Lunda et al. BMC Pregnancy and Childbirth ~ (2024) 24:442 BMC Pregnancy and Childbirth
https://doi.org/10.1186/512884-024-06625-6

Factors influencing respectful perinatal care
among healthcare professionals in low-and
middle-resource countries: a systematic
review

Check for
updates

Petronellah Lunda'’, Catharina Susanna Minnie'? and Welma Lubbe'

Abstract

Background This review aimed to provide healthcare professionals with a scientific summary of best available
research evidence on factors influencing respectful perinatal care. The review question was 'What were the
perceptions of midwives and doctors on factors that influence respectful perinatal care?’

Methods A detailed search was done on electronic databases: EBSCOhost: Medline, OAlster, Scopus, SCIELO,

Science Direct, PubMed, Psych INFO, and SocINDEX. The databases were searched for available literature using a
predetermined search strategy. Reference lists of included studies were analysed to identify studies missing from
databases. The phenomenon of interest was factors influencing maternity care practices according to midwives and
doctors. Pre-determined inclusion and exclusion criteria were used during selection of potential studies. In total, 13
studies were included in the data analysis and synthesis. Three themes were identified and a total of nine sub-themes.

Results Studies conducted in various settings were included in the study. Various factors influencing respectful
perinatal care were identified. During data synthesis three themes emerged namely healthcare institution, healthcare
professional and women-related factors. Alongside the themes were sub-themes human resources, medical
supplies, norms and practices, physical infrastructure, healthcare professional competencies and attributes, women'’s
knowledge, and preferences. The three factors influence the provision of respectful perinatal care; addressing them
might improve the provision of this care.

Conclusion Addressing factors that influence respectful perinatal care is vital towards the prevention of
compromised patient care during the perinatal period as these factors have the potential to accelerate or hinder
provision of respectful care.
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Background

Respectful perinatal care (RPC) is integral to provid-
ing quality intrapartum care to women within the health
care system [1]. Traditionally, women have given birth at
home, surrounded by familiar caregivers within the com-
munity. However, the last quarter of the 20th century saw
an increase in facility births as well as advances in medi-
cal expertise and interventions during these births [2].
Facility births expose women to standard hospital prac-
tices that do not have a scientific basis [3]. Additionally,
facility births expose women to unfamiliar environments
with strangers which can be terrifying for women; thus,
healthcare professionals (HCPs) have a responsibility to
provide a safe and secure environment [4]. Incidences
of disrespect and abuse (D&A) during childbirth have
been reported during the perinatal period [5-8]. D&A
permeates the entire maternity culture propagated by
both men and women [9]. Sadler et al. [10] identify non-
evidence-based practice (non-EBP) as a form of D&A
that has attracted international attention. The World
Health Organization [11] highlights that HCPs often fail
to recognise inexpensive, non-clinical approaches such
as labour companionship, effective communication, and
respectful care. These approaches are not only essential
components of quality care but are also prioritised in
many maternity settings to ensure positive maternal and
neonatal outcomes. Byrom and Downe [12] urge HCPs to
use evidence-based approaches to limit D&A.

Miller et al. [13] highlight two extreme forms of care
on the continuum of maternity care: “too little, too late
(TLTL)” associated with low and middle-income coun-
tries and “too much, too soon (TMTS)” mostly practised
in high-income countries. TLTL pertains to the unavail-
ability of resources, as well as substandard and inacces-
sible care, that contribute to poor outcomes. TLTL and
TMTS both evoke feelings of one ‘being’ a product wait-
ing to be ‘processed’ in a production line due to a lack of
compassionate care from HCPs [14, 15].

Van Teijlingen [16] contrasts a medical and social
model of care. A medical model is associated with obstet-
ric practice and is technocratic. It views pregnancy as a
risk that must be minimised and the woman as a pas-
sive recipient of care. The author [16] further states that
the social model associated with midwifery practice is
woman-centred. It perceives childbirth as a normal pro-
cess that does not need routine interventions.

Organisational factors contributing to poor maternal
healthcare provision are complex [17]. These include
lack of support from superiors, shortage of healthcare
professionals (HCPs), inadequate resources, poor infra-
structure, low salaries, high caseloads, and adverse work-
ing conditions [18, 19]. Human Rights Watch (HRW) [8]
identifies a lack of accountability by HCPs and admin-
istrators as another factor. These factors contribute to
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poor HCP behaviour often associated with work-related
stress, highlighting the synchrony between improving
the healthcare environment and correcting HCP abusive
behaviours [17]. In low-resource settings such as South
Africa, HCPs working in the public sector often experi-
ence these adverse working conditions [7, 20].

The high incidences of D&A in Brazil led to the prom-
ulgation of legislation that permits the presence of wom-
en’s rights movements within healthcare institutions to
tackle issues of D&A [21]. A study by Pickles [22], “Elimi-
nating abusive care: a criminal law response to obstetric
violence in South Africa’, concluded that there is a need
for a discourse on ways of eliminating D&A as well as the
feasibility of “legislation prohibiting obstetric violence”

Disrespect and abuse contradict what healthcare ser-
vices should represent, namely accessibility, efficiency,
and upholding human rights [5]. Oosthuizen et al. [23]
concluded that interventions to promote RPC corre-
sponding with support for HCPs and accountability by
local maternity authorities is vital at all levels of care.
Maternal healthcare services should not only focus on
preventing maternal mortality and morbidity but also
facilitate positive experiences for women who utilise the
services [5].

Purpose

The purpose of this review was to explore and synthesise
evidence on factors influencing respectful perinatal care
among midwives and doctors. The qualitative synthe-
sis of studies focusing on the perceptions of doctors and
midwives generated comprehensive scientific evidence
on factors influencing respectful care.

Research methods

A systematic review methodology underpinned by an
exploratory, descriptive design was used to answer the
review question. A systematic review uses logical, struc-
tured, and connected steps [24]. The steps of the sys-
tematic review followed the evidence analysis process of
the Academy of Nutrition and Dietetics (AND) [25]: (1)
Preparation of the review question and search plan, (2)
searching for evidence, (3) critical appraisal of the stud-
ies, (4) data analysis and summarising the findings and
(5) writing the conclusion.

Formulation of the review question and search strategy
The review question aided the search for relevant stud-
ies [25]. In this study, the Sample Phenomenon of Inter-
est Design Evaluation and Research method (SPIDER)
assisted in formulating the review question [26] (See
Table 1). The review question was ‘“What were the per-
ceptions of midwives and doctors on factors influencing
respectful perinatal care?
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Table 1 Elements of the review question according to SPIDER (Cooke et al.)

Elements of the SPIDER

Elements as applied in the current study

Search words and synonyms of the elements

S- Sample Doctors and midwives

PI- Phenomenon of Interest Respectful care

D - Design
E - Evaluation

R - Research method
interviews, case studies

Qualitative and mixed-method research
Perceptions of factors influencing respectful care

Semi-structured interviews, in-depth or focus group

Doctors, obstetricians, physicians, midwives, nurses

Respectful care, humanising maternity care,
women-centred or woman-centred

Qualitative and mixed-method research
Perceptions, views, opinions, and experiences of
factors influencing respectful care
Semi-structured, in-depth or focus group inter-
views, case studies

Table 2 Inclusion and exclusion criteria

Inclusion criteria

Exclusion criteria

- Studies published from 2010 (since the research of respectful maternity care started

after 2010).

- Studies published in English or with English abstracts enabled the researcher to decide

on the document’s relevance.

- Studies using qualitative and mixed methods designs with the following data collection
methods: focus group interviews, semi-structured interviews and observation that used

qualitative methods for data analysis.
- Surveys with open-ended responses.

- Non-primary research

+ Non-research reports

- Studies about aspects of maternity care other than
perinatal care.

- Studies that focused on other healthcare professionals
other than doctors and midwives.

The first author and the faculty librarian were involved
in refining the search strategy for identifying evidence
from the databases using search words [25]. Elements of
SPIDER and their synonyms were used as search words
in the search string to avoid missing studies [27].

(Midwives or midwife) OR (nurse or nurses) AND.

(Obstetrician) OR (physicians or doctors) AND.

(Perception OR opinion OR attitude) AND.

(Healthcare professional) AND.

(Respectful perinatal care) OR (respectful care) OR
(humanising delivery).

Executing the search

The literature included both electronic and manual
searches to ensure an exhaustive exploration. A PRISMA
flow diagram was used to report the search process [28].

Electronic and manual search
The electronic databases and search included the fol-
lowing: EBSCO host databases, Science Direct, Cumu-
lative Index to Nursing and Allied Health Literature
(CINAHL), Cochrane collaboration database, PubMed,
Web of Science, and Psych Articles. Nexus was searched
to identify dissertations that have not been published yet.
Studies identified from databases and PubMed (most
studies) were imported into the Evidence for Policy
and Practice Information (EPPI) Reviewer 4 through
Research Information Systems (RIS) formatted files; the
EPPI Reviewer 4 also assisted in removing duplicates
[29, 30]. The EPPI Reviewer 4 is a web-based software
programme that can manage and analyse large volumes
of data in literature, and systematic reviews. Thereafter
a manual search of reference lists of studies identified
from the electronic search was done to find any relevant

studies that could have been missed during the search
[31]. All identified studies were subsequently assessed on
eligibility.

Assessment on eligibility

Once duplicates were removed, the next step was screen-
ing the titles and abstracts to exclude studies that were
irrelevant to the research topic. Subsequently, full texts
of the remaining studies were screened to determine
whether they met the inclusion criteria (See Table 2).
Only studies meeting the inclusion criteria were included
in the critical appraisal.

Critical appraisal of selected studies

To evaluate the quality of the studies, two researchers
independently appraised the studies on quality and then
compared the outcomes for consensus. The third mem-
ber co-checked the decisions. The Critical Appraisal
Skills Programme (CASP) tool for qualitative studies [32]
and the Johns Hopkins Nursing Evidence-Based Prac-
tice (JHNEBP) appraisal tool [33] were used. The specific
CASP tool was used for qualitative studies as it provides
a methodological rating for the quality of primary quali-
tative studies [34].

The problem statement, the purpose of the study, lit-
erature review, sample size, control group, data collection
methods, instrument reliability and the response rate to
the survey or questionnaire of the individual studies were
appraised. The agreed cut-off score for inclusion was 7/10
for the CASP tool [25] and ‘good quality’ for the JHNEBP
[34]. Primary studies that scored high and those of good
quality, were comprehensive with a detailed methodol-
ogy, used multiple sources to support the data, research-
ers acknowledged and avoided their own biases, the focus
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was on participants’ responses, and the data were inter-
preted meaningfully with existing literature. Low-grade
studies lacked previously mentioned aspects [34]. Only
studies of high and good quality were considered for the
review.

Most studies had clear research aims, the methodology
and design were appropriate, and so were the data collec-
tion methods used. A detailed description of the recruit-
ment process data analysis, findings, value of the research
and contribution to practice was provided. Eleven (11)
studies were appraised with the CASP tool, and two of
the studies, Ackers et al. [35] and Burrowes et al. [18], did
not meet the critical appraisal cut-off of 7/10 and were
therefore excluded [36]. All four studies appraised with
the JHNEBP tool were of good quality and thus included.

Data extraction

The 13 relevant studies of good quality underwent data
extraction by the researcher and an independent co-
reviewer for correctness and relevance. The researcher
developed a data extraction table to ensure the inclusion
of all relevant findings that answered the review question
[25, 36]. The headings are author/location, study focus,
study findings, and findings relevant to this study.

Data synthesis

Findings from the 13 studies were combined in the
review. To synthesise data, similar and recurring con-
cepts among studies were identified. Once identified the
concepts were grouped according to similarity in mean-
ing. Subsequently, descriptive, and analytical themes
were used to create themes and sub-themes. The meta-
synthesis involved three stages: (1) reading the text
repeatedly, (2) developing descriptive themes and (3)
generating analytical themes. The stages were according
to the thematic analysis by Thomas and Harden [27].

Stages one and two: coding and developing descriptive
themes

Firstly, the researchers read the text repetitively to
identify similar concepts among the primary studies
before coding according to similarities in meaning. The

Table 3 Themes and sub-themes generated from the
perspectives of healthcare professionals
Themes

Sub-themes

« Human resources

+ Medical resources

- Norms and practices

- Physical infrastructure

- Personal attributes

- Interpersonal relationships
« Competence

- Knowledge

- Preferences

Institution-related factors

Healthcare provider-related factors

Women-related factors
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process was stopped when no new concepts emerged
that addressed the review question.

Stage three: generating analytical themes

Secondly, concepts were grouped according to similari-
ties. Thirdly, the concepts led to the generation of tabu-
lated first and second-order concepts. The first order
represented the main themes, and the second order the
sub-themes. Three main themes regarding factors that
influence respectful and humanising perinatal care prac-
tices, according to healthcare professionals, emerged.
Lastly, the second-order concepts were assigned to the
relevant themes as sub-themes (Table 3).

Characteristics of the included studies
The 13 studies met the inclusion criteria and were pub-
lished in English. Three hundred ninety-three (393) HCPs
working in diverse maternity settings participated in the
studies. Five studies had samples of midwives only [37-
41] while the rest had midwives and doctors [42-49].
Eleven of the included studies were conducted on the
African continent [37, 38, 41-43, 45-49], while for the
other two studies one was conducted in Middle East
Asia [40] and the other Southeast Asia [44]. No study
from a high-income country was identified. Studies’ set-
tings were both rural and urban. The healthcare facilities
ranged from public/government hospitals, tertiary and
non-teaching public hospitals, private and faith (mission)
hospitals and health centres.

Results

The study focused on midwives and doctors working
in maternity settings. In this review, we used the term
healthcare professional (HCP) unless a reference was
made explicitly to either a midwife or a doctor.

The results are presented under three themes generated
from the perspectives of healthcare professionals: health-
care institution, healthcare professionals and women,
using sub-themes as the basis for the presentation. In
some instances, quotations are cited to support findings.

Factors related to the healthcare institution

Health institution-related factors are presented under the
following four sub-themes: human resources, equipment
and medical supplies, physical infrastructure, and norms
and practices.

Human resources

Human resource shortage was a significant concern, as
reported by HCPs. The shortage was reported in ten stud-
ies [38, 39, 42—49]. The findings revealed the prevalence
of human resource shortage in many settings. HCPs pro-
vide perinatal care to women; however, human resource
shortage can compromise care if HCPs work extra hours
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to cover the shortage as this will lead to exhaustion [43].
Due to the high patient-midwife ratio, continuous sup-
port was not possible as midwives attended to more than
one woman at a time [43, 44, 46].

Medical resources

Medical resources refer to equipment and medical sup-
plies that are needed to provide care efficiently and effec-
tively. Narratives of inadequate equipment and beds
prevailed [43, 48], and there was a lack of medical sup-
plies, such as essential medicines and personal protective
equipment, as reported in most of the included studies
(38, 39, 40, 42—44, 48, 49]. Due to limited medical sup-
plies [44, 47, 49] and sterile equipment, the process of
sterilisation was sometimes shortened to hasten its avail-
ability for procedures [40]. Shortage of medical resources
was prevalent in most settings - an aspect that can com-
promise patient safety.

Norms and practices

Norms and practices influence the type of care HCPs ren-
der to women. The environment was highly medicalised,
even for low-risk labouring women, and routine practices
other than EBPs contributed to care that did not promote
RPC among HCPs [38, 40].

“Disrespect is a consequence of working in a medi-
calised context. They (obstetricians) treat labouring
women hastily and completely medically. If we had
midwife-led birth centres, then we could provide
respectful care for women.” [40].

HCPs in some of the studies [41, 43, 47] reported a lack
of support from their superiors. Another revelation was
that managers sometimes blamed HCPs for adverse out-
comes [48]. Furthermore, lack of promotion and incen-
tives for extra work and long working hours contributed
to D&A [41, 43, 47].

“Sometimes, you keep on doing and discharging your
responsibilities appropriately, but no one from the
senior managers comes to you and sees what you do
and gives you recognition.” [43].

Highlighted by HCPs was the lack of managers’ institut-
ing redress on disrespectful practices [37, 41]. The lack
thereof perpetuated uncaring practices.

Another factor raised by HCPs was that training only
focused on women’s needs and not on HCPs' welfare
[41, 43]. HCPs felt that their needs were neglected as the
management did not address the challenges they were
experiencing.
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Physical infrastructure

The physical infrastructure must be adequate and well-
maintained to ensure safety and security. Inadequate
birthing-room space was prevalent, as was reported in
nine studies [39, 40, 42, 44—49]. Allowing many people
in a small area poses a health risk [48, 49]. To ensure
privacy, birth companions are often requested to leave
the ward before the examination of women [40, 43, 45].
Sometimes, only female birth companions are allowed
during early labour but not during actual childbirth to
maintain privacy [44]. Birth companionship is an essen-
tial component of RPC as it allows women to have the
continuous present of a support person. There is also a
shortage of suitable waiting areas [40].

“The companions stay outside in a cold place, from
night until morning. They lose their patience, so they
may get easily nervous. If they could stay in a suit-
able place, they would be comfortable and cooperate
with us to support the women.” [40].

Limited physical space also prevented free mobility, a
non-pharmacological pain relief method for labouring
women [46].

Other challenges related to physical infrastructure are
non-functioning ablution facilities, water shortage, poor
ventilation [43] and dilapidated buildings that pose a
health risk [47]. A woman can become anxious, stressed,
and disrespected in an environment without water and
good ventilation [40, 43, 46]. HCPs acknowledged the
importance of a physically pleasant environment as it
might make a woman relax.

Factors related to healthcare professionals
Healthcare professional-related factors were discussed
under the following: personal attributes and competence.

Personal attributes

According to the HCPs, a pleasant character by the HCP
was important in relaxing and boosting women’s confi-
dence [40]. A display of kindness and compassion makes
women feel acknowledged [37]. RPC entails making a
woman feel at home in a healthcare facility and appre-
ciate the care afterward [40]. Midwives value effective
communication to facilitate good interpersonal rela-
tions with women [40, 41, 44]. Respectful care is about
giving the right care to the woman; this can be achieved
through effective communication [40]. Sharing informa-
tion calmly would relax the woman [37, 40, 41]. Addi-
tionally, HCPs acknowledged that women should be
treated equally, so that each woman can feel appreciated
[38, 39, 41, 42, 49]. Communication and a pleasant char-
acter were acknowledged by some of the HCPs as aspects
appreciated by women.
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HCPs reported that harsh treatment and force were
used and justified as a way of getting women to cooperate
[41, 49]. According to midwives, they, too, sometimes get
overwhelmed and focus on birth outcomes and not the
mother’s emotional well-being hence the harsh treatment
of women [40, 45, 48]. Another finding was the acknowl-
edgment by HCPs that women should be treated fairly
to promote good interpersonal relationships [37, 40, 41].
HCPs agreed that kindness [37] and a pleasant attitude
[40] enabled women to relax.

Although analgesia is a necessity during childbirth,
sometimes midwives withhold it as they rationalised pain
as part of childbirth (41, 44, 46,47 48]. “Painful deliver-
ies are the norm, and scripture and religious messaging
on the pain inherent in childbirth” [41]. The lack of anal-
gesia makes women restless and less cooperative during

childbirth.

Competence

HCPs acknowledged competence as key in providing
RPC. Midwives acknowledged that RPC is “non-abu-
sive, women-centred and respects childbearing women’s
rights” [37]. HCPs are highly trained individuals [41, 45,
46] however the implementation of EBP was inconsistent.
Intervention packages on RPC for HCP training might
promote the use of EBPs such as non-discriminatory
care, informed consent, mobilisation, and companion-
ship during childbirth enabling positive experiences for
women [40]. Midwives acknowledged that not all women
need medical interventions and that scientific evidence
should inform decisions [40]. However, in one study [38]
it was reported that occasionally HCPs urged women to
deliver in the lithotomy position, exposing them to dis-
comfort and predisposing them to supine hypotension
syndrome [38]. According to HCPs training on “rights
of women’ contributed to improved relationships with
women [42, 47].

“I used to physically abuse women. But after I went
through training on the rights of women, I had to
change my attitude.” [42].

Besides knowledge and skills, cultural competence is a
crucial element in RPC. HCPs should be culturally ori-
ented to render care congruent to women from diverse
backgrounds [40, 45, 46]. Skilfulness by HCPs is neces-
sary in providing safe and acceptable care for women.

Factors related to women

Women-related factors influencing respectful perina-
tal care are discussed under the following sub-themes:
knowledge and preferences.
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Knowledge

HCPs highlighted that the right to information is fun-
damental for women to make informed decisions [37,
42, 44, 45]. Timely preparation can be achieved through
antenatal classes [38, 40, 43]. Antenatal preparation helps
the mother to plan for the birth, identify her birth com-
panion of choice and cope well during childbirth [40].

“A provider on duty who was not directly involved
in direct patient care was utilized to help translate”

[45].

Information related to childbirth preparation is essen-
tial for women as childbirth can be stressful, especially if
unprepared.

Preferences

Women have varying preferences, these are influenced
by culture, traditional practices, and religious beliefs [39,
40, 46, 47]. While some opt for a birth companion, oth-
ers might not. Also reported is the preferred gender for
a HCP; in some cultures, men are not allowed to ‘deliver’
women [39]. Other requests, such as taking the placenta
home, can easily be accommodated [46].

“When they come here, the rights of women from
every culture and tradition should be protected, and
we must pay attention to them.” [40].

HCPs agreed that women have varying preferences influ-
enced by aspects such as culture, traditional practices,
and religious beliefs.

Discussion of findings

The current review revealed the various factors that
contribute to respectful perinatal care. It is evident that
administrative and healthcare professional factors play a
major role in the type of perinatal care women receive.
Shortage of healthcare professionals was predominant
and was cited by HCPs as contributing to increased
workload, burnout, stress, and demotivation [38, 39,
44, 46—-49]. Due to the demotivation and exhaustion of
HCPs, women might not receive optimal and individu-
alised care. Thus, healthcare institutions need to address
the gap in staffing norms and work distribution as this
might boost HCPs” morale. Still, under human resources,
another revelation was the lack of promotion and incen-
tives for extra work and long working hours that con-
tributed to compromised care [41, 43, 47]. Therefore,
performance awards as recognition for exemplary per-
formance might contribute to the motivation of HCPs.
Equally, the lack of consequences for disrespect con-
tributed to non-adherence to respectful practices [37,
41]. Corrective measures need to be established for the
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mistreatment of women so that HCPs are held account-
able for their actions.

Parallel to human resource shortage was inadequate
equipment and medical supplies that contributed to sub-
optimal patient care as reported in most of the studies
[39, 38, 40, 42-44, 48, 49]. Some of the women slept on
the floor, while others sat on chairs for a long time wait-
ing for a bed to be available [38, 48]. It is therefore impor-
tant to ensure that the equipment is adequate and well
maintained. Conclusively, efficient, and effective perina-
tal care requires adequate equipment and medical sup-
plies so that women can be afforded the care and comfort
they rightfully deserve.

Another revelation for this review was that inadequate
space and poorly maintained physical infrastructure
compromised the provision of RPC as it posed a health
and safety risk [39, 40, 44—49]. The inadequate space also
resulted in overcrowding, limited mobility for women
in early labour, and no room for birth companions [39,
40, 48, 49]. Mobility during childbirth has benefits such
as a shorter duration of labour and pain relief [50]. Thus,
mobilization might be beneficial for low-risk women if
the space allows. WHO [13] also recommends adequate
infrastructure to accommodate women and their birth
companions for emotional and physical support. Thus,
healthcare institution administrators should ensure that
the infrastructure is adequate and well-maintained. More
so, using affordable items such as screens to partition the
room in resource-restrained settings might be useful in
providing privacy for women.

Two studies [38, 40] in this review highlighted the need
for HCPs to restrict the medicalization of childbirth and
interventions in low-risk women. Supporting the review
findings a study by Hastings-Tolsma [51] states that all
HCPs within maternity settings must embrace EBPs such
as non-medicalization of childbirth, use of interven-
tions only when medically indicated and allowing child-
birth companionship according to an individual woman’s
needs.

Furthermore, this review highlighted that HCPs’ atti-
tudes and behaviours contribute to the type of care ren-
dered and, subsequently, women’s experiences [37, 40].
Empathy and sensitivity towards women might allay anx-
iety. Incidences of discrimination were reported in most
studies [38, 39, 41, 42, 49]. Thus, positive partnerships
between women and HCPs are vital in creating a condu-
cive environment where both can co-exist amicably. The
White Ribbon Alliance [52] emphasises that perinatal
care should be non-discriminatory. Supporting women
emotionally, physically, and informationally is essential
for their confidence and well-being.

The importance of reliable information as a contribu-
tor to decision-making by women was also prevalent
in this review [41-44, 47]. In the absence of relevant
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information, women cannot make autonomous deci-
sions. HCPs cited illiteracy and language differences as
barriers to the comprehension of information [41, 44].
Childbirth preparation and informed decisions are vital;
however, language and illiteracy communication barri-
ers might inhibit women from meaningful engagements
and making informed decisions. Authors Akhavan and
Edge [53] recommend using simpler terms or a familiar
language as it would be appreciated by women. Thus,
women should receive health information using simple
terms in a language they understand [45].

Bohren et al. [54] emphasised the need for a thor-
ough explanation for women to make informed deci-
sions. Communication between HCPs and women is
fundamental in perinatal settings to enable autonomy
for women. According to this review’s findings HCPs
can provide congruent care by possessing the necessary
knowledge, skills, and attitudes aligned with EBPs [46].
Thus, ongoing in-service training on EBP in the con-
text of RPC might result in optimal health outcomes for
mothers and babies as well as positive experiences for
women.

The World Health Organization [13] recommends
skilled birth attendants to safeguard the welfare of
women during childbirth. In the review, it was revealed
that training on RPC helped HCPs improve their com-
petence towards providing dignified care [37, 43, 46, 47].
Thus, training on value clarification can be successful
by making HCPs more aware of RPC. The review reiter-
ates that women are diverse individuals, and so are their
wants and needs an aspect HCPs should pay attention to
when providing care [37, 40, 45]. Furthermore, culture,
religion, and education influence women’s choices [39,
46]. More so, women should be acknowledged as indi-
viduals with varying needs [37, 40, 45]. However, accom-
modating women’s wishes depends on the implication for
maternal and fetal well-being [45]. Thus, HCPs should
maintain a balance between a woman’s preferences and
the possible consequences concerning EBP.

Limitation

While this study was able to explore and describe factors
that affect RPC according to HCPs, some studies might
have been missed due to incorrect indexing.

Conclusion

The purpose of the study was to gather, appraise, and
synthesise evidence on the factors influencing respectful
perinatal care provided by healthcare professionals. This
was achieved by exploring and synthesising findings from
various studies that examined the perceptions of doctors
and midwives regarding the factors affecting the provi-
sion of respectful perinatal care. In this review, three
themes were discussed under the respective sub-themes:
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institutional-related, healthcare-related, and women-
related factors. Factors that facilitate respectful perinatal
care in this review were identified as adequate human
and physical resources and medical supplies, healthcare
provider knowledge, skills, and attributes [38—49].

The thirteen studies included in the systematic review
highlighted the importance of addressing perinatal
care related issues within the context of the practice
environment.

Abbreviations

AND Academy for Nutrition and Dietetics

CRD Centre for Reviews and Dissemination

D&A Disrespect and Abuse

EBP Evidence-Based Practice

EPPI Evidence for Policy and Practice Information
HCP Healthcare Professional

HRW Human Rights Watch

JHNEBP  Johns Hopkins Nursing Evidence-Based Practice
RPC Respectful Perinatal Care

WHO World Health Organization

SPIDER Sample, Phenomenon of Interest, Design, Evaluation, Research
type

PRISMA  Preferred Reporting Items for Systematic Reviews and meta
Analyses

RIS Research Information Systems

CASP Critical Appraisal Skills Programme

WRA White Ribbon Alliance

Supplementary Information
The online version contains supplementary material available at https://doi.
0rg/10.1186/512884-024-06625-6.

[ Supplementary Material 1 ]

Acknowledgements

The faculty librarian at the Ferdinand Postma Library of the North-West
University, Ms Gerda Beukman, assisted with the literature search. Ms Marietjie
Bester (College of Nursing, King Saud bin Abdulaziz, University for Health
Science University Jeddah, Saudi Arabia) assisted with co-checking the quality
of studies and data-extraction with PL the first author.

Author contributions

PL wrote the research protocol, developed the search strategy, screened the
obtainable studies and critical appraisal; extracted the data and conducted
the synthesis. CSM supervised the entire research process. WL Co-supervised
the entire research process. All authors reviewed and approved the
manuscript.

Funding

The EPPI Reviewer Computer program licence was paid for from the Thuthuka
grant. The funding body was not involved in the design of the study,
collection, analysis and interpretation of data or the writing of the manuscript.
PL received a Bursary from the Thuthuka grant; TTK13070720678.

Open access funding provided by North-West University.

Data availability
All data analysed during this study are included in this published article [and
its supplementary information files].

Page 8 of 9

Declarations

Ethics approval

This paper was part of a Doctor of Philosophy study approved by the North-
West University Health The study was registered on the Centre for Reviews
and Dissemination (CRD 42020209512). HREC number NWU-00503-19-A1.

Consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Received: 16 October 2023 / Accepted: 6 June 2024
Published online: 24 June 2024

References

1. Shakibazadeh E, Namadian M, Bohren MA, Vogel JP, Rashidian A, Nogueira
Pileggi V, Gulmezoglu AM. Respectful care during childbirth in health facilities
globally: a qualitative evidence synthesis. BJOG. 2017;125(8):932-42.

2. Romano AM, Lothian JA. Promoting, protecting, and supporting normal birth:
a look at the evidence. JOGNN. 2008;37(1):94-105.

3. Davis-Floyd R. The technocratic, humanistic, and holistic paradigms of child-
birth. Int J Gynecol Obstet. 2001,75:55-23.

4. Fenwick J, Staff L, Gamble J, Creedy DK, Bayes S. Why do women request
caesarean section in a normal, healthy first pregnancy? Midwifery.
2010;26:394-400.

5. Chadwick RJ, Cooper D, Harries J. Narratives of distress about birth in
South African public maternity settings: a qualitative study. Midwifery.
2014;30:862-8.

6. HRW (Human Rights Watch). South Africa. Stop making excuses. Accountabil-
ity for maternal health care in South Africa. 2011. https://www.hrw.org/sites/
default/files/reports/sawrd0811web-coverPdf. Accessed 15 Dec 2022.

7. Honikman S, Fawcus S, Meintjes I. Abuse in South African maternity
settings is a disgrace: potential solutions to the problem. S Afr Med J.
2015;105(4):284-6.

8. Vogel JP, Bohren MA, Tuncalp, Oladapo OT, Gulmezoglu AM. Promoting
respect and preventing mistreatment during childbirth. Int J Gynaecol
Obstet. 2015.

9. Sanchez SB. Obstetric violence: Medicalization, authority abuse and sexism
within Spanish obstetric assistance. A new name for old issues? Utrecht:
Utrecht University (Dissertation-Masters); 2014.

10.  Sadler M, Santos M, Ruiz-Berdu'n D, Leiva Rojas G, Skoko E, Gillen P, Clause J.
Moving beyond disrespect and abuse: addressing the structural dimensions
of obstetric violence. Reprod Health Matters. 2016;24:47-55.

11. World Health Organization. Recommendations: intrapartum care for a
positive childbirth experience. Transforming care of women and babies for
improved health and well-being. 2018. https.//www.apps.who.int/iris/bit-
stream/handle/10665/272447/WHO-RHR-18.12-eng.pdf?ua=1 Accessed 20
Apr 2022.

12. Byrome S, Downe S. She sort of shines midwives'accounts of ‘good' mid-
wifery and ‘good’ leadership. Midwifery. 2010,26:126-37.

13. Miller S, Abalos E, Chamillar M, Ciapponi A, Colaci D, Comandé D,
et al. Beyond too little, too late and too much, too soon: a pathway
towards evidence-based, respectful maternity care worldwide. Lancet.
2016;388(10056):2176-92.

14.  Jamas MT, Hoga LAK, Tanaka ACA. Mothers'birth care experiences in a Brazil-
ian birth centre. Midwifery. 2011;27:693-9.

15. Khresheh R. Support in the first stage of labour from a female relative:
the first step in improving the quality of maternity services. Midwifery.
2010,26(6):e21-24.

16. Van Teijlingen E. A critical analysis of the medical model as used in the study
of pregnancy and childbirth. Soc Res Online. 2005;10(2).

17.  Ratcliffe HL, Sando D, Lyatuu GW, Emil F, Mwanyika-Sando M, Chalamilla G,
McDonald KP. Mitigating disrespect and abuse during childbirth in Tanzania:
an exploratory study of the effects of two facility-based interventions in a
large public hospital. Repro Health. 2016;13(1):13.


https://doi.org/10.1186/s12884-024-06625-6
https://doi.org/10.1186/s12884-024-06625-6
https://www.hrw.org/sites/default/files/reports/sawrd0811web-cover.Pdf
https://www.hrw.org/sites/default/files/reports/sawrd0811web-cover.Pdf
https://www.apps.who.int/iris/bitstream/handle/10665/272447/WHO-RHR-18.12-eng.pdf?ua=1
https://www.apps.who.int/iris/bitstream/handle/10665/272447/WHO-RHR-18.12-eng.pdf?ua=1

Lunda et al. BMC Pregnancy and Childbirth

22.

23.

24,

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

(2024) 24:442

Burrowes S, Holcombe SJ, Jara D, Carter D, Smith K. Midwives'and patients'
perspectives on disrespect and abuse during Labor and Delivery Care in
Ethiopia: a qualitative study. BMC Preg Childbirth. 2017;17:263.

Grilo Diniz CS, Rattner D, Lucas d'Oliveira AFP, Marques de Aguiar J, Yoshie Ni
D. Disrespect and abuse in childbirth in Brazil: social activism, public policies
and providers'training. Repro Health Matters. 2018;1502019.

Pickles C. Eliminating abusive ‘care’a criminal law response to obstetric
violence in South Africa. S Afri Crime Q. 2015;54.

Shimpuku Y, Patil CL, Norr KF, Hill PD. Women'’s perceptions of child-

birth experience at a hospital in rural Tanzania. Health Care Women Int.
2013;934:461-81.

Chadwick RJ. Ambiguous subjects: obstetric violence, assemblage and South
African birth narratives. Feminism Psychol. 2017,27(4):489-509.

Oosthuizen SJ, Bergh A, Pattinson C, Grimbeek J. Does matter where you
come from: mothers'experiences of childbirth in midwife obstetric units,
tshwane, South Africa. Reprod Health. 2017;14:151.

Finfgeld-Connett D, Johnson ED. Literature search strategies for conducting
knowledge-building and theory-generating qualitative systematic reviews. J
Adv Nurs. 2012,69(1):194-204.

AND (Academy of Nutrition and Dietetics). Evidence Analysis Manual:

Steps in the Academy Evidence Analysis Process. 2022. https://www.
andeal.org/vault/2440/web/files/EAL/EAL%20Manual%20and%20Forms/
EA_Manual_2022Nov.pdf. Accessed 2 Aug 2023.

Cooke A, Smith D, Andrew B, Beyond PICO. The SPIDER tool for qualitative
evidence synthesis. Qual Health Res. 2012;22(10):1435-43.

Thomas J, Harden A. Methods for the thematic synthesis of qualitative
research in systematic reviews. EPPI-Centre, Social Science Research Unit,
Institute of Education, University of London; 2008.

Page MJ, Moher D. Evaluations of the uptake and impact of the Preferred
reporting items for Systematic Reviews and Meta-analyses(PRISMA) State-
ment and extensions: a scoping review. Syst Rev. 2017,6:263.

Gough D, Oliver S, Thomas J. Learning from research: systematic reviews

for informing policy decisions. A quick guide. EPPI-Centre: Social Science
Research Unit, Institute of Education.pdf. University of London; 2013.
EPPI-Reviewer. Eppi Reviewer 4. Software for research synthesis. 2015. https://
www.eppi.ioe.ac.uk/cms/Portals/35/Manuals/ER4.5.0%20user%20manuala.
pdf?ver=2015-10-12-122019-620.pdf. Accessed 13 May 2023.

CRD (Centre for Reviews and Disseminations). Systematic reviews: CRD's
guidance for undertaking reviews in health care. York: University of York.
2009. http://www.york.ac.uk/inst/crd/pdf/Systematic_Reviews.pdf. Accessed
15 Apr 2023,

CASP (Critical Appraisal Skills Programme). Qualitative checklist. 2018. https://
casp-uk.net/wp-content/uploads/2018/01/CASP-Quialitative-Checklist.pdf.
Accessed 5 July 2023.

JHNEBP (Johns Hopkins. Nursing Evidence-Based Practice) Appendix E:
Research evidence appraisal tool. 2019. https://www.jhneducation.org/
node/1535/done?sid=49683&token=2561f9d1ad229a063292668ce9ee0570.
pdf. Accessed 21 Apr 2023.

Long HA, French DP, Brooks JM. Optimising the value of the critical appraisal
skills programme (CASP) tool for quality appraisal in qualitative evidence
synthesis. Res Methods Med Health Sci. 2020;1(1):31-42.

Ackers L, Webster H, Mugahi R, Namiiro R. What price a welcome? Under-
standing structure agency in the delivery of respectful midwifery care in
Uganda. Int J Health Govern. 2018;23(1):46-59.

Aromataris E, Munn Z, editors. JBI Manual for Evidence Synthesis. JBI. 2020.
https://synthesismanualjbi.global.pdf. Accessed 4 Aug 2023.

Dzomeku VM, Mensah ABB, Nakua EK, Agbadi P, Lori JR, Donkor P. Exploring
midwives' understanding of respectful maternal care in Kumasi, Ghana:
qualitative inquiry. PLoS ONE. 2020a;15(7):€0220538.

38.

39.

40.

41.

42.

43.

45.

46.

47.

48.

49.

50.

5T

52.

53.

54.

Page 9 of 9

Dzomeku VM, Mensah ABB, Nakua EK, Agbadi P, Lori JR, Donkor P. | wouldn't
have hit you, but you would have killed your baby: exploring midwives'
perspectives on disrespect and abusive care in Ghana. BMC Preg Childbirth.
2020b;20:15.

Lusambili A, Wisofschi S, Shumba C, Obure J, Mulama K, Nyaga L, et al. Health
care workers' perspectives of the influences of disrespectful maternity care in
rural Kenya. Int J Environ Res Pub Health. 2020;17:8218.

Moridi M, Pazandeh F, Hajian S, Potrata B. Midwives' perspectives of
respectful maternity care during childbirth: a qualitative study. PLoS ONE.
2020;15(3):€0229941.

Smith J, Banay R, Zimmerman E, Caetano V, Musheke M, Kamanga A. Barriers
to provision of respectful maternity care in Zambia: results from a qualitative
study through the lens of behavioral science. Preg Childbirth. 2020;20:26.
Afulani PA, Kelly AM, Buback L, Asunka J, Kirumbi L, Lyndon A. Providers' per-
ceptions of disrespect and abuse during childbirth: a mixed-methods study
in Kenya. Health Policy Plan. 2020;35:577-86.

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):21854153.

Maung TM, Lwin K, Mon NO, Tuncalp O, Aye SN, Soe YY, Bohren MA. A qualita-
tive study on acceptability of the mistreatment of women during childbirth
in Myanmar. Reprod Health. 2020;17:56.

Moyer CA, McNally B, Aborigo RA, Williams JEO, Afulani PA. Providing respect-
ful maternity care in northern Ghana: a mixed-methods study with maternity
care providers. Midwifery. 2021,94:102904.

Mselle LT, Koh TW, Dol J. Barriers and facilitators to humanising birth care

in Tanzania: findings from semi-structured interviews with midwives

and obstetricians. Reprod Health. 2018;15:137. https://doi.org/10.1186/
$12978-018-0583-7.

Ndwiga C, Warren CE, Ritte J, Sripad P, Abuya T. Exploring provider perspec-
tives on respectful maternity care in Kenya: work with what you have. Reprod
Health. 2017,14:99.

Oluoch-Aridi J, Smith-Oka V, Milan E, Dowd D. Exploring mistreatment of
women during childbirth in a peri-urban setting in Kenya: experiences and
perceptions of women and healthcare providers. Reprod Health. 2018;15:209.
Warren E, Njue R, Ndwiga C, Abuya T. Manifestations and drivers of mistreat-
ment of women during childbirth in Kenya: implications for measurement
and developing interventions. BMC Preg Childbirth. 2017;17:102.

Dencker A, Smith V, McCann C, Begley C. Midwife-led maternity care in
Ireland - a retrospective cohort study. BMC Preg Childbirth. 2017;17:101.
Hastings-Tolsma M, Nolte GW, Temane A. Birth stories from South Africa:
voices unheard. Women Birth. 2018;31(1):e42-50.

WRA (White Ribbon Alliance). Respectful Maternity Care: The Universal Rights
of Childbearing Women. 2011. https//www.healthpolicyproject.com/pubs/4
6FinalRespectfulCareCharter.pdf. Accessed 14 Jul 2023.

Akhavan S, Edge D. Foreign-born women'’s experiences of community-
based doulas in Sweden-a qualitative study. Health Care Women Int.
2012;33:833-48.

Bohren MA, Vogel JP. Tuncalp O, Fawole B, Titiloye MA, Olutayo AQ et al. By
slapping their laps, the patient will know that you truly care for her: a qualita-
tive study on social norms and acceptability of the mistreatment of women
during childbirth in Abuja, Nigeria. SSM- Popul Health. 2016,640-55.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.


https://www.andeal.org/vault/2440/web/files/EAL/EAL%20Manual%20and%20Forms/EA_Manual_2022Nov.pdf
https://www.andeal.org/vault/2440/web/files/EAL/EAL%20Manual%20and%20Forms/EA_Manual_2022Nov.pdf
https://www.andeal.org/vault/2440/web/files/EAL/EAL%20Manual%20and%20Forms/EA_Manual_2022Nov.pdf
https://www.eppi.ioe.ac.uk/cms/Portals/35/Manuals/ER4.5.0%20user%20manuala.pdf?ver=2015-10-12-122019-620.pdf
https://www.eppi.ioe.ac.uk/cms/Portals/35/Manuals/ER4.5.0%20user%20manuala.pdf?ver=2015-10-12-122019-620.pdf
https://www.eppi.ioe.ac.uk/cms/Portals/35/Manuals/ER4.5.0%20user%20manuala.pdf?ver=2015-10-12-122019-620.pdf
http://www.york.ac.uk/inst/crd/pdf/Systematic_Reviews.pdf
https://casp-uk.net/wp-content/uploads/2018/01/CASP-Qualitative-Checklist.pdf
https://casp-uk.net/wp-content/uploads/2018/01/CASP-Qualitative-Checklist.pdf
https://www.ijhneducation.org/node/1535/done?sid=49683&token=2561f9d1ad229a063292668ce9ee0570.pdf
https://www.ijhneducation.org/node/1535/done?sid=49683&token=2561f9d1ad229a063292668ce9ee0570.pdf
https://www.ijhneducation.org/node/1535/done?sid=49683&token=2561f9d1ad229a063292668ce9ee0570.pdf
https://synthesismanual.jbi.global.pdf
https://doi.org/10.1186/s12978-018-0583-7
https://doi.org/10.1186/s12978-018-0583-7
https://www.healthpolicyproject.com/pubs/46FinalRespectfulCareCharter.pdf
https://www.healthpolicyproject.com/pubs/46FinalRespectfulCareCharter.pdf

	﻿Factors influencing respectful perinatal care among healthcare professionals in low-and middle-resource countries: a systematic review
	﻿Abstract
	﻿Background
	﻿Purpose

	﻿Research methods
	﻿Formulation of the review question and search strategy
	﻿Executing the search
	﻿Electronic and manual search
	﻿Assessment on eligibility


	﻿Critical appraisal of selected studies
	﻿Data extraction
	﻿Data synthesis
	﻿Stages one and two: coding and developing descriptive themes
	﻿Stage three: generating analytical themes
	﻿Characteristics of the included studies
	﻿Results
	﻿Factors related to the healthcare institution
	﻿Human resources
	﻿Medical resources
	﻿Norms and practices
	﻿Physical infrastructure
	﻿Factors related to healthcare professionals
	﻿Personal attributes
	﻿Competence
	﻿Factors related to women
	﻿Knowledge
	﻿Preferences


	﻿Discussion of findings
	﻿Limitation

	﻿Conclusion
	﻿References


