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Background: Respectful maternity care (RMC) refers to treating pregnant women with 

respect when providing care in pregnancy, labour, and delivery. It contributes to a 

positive maternity care experience. The aim of the study was to assess RMC practice at 

the study centre. Materials and Method: A cross-sectional research where 370 

parturients were studied; RMC was assessed through questions on information sharing, 

consent seeking and staff attitude using a structured questionnaire. Data analysis was 

with SPSS version 20, results were presented as descriptive statistics. Statistical 

significance was tested using a chi-square test at a p-value of < .05. 

Results: The respondents were mainly within the 20 – 39 years age category (95.9% N 

= 355). They were mostly booked (83.5%, N = 309), married (95.1%, N = 352), and 

multiparous (52%; N = 194), with secondary level of education (50.0%; N = 185). 

About 83% (N = 298) of them were informed about their clinical state at admission and 

71.7% of the 138 who had episiotomy (N = 99) were given prior information about this 

procedure. About 69%, (N = 255) and 85% (N = 314) of them received information 

about their fetuses and their progress in labour respectively while 46.2% (171) were told 

the weight of their babies.  Consent for vaginal examination and for episiotomy was 

sought in 86.8% (N = 321) and 64.9% (N = 91/138) respectively. Labour room staff 

were attentive in 96% (N = 356), and privacy was adequate in 89.6% (331) of cases. 

Conclusion: RMC practice was assessed to be satisfactory at the study centre.   
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INTRODUCTION     

The concept of respectful maternity care (RMC) refers 

to treating pregnant women with respect in the course 

of interacting with them during pregnancy, labor, and 

delivery, it is a very important component of quality of 

care and is viewed as a fundamental human right.1,2 

Shakibazadeh et al described 12 domains of respectful 

maternity care among which are the rights of women 

to information, informed consent, privacy, and 

confidentiality while delivering care to pregnant 

women during the course of labor and delivery.[2] It is 

believed that the provision of RMC services in health 

facilities could improve women’s access to maternity 

care services.3 WHO considers RMC to be a human 
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rights issue where every woman is seen to have the 

right to respectful care during pregnancy and 

childbirth, and for this reason WHO has called on 

governments, researchers, and communities to support 

the practice of RMC.1    

In line with this call for support, this study was 

designed to assess the practice of RMC in a federal 

tertiary center in northwestern Nigeria by looking at 

paturients’ experience of some elements of RMC such 

as information sharing, consent seeking, and staff 

attitude. The data generated could provide information 

about the extent to which these aspects of RMC are 

practiced in this strategically located tertiary health 

facility. The content could also serve as a guide to the 

design and implementation of public health campaigns 

in support of RMC in health facilities that are 

concerned with the provision of maternity care 

services. The study is thus timely as it has the potential 

to provide information about quality of care provided 

at this tertiary center. The specific objectives of the 

study were: 

• To assess the demographic profile of women who 

utilized the services at the facility during the study 

period. 

• To assess the extent of information sharing about 

processes in labor 

• To evaluate client involvement in decision making 

about labor care processes 

MATERIAL AND METHODS 

The study was cross sectional in design; it targeted 

pregnant women who delivered by the vaginal route 

without complications during the 2-year study period 

and a total of 370 women who met these criteria during 

the 2-year frame and were included in the study. The 

researchers explored the practice of RMC in the study 

facility by assessing parturients’ perception of staff 

attitude (staff attentiveness during labor), their 

participation in decision making regarding maternity 

care processes (consent to vaginal examination and 

consent to episiotomy), and their perception of the 

extent to which information about key maternity care 

processes was provided. These processes included 

admission into labor room (information about maternal 

clinical state), labor monitoring (indication for vaginal 

examination and information about fetal condition), 

and conduct of vaginal delivery (indication for 

episiotomy, provision of privacy), fetal outcome 

(information about the sex and weight of the baby at 

delivery). Information was also collected about 

respondents’ relevant sociodemographic and clinical 

data that included age, parity, marital status, level of 

education, and employment status.  

The survey was performed in the labor ward of 

the study facility and the data collection tool was a 

structured questionnaire which was administered by 

the researcher and trained research assistants to all 

women who had met the inclusion criteria for the 

study. The data generated was analyzed using SPSS 

version 20 and presented as proportions. Where 

applicable, test of significance was performed using 

chi square test, and p value less than .05 was 

considered significant. 

RESULTS 

Four hundred and two women who delivered via the 

vaginal route during the 2-year study period consented 

to participate in the study and 370 of them who had 

complete record were studied. Most of them (95.9% N 

= 355) belonged to the age group category of 20 – 39 

years, 50.0% (N = 185) of them had achieved up to 

secondary level of education, 35.4% (N = 131) had 

tertiary level and the rest were not formally educated 

or had achieved only the primary level of education. 

The respondents were mostly married women (95.1%, 

N = 352); 49.7% (N = 184) were not in any formal 

employment, while the rest were either self- or 

government employed. About 52% of them (N = 194) 

were multiparous and 16.2% (N = 60) were grand 

multiparous; 83.5% (N = 309) had received antenatal 

care for the index pregnancy. Further details are 

provided in Table 1. 

Close to 84% (N = 310) of the clients received 

information about their clinical state at the time of 

admission (Table 2); all the respondents had vaginal 

delivery and 98% (N = 362) of them admitted to having 

had at least one vaginal examination in the course of 

their labor.  One hundred and thirty-eight parturients 

had episiotomy at delivery, giving an episiotomy rate 

of 37.3%. Significantly more primiparous women had 

episiotomy (75.8%, N = 97/128) compared to the 

multiparous (28.4%, N = 58/204) and grand 

multiparous women (11.7%, N = 7/60) (X2 = 98.4, df 

2, p < .001). About 82.3% (N = 298) of the women who 

had a vaginal examination were informed about the 

indication and 71.7% (N = 99/138) of those who had 

episiotomy were given information about the 

indication for the procedure before it was done. Also, 

most of the respondents  
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Table 1: Respondents’ Sociodemographic 

Characteristics 

 

  
 

(84.8%, N = 314) received information about their 

progress and 68.9%, (N = 255) received information 

about the status of their fetuses in labor. While most of 

the respondents (93%, N = 344) received information 

about the sex of their baby, only 46.2% (171) were told 

the weight of their babies at birth.   

Regarding consent to procedure, consent for 

vaginal examination and for episiotomy was sought in 

86.8% (N = 321) and 64.9 (N = 91/138) of cases 

respectively. About 96% (N = 356) of the respondents 

felt that the labor room staff were attentive to their 

needs and 89.6% (331) felt that they were provided 

with adequate privacy while in labor; details of these 

are provided in Table 3.  

 
Table 2: Information Sharing on Maternity Care 

Processes 

 

 
Note *Number of parturients who had episiotomy. 

 
Table 3: Respondents’ Experience of Respectful 

Maternity Care 

 
Note *Number of parturients who had episiotomy. 

 

DISCUSSION 

The demographic profile of the respondents differed 

from what has been reported by national surveys for 

the region, this may be attributed to the fact that the 

study was not only facility-based, but it was also a 

tertiary level facility in contrast to national surveys 

that are normally done at the community level. The 

extent of information sharing between care 

providers and parturients was adequate because in 

most cases the parturients received information 

about important processes in the course of their 

labor and delivery. Consent was sought from the 

parturients in almost all the cases where procedures 
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such as vaginal examinations and episiotomies were to 

be performed.  

 

Strengths and limitations 

The methodology was robust and there was 

consistency in the mode of questionnaire 

administration thus limiting the risk for measurement 

bias. Some of the limitations of the study included the 

fact that the study was facility-based and so this limits 

the applicability of the findings to the general 

population of parturients in the study area. In addition, 

the demographic profile of the respondents in this 

study shows that the study population is not 

representative of the general population of pregnant 

women in the area with regards to age distribution and 

antenatal care utilization. This means that the findings 

may be applied to only women who sought care at the 

facility that the study was carried out, it may not be 

generalized to the wider population of women in study 

region.   

Interpretation and Implications 

This section covered the demographic and obstetric 

profile of the respondents, parturients’ access to 

information labor care processes, and parturients’ 

experience of respectful maternity care components. 

The Demographic and Obstetric Profile of the 

Respondents 

Three hundred and seventy women were studied and 

most of them were between the ages of 20 and 39 years 

with very few teenagers; in the Nigerian National 

Demographic and Health Survey of 2018, up to 19% 

of mothers surveyed were teenage mothers.4 The 

reason for this difference in distribution may be 

because in this study the maternal age was an estimate, 

in most cases neither the parturients nor their relations 

know the actual age of the parturient.4 As such there 

may have been a classification bias arising from 

inaccurate estimation. The result should thus be 

interpreted with caution because teenage pregnancy 

and delivery is associated with higher risk of materno-

fetal complication and the findings from our study 

should not be seen to invalidate this relevance to 

maternity care outcome in the region. Educational 

achievement was high as 85% of the respondents had 

achieved at least a secondary level of education; the 

finding may be attributed to the facility-based nature 

of the research. Perhaps the finding would have been 

similar to the NDHS reported low levels in the area if 

it had been a community-based study. 

Almost all the respondents reported having 

received ANC for the index pregnancy, so the 

antenatal attendance rate was high. ANC attendance 

rate in the region is usually low,4 the high rate recorded 

in our study may be explained by the educational level 

of the study group; almost all the respondents had 

achieved a minimum of secondary level of education. 

The positive relationship between maternal education 

and antenatal care utilization has since been 

established.5 So maternal level of education is an 

important determinant of health seeking behavior 

among pregnant women and this is so even for the 

uptake of antenatal and maternity care services.6  

The high ANC attendance rate may also be 

related to the fact that we excluded women who were 

delivered by caesarean sections in our research. 

Previous studies in the area have shown that most 

caesarean deliveries are emergencies rather than 

elective and they are performed in response to 

complications in labor and complications are seen 

more often among parturients who did not receive 

antenatal care in their pregnancy.7,8 It would therefore 

be safe to say that the exclusion of caesarean deliveries 

and the focus on women who were delivered 

vaginally in this study had automatically deselected 

women who were likely to have been unbooked, that 

is those likely not to have registered for antenatal 

care. So, the finding of high antenatal attendance 

rate in this study compared to the general population 

of pregnant women in the area may not be a true 

representation of the population of pregnant women 

in the region.   

We found a low rate of episiotomy use in this 

study compared to findings elsewhere. This may be 

an indication that the practice of routine episiotomy 

for parturients may be declining. It may also be a 

reflection of the parity distribution of the study 

population; there was a smaller proportion of 

women who were primigravidae in this study 

population compared to other parities. An 

episiotomy is usually given to a parturient in order 

to reduce the risk of occurrence of a spontaneous 

perineal tear during delivery especially among 

primigravidae,9 so it is possible that episiotomy rate 

would vary positively with decreasing parity. Indeed, 

further subgroup analysis in this study showed that 

significantly more primigravidae had episiotomy 

compared to other parities. 

Parturients’ Access to Information Labor Care 

Processes 
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Information about labor care processes was provided 

to the parturients by the care providers freely in this 

study. Most of the clients received information about 

their clinical state at time of admission; they also 

received information about the indication for a vaginal 

examination, and indication for an episiotomy where 

such was given. They were informed about their 

progress in labor, the status of their fetuses during the 

course of labor, and what the sex of their babies were 

at delivery.  Providing information about steps in labor 

care to women in labor is valued greatly by parturients; 

in their qualitative study on women’s needs and 

expectations during labor in Iran, Iravani et al10 

identified informational needs as one of the seven 

major needs categories that emerged from their 

research. They identified informational need as a major 

component that contributed to providing women with 

a “sense of control and empowerment in childbirth”. 10 

Access to information is therefore key to the 

achievement of a positive maternity care experience 

and is considered a measure of quality in maternity 

care provision.11   

Parturients’ Experience of Respectful Maternity 

Care Components 

The parturients were also involved in the decision-

making processes for their care in this study because 

their consent was sought for during procedures like 

vaginal examination and the performance of 

episiotomies. The finding shows that consent seeking 

and communication as components of respectful 

maternity care were optimally practiced in this centre. 

This is contrary to findings by Ige and Cele3 where 

they reported that most of the components of RMC 

were not respected by the midwives who provided care 

in their study. The researchers attributed this poor 

practice to a lack of accountability and non-availability 

of an effective system for women to seek redress when 

their rights to quality care was not respected. 3     

CONCLUSION 

The practice of respectful maternity care as assessed 

by the components of care explored in our research 

was satisfactory for most women studied. Staff attitude 

was perceived to be satisfactory. Health care providers 

in this study site should be encouraged to continue with 

the good practice. 

Future research directions 

Providing maternity care in a respectful manner 

contributes significantly to achieving a positive 

pregnancy and delivery experience for pregnant 

women, the findings from our research indicate that 

most of the women studied believed that the 

components of RMC studied were satisfactorily 

provided except perhaps for providing information 

about babies’ weight at birth. However, the 

applicability of the research findings to the general 

population of women of reproductive age in the study 

site is limited by it being facility-based. Further 

research could be directed towards assessing how 

women in the community perceive the practice of 

RMC in their places of antenatal care and delivery, 

perhaps their perception differ from what was obtained 

here. Whatever findings result from these community-

based studies may inform the design of interventions 

that would improve the practice of RMC where it was 

perceived by women to be poor or consolidate its 

practice where it was perceived to be good. An 

acceptable level of RMC practice may be used to 

advocate for better health facility utilization for a better 

pregnancy outcome. 

 

Acknowledgement  

We wish to acknowledge the contributions of all the 

resident doctors in the department for their 

participation in data collection. We appreciate the 

parturients for willingly sharing their experiences with 

us. 

Source(s) of support: None, the research was self-

funded. 

Conflicts of Interest Declaration: None 

REFERENCES 

1. World Health Organization. The prevention and elimination 

of disrespect and abuse during facility-based childbirth: 

WHO statement. World Health Organization. 2014. 

https://apps.who.int/iris/handle/10665/134588 

2. Shakibazadeh E, Namadian M, Bohren MA, Vogel JP, 

Rashidian A, Nogueira Pileggi V et al. Respectful care 

during childbirth in health facilities globally: a qualitative 

evidence synthesis. BJOG. 2018; 125: 932–942 

3. Ige WB, Cele WB. Provision of respectful maternal care by 

midwives during childbirth in health facilities in Lagos 

State, Nigeria: A qualitative exploratory inquiry. 

International Journal of Africa Nursing Sciences. 2021; 

Volume 15  100354, ISSN 2214-1391, 

https://doi.org/10.1016/j.ijans.2021.100354 

https://apps.who.int/iris/handle/10665/134588
https://doi.org/10.1016/j.ijans.2021.100354


Adamu & Umar. Respectful Maternity Care Practice 

Vol. 42. No. 1, (2024): Tropical Journal of Obstetrics & Gynaecology/ Published by Journal Gurus 

 

28 

4. National Population Commission and Inner-City Fund. 

Nigeria demographic and health survey 2018 key indicators 

report. National Population Commission Abuja, Nigeria and 

the DHS Program ICF Rockville. 2019. http://cs-

sunn.org/wp-content/uploads/2018/10/NDHS-2018.pdf. 

5. Raru TB, Ayana GM, Zakaria HF, Merga BT. Association 

of higher educational attainment on antenatal care 

utilization among pregnant women in east Africa using 

Demographic and Health Surveys (DHS) from 2010 to 

2018: A multilevel analysis. Int J Women’s Health. 2022; 

14:67-77. Doi: 10.2147/IJWH.S350510. PMID: 35140524; 

PMCID: PMC8819274. 

6. Wang H, Frasco E, Takesue R, Tang K. Maternal education 

level and maternal healthcare utilization in the Democratic 

Republic of the Congo: an analysis of the multiple indicator 

cluster survey 2017/18. BMC Health Serv Res. 2021; 

21:850. https://doi.org/10.1186/s12913-021-06854-x REF 

7. Osayande I, Ogunyemi O, Gwacham-Anisiobi U. et al. 

Prevalence, indications, and complications of caesarean 

section in health facilities across Nigeria: a systematic 

review and meta-analysis. Reprod Health. 2023; 20:81 

https://doi.org/10.1186/s12978-023-01598-9REF 

8. Adamu, AN and Garba, JA. Feto-Maternal outcome and 

factors associated with complicated deliveries at a tertiary 

center in Northwestern Nigeria. EJPMR. 2021; 8(9): 91-97   

9. Al-Ghammari K, Al-Riyami Z, Al-Moqbali M, Al-

Marjabi F, Al-Mahrouqi B, Al-Khatri A. et al., Predictors of 

routine episiotomy in primigravida women in Oman. 

Applied Nursing Research. 2016; 29:131-135 

10. Iravani M, Zarean E, Janghorbani M, Bahrami M. Women's 

needs and expectations during normal labor and delivery. J 

Educ Health Promot. 2015; 4: 6. doi: 10.4103/2277-

9531.151885. PMCID: PMC4355842 

11. Care Quality Commission. Maternity survey 

2022. Published in 2023, January 11, Accessed on 4th July 

2023. 

https://www.cqc.org.uk/publication/surveys/maternity-

survey-2022  

http://cs-sunn.org/wp-content/uploads/2018/10/NDHS-2018.pdf
http://cs-sunn.org/wp-content/uploads/2018/10/NDHS-2018.pdf
https://doi.org/10.1186/s12978-023-01598-9REF
https://www.cqc.org.uk/publication/surveys/maternity-survey-2022
https://www.cqc.org.uk/publication/surveys/maternity-survey-2022

