternity sections: “one major problem
this hospital is facing is lack of toilet facility. If you go to the labour ward, we have only one toilet
(M9, EGD1, TH). Where toilets exist, midwives blamed women for not keeping them clean:
“some dispose their pads in the toilets, while others simply mess up the place” (M4, FGD6, GH).
Yet, hospitals lacked staff responsible for cleaning toilets: “we have only one staff, she cannot
run three shifts for seven days in a week” (M4, FGD5, GH).

Midwives believed that women trusted them and that they took the best care of women.
However, labour wards are crowded, and hospitals lack enough staff. In tertiary hospitals doc-
tors and midwives work as a team, but in general hospitals midwives seem to bear higher bur-
den of the high workload as doctors were not always available when needed: “Am not going to
talk about doctors who are supposed to be around. Here, it is only midwives all the time” (M5,
FGD7, GH). Another midwife corroborated, “the midwife belongs to every department. She
finds card; she admits the patient; she is the doctor; she is the pharmacist; and she is the midwife”
(M3, FGD5, GH). Furthermore, in state-owned hospitals, exit of junior midwives due to inade-
quate compensation exacerbate the workload of remaining midwives.

Most midwives observed that the cost of maternal care is high: “The cost of everything in this
hospital is very high, considering that many people that patronize us are poor people” (M8,
FGD2, TH). It was explained that “most things have been commercialized and patients must
provide the necessary things needed for their care” (M1, FGD1, TH). Women also pay for drugs
that were covered by free care policy. Many midwives revealed that women who are unable to
pay their bills are detained in tertiary hospitals for several weeks until they pay. Detained
women are usually un-booked patients who are brought as emergencies and needing surgery.
Often, “these women are operated on loans-drugs on loan, blood on loan, everything on loan-
and there is no money to pay for them” (M5, FGD3, TH). Midwives involve security men in

»
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monitoring women “because if you are on duty and a woman absconds, the hospital manage-
ment will query you” (M5, FGD2, TH). Few midwives observed that in some cases, midwives
engage with social workers to assist detained women pay the bills. For women who attend
antenatal care, midwives link high-risk women to national health insurance scheme: “if we
check the history and there is a possibility of delivering via Caesarean section, we do advice the
mother to enrol into national health insurance” (M4, FGD2, TH). Additionally, midwives use
drugs from emergency drug cupboards in labour and post-natal wards and get refund from
women. Midwives reported that women often misconstrued these cash payments as under-
the-table payments. Furthermore, midwives occasionally mobilise private funds to help poor
women.

Discussion

This study examined midwives’ perceptions of PCMC and the conditions that facilitate PCMC
in public hospitals. Three key areas emerge from the study that needs to be explored further.
The first is the low proportion of midwives with high perception of PCMC. The second is the
fact that midwives’ perception of PCMC was not significantly related to socio-demographic
factors. The third factor is the better understanding of practices and contextual drivers of
respect and dignity, communication and autonomy, and supportive care during childbirth. All
these factors indicate a need to improve midwives’ practice of PCMC given that women’s per-
ceptions of PCMC strongly influence their choice of birthing facilities [4-7].

Our findings of low mean PCMC score and low proportion of midwives with high percep-
tion of PCMC implies that most midwives do not provide women adequate person-centred
care during facility-based childbirth. This finding aligns with high prevalence of mistreatment
and disrespectful care among midwives in prior studies in South Africa, Nigeria, and Tanzania
[33,47, 54]. In our study, respect and dignity domain had the least proportion of midwives
with high perception, followed by supportive care, and communication and autonomy.
Mostly, when compared to childbearing women [55], a higher proportion of midwives
reported positively on PCMC items than childbearing women. A similar pattern of discor-
dance of PCMC measures for women and providers was found in Kenya [22]. Consequently,
our finding not only confirms the poor PCMC reported by women in our study setting [55], it
also underscores a need for midwives to institutionalise PCMC practices [19, 20] by building
the competencies needed to deliver PCMC [21, 31].

The finding that midwives’ perception of PCMC was not significantly related to any socio-
demographic characteristics means that current PCMC practices involve all midwives irre-
spective of their individual or job-related characteristics. We expected from previous Nigerian
studies that poor PCMC practices would be associated with older, single, and junior midwives
[47, 49]. Differing methodological approaches might explain the variation in the studies. Our
study differed from the prior studies in two ways. First, participants in the earlier studies were
mostly doctors and other stakeholders; we studied only midwives. Secondly, unlike our study
that involved both tertiary, general and cottage hospitals, the previous studies were limited to a
single tertiary hospital and /or private(mission) hospital.

Despite a discordance in self-reported verbal and physical abuse between the quantitative
and qualitative components of our study, our qualitative findings that verbal and physical
abuse were common among midwives is similar to results of preceding studies [5, 8, 15, 22-28,
40, 45, 47, 54]. The discordance in this study might, as reported in a previous Nigerian study,
be due to self-reporting bias in accounts of witnessing and enacting abuse during childbirth
[47]. It may well be due to normalization of verbal and physical abuse based on cultural expec-
tation, norm, and value of midwives’ responsibilities [31]. While Kenyan midwives were more
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likely to report verbal abuse than midwives in our study, our low prevalence of physical abuse
compares to evidence from Kenya [22]. As in prior studies, midwives rationalised verbal and
physical abuse as encouragement, necessary to save the lives of mother and newborn, and
avoid being blamed for poor childbirth outcomes [5, 8, 22, 23, 26, 31, 40, 45]. To promote
respectful care, midwives require interpersonal competencies to handle women’s lack of birth
preparedness, late presentation, poor hygiene, refusal to disclose HIV status, and non-adher-
ence to midwife’s instructions, which commonly drive verbal and physical abuse. Hence, a re-
orientation of existing midwives and re-design of midwifery curriculum is warranted.

Midwives’ weakest components of autonomy and communication were low involvement of
women in decision about their care and choice of birthing position. These are consistent with
evidence that midwives dominated decision making process in care and birth position [5, 8,
22,25, 29, 30, 33, 35, 37, 38, 47], but contrasts with studies wherein midwives encouraged
women involvement in caring decisions and choice of childbirth position [32, 36, 37]. As simi-
larly found in previous studies, there were power imbalances between midwives and women,
such that women always relied on midwives for caring decisions [30, 49]. Also, when midwives
focus on clinical functions and death avoidance, they limit provision of information to women
and promote specific behaviours including birthing positions [5, 22, 25, 29, 31, 33, 37]. For
instance, midwives disregarded inappropriate and unrealistic choices by women which have
no clinical basis, as found in previous studies [25, 37]. Moreover, like findings of other studies,
workload and time pressure limited communication between midwives and women [22, 25,
29, 38]. In order to change, midwives must promote an environment of shared power and
responsibility between women and midwives to ensure positive childbirth experiences and sat-
isfaction with maternity care [3, 8-10].

Furthermore, the study highlighted the role of birth companionship, work context, and
altruism among midwives in promoting PCMC. The finding that restriction of birth compan-
ion was the norm is consistent with results of prior studies [15, 22, 25, 33, 37, 39]. Midwives do
not perceive birth companionship to be necessary except where health facilities lack staff or in
emergency situations when midwives needed a witness to avoid being blamed for a poor out-
come. Comparable to existing evidence, infrastructural deficits and the need to maintain visual
privacy [33, 56], negative attitude of midwives towards women’s relatives [41] and unwilling-
ness of women to accept birth companions [22] were contextual drivers of restrictive policy on
birth companionship. Similarly, other researchers have reported exceptions to restrictive
labour and childbirth support [22, 39].

This study revealed that work conditions and system factors that constrain person-centred
maternity care. Public hospitals lack enough midwives and working materials similar to find-
ings of past studies [24, 28, 29, 34, 36, 37, 40], which meant that midwives have to work long
hours under difficult conditions. In addition, midwives were poorly motivated due to poor sal-
aries, lack of support from doctors, and negative hierarchical relationships with doctors as
shown by several studies [8, 28, 29, 34, 38]. Our findings that maternity wards are always not
clean due to overcrowding, poor access to water, lack of toilets, insufficient cleaning staff, and
unsanitary practices by women also agree with existing evidence [22, 28, 29, 40]. Addressing
these health system and organisational constraints would improve working condition and
environment of midwives and contribute to effectiveness of PCMC interventions.

High cost of care emerged, in this study, as a significant threat to midwives’ delivery of
PCMC especially in tertiary hospitals, where women are detained for several weeks for inabil-
ity to pay their bills. This finding confirms the high prevalence of detention of women for fail-
ure to pay their childbirth bills in Nigeria [46]. Relatedly, women must buy some items needed
for their care outside the health facility despite existing free maternal and child healthcare pro-
gramme. A prior study found that women, who expect to receive free childbirth services, are
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dissatisfied when providers request them to purchase medications [15]. The experiences of
midwives in this study offer lessons on several coping strategies which can be adopted in low-
resource settings to ensure positive childbirth experiences. One option is for midwives to iden-
tify and link high-risk women to social protection schemes in the course of antenatal care. A
second alternative is for midwives to borrow drugs and supplies from the health facility during
childbirth and get refund from women afterwards. Midwives might also mobilise private
funds to make altruistic payments for poor women. As cost of care makes it difficult for mid-
wives to practice PCMC, it would be helpful to prioritise maternal health in universal coverage
schemes in public hospitals.

This study contributes to scholarship on providers’ experiences of PCMC in resource-lim-
ited settings. This is one of the few studies reporting midwives’ perceptions of PCMC from
three levels care—tertiary, general and cottage hospitals. Understanding poor PCMC practices
among midwives and why disrespectful and unresponsive maternity care happens is an impor-
tant contribution to evidence-informed maternal health policy. Although the specific findings
may not be representative of the entire Nigeria, evidence from this study could be used to
develop interventions to improve midwife-led care of women during childbirth in our study
setting. The effect of these interventions can be assessed in future studies. Nevertheless, our
findings could be potentially limited by social desirability bias as midwives’ perspectives of
PCMC might not always reflect actual practice. However, the use of focus group discussion
encouraged debate among midwives when it seemed that some midwives described their prac-
tices in positive light. Moreover, in the quantitative part of this study, the scope of factors
related to midwives’ perception of PCMC excluded some job-related factors such as workload,
length of shifts, supervision, interaction with co-workers, and professional status, which
should be subject of future studies. Finally, as community health extension workers mostly
provide maternity services in primary health centres in Enugu, Nigeria, future research on
PCMC should target them.

Conclusion

PCMC is inadequate in public hospitals, as seen from midwives’ perspective. Overall, few mid-
wives had high perception of PCMC. The proportion of midwives with high PCMC was least
in the ‘dignity and respect’ domain. Demographic characteristics of midwives do not seem to
play a significant role in the practice of PCMC. Verbal and physical abuses were common but
normalised. Midwives” weakest components of autonomy and communication were low
involvement of women in decision about their care and choice of birthing position. The study
further provides insights into the role of birth companionship, work context, and altruism
among midwives in promoting PCMC. In conclusion, improving delivery of PCMC among
midwives, therefore, requires interventions across the three domains of PCMC.

Supporting information

S1 File. Appendix A: FGD guide.
(DOCX)

Acknowledgments

We acknowledge the assistance of Columbus Okechukwu Ogbuabor, who helped in the data
analysis.

PLOS ONE | https://doi.org/10.1371/journal.pone.0261147 December 10, 2021 15/19


http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0261147.s001
https://doi.org/10.1371/journal.pone.0261147

PLOS ONE

Midwives’ perception of person-centred maternity care in Nigeria

Author Contributions

Conceptualization: Daniel Chukwuemeka Ogbuabor, [jeoma Lewechi Okoronkwo.
Data curation: Daniel Chukwuemeka Ogbuabor.

Formal analysis: Daniel Chukwuemeka Ogbuabor.

Investigation: Daniel Chukwuemeka Ogbuabor.

Methodology: Daniel Chukwuemeka Ogbuabor, [jeoma Lewechi Okoronkwo.

Project administration: Daniel Chukwuemeka Ogbuabor, Ijeoma Lewechi Okoronkwo.
Supervision: Daniel Chukwuemeka Ogbuabor.

Validation: Daniel Chukwuemeka Ogbuabor.

Writing - original draft: Daniel Chukwuemeka Ogbuabor.

Writing - review & editing: Daniel Chukwuemeka Ogbuabor, Ijeoma Lewechi Okoronkwo.

References

1.  WHO. WHO recommendations: intrapartum care for a positive childbirth experience. Geneva, Switzer-
land: World Health Organisation, 2018.

2. Afulani PA, Diamond-Smith N, Golub G, Sudhinaraset M. Development of a tool to measure person-
centered maternity care in developing settings: validation in a rural and urban Kenyan population.
Reprod Health. 2017; 14(1):118. https://doi.org/10.1186/s12978-017-0381-7 PMID: 28938885

3. WHO. Standards for improving quality of maternal and newborn care in health facilities. Geneva, Swit-
zerland: World Health Organisation, 2016.

4. Afulani P, Phillips B, Aborigo RA, Moyer CA. Person-centred maternity care in low-income and middle-
income countries: analysis of data from Kenya, Ghana, and India. Lancet. 2019; 7:€96—109. https://doi.
org/10.1016/S2214-109X(18)30403-0.

5. Burrowes S, Holcombe SJ, Jara D, Carter D, Smith K. Midwives’ and patients’ perspectives on disre-
spect and abuse during labor and delivery care in Ethiopia: a qualitative study. BMC Pregnancy Child-
birth. 2017; 17(1):263. https://doi.org/10.1186/s12884-017-1442-1 PMID: 28830383; PubMed Central
PMCID: PMC5567643.

6. Sudhinaraset M, Afulani P, Diamond-Smith N, Bhattacharyya S, Donnay F, Montagu D. Advancing a
conceptual model to improve maternal health quality: the person-centered care framework for reproduc-
tive health equity. Gates Open Res 2017; 1:1. https://doi.org/10.12688/gatesopenres.12756.1 PMID:
29355215

7. Bohren MA, Vogel JP, Hunter EC, Lutsiv O, Makh SK, Souza JP, et al. The Mistreatment of Women dur-
ing Childbirth in Health Facilities Globally: A Mixed-Methods Systematic Review. PLoS Med. 2015; 12
(6):21001847. https://doi.org/10.1371/journal.pmed.1001847 PMID: 26126110

8. Bradley S, McCourt C, Rayment J, Parmar D. Midwives’ perspectives on (dis)respectful intrapartum
care during facility-based delivery in sub-Saharan Africa: a qualitative systematic review and meta-syn-
thesis. Reprod Health. 2019; 16:116. https://doi.org/10.1186/s12978-019-0773-y PMID: 31345239

9. tenHoope-Bender P, Lopes ST, Nove A, Michel-Schuldt M, Moyo NT, Bokosi M, et al. Midwifery 2030:
a woman’s pathway to health. What does this mean? Midwifery. 2016; 32:1-6. https://doi.org/10.1016/j.
midw.2015.10.014 PMID: 26621374

10. Fontein-Kuipers Y, Boele A, Stuij C. Midwives’ perceptions of influences on their behaviour of woman-
centred care: a qualitative study. Front Women Health. 2016; 1(2):20-6. http://dx.doi.org/10.15761/
FWH.1000107.

11. ten Hoope-Bender P, de Bernis L, Campbell J, Downe S, Fauveau V, Fogstad H, et al. Improvement of
maternal and newborn health through midwifery. Lancet. 2014; 384:1226-35. https://doi.org/10.1016/
S0140-6736(14)60930-2 PMID: 24965818

12. Afulani P, Feeser K, Sudhinaraset M, Aborigo R, Montagu D, Chakraborty N. Toward the development
of a short multi- countryperson- centered maternity care scale. Int J Gynaecol Obstet. 2019; 146:80-7.
https://doi.org/10.1002/ijgo.12827 PMID: 31004349

PLOS ONE | https://doi.org/10.1371/journal.pone.0261147 December 10, 2021 16/19


https://doi.org/10.1186/s12978-017-0381-7
http://www.ncbi.nlm.nih.gov/pubmed/28938885
https://doi.org/10.1016/S2214-109X(18)30403-0
https://doi.org/10.1016/S2214-109X(18)30403-0
https://doi.org/10.1186/s12884-017-1442-1
http://www.ncbi.nlm.nih.gov/pubmed/28830383
https://doi.org/10.12688/gatesopenres.12756.1
http://www.ncbi.nlm.nih.gov/pubmed/29355215
https://doi.org/10.1371/journal.pmed.1001847
http://www.ncbi.nlm.nih.gov/pubmed/26126110
https://doi.org/10.1186/s12978-019-0773-y
http://www.ncbi.nlm.nih.gov/pubmed/31345239
https://doi.org/10.1016/j.midw.2015.10.014
https://doi.org/10.1016/j.midw.2015.10.014
http://www.ncbi.nlm.nih.gov/pubmed/26621374
http://dx.doi.org/10.15761/FWH.1000107
http://dx.doi.org/10.15761/FWH.1000107
https://doi.org/10.1016/S0140-6736%2814%2960930-2
https://doi.org/10.1016/S0140-6736%2814%2960930-2
http://www.ncbi.nlm.nih.gov/pubmed/24965818
https://doi.org/10.1002/ijgo.12827
http://www.ncbi.nlm.nih.gov/pubmed/31004349
https://doi.org/10.1371/journal.pone.0261147

PLOS ONE

Midwives’ perception of person-centred maternity care in Nigeria

13.

14.

15.

16.

17.

18.

19.

20.

21.

22,

23.

24,

25.

26.

27.

28.

29.

30.

31.

Moridi M, Pazandeh F, Hajian S, Potrata B. Midwives’ perspectives of respectful maternity care during
childbirth: A qualitative study PLoS ONE 2020; 15(3):e0229941. https://doi.org/10.1371/journal.pone.
0229941 PMID: 32150593

Sacks E, Peca E. Confronting the culture of care: a call to end disrespect, discrimination, and detain-
ment of women and newborns in health facilities everywhere. BMC Pregnancy and Childbirth. 2020;
20:249. https://doi.org/10.1186/512884-020-02894-z PMID: 32345241

Maung TM, Show KL, Mon NO, Tuncalp O, Aye NS, Soe YY, et al. A qualitative study on acceptability
of the mistreatment of women during childbirth in Myanmar. Reprod Health. 2020; 17(1):56. https://doi.
org/10.1186/s12978-020-0907-2 PMID: 32312305

Dwekat IMM, Tengku Ismail TA, Ibrahim MI, Ghrayeb F. Exploring factors contributing to mistreatment
of women during childbirth in West Bank, Palestine. Women Birth. 2021; 34(4):344-51. hitps://doi.org/
10.1016/j.wombi.2020.07.004 PMID: 32684342

Mayra K, Matthews Z, Padmadas SS. Why do some health care providers disrespect and abuse
women during childbirth in India? Women Birth. 2021. https://doi.org/10.1016/j.wombi.2021.02.003
PMID: 33678563

Afulani PA, Diamond-Smith N, Phillips B, Singhal S, Sudhinaraset M. Validation of the person-centered
maternity care scale in India. Reprod Health. 2018; 15(1):147. https://doi.org/10.1186/s12978-018-
0591-7 PMID: 30157877

Shakibazadeh E, Namadian M, Bohren MA, Vogel JP, Rashidian A, Nogueira Pileggi V, et al. Respect-
ful care during childbirth in health facilities globally: a qualitative evidence synthesis. Brit J Obstet
Gynaecol. 2018; 125:932—42. https://doi.org/10.1111/1471-0528.15015.

Denny E. Respectful maternity care needs to be the standard for all women worldwide. Brit Obstet
Gynaecol. 2018; 125(8):943—. https://doi.org/10.1111/1471-0528.15055 PMID: 29230930

Butler MM, Fullerton J, Aman C. Competencies for respectful maternity care: Identifying those most
important to midwives worldwide. Birth. 2020; 47(4):346-56. https://doi.org/10.1111/birt.12481 PMID:
32052494

Sudhinaraset M, Giessler K, Golub G, Afulani P. Providers and women’s perspectives on person-cen-
tered maternity care: a mixed methods study in Kenya. Int J Equity Health. 2019; 18:83. https://doi.org/
10.1186/s12939-019-0980-8 PMID: 31182105

Yakubu J, Benyas D, Emil SV, Amekah E, Adanu R, Moyer CA. It's for greater good: perspectives on
maltreatment during labour and delivery in rural Ghana. Open J Obstet Gynaecol. 2014; 4(7):383-90.
http://dx.doi.org/10.4236/0jog.2014.47057.

Kruger LM, Schoombee JC. The other side of caring: abuse in a south African maternity ward. J Reprod
Infant Psychol. 2010; 28:84—101. https://doi.org/10.1080/02646830903294979.

Lambert J, Etsane E, Bergh A, Pattinson R, van der Broek N. | though they were going to handle me like
a queen but they didn’t: a qualitative study exploring the quality of care to women at the time of birth.
Midwifery. 2018; 62:256—63. https://doi.org/10.1016/j.midw.2018.04.007 PMID: 29730166

Rominski SD, Lori J, Nakua E, Dzomeku V, Moyer CA. When the baby remains there for a long time, it
is going to die so you have to hit her small for the baby to come out": justification of disrespectful and
abusive care during childbirth among midwifery students in Ghana. Health Policy Plan. 2017; 32
(2):215-24. https://doi.org/10.1093/heapol/czwi14 PMID: 28207054

Anderson HM. Villagers: differential treatment in a Ghanaian hospital. Soc Sci Med. 2004; 59:2003—12.
https://doi.org/10.1016/j.socscimed.2004.03.005 PMID: 15351468

Adolphson K, Axemo P, Hogberg U. Midwives’ experiences of working conditions, perceptions of pro-
fessional role and attitudes towards mothers in Mozambique. Midwifery. 2016; 40:95—101. https://doi.
org/10.1016/j.midw.2016.06.012 PMID: 27428104

Munabi-Babigumira S, Glenton C, Willcox M, Nabudere H. Ugandan health workers’ and mothers’
views and experiences of the quality of maternity care and the use of informal solutions: A qualitative
study. PLoS ONE. 2019; 14(3):e0213511. https://doi.org/10.1371/journal.pone.0213511 PMID:
30856217

Jolly Y, Aminu M, Mgawadere F, van den Broek N. “We are the ones who should make the decision™—
knowledge and understanding of the rights-based approach to maternity care among women and
healthcare providers. BMC Pregnancy Childbirth. 2019; 19(1):42. https://doi.org/10.1186/s12884-019-
2189-7 PMID: 30764788

Smith J, Banay R, Zimmerman E, Caetano V, Musheke M, Kamanga A. Barriers to provision of respect-
ful maternity care in Zambia: results from a qualitative study through the lens of behavioral science.
BMC Pregnancy Childbirth. 2020; 20(1):26. https://doi.org/10.1186/s12884-019-2579-x PMID:
31918682

PLOS ONE | https://doi.org/10.1371/journal.pone.0261147 December 10, 2021 17/19


https://doi.org/10.1371/journal.pone.0229941
https://doi.org/10.1371/journal.pone.0229941
http://www.ncbi.nlm.nih.gov/pubmed/32150593
https://doi.org/10.1186/s12884-020-02894-z
http://www.ncbi.nlm.nih.gov/pubmed/32345241
https://doi.org/10.1186/s12978-020-0907-2
https://doi.org/10.1186/s12978-020-0907-2
http://www.ncbi.nlm.nih.gov/pubmed/32312305
https://doi.org/10.1016/j.wombi.2020.07.004
https://doi.org/10.1016/j.wombi.2020.07.004
http://www.ncbi.nlm.nih.gov/pubmed/32684342
https://doi.org/10.1016/j.wombi.2021.02.003
http://www.ncbi.nlm.nih.gov/pubmed/33678563
https://doi.org/10.1186/s12978-018-0591-7
https://doi.org/10.1186/s12978-018-0591-7
http://www.ncbi.nlm.nih.gov/pubmed/30157877
https://doi.org/10.1111/1471-0528.15015
https://doi.org/10.1111/1471-0528.15055
http://www.ncbi.nlm.nih.gov/pubmed/29230930
https://doi.org/10.1111/birt.12481
http://www.ncbi.nlm.nih.gov/pubmed/32052494
https://doi.org/10.1186/s12939-019-0980-8
https://doi.org/10.1186/s12939-019-0980-8
http://www.ncbi.nlm.nih.gov/pubmed/31182105
http://dx.doi.org/10.4236/ojog.2014.47057
https://doi.org/10.1080/02646830903294979
https://doi.org/10.1016/j.midw.2018.04.007
http://www.ncbi.nlm.nih.gov/pubmed/29730166
https://doi.org/10.1093/heapol/czw114
http://www.ncbi.nlm.nih.gov/pubmed/28207054
https://doi.org/10.1016/j.socscimed.2004.03.005
http://www.ncbi.nlm.nih.gov/pubmed/15351468
https://doi.org/10.1016/j.midw.2016.06.012
https://doi.org/10.1016/j.midw.2016.06.012
http://www.ncbi.nlm.nih.gov/pubmed/27428104
https://doi.org/10.1371/journal.pone.0213511
http://www.ncbi.nlm.nih.gov/pubmed/30856217
https://doi.org/10.1186/s12884-019-2189-7
https://doi.org/10.1186/s12884-019-2189-7
http://www.ncbi.nlm.nih.gov/pubmed/30764788
https://doi.org/10.1186/s12884-019-2579-x
http://www.ncbi.nlm.nih.gov/pubmed/31918682
https://doi.org/10.1371/journal.pone.0261147

PLOS ONE

Midwives’ perception of person-centred maternity care in Nigeria

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

47.

48.

49.

50.

51.

Moyer CA, McNally B, Aborigo RA, Williams JEO, Afulani P. Providing respectful maternity care in
northern Ghana: A mixed-methods study with maternity care providers. Midwifery. 2021; 94:102904.
https://doi.org/10.1016/j.midw.2020.102904 PMID: 33341537

Maputle MS. Support provided by midwives to women during labour in a public hospital, Limpopo Prov-
ince, South Africa: a participant observation study. BMC Pregnancy Childbirth. 2018; 18:210. https://
doi.org/10.1186/s12884-018-1860-8 PMID: 29871607

Asefa A, McPake B, Langer A, Bohren MA, Morgan A. Imagining maternity care as a complex adaptive
system: understanding health system constraints to the promotion of respectful maternity care. Sex
Reprod Health Matters. 2020; 28(1):e1854153. Epub 2020/12/15. https://doi.org/10.1080/26410397.
2020.1854153 PMID: 33308051

Schoombee JC, van der Merwe JM, Kruger LM. The stress of caring: the manifestation of stress in the
nurse-patient relationship. Soc Work. 2005; 41:388—-408.

Fujita N, Perrin XR, Vodounon JA, Gozo MK, Matsumoto Y, Uchida S, et al. Humanised care and a
change in practice in a hospital in Benin. Midwifery. 2012; 28:481-8. https://doi.org/10.1016/j.midw.
2011.07.003 PMID: 21924533

Maputle MS, Hiss D. Midwives’ experiences of managing women in labour in the Limpopo Province of
South Africa. Curationis. 2010; 33:5—-14. https://doi.org/10.4102/curationis.v33i3.2.

Pettersson KO, Johansson E, de FM PM, Dgedge C, Christensson K. Mozambican midwives’ views on
barriers to quality perinatal care. Health Care Women Int. 2006; 27:145-68. https://doi.org/10.1080/
07399330500457994 PMID: 16484159

Dynes MM, Binzen S, Twentyman E, Nguyen H, Lobis S, Mwakatundu N, et al. Client and provider fac-
tors associated with companionship during labor and birth in Kigoma Region, Tanzania. Midwifery.
2019; 69:92-101. Epub 2018/11/20. https://doi.org/10.1016/j.midw.2018.11.002 PMID: 30453122

Bohren MA, Vogel JP, Tuncalp O, Fawole B, Titiloye MA, Olutayo AO. Mistreatment of women during
childbirth in Abuja, Nigeria: a qualitative study on perceptions and experiences of women and health-
care providers. Reprod Health. 2017; 14(9). https://doi.org/10.1186/s12978-016-0265-2 PMID:
28095911

Brown H, Hofmeyr GJ, Nikodem VC, Smith H, Garner P. Promoting childbirth companions in South
Africa: a randomised pilot study. BMC Med. 2007; 5:7. https://doi.org/10.1186/1741-7015-5-7 PMID:
17470267

FMOH. Second national strategic health development plan 2018-2022 Abuja, Nigeria: Federal Minis-
try of Health; 2018.

NPCINigeria] and ICF. Nigeria demographic and health survey 2018. Abuja, Nigeria, and Rockville,
Maryland, USA: National Population Commission and ICF; 2019.

Okonofua F, Ogu R, Agholor K, Okike O, Abdus-Salam R, Gana M, et al. Qualitative assessment of
women’s satisfaction with maternal health care in referral hospitals in Nigeria. Reprod Health. 2017; 14
(1):44. https://doi.org/10.1186/s12978-017-0305-6 PMID: 28302182

Bohren MA, Vogel JP, Tuncalp O, Fawole B, Titiloye MA, Olutayo AO, et al. “By slapping their laps, the
patient will know that you truly care for her”: a qualitative study on social norms and acceptability of the
mistreatment of women during childbirth in Abuja, Nigeria. SSM—Popul Health. 2016; 2:640-55.
https://doi.org/10.1016/j.ssmph.2016.07.003 PMID: 28345016

Okafor Il, Ugwu EO, Obi SN. Disrespect and abuse during facility-based childbirth in a low-income
country. Int J Gynaecol Obstet. 2015; 28(2):110-3. https://doi.org/10.1016/j.ijgo.2014.08.015.

Okedo-Alex IN, Akamike IC, Okafor LC. Does it happen and why? Lived and shared experiences of mis-
treatment and respectful care during childbirth among maternal health providers in a tertiary hospital in
Nigeria. Women Birth. 2020. Epub 2020/10/18. https://doi.org/10.1016/j.wombi.2020.09.015.

Ishola F, Owolabi O, Filippi V. Disrespect and abuse of women during childbirth in Nigeria: A systematic
review. PLoS ONE. 2017; 12(3):e0174084. https://doi.org/10.1371/journal.pone.0174084 PMID:
28323860

Okedo-Alex IN, Akamike IC, Nwafor JI, Abateneh DD, Uneke CJ. Multi-stakeholder Perspectives on the
Maternal, Provider, Institutional, Community, and Policy Drivers of Disrespectful Maternity Care in
South-East Nigeria. Int J Womens Health. 2020; 12:1145-59. https://doi.org/10.2147/IJWH.S277827
PMID: 33324116

Pituch KA, Stevens JP. Applied multivariate statistics for the social sciences. 6th ed. New York and
London: Routledge/Taylor & Francis Group; 2016.

Guest G, Namey E, Chen M. A simple method to assess and report thematic saturation in qualitative
research. PLoS ONE. 2020; 15(5):e0232076. https://doi.org/10.1371/journal.pone.0232076 PMID:
32369511

PLOS ONE | https://doi.org/10.1371/journal.pone.0261147 December 10, 2021 18/19


https://doi.org/10.1016/j.midw.2020.102904
http://www.ncbi.nlm.nih.gov/pubmed/33341537
https://doi.org/10.1186/s12884-018-1860-8
https://doi.org/10.1186/s12884-018-1860-8
http://www.ncbi.nlm.nih.gov/pubmed/29871607
https://doi.org/10.1080/26410397.2020.1854153
https://doi.org/10.1080/26410397.2020.1854153
http://www.ncbi.nlm.nih.gov/pubmed/33308051
https://doi.org/10.1016/j.midw.2011.07.003
https://doi.org/10.1016/j.midw.2011.07.003
http://www.ncbi.nlm.nih.gov/pubmed/21924533
https://doi.org/10.4102/curationis.v33i3.2
https://doi.org/10.1080/07399330500457994
https://doi.org/10.1080/07399330500457994
http://www.ncbi.nlm.nih.gov/pubmed/16484159
https://doi.org/10.1016/j.midw.2018.11.002
http://www.ncbi.nlm.nih.gov/pubmed/30453122
https://doi.org/10.1186/s12978-016-0265-2
http://www.ncbi.nlm.nih.gov/pubmed/28095911
https://doi.org/10.1186/1741-7015-5-7
http://www.ncbi.nlm.nih.gov/pubmed/17470267
https://doi.org/10.1186/s12978-017-0305-6
http://www.ncbi.nlm.nih.gov/pubmed/28302182
https://doi.org/10.1016/j.ssmph.2016.07.003
http://www.ncbi.nlm.nih.gov/pubmed/28345016
https://doi.org/10.1016/j.ijgo.2014.08.015
https://doi.org/10.1016/j.wombi.2020.09.015
https://doi.org/10.1371/journal.pone.0174084
http://www.ncbi.nlm.nih.gov/pubmed/28323860
https://doi.org/10.2147/IJWH.S277827
http://www.ncbi.nlm.nih.gov/pubmed/33324116
https://doi.org/10.1371/journal.pone.0232076
http://www.ncbi.nlm.nih.gov/pubmed/32369511
https://doi.org/10.1371/journal.pone.0261147

PLOS ONE

Midwives’ perception of person-centred maternity care in Nigeria

52.

53.

54.

55.

56.

Sudhinaraset M, Landrian A, Afulani PA, Diamond-Smith N, Golub G. Association between person-
centered maternity care and newborn complications in Kenya. Int J Gynaecol Obstet. 2019; 1:1-8.
https://doi.org/10.1002/ijgo.12978 PMID: 31544243

Gale NK, Heath G, Cameron E, Rashid S, Redwood S. Using the framework method for the analysis of
qualitative data in multidisciplinary health research. BMC Med Res Methodol. 2013; 13:117. https://doi.
org/10.1186/1471-2288-13-117 PMID: 24047204

Shimoda K, Leshabari S, Horiuchi S. Self-reported disrespect and abuse by nurses and midwives dur-
ing childbirth in Tanzania: a cross-sectional study. BMC Pregnancy Childbirth. 2020; 20(1):584. https://
doi.org/10.1186/s12884-020-03256-5 PMID: 33023499

Ogbuabor D, Nwankwor C. Perception of Person-Centred Maternity Care and lts Associated Factors
Among Post-Partum Women: Evidence From a Cross-Sectional Study in Enugu State, Nigeria. Int J
Public Health. 2021; 66(49). https://doi.org/10.3389/ijph.2021.612894 PMID: 34335137

Asefa A, Morgan A, Bohren MA, Kermode M. Lessons learned through respectful maternity care train-
ing and its implementation in Ethiopia: an interventional mixed methods study. Reprod Health. 2020; 17
(1):108. https://doi.org/10.1186/s12978-020-00953-4 PMID: 32615999

PLOS ONE | https://doi.org/10.1371/journal.pone.0261147 December 10, 2021 19/19


https://doi.org/10.1002/ijgo.12978
http://www.ncbi.nlm.nih.gov/pubmed/31544243
https://doi.org/10.1186/1471-2288-13-117
https://doi.org/10.1186/1471-2288-13-117
http://www.ncbi.nlm.nih.gov/pubmed/24047204
https://doi.org/10.1186/s12884-020-03256-5
https://doi.org/10.1186/s12884-020-03256-5
http://www.ncbi.nlm.nih.gov/pubmed/33023499
https://doi.org/10.3389/ijph.2021.612894
http://www.ncbi.nlm.nih.gov/pubmed/34335137
https://doi.org/10.1186/s12978-020-00953-4
http://www.ncbi.nlm.nih.gov/pubmed/32615999
https://doi.org/10.1371/journal.pone.0261147

