Original Research Article

EXPLORING EVIDENCE FOR DISRESPECT AND ABUSE IN FACILITY-BASED
CHILDBIRTH AT A TERTIARY FACILITY IN GHANA

ABSTRACT

Background: Pregnant women’s decisions to seek maternity care are influenced by the poor quality
of health care they receive, as well as their fears of being disrespected and abused during childbirth,
which are perpetuated by health workers. Physical abuse, non-consented care, non-confidential care,
non-dignified care, discrimination, abandonment, and detention in.facilities are some of the most
common manifestations of disrespect and abuse. Maternal imortality interventions have primarily
targeted facility-based delivery, but the proportion of births.in fagilities has remained persistently low
in many low-resource settings, despite the fact that facility-based birth rates have increased in recent
years.

Purpose: The purpose of this study was therefore:to explore women’s views on disrespect and
abuse in childbirth in the Tamale Teaching Hospital.

Methodology: Analytical cross-sectional .design was used to collect data for this study, and a
purposive sampling technique was used to select the respondents from the study area. A total of two
hundred and forty respondents were surveyed for the purpose of gathering information for the study.
The majority of the primary data was:gathered through the use of administered questionnaires. The
information gathered was analyzed with the help of Microsoft Word Excel.

Key findings: Results from the study.revealed that, the vast majority (23 percent) of respondents
identified insulting as a form of abuse and disrespect during childbirth, and that the vast majority
(91%) of respondents believed. that abuse and disrespect during childbirth could never be
stopped. A further finding was. that:the vast majority of respondents (86%) viewed abuse and
disrespect during-childbirth as negative, whereas 51.6% of respondents viewed the absence of
abuse as a means of improving.the overall quality of health care during childbirth.
Recommendations: On the basis of the study's findings, a number of recommendations were
also made,-including. the intensification of interventions that could help prevent neglect or
isolation among new mothers in the study area.

Key Words: Disrespect, Abuse, Childbirth, Maternity Care, Facility-Based Birth, Interventions
and Tamale Teaching Hospital



BACKGROUND

The relationship that a woman has with her maternity care providers is critical to her overall
well-being (Berry, 2010). Furthermore, not only do these encounters serve as a conduit for
essential lifesaving health services, but women's interactions with caregivers can either empower
and comfort them or cause them long-term harm and emotional trauma (Kruk, 2009). However,
women’s memories of their childbearing experiences last a lifetime and are frequently shared
with other women, contributing to a climate of confidence or doubt surrounding childbearing and
health-care utilization (White Ribbon Alliance, Respectful Maternity Care, 2011). Obstetrics and
obstetrical care continue to put women at risk for significant morbidity and mortality,
particularly in sub-Saharan Africa (Baer, Singer & Johnsen, 2010).

Pregnant women require access to the infrastructure, equipment, and personnel necessary for
routine and emergency obstetric and newborn care in.order to exercise their right to readily
available, easily accessible, acceptable, and of high-quality care (Thaddeus & Maine, 2009).
Despite the advancements, many pregnant women, particularly in developing countries, continue
to face challenges in obtaining high-quality services (Watson-Jones, 2012). Although services
are available, care may be compromised by social, ethnic, and cultural barriers; a chilly reception
at the health care facility; a lack of privacy and limited information sharing between the client
and the provider; and, in some cases, outright neglect or abuse (Bowser & Hill, 2010). The right
to health establishes the broadest definition of disrespect and abuse, which is the most common

type of abuse.

Those interactions or facility conditions that are perceived as or intended to be humiliating or
undignified by the local community, as well as those interactions or facility conditions that are
experienced as or intended to be humiliating or undignified by the local community (WHO,
2008). A landmark review of evidence for disrespect and abuse in facility-based childbirth
conducted by Bowser and Hill (2010) identified numerous examples, including physical abuse,
non-dignified care, nonconsented care, non-confidential care, discrimination, abandonment of
care, and detention in facilities. They observed that women avoid seeking care in health facilities
due to mistreatment, which jeopardizes the achievement of Millennium Development Goal
(MDG) 5 - to improve maternal health - by the international community.



According to international law, the right to health necessitates the provision of health services
that are readily available, easily accessible, acceptable, and of high quality (Rosenfield, 2010).
While numerous official interpretations and guidance documents have been issued in support of
the application of this right to childbirth, reports of disrespectful or abusive treatment during
labor and delivery continue to appear in many parts of the world (Rosenfield, 2010). Recently
published data from low-resource settings revealed a widespread practice of disrespectful and
abusive treatment by health-care workers when pregnant women seek childbirth, as well as the
ability of such experiences to undermine access to childbirth care during subsequent.deliveries
(Bowser, 2010).

The World Health Organization (WHO) recently issued a call for action to put an end to
disrespectful behavior during skilled birth, from policy to practice (d‘Oliveira, 2010). According
to the call, women from low socioeconomic status, migrant women, and women from ethnic
minorities are particularly vulnerable to disrespect and abuse.during pregnancy and childbirth
(d'Oliveira, 2010). According to the growing body of anecdotal and research evidence collected
in maternity care systems around the world - from the wealthiest to the poorest countries - it
appears that disrespect and abuse ofawomen seeking maternity care are becoming increasingly
serious issues (Kruk, Mbaruku, de Pinho & Galea, 2009). Taking a stand against disrespect and
abuse, the World Health Organization (WHO) states that every woman has the right to the
highest attainable standard of health, including the right to dignified and respectful care during
pregnancy and childbirth (Bowser& Hill, 2010).

MATERIALS AND METHODS

Study . design: The study employed a cross-sectional design that was primarily analytical in
nature. This.design was chosen due to the nature of the research topic, as well as the fact that it is
relatively inexpensive and provides the opportunity to evaluate both exposures and outcomes at
the same time. As described by Avoke (2005), analytical cross-sectional study designs are
intended to accurately portray the characteristics of specific individuals, situations, or groups. In

order to provide information on which to base sound decisions and to prepare the groundwork



for a more constructive program of educational research, it is used as a needs assessment tool
(Avoke, 2005).

Setting: The study was conducted in the Tamale Teaching Hospital which is located in Tamale;
the regional capital of the Northern region of Ghana. The Hospital was established to serve as a
medical referral center for the Northern, Upper East and Upper West Regions, the northern parts of
the Brong-Ahafo Region, Oti Region and the neighbouring countries of Ivory Coast, Burkina Faso
and Togo (Annual Report of TTH, 2018).

Target Population: The study participants were primarily post-partum women who had been in
the Postnatal Ward of the Tamale Teaching Hospital for no more than three days.at the time of
the study's implementation. The study population consisted of women of reproductive age (15 to
49 years) who had given birth in the hospital within the previous (0-3):days and who had been
attended by a skilled birth attendant during their delivery.

Inclusion Criteria: Participants were included in the study if they were 15-49 years, who had
given birth.

Exclusion Criteria: Participants who.does not fall within the reproductive age.

Sampling Technique and Size: The respondents for the study were selected using a technique
known as purposive sampling. The Fisher's method was used to narrow down the pool of
potential respondents. The numbers used as identification were given to post-partum women who
had delivered between (0-3) days prior and were written on pieces of paper that were then folded
in half. Using a clean rubber bucket, the folded papers were thoroughly mixed and kept together.
To obtain the required sample size of 240 folded papers, the technique of sampling without
replacement was used to pick the folded papers out of the rubber bucket one by one until the

required.sample size of 240 was obtained.

Data Collection Instrument: For the purpose of gathering information, a structured questionnaire
consisting of both closed- and open-ended questions was used as the primary tool. Primary and
secondary data sources were used to gather the information. When collecting primary data, the
researchers used structured questionnaires to gather as much information as they possibly could.
Individually administered questionnaires were given out by the researchers at the Tamale



Teaching Hospital's Post-Natal Ward. Obtaining secondary information was accomplished
through a review of related literature, which included books, journals, and internet articles.

Data Analysis: The completed questionnaires were crossed checked for completeness and
accuracy. The questions were coded and entered into the excel computer software for analysis
using Microsoft Excel Word 2018. The descriptive tools were tables, pie chart, graph and bar

charts together with relevant and narrative expression.

The researchers conducted the data collection in order to ensure that the information gathered was
trustworthy and valid. This ensured that the questions were consistent throughout: The questionnaires
were also pre-tested on a total of fifteen post-partum women before being distributed. The pre-testing
was carried out in order to assist in the restructuring of the questionnaire. After.double-entry of data
was completed, the two data sets were compared at the conclusion of the analysis.

Ethical Consideration: Before beginning the research, permission was sought from the hospital
administration at the Tamale Teaching Hospital. This was granted. Before they were
administered, the questionnaires were also reviewed by the appropriate authorities. We sought
respondents' informed consent because the issues of disrespect and abuse during childbirth are
extremely sensitive. The objectives and significance of the study were clearly stated and
explained to the potential respandents inthe consent form, which they signed. Individuals who
chose not to participate in the study were given the opportunity to do so at their discretion. In
order to maintain. the anonymity and confidentiality of the actual source (s) of information
obtained from the study, the names of those who took part in the study were withheld from
publication. Because no names were provided on the data collection tools, there were no clues

left for someone to follow in order to determine the source of the information.

STUDY FINDINGS

This chapter presents the results from the data that was collected from the respondents. The data

was entered and analyzed by Microsoft word excel 2018. Data is presented according to sections.



The information is displayed in the form of tables and charts for easy description and

interpretations.
SOCIO-DEMOGRAPHIC CHARACTERISTICS OF RESPONDENTS

Figure 1.1 below shows the age distributions of respondents who formed part of the study. Most

.

of the respondents representing 52% were within the age of 31-35 years, 19%W0” ents were

%Mere 36

and above years.

Figure 1.1: Age of respondents in years
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From Figure 1§@hown below majority of the respondents (90%) were married whiles (10%)
respondent,%s@ere single or in consented relationship none of the respondents however stated

divorce, separated or widowed.

Figure 1.2: Marital status of respondents
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From Figure 1.3 shown below, most of the r ere practicing Islam with
37.5% respondents practicing Christianity : S lent was practicing other religions

at the time of the research



Figure 1.3: Religious status of respondents
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From Table 1. indicated below, majority of the respondents (66.7%) were self-employed, 14.2%

respondents said they were students whiles 8.3%. respondents stated they were unemployment.

10.8% respondents were gainfully employed hence salaried workers.

Table 1: Occupations of respondents

VARIABLE FREQUENCY PERCENT
Students 34 14.2
Self-employed 160 66.7
Gainfully employed 26 10.8
Unemployed 20 8.3
TOTAL 240 100.0




From Figure 1.4 shown below, most of the respondents 144 (60%) were Dagombas, 42 (17%)
respondents were Gonja, 28 (12%) respondents were Dagarti, 8 (3%) respondents were Akans

and 8 (18%) of the respondents were Bimoba

Figure 1.4: Ethnicity of respondents
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majority (118) of the respondents had no formal education

y education whiles 29 said they had vocational education.



Figure 1.5: Educational status of respondents
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Figure 1.6: Parity of responden
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From Figure 1.6 shown below, majority of the respondents (128) had 3-4 children, 62
respondents had 5 and above children whiles 50 respondents had 1-2 children at the time of

conducting the research at the study area.

From Table 2 presented below, 52.5% respondents had conceived for three and above times,
39.2% respondents conceived for the second time whiles 8.3% respondents however were

primigravidae

Table 2: Number of times of pregnancy of respondents

VARIABLE FREQUENCY PERCENT
First 20 8.3

Two 94 39.2

3 and above 126 525
TOTAL 240 100.0

From Figure 1.7 illustrated below, 91% respondents’ mode of delivery was Spontaneous Vagina

Delivery(SVD) whiles 9% respondents said by Caesarian Section (C/S).



Figure 1.7: Mode of delivery of respondents
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FORMS OF ABUSE AND DISRESPECT BY RESPONDENTS

Conversely, a definition of disrespect and abuse based during childbirth on the actual experience
of violations from the perspectives of post-partum women and health care providers is difficult to
coin, especially when aspects of disrespect and abuse during child birth are so common among
providers or so expected by post-partum women as to be normalized in the health system. The
study sought to find a definition for disrespect and abuse or what respondents termed as

disrespect and abuse in their desire to deliver in the hospital.

From the responses gathered from the respondents, it was evident that there is no single definite
definition for disrespect and abuse by post-partum women. Some direct quotes from respondents
on what abuse and disrespect in child birth are is; “shouting at pregnant women by midwives and
nurses during labour”, “maltreating a pregnant women during childbirth”, “is the way a pregnant

woman is received and handle during childbirth”, “insulting and shouting at a pregnant woman



whiles in labour”, “it is making a pregnant women in labour uncomfortable”, “giving pregnant
women emotional pain during labour by making unnecessary comments likes; shout up and

push”.

From the Figure 1 .8 indicated below, majority of the respondents representing 43% said they heard
of abuse and disrespect during childbirth from the radio whiles 21% respondents mentioned others
like; family members, friends, workshops attended and personal experiences. From the Figure also,
6% respondents said they heard of abuse and disrespect during child birth from the social media and

25% respondents stated clinic with 5% respondents identifying School.

Figure 1.8 : Sources of respondent’s knowledge of abuse and disrespect
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Majority (23%) of the respondents identified insulting as a form of abuse and disrespect during

childbirth, 21% respondents mentioned non-dignified care, 8% respondents stated non-



confidential care with 6% respondents stating physical beating. 2% respondents and 40%
respondents respectively identified buying of things and shouting as abuse and disrespect during

childbirth.

All the respondents (100%) identified the midwives and nurses as the most frequent health
workers who abused pregnant women during child birth probably because they are directly
involved in the art and process of child birth. All the respondents (100%).stated that the negative
effect of abuse and disrespect during childbirth is the emotional instability they usually

experienced

From Figure 1. 9 illustrated below, majority of the respondents (91%) were of the opinion that
abuse and disrespect during childbirth can never be stopped whiles 9% respondents expressed a

contrary view.

Figure 1. 9: Respondents opinion on abuse and disrespect
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PERCEPTION AND VIEWS ON ABUSE AND DISRESPECT IN CHILDBIRTH

All pregnant women who report negative experiences in the health facilities either during
pregnancy or during previous births often decide to give birth at home for fear of humiliation,

bad treatment and for not being respected by health care providers.

From Figure 1.10 presented below, majority of the respondents (86%) perceived abuse and
disrespect during childbirth as bad whiles 14% respondents perceived it not to be bad. Among
the latter, they mentioned factors such as; some pregnant women are always too reluctant to
comply to basic issues during labour and during labour most pregnant women become emotional

unstable and unnecessary angrily and need to be controlled.

Figure 1.10: Respondent’s perception of abuse and disrespect during childbirth
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Source: Field Survey, 2015

From the responses, most of the respondents have had one form of abuse or disrespect before or
otherwise. As indicated in Figure 1.11 below, majority (94.1%) of the respondents said they have

ever been abused before whiles 5.9% said they have never been abused before.

Figure 1.11: Respondents and abuse during childbirth
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From Table 3 illustrated below, 51.6% respondents perceived absent of abuse as a way of
enhancing quality of health care during child birth, 11.3% respondents mentioned friendly care

whiles 37.1% respondents stated proper communication by health care providers.

Table 3: Respondents perception of quality of health care

VARIABLE FREQUENCY PERCENT

proper communication 89 37.1



Friendly care 27 11.3

Absent of abuse 124 51.6

TOTAL 240 100

Source: Field Survey, 2015

From Figure 1.12 presented below, 72.3% respondents said educational level of pregnant women
determines whether the person was going to be abused or disrespected whiles 27.7% respondents

however, stated that educational level was not linked to abuse and disrespect during childbirth

Figure 1.12: Education and abuse during child birth
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From Figure 1.13 indicated below, majority (84.4%) of the respondents believed that the study
will improve child birth in the Hospital whiles 15.6% respondents expressed a different view.
56% respondents said financial status of pregnant women is a contributory factor to abuse and
disrespect during child birth as poor pregnant women were more likely to suffer abuse than the
rich whiles 44% respondents said there was no relationship between abuse and financial status of

pregnant women during child birth.

76% respondents strongly agreed that lack of policies that support respectful and non-abusive
maternity care are contributory factors to abuse and disrespect during child birth whiles 15%
respondents agree to that assertion 9% respondents however disagree. Eight-seven percent
respondents strongly agree that lack of standard and leadership for respect and non-abusive in

child birth are contributory factors to abuse and disrespect whiles 13% respondents disagree.

Figure 1.13: Respondents assessment of the study on the impact of childbirth
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RESULT AND DISCUSSION
RELATIONSHIP BETWEEN WOMEN DEMOGRAPHIC CHARACTERISTICS AND

ABUSE AND DISRESPECT DURING CHILDBIRTH

The majority of those who answered the survey questions (52 percent) were between the ages of
31 and 35. According to the findings of the study, the vast majority of respondents (118) had no
formal education, 40 respondents had tertiary education, and 29 respondents had vocational
education. According to the findings of the study, there was no statistically significant
relationship between post-partum women's education, religion, or ethnicity and any form of
abuse or disrespect they experienced. According to the findings of the study, 72.3 percent of
respondents stated that the educational level of a pregnant woman determines whether or not the
person will-be abused.or disrespected during childbirth, while 27.7 percent of respondents stated
that educational level was not associated with abuse and disrespect during childbirth. This
finding of the study is in contrast to the findings of Warren et al. (2013) studies conducted in
Kenya, which found that there was no significant relationship between education and any form
of abuse or disrespect among post-partum women. According to the findings of the study, the
vast majority of those who took part in it stated that education and abuse during child labor were

inversely related.



The findings of the study are not surprising, given that the majority of the respondents lacked
formal education and had previously experienced abuse during childbirth in one form or another,
depending on their own understanding of the term. It is important to remember that these
respondents took into consideration not only physical abuse during childbirth, but also non-
verbal abuse during childbirth. It is possible to engage in nonverbal abuse in a variety of ways,
including puffing, ignoring during labour and shouting at the woman to push. The vast majority
of respondents (90 percent) were married, with the majority (62.5 percent) identifying as

Muslims.

The Dagomba ethnic group was the most prevalent, with an overwhelming majority of the
respondents (128) having three or four children at the time of the study's conduct. According to
the study's findings, 56 percent of respondents believe that a pregnant woman's financial
situation is a contributing factor to abuse and disrespect during childbirth, and that poor pregnant
women are more likely than rich pregnant women-to suffer abuse and disrespect. 44 percent of
those who answered the survey said there was no link between abuse and the financial situation
of pregnant women during pregnancy and childbirth. This finding from the study is consistent
with the finding-made by Haud (2012), who found that pregnant women with high household
income are more than six times more likely than pregnant women with low household income to
access hirth care;:with fewer abuses and disrespect at health facilities, than pregnant women with

low household income in Addis Ababa, according to the study.

FORMS OF ABUSE AND DISRESPECT

Motherhood mortality has proven to be an intractable problem despite several decades of global
health initiatives aimed at improving the health of women giving birth (Mselle et al., 2013). The

maternal mortality ratio, which is a key indicator of maternal health for the Millennium



Development Goals, has remained essentially unchanged over the past 15 years, with an
estimated mean annual decline of 0.4 percent since 1990—a far cry from the progress required to
meet the Millennium Development Goal target of 75 percent reduction by 2015. (Mselle et al.,

2013).

The risk of dying during pregnancy or shortly after delivery is measured. by the maternal
mortality ratio, which is primarily used to assess the safety of childbirth in.the United States.
Most maternal deaths occur in developing countries, with sub-Saharan Africa having the highest
maternal mortality ratio in the world (900 deaths per 100 000 live births), according to the World

Health Organization (Radoff et al., 2012).

According to the findings of the study, all of the respondents have ever heard of abuse or
disrespect during childbirth, which lends support to the findings of Mrisho et al. (2010), who
found that abuse and disrespect in facility-based care are extremely common among post-partum
women. According to the responses gathered from the respondents, it is clear that there is no

single, definitive definition for disrespect and abuse perpetrated against post-partum mothers.

Once again, this finding supports the*findings of Ratcliffe (2013), who found that disrespect or
abuse toward pregnant women during childbirth in health-care facilities is multidimensional and
difficult to define. The results, on the other hand, indicate that some respondents attempted to
define abuse or disrespect. Maltreating a pregnant woman during childbirth, the way a pregnant
woman is received and handled during childbirth, and is the way a pregnant woman is received
and handled during childbirth are some of the highlights. According to Bowser and Hill (2010),
yelling during labor, insulting, beating, and providing less care during labor are some of the

measures that have been used to describe what pregnant women have actually labeled as abuse



and disrespect during childbirth, and this range and variety of explanations is consistent with

their findings.

According to the findings of the study, the majority of respondents (23 percent) identified
insulting as a form of abuse and disrespect during childbirth, while 21 percent mentioned non-
dignified care, 8 percent stated non-confidential care, and 6 percent stated_physical beating.
During childbirth, 2 percent of respondents and 40 percent of respondents,. respectively,
identified the purchasing of items and shouting as forms of abuse and disrespect. In accordance
with Ratcliffe (2013), the findings of this study confirm the findings of a previous study
conducted in Boston, which revealed that the most common abuse experience described across
respondents was that of feeling ignored or neglected. In‘addition, verbal abuse was common, but
it appeared to be less disconcerting among those who responded. As previously stated by
Watson-Jones, Balira, and Ross (2012), 79 percent of postpartum women identified insulting as a
common form of abuse and disrespect, 16 percent.reported being shouted at during labor, and 5
percent of postpartum women reported receiving non-dignified care during the delivery process.
Even in a normal situation, insults are the most common thing that causes a pregnant woman to
become enraged while in labor. A person has a tendency to retaliate in response to what they
perceive as insults. As a result, these respondents were subjected to verbal or nonverbal abuse

during their time‘at work.

PERCEPTION AND VIEWS ON ABUSE AND DISRESPECT IN CHILDBIRTH

Currently, there is broad agreement that the most effective intervention for lowering maternal
mortality is universal employment of professional birth attendants based in functional health care
facilities who are trained to diagnose obstetric problems and manage or refer them. Most poor

countries' primary care strategies include it as a crucial module, as well as a critical component



of the essential package of health services, is the provision of medically supervised childbirth.
Despite this, facility delivery rates in Sub-Saharan Africa are among the lowest in the world,
with only 47 percent of women in 28 sub-Saharan African countries giving birth in a health
facility, according to recent surveys. It was discovered through the study's findings that the vast
majority of respondents (86 percent) believed abuse and disrespect during childbirth were
harmful, while only 14 percent did not believe these things to be harmful. That this study's
findings support previous research conducted by Watson-Jones et al. (2012), who found that

post-partum women admitted that abuse and disrespect during childbirth are harmful.

It is only natural that human beings, such as these respondents, would consider abuse of the anu
form, and especially abuse during childbirth, to be detrimental-to their wellbeing. As a result, it
should come as no surprise that the vast majority of respondents stated that they considered
abuse to be harmful. The study's findings also revealed that the vast majority (94.1 percent) of
respondents had experienced abuse in the past, with only 5.9 percent reporting that they had
never been abused before. This finding from the study confirms the findings of Ross (2012), who
found that in Kenya, all post-partum women interviewed-admitted to having been abused during
childbirth in the previous year or two. Even when pregnant women are in severe pain, the
instructions given to them by nurses and midwives to follow are often interpreted as abuse by the
majority of pregnant women who are.in labor. It should be noted that the overwhelming findings
of the study, which indicated the majority of respondents had experienced some form of abuse
during childbirth, were due to the various forms of abuse identified as a result of the respondents'
diverse cultural and ethnic backgrounds, as abuse is always relative. A situation that one person

may consider abusive may not even be considered abusive in other contexts, and vice versa.

CONCLUSION

Many of the post-partum women who took part in this study reported that they were subjected to
unfavorable conditions while giving birth in the hospital. One approach to addressing this issue
could be to improve the status of women in the community. Some of the structural barriers that
contribute to abuse and disrespect, as well as poor maternal care services for these populations
during childbirth, are discussed below. Respondents provided a variety of explanations for abuse



and disrespect, making it difficult to define. The findings revealed that the most common forms
of abuse and disrespect in the hospital are: being yelled at, being insulted, receiving substandard
care, and purchasing items. Eighty-six percent of respondents considered abuse and disrespect
during childbirth to be bad, with 72.3 percent of respondents believing that low education was
associated with more abuse and disrespect during childbirth, according to the survey.
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