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Abstract 

Background  

Respectful maternity care (RMC) is a fundamental human right and has been 

shown to increase utilisation of maternity services and improve maternal and neonatal 

outcomes. The original intent of this doctoral program of research was to investigate 

midwives’ understanding of RMC and women’s experiences of respectful care. Due to 

sudden global COVID-19 restrictions on travel and the health care system, the program 

of work changed to focus on students’ understanding and practice of RMC. Obstetric 

nurses are the main maternity care providers in Nepal. 

Aim 

This program of research aimed to assess undergraduate nursing students’ 

perceptions of RMC and measure any potential change in their perceptions after an 

education intervention.  

Methods 

A multi-method design was used. A series of five studies was conducted and 

included two systematic reviews of the literature; tool development and testing using 

cross-sectional surveys; and a quasi-experimental pre-post-test educational intervention 

study with a qualitative evaluation.  

Findings  

A systematic review (Study 1) was commenced pre-COVID-19 to critique the 

quality of tools that measure women’s experiences of respectful or disrespectful 

maternity care during labour and birth. Methodological quality was assessed using the 

COnsensus-based Standards for the selection of health Measurement INstruments 

(COSMIN) checklist. This published review identified six tools without ‘sufficient’ 

high quality evidence to adequately measure women’s experience of RMC. The search 

was subsequently updated to identify tools that aim to measure midwifery/nursing 
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students’ perceptions of RMC. The lack of available, reliable tools provided the basis 

for the next study. 

Using the approach to scale development by DeVellis (2017), a tool to measure 

students’ perceptions of RMC was drafted and tested (Study 2). A total of 268 Nepalese 

nursing students were invited to complete an online survey of the draft tool. The 18-

item Student Perceptions of Respectful Maternity Care (SPRMC) scale was developed 

and published. Survey findings also highlighted the need to improve students’ 

understanding of RMC.  

A mixed-methods systematic review to assess RMC educational interventions 

targeting midwives, nurses, or students was conducted (Study 3). There was relatively 

little research in this field. Of the nine included studies, most had been conducted in 

low-income African countries. Variation in content, delivery method, duration, timing 

of pre-post-test evaluation methods, and findings from multiprong interventions 

hindered robust conclusions. This review was published. 

In order to use the SPRMC scale as an outcome measure of the educational 

intervention, the validity of the scale was determined by comparing perceptions of RMC 

between Nepalese and Jordanian midwifery and nursing students (Study 4). This 

published paper reported on survey findings with 276 Bachelor’s degree or diploma 

level students. Perceptions of RMC were more positive among Jordanian students (t 

(199.97) = 6.68, p < 0.001). However, most students in both countries reported 

witnessing disrespect and abuse towards childbearing women. Nepalese students were 

more likely to observe poor adherence to women’s privacy and confidentiality.   

Subsequently, an online education intervention was developed, implemented, 

and evaluated in Nepal (Study 5). This published paper reported on a non-randomised 

quasi-experimental pre-post study with 89 undergraduate nursing students from three 

medical colleges. Students from site A (n = 40) were recruited to the intervention group 
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and site B and C (n = 49) to the control group. The intervention group completed six 

hours of online (synchronous) education (2 hours x 3 weeks) in addition to their regular 

classes, whereas the control group attended their usual classroom studies. Both groups 

completed an online survey consisting of the SPRMC scale before and two weeks post-

intervention. The intervention group also completed a survey on quality and relevance 

of the intervention. Independent t-test, paired t-test, and ANCOVA were used to analyse 

the quantitative data, and inductive thematic analysis was used for the qualitative data. 

Students in the intervention group reported a significant increase in perceptions towards 

RMC (F(1,86) = 28.1, p < 0.001, ηp2 = 0.25). Thematic analysis identified three themes: 

empowerment through RMC, motivation to initiate change, and becoming a respectful 

clinician (second revision submitted).  

Conclusions 

This program of work is novel in developing the SPRMC scale, providing 

evidence about students’ perceptions of RMC and witnessing of disrespect and abuse 

from two countries, and developing and evaluating a RMC education intervention. 

Attention now needs to be directed towards improving the practice of RMC among 

midwives/nurses to enhance women’s experience of care. Several avenues for further 

research include: further testing of the SPRMC tool with a large diverse sample of 

maternity professionals in different contexts, incorporation of RMC components into 

midwifery/nursing curricula, assessment of changes in students’ practice, and longer 

follow-up.  

This thesis consists of nine chapters. Notably, Chapter 2, the literature review, 

presents one published systematic review, and Chapters 4 – 8 present five 

published/submitted research articles reporting on other studies to promote RMC. The 

final chapter discusses the main findings, strengths, and limitations, as well as 

implications for future practice, education, and research.  
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Respectful 

maternity care  
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Chapter 1  

Introduction 

Background 

Childbirth is a special event for women and families (Campbell & Graham, 

2006). During childbirth, women need support, confidentiality, empathy, and respect 

from health care providers (World Health Organization, 2018). Dignified and respectful 

care focusing on women’s individual, cultural, personal, and medical needs is essential 

for quality maternal health care (Miller et al., 2016). Respectful Maternity Care (RMC) 

is defined as ‘care organized for and provided to all women in a manner that maintains 

their dignity, privacy and confidentiality, ensures freedom from harm and mistreatment, 

and enables informed choice and continuous support during labour and childbirth’ 

(World Health Organization, 2018, p. 3). A caring relationship during pregnancy and 

childbirth is crucial to maternal well-being, as negative experiences can contribute to 

lifelong disempowerment (Forssén, 2012; Jonsdottir et al., 2017). 

There is a complex interrelationship between experience of care and maternal 

health outcomes. To improve maternal health outcomes, every pregnant woman should 

have a skilled birth attendant providing evidence-based care in a humane and respectful 

manner (World Health Organization, 2016). RMC is a fundamental human right (White 

Ribbon Alliance, 2011) and has been shown to increase utilisation of maternity services 

(Khatri & Karkee, 2018; Paudel, Javanparast, Newman, et al., 2018) and improve 

maternal and neonatal outcomes (World Health Organization Reproductive Health 

Library, 2018). However, the nature and implementation of RMC in developing 

countries varies. Midwifery and nursing students, as the future generation of care 

providers, need to understand and be able to practise RMC to women during labour and 

birth. 
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This chapter begins with a brief description of RMC and disrespect and abuse of 

women during labour and birth, typology of RMC, and prevalence of RMC and 

disrespect and abuse. Factors associated with disrespect and abuse are discussed. 

Following this, perceptions of RMC among midwives and nurses are introduced. 

Various interventions have been launched to promote RMC. The focus here is 

specifically on the use of midwifery and nursing education to promote RMC. The 

Nepalese health care system and midwifery and nursing education in Nepal will be 

briefly explained, along with the reasons for choosing nursing students as study 

participants for this research. Maternal health services in Nepal will be outlined, 

including the impact of socio-cultural values and traditions, women’s status, and male 

involvement in maternal health in Nepal. Key policy initiatives, such as a focus on 

maternal health outcomes, the Safe Motherhood Program to improve maternal health 

status, and initiation of RMC in Nepal, will provide additional context for the research. I 

highlight my own position within the research study to give insight into the motivation 

for this project. This overview is followed by the problem statement, program revisions 

due to COVID-19 restrictions, aim, objectives, and significance of the proposed study. 

Evolution of Respectful Maternity Care 

Disrespect and abuse during childbirth has been reported since the 1950s under 

various names (Diniz et al., 2015). There has been a recent emphasis on RMC with 

increased attention by some health care providers and human rights advocates to 

incidents of disrespect and abuse, such as performing procedures without consent, lack 

of privacy, abandoning women during labour, slapping or hitting women, conducting 

unnecessary interventions, restricting choice of birthing position, using abusive 

language towards birthing women, and detaining women in a facility for non-payment 

(Hastings, 2015). With intrapartum health services in low- and middle-income countries 

(LMICs) moving to health facilities, women no longer benefit from the culturally 
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appropriate care provided by traditional birth attendants during home birth (Hastings, 

2015). Increasingly, health care providers are focusing on interventions rather than 

attending to women’s needs and expectations (Hastings, 2015). 

In the 1990s, the childbirth activism movement in Latin America highlighted the 

prevalence of ‘obstetric violence’. This activism against violence led to the formation of 

the pioneering Network for the Humanisation of Labour and Birth in Brazil in 1993 to 

tackle violence and harassment of women during labour and birth (Maternal Health 

Task Force, 2017). The First International Conference on the Humanisation of 

Childbirth, a landmark event for the region, was held in Brazil in 2000 as a response to 

the overmedicalisation of birth, as evidenced by a steady rise in caesarean section rates 

globally, and an emphasis on the need to humanise birth. During this conference, the 

Latin American and Caribbean Network for the Humanisation of Childbirth was 

founded, leading the debate on women’s right to respect during childbirth. Obstetric 

violence was formally defined as ‘the appropriation of the body and the reproductive 

processes of women, which is expressed in dehumanising treatment, an abuse of 

medical care and pathologising of natural processes, bringing loss of autonomy and 

ability to freely decide on their bodies and sexuality, negatively impacting the quality of 

life of women’ (Perez D'Gregorio, 2010, p. 201). Despite various movements to address 

violence during childbirth, the global efforts to address childbirth violence have lacked 

a common agenda and coordination (Hastings, 2015).  

To bridge this lack of coordination, the United States Agency for International 

Development (USAID) along with support from Translating Research into Action 

(TRAction) funded a project investigating evidence of disrespect and abuse globally 

(Bowser & Hill, 2010). This led to a ground-breaking landscape analysis of disrespect 

and abuse by Bowser and Hill (2010), which provided the platform for launching the 

new RMC movement. 
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Defining Disrespect and Abuse 

One of the earliest steps in defining disrespect and abuse in childbirth came from 

a scoping review of available evidence by Bowser and Hill (2010) who divided 

disrespect and abuse during childbirth into seven categories. Categories include physical 

abuse, non-consented care, non-confidential care, non-dignified care, discrimination, 

abandonment, and detention in health facilities. However, Freedman et al. (2014, p. 

916) argued that elements of disrespect and abuse had not been clearly defined and 

proposed a definition incorporating individual, structural, and policy level factors as 

‘interactions or facility conditions that local consensus deemed to be humiliating or 

undignified, and those interactions or conditions that are experienced as or intended to 

be humiliating or undignified’. Subsequently, a mixed-methods systematic review by 

Bohren et al. (2015) further developed an evidence-based typology of the mistreatment 

of women during childbirth in health facilities. The mistreatment of women was 

categorised into seven domains, namely physical abuse, sexual abuse, verbal abuse, 

stigma and discrimination, failure to meet professional standard of care, poor rapport 

between women and providers, and health system conditions and constraints (Bohren et 

al., 2015). 

Various terminologies have been adopted to describe the disrespect and abuse of 

women during birth, such as ‘obstetric violence’, ‘dehumanised care’, and 

‘mistreatment’ (Vogel et al., 2016). It has been argued that mistreatment is a more 

inclusive term than disrespect and abuse because it includes both intentional and 

unintentional activities of health care providers (Vogel et al., 2016). However, some 

believe that referring to ‘RMC’ as a term offers a more positive approach to the agenda, 

is less intimidating to health care providers, and more likely to facilitate change in 

practice (Sen et al., 2018). In addition, the term ‘RMC’ has been used by various 

organisations such as the World Health Organization (WHO), White Ribbon Alliance 
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(WRA), International Confederation of Midwives (ICM), and International Federation 

of Gynaecology and Obstetrics (FIGO). For the purposes of this thesis, ‘disrespectful’ 

and ‘respectful’ maternity care will be addressed. 

Typology of Respectful Maternity Care  

The review by Bowser and Hill (2010) was seminal in increasing visibility of 

violence towards childbearing women in policy and research. The WRA, with the 

support of other global organisations, developed a consensus document, the Respectful 

Maternity Care Charter: The Universal Rights of Childbearing Women in 2011 (White 

Ribbon Alliance, 2011). In 2014, WHO recognised disrespect and abuse during 

childbirth as an emerging public health problem and human rights issue and called for 

the prevention and elimination of disrespect and abuse during facility-based childbirth 

(World Health Organization, 2015). Furthermore, FIGO believes that every woman has 

the right to receive compassionate and dignified care from a skilled birth attendant 

(International Federation of Gynecology and Obstetrics et al., 2015). In 2019, the 

Charter was updated to the Respectful Maternity Care Charter: The Universal Rights of 

Women and Newborns, which articulates the rights of both women and newborns 

(White Ribbon Alliance, 2019). These rights include being free from harm and ill 

treatment; the right to information, informed consent and refusal, and respect for her 

choices and preferences, including the right to choice of companionship during 

maternity care and refusal of medical procedures; privacy and confidentiality; being 

treated with dignity and respect; equality, freedom from discrimination, and equitable 

care; availability of health care to achieve the highest attainable level of health; liberty, 

autonomy, self-determination, and freedom from arbitrary detention; adequate nutrition 

and clean water. The other two rights explicitly relate to the newborn and include the 

child’s right to: be with their parents or guardians; and an identity and nationality from 

birth (White Ribbon Alliance, 2019). 
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There continues to be variability in operational definitions of RMC in terms of 

specific behaviours, practices, or standards. Recently, Shakibazadeh et al. (2018) used 

an evidence-based approach and identified 12 domains of RMC whereby health care 

professionals: do not cause harm and mistreatment; maintain privacy and 

confidentiality; preserve women’s dignity; offer the prospective provision of 

information and seek informed consent; ensure continuous access to family and 

community support; enhance quality of the physical environment; provide equitable 

maternity care; engage with effective communication; respect women’s choices that 

strengthen their capabilities to give birth; make available competent and motivated 

human resources; provide efficient and effective care; and offer continuity of care. Each 

of the 12 domains consists of first order and second order themes that provide details on 

the activities that each domain constitutes. 

Prevalence of Respectful Maternity Care and Disrespect and Abuse during 

Childbirth 

Although disrespectful and abusive maternal health care is of global concern, it 

is more prevalent in LMICs (Malatji & Madiba, 2020). Various definitions and 

measures have been used to measure prevalence, however, there is currently no standard 

measure of disrespect and abuse during childbirth. This lack of standardised 

measurement may be why prevalence rates of disrespect and abuse vary across different 

countries and populations. For example, rates of disrespect and abuse have been 

reported to be 18% in Tanzania (Kujawski et al., 2015), 20% in Kenya (Abuya, Warren, 

et al., 2015), 78% in Ethiopia (Asefa & Bekele, 2015), 98% in Nigeria (Okafor et al., 

2015), and 57% in India (Sudhinaraset et al., 2016). Recently, a WHO-led study in four 

LMICs (Ghana, Guinea, Myanmar, and Nigeria) identified that 41.6% of observed 

women and 35.4% of surveyed women experienced physical or verbal abuse or stigma 

or discrimination. It has been observed that mistreatment peaks between 30 minutes 
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before birth until 15 minutes after birth (Bohren et al., 2019). Recent studies in Nepal 

reported that 70.1% of women from the central region (Thapaliya et al., 2021) and 

100% from the eastern region (Ghimire et al., 2021) experienced at least one form of 

disrespectful care during labour and birth, respectively. 

Researchers have also shown differences in reporting of disrespect and abuse 

between two points of time, using interviews immediately postpartum or during 

community follow-up. Women’s experience of disrespectful care was higher in 

community follow-up (Sando et al., 2016). These differences might be due to women 

feeling overwhelmed or exhausted immediately after birth and having limited time to 

reflect on their experience (Waldenström, 2004). In addition, there have been 

discrepancies in observed rates and women’s reported experiences of disrespect and 

abuse with observed data showing higher prevalence of disrespect and abuse (Sando et 

al., 2016). This suggests that women might have normalised some forms of disrespect 

and abuse, which is one of the main factors associated with disrespect and abuse 

(Bowser & Hill, 2010; Ratcliffe, 2013). 

Few researchers have reported the prevalence of RMC compared to disrespectful 

and abusive care in LMICs. One study in Ethiopia involved a structured observation 

checklist and found that women (n = 240) on average received 5.9 (66%) of the nine 

recommended RMC practices during labour and childbirth (Sheferaw et al., 2017). In 

another study of 284 women in Ethiopia, 57% reported respectful treatment (Wassihun 

& Zeleke, 2018). Similarly, interviews with 410 women revealed that 56.3% reported 

receiving RMC (Yosef et al., 2020). A study in Iran used the RMC scale developed by 

Sheferaw et al. (2016) in a survey of 334 women who reported a high mean RMC score 

of 62.58 (SD = 12.1) out of 75 (Hajizadeh et al., 2020). The same scale was used in a 

study in Nepal with 150 women. Of them, 84.7% reported receiving RMC with a mean 

score of 61.70 (SD = 12.12) (Pathak & Ghimire, 2020). 
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remained insufficient (Dzomeku et al., 2020; Moyer et al., 2021; Orpin et al., 2019). In 

some studies, midwives reported that aspects of disrespectful behaviour (such as yelling 

and slapping) are intentionally practised for the safety of mother and baby (Jiru & 

Sendo, 2021; Orpin et al., 2019). Other researchers have shown that Iranian midwives 

consider RMC to be a broader concept than just preventing disrespect and abuse 

(Moridi et al., 2020b). However, key informant interviews with nine health care 

providers in Malawi reported that none of them were aware of the RMC Charter. 

Despite this, some care providers highlighted the importance of communication, privacy 

and confidentiality, women’s role in decision-making, and adequate staffing for the 

provision of RMC (Jolly et al., 2019). A qualitative study done in Nepal with skilled 

birth attendants regarding their perceptions of RMC revealed high workloads 

(simultaneously caring for nine women) contributed to a focus on safety rather than a 

woman’s comfort (Erlandsson et al., 2014). 

However, very few studies have been conducted to assess the perceptions of 

RMC among midwifery and nursing students. A cross-sectional study with 853 

midwifery students in Ghana, which aimed to determine their witnessing, perceiving 

(students’ perceptions of the working conditions related to disrespectful treatment 

where they practised), and learning regarding respectful care during labour and birth, 

reported students witnessed various forms of disrespectful care (Moyer et al., 2016). 

Most common forms included: telling women to stop making noise (78.6%); telling 

family members to leave (76.4%); shouting (68.8%); scolding women for not bringing 

essential supplies (54.5%); and discrimination based on educational status (41.5%) and 

income (38.9%). Students believed it was necessary to physically abuse (e.g., hit) 

women to gain compliance (Rominski et al., 2017), echoing what they saw in practice 

as easily supported and accepted. 
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Longstanding disrespectful care in resource-poor contexts may lead to 

normalisation of such behaviours, making them less visible (Kruk et al., 2018). To 

reverse the normalisation of disrespectful and abusive care, changes in organisational, 

professional, and educational cultures are needed (Moyer et al., 2016). It has been 

suggested that training to all midwives, nurses, other health care providers, and students 

to keep them updated about RMC in addition to other interventions is required to 

promote respectful care (Afulani, Kelly, et al., 2020; Dzomeku et al., 2020). 

Interventions to Promote RMC 

Along with the growing evidence of disrespectful and abusive care, various 

interventions have been conducted to promote RMC during labour and birth in LMICs. 

The nature of such interventions varied across studies. A disproportionately high 

number of intervention studies have been conducted in African countries. For instance, 

the Heshima Project in Kenya implemented a package of interventions at policy, 

facility, and community levels (Abuya, Ndwiga, et al., 2015). Staff level interventions 

included: ‘Values Clarification and Attitude Transformation’ training designed to build 

providers’ understanding of disrespect and abuse; ‘Caring for the Carers’ debriefing 

sessions to support providers’ psychosocial needs related to work-related stress; 

‘Disrespect and Abuse Monitoring’ to address reporting mechanisms; ‘Quality 

Improvement Teams’ to strengthen health facility management teams; ‘Mentorship’ as 

role modelling for provider behaviour change; and ‘Maternity Open Days designed to 

build trust with communities and improve communication with health care providers. 

There was 7% reduction in the prevalence of disrespect and abuse among women who 

had given birth within 24–48 hours in the facility (Abuya, Ndwiga, et al., 2015). 

Similarly, ‘The Staha’ intervention in Tanzania had multiple components 

including the adaptation of a ‘Client Service Charter’ by community and facility 

stakeholders and a facility-based ‘Maternity Quality Improvement Process’ (Kujawski 
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et al., 2017). Findings revealed a 66% reduction in disrespect and abuse towards 

women. Additionally, ‘Health Workers for Change’ curriculum and ‘Open Birth Days’ 

were implemented in Tanzania to reduce disrespect and abuse during childbirth in an 

urban hospital (Ratcliffe, Sando, Lyatuu, et al., 2016). As a result, there was a 

substantial reduction in disrespect and abuse from 70% to 18%, an increase in woman–

provider interaction, and an increase in knowledge regarding RMC among care 

providers. Researchers in Tanzania also used ‘Health Workers for Change’ curriculum 

to train nurses working in maternity areas. Participants became aware of their poor 

quality of care and attitudes towards women after participating in the workshop 

(Webber et al., 2018). A four-day RMC workshop targeting midwives in Ghana 

included respect and dignity in childbirth, communication, focused antenatal care, and 

alternative birthing positions, and findings revealed a significant increase in knowledge 

regarding RMC (Dzomeku et al., 2021). One intervention in Ghana integrated specific 

components of RMC such as dignity and respect, communication, autonomy, and 

supportive care into simulation training designed to improve the identification and 

management of obstetric and neonatal emergencies. The findings showed improvement 

in women’s childbirth experiences and health care providers reported an increase in 

knowledge and confidence to manage obstetric and neonatal emergencies and 

improvement in communication and teamwork (Afulani et al., 2019; Afulani, Dyer, et 

al., 2020). In Ethiopia, a multi-component intervention was conducted that included 

training to care providers, placement of wall posters in labour rooms, and post-

intervention supportive supervision visits (two rounds) for quality improvement by the 

principal investigator and a senior maternal health expert (Asefa, Morgan, 

Gebremedhin, et al., 2020). Participants perceiving all eight domains of RMC positively 

increased from 21.9% to 35.9%. Participants reported to have gained new knowledge 

about rights of women and a change in attitude towards mistreatment of women. In 
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Ethiopia, researchers developed an RMC training module containing three components: 

testimonial videos from key themes identified as experiences of women, skill-building 

session on communication, and onsite coaching (Mengistu et al., 2021). The findings 

revealed significant improvement in the percentage of births with birth companion 

offered and privacy in one of the districts among three (Mengistu et al., 2021). Only one 

educational intervention assessed their perceptions of obstetric violence by nursing and 

medical students (Mena-Tudela et al., 2020). Researchers reported an increase in 

perceptions regarding obstetric violence in 28 (84.8%) of 33 items (Mena-Tudela et al., 

2020). 

Midwifery and Nursing Education to Promote RMC 

Respect for human dignity, compassion, and promotion of human rights are 

embedded within global standards for midwifery education and practice (International 

Confederation of Midwives, 2019, 2021) and code of ethics for midwives (International 

Confederation of Midwives, 2014) and nurses (International Council of Nurses, 2012). 

However, there is very little research on midwifery and nursing students’ understanding 

of respectful and dignified maternity care. Researchers in the United Kingdom who 

used an online survey with midwifery educators revealed that a variety of teaching 

methods such as lectures, group work, scenarios and discussions, video clips, problem-

based learning, role play, and online learning were used to teach students about 

respectful care. In addition, assessment of students’ understanding about dignity and 

respect was done in theory and practice in a variety of ways (Hall & Mitchell, 2016). 

These authors also identified inconsistencies in the way education guidelines about 

dignity and respect were transferred into curricula, contributing to different emphases 

on the values of dignity and respect (Hall & Mitchell, 2016). 

An informal evaluation of an educational workshop on promoting dignity and 

respect in maternity care among student midwives depicted that the use of various 
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creative teaching methods, such as photos, videos, soundtracks along with discussion, 

reflection and problem solving, contributed to raising awareness of and improving 

practice to provide dignified and respectful care (Hall & Mitchell, 2017). However, 

quantitative and qualitative outcomes such as changes in knowledge and practice were 

rarely reported. 

Context of the Current Study: Nepal 

In this section, general information regarding health policies in the Nepalese 

context will be considered before examining specific aspects relating to RMC in the 

country. 

Overview of Health Care System in Nepal 

Nepal was declared a Federal Democratic Republic in 2015, and has seven 

provinces, 77 districts, and five developmental regions. Nepal has 126 caste/ethnic 

groups, 123 languages spoken as the mother tongue, and ten types of religious 

categories (Central Bureau of Statistics, 2012). 

Health services in Nepal are provided by Government/public, private/for-profit 

and Non-Government Organisations/non-profit health organisations. The public sector 

provides services at the primary, secondary, and tertiary level and has a nationwide 

network of health facilities. Primary health services are delivered by health posts and 

primary health care centres situated at the community level (Ministry of Health and 

Population, 2012). Secondary level services are provided by district hospitals which are 

the first referral point from primary level health facilities. Zonal, subregional, and 

regional hospitals are tertiary level service providers and also second referral points for 

district hospitals. In addition to advanced or specialised services, central hospitals 

provide support to the districts, are involved in research activities, and offer 

professional training (Ministry of Health et al., 2017). 
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At the community level, female community health volunteers have a major role 

in health promotion activities for mothers and children by raising awareness and 

promoting use of family planning, maternal, neonatal and child health services and 

other community-based health services with support from local health facilities 

(Department of Health Services, 2017/2018). 

Midwifery and Nursing Education in Nepal 

In Nepal, professional nursing education consists of Proficiency Certificate 

Level (PCL) of three years and a Bachelor’s degree in nursing. There are two different 

Bachelor of Nursing programs: Bachelor of Nursing Science (BNS) of three years’ 

duration has a prerequisite of a Diploma in Nursing and at least one year of work 

experience, and Bachelor of Science in Nursing (BSN) of four years’ duration requires 

completion of high school (10+2) with a major in science. Higher level nursing 

education consists of a two-year Master of Nursing program that requires completion of 

BNS or BSN with at least one year of work experience, and a three-year Doctor of 

Philosophy (PhD) (Shakuntala, 2017). A Bachelor of Midwifery (BMid) course was 

launched for the first time in 2016 at one university and expanded to two medical 

colleges by 2018 (Birdsall, 2021), but enrolment numbers were very small, with only 

six students graduating in the first cohort. 

Maternal Health Care Services in Nepal 

According to the Research Triangle Institute International (2010), maternal 

health care services in Nepal are provided by both private and public institutions. Due to 

the rapid expansion of private service providers, the Government of Nepal adopted a 

policy to deliver public services through private providers. With input from 

government, some private hospitals also offer free childbirth services. 

Maternity care in Nepal is provided by health care workers with a wide range of 

nursing qualifications including Auxiliary Nurse Midwives (ANMs), PCL, BSN, BNS, 
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Master of Nursing in Women Health and Development or Maternal Health Nursing, and 

skilled birth attendants (Bogren et al., 2013). A skilled birth attendant is defined as ‘an 

accredited health professional—such as a midwife, doctor or nurse—who has been 

educated and trained to proficiency in the skills needed to manage normal 

(uncomplicated) pregnancies, childbirth and the postnatal period and in the 

identification, management and referral of complications in women and newborns’ 

(World Health Organization, 2004). Birthing centres were established within primary 

health care centres, health posts and sub-health posts to provide access, quality services 

and promote institutional births among the marginalised population in rural areas 

(Ministry of Health and Population, 2014). Birthing centres provide maternity care by 

skilled birth attendants to pregnant women with uncomplicated or low risk pregnancies 

(Mahato et al., 2016). Despite expansion of birthing centres in rural and urban areas, 

institutional birth is more common for women residing in urban areas. This disparity in 

uptake of services is because birthing centres in rural areas often have staff shortages, 

poor quality of care, may be surrounded by difficult geography which limits 

accessibility, and transport facilities may be unavailable (Mahato et al., 2016). 

Community trust towards birthing centres is also low because of irregular and 

inadequate services (Khatri et al., 2017). Furthermore, disparity in the uptake of health 

facilities for childbirth is determined by traditional views on childbirth practice, the 

status of women in society, dominance of mothers-in-law in family structures, and 

feeling shy about visiting a health facility (Shrestha et al., 2012). 

Influence of Socio-cultural Values and Traditions on Maternal Health 

Socio-cultural values, norms, and traditional beliefs influence Nepalese 

women’s pregnancy and childbirth experiences (Kaphle et al., 2013; Khatri et al., 2017; 

Sharma et al., 2016). For instance, pregnancy and birth are considered fundamental life 

events, which occur naturally and do not need extra intervention. Childbirth and the 
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postnatal period are perceived as ‘dirty’, and women are isolated from household duties 

during this period as they are perceived as being unclean (Sharma et al., 2016). Women 

from remote villages are obliged to follow their cultural practices of giving birth in the 

Goth (‘cowshed’) to prevent birth pollution of the home with blood from the birth 

(Kaphle et al., 2013; Paudel, Javanparast, Dasvarma, et al., 2018). The cowshed is a 

place near the house where cattle, goats, chickens, and sometimes firewood and grass 

are kept. The floor is usually damp, and women give birth on straw or dirty old clothes 

(Paudel, Javanparast, Dasvarma, et al., 2018). This can contribute to infection, thereby 

increasing the risk of maternal and newborn mortality and morbidity (Kaphle et al., 

2013). It is also believed that the outcome of birth is in the hand of God who will 

become angry if they do not follow their culture and traditions (Kaphle et al., 2013). 

Influence of Women’s Status on Maternal Health 

Women’s status in the family affects the utilisation of maternal health care 

services in Nepal (Morrison et al., 2014). Women experience social pressure to preserve 

the pride of their family, prioritise the needs of the family, and be subservient to the 

husband’s household decision-making power. Women are often constrained by a range 

of social and cultural norms that prohibit their expression of discomfort associated with 

pregnancy or agreement for a physical examination by health care providers in health 

facilities. Additionally, women are economically dependent on their family, which 

prohibits or makes them reluctant to seek health care independently (Morrison et al., 

2014). 

Women have an inferior position in the family and less decision-making power 

in seeking health care services than men (Thapa & Niehof, 2013). Traditionally, women 

need to ask their mother-in-law’s permission before seeking care (Chand, 2016; 

Morrison et al., 2014). Mothers-in-law have an active role in decision-making and an 

influential role in the uptake of health care services during pregnancy and the postnatal 
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period (Simkhada et al., 2010; Thapa & Niehof, 2013). For instance, the mother-in-

law’s experience of home birth may oblige a woman to give birth at home (Khatri & 

Karkee, 2018). This controlling behaviour of mothers-in-law may prevent women from 

accessing basic health care affecting health of both mother and baby (Paudel, 

Javanparast, Dasvarma, et al., 2018). Additionally, mothers-in-law uphold an important 

role during pregnancy and childbirth, which may discourage the husband’s involvement 

in maternal health (Lewis et al., 2015). 

Partner’s Involvement in Maternal Health  

Partners’ (usually the husband) involvement in maternal health in Nepal is 

affected by prevailing traditional beliefs and the important role of the mother-in-law in 

pregnancy and childbirth (Lewis et al., 2015). Husbands are restricted from entering the 

birth room, due in part to health facility rules and in part to a woman’s shyness at the 

presence of her husband during birth (Lewis et al., 2015). Despite the presence of 

traditional beliefs and norms, involvement of husbands in maternal health is increasing 

(Thapa & Niehof, 2013). Education, evolution of the nuclear family, and the changing 

role of husbands in urban Nepalese society has increased their sense of responsibility 

towards the health of their spouse (Sapkota et al., 2012; Thapa & Niehof, 2013). A 

recent meta-analysis on male involvement and maternal health outcomes in LMICs 

found that the husband’s involvement was associated with an increase in women’s use 

of skilled birth attendants during birth and better maternal health outcomes (Yargawa & 

Leonardi-Bee, 2015). 

Maternal Health Outcomes in Nepal 

According to the WHO, 94% of 295,000 worldwide maternal deaths occurred in 

LMICs in 2017. Of these, one-fifth occurred in South Asia. There is a high disparity in 

the maternal mortality ratio between high income countries and low-income countries 

being 11 and 462 per 100,000 live births respectively (World Health Organization, 
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2019). To meet the Sustainable Development Goals target of reducing global maternal 

mortality to less than 70 deaths per 100,000 live births, considerable effort is required 

by every country (Alkema et al., 2016). There is a continued urgent need to improve the 

quality of care during childbirth in LMICs (World Health Organization Reproductive 

Health Library, 2018). 

In Nepal, maternal mortality is still high compared to developed countries. The 

Government of Nepal has attempted to improve maternal and neonatal health outcomes 

by launching several different programs over the last two decades. As a result of various 

efforts such as the Safe Motherhood Program, the maternal mortality ratio (MMR) has 

decreased from 539 maternal deaths per 100,000 live births to 239 maternal deaths per 

100,000 live births between 1996 and 2016. Similarly, institutional birth rates have 

increased from 18% to 57% between 2006 to 2016 (Ministry of Health et al., 2017).  

Safe Motherhood Program in Nepal 

In 1991, following a conference in Nairobi, the Government of Nepal 

formulated a ‘National Health Policy’ where safe motherhood was identified as a 

priority program (Department of Health Services, 2002). The ‘Safe Motherhood Task 

Force’ and the ‘National Safe Motherhood Plan of Action’ (1994–97) were later 

developed, which demonstrated commitment towards improving maternal health in 

Nepal (Department of Health Services, 2002). In 1998, the Reproductive Health 

Strategy was published, which also included safe motherhood in its integrated 

reproductive health care package (Department of Health Services, 2002). This was 

followed by the implementation of the ‘Safe Motherhood Policy’ in 1998 with the goal 

to reduce maternal and neonatal mortality and morbidity by addressing avoidable 

factors during pregnancy, childbirth, and the postnatal period (Ministry of Health and 

Population, 2019b). Subsequently, the ‘National Safe Motherhood Plan’ (2002–2017) 

was launched, which emphasised increased access to services at primary health care 
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centres and hospitals through quality basic and comprehensive emergency maternal, 

obstetric, and newborn care and increased skilled attendance at birth (Department of 

Health Services, 2002). In 2006, newborn health was recognised as an integral part of 

the Safe Motherhood Program, thus the ‘National Safe Motherhood and Newborn 

Health-Long Term Plan’ (2006–2017) was endorsed to improve maternal and neonatal 

health by increasing the number of births assisted by skilled birth attendants, increasing 

institutional births, and establishing a functional referral system (Ministry of Health and 

Population, 2006b). In 2019, Nepal’s Safe Motherhood and Newborn Health Road Map 

2030 was developed in alignment with Sustainable Development Goals to ensure health 

and well-being of all mothers and newborns (Ministry of Health and Population, 

2019a).  

To ensure availability, access, and utilisation of skilled birth attendants, the 

‘National Skilled Birth Attendants Policy’ was endorsed in 2006 (Ministry of Health 

and Population, 2006a). Sixty additional days training is provided by the Government of 

Nepal with the help of the National Health Training Centre to doctors, nurses, and 

auxiliary nurse-midwives (Nepal Health Research Council, 2009). 

With the aim of reducing economic barriers to access, and utilisation of skilled 

attendance at birth, the ‘Maternity Incentive Scheme’ was first launched in 2005, 

providing cash incentives to mothers giving birth in government health facilities to 

share the cost of transportation (Ministry of Health et al., 2017). Free birth services 

known as the ‘Aama Program’ were provided to women giving birth in government or 

selected private facilities in 2009 (Ministry of Health et al., 2017). Further, monetary 

incentives were given to women who complete at least four antenatal visits as per the 

protocol (during the 4th, 6th, 8th and 9th months of pregnancy) known as ‘Four Antenatal 

Care Incentives Program’, which was merged with the ‘Aama Program’ in 2012 

(Ministry of Health and Population, 2019b). The free newborn care program was 
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introduced in 2016 (Ministry of Health and Population, 2019b). Additionally, in 2008–

2009, the birth preparedness package was implemented in all 75 districts to improve 

women’s timely access to childbirth care services (Ministry of Health et al., 2017). 

Despite numerous programs launched by the Government of Nepal to promote 

safe motherhood, disparities persist in the utilisation of maternal health care (Ministry 

of Health et al., 2017). Women in younger age groups, those in the highest wealth 

quintile, living in urban areas, and in the highest education category were more likely to 

receive antenatal, intrapartum and postnatal care from a skilled provider than their 

counterparts (Ministry of Health et al., 2017). Difficulties in organising transportation, 

negative past experiences, and poor quality of health services continue to be the 

commonly reported reasons that prevent women from giving birth in institutions 

(Chalise et al., 2019; Morrison et al., 2014). Likewise, lack of privacy and 

confidentiality, disrespect, or lack of dignity hinder the uptake of services from health 

care providers (Baral et al., 2016). Even if women reach a facility, they often face long 

waiting times, poor infrastructure, lack of equipment and drugs, dirty environments, and 

unavailability of staff, which not only create negative views towards health care but also 

affect the quality of care (Milne et al., 2015). 

Respectful Maternity Care Initiative in Nepal 

After sustained advocacy by members of the White Ribbon Alliance, the 

Government of Nepal passed the Safe Motherhood and Reproductive Health Rights Act 

of Nepal in October 2018. The Act incorporated RMC for the first time and expresses 

legal protections related to family planning, pregnancy, childbirth, and the postnatal 

period. This helps in the provision of quality and respectful care for women and babies 

in public and private health facilities (Ateva, 2019). Similarly, efforts have been made 

to incorporate the concept of RMC in health care provider curricula (White Ribbon 

Alliance, 2015). Recently, the Government of Nepal proposed inclusion of RMC and 
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human rights-based continuum of care in the first module of training manual for 

maternal and newborn health care providers (Ministry of Health and Population, 2021). 

Researcher’s Background 

I am a registered nurse in Nepal with almost eight years of teaching experience. 

I have completed a Master of Science in Maternal Health Nursing. As a part of my role, 

I facilitated students’ learning in the clinical setting where I have observed and 

experienced the quality of services provided to birthing women. I witnessed routine 

practices that were potentially harmful to mothers and newborns, such as enforced 

confinement to the bed during labour, lithotomy position during childbirth, routine 

episiotomies, routine augmentation of labour, manual fundal pressure (in some cases), 

no companion during the time of childbirth, and inadequate preparation of staff for 

neonatal resuscitation. Hospital beds are often separated by curtains offering little 

privacy. Labouring women are often seen by doctors, nurses, and students without prior 

permission. A labouring woman is transferred to a birthing room after her cervix is fully 

dilated. If there is a complication, a doctor will attend the birth and a nurse will assist. 

During the postnatal period, important aspects of care such as respect, education, 

privacy, and emotional support are often ignored. In addition, there was a lack of an 

explicit RMC course in nursing curricula. These experiences influenced the value I 

place on women’s rights to receive respectful and dignified evidence-based care. 

While there is a high level of understanding of RMC at a policy level in Nepal, 

there seems to be limited evidence that this understanding is shared, acknowledged, or 

widely known by providers of maternity services. Furthermore, there is a lack of 

evidence that midwifery and nursing students are aware of RMC. Although there are 

abundant studies from LMICs, the perception and experience regarding RMC may be 

different in Nepal, as maternal health care policy and programs, the maternal health care 

system, and socio-cultural beliefs and traditions differ among countries. Researchers 
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conducting studies in different parts of Nepal have reported a high prevalence of 

disrespectful care among women. Only one qualitative study has explored how the 

concept of RMC was perceived by skilled birth attendants in Nepal. Importantly, the 

concept of RMC is poorly understood because of lack of research within this culture.  

Problem Statement 

There is an increase in global and country-specific attention on disrespect and 

abuse during facility-based childbirth in LMICs. RMC focuses on the interpersonal 

relationships that women face during labour, childbirth, and the postnatal period 

(Hastings, 2015). RMC improves women’s experience of care during labour and birth, 

improves utilisation of services, and reduces inequalities in health care outcomes 

(World Health Organization, 2018). RMC is a universal human right and all pregnant 

women need and deserve respectful care, protection of their autonomy, and the right to 

self-determination (White Ribbon Alliance, 2011). Even though RMC is inexpensive, it 

is not regarded as a priority in many health care settings (World Health Organization, 

2018). 

The need to promote RMC has developed from the increasing recognition of 

disrespect and abuse during childbirth in LMICs (Downe et al., 2018; Miller et al., 

2016). Various interventions have been conducted in LMICs in the last six years to 

reduce disrespect and abuse and promote RMC (Abuya, Ndwiga, et al., 2015; Afulani et 

al., 2019; Asefa, Morgan, Gebremedhin, et al., 2020; Dzomeku et al., 2021; Kujawski et 

al., 2017; Mihret et al., 2020; Ratcliffe, Sando, Lyatuu, et al., 2016; Wilson-Mitchell et 

al., 2018). Evidence suggests that inculcating knowledge of RMC (Asefa, Morgan, 

Gebremedhin, et al., 2020; Dzomeku et al., 2021; Ratcliffe, Sando, Lyatuu, et al., 2016; 

Webber et al., 2018), transforming attitudes of staff (Abuya, Ndwiga, et al., 2015), and 

changing the nature of health education to childbearing women regarding their rights 

(Abuya, Ndwiga, et al., 2015; Ratcliffe, Sando, Lyatuu, et al., 2016) reduces disrespect 
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and abuse during childbirth. However, these findings mainly originate from African 

countries and have focused on staff working in maternity units and women receiving 

care. In addition, there has been a lack of tools to measure perceptions of RMC among 

midwives and/or nurses or students, limiting the measurement of change and 

comparisons across settings. 

Midwives and nurses can have a profound influence on the care of women 

during childbirth, thereby influencing outcomes (Adams et al., 2016; United Nations 

Population Fund, 2014). The Bachelor of Midwifery program was commenced recently 

in Nepal but with small enrolments. Midwifery theory and practice continue to be 

integrated into nursing curricula. 

RMC is an important component of quality care (World Health Organization, 

2016) and education is a critical path for achieving such quality (Durham & Sherwood, 

2008). Therefore, undergraduate education needs to foster students’ understanding and 

practices to promote RMC. Thus far, only one published qualitative study in a LMIC 

has addressed midwifery students’ perceptions and experience of disrespect and abuse 

during childbirth (Rominski, 2015). This highlights a gap in our understanding of 

nursing students’ perceptions towards RMC in Nepal. 

This doctoral program of work focuses on students’ perceptions of RMC rather 

than their awareness. While awareness is knowing about something, perception means 

to see, to be aware of, and to understand. According to the Oxford dictionary, awareness 

is knowing that something exists and may be important, whereas perception is the way 

you notice things with the senses, and is the ability to understand the true nature of 

something, or an idea, a belief, or an image you have as a result of how you see or 

understand something. According to the American Psychological Association 

dictionary, ‘perception is the process or result of becoming aware of objects, 

relationships, and events by means of the senses, which includes such activities as 
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recognising, observing, and discriminating.’ Perception enables individuals to organise 

and interpret data into meaningful knowledge and act in a coordinated way. 

Perception is a subjective evaluation of how one thinks about something after 

analysing logical facts about it (McDonald, 2011). Perception can therefore mean that 

different people experience the same phenomenon in completely different ways. For 

example, people may perceive a half glass of water as half-empty or as half-full. 

Perception also influences the meaning that people ascribe to a phenomenon 

(McDonald, 2011). 

Different students may have different perceptions based on their life experiences 

and ability to understand the experiences of others. Students’ perceptions are likely to 

be affected by their past or current clinical or personal experiences (Zhao & Zhang, 

2020). Although students may be aware of RMC, they may have different perceptions 

based on their experience of how women are treated during labour and birth in a health 

care facility, or women’s status in their family and society. Students’ perceptions are 

influenced by their thoughts, beliefs, and feelings, contributing to different 

interpretations of the same event. 

Doctoral Program Revisions due to Impact of COVID-19 

My original doctoral program, to be conducted in Nepal, focused on: (1) 

exploring women’s experiences of RMC; (2) measuring nurses’ and midwives’ 

understanding and practices to promote RMC; and (3) evaluating a workplace 

intervention to promote RMC. I undertook a systematic review of the literature on 

quality of measures on respectful and disrespectful maternity care. After completion of 

this review, global restrictions associated with the COVID-19 pandemic occurred. The 

impacts of COVID-19 in Nepal were dire and women were opting to birth at home 

rather than travel to hospital and be exposed to the virus. Health care staff were focused 

on managing the pandemic and many contracted the virus. Permission to survey staff or 
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conduct any intervention to promote RMC was unlikely. In addition, I was based in an 

Australian university and was unable to travel back to Nepal due to travel restrictions. 

The pandemic presented great uncertainties around future travel possibilities. I 

consulted with colleagues in Nepal and even though students were not attending 

college, they were studying online and being placed in the clinical environment 

whenever possible. It was therefore possible to recruit students online and develop and 

evaluate an online educational intervention with them. 

Aim 

To assess undergraduate nursing students’ perceptions of RMC and measure any 

potential change in their perceptions after an education intervention. 

Objectives 

(1) Conduct a systematic review of tools measuring students’ perceptions of RMC 

(Study 1). This review was originally conducted on measures for use with 

childbearing women. 

(2) Develop a tool to assess students’ perceptions of respectful maternity care (Study 2); 

(3) Conduct a mixed-methods systematic review to assess the best available evidence 

on educational interventions to enhance respectful maternity care. (Study 3); 

(4) Validate the new tool for use as an outcome measure (Study 4); 

(5) Develop, implement, and evaluate an online educational intervention to improve 

students’ perceptions of RMC (Study 5 and 6). 

Significance of the Study 

RMC is a global priority, yet women continue to experience disrespectful and 

abusive care during labour and birth in health facilities (World Health Organization, 

2018). Disrespectful and abusive care during labour and birth is one of the factors for 

low uptake of health facilities for childbirth in many LMICs (Ishola et al., 2017; 

Kujawski et al., 2015). Provision of RMC enhances women’s experience of care and 
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increases satisfaction both for women and health care providers. Achieving RMC will 

improve quality of care, decrease negative psychological consequences for women, and 

increase the uptake of skilled birth attendance during childbirth, thereby reducing 

maternal and neonatal mortality. In addition, RMC is an important feminist issue and 

improving women’s birth experience empowers them in their transition to motherhood. 

Despite various efforts by the Government of Nepal to increase the number of 

women who receive care by skilled birth attendants and have positive maternal health 

outcomes, maternal mortality is still high. Policy initiatives related to RMC have 

recently focused on supporting maternity care providers in Nepal. However, little 

attention has been given to students. Nursing students during their clinical maternity 

practicum may witness disrespectful and abusive care practices and may accept such 

behaviours as normal. Empowering students with knowledge about RMC may change 

their future practice. 

This program of work is unique, as there is limited literature on RMC with 

midwifery and nursing students globally. In addition, there is a dearth of published 

studies on tools to measure students’ perceptions of RMC. This doctoral program of 

work provides a significant scholarly contribution in the development of a tool to 

measure students’ perceptions of RMC and the effectiveness of an educational 

intervention to promote students’ perceptions of RMC. 

The evidence gained from the studies will inform educators regarding gaps in 

understanding of RMC among undergraduate students. Furthermore, rigorous 

development of an education intervention provides a resource to help other midwifery 

educators and researchers to develop tailored interventions to promote RMC by 

students. The findings of this doctoral research project could be applicable to other low 

resource settings. 
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Organisation of this Thesis 

The thesis consists of nine chapters. The first chapter (Chapter 1) provides an 

overview of the concept of RMC, the Nepalese health system, including cultural 

influences on maternal health, and relevant policy initiatives. I also outlined my position 

as a researcher, the problem statement, aims and significance of the study and how these 

address gaps in the literature, and the need to revise my original research question due 

to COVID-19 restrictions. Chapter 2 contains a systematic review of the literature 

evaluating the quality of measures on respectful and disrespectful maternity care. Due to 

COVID-19 the search was then updated to identify tools that measure midwives’, 

nurses’, or midwifery/nursing students’ perceptions of RMC. Chapter 3 outlines the 

methodology and conceptual framework of this study. This doctoral program of work is 

underpinned by pragmatism and uses a multi-method design with a series of studies that 

aim to understand and promote students’ perceptions of RMC in Nepal. The 

intervention study embeds transformative learning theory in the education module to 

enhance its effectiveness. Chapter 4 describes the tool developed to measure students’ 

perceptions of RMC. The 18-item Student Perceptions of Respectful Maternity Care 

(SPRMC) scale was developed with sufficient reliability. Chapter 5 presents a mixed-

methods systematic review of the evidence concerning the effectiveness of educational 

interventions to enhance midwives’ or nurses’ or students’ perceptions of RMC.  

Chapter 6 presents a study to validate the SPRMC tool through a comparison of 

midwifery and nursing students’ perceptions of RMC in Nepal and Jordan. Chapter 7 

presents findings on the effectiveness of an online education intervention to promote 

students’ perceptions of RMC. Chapter 8 highlights students’ self-reported perceptions 

of the online RMC education intervention and how this influences the care they provide 

to women. In addition, students’ suggestions to improve the intervention are discussed. 

Chapter 9 presents a discussion of the key outcome of this program of work, embedded 
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with the strengths and limitations, recommendations for practice, education and 

research, as well as conclusions. 

The studies are presented in each chapter with post-print manuscripts. Each 

paper is formatted to meet the requirements of the peer reviewed academic journals 

(including referencing style) where they have been published/submitted. Each paper 

contains background, design, methodology, discussion and results pertinent to that 

particular study. The thesis was prepared in accordance with Griffith University policy 

(www.griffith.edu.au/higher-degrees-research/current-research-

students/thesis/preparation/formatting). APA 7th edition referencing style is used for 

chapters that do not include publications with reference lists provided after the last 

chapter. 
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Chapter 2  

Quality of Measures on Respectful and Disrespectful Intrapartum Care: A 

Systematic Review 

Introduction 

Although various studies have been conducted to measure women’s experience 

of respectful and disrespectful maternity care in health facilities, there was no consensus 

about the quality of a measurement tool that would enable comparisons across groups of 

childbearing women. Therefore, this systematic review was conducted to critique the 

development and psychometric properties of tools that measure respectful and 

disrespectful maternity care during childbirth. 

This chapter is composed of four parts. Firstly, it presents a published systematic 

review about the quality of measures on respectful and disrespectful intrapartum care. 

Secondly, it describes the impact of COVID-19 that led to changes in the study plan. 

Thirdly, it provides a literature review to identify tools used to measure midwives’, 

nurses’, or midwifery/nursing or students’ perceptions of RMC. Lastly, the chapter ends 

with a summary of important gaps identified in the literature review. 
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Quality of Measures on Respectful and Disrespectful Intrapartum Care: A 

Systematic Review 

Abstract 

This systematic review aimed to critique the development processes and 

psychometric properties of tools measuring respectful or disrespectful maternity care 

experienced by women during labour and birth in low- and middle-income countries. 

MEDLINE, Embase, CINAHL, Web of Science, PubMed, and Cochrane library 

electronic databases were systematically searched from their inception to February 

2020. Methodological quality was assessed using COnsensus-based Standards for the 

selection of health Measurement INstruments (COSMIN) checklist. Six tools measuring 

respectful maternity care (RMC) during the intrapartum period were identified. 

Measurement error, cross cultural validity and responsiveness were not evaluated by 

any tool developers, while structural validity, internal consistency, and hypothesis 

testing were the most frequently assessed measurement properties. Interestingly, this 

review could not identify any measures of disrespectful care even though most included 

measures focused on disrespect and abuse. No measure was of sufficient quality to 

determine women’s experiences of disrespectful and respectful maternity care in low- 

and middle-income countries. New valid and reliable measures using rigorous 

approaches to tool development are required. 

Keywords 

measures, methodological quality, psychometric properties, respectful maternity care, 

systematic review, tools, validity,   
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Introduction 

Globally, women experience disrespectful and abusive care during childbirth. 

Freedman et al. (2014) defined disrespectful and abusive care as interactions or facility 

conditions that are locally/culturally agreed to be and/or experienced as humiliating or 

undignified. Elements of disrespectful and abusive care include physical abuse, non-

consent, discrimination, abandonment, and detention in health facilities (Bowser & Hill, 

2010). A review of prevalence studies on disrespect and abuse reported rates between 

15% to 98% (Sando et al., 2017). This wide range may be due to variation in 

definitions, terminology, and tools. The authors recommended (i) using a standard 

definition of disrespectful and abusive care, and (ii) urgently developing reliable and 

valid tools to measure women’s experiences of such care (Sando et al., 2017). A recent 

World Health Organization (WHO) study in four countries identified that mistreatment 

was more common in the period 30 minutes before and 15 minutes after birth (Bohren 

et al., 2019). This finding is disturbing because women require increased support, 

privacy, empathy, and respect from all health care providers during labour and birth 

(Bohren et al., 2019). 

Disrespectful and abusive care during childbirth has negative physical and 

emotional effects on maternal health. Such care is associated with low childbirth 

satisfaction (Kujawski et al., 2015), complications during childbirth (Raj et al., 2017), 

poor quality intrapartum care (Kujawski et al., 2015; Ndwiga et al., 2014), low 

utilization of childbirth facilities (Ishola, Owolabi, & Filippi, 2017; Kujawski et al., 

2015; Ndwiga et al., 2014), and psychological distancing between women and health 

care providers (Ishola et al., 2017). Disrespectful and abusive care during childbirth 

may also contribute to mental health problems such as fear of childbirth, diminished 

sexuality (Schroll, Kjærgaard, & Midtgaard, 2013), posttraumatic stress disorder and 

postnatal depression (Bell & Andersson, 2016). Disrespectful and abusive care does 
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occur high-income countries (Diaz-Tello, 2016; Wood, 2018), but is probably more 

pervasive and overt in middle- to low-income countries (LMICs) where gender 

inequality is even more profound (Bradley, McCourt, Rayment, & Parmar, 2016; 

Castro, 2019; Lappeman & Swartz, 2019; Shrivastava & Sivakami, 2019). 

In recognition of disrespectful and abusive care as a human rights violation, the 

White Ribbon Alliance (2011) launched a global campaign to promote Respectful 

Maternity Care (RMC). According to WHO (2018), RMC maintains women’s dignity, 

privacy, and confidentiality, ensures freedom from harm and mistreatment, and enables 

informed choice and continuous support during labor and childbirth. It is important 

however, to consider both respectful and disrespectful care. While some features of 

disrespectful and respectful care can be identified at opposite ends of a continuum (such 

as affording privacy versus no privacy), associated elements of care may not be overtly 

disrespectful but still not reflect respectful maternity care (such as given privacy but left 

feeling abandoned and unsupported). If health professionals follow protocols that serve 

the interests of the institution rather than women, do not use the evidence in practice or 

provide woman-centered care, or do nothing to address dubious practices, then this is 

disrespectful care. Furthermore, if a woman feels disrespected and/or abused then that is 

the reality. 

Compared to studies on disrespectful and abusive care, there are relatively few 

reporting prevalence of RMC in LMICs. Published studies are characterized by 

variations in definitions, methodology and reporting which limit comparisons across 

sites and generalizability. For example, two observational studies assessed the provision 

of RMC during intrapartum care in health facilities (Rosen et al., 2015; Sheferaw et al., 

2017). Rosen et al. (2015) observed RMC practices across five African countries using 

11 indicators and reported a descriptive account of provider-performed predefined 

actions. While women were deemed to be treated with dignity overall, there was 
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evidence of inadequate interpersonal communication with providers, abandonment and 

delays in care, inadequate privacy, and instances of physical and verbal abuse. Whereas 

Sheferaw et al. (2017) used nine RMC indicators to observe provider-woman 

interactions in Ethiopia and presented that 66% of the nine RMC practices received by 

women. Another study with women (n = 284) in Ethiopia found that 57% experienced 

care that was friendly, abuse free, timely, and discrimination free (Wassihun & Zeleke, 

2018). 

Recognizing respectful care during childbirth is a global health priority, and 

various tools have been developed in the last 5 years. However, the tools have not been 

systematically assessed according to recognized psychometric quality indicators. 

Determining the best possible tools will enable the extent of respectful and disrespectful 

care during childbirth in health facilities to be measured and monitored globally. Such 

tools can also be used to evaluate the effectiveness of interventions to prevent and 

reduce the consequences of disrespect and abuse and promote RMC among women 

during childbirth. Valid tools can also be used routinely in clinical practice as an 

ongoing quality and safety strategy. 

Aim of the review 

The purpose of this study is to critique the process of development and 

psychometric properties of tools that measure respectful or disrespectful care 

experienced by women during labour and birth in low- and middle-income countries. 

Methods 

Recommendations of the Preferred Reporting Items for Systematic Reviews and 

Meta-Analysis (PRISMA) recommendations (Moher, Liberati, Tetzlaff, & Altman, 

2009) (“Supporting Information Appendix 1”) and COnsensus-based Standards for the 

Selection of Health Measurement INstruments (COSMIN; Prinsen et al., 2018) were 

used as frameworks for this review. The systematic review protocol has been registered 
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in the International Prospective Register of Systematic Reviews (PROSPERO; 

CRD42020175711). 

Eligibility criteria 

Inclusion criteria were studies that included women during the intrapartum 

period; measured women’s experiences of disrespectful or respectful care during 

facility-based intrapartum care; reported at least one psychometric property (reliability, 

validity or responsiveness) of the tool or scale; developed and/or validated in low- and 

middle-income countries (as defined by the World Bank 2019); and were original 

research published in a peer reviewed, English-language journal. Studies were excluded 

if the tool was designed to observe women’s experiences of respectful or disrespectful 

care during facility-based intrapartum care; if the study asked health professionals to 

report on their intrapartum practices; or if it asked about care during pregnancy or the 

postpartum period. 

Search strategy 

A combination of four key concepts including “respectful care/disrespectful 

care”, “intrapartum”, “scale/measurement/tool/questionnaire”, and “LMICs” along with 

Medical Subject Headings (MeSH), controlled vocabulary, and key words were used to 

identify the relevant articles. Boolean (“AND”, “OR” and “NOT”) and proximity 

operators (“NEAR”, “NEXT”, “WITHIN” and “ADJ”) were used to combine search 

terms. Electronic databases such as MEDLINE (Ovid), CINAHL, Web of Science, 

PubMed, Embase, and Cochrane Library were searched from their inception to February 

2020 to systematically retrieve articles without date restrictions. The detailed search 

strategy in PubMed and MEDLNE (Ovid) are provided in “Supporting Information 

Appendix 2” as examples. For all databases, key concepts were combined with a 

validated search filter for measurement properties of tools. COSMIN developed a 

highly sensitive, comprehensive, methodological search filter for PubMed (Terwee, 
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Jansma, Riphagen, & de Vet, 2009) which has been translated for MEDLINE (Ovid), 

Embase and CINAHL. A similar translation was made for Cochrane Library and Web 

of Science. Hand-searching of reference lists was done to identify additional papers. 

Study selection 

Two reviewers independently assessed the eligibility of studies. When a 

difference of opinion occurred, the issue was resolved with consensus involving a third 

reviewer. The full texts of potential articles were also reviewed independently by two 

reviewers. After assessing against the eligibility criteria, six studies were included. 

Endnote (V.X8.2) was used to manage and store relevant studies. 

Methodological appraisal of the study 

Quality assessment of all included studies was performed based on COSMIN 

Risk of Bias checklist and updated criteria for measurement properties (Mokkink et al., 

2018). The checklist has 10 items for patient reported outcome measure (PROM) 

development; and nine for measurement properties: content validity, structural validity, 

internal consistency, cross cultural validity/measurement invariance, reliability, 

measurement error, criterion validity, hypothesis testing for construct validity and 

responsiveness. Each item within a section is scored using a 4-point scoring system 

(very good, adequate, doubtful, and inadequate) (Mokkink et al., 2018). Quality 

assessment was performed by two members of the research team independently. 

Discrepancies were resolved by discussion with a third reviewer. Measurement 

properties of each study were also rated against the updated criteria for good 

measurement properties of (+) = sufficient, (-) = insufficient and (?) = indeterminate 

(Mokkink et al., 2018). Properties were assessed based on psychometric testing during 

the reported development and validation of each scale. 
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Data extraction and analysis 

Findings from included studies were extracted independently by two reviewers 

using a structured format. A summary of findings included information on study 

characteristics and population (author, publication year, sample size, inclusion criteria, 

setting, country), and tool description (name of tool, language, domains/factors, number 

of items, response options, range of scores, recall period, mode of administration, and 

psychometric properties). Considering that these are newly developed tools and with a 

lack of other studies validating these tools, the GRADE approach was used to assess 

risk of bias (i.e., methodological quality of studies) (Terwee et a., 2018). 

Results  

The search strategy identified 1008 articles, of which 221 were duplicates. After 

assessing abstracts and titles, eight articles remained. Hand-searching of reference lists 

resulted in the addition of one more study. A total of six studies on six different tools 

met the eligibility criteria and were included (as shown in the PRISMA flow diagram; 

Figure 2.1; Moher et al., 2009). 

The tools included were the following: Respectful Maternity Care (RMC) scale 

(Sheferaw, Mengesha, & Wase, 2016), Women’s Perception of Respectful Maternity 

Care (WP-RMC) scale (Ayoubi et al., 2020), Quality of Respectful Maternity Care 

Questionnaire in Iran (QRMCQI) (Taavoni, Goldani, Gooran, & Haghani, 2018), 

Person Centered Maternity Care (PCMC)-30 item scale (Afulani, Diamond-Smith, 

Golub, & Sudhinaraset, 2017), PCMC-27 item scale (Afulani, Diamond-Smith, Phillips, 

Singhal, & Sudhinaraset, 2018), and short- form PCMC (Afulani et al., 2019). The 

original PCMC-30 item scale was validated in India and 27 items loaded in the factor 

analysis (Afulani et al., 2018). A short-form PCMC with 13 items was then developed 

from the original PCMC-30 scale (Afulani et al., 2019). 
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The tools identified were developed between 2015 to 2020. The number of 

participants used to develop and validate each tool varied across studies. Participants 

were usually interviewed in health facilities (Afulani et al., 2018; Sheferaw et al., 2016; 

Taavoni et al., 2018) except for two studies where interviews were conducted both at a 

health facility and in the home (Afulani et al., 2017; Afulani et al., 2019). One study did 

not provide clear information on the setting for data collection (Ayoubi et al., 2020). 

Five studies recruited postpartum women who experienced a normal vaginal birth 

(Afulani et al., 2017; Afulani et al., 2018; Afulani et al., 2019; Ayoubi et al., 2020; 

Taavoni et al., 2018) and one included postpartum woman who had experienced either a 

normal vaginal birth or caesarean section (Sheferaw et al.,2016). Characteristics of the 

study designs and samples are shown in Table 2.1. 

Description of tools 

All tools aimed to assess women’s experience of RMC (Ayoubi et al., 2020; 

Sheferaw et al., 2016; Taavoni et al., 2018). Although the PCMC-30 was developed to 

assess women’s experience of woman-centered care it contains all RMC domains 

(Afulani et al. 2017). All tools were first developed in English. Five studies describe 

interviews as the method of tool administration, except for one whose method of 

administration is unclear (Ayoubi et al., 2020). Interviews were conducted in local 

languages by translating the scale into Swahili and Luo for Kenya (Afulani et al., 2017), 

Hindi for India (Afulani et al., 2018), and Mampruli and Kokomba in Ghana (Afulani et 

al., 2019). Three studies did not report on the language for interviews (Ayoubi et al., 

2020; Sheferaw et al., 2016; Taavoni et al., 2018). 

Factor analyses on four tools revealed three domains (Afulani et al., 2017; 

Afulani et al., 2018; Ayoubi et al., 2020; Taavoni et al., 2018) while one tool had four 

domains (Sheferaw et al., 2016) and one was a unidimensional scale incorporating items 

related to dignity and respect, communication, autonomy, and supportive care (Afulani 
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Table 2.1  

Design and Participants of Included Studies 

 

Author/ year  

 

Tool 

 

Country  

Participants & setting 

N Inclusion criteria  Setting 

Sheferaw et al. 

(2016) 

RMC scale Ethiopia 509 Postnatal women with 

NVB or C/S 

Health 

facility 

Ayoubi et al. 

(2020) 

WP-RMC 

scale 

Iran 400 Postnatal women with 

low-risk pregnancy, NVB, 

healthy baby with birth 

weight (2.5-4 kg) 

Health 

facility 

Taavoni et al. 

(2018) 

QRMCQI Iran 453 Postnatal women without 

C/S, in good physical and 

mental health 

Health 

facility 

Afulani et al. 

(2017) 

PCMC-30 

scale 

Kenya 857 (rural) 

530 (urban) 

Postnatal women (18-49 

years) who had NVB 

Health 

facility 

and 

home  

Afulani et al. 

(2018) 

PCMC-27 

scale 

India 2018 Postnatal women (18-46 

years) who had NVB 

Health 

facility 

Afulani et al. 

(2019) 

Short 

PCMC 

scale 

Kenya, 

India, 

and 

Ghana 

1419 

Kenya, 

2018 India, 

226 Ghana 

Postnatal women (15-49 

years) who had NVB 

Health 

facility 

and 

home 

Abbreviations: C/S, Caesarean Section; NVB, Normal Vaginal Birth; PCNC, Person Centered 

Maternity Care; QRMCQI, Quality of Respectful Maternity Care Questionnaire in Iran; RMC, 

Respectful Maternity Care; WP-RMC, Women’s Perception of Respectful Maternity Care. 

 

Not all measurement properties were reported. Commonly reported 

psychometric properties were structural validity (n = 6), internal consistency (n = 6), 

and hypothesis testing for convergent validity (n = 4). The original PCMC-30 was 

independently validated in another country and produced a 27-item tool, but no further 

explanation regarding cross-cultural validity was mentioned (Afulani et al., 2018). No 

included study mentioned measurement error and responsiveness. Additionally, no 

hypotheses were tested, so criteria for hypothesis testing were rated as “indeterminate”. 

A description of measurement properties is presented in Table 2.2. 
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Tool development 

Items in the RMC (Sheferaw et al., 2016) and QRMCQI (Taavoni et al., 2018) 

were developed on the basis of seven categories of disrespect and abuse by Bowser and 

Hill (2010). The WP-RMC was developed from consultations with Iranian women 

about their labor and birth (Ayoubi et al., 2020). The original PCMC (30-item version) 

was developed based on the definition of person-centered care from the Institute of 

Medicine in the United States, Committee on Quality of Health Care in America (2001), 

and a literature review which identified 10 domains. These domains were dignity and 

respect, autonomy, privacy and confidentiality, communication, social support, 

supportive care, predictability and transparency of payments, trust, stigma and 

discrimination, and health facility environment (Afulani et al., 2017; Afulani et al., 

2019). Concept elicitation was deemed “inadequate” for two tools because no target 

population was involved in their development (Afulani et al., 2017; Taavoni et al., 

2018). For two other tools, it was “doubtful” because no information on the interviewers 

or moderators was provided (Ayoubi et al., 2020; Sheferaw et al., 2016). 

A pilot study involving 40 postpartum women was conducted during the 

development of the RMC scale, but the process was rated “inadequate” because the tool 

was not tested in its final form (Sheferaw et al., 2016). The PCMC-30 was the only tool 

that featured interviews with women (from India and Kenya) (Afulani et al., 2017). Six 

focus group interviews were conducted in India with women aged between 18 and 49 

years who had just given birth (excluding women who had a caesarean section). In 

Kenya, the eligible sample included women aged between 18 and 49 years who had 

given birth within 7 days preceding the interview. The methodological quality of the 

interviews was “adequate”. The quality of tool development is depicted in Table 2.3. 
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Table 2.2  

Description of Tools 

Tool Language  Domains (no. of 

items) 

Response options & 

score range 

Range of 

scores 

Recall 

period 

Mode of 

administration 

Psychometric 

properties reported 

RMC  English 4 domains (15); 

friendly care (7), 

abusive free care 

(3), timely care 

(3), 

discrimination 

free care (2) 

5-point Likert Scale 

(5= strongly agree, 4 = 

agree, 3 = don’t know, 

2 = do not agree and 

1= strongly do not 

agree) 

15-75 6 h to 7 

weeks 

postpartum 

Interview  Structural validity, 

Internal 

consistency, 

Hypothesis testing 

for convergent 

validity 

WP-RMC  English 3 domains (19); 

providing comfort 

(7), participatory 

care (7) 

mistreatment (5) 

4-point Likert scale NA NA NA Structural validity, 

Internal 

consistency, 

Reliability  

QRMCQI English 3 domains (59); 

labor (41), 

delivery (10) 

postpartum (8) 

5-point Likert Scale (4 

= all of the time, 3 = 

most of the time, 2 = 

sometimes, 1 = seldom, 

and 0 = never) 

0-236  <30 days 

postnatal 

Interview Structural validity, 

Internal consistency 

PCMC-30 English 

(translated 

into Swahili 

and Luo) 

3 domains (30); 

dignity and 

respect (6), 

communication 

and autonomy (9), 

supportive care 

(15) 

4-point response: ‘no 

never’, ‘yes, a few 

times’, ‘yes, most of 

the time’ and ‘yes, all 

the time’ (for 2 

questions on verbal and 

physical abuse ‘no, 

never’, ‘yes, once’, 

0 to 91 Postpartum: 

<9 weeks 

rural, <7 

days urban 

Interview Structural validity, 

Internal 

consistency, 

Hypotheses testing 

for convergent 

validity  
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Tool Language  Domains (no. of 

items) 

Response options & 

score range 

Range of 

scores 

Recall 

period 

Mode of 

administration 

Psychometric 

properties reported 

‘yes, a few times’ and 

‘yes, many times’) 

PCMC-27  English 

(translated 

into Hindi) 

3 domains (27); 

dignity and 

respect (6), 

communication 

and autonomy (9), 

supportive care 

(12) 

4-point response: ‘no 

never’, ‘yes, a few 

times’, ‘yes, most of 

the time’ and ‘yes, all 

the time’ (for 2 

questions on verbal and 

physical abuse: ‘no, 

never’, ‘yes, once’, 

‘yes, a few times’ and 

‘yes, many times’) 

0-81 Postpartum: 

<48 h 

Interview Structural validity, 

Internal 

consistency, 

Hypotheses testing 

for convergent 

validity 

Short 

PCMC 

Translated 

into Hindi 

(India), 

Swahili and 

Luo (Kenya), 

Mampruliand 

Kokomba 

(Ghana) 

13 items 

unidimensional  

4-point response: ‘no 

never’, ‘yes, a few 

times’, ‘yes, most of 

the time’ and ‘yes, all 

the time’ 

0-39 Postpartum: 

<9 weeks 

rural Kenya, 

<7 days 

urban 

Kenya, <48 

h India, <8 

weeks 

Ghana 

Interview Structural validity, 

Internal 

consistency, 

Hypotheses testing 

for convergent 

validity, Criterion 

validity  

Abbreviations: NA, not available; PCNC, Person Centered Maternity Care; QRMCQI, Quality of Respectful Maternity Care Questionnaire in Iran; 

RMC, Respectful Maternity Care; WP-RMC, Women’s Perception of Respectful Maternity Care. 
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Table 2.3  

Quality of Tool Development 

Tools 

  

  

Instrument design Cognitive interview (CI) study Total 

instrument 

development  
General design requirements Concept 

elicitation 

Total 

tool 

design 

General 

design 

requirements 

Compre-

hensibility 

Compreh-

ensiveness 

Total 

CI 

study 

Clear 

construct 

Clear 

origin of 

construct 

Clear 

target 

population 

for which 

the 

Instrument 

was 

developed 

Clear 

context 

of use 

Instrument 

developed 

in sample 

representing 

the target 

population 

CI study 

performed in 

sample 

representing 

the target 

population 

RMC  v v v v v d d a i d i i 

WP-RMC  v d v v v d d 
    

i 

QRMCQI v v v v i i i 
    

i 

PCMC-30 v v v v i i i v a a a i 

PCMC-27 
            

short PCMC 
            

Abbreviations: a, adequate; d, doubtful; I, inadequate; PCNC, Person Centered Maternity Care; QRMCQI, Quality of Respectful Maternity Care 

Questionnaire in Iran; RMC, Respectful Maternity Care; v, very good; WP-RMC, Women’s Perception of Respectful Maternity Care. 
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Table 2.4  

Quality of Measurement Properties 

Tools 

  

  

Content validity Structural 

validity 

Internal 

consistency 

Reliability Criterion 

validity 

Construct validity 

Asking patients Asking experts 
      

Relevance Comprehe-

nsiveness 

Compre-

hensibility 

Relevance Compreh-

ensiveness 

    
Convergent 

validity 

Known 

groups 

validity 

RMC  
   

d d a v 
  

i 
 

WP-RMC i d d d 
 

a v d 
   

QRMCQI 
  

d d 
 

v v 
    

PCMC-30  
   

d d v v 
  

i 
 

PCMC-27 
   

d d v v 
  

i 
 

Short PCMC 
   

d 
 

v v 
 

v i 
 

Abbreviations: a, adequate; d, doubtful; I, inadequate; PCNC, Person Centered Maternity Care; QRMCQI, Quality of Respectful Maternity Care 

Questionnaire in Iran; RMC, Respectful Maternity Care; v, very good; WP-RMC, Women’s Perception of Respectful Maternity Care.  
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Content validity 

Content validity was rated according to information contained within each 

publication about tool development (n = 5). Content validity was rated separately for 

relevance, comprehensiveness, and comprehensibility. Methodological quality regarding 

“overall” content validity of four tools was “doubtful” (Afulani et al., 2017; Afulani et al., 

2019; Sheferaw et al., 2016; Taavoni et al., 2018) and one was “inadequate” (Ayoubi et al., 

2020). Relevance was assessed by asking professionals in four studies (Afulani et al., 2017; 

Afulani et al., 2019; Ayoubi et al., 2020; Sheferaw et al., 2016; Taavoni et al., 2018) but 

processes were not specified, producing a rating of “doubtful”. Similarly, comprehensibility 

was assessed in two studies, both were of “doubtful” quality (Ayoubi et al., 2020; Taavoni 

et al., 2018). Although comprehensiveness was assessed in three studies by asking 

participants (Ayoubi et al., 2020) and professionals (Afulani et al., 2017; Sheferaw et al., 

2016), all were of “doubtful” quality. For example, the method of assessment of 

comprehensiveness of WP-RMC was not clearly mentioned so it was rated “doubtful” 

(Ayoubi et al., 2020). In regard to the short-form PCMC, experts were asked to prioritize 

15 of the original 30 PCMC items rather than independently assess all items for 

comprehensiveness, which may have resulted in more items being included (Afulani et al., 

2019). The quality of studies in terms of their measurement properties and level of evidence 

are shown in Table 2.4 and Table 2.5, respectively. 

None of the tools provided high quality evidence for “sufficient” content validity, 

which is one of the most important properties of a tool. However, moderate-quality 

evidence for “sufficient” content validity for relevance was provided for the RMC tool. 

Similarly, moderate quality evidence for “sufficient” content validity for 

comprehensiveness was provided for the QRMCQI and PCMC-30. Three tools (RMC, 
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QRMCQI, and PCMC-30) had moderate quality evidence for “sufficient” content validity 

for comprehensibility. The WP-RMC had very low-quality of evidence for “sufficient” 

content validity for all three aspects of content validity. 

Structural validity 

All studies (n = 6) assessed structural validity. Three studies used exploratory factor 

analysis (EFA; Afulani et al., 2017; Ayoubi et al., 2020; Sheferaw et al., 2016), two used 

both EFA and confirmatory factor analysis (CFA; Afulani et al., 2018; Afulani et al., 2019) 

and one used CFA alone (Taavoni et al., 2018). Half of the studies were of “very good” 

methodological quality (Afulani et al., 2018; Afulani et al., 2019; Taavoni et al., 2018), 

while half were of “adequate” methodological quality (Afulani et al., 2017; Ayoubi et al., 

2020; Sheferaw et al., 2016). The RMC, WP-RMC, PCMC-30 and PCMC-27 were given 

an “indeterminate rating” as no values for the factor analyses were provided.   

Internal consistency 

All tools were assessed for internal consistency. The WP-RMC, QRMCQI and short 

PCMC produced a Cronbach’s alpha value of ≥ 0.70 for all subscales (Afulani et al., 2019; 

Ayoubi et al., 2020; Taavoni et al., 2018). In other studies, although the overall Cronbach’s 

alpha value was ≥ 0.70, each subscale did not meet this criteria level (Afulani et al., 2017; 

Afulani et al., 2018; Sheferaw et al., 2016). Despite all tools in the review having adequate 

internal consistency, all were rated “indeterminate” as the criterion for “at least low 

evidence for sufficient structural validity” also has to be met to rate internal consistency as 

“sufficient”. 

Reliability 

Test-retest reliability was assessed in one study on the WP-RMC (Ayoubi et al., 

2020). Twenty postpartum women were asked similar questions under similar 



48 
 

circumstances 10 days apart and an intraclass correlation coefficient (ICC) was calculated. 

Methodological quality was rated “doubtful” due to the small sample and lack of detail 

about the stability of participants’ circumstances during the interim period. Factors such as 

sleep quality, breastfeeding demands, and emotional well-being may have influenced 

women’s perceptions of their care over time. 

Criterion validity 

Criterion validity is defined as the degree to which the scores of a scale are an 

adequate reflection of a gold standard (Mokkink et al., 2018). However, there was no gold 

standard for tools included in the review except for the short-form PCMC (Afulani et al., 

2019). The original PCMC-30 scale was considered gold standard for the short-form 

PCMC and so methodological quality was rated as “very good”. There was high-quality 

evidence for “sufficient” criterion validity for the short-form PCMC (Afulani et al., 2019). 

Hypothesis testing for convergent validity 

Hypothesis testing for convergent validity was conducted in four studies (Afulani et 

al., 2017; Afulani et al., 2018; Afulani et al., 2019; Sheferaw et al., 2016). RMC was 

correlated with satisfaction of the overall service (r = 0.71) and recommendation of the 

facility to others (r = 0.88) (Sheferaw et al., 2016). Scores on the PCMC-30 were correlated 

with global measures of satisfaction and quality of care (Afulani et al., 2017). Similarly, 

scores on the PCMC-27 were correlated with an intention to give birth in same facility in 

the future (Afulani et al., 2018). Likewise, short-form PCMC scores were correlated with 

level of satisfaction and willingness to give birth in the facility again (Afulani et al., 2019). 

However, all four studies were rated as “inadequate” as the tools were compared with 

single-item variables that had limited measurement quality. Further, quality ratings for the 
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four studies were rated as “indeterminate”. According to the guidelines, results of all 

studies should be considered to see if 75% of results are in accordance with the hypotheses. 
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Table 2.5  

Level of Evidence for Studies 

Tools  Content validity Structural 

validity  

Internal 

consistency 

Reliability  Criterion  Hypothesis 

testing  

Relevance  Comprehen-

siveness  

Comprehensibility      

Rating  QOE Rating  QOE Rating  QOE Rating  QOE Rating  QOE Rating  QOE Rating  QOE Rating   QOE 

RMC  + Mod-

erate  

- Mod-

erate  

+ Mod-

erate  

? ? ? ?     - Very 

low 

WP-RMC  + Very 

low  

+ Very 

low 

+ Very 

low  

? ? ? ? + Low       

QRMCQI ± Mod-

erate  

+ Mod-

erate  

+ Mod-

erate 

- High  ? ?       

PCMC-30  ± Mod-

erate  

+ Mod-

erate 

+ Mod-

erate 

? ? ? ?     - Very 

low 

PCMC-27        ? ? ? ?     - Very 

low 

Short 

PCMC  

  - Mod-

erate  

  - High  ? ?   + High  - Very 

low 

Abbreviations: +, sufficient; -, insufficient; ?, indeterminate; ±, inconsistent; PCNC, Person Centered Maternity Care; QOE,  quality of evidence; 

QRMCQI, Quality of Respectful Maternity Care Questionnaire in Iran; RMC, Respectful Maternity Care; WP-RMC, Women’s Perception of 

Respectful Maternity Care. 
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Discussion 

There are several important findings from this systematic review. Although we 

searched for measures of disrespectful or respectful care experienced by women, no tool 

pertaining to disrespectful care was identified. This finding supports Sen, Reddy and 

Iyer (2018), who concluded that the extent of disrespectful and abusive care 

experienced by women is not fully documented or defined in birthing facilities and 

practice change is hampered by a lack of tools. While this systematic review focused on 

disrespectful and abusive care, terms such as ‘mistreatment’ and ‘obstetric violence’ are 

becoming commonly reported. Accounts of ‘obstetric violence’ include forced 

caesarean section and episiotomy without consent (Diaz-Tello, 2016; Downe, Lawrie, 

Finlayson, & Oladapo, 2018). As argued earlier, respectful and disrespectful care are 

different and nuanced acts such as unwarranted birth intervention, coercion, denial of a 

support person, lack of information to facilitate choice, denial of food, repetitive and 

unwarranted vaginal examinations, and unnecessary mother-infant separation can 

become accepted as part of normal intrapartum care in a facility. Therefore, valid and 

reliable tools that reflect both respectful and disrespectful care need to be developed. 

Six tools that aimed to measure women’s experience of RMC during intrapartum 

care were identified, but all tool development processes were rated as “inadequate”. To 

date, only the PCMC-30 has been validated in India after its development in Kenya. The 

short-form PCMC was developed for ease of administration and scoring in clinical 

settings to facilitate practice improvements (Afulani et al., 2019). This systematic 

review found no high-quality evidence for content validity of any tool. Content validity 

is an important measurement property (Terwee et al., 2018) and crucial to establish 

during tool development (Connell et al., 2018). None of the tools achieved high-quality 

evidence for relevance, comprehensibility, and comprehensiveness, highlighting the 

urgent need for greater consultation with women during the tool development process. 



52 
 

Factor analysis to identify the underlying structure of included tools was 

undertaken in all cases, however, suitability of the data, and values from the factor 

extraction, rotation and interpretation were not consistently, leading to an 

“indeterminate” rating of quality. This lack of information also devalued the level of 

evidence for internal consistency which improves when the structure of an instrument is 

clear (de Vet, Terwee, Mokkink, & Knol, 2011). 

Little attention was given to the criterion validity of included tools. One gold 

standard for criterion validity is to compare a short version tool to the original 

(Mokkink et al., 2018). In this systematic review, the short-form PCMC (Afulani et al., 

2019) was compared with original PCMC-30 (Afulani et al., 2017) and found to have 

sufficient criterion validity. Future studies of criterion validity should therefore 

determine an appropriate gold standard that reflects the concept of RMC. If such a gold 

standard is not available, the most comprehensive scale with good measurement 

properties should be used. 

Assessment of reliability (test-retest) of scales was absent in all but one study. 

Reliability refers to the extent to which scores are the same for repeated measurement 

over time (test-retest) (Mokkink et al., 2018). Test-retest reliability was assessed for the 

WP-RMC only (Ayoubi et al., 2020). Further studies need to assess test-retest reliability 

as reliability depends on the accuracy and reproducibility of results. 

Finally, no study reported on other measurement properties, such as 

measurement error, cross cultural validity and responsiveness. Future research could 

report measurement error by information on the Smallest Detectable Change (SDC) or 

Limits of Agreement (LoA) as well as on Minimal Important Change (MIC) (Mokkink 

et al., 2018). Cross-cultural validity refers to the extent to which “items on a translated 

or culturally adapted instrument are an adequate reflection of the performance of items 

of the original” (Mokkink et al., 2018, p. 12). Calculating measurement invariance or 
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differential item functioning is required to adapt tool items to other contexts (Mokkink 

et al., 2018). Although, the PCMC-30 was validated in India, no information on the 

cross-cultural validity was provided. The ability of tools to detect change in the 

construct of interest over time was lacking (Mokkink et al., 2018, p. 12). Future 

research could consider testing tool responsiveness using data from before and after 

intervention studies to promote RMC. 

Considering the lack of available evidence, it is difficult to recommend the most 

suitable instrument to measure RMC during facility-based childbirth. However, the 

PCMC can be considered the most appropriate tool for the following reasons. 

1.  The PCMC was developed through a comprehensive literature review, and 

agreement on the definitions of each construct and the items based on each domain. 

2. Interviews with eligible women using an interview guide were conducted in two 

different countries and changes were incorporated. The revised version was again 

tested among eligible participants. 

3. The scale was developed and validated with a large sample from two different 

settings in Kenya. 

4. This scale mainly emphasizes the experience of care and includes dimensions such 

as communication, respect and dignity, and emotional support as highlighted in 

WHO guidelines for quality maternal and newborn care. 

5. The tool has been validated in three settings in two LMICs. 

6. It captures all the domains of RMC except one (i.e. continuity of care) among 12 

domains as described by a recent qualitative review (Shakibazadeh et al., 2018). 

7. The PCMC can be used with women who have recently given birth and up to 9 

weeks postpartum. 

The strengths of this review can be enumerated as follows. First, to the best of 

our knowledge, it is the only review thus fat to assess the methodological quality of 
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tools that aim to measure women’s experiences of RMC during childbirth in LMICs. 

Second, this review used a standard guideline (COSMIN Risk of Bias Checklist) to 

assess methodological quality of included scales. Third, search filters developed 

specifically to identify studies of measurement properties in electronic databases were 

used. Fourth, two reviewers independently assessed the quality of articles both in the 

initial screening phase of title and abstract and for a quality assessment of the included 

studies. Finally, this review is being reported according to the PRISMA reporting 

guidelines.  

However, this review also has several limitations. Searches were limited to 

articles published in English and therefore may have missed important articles 

published in other languages. Further, only a small number of studies were located by 

this review. The psychometric properties of most tools included in this review were 

assessed only once (except the PCMC), so rating the measurement properties of each 

tool might be insufficient to be regarded as evidence. Finally, in light of the small 

number of studies included, the results were only qualitatively summarized. 

Conclusion 

This systematic review could not identify any tool that measures disrespectful 

care experienced by women during intrapartum care even though most of the prevalent 

studies report on disrespect and abuse. Six tools for measuring intrapartum RMC were 

identified. Not all measurement properties of the tools could be assessed. Measurement 

error, cross-cultural validity, and responsiveness were not reported. This review could 

not identify any tool with high-quality evidence to adequately measure women’s 

experience of RMC during intrapartum care. Future research should be mindful of all 

domains of measurement quality. Findings suggest the PCMC may be the most 

appropriate instrument to assess women’s experience of respectful care in a facility-

based childbirth. 
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Impact of COVID-19 

The above documented systematic review on quality of tools to measure 

women’s experience of RMC was conducted before the COVID-19 pandemic during 

the first year of my PhD candidature. Nepal was severely affected by the impact of 

COVID-19. The control and management of the pandemic relied heavily on social 

distancing and lockdown of the cities. Health care staff were busy managing the 

pandemic and many contracted the virus. Health care facilities restricted entry of 

unauthorised persons. Women faced many challenges to access maternal health care, 

including restrictions and transport challenges. In addition, women preferred not to 

enter health care facilities for birth due to fear of COVID-19 exposure. It was uncertain 

when the pandemic and associated travel restrictions would end. This prompted a major 

revision of my doctoral program of work. The aim was changed to measure perceptions 

of RMC among undergraduate students. Therefore, a review was conducted to identify 

tools to measure midwives’, nurses’, or midwifery/nursing students’ perceptions of 

RMC. 

Updated Literature Review 

A search was conducted in May 2020 to retrieve any articles that aimed to 

measure midwives’ or nurses’ or midwifery or nursing students’ perceptions of RMC. 

Electronic databases CINAHL, Web of Science, Pubmed, Embase, Cochrane Library, 

PychINFO, and Medline (Ovid) were used. The search strategy was consistent with the 

original review (Dhakal et al. 2021), and the inclusion criteria differed to include 

midwives or nurses or midwifery or nursing students; measured perceptions or 

understanding of respectful or disrespectful care during facility-based intrapartum care; 

reported at least one psychometric property (reliability, validity or responsiveness) of 

the tool or scale; developed and/or validated in LMICs (as defined by the World Bank 

2019); and was original research published in a peer reviewed, English-language 
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journal. The search could not identify any valid or reliable tool that measures midwives’ 

or nurses’ or midwifery or nursing students’ perceptions of RMC or disrespectful care 

to women during labour and birth. 

Summary of the Chapter 

This chapter presented an overview of the current evidence on the quality of 

tools that measure women’s experience of respectful and disrespectful intrapartum care. 

This study could not identify any tool of high-quality evidence to measure women’s 

experience of respectful or disrespectful care during labour and birth. Due to COVID-19 

pandemic restrictions, the review was updated to identify measures used with midwives, 

nurses, or midwifery/nursing students. Based on this review, we could not identify any 

published tool that measured midwives’, nurses’, or midwifery/nursing students’ 

perceptions of RMC. Therefore, development and testing of a tool to measure nursing 

students’ perceptions of RMC was designated as the next study. The following chapter 

presents the methodology and conceptual framework of this doctoral program. 
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Chapter 3  

Methodology 

This chapter describes the methodology and conceptual framework for this 

doctoral research. A pragmatic research approach was the underpinning philosophy of 

this program of work. To accomplish the research objectives, a multi-method design 

was used and a rationale for its selection is presented. The chapter then describes the 

conceptual framework where transformative learning theory is proposed to improve 

students’ perceptions of RMC and ultimately change practice. This chapter concludes 

with an overview of the studies included in this program of work, and the individual 

methods used to answer the research questions. 

Methodology 

A pragmatic research approach guided all embedded studies. John Dewey, a 

pragmatic philosopher, believed that all human inquiry is tied to experience (Dewey, 

1933, cited in Morgan, 2014b). Pragmatism has a focus on the problem and 

consequences of the research (Frey, 2018). The nature of research located within the 

pragmatist paradigm reflects real world problems. Pragmatism provides a practical, 

pluralistic approach and promotes the use of findings in harmony with the value system 

held by the researcher (Creswell, 2003). 

According to Dewey (1933), the concept of pragmatism is rooted in life and the 

social nature of human experience as action. The emphasis on knowledge as inquiry 

acquired through human action rather than the pursuit of knowledge distinguishes 

pragmatism from other paradigms. The emphasis of pragmatism is on the practical 

application of ideas and testing of these using an action-oriented inquiry approach 

(Morgan, 2014a). This approach is suitable for the current program which aims to 

explore students’ perceptions of RMC, the development of curriculum content and 
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processes used to teach concepts of RMC, and students’ perceptions of the influence of 

this new understanding on their practice. 

Pragmatism is integrative and non-dualist in nature (Morgan, 2014a), which 

provides a strong rationale for embedding the proposed research within the pragmatic 

paradigm. Pragmatism can help to bridge the theory–practice gap in terms of exploring 

students’ understanding and practice of respectful care in clinical environments where 

this may not always be upheld. Another feature of pragmatism pertinent to the proposed 

research is the potential to bridge the midwifery theory–practice divide and promote 

best practice. Pragmatism has a common sense focus on the practicalities of what 

works, rather than ontological and epistemological congruence (Morgan, 2014b). 

The practical nature of pragmatism extends to the use of multiple research 

methods. Pragmatism is not committed to one philosophical approach or particular 

method; instead, pragmatists link the choice of approach directly to the nature of the 

research (Creswell, 2003). In this way, the focus is on the most appropriate research 

method that serves the purpose of the research question, theory, or phenomenon. In 

addition, pragmatism promotes freedom of inquiry (Dewey, 1933), and inclusion of 

values, attitudes, and biases, which play out in research in terms of what questions are 

asked and the ways of knowing that are valued. This philosophy also has a strong bond 

to the social justice agenda notable in the work of pragmatist feminists (Morgan, 

2014b). This is an important consideration when conducting maternity research where 

the outcomes ultimately impact women, childbirth, midwives, and students. 

In applying a pragmatic approach, any method that provides a relevant approach 

to a given research question could be used (Teddlie & Tashakkori, 2009). The 

methodological choice and methods in this program of research were made based on the 

belief that the pragmatism paradigm was a good fit with the research aims. 
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Design 

This program of work used a sequential multi-method design to accomplish the 

aims and objectives outlined in Chapter 1. In a multi-method approach, the major 

research question or problem drives the research program but consists of two or more 

interrelated studies that may be qualitative, quantitative, or both. The results are then 

triangulated to form a comprehensive whole (Morse, 2003). According to Bazeley 

(2007), multi-method research uses different approaches or methods in parallel or 

sequence. Data are analysed and can be integrated when inferences about the body of 

work are being made (Johnson et al., 2007, p. 119). 

The complex cultural context of RMC in Nepal and the variety of study 

objectives motivated me to apply a sequential multi-method approach. The advantage of 

using this approach is that it can provide different perspectives on the phenomenon or 

help to obtain different levels of data, therefore providing a more comprehensive picture 

than any single method (Morse, 2003). In this program of work, the systematic review 

(presented in Chapter 2) was conducted to identify the quality of tools to measure 

women’s experience of respectful or disrespectful care. Restrictions imposed by the 

COVID-19 pandemic meant that the original program of study (which was to focus on 

the experiences of women and respectful practices by midwives/nurses) was not 

possible. The review was therefore updated to focus on the knowledge and experiences 

of RMC by students who could be assessed online by the researcher. This literature 

search revealed a lack of appropriate measures of RMC for use by students. The second 

method (tool development and testing) was designed to resolve gaps uncovered by the 

first study and so on (Morse, 2003). Each study is planned and conducted to answer a 

specific question. Each study has its own aims, design, and specific outcomes. 



67 
 

Conceptual Framework 

The WHO recommends that practice change requires multilevel intervention to 

promote RMC (World Health Organization, 2018). Areas for change include 

intervention at an interpersonal level between women and care providers, and at the 

level of the health care facility and the health system (World Health Organization, 

2018). System level improvements, such as increasing the number of care providers, 

restructuring curricula, and reconstructing the health facility environment, require time 

and resources and are beyond the scope of an unfunded doctoral degree. Enhancing 

RMC through interventions at an interpersonal level, such as improving 

communication, maintaining privacy and confidentiality, or respecting and valuing 

women, require fewer resources (World Health Organization, 2018). What is known is 

that women’s experience with their care providers during labour and birth has a vital 

impact to empower and comfort them or cause lifelong damage and emotional trauma 

(White Ribbon Alliance, 2011). Therefore, this proposed program of work sought to 

create change by focusing on nursing students who are still formulating their knowledge 

and practice. 

The review of the literature presented in Chapter 2 revealed little attention had 

been given to the theories underpinning practice change. Only two studies conducted in 

Tanzania used theory to guide development of an intervention: Theory of Change model 

(Ratcliffe, Sando, Lyatuu, et al., 2016) and Intellectual Partnership Model (Wilson-

Mitchell et al., 2018). Theory of Change, developed by Weiss (1995), is an approach 

that describes how a program works and brings about specific long-term outcomes. The 

Theory of Change is usually developed in consultation with stakeholders and mostly 

used in public health interventions that are inherently complex (Breuer et al., 2016). In 

the Intellectual Partnership Model, teacher and student learn together and share their 

understanding with the aim of accomplishing mutual desires in academic, research, and 
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creative activities (Bailey et al., 2016). Although the Intellectual Partnership Model 

could be used in this program of work, the online mode of delivery of the intervention, 

and limited time and resources for the study, could hinder the actual processes required 

by the Intellectual Partnership Model. In addition, the Intellectual Partnership Model 

has not been empirically appraised (Bailey et al., 2016).   

Culturally, Nepal is predominantly a patriarchal society where social values and 

norms play a pivotal role in women’s lives, especially during pregnancy and childbirth 

experiences (Kaphle et al., 2013; Khatri et al., 2017; Sharma et al., 2016). Various 

factors affect women’s utilisation of maternal health services by skilled providers such 

as age, income, area of residence, and educational status (Ministry of Health et al., 

2017). Maternal mortality is higher among women who belong to poor and marginalised 

communities (Karkee et al., 2021). In addition, Nepalese women report discrimination 

based on their sociocultural attributes such as religion and educational status while 

receiving care during labour and birth (Ghimire et al., 2021). Therefore, identifying 

students’ perceptions regarding RMC, and educating and empowering them about RMC 

is one of the essential steps in enhancing women’s experience of care. 

Reflection is essential in promoting the development of knowledgeable and 

competent midwifery practitioners (International Confederation of Midwives, 2019) and 

a key concept in transformative learning (Bass et al., 2017). Considering the global 

issue of disrespectful and abusive care towards women during labour and birth, the aim 

of this doctoral research was to help students learn about RMC and encourage them to 

think critically about prevailing practices, as well as their own behaviour and that of 

others. The conceptual framework underpinning this body of work reflects the belief 

that maternity care offered by care providers with an adequate understanding of RMC 

will have a positive effect on women’s birth outcomes and experience of care. 
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Acknowledging the influence of sociocultural and environmental determinants 

on women’s experience of RMC, transformative learning theory could represent a 

pivotal role in engaging students in using their consciousness in improving women’s 

experience of childbirth. Therefore, within the pragmatic approach, transformative 

learning theory informed processes in the education intervention to enhance students’ 

perceptions of RMC. 

Transformative Learning Theory 

Transformative learning theory was first introduced by Mezirow (1997). 

Transformative learning is the process of modifying preconceived biases, assumptions, 

and behaviours to achieve the desired change in the learning and working environments 

(Mezirow, 2003). Transformative learning is a learner-centred process of learning where 

students actively engage through critical reflection and discourse. From a learner’s 

perspective, reflection provides an opportunity to explore prior practice experience and 

integrate existing knowledge with new insights and understanding (Tsimane & 

Downing, 2020b). 
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A concept analysis of transformative learning in nursing education identified 

three categories in the transformative learning process, namely: awareness through self-

reflection; the meaningful interactive, integrative, and democratic construction process; 

and metacognitive reasoning abilities (Tsimane & Downing, 2020b). As an outcome of 

transformative learning, students actively and independently explore learning tasks and 

acquire knowledge and skills (Tsimane & Downing, 2020b). In addition, students may 

develop resilience, confidence, and positive learning attitudes (McAllister et al., 2013). 

Students develop autonomous thinking capacities with essential knowledge and abilities 

to meet the health care needs of clients (Tsimane & Downing, 2020b). Transformative 

learning encourages care providers to develop deeper understanding, self-confidence, 

and competence in new tasks (Tsimane & Downing, 2020b). Transformative learning 

by nursing students is essential to address challenges during their clinical practicum, 

think critically, and solve problems. 

During the transformational learning process, the role of a teacher is to facilitate 

a conducive learning environment. This approach helps students to understand the 

problem and empower them with knowledge, skills, and values through interaction. 

Teaching strategies such as reflective activities and case studies facilitate the 

construction of knowledge and skills and promote transformative change (Tsimane & 

Downing, 2020a). 

Empowerment can enhance nurses’ ability to meet women’s needs, solve 

problems, and improve professional perceptions (Campbell, 2003; Livsey, 2009). 

Enhancing student empowerment is crucial to increase educational outcomes in nursing 

education (Ahn & Choi, 2015). Researchers suggest that empowerment helps nursing 

students to manage their own lives and develop autonomy and accountability in 

professional practice (Mailloux, 2006; Park et al., 2004). Knowledge and confidence are 

essential influencing factors for empowerment, in addition to mentorship and 
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placement, cultural, structural, and socio-political influences (Bradbury‐Jones et al., 

2007). Therefore, educators need to consider how to facilitate students’ learning 

outcomes effectively by empowering through curricula. 

The overall impact of RMC is to enhance women’s birthing outcomes and 

experiences of care. Given the complex nature of respectful care, the skills and values 

underpinning respectful care are likely to develop over time and must commence early 

in the education of all future maternity care providers (Hall & Mitchell, 2017). 

Furthermore, starting change with individuals using creative methods offers an effective 

learning opportunity for the provision of respectful care (Hall & Mitchell, 2017). 

Overview of the Doctoral Program of Work 

This doctoral research consists of five interrelated studies. As outlined in 

Chapter 2, Study 1 consisted of a systematic review of the quality of measures on 

respectful and disrespectful maternity care. Since RMC became a global agenda, 

various studies have aimed to measure women’s experience of disrespectful and 

respectful maternity care in health facilities. However, there was no consensus about 

which tool was best to measure respectful and disrespectful care during childbirth. 

Therefore, as a pragmatic inquirer, I conducted a systematic review to critique the 

process of development and psychometric properties of such tools in LMICs using 

COSMIN criteria. The COSMIN checklist is the latest set of recommendations to 

evaluate the methodological quality of studies testing measurement properties of tools 

(Mokkink et al., 2010). Researchers should be careful in making decisions on how to 

measure the key construct(s) and select a psychometrically sound instrument (Polit & 

Beck, 2017). Research conducted with instruments of poor or unknown quality is a 

waste of resources and may not add useful knowledge (Ioannidis et al., 2014). Selection 

of the best measurement instrument in a methodologically sound way requires high 

quality studies that evaluate the measurement properties of relevant instruments 
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developed in the target population (Mokkink et al., 2010). Furthermore, a high-quality 

systematic review of studies on measurement properties can inform the selection of best 

available measures for the outcomes of interest (Prinsen et al., 2018). According to the 

Cochrane Handbook, a systematic review uses explicit, systematic methods to minimise 

bias and thus provides more reliable results from which conclusions can be drawn and 

decisions made (Higgins et al., 2019). 

Using a sequential multi-method approach, Study 2 involved the development 

and testing of a tool to measure nursing students’ perceptions of RMC. Development 

and testing of the tool followed guidelines described by DeVellis (2017): to determine 

what is to be measured; generate an item pool; determine the format for measurement; 

expert review; inclusion of validation items; administer items to a development sample; 

and determine the underlying structure of the tool, internal consistency, reliability, and 

test-retest reliability. A cross-sectional survey was conducted among undergraduate 

nursing students. Scale development is an essential phase in the assessment of construct 

of interest that cannot be assessed directly (DeVellis, 2017). Scales are vital to measure 

mood, various types of attitudes, and perceptions. The scale development approach by 

DeVellis (2017) provides a practical guide to the steps involved in scale development 

and has been used widely (Carter et al., 2016; Milne et al., 2016). 

The first literature review (Study 1) and the tool testing process with students in 

Nepal (Study 2) not only identified a lack of studies involving midwifery and/or nursing 

students but also a need for an education intervention to enhance students’ 

understanding and practice of RMC. Other researchers have recommended provision of 

education to care providers to promote RMC (Jolly et al., 2019; Moyer et al., 2021; 

Orpin et al., 2019). Various educational interventions have been conducted, mainly in 

Africa, targeting midwives/nurses and other maternity care providers to promote RMC, 

as well as a review on the effectiveness of RMC policies (Downe et al., 2018). 



73 
 

However, no reviews have been conducted to determine the scope of content, learning 

activities, and effectiveness of educational interventions to enhance understanding of 

RMC. Therefore, a mixed-methods systematic review (Study 3) on educational 

interventions to promote RMC by midwives, nurses, or midwifery/nursing students was 

conducted. A mixed-methods systematic review combines the findings of effectiveness 

(quantitative evidence) and participant experiences (qualitative evidence) to allow a 

better understanding of whether and how an intervention works and inform further 

decision-making (Stern et al., 2020). In addition, a mixed-methods systematic review 

enables triangulation of findings to identify any discrepancies within the available 

evidence and understand different aspects of a phenomenon addressed by quantitative 

and qualitative studies (Stern et al., 2020). This review used a convergent segregated 

approach to synthesise and integrate data as recommended by Joanna Briggs Institute 

mixed-methods systematic review. A convergent segregated approach involves 

independent synthesis of quantitative and qualitative data, generation of quantitative and 

qualitative evidence, and integration of evidence together (Lizarondo et al., 2020). 

Although the newly developed tool was found to be valid and reliable in Nepal 

(Study 2), the extent to which the tool was valid with other samples of students or 

applicable to other middle-income countries was unknown. RMC is influenced by the 

cultural context (Bowser & Hill, 2010), and international comparisons may better 

inform our understanding of RMC. 

The methods for tool validation needed to consider various factors such as 

sample size and characteristics, language, and prior participant experience. In terms of 

sample size, Tinsley and Tinsley (1987) have suggested a ratio between 5 and 10 

participants per variable. For studies with around 300 participants the ratio can be 

relaxed. However, due to COVID-19 restrictions, an adequate sample of students in 

Nepal could not be recruited to validate the tool. Therefore, this study used a descriptive 
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comparative design to compare midwifery and nursing students’ perceptions of RMC 

and witnessing of disrespectful and abusive maternity care during their clinical 

maternity practicum. Descriptive studies are conducted to observe, describe, or 

document the condition of a situation as it naturally occurs (Polit & Beck, 2017). 

Comparative studies explore existing differences between two or more groups (Polit & 

Beck, 2017). Comparison across countries and cultures help researchers to understand 

how students from different settings perceive RMC and can inform educational gaps 

within programs and between programs offered in different countries/cultures so 

educational responses/interventions can be tailored. 

The review of the literature on education interventions (Study 3) revealed 

positive outcomes of RMC education. The international comparative study (Study 4) 

revealed differences in students’ understanding of RMC and witnessing of various 

forms of disrespect and abuse in their clinical practice. These findings informed my 

understanding of possible content to be included in the proposed education intervention 

study (Study 5). 

This brief online course was developed through reviewing training manuals and 

RMC guidelines and consultation with a team of educators and midwifery experts. 

COVID-19 restrictions precluded me from international travel and restricted student 

attendance on campus and attendance in the clinical environment in Nepal, thereby 

prompting an online mode of education. Furthermore, the intervention was delivered to 

undergraduate nursing students using a synchronous approach (i.e., participants were 

present together in the same virtual space at same time) with a focus on collaboration 

and dialogue between student and facilitator rather than on delivery of lectures or 

deposition of information. Students who had already completed some or all of their 

midwifery clinical practicum were enrolled in the study so they could reflect and 

discuss how women were treated during labour and birth in their clinical setting. 
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In this intervention, transformative learning was enhanced by using various 

teaching strategies such as sharing learners’ experiences, completing short formative 

assessments, and reflective activities. Students were encouraged to share knowledge and 

experiences, using their own reality and situations they considered to be problematic, as 

a starting point. In addition, students were encouraged to discuss the causes of 

disrespect and abuse prevalent in their clinical settings, questioning how their 

professional and personal roles are implicated in upholding women’s experiences of 

respectful care. Combining dialogue and reflection on maternity care practice aimed to 

help students better understand the challenges involved in their practice, searching for 

solutions to these challenges, and thus contributing to changing their reality. 

Evaluation of the education intervention study used a non-equivalent, quasi-

experimental pre-post design that involved two groups of participants and outcomes 

measured before and after the intervention (Polit & Beck, 2017). A quasi-experimental 

design was used as it was not possible to blind or randomly allocate students to a 

condition. Although randomised controlled trials are a gold standard in quantitative 

research (Shelton, 2014), conducting these trials in LMICs poses logistical challenges 

(Grover et al., 2017). In educational settings it is often not feasible to conduct 

randomised controlled trials because of cost and ethical concerns (Gopalan et al., 2020). 

Quasi-experimental designs are practical and are used when true experimental designs 

are not possible (Polit & Beck, 2017). Students in the intervention group received six 

hours of RMC education whereas the control group attended their regular classes. Post-

intervention data were collected at two weeks using an online LimeSurvey tool. To 

complement the quantitative findings, students’ open-ended responses about the 

education intervention were analysed qualitatively. Open-ended questions allow 

participants to freely express their opinions and provide a richer and fuller perspective 

on a topic (Polit & Beck, 2017). 
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Summary of the Chapter 

This chapter has provided an overview of the pragmatic philosophy 

underpinning this doctoral program of work. As this program used a multi-method 

design, full details regarding study design, participants, data collection, data analysis, 

and ethical considerations of each study are outlined in respective chapters. Further, the 

applicability of transformative learning theory to the RMC education intervention was 

explained. Chapters 4, 5, 6, 7, and 8 report each study with published or unpublished 

papers. The following chapter presents the development of a tool to enhance students’ 

perceptions of RMC (Study 2).  
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Chapter 4  

Development of a Tool to Assess Students’ Perceptions of Respectful Maternity 

Care 

Introduction 

The literature review revealed a lack of reliable and valid tools of sufficient 

quality to measure women’s experience of RMC. The updated review, due to COVID-

19 program revisions, also failed to identify any reliable or valid tool to measure 

midwives’, nurses’, or midwifery/nursing students’ perceptions of RMC. Therefore, 

Study 2 was conducted to develop and test a tool to measure students’ perceptions of 

RMC. This chapter presents the main findings of the tool development process to assess 

nursing students’ perceptions of RMC in Nepal, a low-middle income country. 
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Development of a Tool to Assess Students’ Perceptions of Respectful Maternity Care 

Abstract 

Objectives: To develop and test a tool to measure Bachelor of Nursing students’ 

perceptions towards respectful maternity care in Nepal, a lower-middle income country. 

Design: A cross-sectional design was used. Phases of tool development included item 

generation, expert review for content validity testing, and psychometric testing. The 

draft tool had 42 items on a 5-point Likert response scale of 1 = strongly disagree to 5 = 

strongly agree. Psychometric testing included dimensionality, internal consistency, and 

test-retest reliability. A t-test assessed mean score differences between students who had 

witnessed or not witnessed disrespect and abuse. 

Settings: Two medical colleges in Chitwan, Nepal 

Participants: Undergraduate Bachelor of Nursing students (n = 171) undertaking their 

midwifery clinical practicum were invited to complete the online survey. 

Findings: Principal component analysis generated three factors: Respectful Care, Safety 

and Comfort, and Supportive Care and explained 37.44% of the variance. The 18-item 

tool demonstrated good internal reliability (Cronbach’s alpha of 0.81). The mean total 

scale score was 71.23 (SD 7.47, range 52-88 out of 90). Pearson’s correlation 

coefficient confirmed test-retest reliability at one week (r = 0.91, p <0.001). The 

magnitude of difference in mean scores between those who had witnessed or not 

witnessed disrespectful and abusive care was very small (η2 = 0.04). 

Key conclusion: The new Student Perceptions of Respectful Maternity Care tool is the 

first valid and reliable measure of students’ perceptions of respectful maternity care. 

Validation of the newly developed tool in other low- and middle-income countries is 

recommended. 
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Implications for practice: Measuring students’ perceptions provides information to 

educators on how best to enhance students’ understanding and provision of respectful 

care to women. 

Keywords: Perceptions, Respectful maternity care, Reliability, Validity, Nursing, 

Midwifery, Instrument, Survey 
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Background 

Respectful maternity care (RMC) is defined as “care organized for and provided 

to all women in a manner that maintains their dignity, privacy and confidentiality, 

ensures freedom from harm and mistreatment, and enables informed choice and 

continuous support during labour and childbirth” (World Health Organization, 2018, p. 

3). Recently, a qualitative synthesis identified twelve domains of RMC: “being free 

from harm and mistreatment; maintaining privacy and confidentiality; preserving 

women's dignity; prospective provision of information and seeking of informed consent; 

ensuring continuous access to family and community support; enhancing quality of 

physical environment; providing equitable maternity care; engaging with effective 

communication; respecting women’s choices that strengthens their capabilities to give 

birth; availability of competent and motivated human resources; provision of efficient 

and effective care; and continuity of care” (Shakibazadeh et al., 2018, p. 935 ). 

Dignified and respectful care focusing on women’s individual, cultural, personal, and 

medical needs is essential for quality maternal health care (Miller et al., 2016). 

Respect for human dignity, compassion, and promotion of human rights form 

part of the underpinning philosophy of practice espoused by both the International 

Council of Nurses (ICN) (2012) and International Confederation of Midwives (ICM) 

(2014). However, there is evidence that students from many countries witness disrespect 

and abuse during childbirth (Burrowes et al., 2017; Moyer et al., 2016; Rominski et al., 

2017). Observing disrespect and abuse during their practicum and practising in 

environments where disrespect and abuse are widespread, may contribute to students 

believing that such behaviour is acceptable (Moyer et al., 2016). In one study, students 

reported that it was necessary to physically abuse (e.g., hit) women to gain compliance 

(Rominski et al., 2017).  These students were willing to discuss the disrespectful and 

abusive behaviours they had shown to women without shame or fear (Rominski et al., 
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2017). Longstanding disrespectful care may lead to normalisation, making it less visible 

(Bowser & Hill, 2010). To reverse the normalisation of disrespectful and abusive care, 

changes in organisational, professional, and educational cultures are needed (Moyer et 

al., 2016). One starting point is to determine perceptions of RMC by future 

nurses/midwives.   

In Nepal, maternity care is provided by different levels of nursing health 

professionals with qualifications including Auxiliary Nurse Midwives (ANMs), 

Proficiency Certificate Level in Nursing (PCL), Skilled Birth Attendant (SBA), 

Bachelor of Nursing (BSc) and Bachelor of Nursing Science (BNS), and Master of 

Nursing in Women’s Health and Development (Bogren et al., 2013). An undergraduate 

midwifery degree commenced recently, but midwifery theory and practice continue to 

be integrated in nursing curricula. 

Literature review 

Every woman has the right to receive respectful care during labour and 

childbirth (White Ribbon Alliance, 2011). Disrespectful care is associated with low 

satisfaction with care (Kujawski et al., 2015), psychological distance between women 

and health care providers (Ishola et al., 2017), and low future uptake of facility-based 

health care by women (Ishola et al., 2017; Kujawski et al., 2015; Ndwiga et al., 2014) 

which may contribute to increased maternal and neonatal mortality and morbidity. 

Several qualitative studies have explored midwives’ and students’ perspectives of 

disrespectful and abusive care (Burrowes et al., 2017) and midwives’ perspectives of 

RMC (Moridi et al., 2020b; Ndwiga et al., 2017). Some authors have used study-

specific questionnaires to explore midwives’ perceptions of disrespectful care (Afulani 

et al., 2020) and nursing students’ perceptions of obstetric violence (Mena-Tudela et al., 

2020). Recently, Moridi and colleagues used a mixed method approach to develop a 

measure of midwives’ knowledge (23 items) and practice (23 items) of RMC during 
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labour and birth in Iran (Moridi et al., 2020a). However, the yes/no response format for 

knowledge items limited response variance and internal consistency and items may not 

have accurately measured understanding. Our search of the literature did not identify 

any valid and reliable measure to assess undergraduate nursing/midwifery students’ 

perceptions of RMC. 

Aim 

The current study aimed to develop and test a tool to measure Bachelor of 

Nursing students’ perceptions towards respectful maternity care in Nepal, a lower-

middle income country. 

Methods and participants 

Study context 

This study was conducted at two medical colleges in Nepal offering a Bachelor 

of Nursing Science (BNS) and Bachelor of Science in Nursing (BSN). Students who 

were currently on or had recently completed their midwifery clinical practicum were 

invited to complete the survey. 

Tool development 

Development and testing of the tool followed guidelines described by DeVellis 

(2017). 

Phase 1: Development of items 

According to DeVellis (2017), authors need to determine clearly what is to be 

measured (Step 1). A deductive approach was used to generate potential items for the 

scale. Sources of information included: (1) searches of electronic databases CINAHL, 

Pubmed, Embase, MEDLINE (Ovid), PsycINFO, and the Cochrane Library; as well as 

(2) the research team’s experience in tool development, education, and maternity 

practice. Search terms included respectful maternity care, respect, dignity, humanised 
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care, disrespect and abuse, mistreatment, obstetric violence, childbirth, labour, 

intrapartum period, perception, knowledge, attitude, and practice. 

The synthesis by Shakibazadeh et al. (2018) provided first-order and third-order 

themes which were used with permission as a basis for item development. The initial 

pool of items was developed by the first author reflected common disrespectful and 

abusive practices evident in low- and middle-income countries (LMICs) and discussed 

these with other members of the research team (Step 2). Use of a team to develop items 

is important as people express similar ideas in diverse ways (Polit & Beck, 2017). The 

response format (Step 3) was a five-point Likert scale ranging from 1 (strongly 

disagree) to 5 (strongly agree). A mixture of positive and negatively worded items was 

included to reduce the risk of social-desirability response bias. 

Phase 2: Assessing content validity 

In this phase the clarity, relevance, and comprehensiveness of the draft items 

was assessed by a group of experts (Step 4) that reflected cultural diversity and views of 

students. Draft items were distributed to a panel of 10 experts (midwifery educators and 

researchers) from Australia, India, and Nepal. Experts had between 4 to 40 years of 

experience in midwifery education and clinical practice. Our collaborators in Nepal 

asked 25 students if they would be willing to be contacted by email and provide 

comment on the draft tool. The only identifying details were role (educator or student), 

years of experience, position, and country. The experts evaluated individual items as 

well as the overall scale on a 4-point scale for clarity (1 = not clear to 4 = very clear) 

and relevance (1 = not relevant to 4 = very relevant) and could provide suggestions for 

re-wording or additions. An Item Content Validity Index (I-CVI) which measures the 

concordance between scores given by experts was calculated and agreement of ≥0.80 

was considered satisfactory (Polit & Beck, 2017). Based on the experts’ feedback, items 

were revised, added, or deleted. In addition, a corrected item-total correlation was 
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calculated and any item with a value less than 0.3 was deleted. These processes reduced 

the number of potential items from 68 to 42. 

Inclusion of items to determine predictive validity (Step 5) was undertaken by 

measuring the extent to which students witnessed different forms of disrespectful and/or 

abusive care (9 items) on a 4-point Likert of 1 = no, never to 4 = yes, all the time 

(Afulani et al., 2020). 

Phase 3: Psychometric testing: assessment of dimensionality, internal consistency, and 

test-retest reliability 

A cross-sectional survey (Step 6) was conducted. Survey results were analysed 

to reveal the underlying structure of the tool, internal consistency reliability of items, 

and their stability over time (test-retest reliability) (Step 7). To recruit a large sample, 

the survey was administered to students from two different colleges in Nepal and two 

different undergraduate nursing programs offering clinical experience in maternity 

units. 

Sample Selection, Recruitment and Data Collection 

All students in second or third year of the BNS from Chitwan Medical College 

(CMC) and Shree Medical and Technical College (SMTC) and students enrolled in the 

BSN third year and fourth year from these colleges were invited to participate in the 

survey in March 2021. Email invitations were sent to 268 students. Sample sizes greater 

than 100 are ideal for tool development. Based on a ratio of 5 participants per item 

(Tinsley & Tinsley, 1987) a sample of around 210 (for 42 items) was required. One 

hundred and seventy-one students completed the survey, equivalent to just over four 

participants per item. 

The survey included an information sheet and questions related to (1) students’ 

sociodemographic details (age, college attended and year of study) and clinical 

placement (number of births observed and assisted, and type of facility for these births); 
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(2) the draft RMC tool; and (3) extent to which students witnessed nine forms of 

disrespectful and/or abusive care (such as “treated women in an unfriendly manner”, 

“shout at, scold, insult, threaten, or be rude to women”) (Afulani et al., 2020). The 

survey was uploaded using LimeSurvey software as it is flexible and accessible, allows 

various question types, and can collect responses anonymously. Program convenors 

from participating colleges who were not involved in the research, sent an email with a 

link to the survey to students. The program convenors had no knowledge about whether 

students chose to participate or not. Completing the survey implied consent. To increase 

the response rate, a follow-up reminder was sent after one week (Polit & Beck, 2017). 

Students at one site were sent an email with a survey link one week following 

completion of the initial survey for test-retest reliability. A one-week interval between 

test and retest was chosen to prevent contamination by changes in perceptions of 

students and memory effects (Bolarinwa, 2015). Studies have shown no differences in 

test-retest reliability for 2 days versus 2 weeks (Marx et al., 2003). 

Ethical Considerations 

Ethical approval was granted by Griffith University Human Research Ethics 

Committee (GU reference number 2021/034) and Nepal Health Research Council 

(NHRC reference number 2170). Permission was also obtained from administrators of 

both colleges to survey students.  

Statistical Analysis 

Data were downloaded from LimeSurvey in excel and imported into the 

Statistical Package for the Social Sciences (IBM-SPSS, Chicago, IL, USA) for 

Windows version 27. An inter-item correlation matrix was generated. Items with a 

corrected item-scale correlation coefficient of <0.3 were inspected and removed from 

the item pool (Polit & Beck, 2017). 
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Exploratory factor analysis (EFA) assessed the underlying structure 

(dimensionality) of the tool and reduced the number of items to ensure a parsimonious 

set (DeVellis, 2017). The Kaiser-Meyer-Olkin (KMO) measure of sampling adequacy 

(value above 0.6) and a significant Bartlett’s test of sphericity indicated appropriateness 

of data for factor analysis. Principal component analysis (PCA) was used to extract the 

factors, followed by oblique rotation of factors using oblimin rotation (DeVellis, 2017; 

Polit & Beck, 2017). The number of factors to be retained was guided by three 

decisions: eigenvalues >1, inspection of scree plot and Horn’s parallel analysis. Parallel 

analysis is one of the most accurate approaches of estimating the number of components 

to retain (Hayton et al., 2004). Eigenvalues obtained from the PCA will be compared 

with those obtained from a randomly generated data of the same size using Monte Carlo 

PCA for Parallel Analysis (Watkins, 2012). Items with a loading ≥0.4 were considered 

acceptable (Floyd & Widaman, 1995). 

Internal consistency reliability was calculated using Cronbach’s alpha 

coefficient for total scale and subscales, using values above 0.7 (Bland & Altman, 

1993). Test-retest reliability of the tool was estimated by Pearson’s correlation 

coefficient. Correlations between 0.10 and 0.29 were considered small, between 0.3 and 

0.49 medium, and between 0.5 and 1.0 large (Cohen, 1988).  

Descriptive statistics were used to analyse participant demographic and clinical 

placement details. Total and subscale raw scores, means, standard deviations (SD) and 

ranges were calculated. Responses to witnessing disrespectful and abusive care were 

summed to produce a total score and categorised into ‘not witnessed’ (score of 9) and 

‘yes witnessed” (scores of 10 and above). An independent t-test compared total mean 

scores for disrespectful and abusive care for the two groups (witnessed and not 

witnessed disrespectful care). It was hypothesised that students who witnessed more 

disrespect would report lower scores on the draft RMC scale. 
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Findings 

Characteristics of participants  

A total of 171 completed responses were received (response rate of 63.8%). The 

average age of students was 23.68 (SD 2.44, range = 20 to 34 years). More than half of 

the students were from site A (59.6%, n = 102) and in a BSN program (52.6%, n = 90). 

Table 4.1  

Characteristics of Participants (n = 171) 

Characteristic  Number (%) 

Age of participants (years) 

Min = 20 Max = 34  

Mean = 23.68 SD = 2.44 

 

 

College 

Site A 

Site B  

 

102 (59.6) 

69 (40.4) 

Course 

Bachelor of Nursing Science (BNS) 

Bachelor of Science in Nursing (BSN) 

 

81 (47.4) 

90 (52.6) 

Year level  

Second year  

Third year 

Fourth year  

 

33 (19.3) 

82 (48.0) 

56 (32.7)  

Clinical placement duration (weeks) 

Min = 2; Max = 20 

Mean = 6.28, SD 4.04 

 

 

Number of births observed  

Min = 2; Max = 50 

Mean = 19.60, SD 12.03 

 

 

Assisted birth during clinical placement 

Yes  

No 

 

170 (99.4) 

1 (0.6) 

Number of births assisted (n = 170) 

Min = 1, Max = 40 

Mean = 12.15, SD = 8.59 

 

 

Place of birth during clinical practicum*  

District hospital 

Teaching hospital  

Private health facility 

Home   

Other 

 

103 (60.2) 

84 (49.1) 

17 (9.9) 

3 (1.8) 

6 (3.5) 

*Multiple responses possible. 
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Around half (48%, n = 82) were in the third year of their program. All students 

had experienced between two and 20 weeks (mean 6.28 and SD 4.04) of the clinical 

practicum component of their program in midwifery. The average number of childbirths 

observed during their clinical practicum was 19.6 (SD 12.03, range = 2 to 50). Almost 

all students (99.6%, n = 170) had assisted women during labour and birth, ranging from 

one to forty women (mean 12.15, SD 8.59). Students predominantly attended births in a 

district hospital (60.2%, n = 103) and/or teaching hospital (49.1%, n = 84). 

Factor analysis  

Prior to conducting the PCA inter-item correlation coefficients were calculated 

and 17 items with coefficients of less than 0.3 were removed. Suitability of data for 

factor analysis was confirmed by KMO (0.81) and Bartlett’s test of sphericity was 

significant. PCA with oblimin rotation revealed seven factors with eigenvalues 

exceeding 1 that accounted for 56.13% of observed variance. However, inspection of 

the scree plot revealed a clear break between the third and fourth components 

suggesting a three-factor solution. Parallel analysis, using Monte Carlo PA software-

generated random data, also confirmed three factors. The three-factor solution explained 

37.44% of the variance, with Factor 1 contributing 21.88%, Factor 2 contributing 9.08% 

and Factor 3 contributing 6.49%. 

During the extraction process, two items were deleted for low factor loadings 

(<0.4), one item was deleted for low cross loadings on two factors, one did not load any 

factor, and three items were deleted for low communalities (<0.3) (see Table 4.2). Three 

factors were named according to the underlying construct: ‘Respectful Care’ (Factor 1, 

ten items); ‘Safety and Comfort’ (Factor 2, five items); and ‘Supportive Care’ (Factor 3, 

three items). The scale was named Student Perceptions of Respectful Maternity Care 

(SPRMC). 
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Table 4.2  

Pattern Matrix and Communalities  

Items  Pattern coefficients Communalities 

Components 

1 2 3  

Factor 1 Respectful Care     

13. I am too busy to greet every woman with a 

smile. (R) 

0.71   0.53 

4. Scolding a woman is necessary if she does not 

cooperate with health care providers. (R) 

0.70   0.50 

18. I am often too busy to provide birth options to 

women. (R) 

0.65   0.38 

15. Women’s cultural beliefs are so varied that 

staff cannot be expected to accommodate them 

all. (R) 

0.65   0.40 

11. Confidentiality is hard to maintain in 

maternity care. (R) 

0.62   0.39 

22. It is often hard to keep a calm environment 

for women during labour. (R) 

0.59   0.42 

16. There is no point providing all the details 

about birth procedures because some women will 

not understand. (R) 

0.54   0.37 

9. I agree that women should "leave their dignity 

at the door" as there is nothing private about 

giving birth. (R) 

0.48   0.31 

14. Routine procedures like vaginal examination 

and abdominal palpation do not require 

permission. (R) 

0.46   0.31 

25. If women do not look after their own health, 

they should not expect the same treatment as 

others. (R) 

0.43   0.34 

Factor 2 Safety & Comfort     

8. I try to limit exposing a woman’s body when 

providing care. 

 0.74  0.62 

19. I explain benefits and risks to a woman before 

any procedure. 

 0.72  0.54 

6. I have a responsibility to help women feel safe 

during labour and birth. 

 0.66  0.50 
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Items  Pattern coefficients Communalities 

Components 

1 2 3  

5. Labouring women need a birth space free from 

unnecessary disturbance by others.  

 0.62  0.40 

12. Actively listening to women’s stories values 

their experiences. 

 0.48  0.35 

Factor 3 Supportive Care     

42. Women should be encouraged to talk to other 

postpartum women about their experiences. 

  0.75 0.46 

41. Every woman should receive support she 

needs with breastfeeding. 

  0.72 0.46 

30. Women should be encouraged to actively 

participate in their care. 

  0.64 0.39 

(R) indicates reverse scored. 

Scale Statistics and Reliability 

Analysis of internal consistency showed a good Cronbach’s alpha of 0.81 for the 

18-item scale with 0.81 for the Respectful Care subscale, 0.69 for Safety and Comfort, 

and 0.62 for Supportive Care. Test-retest reliability was confirmed for the total scale 

and subscales (see Table 4.3). 

Descriptive statistics were generated for the SPRMC scale and subscales (see 

Table 4.3). The total mean score was 71.23 ± 7.47. Between 6% and 44% of students 

had witnessed some form of disrespect and abuse during their midwifery clinical 

practicum (see Table 4.4). An Independent-samples t-test showed no significant 

difference in scores for those who had witnessed (n = 33, Mean 71.18, SD 7.30) or not 

witnessed (n = 138, Mean 71.45, SD 8.25) disrespect and abuse [t (169) = 0.188, p = 

0.85]. The magnitude of mean difference was very small (0.273, 95% CI: -2.59 to 3.14) 

(eta squared = 0.037).  
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Table 4.3  

Descriptive Statistics, Reliability, and Test-retest Reliability of SPRMC Scale 

 

 

Scale  

 

Number 

of items 

 

Mean 

(SD) 

 

Median 

(IQR) 

 

 

Range 

 

Cronbach’s 

alpha 

Test-retest 

reliability 

(Pearson’s 

Correlation) 

SPRMC 

(total) 

 

Respectful 

care 

 

Safety & 

comfort 

 

Supportive 

care 

18 

 

 

10 

 

 

5 

 

 

3 

71.23 

(7.47) 

 

36.54 

(6.05) 

 

21.57 

(2.27) 

 

13.12 

(1.35) 

71.0 

(76-66) 

 

36.0 

(41-33) 

 

22.0 

(23-20) 

 

13.0 

(14-12) 

52-88 

 

 

19-50 

 

 

5-25 

 

 

5-15 

0.81 

 

 

0.81 

 

 

0.69 

 

 

0.62 

0.91 (p<0.001) 

 

 

0.76 (p<0.001) 

 

 

0.49 (p = 0.03) 

 

 

0.51 (p = 0.03) 

SD = Standard Deviation, IQR: Inter-Quartile Range  

Table 4.4  

Responses on Witnessing Disrespect and/or Abuse During Clinical Placement 

Items No (%) Yes (%) 

During my clinical placement I have seen staff-   

1. treat women in an unfriendly manner. 98 (57.3) 73 (42.7) 

2. shout at, scold, insult, threaten, or be rude to women. 113 (66.1) 58 (33.9) 

3. push, slap, or pinch women if they did not co-operate.  131 (76.6) 40 (23.4) 

4. physically restrain or gag women when giving birth. 160 (93.6) 11 (6.4) 

5. perform a procedure without consent.   154 (90.1) 17 (9.9) 

6. leave women exposed. 131 (76.6) 40 (23.4) 

7. allow other people not involved in a woman’s care to be 

present at the birth.   

96 (56.1) 75 (43.9) 

8. talk about a woman's health information with others not 

directly involved in her care. 

113 (66.1) 58 (33.9) 

9. treat women differently because of their personal attributes 

(age, ethnicity). 

129 (75.4) 42 (24.6) 
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Discussion 

To the best of our knowledge, the SPRMC tool is the first of its kind 

internationally. This study showed the new SPRMC tool has acceptable psychometric 

properties. Content validity was based on an extensive review of the literature review, 

mapping on the 12 domains of RMC developed by Shakibazadeh et al. (2018) and 

expert review. The final version of the SPRMC tool retained most of the RMC domains. 

Evidence of construct validity was informed by an EFA, which showed stability of three 

factors. The RMC domains were reflected in the three subscales. The SPRMC tool 

showed good internal consistency reliability and test-retest reliability in this sample. 

Promoting RMC is an effective strategy to improve maternal utilisation and 

quality of maternity care (Vogel et al., 2016). Measuring students’ perceptions of RMC 

during labour and birth is an important preliminary step to guide the development and 

implementation of RMC education, practice interventions, and measure effectiveness. 

Previously, a 46-item tool (23 items in each knowledge and practice component) had 

been developed to measure Midwives’ Knowledge and Practices of Respectful 

Maternity Care (MKP-RMC) in Iran (Moridi et al., 2020a). This scale consists of three 

domains namely ‘giving emotional support’, ‘providing safe care’ and ‘preventing 

mistreatment’ with binary response options that may not adequately capture awareness 

of RMC. In contrast, the new SPRMC tool uses a five-point Likert scale to measure 

students’ perceptions of RMC. Likert response scales are relatively simple, reliable, and 

valid for measuring a range of attitudes (Mellor & Moore, 2013).  

The domains of the SPRMC tool are in accordance with the MKP-RMC scale 

(Moridi et al., 2020a). In addition, the items reflect components of the RMC charter 

developed by White Ribbon Alliance (2011) in the context of: right to information; right 

to informed consent and refusal, and respect for choices; dignity and respect; 

confidentiality and privacy; and equality. Furthermore, the subscales of the SPRMC tool 
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are in line with tools developed to measure women’s perceptions of RMC (Afulani et 

al., 2017; Ayoubi et al., 2020; Sheferaw et al., 2016; Taavoni et al., 2018).  

The ten-item ‘Respectful Care’ subscale captures most of the domains of RMC 

(Shakibazadeh et al., 2018) namely ‘preserving women’s dignity’, ‘free from harm and 

mistreatment’, ‘prospective provision of information and seeking informed consent’, 

‘maintain privacy and confidentiality’, ‘enhancing quality of physical environment and 

resources’, and ‘equitable maternity care’. Subscale items are similar to the ‘giving 

emotional care’ and ‘providing safe care’ domains of MKP-RMC scale (Moridi et al., 

2020a). All women need and deserve respectful care. Health care providers need to 

incorporate basic human rights while caring for women during labour and birth 

including respect, dignity, confidentiality, privacy, information and informed consent, 

and freedom from discrimination and all forms of mistreatment (White Ribbon 

Alliance, 2011). However, interactions between health care providers and women 

should not be the only the factor considered for respectful care; health care facilities and 

health systems should also aim to provide adequate staffing levels and remuneration for 

health care staff (World Health Organization, 2018).  

The ‘Safety and Comfort’ subscale captures four domains of RMC namely 

‘maintaining privacy and confidentiality’, ‘prospective provision of information and 

seeking informed consent’, ‘being free from harm and mistreatment’, and ‘engaging 

with women through effective communication’. Items of this subscale are similar to 

‘providing safe care’ and ‘preventing mistreatment’ domains of MKP-RMC scale 

(Moridi et al., 2020a). Women are entitled to adequate information about the risks and 

benefits of a procedure. Inadequate information and consultation may contribute to 

feelings of disrespect (Baker et al., 2005). Active listening by staff is an effective 

strategy to help establish trust and understanding with women (World Health 
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Organization, 2018). Furthermore, effective communication is an important element of 

the WHO framework for improving quality of care (World Health Organization, 2016). 

The ‘Supportive Care’ subscale contains items related to support, 

encouragement, and active involvement of women in their care. The items of this 

subscale are in line with the ‘continuity of care’, and ‘respect for women’s choices that 

strengthen their capabilities to give birth’ domains of RMC (Shakibazadeh et al., 2018). 

Continuous support of women has been associated with shorter labours, decreased use 

of analgesia, increased incidence of spontaneous vaginal birth, reduced negative 

childbirth experiences, decreased rates of caesarean birth and instrumental vaginal birth, 

and improved newborn Apgar scores (Bohren et al., 2017). Likewise, women’s active 

involvement in the care, recommended by the WHO, promotes a sense of self-worth 

(Melender, 2006). 

This study revealed no difference in the mean SPRMC score of students 

‘witnessing’ or ‘not witnessing’ disrespect and abuse. However, over 40% of students 

had witnessed staff being unfriendly towards women and not respecting their privacy. 

Around a third reported incidences of staff shouting at and scolding women. This is 

supported by a recent study in Nepal where women experienced various forms of 

disrespect and abuse such as episiotomies and suturing performed without adequate 

anaesthesia, physical abuse (bitten, slapped, rough touch), non-confidential care, non-

dignified care (not speaking politely), discrimination based in social attributes, 

neglected care, and the exclusion of husbands (Ghimire et al., 2021). 

These findings flag the importance of education about RMC and diligence by 

clinical facilitators and all hospital staff in not tolerating such behaviour. Debriefing 

about such experiences could be used to help students as well as midwives/nurses 

develop empathy, stress management techniques, and woman-centred care strategies. 
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Implications and recommendations 

The SPRMC tool was found to be a valid and reliable measure of nursing 

students’ perceptions of RMC, but further testing is required to establish its utility for 

midwifery students, practising midwives in other LMICs. In addition, measures of 

related constructs could be used to test concurrent validity in the future. The SPRMC 

tool can make a valuable contribution to safe and high-quality care to women during 

labour and childbirth by assessing students’ understanding of RMC during their 

program. Following further testing, the SPRMC tool could also be used to evaluate 

graduate nurses’ and midwives’ understanding of RMC prior to employment. Outcomes 

of regular surveys could be used to enhance curricula for nursing and midwifery 

students as well as training of other maternity health care providers. The SPRMC tool 

could also contribute towards the development of more effective RMC interventions, as 

it offers more generalisable insights than previous qualitative studies (Moridi et al., 

2020b; Rominski, 2015). The use of a standardised tool can provide a platform for 

consistency of data collection enabling comparison of results over time at individual 

practice sites, between sites and between undergraduate nursing and midwifery 

programs. 

Strengths and limitations 

This study is the first to report the development of a tool with good 

psychometric properties to measure students’ perceptions towards RMC. The SPRMC is 

a multidimensional scale developed using a comprehensive literature review and the 

twelve domains of RMC (Shakibazadeh et al., 2018). But there are some limitations 

associated with this study. Students were recruited from two medical colleges in Nepal 

which may limit the generalisability of findings, but a good response rate, enrolment in 

two different undergraduate nursing programmes and diverse practice settings were a 

strength. Due to lack of available valid tools to measure perceptions of RMC, it was not 
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possible to establish concurrent validity. Although items were generated to capture all 

the domains of RMC, items related to ‘ensuring continuous access to family and 

community support’, ‘availability of competent and motivated human resources’, and 

‘provision of efficient and effective care’ could not be captured during psychometric 

analysis. This may be due to the complex nature of RMC and different perspectives of 

respondents on RMC. 

Conclusion 

This study revealed that the 18-item SPRMC tool is a valid and reliable tool to 

measure nursing students’ perceptions of RMC. Positive perceptions are important to 

promote quality and respectful care to women during labour and birth. Students’ 

responses on the tool can foster purposeful consideration by academics to improve 

students’ quality of care to women using RMC approaches. The SPRMC tool offers an 

important step in the quality improvement cycle and enhancement of maternal and 

neonatal mortality and morbidity.  There was no relationship on SPRMC scores 

between those who witnessed or had not witnessed disrespectful and abusive care. 

However, this finding requires further validation with a large sample from different 

settings. 
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Summary of the Chapter 

This chapter reports the development of the 18-item SPRMC tool that reliably 

measured undergraduate nursing students’ perceptions of RMC during labour and birth. 

This study identified the need for an education intervention for nursing students 

regarding RMC. However, there was a lack of consensus on the effectiveness of 

educational interventions with registered midwives and nurses and a lack of studies 

conducted with student midwives or nurses. Chapter 5 reports the findings of a mixed-

methods systematic review that aimed to critique the effectiveness of educational 

interventions to promote RMC by midwives, nurses, or midwifery/nursing students.  
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Chapter 5  

Educational Interventions to Promote Respectful Maternity Care: A Mixed-

Methods Systematic Review 

Introduction 

Various interventions have been conducted to promote RMC during labour and 

birth. In addition, researchers and policy makers have suggested educational 

interventions for health care providers as one of the strategies to promote RMC. 

Considering the lack of consensus on the effectiveness of educational interventions to 

promote RMC, this chapter presents a mixed-methods systematic review of educational 

intervention studies to promote RMC by midwives, nurses, or midwifery/nursing 

students. 
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Educational Interventions to Promote Respectful Maternity Care: A Mixed-

Methods Systematic Review 

Abstract 

Aim: This systematic review critiqued the impact of educational interventions for 

midwives, nurses, or midwifery/nursing students to enhance respectful maternity care. 

Background: Treating women with respect during maternity care has gained 

considerable global attention. Although research has focused on raising awareness about 

respectful care among health care professionals, the effectiveness of educational 

interventions remains uncertain. 

Methods: A mixed-methods systematic review was conducted according to the 

Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) 

guidelines. This review used a convergent segregated approach, and methodology 

recommended by Joanna Briggs Institute (JBI) mixed-methods systematic reviews, to 

synthesise and integrate research findings. Multiple databases were searched. JBI 

critical appraisal checklists for quasi-experimental studies, cross-sectional, and 

qualitative studies, as well as a mixed-methods appraisal tool were used. 

Findings: Nine educational interventions studies met the inclusion criteria, and most 

were conducted in Africa. Quantitative evidence supported the effectiveness of 

interventions to improve knowledge/perceptions of midwives and/or nurses regarding 

respectful maternity care, and woman-provider communication, and reduce women’s 

experience of disrespect and abuse.  However, variation in content, intervention delivery 

mode, duration, timing of pre and post-test, evaluation methods, and difficulty distilling 

findings from multi-pronged interventions hindered robust conclusions. Only one study 

used a valid and reliable tool to measure women’s experience of respectful care. 

Qualitative findings suggest continuous education rather than one-off interventions and 
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inclusion of other health care providers as well as managerial staff working in maternity 

care would help promote respectful care. 

Conclusion: There is low level evidence that educational interventions can improve 

midwives’, nurses’, and students’ knowledge and attitudes towards RMC. Outcomes of 

education and training need to be monitored regularly with valid and reliable tools. 

There is a need for respectful maternity care education interventions in high as well as 

middle and low-income countries. 

Keywords: Nursing, Midwifery, Respectful maternity care, Disrespect and abuse, 

Mistreatment, Education intervention, Knowledge, Perceptions 

Highlights  

• Education is one strategy to promote respectful maternity care among care 

providers in facility-based childbirth. 

• Almost all studies were conducted in low- and middle-income African countries. 

• Education interventions varied according to teaching methods, content, duration, 

and evaluation approach. 

• There is low level evidence for the effectiveness of educational interventions to 

enhance midwives’, nurses’, and midwifery/nursing students’ perceptions of 

respectful maternity care (RMC). 
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Background 

All women deserve to have their dignity, privacy and confidentiality maintained, 

be free from harm, mistreatment and coercion and receive respectful continuity of care 

throughout their pregnancy, childbirth, and postpartum period (World Health 

Organization, 2018). In recent years, considerable attention globally is being given to 

the increasing prevalence of disrespectful and abusive care towards childbearing women 

(Bohren et al., 2019; Jolly et al., 2019; World Health Organization, 2018). Disrespect 

and abuse towards women during labour and birth is also known as ‘obstetric violence’ 

which includes activities such as not encouraging women to mobilise, eat and drink; not 

maintaining privacy; performing routine episiotomies; performing episiotomy and 

suturing tear without anaesthesia; and performing emergency caesarean section without 

consent Mena-Tudela et al. (2020). Respect for human dignity, compassion and 

promotion of human rights are underpinning philosophical principles of practice for 

midwives and nurses (International Confederation of Midwives (ICM), 2014; 

International Council of Nurses (ICN), 2012). These principles also underwrite global 

standards for midwifery education which specify the need for graduates to practise 

respectful one-to-one care (International Confederation of Midwives, 2013). Although a 

wide variety of methods are used to teach students about RMC there is limited evidence 

of effectiveness nor guidance about how to best facilitate students’ understanding and 

practice of dignity and respect (Hall and Mitchell, 2016). 

Various education strategies have been used to promote RMC. For example, 

reproductive health modules in medical curricula in Mozambique were revised to 

include evidence-based practices such as having a companion during labour and birth, 

and encouraging alternative childbirth positions (Reis et al., 2012). Similarly, nursing 

curricula were revised to introduce RMC concepts in Guinea and Mozambique (Reis et 

al., 2012). Clinical in-service training was conducted to introduce elements of RMC in 
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Guinea, Mozambique, and India (Reis et al., 2012), and courses on multiculturalism and 

pregnancy were conducted in Argentina (Reis et al., 2012). 

Recently, Downe et al. (2018) conducted a systematic review evaluating the 

effectiveness of respectful care policies on care. That review included only five studies, 

all conducted in African countries. Policy-based interventions included value 

clarification and attitude transformation (VCAT) (Abuya et al., 2015), RMC workshop 

(Ratcliffe, Sando, Lyatuu, et al., 2016), encouraging the use of birth companions 

(Brown et al., 2007), and improving communication skills of staff (Umbeli et al., 2014). 

Included studies were heterogenous with insufficient evidence about which element of 

an intervention package was effective and if practices/policies were sustained over time. 

Downe et al. (2018) did not critique any tools used to measure the impact of policies in 

promoting RMC. Consequently, a systematic review on the quality of tools measuring 

respectful or disrespectful care among women during labour and birth in low-and 

middle-income countries was conducted (Dhakal et al., 2021). Although some tools 

aimed to measure women’s experiences of RMC, Dhakal et al. (2021) could not identify 

tools of sufficient quality to measure the impact of continuing professional development 

interventions or pre-registration education on clinicians’ and/or students’ understanding, 

attitudes, or practices in relation to RMC. 

Promoting RMC is complex, and multiple factors are associated with 

disrespectful care such as organisational culture that normalises disrespect and abuse, 

lack of standards and accountability, lack of leadership commitment, lack of legal and 

ethical foundations, provider prejudice, and lack of resources (Bowser and Hill, 2010). 

Provision of education and training to health care providers has been recommended to 

enhance RMC (Jolly et al., 2019; Moyer et al., 2021; Orpin et al., 2019). However, no 

reviews have determined the effectiveness of educational interventions that aim to 

promote respectful and dignified maternity care. Research evidence on effectiveness can 
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inform development and implementation of respectful care modules with innovative 

learning and teaching strategies to enrich care providers’ and /or students’ learning 

experiences and practices. 

Aim 

This mixed-methods systematic review critiqued the impact of educational 

interventions for midwives, nurses, or midwifery/nursing students to enhance respectful 

maternity care. 

Research questions 

For the quantitative component 

• What is the nature of educational interventions (such as content and intervention 

delivery mode) for midwives, nurses, or students to promote RMC? 

• What are the effects of educational interventions on midwives’, nurses’, or 

students’ knowledge or perceptions towards RMC or disrespect and abuse? 

• What are the effects of educational interventions in reducing disrespect and 

abuse by midwives, nurses, or students towards women during maternity care? 

For the qualitative component 

• What are the perceptions or experiences of midwives, nurses, or students about 

educational interventions to promote RMC?  

Methods 

Protocol and registration 

A mixed-methods systematic review was conducted. The Preferred Reporting 

Items for Systematic Reviews and Meta-Analysis (PRISMA) recommendations (Page et 

al., 2021) were used for preparing and reporting this systematic review (Supplementary 

file A). This systematic review protocol was registered in the International Prospective 

Register of Systematic Reviews (PROSPERO) (CRD42021268049). 
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Eligibility criteria 

Studies were selected according to the PICO (Participants/population, 

Intervention, Comparisons, Outcomes) criteria outlined below (see Table 5.1). 

Table 5.1  

Inclusion and Exclusion Criteria and Search Terms 

Population Midwives, nurses, student nurses, or student midwives 

Intervention or 

phenomena of interest 

Educational interventions to improve RMC 

Comparison No intervention, or before and after comparative designs 

Outcome Participants: improved knowledge/perceptions about RMC, obstetric 

violence, mistreatment or disrespect and abuse of women during 

labour and birth or maternity care, improved attitudes towards 

women; improved communication with women.   

Child-bearing women: self-reported or observed experience of 

RMC, reduction in disrespect or abuse: reduction in physical abuse, 

verbal abuse, neglect/abandonment of care, non-confidential care, 

non-dignified care, detention in facilities, and non-consented care; 

perceived improved quality of care, satisfaction, and 

communication with care providers 

Setting Maternity care setting in any country 

Design Randomized controlled trials (RCTs), non-randomized controlled 

trials (nRCTs), controlled before and after (CBA) studies, interrupted 

time series studies, and before and after studies, qualitative studies, 

mixed-methods studies, cross-sectional studies, cohort studies, 

reviews  

Publication type Peer reviewed; published in English 

Search terms Nurs* OR midw* OR nurs* student OR midwife* student 

respect* OR disrespect* OR abus* OR mistreatment OR obstetric 

violence OR dignity OR humanised OR respectful maternity care 

AND 

Education OR training OR seminar* OR workshop* OR 

intervention* 

intrapartum care OR intrapartum OR intranatal OR labour OR 

childbirth OR birth OR delivery OR postpartum OR postnatal  

[Country setting not defined] 

Exclusion criteria Book chapters, opinions, letters, commentary, discussion papers, and 

editorials 
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The qualitative component considered studies that explored participants’ 

experiences of educational interventions on respectful care or mistreatment or obstetric 

violence or disrespectful and abusive care of woman during maternity care. 

Additionally, multiple papers from a single study were considered if the authors 

used a different method to answer a different aspect of a research question related to the 

primary outcomes of interest. Information from these other papers was included as 

appropriate. 

Database selection and search strategy 

Identification of relevant studies was undertaken by searching the following 

databases: Cumulative Index to Nursing and Allied Health Literature (CINAHL), 

Medline (Ovid), Pubmed, and Web of Science. The preliminary search was developed 

for CINAHL and adapted for searches in other databases (Supplementary file B). PICO 

model was used to define the search terms (see Table 5.1). Grey literature was searched 

on websites of leading organizations promoting respectful care including: the White 

Ribbon Alliance, World Health Organization, and International Confederation of 

Midwives. While resources (such as the ICM Respect Toolkit) were identified, none 

reported outcomes and did meet the inclusion criteria. References lists of previous and 

adjacent reviews and included papers were screened for relevant studies. The search 

was conducted between 10 to 20 July 2021. 

Data management 

The bibliographic database Endnote (V.X9.3.3) was used to manage and store 

details of relevant studies. Document screening and data extraction were conducted by 

the first author. Database searches were exported to Endnote and labelled ‘CINAHL 

SEARCH’ for example. Papers identified through hand searching were manually added 

to Endnote in a separate file (HAND SEARCH). All files were then combined and 

labelled ‘FULL SEARCH’. 
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Study selection 

Two reviewers (PD, EN) independently assessed the eligibility of studies and 

full text of potentially relevant articles. Any discrepancies in reviewer selections were 

resolved with consensus involving a third reviewer (DKC). A final decision on 

inclusion or exclusion of an article was made based on examination of the full article. 

Reasons for exclusion was documented for each excluded study. The Preferred 

Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) flow diagram 

(Figure 5.1) depicts study selection process (Page et al., 2021). 

Methodological quality assessment 

The Joanna Briggs Institute’s (JBI) critical appraisal checklist for quasi-

experimental studies (Tufanaru et al., 2020), cross-sectional studies (Moola et al., 

2020), and qualitative studies (Lockwood et al., 2015) were used to assess the 

methodological quality. For mixed-methods studies, the mixed-methods appraisal tool 

(MMAT) was used (Hong et al., 2018). The first and second authors critically appraised 

the methodological quality of the selected studies independently and consensus obtained 

through discussion. The third author verified the methodological quality assessment. 

The methodological quality of each criterion of different studies is depicted in 

Supplementary File C. 

Data extraction 

Data were extracted using a standardized template, designed in consultation with 

team members. It included author name, date and title, study location, article type, 

population, study design, sample size, educational intervention (content, method of 

delivery, tools, comparator, and duration), outcomes and conclusions, strengths, and 

limitations. Data extraction from qualitative components or studies included specific 

details about the phenomena of interest, populations, study methods and outcomes of 

significance to the review questions. 
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present qualitative findings as textual pooling was not possible due to the limited 

number of qualitative studies. Findings of mixed-methods studies were separated into 

their respective quantitative and qualitative components. Finally, integration of the 

evidence from quantitative, qualitative, and mixed-methods studies was done using 

narrative synthesis. 

Findings 

The systematic search strategy generated 2899 studies after removing duplicates. 

One of the five full text assessment papers identified through the database search was 

removed due to it being a discussion paper. After handsearching and website searching, 

we identified nine more papers on educational interventions conducted to promote 

RMC. Data were extracted from 13 papers reporting on nine studies. Although studies 

were included without any restriction to date of publication, most were recent 2014 to 

2021. Almost all studies were from low- and middle-income African countries: Ghana 

(n = 2), Ethiopia (n = 2), Tanzania (n = 3) and Kenya (n = 1) and one study was from a 

high-income country (Spain). 

Characteristics of included studies 

Among the included papers, eight were quantitative, two were qualitative, and 

three were mixed-methods (see Table 5.2). Of the quantitative studies, seven were pre-

test post-test studies without comparison group (Abuya et al., 2015; Afulani et al., 2019; 

Asefa et al., 2020b; Dzomeku et al., 2020; Mena-Tudela et al., 2020; Ratcliffe et al., 

2016a, 2016b), and one was cross-sectional (Wilson-Mitchell et al., 2018). Sample sizes 

ranged from 15 to 278. Most studies included midwives, nurses, and other health care 

professionals (Abuya et al., 2015; Afulani et al., 2019; Asefa et al., 2020a; Mihret et al., 

2020; Ratcliffe et al.,2016a); one study recruited students from nursing and medicine 

(Mena-Tudela et al., 2020); two studies recruited only midwives (Dzomeku et al., 2021; 
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Wilson-Mitchell et al., 2018); and another only nurses (Webber et al., 2018). Duration 

of the intervention ranged from eight hours to five days. 

Outcomes were predominantly changes in knowledge or perceptions towards 

RMC, disrespect and abuse, or obstetric violence (Asefa et al., 2020a; Dzomeku et al., 

2020; Mena-Tudela et al., 2020; Ratcliffe et al., 2016a; Wilson-Mitchell et al., 2018); 

changes in occurrence of disrespect and abuse among women (Abuya et al., 2015; 

Afulani et al., 2019; Asefa et al., 2020b; Ratcliffe et al., 2016b); changes in clinical 

practice (Asefa et al., 2020a; Dzomeku et al., 2021; Mihret et al., 2020); and 

experiences/perceptions of the intervention (Afulani et al., 2020; Dzomeku et al., 2020; 

Webber et al., 2018). In addition to a survey, two studies used structured non-participant 

observations of women from early labour to post childbirth to measure the occurrence 

of disrespect and abuse (Abuya et al., 2015; Ratcliffe et al., 2016b). 

Changes in clinical practices among staff participants were measured at two 

months (Asefa et al., 2020a) and four months (Dzomeku et al., 2021) after the 

intervention through focus group discussions and in-depth interviews, respectively. One 

study did not mention when key informant interviews were conducted after the 

intervention (Mihret et al., 2020). 

We critically appraised thirteen papers based on their research questions and 

methods applied. Quality varied because of design, however, no papers were excluded 

based on their quality. Findings related to educational interventions were organised 

according to 1) nature of educational interventions and 2) type, quality, and timing of 

outcome measures. 

Nature of educational interventions (Content, intervention delivery mode, and duration) 

There were variations in content, intervention delivery mode and duration which 

prevented a useful synthesis of data, therefore, a narrative summary is presented. Most 

educational interventions were in workshop format (Abuya et al., 2015; Asefa et al., 
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2020b; Dzomeku et al., 2021; Ratcliffe et al., 2016a; Webber et al., 2018; Wilson-

Mitchell et al., 2018), used interactive role play, and were delivered by a range of health 

professionals. Intervention details are provided in Table 5.2. 

In Spain, Mena-Tudela et al. (2020) conducted an eight-hour seminar to enhance 

perceptions of obstetric violence, which included a theatrical performance on obstetric 

violence common in labour rooms, legal aspects were discussed by a health law 

specialist, and health professionals and women shared experiences of disrespect and 

abuse. 

Dzomeku et al. (2021) conducted a four-day RMC workshop in Ghana. The four 

modules included: respect and dignity in childbirth; communication; focused antenatal 

care; and birthing positions in RMC training. The workshop was facilitated by the 

authors and two midwifery educators using interactive methods such as role play, 

discussion, brainstorming, demonstration, and case study. Another two-day obstetric 

simulation training in Ghana integrated specific components of RMC such as 

maintaining dignity, communication amongst the team, respecting autonomy, and 

supporting women (Afulani et al., 2019). The two-day simulation training package was 

provided in a train-the-trainer approach by external trainers from PRONTO to 

participants of the first group. Recorded participant sessions were reviewed through 

interactive activities and reflection. PRONTO is a non-profit organisation that aims to 

improve quality of care for women and neonates during obstetric emergencies 

(PRONTO International, 2020). 

Two studies in Tanzania adapted the WHO “Health Workers for Change” 

curriculum (Fonn and Xaba, 1995) which included ‘why I am a health worker,’ ‘how do 

our clients see us?’, ‘women’s status in society’, ‘unmet needs’, ‘overcoming obstacles 

at work’, and ‘solutions’ to deliver RMC components (Ratcliffe et al., 2016a; Webber et 

al., 2018). For instance, Ratcliffe et al. (2016a) discussed professional code of conduct, 
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ethical practice, reflection on the personal circumstances and birth preferences of 

women at the facility, and reflection on local barriers that prevent provision of RMC. 

Participants then developed an action plan to address barriers. The two-day training 

program was facilitated by medical school professors and experienced quality 

improvement facilitators who completed a two-day orientation on the curriculum. In 

another Tanzanian study, experienced nurses facilitated a three-day workshop that 

included self-reflection activities such as creating an individual river of life, role play, 

and storytelling (Webber et al., 2018). 

A two-day RMC workshop in Tanzania focused on shared decision-making with 

clients, conflict resolution, interprofessional collaboration in a workplace characterised 

by power differentials, differences of socioeconomic status, culture, language, religion, 

and tribal affiliation. The aim was to infuse RMC principles into clinical management 

of women in this low-resource setting (Wilson-Mitchell et al., 2018). Intervention 

delivery consisted of lectures, videos, small group discussions, and role play about 

complex, ethical decisions. 

Various multi-prong interventions also included education (Abuya et al., 2015; 

Asefa et al., 2020a; Mihret et al., 2020). In Kenya, the Heshima Project investigated the 

causes of disrespectful and abusive care during facility-based childbirth and developed 

interventions to mitigate these problems. The three-day workshop addressed RMC; 

human and childbearing rights; psychological debriefing of health care workers; 

professional ethics and code of conduct; and rights and responsibilities of clients and 

providers for mutual accountability. Various interactive methods such as large and 

small group discussions, group work, case studies, role play, and action planning were 

used (Abuya et al., 2015). 

Similarly, a three-day workshop in Ethiopia included an overview of maternal 

health, human rights and the law in reproductive health, RMC rights and standards, 
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professional ethics, and continuous quality improvement (Asefa et al., 2020a). The 

principal author, a senior maternal health expert, and a senior obstetrician-gynaecologist 

facilitated the workshop incorporating presentations, role play, demonstrations, case 

studies, individual readings, videos, and a hospital visit. A five-day program also 

offered in Ethiopia focused on person centred care; planning, monitoring and 

implementation of compassionate respectful and care; woman-provider interaction; 

facilitation of women’s and families’ participation in decisions and care; 

communication with teams and health care ethics (Mihret et al., 2020). However, 

information on how the training was facilitated and by whom was not provided (Mihret 

et al., 2020). 

One study used a Theory of Change model specifying outcomes to guide the 

intervention and evaluation (Ratcliffe et al., 2016a). Another study used the Intellectual 

Partnership Model (IPM) (Bailey et al., 2016) to enrich midwives’ understanding of 

RMC where knowledge, solutions, and approaches to learning occurs through co-

creation by both learner and facilitator (Wilson-Mitchell et al., 2018). 
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Table 5.2  

Summary of Included Studies 

Author 

(year) 

Objective  Study 

location, 

population, 

sample size 

Study design Educational 

intervention and 

content  

Comparator 

and 

duration 

Intervention 

Evaluation  

Outcome and critique 

 

Critical 

appraisal 

score 

Mena-

Tudela et 

al. (2020) 

1) evaluate 

health science 

students’ 

perceptions 

regarding 

obstetric 

violence and 2) 

determine 

impact of an 

educational 

intervention on 

perceptions. 

Spain, 

Medical (n = 

14) and 

nursing 

students (n = 

93) (Total n = 

107),  

Voluntarily 

enrolment of 

students 

 

One group 

pre-post 

study design  

Seminar on 

obstetric violence; 

composed of a 

one-hour theatrical 

performance; 

master class on 

legal aspects 

presented by a 

lawyer 

specializing in 

health law (2 hrs); 

a round table 

discussion of 

professionals from 

different fields, 

sharing their 

experiences (4 

hrs); and four 

volunteer mothers 

narrated their 

experiences of 

childbirth (1 hr). 

Before and 

after 

comparison, 

8-hour 

seminar 

33 items on 

obstetric violence 

practices (before 

birth, during birth, 

in case of caesarean 

section and after 

birth) on a 5-point 

Likert scale (1 = 

strongly disagree to 

5 = strongly agree). 

Items developed by 

3 experts based on 

Clinical Practice of 

Normal Birth Care 

Guide of Spain. 

Cronbach alpha was 

0.92 and 0.98 for 

pre- and post-

intervention 

respectively. 

- Statistically significant 

difference between pre and 

post intervention measures 

among 28 items on 

perceptions regarding 

obstetric violence.  

- Normalisation of 

violence by students 

(higher year of study, 

those who have personal 

experience of pregnancy 

and birth, exposure to 

obstetric practices during 

study) 

- No control group 

- Convenience sample 

- Single institute data 

- Immediate collection of 

post-test data 

- No use of replicable tool 

6/9 

Paper 1 

Dzomeku 

et al. 

2021 

 

 To explore 

midwives’ 

experiences of 

implementing 

RMC 

knowledge in 

Ghana, 

Midwives 

working in 

intrapartum 

facility-based 

childbirth (n 

Qualitative 

descriptive 

design 

 

 

 

Role play, 

discussion, 

brainstorming, 

demonstration, and 

case study  

Before and 

after 

comparison, 

4-day 

workshop 

In-depth interviews 

4 months after 

training (n = 14).  

 

- Perceived positive 

midwife-women 

relationship  

- Effective communication 

with women 

8/10 
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Author 

(year) 

Objective  Study 

location, 

population, 

sample size 

Study design Educational 

intervention and 

content  

Comparator 

and 

duration 

Intervention 

Evaluation  

Outcome and critique 

 

Critical 

appraisal 

score 

their daily 

maternity care 

practices.  

 

= 15), tertiary 

health 

facility, 

method of 

recruitment 

not stated 

Program had four 

modules 1) respect 

and dignity in 

childbirth; 2) 

communication; 3) 

focused antenatal 

care; and 4) use of 

alternative birthing 

positions for birth 

- Recognising autonomy of 

women 

- Recommended to provide 

training to all midwives, 

student-midwives, 

management staff. 

 

Paper 2 

Dzomeku 

et al. 

2020 

(Preprint) 

Feasibility of 

using four 

RMC modules 

in a training 

program to 

change the 

culture of D & 

A in maternity 

care. 

As above Pre-post 

evaluation of 

pilot project 

As above  As above Study-specific 20-

item RMC 

questionnaire - four 

domains each 

containing five 

questions.  

Peer-review by two 

independent experts 

who provided 

feedback and 

suggestions on the 

content, teaching 

methods, materials, 

and duration.  

Midwives’ feedback 

and 

recommendations 

on training program. 

 

Significant increase in 

knowledge of RMC (z = -

3.43, p = 0.001), effect 

size (r) = 0.63). Median 

score increased by five 

points. 

Midwives’ evaluation   

- Satisfied with training.  

- Role play very effective 

in understanding the 

concept of RMC. 

- Provide training to other 

health care staff, students, 

health administrators and 

managers.  

- Include psychological 

effects of D & A and legal 

implications  

- Organise training 

frequently  

 

- No control group 

7/9 
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Author 

(year) 

Objective  Study 

location, 

population, 

sample size 

Study design Educational 

intervention and 

content  

Comparator 

and 

duration 

Intervention 

Evaluation  

Outcome and critique 

 

Critical 

appraisal 

score 

- No information on 

method of sample 

recruitment 

- No reliable, replicable 

tool 

- Very small sample size  

- Single site data 

- Immediate collection of 

post-test data 

Webber 

et al. 

(2018) 

Experience of 

workshops 

based on the 

“Health 

Workers for 

Change” 

curriculum 

(Fonn & Xaba, 

1995) 

Tanzania, 

nurses (n = 

60), health 

facilities 

including 

hospitals, 

health centres 

and 

dispensaries, 

Method of 

recruitment 

not stated.  

Pre-post 

qualitative 

evaluation  

Self-reflective 

activities included 

creating an 

individual “river of 

life”, role playing 

and storytelling. 

“Health workers for 

change” includes 

six workshops: 

‘Why I am a health 

worker,’ ‘how do 

our clients see us?’, 

‘women’s status in 

society’, ‘unmet 

needs’, 

‘overcoming 

obstacles at work’, 

and ‘solutions’.  

Before and 

after 

comparison, 

3-day 

workshops  

Open and closed 

ended survey sought 

feedback on 

workshops. Focus 

group discussions 

determined 

participants’ 

experiences in the 

workshop and 

suggestions for 

future training and 

improvement in 

services  

- Participants more aware 

that quality of care and 

their attitudes towards 

women were poor. 

- Could identify where the 

weaknesses in quality of 

service originated.  

- Felt the workshop made a 

significant impact on their 

on-going care and could 

influence others to 

improve care. 

 

 

7/10 

Abuya et 

al. (2015)  

 

To measure the 

effect of 

interventions to 

reduce the 

prevalence of 

disrespect and 

Kenya, 

county health 

managers, 

facility and 

maternity 

staff (n = 

Pre-post 

study design 

(multi-level 

intervention 

study 

Multi-prong 

intervention 

including 

workshop. Used 

interactive 

presentations, 

Before and 

after 

comparison, 

1.5-day 

workshop 

for 

Exit interviews with 

postpartum women 

(baseline n = 641 

and post-

intervention n = 

728)  

- 7% reduction in 

prevalence of D & A (20% 

to 13%) (OR 0.6; 95% CI 

0.4 - 0.8)  

5/9 
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Author 

(year) 

Objective  Study 

location, 

population, 

sample size 

Study design Educational 

intervention and 

content  

Comparator 

and 

duration 

Intervention 

Evaluation  

Outcome and critique 

 

Critical 

appraisal 

score 

abuse (D & A) 

during labour 

and childbirth. 

 

132), facility 

staff (n = 

146), 13 

health care 

facility 

including 

public, 

private and 

faith-based, 

Method of 

recruitment 

not stated. 

 

‘Heshima 

Project’) 

large and small 

group discussions, 

individual and 

group work, 

hypothetical and 

real case studies, 

sensitivity and 

listening 

techniques, role 

play, songs, skits, 

artwork, games, 

simulations, 

personal journals 

and interviews, 

self-analysis 

worksheets. 

Included: overview 

D & A on maternal 

health, human and 

childbearing rights, 

Values Clarification 

and Attitude 

Transformation 

(VCAT), 

psychological 

debriefing of staff, 

ethics and code of 

conduct, role of 

professional 

association and 

regulatory bodies in 

RMC, rights and 

responsibilities of 

managers 

and 3 days 

for care 

providers 

- Overall abuse was 

measured using a 5-

point Likert scale (1 

= very humiliated 

and 5 = not 

humiliated). Six 

Yes/No questions 

for six categories of 

D & A by Bowser 

and Hill (2010).    

Structured non-

participant 

observation of 

women from early 

labour to post-

childbirth using 

seven indicators of 

D & A (3 for initial 

examination, 3 

during birth and 1 

for postpartum 

care).  (baseline n = 

677, post-

intervention n = 

523) 

  

- Reduction in most 

subcategories of D & A by 

40-50%. 

- No control group 

- Convenience sample 

-  Outcome based on the 

multi-level intervention, 

not specific to training to 

nurses/midwives 

- No reliable, replicable 

tool 

- Validity and reliability of 

tool not mentioned 
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Author 

(year) 

Objective  Study 

location, 

population, 

sample size 

Study design Educational 

intervention and 

content  

Comparator 

and 

duration 

Intervention 

Evaluation  

Outcome and critique 

 

Critical 

appraisal 

score 

clients and 

providers for mutual 

accountability. 

Paper 1 

Afulani 

et al. 

(2018) 

 

 

Effect of 

integrated 

simulation-

based training 

on provision of 

RMC. 

 

Ghana, 

midwives (n 

= 22), 

community 

health nurses 

(n = 18), 

medical 

doctors (n = 

2), 

Anaesthetist 

(n = 1) 

Pre-post 

study design 

Obstetric 

simulation training 

with integration of 

RMC components 

(dignity and 

respect, 

communication 

with team, 

respecting 

women’s 

autonomy, and 

supporting them) 

based on 

methodology 

developed by 

PRONTO 

International 

(PRONTO 

international, 

2020).  

Simulation paired 

with clinical care 

review including 

video, interactive 

activity, reflection 

of performance after 

simulation. Included 

five simulation 

scenarios and 

associated case-

Before and 

after 

comparison, 

2-day 

training  

Interview with 

women aged 15-49 

years given birth in 

health facility within 

8 weeks (baseline n 

= 215 and post-

intervention n = 

318) 

30 item PCMC scale 

having 4-point 

response options 

initially validated in 

Kenya and India 

with high content, 

construct and 

criterion validity, 

and good reliability. 

Scale was modified 

to 24 item 

(Cronbach's alpha 

0.9 for total and 

over 0.7 for 

subscales). 

 

PCMC score increased 

from 50 to 72 from 

baseline to post-

intervention with relative 

increase of 43%. After 

controlling confounders 18 

point higher than baseline 

scores (β = 17.6; 95% CI = 

15.6 - 19.6) p = <0.001. 

Increase in subscales 

scores: 15% for dignity 

and respect; 87% for 

communication and 

autonomy; and 45% for 

supportive care.  

 

- No control group 

- No randomisation 

- Convenience sample 

 

5/9 
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Author 

(year) 

Objective  Study 

location, 

population, 

sample size 

Study design Educational 

intervention and 

content  

Comparator 

and 

duration 

Intervention 

Evaluation  

Outcome and critique 

 

Critical 

appraisal 

score 

based learning 

modules and skills 

stations capturing 

seven topics. 

Simulation was 

followed by a 

debrief for self-

analysis of the 

performance in the 

clinical management 

of cases, 

interactions with 

patient and other 

medical personnel.  

Paper 2 

Afulani 

et al. 

(2020) 

 

Effectiveness 

of an integrated 

simulation 

training on 

providers’ 

knowledge and 

self-efficacy, 

and perceptions 

of the 

integrated 

training. 

 

As above  Mixed- 

methods 

study  

As above  As above  36 multiple choice 

questions to 

measure changes in 

knowledge on key 

topics covered in the 

training.  

Training evaluation 

with closed and 

open-ended 

questions.  

 

In-depth Interviews 

(n = 17) after one 

week to assess 

barriers in providing 

good quality of care 

and perceptions of 

training. 

Changes in knowledge 

regarding teamwork and 

communication from 

63.4% to 84.1% (p <0.01) 

Process evaluation: 

Positive perceptions of the 

training. 

Qualitative:  

- Enjoyed the training  

- Refreshed their 

knowledge on critical 

skills 

- Improvement in woman-

provider communication 

and teamwork. 

- Immediate collection of 

post-test data 

6/7 
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Author 

(year) 

Objective  Study 

location, 

population, 

sample size 

Study design Educational 

intervention and 

content  

Comparator 

and 

duration 

Intervention 

Evaluation  

Outcome and critique 

 

Critical 

appraisal 

score 

- No separate data on 

midwives’/nurses’ 

outcome 

- No information about 

changes in RMC 

knowledge or practice 

post-intervention 

Paper 1 

Ratcliffe 

et al. 

(2016) 

 

To measure D 

& A, introduce 

a package of 

interventions to 

reduce its 

incidence, and 

evaluate their 

effectiveness. 

Tanzania, 

Maternity 

ward staff (n 

= 76, 86% 

acceptance 

rate), hospital 

management 

team and 

council health 

management 

team (number 

not stated), a 

large urban 

referral 

hospital, 

approached 

all maternity 

ward staff  

Pre-post 

study design 

Used theory of 

change model.  

Multi-prong 

intervention 

including  

adaptation of 

“Health workers 

for change” 

curriculum to 

compare staff’s 

current practice 

with professional 

codes of conduct, 

reflect on needs 

and preferences of 

patients, and 

discuss the barriers 

that prevent 

provision of RMC. 

At the end 

participants 

developed an 

action plan to 

address these 

issues.  

Before and 

after 

comparison, 

2-day 

workshop 

Used self-developed 

tool to measure 

provider knowledge 

(5 items), and 

attitude (8 items). 

 

Increase in knowledge, and 

changes in attitude of 

health care providers.   

 

- No control group 

- No rigorous statistical 

analysis 

- No separate data on 

midwives’/nurses’ 

outcome 

- Immediate collection of 

post-test data 

- No reliable, replicable 

tool 

6/9 
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Author 

(year) 

Objective  Study 

location, 

population, 

sample size 

Study design Educational 

intervention and 

content  

Comparator 

and 

duration 

Intervention 

Evaluation  

Outcome and critique 

 

Critical 

appraisal 

score 

Paper 2 

Ratcliffe 

et al. 

(2016)  

To describe the 

participatory 

approach 

adopted to 

engage key 

stakeholders 

throughout the 

planning and 

implementation 

of the program. 

As above  As above As above As above Tools validated in 

Kenya was adapted for 

provider interview, 

community follow-up 

interview with women 

at 4-6 weeks after 

childbirth (baseline n 

= 64, post-intervention 

n = 149), and 

observation of women 

from labour to 

postpartum (baseline n 

= 208, post-

intervention n = 459) 

D & A among women 

reduced from 70% to 18%.  

Observation: revealed 

marked decline in D & A.   

 

- Outcome based on the 

multi-level intervention 

 

4/9 

Paper 1 

Asefa et 

al. (2020) 

 

To identify 

health system 

challenges to 

the 

implementation 

of RMC and 

potential 

solutions to 

address these 

challenges 

 

 

Ethiopia, 

Midwife (n = 

51), Nurse (n 

= 3), general 

practitioner (n 

= 4), 

integrated 

emergency 

surgical 

officer (n = 

4), and health 

officer (n = 

2), three 

public 

hospitals, all 

service 

provider 

attending 

labour and 

Interventional 

mixed 

methods 

study  

 

Multi-prong 

intervention 

including training 

of service 

providers. 

Presentation, role 

play, 

demonstrations, 

case studies, 

individual 

readings, videos, 

hospital visit and 

meeting with 

hospital managers, 

medical directors, 

and program 

managers.  

Module: Overview 

of maternal health in 

Before and 

after 

comparison, 

3-day 

workshop 

Quantitative 

Health care 

provider: Self-

developed 10 items 

questionnaire for 

observed experience 

of mistreatment of 

women 30 days 

preceding the survey 

date; and 8 items on 

perceptions of RMC 

and mistreatment (n 

= 64) 

Qualitative: 

Focus group 

discussions (n = 21) 

with participants 

using semi 

structured interview 

Quantitative: Overall 

perception positively 

changed from 21.9% to 

35.9% before and after 

training respectively (p = 

0.08). 

Qualitative:  

- Gained new knowledge 

about rights of women.  

- Change in attitude toward 

mistreatment. 

- Motivation towards work 

increased.  

- Positively valued the 

approach of training.   

 

- No control group 

- No randomisation 

7/7 
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Author 

(year) 

Objective  Study 

location, 

population, 

sample size 

Study design Educational 

intervention and 

content  

Comparator 

and 

duration 

Intervention 

Evaluation  

Outcome and critique 

 

Critical 

appraisal 

score 

birth were 

invited. 

Ethiopia, rights and 

law in the context of 

reproductive health, 

RMC rights and 

standards, 

professional ethics, 

and continuous 

quality 

improvement. 

guide 2 months after 

training 

- No use of replicable tool  

- Immediate collection of 

post-test data 

- No information on 

validity and reliability of 

tool 

 

Paper 2 

Asefa et 

al. (2020) 

To compare the 

experiences of 

mistreatment 

reported by 

childbearing 

women before 

and after 

implementation 

of a RMC 

intervention 

As above  Pre-post 

study without 

comparison 

group 

As above  As above Exit interviews with 

postpartum women 

using self-developed 

25-item yes/no 

questionnaire 

divided into six 

categories (baseline 

n = 198 and post-

intervention n = 

190)  

Mistreatment to women 

was reduced by 18% (Aβ = 

0.82, 95% CI 0.74 - 0.91) 

- No control group 

- Convenience sample 

- No use of replicable tool  

- Outcome not explicitly 

based on educational 

intervention 

- No information on 

validity and reliability of 

tool 

5/9 

Mihret et 

al. (2020) 

Reducing D & 

A of mothers 

during 

antenatal care 

and delivery of 

services  

Ethiopia,  

Midwives, 

case managers, 

coordinators 

porters, 

medical record 

unit 

coordinators 

and liaison 

officers (n = 

133), Method 

Pre-post 

intervention 

mixed 

methods 

Multi-prong 

intervention  

Module: Person 

centred care; RMC, 

planning, 

monitoring, and 

implementation of 

Compassionate 

Respectful and 

Caring; client-

provider interaction; 

facilitation of 

Pre-post 

comparison, 

5-day 

training 

Quantitative: self-

developed 24-item 

questionnaire based 

on category of D & 

A by Bowser and 

Hill (2010) used to 

interview women 

(randomly selected) 

from antenatal and 

labour ward 

(baseline n = 374 

and post-

Quantitative: D & A 

during pregnancy and 

childbirth decreased from 

71.8% to 15.9% with 

55.9% change (mean 

difference: 0.56, 95% CI: 

0.55 - 0.57), p <0.0001 

D & A during ANC 

reduced from 64.7% to 

36.2%. 

3/7 
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Author 

(year) 

Objective  Study 

location, 

population, 

sample size 

Study design Educational 

intervention and 

content  

Comparator 

and 

duration 

Intervention 

Evaluation  

Outcome and critique 

 

Critical 

appraisal 

score 

of recruitment 

not stated. 

patients’ and 

families’ 

participation in 

decisions and care; 

and communication 

with teams and 

health care ethics. 

intervention n = 

374) 

 

Qualitative: Key 

informant 

interviews (n= 10; 3 

health care provider, 

4 women 

development army 

leaders, and 3 

women with at least 

3 antenatal visits) 

using semi-

structured interview 

guide.  

D & A during labour 

reduced from 78.5% to 

27.7%. 

Qualitative: Improvement 

in respectful care from 

health care providers. 

- No control group 

- Single institute data 

- No reliable, replicable 

tool  

- No comparison of 

knowledge before and 

after intervention 

- No information on 

methods used to deliver 

module  

Wilson-

Mitchell 

et al. 

(2018) 

Evaluate a two-

day RMC 

workshop for 

midwives using 

Intellectual 

Partnership 

Model (IPM) 

Principles 

(Bailey et al., 

2016) 

Tanzania, 

Midwives (n 

= 170), 

Method of 

recruitment 

not stated. 

Cross-

sectional 

study  

Lectures, videos, 

small group 

discussions (pair 

and share; cluster 

groups), role play  

Shared decision-

making with 

women, conflict 

resolution, 

interprofessional 

collaboration in a 

workplace 

characterized by 
power differentials 

as well as 

Pre-post 

comparison, 

2-day 

workshop 

10-item multiple 

choice quiz about 

understanding of 

RMC before and 

after workshop 

Verbal and written 

evaluation of 

workshop 

 

Mean quiz scores 

increased by 20%. Two-

year certificate learners 

were less prepared for 

critical thinking, work, and 

social innovations than 

those midwives who had 

3- or 4-years formal 

training.  

Evaluation of workshop  

-Midwives planned to 

become patient advocates 

and share what they have 
learnt with colleagues. 

1/8 
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Author 

(year) 

Objective  Study 

location, 

population, 

sample size 

Study design Educational 

intervention and 

content  

Comparator 

and 

duration 

Intervention 

Evaluation  

Outcome and critique 

 

Critical 

appraisal 

score 

differences of 

culture, language, 

religion, tribal 

affiliation, and 

socioeconomic 

status. 

- Midwives more aware of 

D & A in health facilities 

after workshop. 

- No control group 

-No randomisation 

- No robust statistical 

analysis 

- No reliable, replicable 

tool 

- Immediate collection of 

post-test data 

D & A: Disrespect and Abuse; RMC:  Respectful Maternity care  
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Nature, quality, and timing of outcome measures 

The eight quantitative and three mixed-methods studies varied in the nature, quality, 

and timing of outcome measurement. Outcomes related to changes in knowledge or 

perceptions towards RMC, disrespect and abuse, or obstetric violence among participants 

were typically measured using a researcher generated questionnaire immediately after the 

intervention (Asefa et al., 2020a; Dzomeku et al., 2020; Mena-Tudela et al., 2020; Ratcliffe 

et al., 2016a; Wilson-Mitchell et al., 2018). Surveys using study-specific questionnaires 

were used to measure women’s experience of disrespect and abuse before their discharge 

from health facility (Abuya et al., 2015; Asefa et al., 2020b; Mihret et al., 2020; Ratcliffe et 

al., 2016b) and four to six weeks after childbirth (Ratcliffe et al., 2016b). Only one study 

used the 30-item PCMC which was developed and tested in Kenya, validated in India, and 

modified to 24 items for Ghanian women (Afulani et al., 2020). There are three subscales 

(dignity and respect, communication and autonomy, and supportive care). Women aged 15-

49 years who had given birth within eight weeks were interviewed before and six months 

after the intervention and completed the scale (Afulani et al., 2019). Staff completed 36 

multiple choice questions on key topics covered in the training including communication 

and teamwork immediately before and after intervention (Afulani et al., 2020). 

A one group pre-test-post-test study used a new 33-item questionnaire relating to 

obstetric violence practices immediately before and after the educational intervention 

(Mena-Tudela et al., 2020). The questionnaire was reviewed by experts and had good 

internal consistency (>0.90). There were four major practice domains: before childbirth, 

during childbirth, during caesarean section, and after childbirth. 

One multi-prong intervention targeting women and care providers used a study-

specific 13-item questionnaire to measure provider knowledge and attitudes immediately 
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before and after the RMC workshop (Ratcliffe et al., 2016a). Another multi-prong 

intervention used a study-specific eight-item questionnaire to measure perceptions of RMC 

and mistreatment immediately before and after the intervention (Asefa et al., 2020a). 

Dzomeku et al. (2020) used another study specific 20-item questionnaire, while Wilson-

Mitchell et al. (2018) used a 10-item multiple choice quiz to measure changes in knowledge 

about RMC immediately following the intervention. 

Abuya et al. (2015) conducted independent observations of women from early 

labour to post birth and exit interviews to determine the prevalence of disrespect and abuse 

before and after a multi-prong intervention for staff. A key outcome, “were you treated in a 

way that made you feel humiliated or disrespected?”, was measured on a five-point Likert 

scale of 1 (very humiliated) to 5 (not humiliated). In addition, six study-specific yes/no 

questions based on the categories of disrespect and abuse by Bowser and Hill (2010) were 

used for the exit interviews and seven yes/no questions for observations. 

Similarly, Ratcliffe et al. (2016b) observed women from the time of admission to 

two hours postpartum and interviewed some women in the community at four to six weeks 

postpartum in their pre-post intervention study. Interviewees also completed a study-

specific tool adapted from Abuya et al. (2015) with seven categories of disrespect and 

abuse. Prevalence of disrespect and abuse was calculated by tallying the number of women 

who reported “yes” to at least one category. 

Two mixed-methods studies interviewed women who gave birth in a health facility 

before discharge using study-specific questionnaires. Asefa et al. (2020b) used 25-item 

yes/no questionnaire based on six categories of mistreatment by Bohren et al. (2015). The 

number of mistreatment components women experienced were counted as a score out of 25. 
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However, Mihret et al. (2020) developed a 24-item questionnaire based on categories by 

Bowser and Hill (2010) to determine prevalence. 

Outcomes of educational interventions – Quantitative evidence 

Changes in knowledge/perceptions towards RMC or disrespect and abuse or obstetric 

violence 

Among five studies that assessed knowledge, two showed significant positive 

change. Dzomeku et al. (2020) reported a significant increase in knowledge about RMC 

after the intervention (z = -3.43, p = 0.001), effect size (r) = 0.63). Similarly, Mena-Tudela 

et al. (2020) reported significant increases in mean scores on 25 out of 33 items regarding 

perceptions of obstetric violence among students 

Ratcliffe et al. (2016a) presented changes in percentages of participants who agreed 

with a correct answer on knowledge and attitude items in the pre- and post-tests. Another 

study revealed a 20% increase in mean scores about understanding of RMC following a 

workshop (Wilson-Mitchell et al., 2018). Although the change was not statistically 

significant, the number of participants who perceived all eight RMC domains positively 

changed from 21.9% to 35.9% (Asefa et al., 2020a). 

Reducing disrespect and abuse during maternity care or increasing RMC 

Five studies reported changes in women’s experience of disrespect and abuse or 

respectful care. Abuya et al. (2015) reported a 7% reduction in prevalence of feelings of 

humiliation or disrespect (OR 0.6; 95% CI = 0.4 - 0.8). Overall, there was a 40-50% 

reduction in experience of disrespect and abuse on four of the six subcategories of 

disrespect and abuse (Abuya et al., 2015). Likewise, Ratcliffe et al. (2016b) reported a 

reduction in women’s experience of any form of disrespect and abuse from 70% to 18%. 
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Observations of women from admission to post birth revealed a marked reduction in 

various forms of disrespect and abuse (Abuya et al., 2015; Ratcliffe et al., 2016b). 

Mihret et al. (2020) showed a significant decrease in women’s experience of 

disrespect and abuse from 71.8% to 15.9% (mean difference: 0.56, 95% CI = 0.55 - 0.57). 

Another study showed a reduction in women’s experience of mistreatment by 18% (Aβ = 

0.82, 95% CI = 0.74 - 0.91) (Asefa et al., 2020b). Afulani et al. (2019) reported a 

significant increase in women’s PCMC scores after staff had completed the intervention (β 

= 17.6; 95% CI = 15.6 - 19.6). 

Changes in knowledge regarding communication 

There was a significant change in scores regarding communication and teamwork 

from 63.4% to 84.1% (p<0.01) among participants (Afulani et al., 2020). In another study, 

the median scores for communication increased from three to four among participants 

(Dzomeku et al., 2020). However, one study reported a slight decrease (4.1%) in 

knowledge about communication (Ratcliffe et al., 2016a). 

Changes in maternal satisfaction of care 

Ratcliffe et al. (2016a) reported that the proportion of women who were very 

satisfied with their childbirth experience increased from 12.9% to 75.8% post-intervention. 

Outcomes of educational interventions – Qualitative evidence 

Findings were derived from two qualitative studies, three mixed-methods studies, 

and two quantitative studies which used in-depth interviews, focus groups, or open-ended 

survey questions to assess an educational intervention, implementation of practice changes, 

or as a process evaluation. 

Two qualitative studies explored the experience of implementing RMC in clinical 

practice four months after the intervention (Dzomeku et al., 2021), and perceptions of the 
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RMC workshop upon completion (Webber et al., 2018). In-depth interviews with midwives 

revealed positive midwife-woman relationships, effective communication with women, and 

increased recognition of women’s autonomy (Dzomeku et al., 2021). During a focus group 

discussion nurses perceived positive effects of training on their practices, attitudes, and 

desire to support others to improve care (Webber et al., 2018). 

Two mixed-methods studies in Ethiopia conducted focus group discussion with 

participants (Asefa et al., 2020a) and key informant interviews with health care providers 

and supervisors (Mihret et al., 2020) to explore the effects of training. Participants 

perceived gains in new knowledge about the rights of women, changes in attitude towards 

mistreatment and increased motivation by staff towards their work (Asefa et al., 2020a). 

Similarly, key informants reported more respectful care by midwives (Mihret et al., 2020). 

In Ghana, a process evaluation of an obstetric simulation training package revealed 

positive perceptions towards RMC (Afulani et al., 2020). Participants reported that the 

training refreshed their knowledge on critical skills and improved woman-provider 

communication and teamwork (Afulani et al., 2020). 

Feedback surveys revealed that the training was perceived to be effective and 

satisfying (Asefa et al., 2020a; Dzomeku et al., 2020; Webber et al., 2018). Participants 

recommended training for students, other health care staff, management staff, and women 

and their partners to enhance RMC. In addition, participants emphasised the need for 

frequent training to sustain positive changes in care (Dzomeku et al., 2020; Webber et al., 

2018). In verbal and written evaluations of a workshop, participants reported becoming a 

patient advocate and sharing their knowledge with colleagues (Wilson-Mitchell et al., 

2018). 
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Integration of qualitative and quantitative evidence 

The quantitative and qualitative evidence was integrated according to JBI Mixed 

Methods Systematic Review (MMSR) methodology (Lizarondo et al., 2020). The 

independent syntheses of quantitative and qualitative evidence partially supported each 

other. The narrative synthesis of quantitative evidence indicated that educational 

interventions improved knowledge, perceptions, or attitudes of participants towards RMC. 

This is supported by qualitative findings where a RMC intervention improved knowledge 

about women’s rights and enhanced participants’ insights about their previously poor care. 

Knowledge regarding communication, improvements in woman-provider 

communication, and increased empathy towards women were reported by quantitative 

studies. Only one study reported a slight decrease in knowledge about communication 

among participants post-intervention. In support of these findings, qualitative evidence 

revealed improved woman-provider communication, woman-provider relationships, and 

teamwork. 

Women reported less disrespect and abuse during labour and birth. Qualitative 

evidence from women also identified an improvement in respectful care. 

Most quantitative studies assessed impact on staff knowledge and perceptions 

towards RMC immediately after an intervention whereas qualitative studies assessed 

participants’ experience of care after an intervention at two months and four months 

revealing sustained changed in reported practice. 

Discussion 

This mixed-methods systematic review is the first to synthesise evidence from 

qualitative, quantitative and mixed-methods educational intervention studies targeting 

midwives, nurses, or students in promoting RMC among women during maternity care. 
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Few educational intervention studies have been published, and all were conducted in the 

last six years predominantly in low-income countries. This is probably not surprising as 

recognition of disrespect and abuse during childbirth is relatively recent (Downe et al., 

2018). Consequently, interventions addressing RMC are just beginning to emerge. 

This review identified variation in the content, intervention delivery mode, duration 

of intervention, timing of pre- and post-testing, and evaluation methods. Variation in 

content might be due to the context-specific nature of RMC (Hastings, 2015). For example, 

eye contact and smiling during care in one culture may be perceived as disrespectful in 

another (Bowser and Hill, 2010). Similarly, various study-specific tools were used to assess 

knowledge or perceptions making comparisons difficult. Furthermore, only one study used 

a reliable and valid tool to measure women’s experience of RMC (Afulani et al., 2019), 

even though this tool was also modified for the local context. Therefore, findings of the 

review need to be considered in light of these limitations. 

Although findings indicated a reduction in women’s experience of disrespectful and 

abusive care during maternity care, the summary measures of disrespect and abuse were not 

derived in a consistent way. In line with the conclusions of Sando et al. (2017), there was 

variation in operationalising the construct of disrespect and abuse, study designs, settings, 

and types of participants which affect generalisability and comparability of outcomes. In 

addition, education interventions were usually a component of multi-prong strategies 

making it difficult to determine the true effects of education alone. However, when 

considering the complex interaction of various factors in the provision of respectful care, 

multi-component interventions targeting various levels may be a preferred option over a 

standalone intervention (World Health Organization, 2018). Importantly, to transform the 

culture of disrespect and abuse, change must start at an individual level (Hall and Mitchell, 
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2017). Therefore, the provision of education which provides new knowledge and addressed 

attitudes for individuals is important for change. 

Our review identified only one study that included nursing students to enhance 

perceptions of obstetric violence (Mena-Tudela et al., 2020). This finding supports Sen et 

al. (2018) who reported that training to medical undergraduates regarding disrespectful and 

abusive care is lacking. Effective interpersonal interactions and communication are often 

not formally taught and evaluated during undergraduate medical education (Sen et al., 

2018). Midwifery and nursing students, as the future workforce, must learn how to 

maintain client dignity and respect (Matiti, 2015). Importantly, education has the 

transformative potential to combat the normalisation of disrespect in health care (Moyer et 

al., 2016; Munoz et al., 2017). 

Our review identified a RMC resource package (facilitators’ guide) developed and 

tested as a part of Heshima project to provide training to health care providers (Ndwiga et 

al., 2014). Resource packages can be shared across settings to provide support to health 

care providers, and facility managers and enhance the replication of interventions to 

promote RMC in future. 

Included studies showed improved knowledge/perceptions and attitudes of 

midwives and/or nurses about RMC, reduction in disrespect and abuse among women 

during maternity care, and improved woman-provider communication and quality of care. 

However, we cannot draw robust conclusions, due to the lack of RCTs; lack of control 

groups; variation in content, duration, intervention delivery mode, and evaluation methods; 

and lack of standard evaluation tools and rigorous statistical analysis. In addition, inclusion 

of other health care providers in addition to midwives and nurses in the intervention 

sometimes meant we could not identify outcomes that related specifically to changes in 
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knowledge/perceptions towards RMC by midwives or nurses. Moreover, few studies 

assessed the impact of interventions over time. Additional studies are required to assess the 

long-term effectiveness of educational interventions in enhancing knowledge regarding 

RMC among midwives and/or nurses for continuity of respectful care among women 

during maternity care. 

This review has some strengths and limitations. First, the search strategy was 

comprehensive and designed in consultation with a librarian. All possible terms were 

included in the search strategy using different databases. In addition, date of publication 

was not restricted, although included studies were recent. Quality of included studies was 

assessed using recognised tools. However, there was lack of RCT data for meta-analysis. 

The other limitation was that most studies originated from African countries, limiting the 

generalisability of findings to other contexts. Lastly, due to the limitation of time and 

resources, only English papers were reviewed which may have missed important studies 

conducted in other languages. 

Conclusion 

Our review suggests positive outcomes of educational interventions for enhancing 

knowledge/perceptions towards RMC, reducing women’s experience of disrespect and 

abuse during maternity care, enhancing woman-provider communication, and improving 

quality of care. However, more rigorous educational intervention studies targeting 

midwives, nurses, and midwifery/nursing students are needed. Rigorous multi-method, 

longitudinal evaluation approaches are needed to determine how the benefits and impact of 

such interventions can be maintained over time. Although RMC is a global concern and a 

WHO priority, most of interventions originated from African countries. Therefore, 

educational interventions to promote RMC should be developed, tested, and implemented 
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in other countries. Our review indicated that, frequent rather than one-off interventions and 

inclusion of other health care providers, students, as well as managerial staff, may have 

greater impact in promoting a culture of respectful care in maternity facilities.  
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Summary of the Chapter 

This chapter reported the effectiveness of educational interventions targeted to 

midwives, nurses, or midwifery/nursing students to promote RMC to women during 

maternity care. This review revealed positive outcomes of educational interventions. 

However, there was a lack of robust studies to conclude this finding. In addition, there was 

a significant dearth of educational interventions targeted to midwifery/nursing students to 

promote RMC. Further, the previously developed SPRMC tool (Study 2) was found to be 

reliable and valid in Nepal. However, the extent to which it is applicable to other settings 

was unknown. Use of a reliable and valid tool would help to compare the findings between 

different programs, countries, and practice settings. The following chapter presents a 

published paper detailing the findings of the comparison of midwifery and nursing 

students’ perceptions of RMC and witnessing of disrespect and abuse between Nepal and 

Jordan. 
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Chapter 6  

Midwifery and Nursing Students’ Perceptions of Respectful Maternity Care and 

Witnessing of Disrespect and Abuse: A Comparative Study from Nepal and Jordan 

Introduction 

This chapter presents the main findings of the comparison of midwifery and nursing 

students’ perceptions of RMC during labour and birth in Nepal and Jordan. This is the first 

study that depicts similarities and differences about the extent of RMC in practice and 

factors that predict total SPRMC scores from two-middle income countries. Comparison of 

perceptions of RMC using a reliable and valid tool would help inform the gaps in the 

curricula within programs and between programs across countries and help in the 

development of tailored interventions. 
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Midwifery and Nursing Students’ Perceptions of Respectful Maternity Care and 

Witnessing of Disrespect and Abuse: A Comparative Study from Nepal and Jordan 

Abstract 

Objectives: To compare Nepalese and Jordanian midwifery and nursing students’ 

perceptions of respectful maternity care (RMC) and witnessing of disrespect and abuse; and 

determine factors that predict scores on a scale measuring perceptions of RMC. 

Design: A descriptive, comparative design was used. 

Setting: Recruitment took place from two medical colleges in Nepal and one University in 

Jordan. 

Methods: A convenience sample of students (n = 276) enrolled in a Bachelor or Diploma 

level midwifery or nursing degree who were undertaking or had recently completed their 

midwifery clinical placement were recruited. The online or hard copy survey included the 

Students’ Perceptions of Respectful Maternity Care (SPRMC) Scale and nine questions on 

witnessing different types of disrespect and abuse. 

Findings: Nepalese students were slightly older (mean = 23.68 years) than Jordanian 

students (mean = 21.36). Mean duration of clinical placement was longer for Jordanian 

students (11.24 compared to 6.28 weeks). However, mean number of births observed was 

higher among Nepalese students (19.6 compared to 18.62). Overall, perceptions of RMC 

were more positive among Jordanian students (t (199.97) = 6.68, p < 0.001). A multiple 

regression analysis found that duration of clinical placement (beta = .22, p < 0.001), 

witnessing disrespect and abuse (beta = .11, p = 0.08) and age (beta = -0.14, p = 0.03) 

explained 12.2% of variance in SPMRC scores. Compared to students in Nepal, all 

Jordanian students had observed non-consented care during their clinical practicum. 
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However, Nepalese students were more likely to observe poor adherence to women’s 

privacy and confidentiality. 

Key conclusion and implications for practice: This is the first study to compare midwifery 

and nursing students’ perceptions of RMC across two middle-income countries. Although 

Jordanian students held more positive perceptions of RMC than those in Nepal, more had 

witnessed different forms of disrespect and abuse. Variations in students’ perceptions of 

RMC and witnessing of abuse across countries highlight the need for assessment of 

workplace cultures to inform the development of tailored education and practice 

interventions for students, clinicians, and managers. Future research needs to explore how 

to best support students to consistently offer RMC and how to improve the experiences of 

childbearing women. 

Keywords: Student, Nursing, Midwifery, Perceptions, Respectful maternity care, 

Disrespect, Abuse, Middle-income countries, Survey 

Highlights 

• There is relatively little research on students’ understanding of RMC and witnessing 

of disrespect and abuse. 

• Generally, students from Nepal and Jordan reported positive perceptions of 

respectful maternity care. 

• All Jordanian students had observed non-consented care during their clinical 

practicum.  

• Nepalese students reported witnessing poor adherence to women’s privacy and 

confidentiality during labour and birth. 

• Findings suggest that changes to clinical practice rather than student awareness is 

needed to promote RMC. 

• Ensuring consent, confidentiality and privacy are modifiable practice issues.  
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Introduction 

Respectful Maternity Care (RMC) is defined as “care organized for and provided to 

all women in a manner that maintains their dignity, privacy and confidentiality, ensures 

freedom from harm and mistreatment, and enables informed choice and continuous support 

during labour and childbirth” (World Health Organization, 2018, p. 3). Respectful and 

dignified care underpins the philosophy of care for both the International Council of Nurses 

(International Council of Nurses, 2012) and International Confederation of Midwives 

(International Confederation of Midwives, 2014). RMC is included in the global standards 

for midwifery education (International Confederation of Midwives, 2021) and essential 

competencies for midwifery practice (International Confederation of Midwives, 2019). 

However, women continue to experience different forms of disrespect and abuse during 

labour and childbirth globally (World Health Organization, 2015). 

Researchers often measure RMC, in part, by the absence of disrespect and abuse 

even though a lack of abuse does not guarantee respectful care (Afulani et al., 2020). The 

occurrence of disrespect and abuse during childbirth is a violation of a woman’s human 

rights (White Ribbon Alliance, 2011) and an indicator of poor quality of care (Kujawski et 

al., 2015). Since 2015, WHO has called for the prevention and elimination of disrespectful 

and abusive practices, included RMC in its vision of quality of care (World Health 

Organization, 2016), and recommended RMC in their positive childbirth guidelines (World 

Health Organization, 2018). In low- and middle-income countries (LMICs), disrespectful 

care is a barrier to achieving better maternity outcomes because it is associated with low 

uptake of childbirth care in health facilities (Bohren et al., 2014). The presence of 

disrespect and abuse in LMICs also hinders efforts to address preventable maternal and 

neonatal mortality (Kruk, et al., 2018a; Sharma et al., 2015; Tuncalp et al., 2015). 
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The only international comparison of RMC was conducted by Bohren et al. (2019) 

who observed a 41.6% prevalence of mistreatment of childbearing women in Nigeria, 

Ghana, Myanmar, and India (Bohren et al., 2019). Countries such as Nepal and Jordan are 

rarely included in such comparisons. According to the World Bank (2021) Nepal and 

Jordan are middle-income countries. Culturally, there is gender-related bias, restrictive 

social norms, and disempowerment of women in the medically dominated maternity care 

systems of both countries. Undergraduate midwifery programs were introduced in Jordan in 

2002 but only recently in Nepal where most maternity care is offered by obstetric nurses 

and nursing students. 

In October 2018, the Government of Nepal incorporated RMC in the Safe 

Motherhood and Reproductive Health Rights Act paving the way for the provision of 

quality and respectful care to women and newborns in public and private health facilities 

(Ateva, 2019). Despite this, a recent study in Nepal reported women’s experiences of 

physical abuse (including biting, slapping), non-confidential care, verbal abuse (talking 

impolitely), inadequate anaesthesia during episiotomies and suturing, discrimination based 

on sociocultural characteristics, neglectful care, and excluding husbands against the 

woman’s wishes (Ghimire et al., 2021). 

Similarly, there are reports of disrespectful care practices during labour and 

childbirth in Jordan where women have reported experiences of verbal abuse and neglect 

during labour (Alzyoud et al., 2018), lack of emotional support, privacy, and respect for 

choices (Khresheh et al., 2019). Care providers, including midwives, blamed women for 

not being involved in decision-making, and lacking knowledge about childbirth (Hussein et 

al., 2016). Four years later, Hussein et al. (2020) continued to highlight the urgent need to 

promote RMC in the Jordanian health care system. 
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Various qualitative studies have described midwives’ perspectives of disrespect and 

abuse (Afulani et al., 2020; Burrowes et al., 2017; Dzomeku et al., 2020b) and RMC 

(Dzomeku et al., 2020a; Moridi et al., 2020) but there is little research with students. One 

qualitative study from Ghana reported that midwifery students witnessed high levels of 

disrespectful and abusive care during their clinical practicum (Rominski, 2015). One of the 

few quantitative studies was conducted with undergraduate nursing students placed in 

maternity services in Nepal. While students reported generally positive perceptions of 

RMC, around 44% had witnessed some form of disrespectful care (Dhakal et al., 2022). 

While disrespectful and abusive care towards women during labour and birth is a 

global issue, students from different countries or cultures may have different perceptions 

about RMC (Hastings, 2015). Midwifery and nursing students’ perceptions of RMC and 

witnessing of disrespectful care to women during labour and birth may impact on their 

future practice. Surveys of students placed in maternity care settings in various countries 

can provide evidence about the extent of RMC in practice. Comparisons of perceptions 

about RMC by students may also inform educational gaps within programs, and between 

programs offered in different countries/cultures so educational responses/interventions can 

be tailored. Regular assessment of RMC in practice (by students as observers) can also be 

an indicator of practice changes over time and potential impact of professional development 

and governance initiatives. 

Aims 

1. To compare Nepalese and Jordanian midwifery and nursing students’ perceptions of 

respectful maternity care and witnessing of disrespect and abuse.  

2. To determine factors that predict scores on a scale measuring perceptions of RMC. 
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Methods 

Study design 

A descriptive, comparative survey design was used. 

Study participants and sampling 

Convenience sampling is a suitable approach when recruiting participants from a 

particular clinical setting or organisation (Polit & Beck, 2017). All students studying in the 

second or third year of Bachelor of Nursing Science (BNS) and third or fourth year of 

Bachelor of Science in Nursing (BSN) from two colleges in Nepal were invited to 

participate. Similarly, all students studying in the third year Diploma of Midwifery and 

third- or fourth-year Bachelor of Midwifery in a university in Jordan were invited to 

participate. Students were eligible if they were undertaking or had recently completed their 

midwifery clinical placement. A G* power calculation using a 0.05 two-tailed level of 

significance, an effect size of 0.5 and a power of 0.8 using the mean differences between 

two groups with an independent t-test revealed that a sample of 64 students in each group 

was required. Altogether 268 students from Nepal and 127 students from Jordan were 

approached as a large, diverse sample may better reflect students’ experiences. 

Measurement 

The survey consisted of a participant information sheet and questions related to 

students’ sociodemographic characteristics (age, name of college, year of study); clinical 

placement details (duration of clinical placement, number of births observed and assisted, 

type of facility for childbirth); extent to which students witnessed nine forms of disrespect 

and abuse (0 = no, never to 4 = yes, all the time) adapted from Afulani et al. (2020); and the 

Student Perceptions of RMC (SPRMC) scale (Dhakal et al., 2022). The list of disrespectful 

and abusive practices was originally developed for use by maternity care providers (Afulani 
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et al., 2020). When necessary, we adapted items for students who may witness disrespectful 

and abusive care practices towards women. The SPRMC scale was validated in Nepal and 

consists of 18 items with three subscales namely: Respectful care (10 items), Safety and 

comfort (5 items), and Supportive care (3 items) with reliability coefficient value (α) 0.81. 

Each item of SPRMC scale is scored on 5-point Likert scale ranging from 1 (strongly 

disagree) to 5 (strongly agree). Higher perception scores represent the student’s cognitive 

ability to ‘make sense of’ or better understand the concept of RMC. In Jordan, the SPRMC 

was translated from English into Arabic and back translated to English by bilingual experts 

in the fields of midwifery and maternal health nursing. 

Data collection procedure 

Human Research Ethics approval was obtained in both countries (Nepal Health 

Research Council Ref. 2170; Institutional Review Board at Jordan University of Science 

and Technology and Jordan Ministry of Health Ref. 71/140/2021). In Nepal, the survey was 

conducted using LimeSurvey software. Program convenors from participating colleges sent 

an email to students that included a survey link. Completing the survey implied consent. A 

follow-up reminder email was sent one week later. In Jordan, permission of the Dean of the 

participating institute was obtained for the researcher to speak with course instructors and 

briefly meet with students during their lecture to provide verbal and written information 

about the study. Students willing to participate collected an envelope containing an 

information sheet and translated questionnaire. Participants completed the questionnaire in 

their own time, placed it in a sealed envelope and returned it to a locked box near the 

course instructor’s office. Completed forms were collected after one week by one of the 

authors (KM). An identification number was assigned to completed forms. Confidentiality 
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was assured as names and other identifiable information were not required. Data were 

collected between May and November 2021. 

Data analysis 

Data from the online survey were downloaded in Microsoft Excel and imported into 

the Statistical Package for the Social Sciences (SPSS) for Windows version 28. Whereas 

data from completed paper-based questionnaires were directly entered into SPSS. 

Sociodemographic characteristics, clinical placement variables, observed disrespect 

and abuse, and SPRMC scores were analysed using mean, standard deviation, frequency, 

and percentages. Differences in observed disrespectful and abusive care between Nepalese 

and Jordanian students were analysed using Chi square test and differences in SPRMC 

scale scores were analysed using independent t-test. Preliminary analyses were conducted 

to ensure no violation of assumptions regarding normality, linearity, multicollinearity, and 

homoscedasticity. Standard multiple regression analysis was performed to explore the 

relationship between independent variables (age, duration of clinical placement and total 

scores on witnessing disrespect and abuse) and total SPRMC scores. 

Results 

Socio-demographic and clinical placement information 

Altogether 171 students from Nepal (response rate 63.8%) and 105 students from 

Jordan (response rate 82.7%) completed the survey. Nepalese students were slightly older 

than Jordanian students (see Table 6.1). Although the average duration of clinical 

placement was higher among Jordanian students (mean = 11.24 weeks compared to 6.28 

weeks), the number of childbirths observed during clinical placement was higher among 

Nepalese students (mean = 19.6 births compared to 18.6). All but one student had assisted 

at a birth during their clinical placement at the time of the survey. Nepalese students 
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attended childbirth in various settings whereas Jordanian students were only placed in 

district or teaching hospitals. 

Students’ Perceptions of Respectful Maternity Care 

Table 6.2 shows responses on the SPRMC scale. Scores on the ‘Safety and comfort’ 

subscale, ‘Supportive care’ subscale and total SPRMC scale were significantly higher 

among Jordanian students (total mean = 75.2 out of a possible 90) compared to Nepalese 

students (total mean = 71.2) (p < 0.001). 

Table 6.1  

Participants’ Socio-demographic and Clinical Placement Information 

Characteristics  Nepal (n = 171) 

n (%) 

Jordan (n = 105) 

n (%) 

t/p 

Age (years)  Mean = 23.68 SD = 2.44 

range = 20–34 

Mean = 21.36 SD = 0.48 

range = 20–21 

-12.05* 

Course 

Diploma of Midwifery 

Bachelor of Midwifery 

Bachelor of Nursing 

Science 

Bachelor of Science in 

Nursing  

 

- 

- 

81 (47.4) 

90 (52.6) 

 

24 (22.9) 

81 (77.1) 

- 

- 

 

Year level  

Second year 

Third year 

Fourth year  

 

33 (19.3) 

82 (48.0) 

56 (32.7) 

 

- 

67 (63.8) 

38 (36.2) 

 

Clinical placement duration 

(weeks) 

Mean ± SD = 6.28 ± 4.04 

range = 2 – 20 

Mean ± SD = 11.24 ± 2.36 

range = 8 - 15 

12.86* 

Number of births observed 

 

Mean ± SD = 19.6 ±12.03 

range = 2 – 50 

Mean ± SD = 11.24 ± 2.36 

range = 8 -15 

-0.99 

Assisted birth during clinical 

placement 

Yes  

No 

 

 

170 (99.4) 

1 (0.6) 

 

 

105 (100) 

- 

 

Clinical practicum# 

District hospital 

Teaching hospital  

Private health facility 

Home   

Other 

 

103 (60.2) 

84 (49.1) 

17 (9.9) 

3 (1.8) 

6 (3.5) 

 

54 (51.4) 

51 (48.6) 

- 

- 

- 

 

# Multiple responses possible, t= independent t-test, *p <0.001 
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Table 6.2  

Responses on the Students’ Perceptions of Respectful Maternity Care Scale 

Items  Mean ± SD t/p 

Nepal 

(n = 171) 

Jordan 

(n = 105) 

Respectful care subscale  36.5 ± 6.0 36.6 ± 1.5 0.17 

Scolding a woman is necessary if she does not cooperate. (R) 3.9 ± 1.0 4.7 ± 0.5  

Women should "leave their dignity at the door" as there is 

nothing private about giving birth. (R) 

3.6 ± 1.1 3.1 ± 1.0  

Confidentiality is hard to maintain in maternity care. (R) 3.5 ± 1.1 5.0 ± 0.0  

I am too busy to greet every woman with a smile. (R) 3.9 ±1.0 1.0 ± 0.0  

Routine procedures like vaginal examination and abdominal 

palpation do not require permission. (R) 

4.5 ± 0.9 5.0 ± 0.0  

Women’s cultural beliefs are so varied that staff cannot be 

expected to accommodate them all. (R) 

3.4 ± 1.0 4.2 ± 0.7  

There is no point providing all the details about birth 

procedures because some women will not understand. (R) 

3.9 ± 0.9 4.9 ± 0.4  

I am often too busy to provide birth options to women. (R) 3.9 ± 0.9 1.8 ± 0.4  

It is often hard to keep a calm environment for women during 

labour. (R) 

2.5 ± 1.0 2.1 ± 0.5  

If women do not look after their own health, they should not 

expect the same treatment as others. (R) 

3.5 ± 1.1 4.9 ± 0.4  

Safety and comfort subscale 21.6 ± 2.3 24.0 ± 0.9 12.27* 

Labouring women need a birth space free from unnecessary 

disturbance by others. 

4.2 ± 0.8 4.7 ± 0.4  

I have a responsibility to help women feel safe during labour 

and birth. 

4.6 ± 0.6 5.0 ± 0.0  

I try to limit exposing a woman’s body when providing care. 4.4 ± 0.6 5.0 ± 0.0  

Actively listening to women’s stories values their 

experiences. 

4.1 ± 0.7 4.8 ± 0.5  

I explain benefits and risks to a woman before any procedure. 4.3 ± 0.7 4.4 ± 0.5  

Supportive care 13.1 ± 1.4 14.6 ± 0.6 13.01* 

Women should be encouraged to actively participate in their 

care. 

4.5 ± 0.6 4.8 ± 0.4  

Every woman should receive support she needs with 

breastfeeding. 

4.4 ± 0.7 4.9 ± 0.3  

Women should be encouraged to talk to postpartum women 

about their experiences. 

4.3 ± 0.6 4.9 ± 0.3  

Total SPRMC scale  71.2 ± 7.5 75.2 ± 1.8 6.68* 

*p < 0.001, t = independent t-test, R = reverse scored (negative statement); refer to Dhakal et al. (2022) 

for exact item wording 
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Table 6.3  

Students Witnessing Disrespect and/or Abuse during Clinical Placement 

Items Nepal 

(n = 171) 

n (%) 

Jordan 

(n = 105) 

n (%) 

ϰ2/p 

During my clinical placement I have seen staff    

1. treat women in an unfriendly manner. 73 (42.7) 91 (86.7) 50.37** 

2. shout at, scold, insult, threaten, or be rude to 

women. 

58 (33.9) 86 (81.9) 58.13** 

3. push, slap, or pinch women if they did not co-

operate.  

40 (23.4) 49 (46.7) 15.08** 

4. physically restrain or gag women when giving 

birth. 

11 (6.4) - - 

5. perform a procedure without consent.  17 (9.9) 105 (100) 210.29** 

6. leave women exposed. 40 (23.4) 102 (97.41) 138.72** 

7. allow other people not involved in a woman’s care 

to be present at the birth.  

75 (43.9) 26 (24.8) 9.42* 

8. talk about a woman’s health information with 

others not directly involved in her care. 

58 (33.9) 27 (25.7) 1.69 

9. treat women differently because of their personal 

attributes (age, ethnicity). 

42 (24.6) 39 (32.1) 4.39* 

* = p < 0.05, ** = p < 0.001 

 

Students’ Witnessing of Disrespect and Abuse  

Students reported if they had witnessed any of the nine examples of disrespect and 

abuse towards women during their clinical placement (see Table 6.3). Varying proportions 

of students from both countries had observed all forms of disrespect and abuse except 

“physical restraint”, which was only witnessed in Nepal. The prevalence of observing 

disrespectful care was significantly different for seven items. Non-consented care was 

observed by all Jordanian students, whereas observation of non-confidential care such as 

‘allowing other people not involved in a woman’s care to be present at birth’ was 

significantly higher among Nepalese students. 
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A multiple regression analysis was run to predict SPRMC scores from age, duration 

of clinical placement and total scores on witnessing disrespect and abuse (see Table 6.4). 

All three variables significantly predicted SPRMC score [F (3, 267) = 12.41, p < 0.001, R2 

= 0.122]. Two variables were statistically significant, with duration of clinical placement 

recording a higher beta value (beta = .22, p<0.001), than age (beta = -0.14, p = 0.03). 

However, total scores on witnessing disrespect and abuse had a non-significant unique 

contribution (beta = 0.11, p = 0.08). 

Table 6.4  

Multiple Regression Analysis of Variables Related to Total SPRMC Scores 

 B SE B ᵝ T CI 

Duration of clinical placement 0.32 0.92 0.22 3.47 ** 0.14-0.50 

Age -0.43 2.00 -0.14 -2.14* -0.82- -0.03 

Score on witnessing disrespect 

and abuse  

0.21 0.12 0.11 1.75 -0.03- 0.44 

R2 = 0.122, ** = p < 0.001, * = p < 0.05, SE = Standard Error, CI = Confidence Interval  

Discussion 

This is the first study to compare students’ perceptions of RMC in two middle-

income countries. The findings inform our understanding of students’ perceptions of RMC 

during labour and birth and the extent to which they witness disrespectful and or abusive 

care. While there were similarities in student’s experiences, differences may be explained 

by university/college pathways, characteristics of students, nature of the practicum, the 

practice context and wider cultural context. 

The mean age was higher among Nepalese students which may be because students 

need to complete qualifying programs before entering Bachelor level programs. In Nepal, 

BNS students are eligible for admission into the three-year program after completing their 

diploma in nursing and with a minimum of one year experience as a registered nurse. In 
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contrast, students in Jordan enter directly into diploma or degree programs. The mean 

duration of clinical placement was higher in Jordan than Nepal, however, the average 

number of births observed was slightly higher among Nepalese students. This might be due 

to Jordanian students completing two to three days per week of placement compared to five 

to six days among Nepalese students. Furthermore, high number of childbirths in the health 

facility where Nepalese students practised or a program specific requirement for observing 

births might be the reason. For instance, in Nepal, BSN students need to observe at least 

five births before assisting with childbirth. 

According to SPRMC scores, perceptions of RMC were more positive amongst 

Jordanian than Nepalese students. These differences were explained by higher mean age 

and less duration of clinical placement among Nepalese students. The reasons why age (a 

non-modifiable variable) is associated with lower perceptions of RMC are not readily 

apparent. It could be that the life experiences of older students contributed to a disregard of 

RMC and requires further investigation. Higher perceptions of RMC by Jordanian students 

may relate to supervision during their longer clinical placement which shaped their 

understanding. The influence of supervision reported in a Tanzanian study revealed that 

supportive supervision to new midwives/nurses decreased the incidence of disrespectful 

and abusive behaviours (Shimoda et al., 2020). Decrease in disrespectful behaviours might 

be due to increase understanding of RMC through supportive supervision. In addition, 

differences in the program of study might be another factor for the differences in SPRMC 

scores. The Bachelor of Midwifery is a separate four-year speciality program in Jordan 

whereas in Nepal, midwifery theory and practicum are integrated in the third year of the 

BSN program and second year of the BNS program. As such RMC may receive less 

attention and reinforcement when content is integrated. 
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Nepalese and Jordanian students’ overall scores on the ‘Respectful care’ subscale 

were similar but there was variation among the items. All Jordanian students had high 

perceptions about maintaining confidentiality.  Privacy and confidentiality in maternity care 

are essential and any breech of health-related data contravenes universal health rights 

(Hartigan et al., 2018). Conversely, all Jordanian students had observed non-consented 

care. This finding is supported by other studies where women were not always asked for 

consent before any medical procedure (Al-Maharma et al., 2020; Hussein et al., 2018). 

Furthermore, Jordanian students more often reported being too busy to smile at women 

when greeting them or provide birth options to women. These findings are supported by a 

study in Jordan where women described their midwives as “cold and expressionless” 

(Khresheh et al., 2019). Another study with health care professionals that included 

midwives reported high workloads and staff shortages as the reasons for poor care 

(Abuidhail et al., 2021). In Jordan, midwives are often required to care for ten women per 

shift making it difficult to provide individualised quality of care (Mohammad et al., 2020). 

Consequently, Jordanian students might have perceived difficulty in creating a calm and 

welcoming environment for women during labour. 

Jordanian students had higher scores on all items of the ‘Safety and comfort’ and 

‘Supportive care’ subscales than Nepalese students. All Jordanian students had higher 

scores on such as statements ‘I have a responsibility to make women feel safe during labour 

and birth’, and ‘I try to limit exposing a woman’s body while providing care’. Jordanian 

students who study only midwifery are likely to have a better understanding and respect the 

importance of privacy for women. Supportive intrapartum care improves women’s 

perceptions of support and control during birth, lowers pain scores, and shortens the 

duration of labour (Isbir and Serçekus, 2017). Furthermore, continuous supportive care has 
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been shown to promote positive adaptation to motherhood and reduce the risk of perinatal 

mental health problems (Ross-Davie and Cheyne, 2014). 

This study revealed that compared to Nepalese students, a higher proportion of 

Jordanian students had observed different forms of disrespectful and abusive care during 

their clinical placement which was at odds with their SPRMC scores. We had theorized that 

observing more disrespect would be associated with poorer SPRMC scores, however, 

Jordanian students witnessed more disrespect than Nepalese students and yet had higher 

SPRMC scores. Multiple regression analysis also confirmed witnessing disrespect and 

abuse did not influence SPRMC scores. This finding suggests that education about RMC 

improves students’ awareness, but other strategies are needed to improve clinical practice. 

In Jordan, disrespectful and abusive practices have been documented in several studies. For 

instance, women reported a lack of support in managing pain, repeated vaginal 

examinations, birth in the lithotomy position, and allowing unwanted persons to attend the 

birth (Mohammad et al., 2014). Women reported feeling ‘dehumanised’ during childbirth 

(Hatamleh et al., 2012) and abused (Alzyoud et al., 2018; Khresheh et al., 2019). 

In Nepal, women’s experience of disrespectful care has only recently been 

documented. A study in eastern Nepal revealed various forms of disrespect and abuse 

among women such as non-consented care, verbal and physical abuse, non-confidential 

care, and discriminatory care (Ghimire et al., 2021). Conversely, three studies from central 

and western parts of Nepal found high prevalence of RMC practices (Gurung et al., 2021; 

Munikar et al., 2021; Pathak and Ghimire, 2020). Two studies reported that although 

women received care that was friendly, abuse free, and non-discriminatory, they wanted 

more timely care (Munikar et al., 2021; Pathak and Ghimire, 2020). 
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Although participating students reported generally positive perceptions of RMC, 

creating a supportive clinical environment for the consistent provision of RMC is needed. 

Although care providers may have adequate understanding of RMC, various factors in their 

work environment such as staff shortages, high workloads, inadequate supplies, lack of 

policy guidelines, lack of support from management may hinder RMC. For instance, 

midwives in a study in Ghana reported that despite having knowledge about RMC 

approaches, the lack of policy and health facility infrastructure restricted them to practice 

RMC (Dzomeku et al., 2021). Interventions that may enable midwives to provide RMC 

include improving the quality of the work environment for midwives, implementing a 

healthcare charter of women’s reproductive rights at the service level, strengthening 

accountability through robust complaints systems and processes, participation by women 

from the community on health service governance structures (e.g., boards) (Kruk et al., 

2018). Strengthening midwifery leadership and governance, implementing midwife-led 

models of care, and optimising the roles for midwives will further contribute to quality 

maternity care (Nove et al., 2021). 

Further research is required to better understand factors associated with 

disrespectful and abusive care towards women during labour and birth in these two 

countries/cultures. Such research is needed to develop tailored interventions.  Although 

RMC is explicitly addressed in midwifery curricula in Jordan, this is not the case in Nepal. 

Findings suggest inclusion of RMC content in Nepalese curricula needs to be a priority. 

Strategies to encourage peer-review and reflective practice amongst midwives and nurses in 

Jordan and Nepal may help to promote respectful care. 
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Strengths and limitations 

This study applied a tool validated in Nepal to another middle-income country. The 

English version of the tool has now been successfully translated into Arabic and items were 

understood by students in two different cultures. However, other researchers should ensure 

relevancy when using the tool in their context. The study revealed variation in response 

rates among students from Jordan and Nepal. The paper-based survey in Jordan yielded a 

18.9% higher response rate compared to the online survey conducted in Nepal. Response 

rates to online surveys are reported to be lower than those for paper-based surveys (Sue and 

Ritter, 2012). A recent meta-analysis shows a 12% difference in response rate between 

web-surveys and other modes (Daikeler et al., 2020). This difference in response rate might 

have influenced the results which needs further testing. 

Results are likely to have been influenced by the different content of the midwifery 

and nursing degrees, however, the similarity in total scores between countries suggests this 

influence may have been minimal. Students’ self-reports may have been influenced by 

social desirability bias. To minimise this, no identifiable information was asked to 

encourage openness and honesty. We don’t know the extent to which students’ responses 

reflect their practice. Future studies could provide an independent observation of students’ 

practice and encourage reflection to improve RMC practices. Future research is required to 

explore and address workplace issues such as being too busy to greet women or provide 

birth options to women, maintaining privacy and confidentiality, and enhancing safety and 

comfort. 

Conclusion 

To the best of our knowledge this is the first study to compare perceptions of RMC 

by midwifery and nursing students in two middle-income countries. Although Jordanian 
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students reported higher scores on the SPRMC scale, all students reported positive 

perceptions of RMC. Clearly, participating students understood RMC, but their experiences 

in the practice context revealed differences. Higher proportions of Jordanian students 

witnessed various forms of disrespect and abuse compared to their Nepalese counterparts. 

Importantly, non-consented care was observed by all Jordanian students but only ten 

percent of Nepalese students. The clinical setting has a powerful influence on students’ 

practice and may negate their learning and awareness of RMC. The extent to which 

students will be able to consistently implement RMC after graduation requires further 

investigation. Findings indicate that students are practicing in the contexts where disrespect 

and abuse are routine. Variations in students’ perceptions of RMC and witnessing of abuse 

across countries highlight the need to assess workplace cultures to inform the development 

of tailored education and practice interventions for students, clinicians, managers, and 

policy makers. Future research needs to explore how to improve practice and the 

experience of childbearing women. 
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Summary of the Chapter 

This study identified differences in students’ perceptions of RMC and their 

witnessing of disrespectful and abusive care towards women during labour and birth. 

Further, this study revealed the potential factors that affect SPRMC scores. This study 

informed the possible inclusion of content in the proposed education intervention for 

undergraduate nursing students of Nepal. The following chapter presents the effectiveness 

of an online educational intervention in promoting nursing students’ perceptions of RMC. 
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Chapter 7  

Effectiveness of an Online Education Intervention to Enhance Student Perceptions of 

Respectful Maternity Care: A Quasi-Experimental Study 

Introduction 

This chapter addresses the fifth objective of this study: to develop, implement, and 

evaluate an online educational intervention to improve students’ perceptions of RMC. 

Previous researchers and policy makers identified the need for education as an intervention 

and the possible content to be included in education interventions to promote RMC among 

undergraduate nursing students. This chapter presents the findings of a study to test the 

effectiveness of an online education intervention regarding RMC to enhance students’ 

perceptions of RMC. 
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Effectiveness of an Online Education Intervention to Enhance Student Perceptions of 

Respectful Maternity Care: A Quasi-Experimental Study 

Abstract 

Background: Childbearing women’s relationship with maternity care providers enhance 

childbirth outcomes. Students need to understand and offer respectful care. 

Objective: Evaluate effectiveness and impact of an online education intervention on nursing 

students’ perceptions towards respectful maternity care during labour and childbirth in 

Nepal. 

Design: A quasi-experimental pre-post design was used. 

Participants: A total of 89 Third Year Bachelor of Nursing students (intervention n = 40; 

control n = 49) from three participating colleges. 

Methods: Students completed online pre and post-test surveys using the Students’ 

Perceptions of Respectful Maternity Care scale and questions about impact of the 

intervention. The intervention group received six hours of education delivered online (three 

sessions x three weeks). ANCOVA and non-parametric Wilcoxon signed-rank tests 

measured effects. 

Results: Compared to controls, students in the intervention group reported a significant 

increase in perceptions towards respectful maternity care (F (1, 86) = 28.19, p < 0.001, ηp
2 

= 0.25). Participants reported a good understanding of respectful maternity care (75%), 

positive views about providing such care (82.5%), and a desire to use their new knowledge 

in practice (65%). 

Conclusion: Relatively few intervention studies to promote respectful maternity care in 

students have been published. This brief online intervention improved students’ 

perceptions. The intervention package can be integrated into nursing or midwifery curricula 
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and in-service training. A larger study with longer follow-up is needed to support current 

findings. 

Keywords: Respectful maternity care, Perceptions, Intervention, Education, Nursing 

students, Midwifery, Online survey 

Highlights 

• Education is recommended as one strategy to promote respectful maternity care (RMC). 

• Some students reported witnessing disrespect and abuse of women during labour and 

birth.  

• The brief online education intervention enhanced students’ perceptions towards RMC. 

• The intervention evaluated by a reliable scale could be modified for use with maternity 

care staff for in-service training. 
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Introduction 

Nepal, a lower middle-income country located in South Asia, has high maternal 

mortality compared to high income countries. The Government of Nepal aimed to improve 

maternal and neonatal health outcomes by encouraging women to attend birthing facilities 

through cash incentives, free childbirth services and education campaigns. In the decade 

between 2006 and 2016, the proportion of women who gave birth in a health facility 

increased from 18% in 2006 to 57% in 2016 (Ministry of Health et al., 2017). 

Despite initiatives to promote maternal health, women report negative birth 

experiences and poor-quality health services (Chalise et al., 2019; Morrison et al., 2014). 

Even if women reach a facility, they often face long waiting times, poor infrastructure, dirty 

environments, and lack of equipment, drugs, and staff (Milne et al., 2015). One study 

reported a lack of privacy, confidentiality, and respect hindered women’s uptake of services 

(Baral et al., 2016). 

Disrespectful and abusive care is a violation of human rights (White Ribbon 

Alliance, 2011) In health services, disrespectful and abusive care adversely affects quality 

as well as maternal and neonatal outcomes (Afulani et al., 2020a; Miller and Lalonde, 

2015). The World Health Organization (World Health Organization, 2015) has called for 

greater action, research, and advocacy to prevent and eliminate disrespect and abuse. 

Although various factors impact on the incidence of disrespect and abuse, it commonly 

occurs at an interpersonal level between a woman and her health care provider (World 

Health Organization, 2018) 

Background 

Midwives and obstetric nurses can have a profound and positive influence on the 

care of women during childbirth (Adams et al., 2016; United Nations Population Fund, 
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2014). Respectful maternity care (RMC) is defined as “care organized for and provided to 

all women in a manner that maintains their dignity, privacy and confidentiality, ensures 

freedom from harm and mistreatment, and enables informed choice and continuous support 

during labour and childbirth” (World Health Organization, 2018, p. 3). Longstanding 

disrespectful care in resource poor contexts may lead to normalisation, making it less 

visible (Kruk et al., 2018). Training about RMC can improve health care providers’ 

knowledge, attitudes, and practice (Montoya et al., 2020) but there are relatively few 

published studies with students. 

A cross-sectional study in Ghana reported that most midwifery students had 

witnessed disrespectful care and believed that such behaviour was supported by supervisors 

and management (Moyer et al., 2016). In another study, students reported that it was 

necessary to physically abuse (e.g., hit) women to gain compliance (Rominski et al., 2017). 

Morton and Simkin (2019) suggested education of both health professionals and 

undergraduate students to promote RMC. Intervention studies conducted predominantly in 

low- and middle-income countries (LMICs) usually offered RMC workshops with staff 

(Abuya et al., 2015; Afulani et al., 2019; Asefa et al., 2020; Dzomeku et al., 2021; Ratcliffe 

et al., 2016; Webber et al., 2018). Results suggest that improving knowledge of RMC, 

addressing staff attitudes, and providing health education to childbearing women regarding 

their rights reduces the prevalence of disrespect and abuse during childbirth. However, 

most evaluations of such interventions have used study-specific questionnaires or 

qualitative approaches. A recent systematic review concluded that only one scale was of 

sufficient quality to measure women’s perspectives of respectful or disrespectful care in 

LMICs (Dhakal et al., 2021). Furthermore, only one study (from a high-income country) 

offered education to nursing students to improve perceptions towards obstetric violence 
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(Mena-Tudela et al., 2020). Midwifery and nursing students as the future providers of 

maternity care require education about RMC. In Nepal, a Bachelor of Midwifery course 

commenced in 2016 at one University with small enrolments (n = 6) (Birdsall, 2021). In 

total there are only 28 registered midwives in the country (Nepal Nursing Council, 2022). 

Currently maternity care is provided by obstetric nurses and student nurses. This is similar 

to some other LMICs such as India, Bangladesh, and Burkina Faso where obstetric nurses 

are the predominant maternity care providers and professional midwifery education started 

recently (World Health Organization, 2019).    

Aim 

To evaluate effectiveness and impact of an online education intervention on nursing 

students’ perceptions towards RMC during labour and childbirth in Nepal.  

Research questions 

1) What are nursing students’ perceptions of RMC? 

2) What are the effects of an education intervention on students’ perceptions of RMC? 

It was hypothesised that compared to students in the control condition, students who 

completed the intervention would report higher scores on the RMC scale. 

Methods 

Design and setting 

Non-equivalent, quasi-experimental pre-post-test matched design (Polit and Beck, 

2017) was used. In non-equivalent, quasi-experimental designs participants are not 

randomly assigned and groups are not equal in size (Polit and Beck, 2017). It was not 

possible to blind or randomly allocate students to a condition. The intervention module was 

not part of the curriculum but an added extra for which students volunteered. Similarly, 

students in the control condition needed to consent to the study and be willing to complete 
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pre-post surveys. To enlist enough students, recruitment needed to occur at three sites. 

Random allocation would have introduced uncontrolled confounders with the potential for 

students in different conditions at the same site to compare experiences and share 

information. 

This unfunded study was therefore conducted at three different medical colleges 

which offer a Bachelor of Science in Nursing (BSN) program affiliated to Tribhuvan 

University. There are seven provinces in Nepal. Site A, situated in Province 3 was the 

intervention site because the higher student numbers would potentially enable a sufficiently 

large sample to be recruited. Two other colleges needed to be co-opted to recruit enough 

students for the control condition: with Site B in Province 5 and Site C in Province 2. 

Sample size 

Third Year students were recruited and allocated into the intervention (n = 40 from 

Site A) and control groups (n = 49 [24 at Site B and 25 at Site C]). Sample size calculations 

using a G* power (3.1) post hoc calculation, with an effect size of 0.63 (Dzomeku et al., 

2020), and probability of 0.05, revealed this sample size (n = 89) had sufficient power 

(0.83) to detect mean score differences between two groups with an independent t-test. 

Eligibility criteria 

BSN students in Nepal enter directly after high school (12 years of education) 

creating a pool of individuals with similar demographic characteristics. Students were in 

their Third Year of study and had followed a comparable theoretical and clinical 

curriculum. Students who were undertaking or had recently completed their Midwifery 

practicum were eligible. There were no exclusion criteria. 
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Description of the education intervention  

Development of the education intervention occurred in two stages: 1) review of the 

literature on previous RMC training/workshop content designed for low resource settings 

(including the Maternal and Child Health Integrated Program, 2013; Ndwiga et al., 2014; 

White Ribbon Alliance, 2015) and guidelines on RMC (Windau-Melmer, 2013; World 

Health Organization, 2018); and 2) expert review of a draft manual by midwifery experts. 

The education intervention consisted of three modules and used various teaching 

strategies/resources to engage students in learning (see Table 7.1). 

Table 7.1  

Outline of RMC Education Intervention 

Module Content Teaching strategies/resources 

Module 

1 

Introduce and define RMC 

Relationship between RMC and quality of 

care 

Timeline of RMC movement globally 

Universal rights of childbearing women  

Domains of RMC 

Prior reading, lecture, reflection, 

‘understanding of RMC’ (video clip), 

guided discussion, written activity, 

formative assessment (true/false 

questions) 

Module 

2 

Common disrespectful and abusive care 

practices  

Prevalence of disrespect and abuse 

globally 

Factors associated with disrespectful and 

abusive care 

Prior reading, lecture, reflection, 

‘occurrence of disrespect and abuse’ 

(video clip), guided discussion, 

formative assessment (5-point Likert 

scale) 

Module 

3 

Consequences of disrespectful and 

abusive care 

Strategies to promote RMC 

Resources required to promote RMC 

Examples on how to provide RMC 

Prior reading, lecture, reflection, ‘how to 

provide respectful care to women during 

labour and birth’ (video clip), guided 

discussion, reflective writing, case 

scenario, formative assessment 

(true/false questions) 

Program convenors 

Program convenors at participating colleges were known to the first author and paid 

a small honorarium for their time (Control Site: AUD 88.2 and Intervention Site: AUD 

211.76). Program convenors assisted with recruitment; participated in regular online 
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meetings and communicated with the first author regarding any issues; assisted to resolve 

any problems; and disseminate results of study to all students. The program convenor at the 

intervention site provided feedback on modules content and feasibility prior to the 

intervention. Program convenors at the control sites were provided with the modules after 

the post-test survey for their own professional development. 

Data collection 

Phase 1: recruitment and baseline data collection 

Each program convenor communicated to students about the study and gained 

permission to provide their email addresses to the first author. Students who completed the 

study would receive a small honorarium (Intervention group: AUD 8.2 and Control group: 

AUD 3.5) in recognition of their time. The survey was uploaded onto the LimeSurvey 

platform. An email was sent to students regarding the study in May 2021 for baseline 

assessment (T1). The email contained the participant information sheet, consent form, and 

survey link. Upon clicking the ‘yes’ button on screen, students were directed to the survey. 

A reminder email was sent one week later. In addition, program convenors also reminded 

students to complete the survey but had no knowledge who participated or not.  

Phase 2: intervention delivery 

After completion of the T1 survey, students in the intervention group were sent 

module resources and an online class link one day before the online (synchronous) 

intervention for three consecutive weeks. Microsoft Teams platform was used to deliver the 

intervention with opportunities for student participation and discussion. Students were 

required to complete one module per week. Each module took approximately two hours to 

complete. Self-assessment activities encouraged students to reflect on their experience of 
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providing care to women during their clinical placement. Immediately after completion of 

the third module, a survey link was sent to students to assess the quality of the intervention. 

Phase 3: follow-up 

A follow-up survey was conducted in July 2021, two weeks post-intervention (T2). 

All students were sent an email containing a survey link consisting of the same scale 

administered at T1. Students in the intervention group also answered closed and open-

ended questions regarding perceived impact and quality of the intervention. Students 

received a reminder email one week later and program convenors also reminded students to 

complete the survey. 

Description of control condition 

Students in the control group continued their usual classroom studies and completed 

the online survey on two occasions aligned with the intervention timeframe. After 

completing the second survey, students in the control group received a copy of the resource 

materials for their own self-directed learning. 

Ethical considerations 

Program convenors and participating students were provided with a small 

reimbursement in recognition of their time. Provision of financial incentives to participants 

may raise ethical concerns, such as undue inducement, biased enrolment, and exploitation 

(Resnik, 2015). However, payment is ethically appropriate if it is equitable and 

proportionate to the burden of research and does not contribute to participants feeling 

pressured to take part (NHMRC, 2019). Remuneration was nominal and varied according to 

group allocation. 



193 
 

Data collection tools and techniques 

The survey consisted of sociodemographic variables, clinical placement details, 

observed disrespect and abuse, and Students’ Perceptions of Respectful Maternity Care 

(SPRMC) scale (Dhakal et al., 2022). The SPRMC scale consists of 18 items in three 

subscales: Respectful care (10 items), Safety and comfort (5 items) and Supportive care (3 

items). Each item is scored on a Likert scale ranging from 1 to 5, with higher scores 

indicating higher perceptions. Reliability coefficient values (α) for the SPRMC scale was 

0.81. 

Observed disrespect and abuse 

Students were asked if they had observed any disrespectful or abusive care practices 

during their midwifery clinical practicum. If yes, they responded to a checklist containing 

15 yes/no examples of disrespect and abuse and an ‘other’ option. 

Perceptions of changed knowledge, attitude, and practice after intervention 

Four study-specific questions used a five-point Likert scale. 

Data management and analysis 

Each student developed a unique identification number, known only to them, 

consisting of their mothers’ initials and date of birth (e.g., MS14101974). This allowed 

matching of responses to determine changed scores from T1 to T2. The Internet Protocol 

(IP) number was deleted from the downloaded data file. 

Data were analysed using the IBM Statistical Package for the Social Sciences (IBM-

SPSS, Chicago, IL, USA) for Windows version 27. The Kolmogorov-Smirnov test was 

used to assess normality. Sociodemographic characteristics and clinical placement variables 

were examined using descriptive statistics. Background characteristics and baseline (pre-

test) outcome measures between control and intervention groups were compared using the 
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independent sample t test or the non-parametric Mann-Whitney U test. Corresponding p 

values and effect sizes are presented in Table 7.2. 

There were no missing data. Paired t-test was used to compare the effect of 

intervention within the group. The intervention effect between groups was assessed using 

Analysis of Covariance (ANCOVA) and non-parametric Wilcoxon Signed Rank test 

measured effects in the subscales. ANCOVA statistically controls covariates and Wilcoxon 

Signed Rank test converts scores to ranks and compares them at two times (Pallant, 2011). 

As a measure of intervention effect, means and standard deviations of the groups, two-sided 

p values, and effect sizes were reported. Partial eta square (ηp
2) value was interpreted as 

small (0.01), medium (0.06) or large (0.14) and Cohen’s d value was interpreted as small 

(0.2), medium (0.5), or large (0.8) (Cohen, 1988). Statistical significance was set at p < 

0.05. 

Results 

Of the 89 students, none refused to participate or withdrew their consent during the 

study. Figure 7.1 depicts the recruitment and retention of students throughout study. 

Participant characteristics 

Baseline characteristics of students and tests of homogeneity are presented in Table 

7.2. All students were female and unmarried. Mean age of students was similar 

(intervention group = 21.6, SD = 0.84; control group = 21.57, SD = 0.87). Although all 

students followed the same curriculum, clinical placement variables differed (see Table 

7.2). There was variation in duration of clinical placement due to COVID-19 pandemic 

restrictions. Students in the intervention group had completed 12 weeks of clinical 

practicum in midwifery. However, students in the control group had completed between 

eight to sixteen weeks of their midwifery clinical practicum (mean = 13.88, SD = 2.18). On 
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Table 7.2  

Characteristics of Participants and Their Clinical Practicum (n = 89) 

Variables  Total 

M ± SD/ n (%) 

Intervention  

(n = 40) 

M ± SD/n (%) 

Control 

(n = 49) 

M ± SD/ n (%) 

p-value/ effect 

size 

Age (years) 21.58 ± 0.85 21.60 ± 0.84 21.57 ± 0.87 0.65a/ 0.05 

Marital status  

Unmarried  

 

89 (100) 

 

40 (100) 

 

49 (100) 

 

- 

Clinical placement 

duration (weeks) 

13.0 3 ± 1.86 

 

12 ± 0.00 

 

13.88 ± 2.18 

 

<0.001a/ 0.52** 

Childbirths observed  17.47 ± 8.68 

 

10.48 ± 5.52 

 

23.18 ± 6.26 

 

<0.001a/ 0.75** 

Childbirths assisted  8.51 ± 6.08 

 

3.43 ± 1.5 

 

12.65 ± 5.18 

 

<0.001a/ 0.82** 

Clinical practicum#  

District hospital 

Teaching hospital  

 

24 (26.97) 

89 (100) 

 

0 (0) 

40 (100) 

 

24 (46.94) 

49 (100) 

 

- 

# Multiple responses, ** = p <0.001, a = Mann-Whitney U test 

Students witnessing disrespect and abuse during their clinical placement 

Students were asked if they had witnessed disrespectful and abusive care during 

their clinical placement (see Table 7.3). Around forty percent (n = 37, 41.6 %) reported 

observing at least one form of disrespectful care with over half of the control group 

observing more incidences (n = 26, 53.1%), ϰ2 (1, n = 89) = 4.92, p = 0.03, phi = -0.26. 

Almost all forms of disrespectful and abusive care were reported among the control group, 

many of whom (24 out of 49) were placed in district hospitals as well as teaching hospitals. 

Most frequent forms of disrespectful and abusive care were shouting at a woman (n = 31, 

34.8%), scolding a woman (n = 23, 25.8%), performing episiotomy without giving 

anaesthesia (n = 20, 22.5%), and performing a procedure without maintaining privacy (n = 

19, 21.3%). 
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Intervention effects 

Baseline perceptions of RMC 

The SPRMC scale was found to be internally consistent with reliability coefficient 

values (α) of 0.70 at pre-intervention and 0.82 at post-intervention. Baseline total mean 

SPRMC score was 76.44 ± 5.67 out of 90 (intervention group = 74.63 ± 6.00, control group 

= 77.92 ± 4.96). The magnitude of mean differences (mean difference = 3.29, 95% CI: 0.99 

to 5.60) was moderate (d = 0.60). There were significant differences between groups (p < 

0.05) except on the ‘Safety and comfort’ subscale of SPRMC. There was a significant 

difference in baseline SPRMC scores according to students’ placement in a district hospital 

(mean = 79.04, SD = 4.18) or teaching hospital only (mean = 75.48, SD = 5.86; t (57.7) = -

3.18, p = 0.002). 

Pre- and post-test score differences  

There was a statistically significant increase in total SPRMC scores within the 

intervention group from pre-test (mean = 74.63, SD = 6.00) to post-test (mean = 81.28, SD 

= 6.67) (t (39) = -9.13, p = <0.001) with a large effect size (d = -1.44). The mean increase 

in SPRMC scores was 6.65 (95% CI: -8.12 to -5.18). The intervention had a significant 

effect on SPRMC scores after controlling for baseline differences [F (1, 86) = 28.19, p < 

0.001, ηp2 = 0.25 (large effect size)] (see Table 7.4). A Wilcoxon Signed Rank test 

revealed a statistically significant increase in ‘Respectful care’ subscale scores following 

the RMC education intervention, z = -4.81, p <0.001, with a moderate effect size (r = 0.51). 

The median score on the ‘Respectful care’ subscale increased from pre-intervention (Md = 

40) to post-intervention (Md = 43). 
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Within the control group, there were no statistically significant differences overtime 

with respect to the total SPRMC mean scores, ‘Respectful care’ subscale and ‘Safety and 

comfort’ subscale but not ‘Supportive care’ (see Table 7.4). 

Table 7.3  

Observed Disrespect and Abuse (n = 89) 

Characteristic  Total 

n (%) 

Intervention 

n = 40 (%) 

Control 

n = 49 (%) 

Observed at least one form of disrespect and abuse  37 (41.6) 11 (27.5) 26 (53.1) 

Shouting at a woman 31 (34.8) 6 (15.0) 25 (51.0) 

Slapping a woman 9 (10.1) 1 (2.5) 8 (16.3) 

Pinching a woman 15 (16.9) 1 (2.5) 14 (28.6) 

Scolding a woman 23 (25.8) 5 (12.5) 18 (36.7) 

Performing a procedure without a woman’s consent  6 (6.7) - 6 (12.2) 

Performing a procedure without maintaining 

privacy  

19 (21.3) 4 (10.0) 15 (30.6) 

Performing episiotomy without giving anaesthesia 20 (22.5) 5 (12.5) 15 (30.6) 

Neglecting care of a woman  12 (13.5) - 12 (24.5) 

Discussing personal issues with others not involved 

in the care 

3 (3.4) - 3 (6.1) 

Discriminating against a woman 3 (3.4) - 3 (6.1) 

Not facilitating a woman to move and eat during 

labour 

1 (1.1) 1 (2.5) - 

Not providing a bedsheet for the woman  11 (12.4) - 11 (22.4) 

Not offering a woman choice of a companion 

during labour and birth 

15 (16.9) 4 (10.0) 11 (22.4) 

Not giving pain medication when requested  3 (3.4) - 3 (6.1) 

Separating mother and baby immediately after birth  3 (3.4) - 3 (6.1) 

Other  

Performing non-indicated episiotomy 

 

1 (1.1) 

 

- 

 

1 (2.0) 
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Table 7.4  

Effectiveness of RMC Education Intervention on Perceptions Towards RMC (n = 89) 

Variables  Group Mean ± SD Statistical 

test/ p-value 

F/z p value/ 

effect size Pre-

intervention 

Post-

intervention 

Total SPRMC  Intervention 74.63 ± 6.00 81.27 ± 6.67 -9.13/ <0.001c   

28.19 

< 0.001a / 

ηp
2 = 0.25** Control 77.92 ± 4.96 77.86 ± 6.23 0.77/ 0.94c 

Respectful 

care subscale 

Intervention  38.92 ± 4.86 44.15 ± 5.28 -5.38/ <0.001b   

-4.81 

 

< 0.001b / 

r = 0.51* 

Control  40.92 ± 4.09 41.37 ± 4.44 -0.86/ 0.39b 

Safety and 

comfort 

subscale   

Intervention  22.28 ± 1.68 23.0 ± 1.85 -2.31/ 0.021b*  

-1.09 

 

0.27b / 

r = 0.12 

Control  22.82 ± 1.74 22.69 ± 1.58 -0.79/ 0.43b 

Supportive 

care subscale 

Intervention  13.43 ± 1.92 14.13 ± 1.02 -2.86/ 0.004b*  

-0.41 

 

0.68b /  

r = 0.04* 

Control  14.18 ± 0.99 13.80 ± 1.29 -2.14/ 0.03b* 

a = ANCOVA, b = Wilcoxon Signed Rank Test, c = Paired t-test, ηp
2 = partial eta squared, r = rank-

biserial correlation, * = p < 0.05, ** = p < 0.001 

Impact of the intervention 

All students in the intervention group reported on the impact of RMC education (see 

Table 7.5). Thirty students (75%) reported they had a good understanding of RMC; most (n 

= 33, 82.5%) reported positive views about RMC; and two thirds (n = 26, 65%) reported 

that knowledge about RMC would be used during their practice. More than half of the 

students (n = 22, 55%) had greater awareness of disrespectful behaviour by health 

professionals during their clinical practicum. 
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Table 7.5  

Impact of the RMC Education Intervention (n = 40) 

Question Frequency n (%) 

How would you now rate your knowledge about RMC?  

Some knowledge of RMC  

Good understanding of RMC  

 

10 (25) 

30 (75) 

How would you now rate your attitudes towards RMC?  

New beliefs about RMC  

Positive views about RMC  

 

7 (17.5) 

33 (82.5) 

To what extent will you apply RMC principles in your practice?  

Most of them  

All of them  

 

14 (35) 

26 (65) 

To what extent will you be aware of disrespectful care by other health 

professionals during your clinical placement?  

Small degree  

Moderate degree 

Large degree   

 

 

3 (7.5) 

22 (55) 

15 (37.5) 

Discussion 

This is the first study to demonstrate positive effects of an online education 

intervention to improve students’ understanding of RMC in a resource-limited setting. This 

relatively brief intervention has potential generalisability to students in other LMICs. 

Unlike the few other studies on this topic, a reliable and valid tool was used to measure 

changes in students’ perceptions of RMC pre-and post-intervention. Use of the SPRMC 

tool will enable educators to assess the impact of their teaching, changes within and 

between student cohorts over time, and comparisons of student cohorts across countries. 

The intervention was timely with around 40 percent of students witnessing at least 

one form of disrespect and abuse of women during labour and birth, commonly shouting. 

This finding confirms concerns by WHO about the ongoing prevalence of abuse towards 

women and the need to urgently address such practices. Our findings correspond with those 



201 
 

by student midwives in Ghana who witnessed staff telling women to stop making noise 

during labour (78.6%), telling family to leave (76.4%), and shouting at women (68.8%) 

(Moyer et al., 2016). Likewise, health care providers in Ethiopia witnessed staff conducting 

vaginal examinations without privacy (39.1%), insulting and threatening women and their 

companions (31.3%), and separating women and their newborns after birth (28.1%) (Asefa 

et al., 2020). A study conducted in four LMICs revealed that 41.6% of women observed 

during labour and birth and 35.4% of surveyed women experienced disrespectful and 

abusive care (Bohren et al., 2019). Recent studies in Nepal reported that 70% (Thapaliya et 

al., 2021) and 100% (Ghimire et al., 2021) of women experienced at least one form of 

disrespect and abuse during facility-based childbirth. This suggests that students are 

practicing in a context where disrespectful and abusive care practices are prevalent which 

may adversely impact their provision of respectful care in the future. 

This intervention contributed to changed perceptions on most RMC items. The 

positive change in students’ perceptions towards RMC is consistent with previous studies 

that affirmed the positive effects of RMC workshops on care providers’ knowledge 

(Dzomeku et al., 2020; Ratcliffe et al., 2016; Wilson-Mitchell et al., 2018). Increases in 

perceptions and students’ willingness to use new knowledge in their future practice may 

improve respectful care in maternity facilities. For example, midwives in Tanzania reported 

that a RMC workshop helped them recognise their poor quality of care and attitudes 

towards women (Webber et al., 2018). Similarly, midwives’ application of RMC after 

education improved their relationship with women (Dzomeku et al., 2021). 

Successful recruitment and retention of students throughout the study, use of a 

control group, and administration of a reliable tool are significant methodological strengths 

of this study. Use of a control group adds rigour and improves on previous education 
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intervention studies (Afulani, Dyer, et al., 2020; Dzomeku et al., 2020; Mena-Tudela et al., 

2020; Ratcliffe et al., 2016; Wilson-Mitchell et al., 2018). Inclusion of a control group 

strengthens the causal inference by limiting bias (Schweizer et al., 2016). In addition, the 

two groups of students were similar in terms of age, and curriculum provided. Recent 

completion of clinical placement of all students during this study minimised recall bias 

(Althubaiti, 2016). However, the difference in clinical placement duration due to COVID-

19 restrictions, number of births observed, and placement of control group students (one 

site) in district hospital appeared to influence experiences. Our study assessed the outcome 

two weeks after the intervention, whereas other studies measured outcomes immediately 

post-intervention (Dzomeku et al., 2020; Ratcliffe et al., 2016; Wilson-Mitchell et al., 

2018). Although the sustained effect of the intervention is not known, differences at two 

weeks postintervention are promising. 

The intervention was developed after rigorous evaluations of available literature and 

fit for the context where it was implemented. This RMC education intervention was six 

hours duration and delivered through an online platform. Education sessions in other 

studies were conducted over two (Afulani et al., 2019) to four days (Dzomeku et al., 2020). 

However, shorter interventions have also been successful. For example, nursing and 

medical students in Spain reported improved perceptions of obstetric violence following an 

eight-hour seminar (Mena-Tudela et al., 2020). The current study provides further evidence 

that it is possible to improve perceptions towards RMC through education, discussion, and 

reflection. It is possible that intervention content could be shortened (e.g., removal of RMC 

timeline) but this needs to be tested. Furthermore, this accessible intervention has potential 

for teaching maternity care staff and further exploration is warranted to establish its 

effectiveness in this population. 
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The intervention included various teaching/learning strategies such as reflective 

activities, media clips, guided discussions, self-assessments, and case scenarios. Other 

studies have used media and reflection (Afulani et al., 2019; Hall & Mitchell, 2017; 

Ratcliffe et al., 2016; Webber et al., 2018), role play (Hall & Mitchell, 2016; Wilson-

Mitchell et al., 2018), group discussions (Abuya et al., 2015; Dzomeku et al., 2021; 

Wilson-Mitchell et al., 2018) and problem solving (Hall & Mitchell, 2017) to inculcate the 

concept of RMC. This study used three videos from Medical Aid Films (2015), TIME 

(2019), and Global Health Media Project (2020). Use of videos in nursing education is an 

effective instructional strategy to enhance the quality of clinical skills (Forbes et al., 2016). 

In addition, tasks needed to be completed between sessions. One assignment involved 

speaking with a woman who had given birth within two years about their experiences of 

RMC. Studies have found the inclusion of women sharing their experiences during an 

education intervention improved respectful and dignified care (Chadwick, 2012). Another 

task involved reflective writing based on the Bass Model of Holistic Reflection (Bass et al., 

2017). The relationship between introducing students to reflection early in their program 

and continued use after graduation has been established (Mann et al., 2009). Reflection 

helps to develop critical thinking and integration of theory and practice (Bass et al., 2017).  

Findings need to be considered in light of study limitations. Randomisation was not 

performed which might have biased results. However, it is often not feasible to conduct 

randomised controlled studies in some educational research (Gopalan et al., 2020). To 

minimise selection bias, students in the intervention and control groups were enrolled from 

colleges affiliated to same University, studying in same year, and following the same 

curriculum. Furthermore, participation and completion rates were high. However, at 

baseline, the number of births observed was higher in the control group. This difference did 



204 
 

not affect SPRMC scores but may have had undetermined effects that need to be considered 

in future research. Students’ self-reports may have been influenced by social desirability 

bias. However, to minimise this, students’ self-generated code was used to maintain 

anonymity and encourage openness and honesty. The intervention was limited to only one 

site with a small but adequate sample of nursing students and findings may not be 

generalised to other settings. As more students enrol and graduate from the Bachelor of 

Midwifery course in Nepal, future research could compare differences between midwifery 

and nursing students on their understanding and practice of RMC and the experiences of 

childbearing women. We did not measure changes in actual practice. Despite reported 

changes in students’ perceptions towards RMC, the carryover into clinical performance is 

unknown. Finally, due to financial and time constraints, it was not possible to undertake a 

longer follow-up and determine sustained effects.  

Conclusion 

This novel, brief, and accessible online education intervention improved students’ 

perceptions towards RMC in Nepal. This study adds to existing literature about 

effectiveness of RMC education targeting nursing students in LMICs. In addition, this 

study used a control group and reliable tool developed in a similar setting in Nepal. RMC 

content should be integrated into nursing and midwifery curricula and continuing education 

provided to maternity care providers. Future studies need to explore the sustained effect of 

education interventions on students’ perceptions towards RMC. As RMC is a global agenda 

and a component of quality care, this successful intervention can be replicated in different 

settings to enhance RMC and improve quality of maternity care. 
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Summary of the Chapter 

This chapter presented the findings related to the quantitative evaluation of an 

online education intervention to enhance students’ perceptions of RMC. This study used a 

quasi-experimental design and provided evidence of the significant positive effect of the 

intervention in enhancing students’ perceptions of RMC during labour and birth. There was 

a 100% participant recruitment rate from all the sites and no attrition at follow-up. 

However, there was insufficient evidence to confirm sustainability of the intervention due 

to the limited period of follow-up. The next chapter includes the descriptive and qualitative 

analysis of evaluation data on students’ perceptions regarding the education intervention. 
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Chapter 8  

Upskilling Nursing Students in Nepal: Evaluation of an Online Education Module for 

Promoting Respectful Maternity Care  

Introduction 

This chapter presents a descriptive and qualitative analysis of students’ evaluation 

of the quality and relevance of the online RMC education intervention. The open-ended 

responses regarding the intervention complemented the quantitative results and provided 

rich information about the intervention. 
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Upskilling Nursing Students in Nepal: Evaluation of an Online Education Module to 

Promote Respectful Maternity Care 

Abstract 

Objective: To explore Nepalese nursing student’s evaluation of an online education module 

on respectful maternity care.  

Design: Cross-sectional study. 

Setting: A medical college in Chitwan, Nepal. 

Participants: Forty third-year undergraduate nursing students. 

Methods: Over a three-week time frame, students undertook three, two-hour online 

education sessions about respectful maternity care. Students were then invited to complete 

a purposely designed evaluation survey with 13 Likert-scale and yes/no items, and eight 

open-ended questions about the quality, relevance, impact, and areas for improvement of 

the education module. Responses were analysed using descriptive statistics and qualitative 

thematic analysis. 

Findings: Students considered the education module to be useful and informative about 

respectful maternity care. More than half (60%) of the students agreed that the online 

delivery was more convenient than face-to-face, and learning was equivalent to a traditional 

class (87.5%). Most students (92.5%) reported that respectful maternity care is not 

explicitly covered in their degree. Students recommended that respectful maternity care be 

included in the curriculum and similar education offered to staff and women. Three themes 

from open-ended questions revealed: 1) empowerment through respectful maternity care; 2) 

motivation to initiate change; and 3) becoming a respectful clinician.  

Key conclusions and implications for practice: Respect is essential in all areas of maternity 

care for improved experiences and outcomes for women and babies. Participants considered 
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that the brief intervention improved their understanding of respectful maternity care and 

were inspired to implement change in their own practice to be more respectful to women. 

Curricula in all Nepalese institutions that offer pre-registration education should 

customarily include respectful maternity care. Further research about respectful maternity 

care from the standpoint of women, educators, students, and maternity care providers in 

Nepal is required.   

Keywords: Respectful maternity care, students, intervention, education, evaluation, online, 

survey 

Highlights 

• Women predominantly receive their maternity care from obstetric and student 

nurses in Nepal. 

• The elimination of disrespect and abuse of women is an important strategy for 

improving women’s experiences of maternity care, outcomes, and health-seeking 

behaviours across the globe. 

• As in all countries, education, and training regarding respectful maternity care of 

maternity care providers in Nepal must begin during pre-registration programs. 

• Nepalese nursing students positively evaluated the brief online education program 

and expressed a desire to practice respectful maternity care. 
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Introduction 

Respectful maternity care (RMC) is a fundamental right for all women and 

contributes to improved experiences and outcomes for mother and babies (Miller & 

Lalonde, 2015; White Ribbon Alliance, 2011; World Health Organization, 2018). 

Disrespectful and abusive care of women during labour and birth is associated with low 

satisfaction with childbirth (Kujawski et al., 2015), complications during childbirth (Raj et 

al., 2017), and a reduction in women’s future uptake of health care in facilities (Ishola et 

al., 2017; Kujawski et al., 2015). The impact of negative childbirth experiences on women 

may be long lasting (Windau-Melmer, 2013) and may be associated with persistent 

distressful memories (Waldenstrom & Schytt, 2009), postpartum depression (Bell & 

Andersson, 2016) and development of post-traumatic stress disorder (Bell & Andersson, 

2016).  

Promotion of RMC requires multi-level interventions. Education strategies need to 

target the knowledge, skills, and behaviours of clinicians involved in maternity care. 

Interventions for reducing disrespect and abuse of women also need to target health care 

facilities and systems, as well as the community (World Health Organization, 2018). 

Recent studies from Nepal report high rates of disrespect and abuse in maternity care with 

around 70 percent (Thapaliya et al., 2021) and 100 percent (Ghimire et al., 2021) of 

participating women reporting at least one form of disrespect and abuse during labour and 

birth. The varying rates of disrespect and abuse reported across studies may be related to 

heterogeneity in the definition of disrespect and abuse, and variation in samples and 

settings. However, what is clear is that disrespect and abuse of women by health care 

providers during labour and birth is endemic in Nepal and should be targeted by clinicians, 

facilities, education institutions, and the community as a key area of change.  
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The Nepal Government formally recognised the importance of RMC in legislation 

following incorporation of RMC in the Safe Motherhood and Reproductive Health Rights 

Act in 2018 (Ateva, 2019). Various strategies have been proposed to improve women’s 

experiences of maternity care. One educational strategy involved the revision of a training 

manual for all maternal and newborn health providers to include RMC and human rights 

information (Ministry of Health and Population, 2021). However, to date, there has not 

been any published evaluation of effectiveness. Other staff education interventions to 

promote RMC have included values and attitudes transformation workshops (Abuya et al., 

2015), RMC workshops (Dzomeku et al., 2021; Mihret et al., 2020; Ratcliffe et al., 2016; 

Webber et al., 2018; Wilson-Mitchell et al., 2018), obstetric violence seminars (Mena-

Tudela et al., 2020), and integrated simulation based training (Afulani et al., 2019), and 

clinical staff mentorship (Abuya et al., 2015; Kujawski et al., 2017; Mihret et al., 2020). Of 

these strategies, few have assessed participants’ perceptions of the education or changes in 

clinical practice after completing an educational intervention (Afulani et al., 2020; Asefa et 

al., 2020; Dzomeku et al., 2021; Dzomeku et al., 2020; Webber et al., 2018). 

Predominantly, educational interventions have been conducted with clinical staff (usually 

midwives and nurses) working in maternity services, leaving a gap in our understanding 

about pre-registration RMC education for students.  

Undergraduate midwifery education has only been recently introduced in Nepal. 

Maternity care is predominantly provided by obstetric nurses. Nursing students learn about 

maternity care during their studies and clinical placements and possess a varied 

understanding of what constitutes quality, safe maternity care. RMC is not explicitly 

addressed in undergraduate nursing curricula.  
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This study was conducted during COVID-19 pandemic. Many universities offered 

online education to maintain social distancing requirements during COVID-19 (Downer et 

al., 2021). Online education bridges “the space between the teacher and the student through 

the use of web-based technologies” (Singh & Thurman, 2019, p. 293). A scoping review on 

online learning and teaching approaches in midwifery revealed that online education was 

easy to access and enjoyable to students, and has the potential to enhance their learning 

experiences, and improve their clinical and creative thinking skills (Downer et al., 2021). 

Of the different online learning approaches, synchronous online learning offered 

pedagogical benefits in terms of reducing loneliness and enhancing interaction (Bramer, 

2020). There is a lack of online education intervention studies to enhance students’ 

perceptions of RMC. We therefore developed, implemented, and evaluated the 

effectiveness of a synchronous online education intervention to enhance undergraduate 

nursing students’ perceptions of RMC towards women during labour and childbirth. Effects 

of the education modules on students’ knowledge and attitudes has been published (Dhakal 

et al., 2022). To address an identified gap in the literature, the current paper reports on 

students’ evaluation of the quality, relevance, impact, and suggestions to improve the RMC 

education intervention.  

Brief description of the RMC intervention 

The intervention consisted of three modules of two hours each and was offered in 

addition to the students’ usual program of study. A detailed description about the content, 

teaching activities, and outcome measures is published elsewhere (Dhakal et al., 2022). In 

summary, Module 1 introduced the domains of RMC, the relationship between RMC and 

quality of care, and universal rights of childbearing women. Module 2 addressed common 

disrespectful practices during labour and birth. Module 3 explored the consequences of 
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disrespectful care and strategies to promote RMC and practice RMC. At the end of the 

session students were asked to complete a written reflection on a situation they witnessed 

involving disrespectful or abusive care to women during their clinical practicum. A guide 

for reflective writing developed by Bass et al. (2017) was used by students to foster deep 

level thinking.  The Bass Model of Holistic Reflection includes guidance and prompts to 

assist in the development of midwifery students’ reflective practice (Bass et al., 2017). An 

intervention study among midwifery students conducted in Australia concluded that the 

model improved scores in reflective writing (Sweet et al., 2019). Modules were delivered 

online using Microsoft Teams and facilitated by the first author. Students were provided 

with pre-reading materials and other resources before each module. Although the 

intervention was developed in English, both Nepali and English languages were used for 

the training to help the students understand concepts. Educators and students in Nepal use 

English language textbooks and all written assessments are conducted in English.  

Aim 

To explore Nepalese nursing students’ evaluation of the quality, relevance, impact, 

and suggestions to improve an online education module on respectful maternity care.  

Methods 

Design and Setting 

A cross-sectional descriptive evaluation design was used. Descriptive designs 

systematically describe a phenomenon or situation by exploring ‘what, when, where, and 

how’ research questions (Polit & Beck, 2017). We were interested in understanding how 

students perceived the intervention in terms of quality of content and structure, the 

suitability of the delivery mode, areas of improvement, and impact on student learning.  
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The participating site was a private medical college associated with a 750-bed hospital 

situated in Province 3 of Nepal. Province 3 has three metropolitan cities, one sub-

metropolitan city, 41 municipalities and 74 rural municipalities. This medical college offers 

various undergraduate and postgraduate medical, nursing, and allied health science 

programs. Approximately 100 undergraduate and postgraduate nursing students graduate 

each year from this college 

Sample 

A total of 40 Bachelor of Science in Nursing (BSN) third year students participated 

in the educational intervention. The BSN is a four-year program and contains midwifery 

subjects in the third year. Participating students had recently completed or were completing 

their midwifery clinical practicum.   

Data collection techniques 

Data collection occurred online in line with COVID-19 restrictions. The nursing 

education program convenor in Nepal informed students about the study and how to access 

the links to give consent, participate in the intervention, and evaluate their experience.  

Participating students were asked to send an email after each online (synchronous) 

session addressing key messages they had learnt and any issue requiring further 

exploration. Immediately after completion of the final module, students were sent an email 

containing a survey link on LimeSurvey to evaluate their perceptions of the content and 

structure, delivery method, relevancy, and suggestions for improvement. The anonymous 

survey consisted of 13 items requiring Likert scale and yes/no responses, as well as eight 

open-ended questions. LimeSurvey software is flexible and accessible, allows uploading of 

various question types, and collects responses anonymously. The evaluation occurred in 

July 2021.      
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Ethical considerations 

Approval was obtained from the relevant University Human Research Ethics 

Committee (GU: 2021/225) and Nepal Health Research Council (ref. 3165). Permission 

was obtained from the participating college. Student participants completed the RMC 

modules and evaluation outside of formal class time and participation was voluntary. In 

recognition of students’, they were offered a small monetary token of appreciation 

(equivalent to five US dollars) for participating. Participants gave consent for their de-

identified feedback to be analysed and published. 

The first author, who was based in Australia, developed and delivered the online 

intervention and collected evaluation data. The program convenor in Nepal was paid a 

modest honorarium to provide advice on module content and delivery and inform students 

about the study and how to access the links. The convenor had no direct involvement in the 

research. The modules were offered as a free, additional learning opportunity. There was no 

formal assessment associated with the intervention and students’ participation did not 

impact on their course grades. Students were aware right to withdraw at any time without 

negatively impacting their studies. Administration of the online survey was anonymous to 

ensure confidentiality. The first author was not part of the teaching team, minimising the 

possibility that participation in the study could influence the students’ relationship with 

their university or the lecturer-student relationship impacting the results of this study 

(Comer, 2009).  

Data management and analysis 

The Statistical Package for the Social Sciences (SPSS) for Windows version 28 was 

used to analyse the quantitative items and produce descriptive statistics (frequencies and 

percentages). The open-ended responses were analysed thematically.  
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Open-ended responses were imported into a Microsoft Word document for coding. 

Microsoft Word documents have features for highlighting and labelling text with the use of 

comments. The comments were then extracted into a table for thematic analysis using an 

inductive approach, consisting of six phases (Terry et al. 2017). The phases were – 

becoming familiar with the data, generating codes, constructing themes, reviewing potential 

themes, defining and naming themes, and producing the report (Terry et al. 2017). The first 

author is Nepalese, had worked previously in the research setting and was familiar with the 

college environment and participants’ theoretical and clinical program. Data were read and 

reread to ensure familiarity. Coded data were grouped into relevant subthemes and themes. 

Data were reviewed and coded independently by the first author and second author. 

Inconsistencies were discussed during research team meetings. The final stages of analysis 

involved all authors reviewing and confirming the themes and subthemes in relation to the 

coded extracts. Final categories were decided after discussion by the research team. To 

foster dependability, the author put aside her own experiences of learning about and 

practising RMC towards women during labour and birth during analysis and focused on the 

experiences of participants. Further, independent coding and team discussion of initial 

codes and categories helps to enhance the credibility and dependability of the findings. 

Formulated categories and quotes from different participants are presented to add 

transparency, and help readers evaluate the authenticity and interpretation of data, 

enhancing interpretive rigour (Fossey et al., 2002). 
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Findings 

Sample characteristics 

All eligible students (n = 40) responded to the survey. The mean age of students 

was 21.6 years (SD = 0.84, range = 20-23). The descriptive statistics are presented first 

followed by the thematic analysis of open-ended responses.   

Quality and relevance of the RMC education intervention 

Students rated each aspect of the RMC education intervention. 

1. Adequacy of the intervention 

Almost all students agreed that the intervention contained sufficient information to 

understand the concept of RMC; the content met their learning needs; was easy to 

understand; included sufficient references to support learning; encouraged confidence about 

offering RMC in practice; and the overall appearance of the information was appealing (see 

Table 8.1) More than half (60%) of the students agreed that online delivery was more 

convenient than attending a traditional class and most students (87.5%) agreed that online 

administration allowed them to learn as they would in a traditional class. 

  



227 
 

Table 8.1  

Students’ Responses on Adequacy of the RMC Education Intervention  

Statement   Strongly 

disagree 

n (%) 

Disagree 

n (%) 

Unsure 

n (%) 

Agree 

n (%) 

Strongly 

agree 

n (%) 

1. The modules contained 

sufficient information 

1 (2.5)   13 (32.5) 26 (65) 

2. Content met my learning needs 1 (2.5)   19 (47.5) 20 (50) 

3. Content was easy to understand    17 (42.5) 23 (57.5) 

4. The modules included sufficient 

references or links to other 

resources to support my 

understanding of RMC 

   19 (47.5) 21 (52.5) 

5. Attachments and links 

functioned correctly 

   17 (42.5) 23 (57.5) 

6. I liked the overall appearance of 

the content 

  1 (2.5) 16 (40) 23 (57.5) 

7. The modules improved my 

confidence about RMC 

   16 (40) 24 (60) 

8. Online administration was more 

convenient than attending a 

traditional class 

 5 (12.5) 11 (27.5) 22 (55) 2 (5) 

9. The online administration 

format allowed me to learn as 

much about this topic as a 

traditional class 

  5 (12.5) 29 (72.5) 6 (15) 

2. Relevancy 

Most students (92.5%) reported the intervention was very relevant to their current 

course and all agreed that the modules were useful. All students reported that the 

information gained about RMC would be used to enhance their clinical practice. All 



228 
 

students agreed that they would recommend the modules to others. Specific reasons for 

their recommendation are presented in Table 8.2. 

Table 8.2  

Reasons for Recommending the RMC Education Modules  

Theme Frequency 

(n%) 

Examples 

Important topic 

to know 

15 (37.5) Very important for us to provide care for women and help 

them to feel comfortable.  

Every woman has the right to respectful maternity care. So, it 

is very important for health workers ... to have knowledge in 

this area. 

Contained 

sufficient 

information to 

enhance 

knowledge 

14 (35) This course describes midwifery as the complete package of 

care, respect, and effective learning regarding maternity 

care.  

In our curriculum there is not enough learning regarding 

RMC. Furthermore, it is not frequently asked in exams. So, it 

is an important and useful but hidden topic of our course. I 

am pleased to learn more about RMC.  

Improve quality 

of maternity 

care 

11 (27.5) This course will enhance and promote respect and dignity ... 

in clinical practice. Others will also benefit from this 

[intervention] and as a result maternity services will be 

strengthened throughout different hospitals.  

… this RMC course teaches us how to provide maternal care 

respectfully to women and families which as a whole will 

uplift the health status of the nation and world. The course 

teaches us the consequences ... if RMC is not provided. 

3. Most and least useful topics  

Most students (60%) noted that the content was useful. Specified topics such as 

RMC domains (15%), categories of disrespect and abuse (12.5%), and ways to promote 
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RMC (10%) were reported as most valuable. Several students indicated the timeline of the 

RMC movement (12.5%), and abandonment of care (5%) were least useful. 

4. Suggestions for further improvement 

Almost half of the students (47.5%) said the intervention did not require further 

improvement. However, one fifth (20%) of students suggested including practical sessions 

to make the intervention more meaningful, and 7.5% suggested including videos and 

scenarios for the local context. Two students recommended shortening the course; 

involving participants more; using face-to-face delivery in addition to online; and managing 

technical problems better.  

Qualitative analysis of students’ perceptions of impact 

We identified three main themes from the open-ended survey responses: 1) 

empowerment through RMC; 2) motivation to initiate change; and 3) becoming a respectful 

clinician. 

1. Empowerment through RMC 

Overall, students felt empowered by having a better understanding of RMC after the 

intervention. This theme is categorised into four subthemes.   

Unknown to known 

Students acknowledged a lack of awareness about RMC before the intervention and 

found it to be informative and interesting. Students also reported that they had not known 

about the presence of abandonment and detention in maternity care. 

RMC was a new, informative as well as an interesting topic. (HP06011978) 

I did not know about abandonment of care and detentions in facilities ... this was new 

learning. (ST15061972) 

From now on I will realise the importance of RMC to the pregnant mother (RS12111968) 
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Understanding respect 

Students provided some examples about their understanding of respectful care. For 

instance, RMC was not just about providing care to women, it includes respecting and 

supporting families, and the way care providers communicate with women. Furthermore, 

care providers need to be mindful that respectful care is their responsibility, and they need 

to respect women at all times. 

Respectful maternity care isn’t only providing good service and respectful behaviour to 

women, it also comprises giving respect and accepting the involvement of her family as 

well. (KR04071981) 

Respectful maternity care is ... also about the way we talk to the mother when she is in 

labour. In labour ... she may scream, shout, and sometime hit people around her but that 

does not mean we also start to talk to her in the same manner. (KP10011970) 

Consequences of disrespect 

Students understood various consequences of disrespectful and abusive behaviour to 

women including, fear and anxiety, reduction in self-esteem, and postpartum depression. 

Furthermore, students believed the reputation of the health facility is a reflection of the care 

provider’s behaviour. 

I now know that disrespectful behaviour toward women in labour may affect her coming to 

the facility in the future. Non-attendance has serious complications like postpartum 

depression or fear of childbirth. (MS06101980) 

During the time of pregnancy women go through various psychological changes which 

need strong support of care provider. So, mistreating or being rude to her reduces her self-

esteem and make her weak. (SP19051958) 
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Importance of RMC 

Students expressed that RMC improves maternal and newborn health outcomes. 

They understood that small gestures by care providers like smiling, listening, and valuing 

women, enhanced their birthing experience. One participant highlighted that although RMC 

greatly impacts women’s lives, care providers can forget to implement RMC if they are 

unaware of its impact. 

I found that even small things like listening to them [women] and talking with a smile can 

make their birthing experience wonderful. (JS14041975) 

RMC is very simple and respects mothers’ dignity and choices which imparts a great 

impact on their life, yet many health workers forget about it. (RS04201979) 

2. Motivation to initiate change 

The RMC education intervention helped students to identify what constitutes 

disrespectful care and motivated them to provide RMC approaches. This theme is 

categorised into four subthemes. 

Reflection on previous care 

Students acknowledged that the intervention helped them to reflect on disrespectful 

care practices that were prevalent in their clinical setting. In addition, students realised that 

they used to believe some of the disrespectful and abusive practices were a normal part of 

care. 

The intervention helped us to distinguish respectful maternity care among the care 

provided by us. (HP06011978) 

I got to know that hitting or screaming at a woman even though they were not cooperative 

is not allowed. (UP29121980) 
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Students further reported that the intervention provided them the opportunity to 

identify their poor quality of care and realise the need for improvement. 

Before this intervention I used to discuss the delivery cases [sic] I conducted with my other 

friends and staff but now that I’m aware about RMC I will not share any private 

information of any women to others and respect their privacy. (UP29121980) 

My attitude towards maintaining privacy and confidentiality has changed because to some 

extent confidentiality was not maintained from my side. (ST15061972) 

Feeling able 

For some, the intervention helped them to feel more able to provide respectful care 

as they could now distinguish between respectful and disrespectful care. 

Now I can provide quality care to patients [sic] by maintaining their dignity and privacy. 

(LB31081980) 

I can provide efficient RMC after completing these modules. (HR16011979) 

Inspired to change 

Students understood the concept of RMC and were motivated to change their 

practice in various ways to enhance women’s experience of respectful care. Students 

realised that women need love, support, and care and expressed a desire to apply this in 

their future practice. 

From now onwards I will always practice RMC practices and create a difference. 

(SD01091981) 

I will ask women for permission and wait for her response from now on. (MS06101980) 

I will be humble towards women and cooperate well with her. (MT06081979) 

One student reported to alleviate pain she would now use anaesthesia before 

perineal suturing. This indicated that suturing without anaesthesia was routine practice in 
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their clinical setting. 

I will now suture vaginal tear[s] with anaesthesia (KG14091979) 

Keeping it going 

Students wrote that they would apply respectful care despite the situation or 

women’s behaviour towards them. Students expressed a desire to practise respectful care 

and make it their responsibility. 

I will not scold or use any harsh words to the women even though she is uncooperative. 

(UP29121980) 

I will try to keep myself calm even when the patient is not in a state to cooperate. 

(KR04071981) 

I will try to not scold them [women] even if they behave badly towards us. (RS20041979) 

There is no provision for one-to-one support during labour and birth in most 

hospitals of Nepal. In particular, husbands are not permitted to attend labour and birth to 

maintain the privacy of other women. One student reported that she will advocate to 

include women’s companions of choice for continuous support during birth. 

I will encourage and raise my voice in favour of involving a companion as it will help and 

support women ... lessen the pain and ease the birthing process. (GU24051975) 

3. Becoming a respectful clinician 

Students made various responses about activities that maternity care providers could do 

more often to enhance RMC in their clinical practice. The responses have been categorised 

into two sub-themes. 

Transformation in care providers 

Students highlighted the need for change among care providers in relation to their 

knowledge, and development of positive attitudes towards RMC. 
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Knowledge about RMC needs to improve so that they [staff] respect women's feelings, 

choices, and preferences; and maintain the women's privacy and confidentiality. 

(GP25031979) 

All health workers should develop positive attitudes towards maternity care and avoid 

disrespectful and abusive behaviour. (NB02091970) 

Furthermore, students suggested that maternity care providers need to cease 

disrespectful care practices towards women such as verbal and physical abuse, 

discrimination based on sociocultural attributes, non-confidential care, and lack of privacy 

to enhance RMC in clinical settings. 

Talking to a woman and her family with greater respect and dignity. (KR04071981) 

No physical abuse like pinching, during labour pain. (KS02071965) 

Respect a patient’s cultural beliefs and values. (PA15091974) 

Maintain the privacy of every woman. (HP06011978) 

Furthermore, most students reported that staff need to provide adequate information 

about the labour process, procedures, risk and benefits, and birth options to women as well 

as their family and that consent should be obtained. In addition, staff need to develop a 

capacity for active listening, and respond sensitively to women’s and their families’ doubts.  

Explain every procedure before performing. (SP19051958) 

Findings should be provided to both women and family members about progress. 

(MT06081979) 

They should explain about procedures in simple language. (PGM26121980) 

Ask for the women's permission before doing any procedure, and actively listen for their 

response. (MS06101980) 
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Supportive environment for all 

RMC requires not only a supportive environment for women but for staff as well. 

Maternity care providers need an enabling and supportive work environment to promote a 

culture of respectful care towards women and their families. Students suggested the need 

for cooperation and coordination among care providers and good supervision from unit 

managers to ensure women receive respectful care. 

Some students indicated that staff need to provide a calm and homely environment 

for women to enhance their experiences of care. Women during labour can experience fear 

and anxiety. Therefore, provision of a relaxed and familiar environment was important to 

support physiological labour and birth (Stark et al., 2016).  

A calm environment should be created (MT06081979) 

To provide maternal care services in ... a well-mannered way in a homely environment. 

(KS02071965) 

Discussion 

There are few published interventions to improve knowledge and practice of RMC 

among undergraduate midwifery/nursing students placed in maternity settings. Data 

generated from the evaluation survey about quality and relevance helped us to understand 

the strengths and weakness of the education intervention. The qualitative analysis of 

students’ experiences added valuable insights regarding the impact of the educational 

intervention and how this might translate to the clinical setting. The findings also inform 

future online strategies in Nepalese nursing education. 

Findings revealed that the RMC modules enhanced students’ understanding and 

motivation to practice RMC into the future. The learning activities helped students to 

reflect on witnessing disrespectful behaviours towards women during their clinical 
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practicum and the changes needed to create a supportive environment for all. WHO (2018) 

argues that the provision of RMC requires not only effective interpersonal communication 

but changes at the system level such as adequate staffing and supplies, supervision and 

monitoring, provision of infrastructure and implementation of policies. For example, the 

student comment about non-use of anaesthesia when suturing may relate more to cost and 

lack of availability than an intention to harm women. But this scenario also highlights the 

need for basic medical supplies to be available. Students interpreted how things were, 

including current conditions within health care services. Their comments suggest that, 

given appropriate training and support, health care providers could be motivated to change 

their practice. This is similar to findings from another study where midwives from Ghana 

realised after participating in RMC workshops that they were providing poor quality of care 

and acknowledged how training helped to improve their behaviour towards women 

(Webber et al., 2018).  

Findings revealed that students had not only observed birthing women experiencing 

various forms of disrespect and abuse but had perpetrated such behaviour themselves. A 

survey of midwifery students from Ghana also reported that most had observed 

disrespectful care during their clinical practicum (Moyer et al., 2016). However, students in 

Ghana were not asked about their practice and it is likely they also behaved in disrespectful 

ways towards women as part of the cultural norm. In one study, students believed that 

dignified and respectful behaviour towards women was undermined by repeated exposure 

to negative practice and behaviour (Kyle et al., 2017). An interesting finding in the current 

study was students’ continued use of patriarchal language such as ‘allow’, ‘handle’ 

‘delivery’, and ‘patient’, with reference to women in their care. These words, along with 

others like ‘managing’, ‘conducting’, and ‘risk’ reflects perceptions about who has power 
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in the midwife-woman relationship (Leap & Hunter, 2016). The use of these terms may 

also be a reflection of the words used by the staff or educators. Care providers’ language 

impacts women’s experiences of care and can hinder their involvement in decision making 

(Mobbs et al., 2018). Although students embraced the concept of RMC, there is a clear 

need for ongoing critical reflection on their use of language to communicate their respect 

for women’s rights and participation in their care. 

Participating students acknowledged that RMC was a new topic for them, and the 

education enabled them to gain an understanding of its importance and impact to women 

and newborns. A study that used informal feedback from students six months after a 

maternity care workshop revealed increases in awareness about dignity and respect and 

improvement in practice (Hall & Mitchell, 2017). Nursing students in Nepal are taught 

some aspects of RMC such as how to maintain privacy, communicate respectfully, provide 

adequate information, and obtain consent before any procedure but curricula do not 

explicitly address RMC. Having found this intervention useful and appropriate, students 

highlighted the need to incorporate RMC content in their program.  

In the context of COVID-19, the intervention was administered online and included 

videos demonstrating how to provide RMC. However, students suggested the need to 

develop resources for the local context. This suggestion aligns with findings from a study 

on nursing students’ perceptions of a web-based biological sciences intervention that used 

quizzes, a glossary with audio resources, and videos which was found to support learning 

(Koch et al., 2010). Students in the current study reported that synchronised online RMC 

education was convenient and effective. In line with this, medical students in another study 

reported that synchronised online sessions were less time consuming and improved their 

performance (Khalil et al., 2020). Another study reported that students felt secure and 
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confident about asking questions in synchronised online classes (Bramer, 2020). 

Participating students also suggested wanting feedback and more practical activities. This 

aligns with the work of other educators who reported that effective online learning may be 

enhanced through continuous engagement of students and promotion of two-way 

communication (Downer et al., 2021).  

Although students were encouraged to participate in a range of activities to promote 

transformational learning such as reflective activities, discussions, and reflective writing, 

inclusion of practical sessions may support deeper learning. Critical reflection enables 

students to explore new ways to practice using respectful approaches (Tsimane & 

Downing, 2020). Students’ increased use of reflectiveness builds self-confidence, 

competence, and empowerment (Tsimane & Downing, 2020). Providing practical sessions 

would enable students to apply new learning and develop competence which would further 

enhance their practice. For instance, inclusion of simulation as a teaching method helps to 

enhance knowledge, motivate thinking and reflection, and develop technical and relational 

skills (Martins et al., 2018). Simulation in midwifery education helps students prepare for 

clinical experiences and improve their communication skills (Ruyak et al., 2018). Students 

in one study suggested that role play, simulation, patient experience, case studies/scenarios, 

and empathy exercises would enhance their understanding and practice of dignity in care 

(Kyle et al., 2017). Incorporation of role play, demonstration, and simulation methods may 

enhance the RMC modules, but this needs further testing.   

Strengths and Limitations  

This evaluation of a brief education intervention was limited to nursing students 

enrolled in one medical college however, the findings may be transferable to other student 

obstetric nurses and educational facilities, particularly in LMICs. Responses from all 
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students reduced the possibility of non-response bias (Nulty, 2008). The high response rate 

might be due to the use of a reminder email, brevity of the survey, and the nominal 

incentive to participants. Students participated in the online sessions in their own time 

which may reflect a high level of motivation to learn. Given this investment of time, these 

students may be more likely to perceive the intervention positively than other students 

learning about RMC as part of their program. The findings are limited to the data collected 

(open-ended questions in a survey). Conducting in-depth interviews or focus group 

discussions with students may have provided richer data about their experience of RMC in 

education and practice. Although self-reports have the potential for social desirability bias, 

students were informed that the survey was voluntary, anonymous, and confidential. In 

addition, students were reminded to express their honest and objective opinions as their 

feedback would help to improve the education modules. The evaluation did not measure 

changes in practice. However, some students realised their behaviour was disrespectful 

towards women and expressed a desire to change their practice. Future research could 

consider direct observation of changes in students’ practice and women’s experience of 

care post-intervention. Furthermore, a one-off intervention may not bring sustainable 

positive change in quality of care. This may require systems level thinking and action 

(Onyango-Ouma et al., 2001).  

Conclusions 

Our results suggest that this brief online RMC education intervention positively 

enhanced nursing students’ understanding, helped them reflect on their approach to care, 

and encouraged them to promote RMC in health care facilities. Students appreciated the 

online format but suggested the inclusion of experiential activities for skill development. 

Elements that students regarded as important included identifying disrespect and abuse and 
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developing an understanding of the nature and consequences of RMC. Students 

recommended the integration of RMC in their curriculum and the need to extend the 

intervention to all maternity care providers, and women to improve maternity care. Future 

research should examine the impact of the intervention on clinical practice among students 

and its sustainability, and women’s experience of care.
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Summary of the Chapter 

This chapter presented responses of students regarding the quality and relevance of 

the intervention and their perceptions of change to practice. Findings from this qualitative 

analysis suggested some promising impacts of the intervention in improving students’ 

understanding of RMC. The intervention helped participants to reflect on their own 

behaviour and that of staff that may relate to disrespect and abuse towards women. The 

findings extended our understanding regarding the effectiveness of a brief online education 

intervention and its feasibility in a LMIC. Students and the program convenor valued the 

intervention. The next chapter presents a discussion of findings from this doctoral program, 

conclusions, strengths, and limitations, as well as recommendations for education, practice, 

and research. 
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Chapter 9  

Discussion, Conclusions, and Recommendations 

The findings from this doctoral research were presented in six manuscripts, each 

with their own discussion, conclusions, and recommendations. This chapter synthesises the 

findings and contextualises these with the current literature. This chapter discusses the 

importance of RMC as a global priority, the ways in which RMC reflects the low status of 

women in LMICs, the need to build a sustainable maternity system for the provision of 

RMC, the contribution of measuring students’ understanding and practice of RMC, and the 

need for accessible education that fosters transformational learning. The original program 

of work was revised due to restrictions incurred by the COVID-19 pandemic, limiting the 

scope and potential impact of the research. These challenges are discussed. Strengths and 

limitations of the program of work and recommendations for practice, education, and 

research are embedded within the discussion. 

Implementing RMC is a Global Priority 

My original doctoral program of work focused on exploring women’s experience of 

RMC and measuring midwives’/nurses’ understanding and practices of RMC. The findings 

of the planned study were to inform the development and evaluation of a workplace 

intervention for midwives to promote RMC. While the current research with students lays 

an important educational foundation on which to develop students’ practice, future research 

must continue to improve midwives’ understanding and practice of RMC and underpin 

organisational change to facilitate such practices.  

Various efforts have been made in the past two decades to improve maternal and 

neonatal health outcomes in LMICs by increasing facility-based birth with skilled 

attendants (World Health Organization, 2016). Although the number of births in health 
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facilities in many countries has increased substantially, the quality of care varies. Although 

Nepal has made significant progress in reducing maternal mortality from 539 per 100,000 

in 1996 to 239 per 100,000 live births in 2016, it is still high compared to high-income 

countries (World Health Organization, 2019). Furthermore, in the decade between 2006 and 

2016, the proportion of women who gave birth in a health facility in Nepal increased from 

18% in 2006 to 36% in 2011 and 57% in 2016 (Ministry of Health et al., 2017). However, 

this strategy has also coincided with the ongoing prevalence of various forms of 

disrespectful and abusive care experienced by women during facility-based childbirth in 

Nepal (Ghimire et al., 2021; Gurung et al., 2021; Pathak & Ghimire, 2020). It is possible 

that upskilling and supporting the role of traditional birth attendants in conjunction with 

improving the quality of health care facilities may offer better care (without abuse) and 

similar maternal outcomes than the drive towards facility-based care only. 

The first State of the World’s Midwifery Report (2011) highlighted three pillars of a 

strong midwifery workforce: education, regulation, and professional association. Of these, 

high quality education that meets the ICM global standards (International Confederation of 

Midwives, 2019, 2021) is required to improve the quality of care. In particular, an increased 

commitment to, and investment in, the education, recruitment, deployment, retention, and 

support of midwives is required to reduce maternal mortality in line with 2030 targets 

outlined in the Sustainable Development Goal 3 (United Nations, 2015). However, 

midwifery and nursing pre-service education in many LMICs may not adequately address 

the competencies that would enable the workforce to provide high quality maternity care 

(Nove et al., 2021). This was indeed the case in the current study, where students perceived 

that some staff did not understand or demonstrate RMC. Furthermore, students themselves 

reported no previous knowledge of RMC. This finding highlights the need for a review of 
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curricula in Nepal to include content about RMC to promote students’ understanding and 

practice of respectful care in maternity services as well as the inclusion of RMC in 

professional development activities for midwives and nurses. 

In Nepal, an accredited Bachelor of Midwifery degree commenced in 2016 but with 

very small enrolments (Birdsall, 2021). Few women have benefitted or have easy access to 

professional midwives who are educated, licensed, and regulated to meet the ICM Global 

Standards for Midwifery Education (International Confederation of Midwives, 2021) and 

Essential Competencies for Midwifery Practice (International Confederation of Midwives, 

2019). Most educators teaching midwifery in LMICs are nurses and are often not trained 

according to ICM global standards (Bogren et al., 2012). In order to promote RMC, 

educators and clinicians in Nepal and other LMICs need to complete continuing 

professional education to better understand and implement RMC. 

Despite RMC initiatives outlined in the Safe Motherhood and Reproductive Health 

Act by the Government of Nepal since 2018 (Ateva, 2019), outcomes of policy 

implementation are not promising given students’ observation of disrespect and abuse, and 

ongoing complaints by women. Understanding women’s experiences of facility-based 

childbirth is crucial to improving overall quality of care (World Health Organization, 2016) 

and requires further research. Further research should also focus on midwives’/nurses’ 

understanding and practice of RMC as a baseline measure to identify areas for 

improvement and demonstrate change over time. Strategies to encourage peer mentoring 

and reflective practice among care providers could be included to enhance promotion of 

RMC in clinical settings. Ongoing research with students in the clinical setting could 

explore the quality of supervision provided by registered midwives/nurses and the extent to 

which they role model respectful care practices. 
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RMC is a Feminist Issue 

The relative lack of attention given to RMC, especially in LMICs, may reflect the 

low status of women in these countries and the lack of professional respect given to 

midwives and nurses. Feminist philosophy focuses on valuing women’s position in society 

and giving voice to women’s rights in the face of oppression (Hawke, 2021). A feminist 

approach to maternity care places the unique needs of each woman at the centre of care in a 

strong, trusting relationship (Yuill, 2012). Midwives and nurses need to work in partnership 

with women to build women’s confidence to birth and mother their infant. By protecting 

and enhancing the rights of women, midwives and nurses can make a significant 

contribution to improving the health and wellbeing of women, babies, and their families. 

Feminist perspectives are important considerations when conducting midwifery 

research where outcomes ultimately impact on women, their families, and the female 

dominated workforce (Davison et al., 2018; Yuill, 2012). Globally, midwives and nurses 

continue to work in medically-led environments where power differentials adversely affect 

their professional identity and limit their autonomy to provide woman-centred care 

(Sidebotham et al., 2015). In such cultures, midwives’ role in care provision is under-

recognised, and they are often discriminated against and suppressed by members of the 

medical hierarchy. Nurses in Nepal lack autonomy and recognition by doctors in the 

workplace (Poudel et al., 2018; Shrestha et al., 2010). Such challenges can contribute to 

burnout and moral distress by midwives, thereby increasing the likelihood of poor quality 

care (Filby et al., 2016). A qualitative study in Nepal reported that nurses do not provide 

respectful care because of professional hierarchical structures, power dynamics driven by 

the medical profession, lack of encouragement, low salaries, and low social status 

(Erlandsson et al., 2014). Midwives, who often have important insights into oppression by 
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the medical profession, are in an ideal position to lead research from a feminist perspective 

(Yuill, 2012). Qualitative research is needed to identify strategies to address gender 

oppression and enhance the contribution of midwives/nurses in Nepal. 

Maternity care providers from different professions have an equal responsibility to 

provide RMC. There is an urgent need to offer regular in-service education related to RMC 

to all maternity care staff (World Health Organization, 2015). Students in this study 

expressed the view that all care providers should have adequate knowledge and positive 

attitudes towards implementing RMC. There is little research on doctors’ perspectives of 

RMC in LMICs (Asefa, Morgan, Bohren, et al., 2020; Jolly et al., 2019; Ndwiga et al., 

2017; Orpin et al., 2019). Therefore, engagement with a wider range of maternity care and 

managerial staff is imperative in future research.  

There is also a need to meet with management and policy makers regarding health 

system conditions and address constraints such as lack of resources (physical infrastructure 

of facilities, staffing, supplies), lack of policies for managing complaints regarding poor 

quality of care, corrupt health facility cultures (such as bribery, unclear fee structures), and 

discuss ways to implement change (Bohren et al., 2015). A systematic review on attitudes 

and behaviours of maternal health care providers in LMICs towards women revealed that 

deficiencies in care providers’ work conditions and working environment contribute to 

stress, frustration, poor job satisfaction, poor communication, and negative attitudes 

towards women (Mannava et al., 2015).  

The status of women in any society is known to influence their access and 

experience of care. Researchers have revealed that women who are young (Bohren et al., 

2019), have low socio-economic status (Azhar et al., 2018; Ishola et al., 2017), less 

education (Bohren et al., 2019; Ishola et al., 2017), and reside in rural areas (Wassihun & 
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Zeleke, 2018) were more likely to receive disrespectful and abusive care. Women in Nepal 

were found to experience disrespectful and abusive care based on their poor level of 

education and minority ethnicity (Ghimire et al., 2021). This suggests inequalities in how 

women are treated in health facilities during childbirth. Participatory action research could 

be an effective approach whereby researchers work with vulnerable or oppressed groups or 

communities in defining the problem, selecting research methods, analysing data, and 

deciding on the use of findings to change the culture of disrespect and abuse in health 

facilities (Polit & Beck, 2017). A study in Tanzania used a multi-level participatory 

approach where women and key influencers at the facility, district, and national levels were 

involved in developing strategies to promote a culture of respect during childbirth 

(Ratcliffe, Sando, Mwanyika-Sando, et al., 2016). 

Previous strategies by the Government of Nepal involving the integration of family 

planning/maternal and child health, presence of traditional birth attendants, and promoting 

ANC visits were not effective in reducing maternal mortality. However, training of 

traditional birth attendants often occurred in isolation, without a functional referral system 

and support from professionally trained health workers (World Health Organization, 2004). 

Therefore, increased training, support, and referral between different levels of health care 

providers is needed. Since 2006, the Government of Nepal has promoted a 3-month in-

service training program for nurses, doctors, or midwives, based on a checklist of 27 core 

skills and abilities for safe birth (Ministry of Health and Population, 2006a). The success of 

this training is uncertain, as a recent study found that clinical staff continued to fail in the 

provision of knowledgeable and clinically competent care (Rajbhandari et al., 2019). 

Another study revealed that despite having knowledge regarding respectful care among 
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skilled birth attendants, they were concerned solely with the safety of women and neglected 

women’s comfort during childbirth (Erlandsson et al., 2014).  

Recent research with women in Ghana reported that they prefer to give birth at 

home with traditional birth attendants because of the poor physical conditions in clinics; 

attitudes of facility-based care providers, including verbal abuse; and lack of privacy and 

confidentiality (Adatara et al., 2020). Women in that country perceived that traditional birth 

attendants provided better care than skilled care providers at health facilities (Adatara et al., 

2020). With increased rates of health facility-based childbirth, women in some LMICs may 

no longer receive the culturally appropriate, woman-centred care, previously provided by 

traditional birth attendants (Hastings, 2015).  

Building a Sustainable Maternity System for RMC 

While there is limited research about how best to structure and finance maternity 

health care in LMICs, there is a broad agreement about governing principles to enable the 

provision of quality maternal and newborn services. These principles include universal 

access (including no cost or low cost at point of care) (World Health Organization, 2010), 

use of primary health care models (World Health Organization, 2021), and the provision of 

respectful and non-discriminatory care regardless of socio-demographic status (World 

Health Organization, 2018). 

In several LMICs government support is being allocated to private, for-profit 

providers of maternity services, including funding private providers to care for women at 

no (or low) cost to the woman at the point of care (De Costa et al., 2014; Orangi et al., 

2021; Research Triangle Institute International, 2010). However, a mix of private and 

public maternity services, including public/private partnerships in LMICs, may not 

contribute to building sustainable, quality maternity systems that meet the equity principles 
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outlined by WHO. A recent systematic review revealed contextual inequalities (such as 

income and ethnicity) affect women’s experience of care in private health facilities 

compared to public facilities (Strong et al., 2021). Private, for-profit health providers have 

little incentive to provide quality care to those women who have the least ability to pay. 

Out-of-pocket costs incurred by socially disadvantaged women who received care in 

government-funded private health facilities were found to be higher than the out-of-pocket 

costs for women attending public health facilities in India (Yasobant et al., 2016). While a 

public-private partnership has shown to increase institutional birth rates in Nepal (Maru et 

al., 2017), the extent to which maternity services by private providers meets expected 

standards of quality care has not been researched, nor is it routinely reported by 

governments. 

Researchers in other LMICs revealed a higher prevalence of various forms of 

disrespect and abuse in public health facilities compared to private health facilities (Azhar 

et al., 2018; Okedo-Alex et al., 2021). However, this may be because public hospitals need 

to manage their own client load as well as accept referrals of high-need cases from private 

facilities (Okedo-Alex et al., 2021), lack the necessary infrastructure for quality care 

(Hameed et al., 2022), and experience more staff shortages than the private sector (Bradley 

et al., 2015). One systematic review, however, reported that private facilities tended to be 

less efficient, have more frequent violations of medical standards of practice (such as 

unnecessary testing and treatment), and have poorer patient health outcomes than the public 

sector (Basu et al., 2012). One recent health economic analysis found that the total cost of 

maternity care is lower in public health facilities than the private sector (Callander et al., 

2021). Instead of government funding being allocated to private services, adequate funding 

should be allocated to strengthen the public health system including staffing levels, 
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adequate infrastructure, and supplies. Further, such funding could be used to strengthen 

health systems to respond to the needs of women with a strong focus on accountability for 

respectful care (Sharma et al., 2015), reducing poor-rich inequalities (Houweling et al., 

2007), and regularly monitor quality (Guo et al., 2019) to improve maternal health 

outcomes as well as enhance women’s experience of childbirth care. 

Facilitating RMC Research through Measurement  

Development of a tool to measure midwifery and nursing students’ perceptions of 

RMC in LMICs as part of this doctoral research was novel. Piloting and psychometric 

testing of the newly developed SPRMC tool indicated acceptable levels of reliability and 

validity. Items asked about various examples of care provided to women during labour, 

birth, and the immediate postpartum period. Regular completion of the tool may prompt 

students to reflect on their own practice and identify possible practice improvements. 

Recently, a 46-item tool was developed in Tehran to measure midwives’ knowledge and 

practice of RMC (Moridi et al., 2020a). However, the yes/no response options limit the 

variance in responses among participants and do not provide a nuanced understanding of 

participants’ views.  

Although the SPRMC tool revealed satisfactory reliability and validity, recruiting a 

sample size of 300 or more would probably provide a more stable factor solution and 

improve the total variance explained (Field, 2013; Pallant, 2011). In addition, administering 

the tool with practicing midwives and nurses rather than students may reveal different 

results. Testing the SPRMC tool with larger, diverse samples of midwifery/nursing students 

or midwives/nurses is recommended to confirm reliability as well as content and construct 

validity of the tool. Results of surveys with larger, diverse samples would allow for 
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national and international comparisons and guide the revision of curricula and teaching 

strategies in different countries and programs.  

It is recommended that completion of the SPRMC in practice may foster 

identification of students’ strengths, deficits and/or educational needs, ultimately leading to 

improvement in quality of respectful care to women during labour and birth. Similarly, it is 

also recommended to use this tool among midwives and nurses working in maternity 

settings to provide feedback on current practice and identify areas in need of further 

professional development to enhance RMC approaches while caring for women. The use of 

a reliable and valid tool across countries could allow for better cross-country comparisons.  

International Studies can Promote a Better Understanding of RMC  

RMC is a complex and culturally contextual issue (Bowser & Hill, 2010).  

Developing country- and program-specific understandings about students’ perceptions of 

RMC can facilitate benchmarking and sharing of educational resources. Once again, the 

COVID-19 pandemic adversely affected this aspect of my doctoral program of work. 

Originally, it was planned to compare perceptions of RMC between students in Nepal and 

India as there are many similarities in population demographics, culture, and patriarchal 

dominance in both countries. However, there were extensive delays when requesting ethical 

approval to collect data in India as clinical practicums were suspended to halt the COVID-

19 virus transmission and eventually my collaborator in India withdrew due to workplace 

demands. A comparison of perceptions of RMC between nursing students in Nepal and 

India may have achieved different results and future comparative studies are warranted. 

The comparative study with students in Nepal and Jordan to identify similarities and 

differences revealed higher perceptions of RMC among Jordanian midwifery students 

compared to Nepalese students studying obstetric nursing. However, students from both 
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countries witnessed various forms of disrespectful and abusive care towards women during 

labour and birth. Midwifery students from Ghana who had witnessed various forms of 

disrespect and abuse during their clinical practicum explained that disrespectful care (used 

to enforce maternal compliance) was better than negative alternatives such as loss of life of 

a baby or a mother (Rominski et al., 2017). These students also reported performing such 

practices without fear or shame, indicating normalisation of disrespectful and abusive care 

practices (Rominski et al., 2017). This highlights the importance of educating students and 

staff and developing interventions to change practice. 

It appears that few researchers have quantitatively reported on a comparison of 

midwifery/nursing students’ or maternity care providers’ perceptions of RMC across 

countries. However, one multi-country comparison of women from four LMICs (Ghana, 

Myanmar, Guinea, and Nigeria) using a standard tool revealed that over a third experienced 

physical or verbal abuse, stigma, and discrimination (Bohren et al., 2019). These 

researchers examined multiple domains of disrespectful care that included interpersonal 

communication and facility-level factors (Bohren et al., 2019). Therefore, cross-country 

comparisons using reliable and valid tools can inform our understanding about the 

complexity of RMC. 

Given that third-year students from Nepal witnessed disrespect and abuse during 

their clinical practicum, near-peer mentoring to support and teach RMC skills to first- and 

second-year students could be effective. Various benefits of near-peer teaching have been 

reported in undergraduate nursing education such as: an increase in knowledge and skills 

among learners, increased confidence among learners and teachers, and learners viewing 

near-peer teachers as effective role models and sources of support (Irvine et al., 2018). One 

study in Australia evaluating nursing students’ experiences and perceptions of participating 



261 
 

in near-peer teaching revealed that both learner and near-peer teacher enjoyed working 

together, and senior students developed leadership and delegation skills (van de Mortel et 

al., 2021). 

Education is Essential to Promote RMC 

Travel restrictions associated with the COVID-19 pandemic prevented me from 

returning to Nepal and necessitated changes to implement the RMC educational 

intervention. Although educating students is important, implementing a strategy to promote 

RMC in practice by midwives/nurses would have been a better first step for change in 

maternity care. 

The development, implementation, and evaluation of the online education 

intervention to enhance undergraduate nursing students’ perceptions of RMC was novel. 

This six-hour online education intervention was found to enhance students’ perceptions of 

RMC, prompt them to reflect on their previous approach to care, enhance their ability to 

provide RMC, and motivate them to provide respectful care. Studies have shown that 

maternity care providers who participated in RMC educational interventions came to the 

realisation that their care towards women was poor and were motivated to improve their 

practice (Asefa, Morgan, Bohren, et al., 2020; Webber et al., 2018). For instance, 

participants described that the intervention influenced their perceptions of intentional and 

unintentional disrespectful and abusive care practices, which they incorrectly believed were 

for the benefit (safety) of women (Asefa, Morgan, Bohren, et al., 2020). These findings 

revealed that effective RMC training can help care providers to reflect on their practice and 

improve their approach of care. However, students in our study were followed up at two 

weeks post-intervention, and this duration was not long enough to measure sustainability of 
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effect. Future research should include long-term follow-up to determine the extent of 

sustainable change of RMC education interventions on practice. 

Students in Nepal valued the content and online delivery mode of the intervention. 

A qualitative study in Saudi Arabia with undergraduate medical students revealed that 

synchronised online education sessions were well accepted, time saving, and improved 

performance (Khalil et al., 2020). Online education sessions have promising potential to be 

used flexibly in undergraduate, postgraduate, and continuing professional education for 

midwives/nurses to upgrade their understanding of RMC in LMIC. Nepalese students in the 

current study recommended the RMC modules be offered to other maternity care providers 

and women to improve their understanding of respectful care. Participants from other 

studies have also recommended RMC education to other maternity care staff and 

management, as well as women and their families to promote RMC (Dzomeku et al., 2021; 

Webber et al., 2018). 

Future studies could use longitudinal designs where perceptions of RMC among 

students is mapped and assessed post-graduation. Longitudinal measurement would allow 

students and educators to better understand perceptions towards RMC over time. Due to 

COVID-19 and time limitations, practice change could not be assessed in my research. 

Therefore, further research is recommended to undertake direct observation and post-

intervention follow-up of clinical practice to determine change. 

Students and the program convenor in the intervention study identified a lack of 

explicit RMC content in undergraduate nursing curricula. Morton and Simkin (2019) 

suggested that to enhance a culture of respectful care in health care facilities, education 

regarding RMC should begin early in degree programs with ongoing training during 
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clinical practice. The education intervention could be adapted for in-service education with 

maternity care staff to update their knowledge and foster positive attitudes and practices. 

The intervention was conducted with undergraduate baccalaureate nursing students 

and may not be generalisable to diploma level students. Nurses with diploma level 

qualifications form most of the maternity care workforce in Nepal and their perceptions 

towards RMC need to be tested. In addition, students in different midwifery and nursing 

programs in Nepal may have different perceptions towards RMC specifically and respectful 

care generally. Hence, it is advisable to recruit students from all programs and conduct 

subgroup analyses to assess the different impact of the educational intervention on 

understanding and practice. 

Application of Transformative Learning Theory to Promote Change 

The education intervention was the first of its kind to be informed by transformative 

learning theory in promoting RMC. Transformational education requires holistic reflection, 

mentorship, and support to foster deep learning (Bass et al., 2017). Regularly undertaking 

reflection in and on practice is critical and an important component of professional 

competence (Embo et al., 2015). Transformative learning helps students to develop a deep 

understanding of content, can bring about changes in their perspectives, and foster changes 

in their learning environments (Tsimane & Downing, 2020b). Transformational education 

empowers students to be active participants both in their own learning and in the health 

care system (Phillipi, 2010). In addition, transformative learning helps to develop insightful 

and knowledgeable midwives and nurses (Kleinheksel, 2014). 

The modules developed for the education intervention in the current study were 

practical and simple, and used various learning strategies such as self-assessment activities 

(true/false questions, Likert scale response questions), reflective activities, sharing 
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experiences of women who had given birth within the last two years, and a scenario on how 

to provide RMC. Reflective writing using a guide developed by Bass and colleagues (2017) 

was also included to enhance students’ learning. A key factor in this process was to 

facilitate a more holistic view about RMC. An enabling learning environment and variety in 

pedagogic methods are required to enhance reflective learning processes and achieve 

positive learning outcomes (Tsimane & Downing, 2020b).  

The use of various teaching/learning activities should aim to provoke critical 

reflection and the cognitive dissonance that characterises transformative learning, thus 

providing the conditions to facilitate perspective change (Mezirow, 1997). Students in the 

current study expressed their ideas about RMC through discussion and scenarios focusing 

on witnessing of disrespectful and abusive care in their clinical practicum. Students 

reflected on their practice and gained an understanding about the importance of RMC to 

women, newborns, and families. As care providers’ understanding of RMC increases, so do 

their actions to enhance RMC using independent professional judgement and decision-

making (Asefa, Morgan, Bohren, et al., 2020). While direct assessment of students’ practice 

and their critical reflection in practice was not observed as a part of the evaluation, the 

current study does represent an important step towards improving RMC in LMICs. This 

brief online intervention can be an important catalyst for practice changes to improve 

maternal and neonatal morbidity and mortality. 

According to the ICM, critical thinking and reflective practice are recommended as 

essential competencies for midwifery practice (International Confederation of Midwives, 

2019). Therefore, curricula should incorporate learning activities that encourage the 

development and application of critical thinking and reflective practice to foster decision-

making and problem-solving by students during their clinical practicum. Reflection also 
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facilitates the integration of theory and practice (Mann et al., 2009), and educators must be 

ready to use teaching methods that facilitate reflection and transformative learning 

(Tsimane & Downing, 2020b). 

Although reflective writing was used in the intervention, feedback was not provided 

to students due to strict time limitations. Provision of feedback about reflective writing is 

beneficial to both learners and supervisors (Ekelin et al., 2021). In Nepal, transformational 

learning and reflective writing are not practised in undergraduate midwifery and nursing 

degrees. Developing reflective capacity in writing takes time and commitment from both 

students and teachers (Persson et al., 2018). An education intervention study in Australia 

found the Bass Holistic Model of Reflection successfully enabled students to change their 

writing about their experiences from a descriptive level to in-depth critical reflections 

(Sweet et al., 2019). 

Midwifery education and preparation for midwifery practice needs to be strongly 

embedded in real world practice. Therefore, time and effort should be invested to develop 

reflective capacities among students in Nepal. Further, midwifery educators in Nepal need 

to facilitate the growth of students as reflective practitioners by stimulating higher level 

thinking among them. 

Concluding Comments 

This doctoral study provided new evidence regarding students’ understanding and 

witnessing of various forms of disrespect and abuse towards women during labour and 

birth. Various cultural, social and health-system related factors continue to contribute to 

disrespectful and abusive care. Educating and supporting students is just one element of 

multi-prong interventions required to bring about practice change and improve the 

experiences of childbearing women. Attention now needs to be directed towards maternity 
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care providers to not only improve their practice of RMC but support students in their 

transition to practice. However, such support cannot be provided while staff are over-

worked and lack resources and managerial support.  

Conducting a comparative study, collecting quantitative data on students’ perceptions of 

RMC and qualitative data regarding students’ perceptions of the education intervention 

provided a richness of data and increased validity and trustworthiness of findings. 

Collectively, the results from this body of work provide opportunities for further 

measurement and comparison of perceptions of RMC. The brief online education 

intervention was effective in enhancing students’ perceptions of RMC and may be 

incorporated in midwifery and nursing curricula and used for maternity health care 

providers as pre-service or in-service education. While this research represents a significant 

contribution to future workforce development, RMC continues to be an urgent issue and 

further research efforts should aim to implement effective and sustainable interventions to 

improve maternity care for women and their babies.  
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Appendix A Human Research Ethics Approval – Development of a Tool to Assess 

Students’ Perceptions of Respectful Maternity Care  

Human Research Ethics Approval for all studies in this body of work was obtained from 

Griffith University Human Research Ethics Committee, Nepal Health Research Council, and 

Jordan Institute of Science and Technology. Permission to conduct the study was taken from 

the participating institute. The studies did not intend or result in harm for participants. 

Participants were informed they could withdraw from any of the studies at any time and this 

withdrawal would not affect their studies.  

Specific ethical considerations of each study have been outlined within the relevant chapter. 

Study 2: “Development of a tool to assess students’ perceptions of respectful maternity care”. 

The table below outlines the approvals in relation to this study protocol.  

Date  Details  

20/01/2021 Ethical approval granted for this study from GUHREC 

(Conditionally approved)  
 (GU ref. no. 2021/034) 

28/01/2021 Ethical approval granted for this study from GUHREC (Fully 

approved) 

11/02/2021 Ethical approval from NHRC (Ref. 2170) 

23/02/2021 Permission obtained from CMC (Ref. CMC-IRC/077/078-

111) 

21/01/2021 Permission obtained from SMTC (Ref. 121/077/078) 
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Appendix B Ethical Approval – Griffith University Human Research Ethics 

Committee 

Development of a Tool to Assess Students’ Perceptions of Respectful Maternity Care 

 
 

Thu 28/01/2021 11:55 

To:   

 

 

 

GRIFFITH UNIVERSITY HUMAN RESEARCH ETHICS COMMITTEE 

 

Dear Prof Jenny Gamble 

 

I write in relation to your application for ethical clearance for your project "NR: 

Development of a tool to assess students' perceptions of Respectful Maternity Care" (GU 

Ref No: 2021/034). The research ethics reviewers resolved to grant your application a 

clearance status of "Fully Approved". 

 

This is to confirm receipt of the remaining required information, assurances or amendments 

to this protocol. 

 

Consequently, I reconfirm my earlier advice that you are authorised to immediately 

commence this research on this basis. 

 

The standard conditions of approval attached to our previous correspondence about this 

protocol continue to apply. 

 

Regards 

 

Gynelle Murray| Ethics Systems and Support Officer 

Office for Research 

Griffith University | Nathan | QLD 4111 |  

 

griffith.edu.au 
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Appendix F Expert Review – Content Analysis for Development of a Tool to Assess 

Students’ Perceptions of Respectful Maternity Care 

Respectful Maternity Care (RMC) is a fundamental human right and has been shown to 

increase utilisation of maternity services and improve maternal and neonatal outcomes. 

Promoting respectful care during childbirth increases satisfaction both for women and health 

care providers. However, the nature and implementation of RMC in developing countries 

varies. Midwifery and nursing students, as the future generation of care providers need to 

understand and practice RMC with women during childbirth. 

There are no tools to measure students’ perceptions of respectful maternity care (RMC). This 

study aims to address this gap and is part of Prativa Dhakal’s PhD program of work.  

As part of the tool development process, it’s important to obtain the views of experts about 

the quality of the proposed items. We would be grateful if you would kindly complete the 

attached survey. Please complete the forms as if you were taking the survey, and also rate the 

clarity and relevance of each draft item. There are 68 items in the survey, with socio-

demographic questions. This current form will take around 20 minutes to complete. While 

this is burdensome for you, it is an essential step in developing a scale. With your feedback 

each item will be clearer, and the number of items will be reduced. We also welcome any 

comments or improvements you wish to make about specific items or the questionnaire in 

general.  

The items have been generated according to 12 elements of RMC which includes:  

1. Being free from harm and mistreatment 

2. Maintaining privacy and confidentiality 

3. Preserving women's dignity 

4. Prospective provision of information and seeking informed consent 

5. Ensuring continuous access to family and community support 

6. Enhancing quality of physical environment and resources 

7. Providing equitable maternity care 

8. Engaging with effective communication 

9. Respecting women's choices that strengthen their capabilities to give birth 

10. Availability of competent and motivated human resources 

11. Provision of efficient and effective care 

12. Continuity of care 

These elements will be presented the first column of the table below for your reference but 

will not be included in the online version. If you have any questions, please do not hesitate 

to contact Prativa Dhakal on  

Thank you for your valuable assistance. 

First, some quick details about you. 
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We are collecting this information to ensure we have an expert panel that accurately 

reflects both the target population and experts in the field (Please tick a box for each 

question). 

1. Are you an undergraduate student? 

Yes 

 No (go to question 3) 

 

2. If yes, in what program of study are you enrolled? 

Bachelor of Science in Nursing (BSN) 

Bachelor of Midwifery (BMid) 

 

3. Are you a Registered Midwife and/ or Registered Nurse? 

Yes 

No (go to question 4) 

3.1 If yes, what is your position?                                                                   

3.2 If yes, what is your role?                                                                           

3.3 How many years of experience do you have in midwifery/maternity area? 

4. What is your age in years?                                               

5. What is your gender?  

Female            Male            Other_________________ 

6. Which country do you live in? 

Australia  India  Nepal  

 Other_________________ 
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Below is the list of statements related to Respectful Maternity Care. Please consider each item and select one option by 

making the font bold according to (1) the response to each item as you would if taking the survey, (2) clarity, and (3) 

relevance. Please feel free to provide comments or suggestions for re-wording in the final column (optional).  

SN Item   Scale   Clarity  Relevance  Comments/ 

Suggestions 

1.  Being free from harm and 

mistreatment 

 

Scolding a woman is necessary 

if she is not doing what she is 

asked to do. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

2.  Women need to accept the care 

they receive regardless of the 

competency level of care 

provider. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

3.  Health practitioners should be 

caring to create feelings of 

safety for a woman. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

4.  Physical support is more 

important than psychological 

support to women during 

labour and birth. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 
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5.  Providing respectful care 

facilitates safe childbirth 

outcomes. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

6.  I am able to empathize with 

women in my care. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

7.  Women are more likely to trust 

you if they are treated kindly. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

8.  Women feel more confident 

when care providers explain 

what they are planning to do. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

9.  I try not to talk down to 

women. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

10.  Safety is improved when care 

providers communicate as a 

team. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 



308 
 

SN Item   Scale   Clarity  Relevance  Comments/ 

Suggestions 

11.  Labouring women need a birth 

space free from unwanted 

intrusion by others. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

12.  Safety is about the clinical 

competency of care providers 

and environment has limited 

importance. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

13.  Maintaining privacy and 

confidentiality 

 

I maintain women’s privacy 

throughout all aspects of care.  

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

14.  I tell women to “leave their 

dignity at the door” as there is 

nothing private about having a 

baby. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

15.  Women need to accept that this 

is a teaching hospital and they 

cannot choose who provides 

care. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

16.  Confidentiality is important in 

family planning but not in 

maternity care. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 
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17.  It is acceptable to discuss 

women’s private information 

with others. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

18.  Except certain circumstances, 

no-one outside the immediate 

care team has a right to health 

information about a woman. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

19.  Preserving women’s dignity 

 

Actively listening to women’s 

stories values their 

experiences. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

20.  I am too busy to greet every 

woman with a smile. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

21.  I never have time to fulfil 

requests from every woman 

when providing intrapartum 

care. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

22.  Routine procedures like 

vaginal examination and 

abdominal palpation do not 

require permission. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 
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23.  Women’s cultural beliefs are 

so varied the health service 

cannot be expected to 

accommodate them all. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

24.  Providing women alternatives 

to pharmacological pain relief 

is easily implemented. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

25.  Women’s birth preferences are 

not as important as health 

professionals’ advice about 

care. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

26.  Prospective provision of 

information and seeking 

informed consent 

 

There is no point providing all 

the details about birth 

procedures because women 

will not understand. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

27.  I provide information on 

techniques for coping during 

labour only if the woman asks. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 
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28.  It is not my role to inform 

women about their 

childbearing rights. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

29.  It is acceptable to touch 

women without permission 

during labour. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

30.  I am often too busy to provide 

birth options to women. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

31.  I explain benefits and risks 

before any procedure. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

32.  I inform women about how to 

make a complaint if she reports 

mistreatment. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 
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33.  Ensuring continuous access 

to family and community 

support 

 

Women should be able to have 

a labour companion of her 

choice.  

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

34.  There is not enough room for a 

companion to stay during 

labour. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

35.  If the woman wants her 

partner’s support in labour, I 

help the partner feel included. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

36.  Enhancing quality of 

physical environment and 

resources 

 

The birth outcome is more of a 

priority than the physical 

comfort of women. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

37.  It is often hard to keep a calm 

environment for women during 

labour. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 
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38.  Using technology makes birth 

safer in all circumstances. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

39.  Skilled medical intervention 

should be available to all 

women who need it. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

40.  All women, regardless of their 

social circumstances or 

background should be provided 

with quality respectful care. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

41.  Providing equitable 

maternity care 

 

If women do not look after 

their own health, they should 

not expect the same access to 

health care as others. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

42.  Women should learn the 

language in this country 

because the health service 

cannot afford interpreters for 

all women. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 
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43.  I adjust my care to meet the 

needs of women from different 

backgrounds. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

44.  Engaging with women 

through effective 

communication 

 

Women value continuous 

support during labour and 

birth. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

45.  I do not think it is necessary to 

listen women’s concerns 

during labour and birth. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

46.  I observe women carefully 

even when it is busy to assess 

what she may be 

communicating non-verbally. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

47.  Sometimes there is a good 

reason to withhold information 

from women about their own 

health. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 
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48.  I sometimes give false 

reassurance to women to 

reduce fear of childbirth. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

49.  I tell women if I do not know 

the answer to their question. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

50.  Building a trusting relationship 

increases women’s confidence 

in their own bodies. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

51.  Respecting women’s choices 

that strengthen their 

capabilities to give birth 

 

I encourage women to actively 

participate in their care. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

52.  Health care providers’ views 

are more important than 

women’s preferences. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

53.  I tell women to lie on their 

back while giving birth. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 
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54.  I tell women when/how to push 

while giving birth. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

55.  I do not encourage women to 

move around during labour. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

56.  Availability of competent and 

motivated human resources 

 

Disrespectful care is because of 

health system deficiencies 

rather than attitudes of 

individual care providers. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

57.  Women with special needs 

should pay for private care or 

accept whatever is provided 

from the public system. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

58.  Respectful maternity care is 

well understood and does not 

require additional training. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 
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59.  Mistreatment of women during 

labour and birth is common 

and needs serious attention. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

60.  Provision of efficient and 

effective care 

 

The health provider knows if 

the woman needs 

pharmacological pain relief. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

61.  All women should have access 

to pharmacological pain relief 

if they wish to have it. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

62.  Sometimes it is acceptable to 

perform episiotomy without 

providing anaesthesia. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

63.  I never do a procedure on a 

woman unless it is clinically 

necessary. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

64.  A baby needs to be separated 

immediately after birth so the 

mother can rest. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 
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65.  Continuity of care 

 

I inform women to call 

whenever they need assistance.  

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

66.  Women feel better supported in 

labour if they have a familiar 

midwife. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

67.  Every woman should receive 

support she needs with 

breastfeeding. 

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

68.  I encourage women to talk to 

other postpartum women to 

share their experiences.  

1 – strongly disagree 

2 – disagree 

3 – neither agree nor 

disagree 

4 – agree 

5 – strongly agree 

1 – not clear 

2 – item needs some 

revision 

3 – clear but needs 

minor revision 

4 – very clear 

1 – not relevant 

2 – somewhat relevant 

3 – quite relevant 

4 – highly relevant 

 

Finally, we would be grateful to consider any additional items (questions) that you think have been missed. Please write your 

comments/ items here:
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Appendix G Participant Information Sheet 

Title: Development of a tool to assess students’ perceptions of respectful maternity 

care 

This information sheet describes the study and will help you decide if you want to take 

part in the survey. Please read this information carefully. If you would like more 

information, please email Prativa Dhakal on  If you are 

satisfied with the information and agree to participate, please complete the survey. Your 

decision to take part or not will not affect your usual course of study in any way. 

Who is conducting the research? 

Prativa Dhakal (PhD Candidate) supervised by Prof Em Jenny Gamble, Prof Debra 

Creedy, Dr Elizabeth Newnham 

 

 

 

 

Why is the research being conducted? 

Respectful Maternity Care (RMC) is a fundamental human right and has been shown to 

improve maternal and neonatal outcomes. Promoting respectful care during childbirth is 

recommended by the World Health Organization. Midwifery and Nursing students, as the 

future generation of care providers need to understand and offer RMC to women during 

labour and childbirth. There is no available tool to measure students’ perceptions of RMC. 

This research aims to address this gap and is being conducted as a part of a doctoral degree 

by Ms. Prativa Dhakal from Griffith University, Australia. 

What you will be asked to do? 

You will be asked to complete the online survey by clicking the link in this email. The 

survey has general questions about you and your perceptions regarding RMC. There are 

no right or wrong answers. We are interested in your current understanding and 

experiences. It will take about 15 minutes to complete the survey. 

The basis by which participants will be selected 

All students enrolled in the Bachelor of Midwifery from Griffith University (Australia), 

Bachelor of Nursing Science (BNS) and Bachelor of Science in Nursing (BSN) at Chitwan 

Medical College (Nepal), BNS and BSN at Shree Medical and Technical College (Nepal), 

are invited to participate. 

The expected benefits of the research 

Information gained from this survey will not benefit you directly, but your answers will 

help us to (1) develop a measure of students’ perceptions of RMC during labour and 

childbirth. (2) Your responses will also inform the development of educational resources 

about RMC for students. (3) We hope the new tool will be used promote students’ 

professional development and practice and improve the health and well-being of mothers 

and newborns. 
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Risks to you 

There is no anticipated risk associated with the research. The survey includes some 

general questions about you and your perceptions towards RMC. 

Your confidentiality 

In order for your response to be anonymous and to protect your privacy, the Internet 

Protocol (IP) number will be deleted from the downloaded data file. All data analysis will 

be free of any identifiers, including IP addresses or other electronic identifiers. The 

researchers will not be provided with your email address as the e-invite to the survey will 

be distributed by your program convenor. 

Your participation is voluntary 

Your participation in this survey is completely voluntary. You can withdraw or exit from 

survey at any time in between the survey. However, you are not able to withdraw once 

you have submitted your survey form. This is because the questionnaires are anonymous, 

and it will not be possible to identify individual responses. Your decision will not have 

any impact on your usual studies. 

Mechanism for distribution and return/Web backend 

Program convenors from each country will be briefed about the study and requested to 

send an email to you with the link to the survey. The survey will be conducted online 

through LimeSurvey and the data will be directly imported to IBM Statistical Package for 

the Social Sciences for Windows version 27. Electronic data will be saved with password 

protected computer. Participant surveys will be identified by a unique ID number. All 

data collected from participants will be treated confidentially, and only accessed by 

members of the research team. The data will be stored for 5 years before being removed 

as per Australia’s National Health & Medical Research Council (NMHRC) 2019 

guidelines. 

Further information and who to contact 

If you have any questions related to the study please contact Ms. Prativa Dhakal on  

 or Prof Emeritus Jenny Gamble on 

  

If students from Chitwan Medical College have any questions related to the study, they 

may contact Ms. Taniya Thapa on  

If students from Shree Medical and Technical College have any questions related to the 

study, they may contact Ms. Shobhana Nepal on  

 

The ethical conduct of this research 

The study will be conducted in accordance with the National Statement on Ethical Conduct 

in Human Research (2007) and Nepal Health Research Council (NHRC). This study has 

received an ethical clearance from Griffith University (GU ref no: 2021/034) and NHRC (ref 

no: 2170). If you have any concerns or complaints about the ethical conduct of the research 

project you can contact the Griffith University Manager, Research Ethics on +61  

 You can also contact NHRC on 
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In addition, permission to conduct this study has been received from the 

participating institute. 

Feedback to you 

It is not possible to provide personal feedback as survey data will be collected 

anonymously. However, results will be provided to program convenors for distribution 

to students, published in peer reviewed journals, and presented at conferences. 

Expressing consent-anonymous or de-identified information 

You may retain this information for your later reference. By completing the survey, you 

will be deemed to have given your consent to participate in the research. 

Thank you for taking your time to read through this information. 
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Appendix H Email to Survey Participants – Chitwan Medical College  

Dear student, 

We are pleased to invite you to complete this survey about Respectful Maternity Care 

(RMC). RMC Care is a WHO priority and a significant global health issue. It is important 

that graduate nurses and midwives have a good understanding of RMC in order to provide 

quality care to women during labour and birth.  

However, we know very little about RMC from a student’s perspective. Your 

participation is very important for us to understanding your views.  

We have taken ethical clearance from Griffith University (GU ref. no. 2021/034) and 

Nepal Health Research Council (NHRC ref no: 2170) to conduct the study. The survey 

will take about 15 minutes to complete. Please click the link below to go to the survey 

website (or copy the link and paste it into your internet browser). Your participation is 

completely voluntary, and your responses will be kept confidential. For further 

information regarding the survey please read the participant information sheet included 

in the survey.  

Thank you for your time and kind assistance.  

Survey Link 

https://prodsurvey.rcs.griffith.edu.au/prodls200/index.php/897836?lang=en 
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Appendix I Email to Survey Participants – Shree Medical and Technical College  

Dear student, 

We are pleased to invite you to complete this survey about Respectful Maternity Care 

(RMC). Respectful Maternity Care is a WHO priority and a significant global health 

issue. It is important that graduate nurses and midwives have a good understanding of 

RMC in order to provide quality care to women during labour and birth.  

However, we know very little about RMC from a student’s perspective. Your 

participation is very important for us to understanding your views.  

We have taken ethical clearance from Griffith University (GU ref. no. 2021/034) and 

Nepal Health Research Council (NHRC ref no: 2170) to conduct the study. The survey 

will take about 15 minutes to complete. Please click the link below to go to the survey 

website (or copy the link and paste it into your internet browser). Your participation is 

completely voluntary, and your responses will be kept confidential. We are also interested 

in test-retest reliability of the tool, so you are requested to complete the same survey after 

one week of completion of first survey. For the second survey, we will send the survey 

link to you after one week. For further information regarding the survey please read the 

participant information sheet included in the survey.  

Thank you for your time and kind assistance.  

Survey Link:  

https://prodsurvey.rcs.griffith.edu.au/prodls200/index.php/897836?lang=en 
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Appendix J Email to Survey Participants – Shree Medical and Technical College 

(Retest) 

Dear student, 

We are pleased to invite you to complete this survey about Respectful Maternity Care 

(RMC). Respectful Maternity Care is a WHO priority and a significant global health 

issue. It is important that graduate nurses and midwives have a good understanding of 

RMC in order to provide quality care to women during labour and birth.  

However, we know very little about RMC from a student’s perspective. Your 

participation is very important for us to understanding your views.  

The survey will take about 10 minutes to complete. Please click the link below to go to 

the survey website (or copy the link and paste it into your internet browser). Your 

participation is completely voluntary, and your responses will be kept confidential. We 

are interested in test-retest reliability of the tool, so you are requested to complete the 

same survey you have completed before. For further information regarding the survey 

please read the participant information sheet included in the survey.  

Thank you for your time and kind assistance.  

Survey Link:  

https://prodsurvey.rcs.griffith.edu.au/prodls200/index.php/433387?lang=en 
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Appendix K Online Survey – Development of a Tool to Assess Students’ 

Perceptions of Respectful Maternity Care 

Please complete each question using the available space or response options 

provided.  

Part I: Socio-demographic Information 

1. How old are you? (years)……………….. 

2. What is your gender? 

a) Female  

b) Male 

c) Prefer not to say 

3. In which country do you currently live? 

a) Nepal  

b) Australia  

c) Other (Please specify) 

4. Which college/university do you attend?................... 

5. Which course/program are you enrolled in? 

a) Bachelor of Nursing Science (BNS) 

b) Bachelor of Midwifery (BMid) 

c) Bachelor of Science in Nursing (BSN) 

6. Are you a 

a) First year student 

b) Second year student 

c) Third year student 

d) Fourth year student 

Part II: Questions Related to Clinical Placement 

7. Have you undertaken clinical placement in a maternity service? 

a) Yes  

b) No 

If yes, duration of placement (in weeks) …………. 

8. Have you observed childbirth as part of your nursing/midwifery education? 

a) Yes  

b) No 

If yes, how many births have you observed?................. 

9. Have you assisted a woman to give birth as part of your nursing/midwifery 

education? 

a) Yes  

b) No 

If yes, at how many births have you assisted? ………….. 

10. Where did the births occur? (Multiple Choice) 

a) District hospital 

b) Teaching hospital 

c) Private health facility 

d) Home setting 

e) Other (Please specify) 
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Part III: Students’ Perceptions of Respectful Maternity Care Tool 

Below is a list of statements related to Respectful Maternity Care. Please indicate with 

a tick () how strongly you disagree or agree with each statement. 

Response scale – 

1 = Strongly disagree 

2=Disagree 

3=Unsure 

4=Agree 

5=Strongly agree 

Item  

1. Health practitioners should help women to feel safe during labour and birth. 

2. I empathise with women when providing care. 

3. Women are more likely to trust you if they are treated kindly. 

4. Scolding a woman is necessary if she does not cooperate with health care providers. 

5. Labouring women need a birth space free from unnecessary disturbance by others. 

6. I have a responsibility to help women feel safe during labour and birth. 

7. I maintain women’s privacy when providing care.  

8. I try to limit exposing a woman’s body when providing care. 

9. I agree that women should "leave their dignity at the door" as there is nothing private 

about giving birth. 

10. Women need to accept that in a teaching hospital they cannot choose who provides 

their care. 

11. Confidentiality is hard to maintain in maternity care. 

12. Actively listening to women’s stories values their experiences. 

13. I am too busy to greet every woman with a smile. 

14. Routine procedures like vaginal examination and abdominal palpation do not require 

permission. 

15. Women’s cultural beliefs are so varied that staff cannot be expected to accommodate 

them all. 

16. There is no point providing all the details about birth procedures because some women 

will not understand. 

17. It is not my role to inform women about their rights as a patient. 

18. I am often too busy to provide birth options to women. 

19. I explain benefits and risks to a woman before any procedure. 

20. Women should be able to have a labour companion of her choice.  

21. If a woman wants her partner’s support in labour, I help the partner feel included. 

22. It is often hard to keep a calm environment for women during labour. 

23. Using fetal monitoring makes all births safer. 

24. All women, regardless of their social circumstances should be respected. 

25. If women do not look after their own health, they should not expect the same treatment 

as others. 

26. Women should learn the language in this country because the health service cannot 

afford interpreters. 

27. I adjust my care to meet the needs of women from different backgrounds. 
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28. I sometimes hold information back from women if I think it will make them anxious. 

29. Building a trusting relationship increases women’s confidence to give birth. 

30. Women should be encouraged to actively participate in their care. 

31. Health care providers’ views are more important than women’s preferences. 

32. Women should lie on their back while giving birth. 

33. Women should be told when/how to push while giving birth. 

34. Women should not move around during labour. 

35. Respectful maternity care does not require additional training. 

36. All women should have access to pharmacological pain relief if they wish. 

37. Sometimes it is acceptable to perform an episiotomy without providing anaesthesia. 

38. A baby needs to be separated immediately after birth so the mother can rest. 

39. It is usual for women to labour alone and call staff whenever they need assistance. 

40. Women feel better supported in labour if they have a familiar midwife. 

41. Every woman should receive support she needs with breastfeeding. 

42. Women should be encouraged to talk to other postpartum women about their 

experiences.  

Part IV 

Below is a list of statements related to disrespectful and abusive care. Please indicate 

with a tick () how frequently you have seen or were aware that these actions occurred 

during your clinical placement. 

Response scale- 

1 = No, never  

2= Yes, a few times 

3= Yes, most of the time 

4 = Yes, all the time 

During my clinical placement I have seen staff-  

1. treat women in an unfriendly manner. 

2. shout at, scold, insult, threaten, or be rude to women. 

3. push, slap, or pinch women if they did not co-operate.  

4. physically restrain or gag women when giving birth. 

5. perform a procedure without consent.   

6. leave women exposed. 

7. allow other people not involved in a woman’s care to be present at the birth. 

8. talk about a woman's health information with others not directly involved in her 

care. 

9. treat women differently because of their personal attributes (age, ethnicity). 

Thank you so much for taking the time to complete this survey. Your responses are 

important to us. The general results of the survey will be made available to you via an 

email from your program convenor as soon as possible. 
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Appendix M Participant Information Sheet 

Title: Validation of a tool to assess midwifery students’ perceptions of respectful 

maternity care in Jordan 

This information sheet describes the study and will help you decide if you want to take 

part in the survey. Please read this information carefully. If you would like more 

information, please email Prof Khitam Mohammad on  

If you are satisfied with the information and agree to participate, please complete the 

survey. Your decision to take part or not will not affect your usual course of study in any 

way. 

Who is conducting the research? 

Prof Khitam Mohammad and  

Prativa Dhakal (PhD Candidate) supervised by Prof Em Jenny Gamble, Prof Debra 

Creedy, Dr Elizabeth Newnham 

Contact Email: (Prof Khitam Mohammad) 

Contact Email: (Prativa Dhakal) 

Why is the research being conducted? 

Respectful Maternity Care (RMC) is a fundamental human right and has been shown to 

improve maternal and neonatal outcomes. Promoting respectful care during childbirth is 

recommended by the World Health Organization. Midwifery and Nursing students, as the 

future generation of care providers need to understand and offer RMC to women during 

labour and childbirth. There is no available tool to measure students’ perceptions of RMC. 

This research aims to address this gap. 

What you will be asked to do? 

You will be asked to complete the online survey by clicking the link in this email. The 

survey has general questions about you and your perceptions regarding RMC. There are 

no right or wrong answers. We are interested in your current understanding and 

experiences. It will take about 15 minutes to complete the survey. 

The basis by which participants will be selected 

All students enrolled in the Bachelor of Midwifery and Diploma of Midwifery at Jordan 

University of Science and Technology are invited to participate. 

The expected benefits of the research 

Information gained from this survey will not benefit you directly, but your answers will 

help us to (1) develop a measure of students’ perceptions of RMC during labour and 

childbirth. (2) Your responses will also inform the development of educational resources 

about RMC for students. (3) We hope the new tool will be used promote students’ 

professional development and practice and improve the health and well-being of mothers 

and newborns.  

Risks to you 

There is no anticipated risk associated with the research. The survey includes some 

general questions about you and your perceptions towards RMC.  
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Your confidentiality 

You are required to complete the questionnaire place in a sealed envelope and return it to 

a locked box near the course instructor’s office. In order for your response to be 

anonymous and to protect your privacy, unique ID number will be given to the completed 

questionnaire. All data analysis will be free of any identifiers.  

Your participation is voluntary 

Your participation in this survey is completely voluntary. You can withdraw or exit from 

survey at any time. Your decision will not have any impact on your usual studies. 

Mechanism for distribution and return/Web backend 

The data will be conducted using paper-based questionnaire enclosed within this 

envelope. The data will be directly entered into IBM Statistical Package for the Social 

Sciences for Windows version 28. The data will be saved with password protected 

computer. Participant completed questionnaire will be given a unique ID number. All data 

collected from participants will be treated confidentially, and only accessed by members 

of the research team. The data will be stored for 5 years before being removed as per 

Australia’s National Health & Medical Research Council (NMHRC) 2019 guidelines.  

Further information and who to contact 

If you have any questions related to the study, please contact Prof Khitam Mohammad 

 

The ethical conduct of this research 

The study will be conducted in accordance with the National Statement on Ethical Conduct 

in Human Research (2007). If you have any concerns or complaints about the ethical conduct 

of the research project, you can contact the Institutional Review Board of Jordan University 

of Science and Technology. Permission to conduct this study has been received from the 

concerned authority of the participating institute. 

Feedback to you 

It is not possible to provide personal feedback as survey data will be collected 

anonymously. However, results will be provided to program convenors for distribution 

to students, published in peer reviewed journals, and presented at conferences. 

Expressing consent-anonymous or de-identified information 

You may retain this information for your later reference. By completing the survey, you 

will be deemed to have given your consent to participate in the research. 

Thank you for taking your time to read through this information. 
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Appendix N Questionnaire for Jordan-Students’ Perceptions of Respectful 

Maternity Care and Witnessing of Disrespect and Abuse – Jordan 

Please complete each question using the available space or response options 

provided.  

Part I: Socio-demographic Information 

1. How old are you? (years)……………….. 

2. Which course/program are you enrolled in? 

a) Diploma in midwifery  

b) Bachelor of Midwifery (BMid) 

3. Are you a  

a) Second year student 

b) Third year student 

c) Fourth year student 

Part II: Questions Related to Clinical Placement 

4. Have you undertaken clinical placement in a maternity service? 

a) Yes 

b) No 

If yes, duration of placement (in weeks) …………. 

5. Have you observed childbirth as part of your nursing/midwifery education? 

a) Yes 

b) No 

If yes, how many births have you observed?................. 

6. Have you assisted a woman give birth as part of your nursing/midwifery 

education? 

a) Yes 

b) No 

If yes, how many births have you assisted? ………….. 

7. Where did the births occur? 

a) District hospital 

b) Teaching hospital 

Part III: Students’ Perceptions of Respectful Maternity Care Tool 

Below is a list of statements related to Respectful Maternity Care. Please indicate with 

a tick () how strongly you disagree or agree with each statement. 

Response scale – 

1 = Strongly disagree 

2=Disagree 

3=Unsure 

4=Agree 

5=Strongly agree 

Item  

1. Scolding a woman is necessary if she does not cooperate with health care providers. 

2. Labouring women need a birth space free from unnecessary disturbance by others. 

3. I have a responsibility to help women feel safe during labour and birth. 

4. I try to limit exposing a woman’s body when providing care. 
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5. I agree that women should “leave their dignity at the door” as there is nothing private 

about giving birth. 

6. Confidentiality is hard to maintain in maternity care. 

7. Actively listening to women’s stories values their experiences. 

8. I am too busy to greet every woman with a smile.  

9. Routine procedures like vaginal examination and abdominal palpation do not require 

permission. 

10. Women’s cultural beliefs are so varied that staff cannot be expected to accommodate 

them all.  

11. There is no point providing all the details about birth procedures because some women 

will not understand. 

12. I am often too busy to provide birth options to women. 

13. I explain benefits and risks to a woman before any procedure. 

14. It is often hard to keep a calm environment for women during labour. 

15. If women do not look after their own health, they should not expect the same treatment 

as others. 

16. Women should be encouraged to actively participate in their care. 

17. Every woman should receive support she needs with breastfeeding. 

18. Women should be encouraged to talk to other postpartum women about their 

experiences. 

Part IV 

Below is a list of statements related to disrespectful and abusive care. Please indicate 

with how frequently you have seen or were aware that these actions occurred during 

your clinical placement.  

Response scale- 

1 = No, never to  

2 = Yes, a few times 

3 = Yes, most of the time 

4 = Yes, all the time 

During my clinical placement I have seen staff- 

1. treat women in an unfriendly manner. 

2. shout at, scold, insult, threaten, or be rude to women. 

3. push, slap, or pinch women if they did not co-operate. 

4. physically restrain or gag women when giving birth. 

5. perform procedure without consent from women. 

6. leave women exposed. 

7. allow other people not involved in a woman’s care to be present at the birth. 

8. talk about a woman's health information with others not directly involved in her 

care. 

9. treat women differently because of their personal attributes (age, ethnicity). 

Thank you so much for taking the time to complete this survey. Your responses are 

important to us. The general results of the survey will be made available to you via an 

email from your program convenor as soon as possible. 
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Appendix O Ethical Approval – Educational Intervention Study 

Study 5: Effectiveness of online educational intervention to enhance perceptions of 

respectful maternity care during labour and childbirth among bachelor level nursing 

students. 

The table below outlines the approvals in relation to this study protocol.  

Date  Details  

13/04/2021 Ethical approval granted for this study from GUHREC 

(conditionally approved) (GU ref. no. 2021/225) 

05/05/2021 Ethical approval granted for this study from GUHREC 

(fully approved) 

23/05/2021 Ethical approval from NHRC (Ref. 3165) 

27/05/2021 Permission obtained from CMC (Ref. CMC-IRC/077/078-

230) 

26/04/2021 Permission obtained from NMC (Ref. FNNMC/502/077-

078) 

26/04/2021 Permission obtained from UCMS (Ref. UCNS-50/2021) 
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Appendix P Ethical Approval – Griffith University Human Research Ethics 

Committee 

Effectiveness of an online educational intervention to enhance students’ perceptions 

of respectful maternity care 

 
 

Wed 05/05/2021 13:35 

To:  

 

 

 

GRIFFITH UNIVERSITY HUMAN RESEARCH ETHICS COMMITTEE 

 

Dear Prof Jenny Gamble 

 

I write in relation to your application for ethical clearance for your project "NR: 

Effectiveness of an online educational intervention to enhance Respectful Maternity 

Care (RMC) during labour and childbirth among Bachelor of Nursing Students in 

Nepal" (GU Ref No: 2021/225). 

The Griffith University Human Research Ethics Committee (GUHREC) resolved to 

grant your application a clearance status of "Fully Approved". 

 

This is to confirm receipt of the remaining required information, assurances or 

amendments to this protocol. 

 

Consequently, I reconfirm my earlier advice that you are authorised to immediately 

commence this research on this basis. 

 

The standard conditions of approval attached to our previous correspondence about this 

protocol continue to apply. 

 

Regards 

 

Gynelle Murray| Ethics Policy Officer (Ag) 

Office for Research 

Griffith University | Nathan | QLD 4111 |  

 

griffith.edu.au 
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Appendix T Permission Letter – Universal College of Medical Sciences  

UNIVERSAL COLLEGE OF NURSING 

SCIENCES 
Ranigaon, Bhairahawa, Nepal 

Phone #  
 

 

 

 

UCNS-50/2021      Date: April 26, 2021 

 

 

To, Prativa Dhakal 

PhD Candidate 

School of Nursing and Midwifery 

Griffith University, Australia 

  

Subject: Regarding approval for conduct the study 

 

Dear Ms Dhakal, 

This is for your kind information, you are allowed to conduct the study among BSc. 

Nursing III year students of Universal College of Nursing Sciences, UCMS, 

Bhairahawa, Rupandehi, Nepal. 

 

 

 

Prof. Saraj Gurung,  

Nursing Progam Coordinator  

UCNS, Bhairahawa 

Rupandehi, Nepal.  
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Appendix U Participant Information Sheet – Intervention Group  

Title: Effectiveness of an online educational intervention to enhance perceptions of 

respectful maternity care during labour and childbirth among Bachelor level 

nursing students in Nepal 

This information sheet describes this study and will help you decide if you want to take 

part. Please read this information carefully. There will be two groups in this study: an 

intervention and a control group. You are selected to take part in the intervention group. 

If you are satisfied with the information and agree to participate, please click the ‘yes’ 

button that appears on the screen. Please complete the online survey before and after the 

intervention and participate in the online education intervention. If you would like more 

information, please email Prativa Dhakal on . Your 

decision to take part or not will not affect your usual course of study in any way. 

Ethical approval: Griffith University (GU ref no: 2021/225), Nepal Health Research 

Council, Chitwan Medical College, National Medical College, and Universal College of 

Medical Sciences 

Who is conducting the research? 

Prativa Dhakal (PhD Candidate) supervised by Prof Em Jenny Gamble, Prof Debra 

Creedy, Dr Elizabeth Newnham 

Contact Phone: (Prof Em. Jenny Gamble)  

Contact Email:  

Contact Phone:  (Prativa Dhakal) 

Contact Email:  

Why is the research being conducted? 

Respectful Maternity Care (RMC) is a fundamental human right and has been shown to 

improve maternal and neonatal outcomes. Promoting respectful care during childbirth is 

recommended by the World Health Organization. Women’s relationship with health care 

providers during pregnancy, childbirth and the postpartum period is very important. 

Women’s experience of care with health care providers can empower and comfort them 

or inversely cause emotional trauma that may last for lifetime. Nursing students, as the 

future generation of care providers need to understand and offer RMC to women during 

labour and childbirth. Some studies have shown effectiveness of RMC workshops to 

promote understanding and perceptions towards RMC. However, these studies have 

focused on staff. There is no available education intervention that has measured its 

effectiveness in promoting perceptions of RMC among nursing students. This research 

aims to address this gap and is being conducted as a part of a doctoral degree at Griffith 

University, Australia by Ms. Prativa Dhakal. 

What you will be asked to do?  

There will be two phases of data collection: baseline (T1), and post intervention 2 weeks 

(T2) after the intervention. You will be asked to complete the online survey by clicking 

the link in this email before the education intervention. The survey has general questions 

about you, your clinical placement, and your perceptions regarding RMC. There are no 
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right or wrong answers. We are interested in your current understanding and experiences. 

It will take about 15 minutes to complete the survey. 

After completion of the baseline survey, you will then be sent an education module and a 

link to an online (synchronous) class. The course is run over three weeks. There are three 

modules and you are required to complete one module per week and attend the online 

class. Each module takes approximately two hours to complete. To get most out of this 

intervention, you are required to complete the readings (provided) before the online 

session. Each online class will be delivered through the Microsoft Teams platform and 

provides you with the opportunity to participate and discuss concepts from the readings. 

There are self-assessment activities throughout the modules, designed to provide you the 

opportunity to reflect on your own experience of providing care to women during your 

clinical placement. To complete the intervention, you need to submit a short written 

reflective assignment related to RMC. At the completion of third module, you will be 

asked to provide feedback about the quality and relevance of the intervention and a video 

resource named “Understanding respectful maternity care” by Medical Aid Films (used 

with their permission).  

There will be a follow-up data collection 2 weeks after completion of the intervention 

when you will be asked to complete the same questionnaire that you completed before 

the educational intervention. In addition, the questionnaire will contain some open-ended 

questions regarding your beliefs towards RMC after the intervention.  

Selection of participants 

All students enrolled in the Bachelor of Science in Nursing (B. Sc. Nursing) 3rd year at 

Chitwan Medical College (Chitwan, Nepal) are invited to participate in the study as the 

intervention group. To compare outcomes, students enrolled in the B. Sc. Nursing 3rd year at 

Universal College of Medical Sciences (Bhairahawa, Nepal) and National Medical College 

(Birgunj, Nepal) are invited to participate in the study as the control group.  

The expected benefits of the research 

By participating in the intervention, you will have the opportunity to learn about what is 

RMC, the importance of RMC, various forms of disrespectful care experienced by 

women, immediate and long-term consequences of abusive care to women, and the 

factors associated with disrespectful care. You will develop an understanding of how to 

provide care to women using respectful approaches. You will have an opportunity to 

reflect on the care you provide to women and receive feedback on your written work 

about ways to improve care. We hope this educational intervention will enhance your 

understanding, attitudes, and practices of RMC towards women during labour and birth. 

In addition, you will have increased confidence in providing respectful care thereby 

improving the health and well-being of mothers and newborns.  

Risks to you 

There is no anticipated risk associated with the research.  

Reimbursement for your participation 

You will be provided NRs. 700 as reimbursement for your time. Once you complete the 

study, you will be eligible for the incentive.  
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Your confidentiality  

You are requested to develop a unique identification number which will be known only 

by you. We recommend using your mothers’ initials and date of birth (e.g., 

MS14101974). This will allow matching of responses and the detection of change in 

scores from T1 to T2. In order for your response to be anonymous and to protect your 

privacy, the Internet Protocol (IP) number will be deleted from the downloaded data file. 

All data analysis will be free of any identifiers, including IP addresses or other electronic 

identifiers. The online session will be recorded for your information and research 

purposes. Electronic data will be saved on a password protected computer. All data 

collected from participants will be treated confidentially, only accessed by members of 

the research team, and kept securely. 

Your participation is voluntary  

Your participation in this education intervention study is completely voluntary. You can 

withdraw or exit from the study at any time. However, you are not able to withdraw from 

the survey once you have submitted your survey form. This is because the questionnaires 

are anonymous, and it will not be possible to identify individual responses. Your decision 

will not have any impact on your usual studies.  

Mechanism for distribution and return/Web backend 

An email with the link to the survey before and after the intervention will be sent to you 

by research team. During the intervention period, an educational module and link to the 

online class will be sent to you one day before the class every week for three weeks.  

The survey will be conducted online through LimeSurvey and the data will be directly 

imported to IBM Statistical Package for the Social Sciences for Windows version 27. 

Electronic data will be saved with password protected computer. Participant surveys will 

be identified by a unique identification number provided by you to detect change in scores 

from T1 to T2. All data collected from participants will be treated confidentially, and only 

accessed by members of the research team. The data will be stored for 5 years before 

being deleted in accordance with Australia’s National Health & Medical Research 

Council (NMHRC) Management of Data and Information in Research (2019) guidelines.  

Further information and who to contact 

If you have any questions related to the study, please contact Ms. Prativa Dhakal on  

 or Prof. Emeritus Jenny Gamble 

on  You may contact Ms. Taniya Thapa 

on   

The ethical conduct of this research  

The study will be conducted in accordance with the National Statement on Ethical Conduct 

in Human Research 2007 (Updated 2018) and Nepal Health Research Council (NHRC). If 

you have any concerns or complaints about the ethical conduct of the research project you 

can contact the Griffith University Manager, Research Ethics on  

 You can also contact the NHRC on  In 

addition, permission to conduct this study has been received from the participating institute.  
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Feedback to you 

It is possible for you to discuss on the self-assessment activities during the intervention. 

However, it is not possible to provide personal feedback as survey data will be collected 

anonymously. Results will be distributed to you through email, published in peer 

reviewed journals, and presented at conferences. 

Privacy statement-disclosure-overseas 

The conduct of this research involves the collection, access, storage and/or use of your 

identified personal information. As outlined elsewhere in this information sheet, your 

identified personal information may be transmitted, stored or appear in the 

publications/reports arising from this research that may be available to overseas 

recipients. This is occurring with your consent. Any additional personal information 

collected is confidential and will not be disclosed to third parties without your consent, 

except to meet government, legal or other regulatory authority requirements. A de-

identified copy of this data may be used for other research purposes, including publishing 

openly (e.g. in an open access repository). However, your anonymity will at all times be 

safeguarded, except where you have consented otherwise. For further information consult 

the University’s Privacy Plan at http://www.griffith.edu.au/about-griffith/plans-

publications/griffith-university-privacy-plan or telephone  

Expressing consent-anonymous or de-identified information  

You may retain this information for your later reference. By clicking the ‘yes’ button on 

the screen, you will be considered to have given your consent to participate in the 

research. 

Thank you for taking your time to read through this information. 
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Appendix V Participant Information Sheet – Control Group  

Title: Effectiveness of an online educational intervention to enhance perceptions of 

respectful maternity care during labour and childbirth among Bachelor level 

nursing students in Nepal 

This information sheet describes this study and will help you decide if you want to take 

part. Please read this information carefully. There will be two groups in this study: an 

intervention group and a control group. You are selected to take part in the control group. 

If you are satisfied with the information and agree to participate, please click the ‘yes’ 

button that appears on the screen. You are required to complete the online survey on two 

occasions: before and after educational intervention. If you would like more information, 

please email Prativa Dhakal on Your decision to take 

part or not will not affect your usual course of study in any way. 

Ethical approval: Griffith University (GU ref no: 2021/225), Nepal Health Research 

Council, Chitwan Medical College, National Medical College, and Universal College of 

Medical Sciences   

Who is conducting the research? 

Prativa Dhakal (PhD Candidate) supervised by Prof Em Jenny Gamble, Prof Debra 

Creedy, Dr Elizabeth Newnham 

Contact Phone: (Prof Em Jenny Gamble) 

Contact Email:  

Contact Phone:  (Prativa Dhakal) 

Contact Email:  

Why is the research being conducted? 

Respectful Maternity Care (RMC) is a fundamental human right and has been shown to 

improve maternal and neonatal outcomes. Promoting respectful care during childbirth is 

recommended by the World Health Organization. Women’s relationship with health care 

providers during pregnancy, childbirth and postpartum period is very important. 

Women’s experience of care with health care providers can empower and comfort them 

or inversely cause emotional trauma that may last for lifetime. Nursing students, as the 

future generation of care providers need to understand and offer RMC to women during 

labour and childbirth. Some studies have shown effectiveness of RMC workshops to 

promote understanding and perceptions towards RMC. However, these studies have 

focused on staff. There is no available education intervention that has measured the 

effectiveness in promoting perceptions of RMC among nursing students. This research 

aims to address this gap and is being conducted as a part of a doctoral degree at Griffith 

University, Australia by Ms. Prativa Dhakal. 

What you will be asked to do?  

There will be two phases of data collection: baseline (T1), and 5 weeks (T2) later (after 

the intervention group have finished a short online course). You will be asked to complete 

the online survey by clicking the link in an email sent to you by your course convenor. 

The survey has general questions about you, your clinical placement, and your 

perceptions regarding RMC. There are no right or wrong answers. We are interested in 
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your current understanding and experiences. It will take about 15 minutes to complete the 

survey. 

The basis by which participants will be selected 

All students enrolled in the Bachelor of Science in Nursing (B. Sc. Nursing) 3rd year at 

Chitwan Medical College (Chitwan, Nepal) are invited to participate in the study as the 

intervention group. To compare outcomes, students enrolled in the B. Sc. Nursing 3rd year at 

Universal College of Medical Sciences (Bhairahawa, Nepal) and National Medical College 

(Birgunj, Nepal) are invited to participate in the study as the control group.  

The expected benefits of the research 

As you are assigned to control group you will not receive the intervention. However, the 

data you provide will help us to compare with the data obtained from the intervention 

group. This will help us to measure the effectiveness of a newly developed RMC 

educational intervention. After completing the second survey, you will receive a copy of 

the resource materials for your own self-directed learning. 

The study is expected to increase the knowledge and improve attitudes towards RMC. In 

addition, you will have increased confidence to provide respectful care thereby improving 

the health and well-being of mothers and newborns. 

Risks to you 

There is no anticipated risk associated with the research.  

Reimbursement for your participation 

You will be provided NRs. 300 as reimbursement for your time. Once you complete the 

study, you will be eligible for the incentive. 

Your confidentiality  

You are requested to develop a unique identification number which will be known only 

by you. We recommend using your mothers’ initials and date of birth (e.g., 

MS14101974). This will allow matching of responses and the detection of change in 

scores from T1 to T2. In order for your response to be anonymous and to protect your 

privacy, the Internet Protocol (IP) number will be deleted from the downloaded data file. 

All data analysis will be free of any identifiers, including IP addresses or other electronic 

identifiers. Electronic data will be saved on a password protected computer. All data 

collected from participants will be treated confidentially, only accessed by members of 

the research team, and kept securely. 

Your participation is voluntary  

Your participation in this education intervention study is completely voluntary. You can 

withdraw or exit from the study at any time. However, you are not able to withdraw from 

the survey once you have submitted your survey form. This is because the questionnaires 

are anonymous, and it will not be possible to identify individual responses. Your decision 

will not have any impact on your usual studies.  

Mechanism for distribution and return/Web backend 

An email with the link to the survey before and after the intervention will be sent to you 
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by the research team. The survey will be conducted online through LimeSurvey and the 

data will be directly imported to IBM Statistical Package for the Social Sciences for 

Windows version 27. Electronic data will be saved with password protected computer. 

Participant surveys will be identified by a unique identification number provided by you 

to detect change in scores from T1 to T2. All data collected from participants will be 

treated confidentially, and only accessed by members of the research team. The data will 

be stored for 5 years before being removed as per Australia’s National Health & Medical 

Research Council (NMHRC) Management of Data and Information in Research (2019) 

guidelines.  

Further information and who to contact 

If you have any questions related to the study please contact Ms. Prativa Dhakal on  

, Email:  or Prof. Emeritus Jenny Gamble 

on   

You may contact Ms. Kavita Lamichhane (if you belong to UCMS):  

Contact number:  

  

You may contact Ms. Anisha Raut (if you belong to NMC):  

Contact number:  

  

The ethical conduct of this research  

The study will be conducted in accordance with the National Statement on Ethical Conduct 

in Human Research 2007 (Updated 2018) and Nepal Health Research Council (NHRC). If 

you have any concerns or complaints about the ethical conduct of the research project you 

can contact the Griffith University Manager, Research Ethics on  

 You can also contact the NHRC on  In 

addition, permission to conduct this study has been received from the participating institute.  

Feedback to you 

It is not possible to provide personal feedback as survey data will be collected 

anonymously. However, results will be distributed to you through email, published in 

peer reviewed journals, and presented at conferences. 

Privacy statement-disclosure-overseas 

The conduct of this research involves the collection, access, storage and/or use of your 

identified personal information. As outlined elsewhere in this information sheet, your 

identified personal information may be transmitted, stored or appear in the 

publications/reports arising from this research that may be available to overseas 

recipients. This is occurring with your consent. Any additional personal information 

collected is confidential and will not be disclosed to third parties without your consent, 

except to meet government, legal or other regulatory authority requirements. A de-

identified copy of this data may be used for other research purposes, including publishing 

openly (e.g. in an open access repository). However, your anonymity will at all times be 

safeguarded, except where you have consented otherwise. For further information consult 

the University’s Privacy Plan at http://www.griffith.edu.au/about-griffith/plans-
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publications/griffith-university-privacy-plan or telephone (07)  

Expressing consent-anonymous or de-identified information  

You may retain this information for your later reference. By clicking the ‘yes’ button on 

the screen, you will be considered to have given your consent to participate in the 

research. 

Thank you for taking your time to read through this information. 
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Appendix W Consent Form 

Study Title: Effectiveness of an online educational intervention to enhance 

respectful maternity care during labour and childbirth among Bachelor level 

nursing students in Nepal  

Study investigators: Prativa Dhakal (PhD Candidate), Prof Jenny Gamble, Prof Debra 

Creedy, Dr Elizabeth Newnham 

Ethical Approval: Griffith University (GU ref no: 2021/225). 

By signing below, I declare that I have read and understood the information contained in 

the information sheet, in particular: 

• I understand the purposes, process, and potential benefits and risks of the study. 

• I have had the opportunity to ask any questions about the study and I am satisfied 

with the answers I have received. 

• I understand that my participation in this survey is voluntary, and I can withdraw 

from the project at any time, and it will not impact my usual classroom studies.  

• I know who to contact if I have any further queries or complains related to the 

study. 

• I have been informed that the data obtained from me will be de-identified, thus 

preserving my confidentiality.  

• I have been assured that my personal information will remain secure. The study 

data will be de-identified and personal information will be stored separately in a 

password protected computer.  

• I understand that the information I have supplied may be published in journal 

articles or presented in conferences, however it will not be possible to identify me 

by the information provided in these. 

• I will be provided with the information sheet and consent form before conducting 

the survey. 

• I understand that I can contact the Manager, Research Ethics, at Griffith 

University Human Research Ethics Committee on +61  or email 

or Nepal Health Research Council on 

 if I have any concerns about the ethical conduct of the project. 

I freely agree to participate in the survey which involves collection of my personal 

information, and self-report of my perceptions towards RMC. 

I consent to the inclusion of the information obtained from me in articles or conference 

presentations.  

 

Thank you in advance for taking part in the study. 

Yes  No 
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Appendix X Email to Survey Participants – Intervention Group 

Dear student, 

We are pleased to invite you to participate in this educational intervention study on 

promoting Respectful Maternity Care (RMC). RMC is a World Health Organization 

(WHO) priority and a significant global health issue. It is important that graduate nurses 

and midwives have a good understanding of RMC in order to provide quality care to 

women during labour and birth.   

Although there have been intervention studies to promote RMC, it is still unclear which 

intervention is more effective. It has been identified that workshops on RMC can improve 

the knowledge and attitude of health care providers. However, we know very little about 

the effectiveness of educational interventions in promoting nursing students’ perceptions 

towards RMC.  

We have obtained ethical approval from Griffith University (GU ref no: 2021/225), Nepal 

Health Research Council (ref. no. 3165), and your college. Your participation is very 

important for us to know the effectiveness of a newly developed educational course on 

RMC. By participating in the intervention, you will have an opportunity to learn about 

what is RMC, the importance of RMC, various forms of disrespectful care experienced 

by women, immediate and long-term consequences of abusive care to women, and the 

factors associated with disrespectful care. You will gain an understanding on how to 

provide care to women using respectful approaches. You will have an opportunity to 

reflect on the care you provide to women and receive feedback on your written work 

about ways to improve care. We hope this educational intervention will enhance your 

understanding, attitude, and practice of RMC towards women during labour and birth.  

To participate in the course, you are requested to participate in an online (synchronous) 

class on Microsoft Teams. There are three modules and you are required to complete one 

module per week for three weeks. Each module takes approximately two hours to 

complete. As well as participating in the course, there will be pre- and post-intervention 

survey. Each survey will take about 15 minutes to complete. Please click the link below 

to go to the survey website (or copy the link and paste it into your internet browser). If 

you agree to participate in the study, please click the ‘yes’ button that appears on the 

screen. Your participation is completely voluntary, and your responses will be kept 

confidential. Once you complete the study you will be provided NRs 700 as 

reimbursement of your time. For further information regarding the study please read the 

participant information sheet included in the survey.  

Thank you for your time and kind assistance.  

Survey Link 

https://prodsurvey.rcs.griffith.edu.au/prodls200/index.php/281331?lang=en 

  



350 
 

Appendix Y Email to Survey Participants – Control Group 

Dear student, 

We are pleased to invite you to participate in this educational intervention study on 

promoting Respectful Maternity Care (RMC). RMC is a World Health Organization 

(WHO) priority and a significant global health issue. It is important that graduate nurses 

and midwives have a good understanding of RMC in order to provide quality care to 

women during labour and birth. 

Although there have been intervention studies to promote RMC, it is still unclear which 

intervention is more effective. It has been identified that workshops on RMC can improve 

the knowledge and attitude of health care providers.  

We have obtained ethical approval from Griffith University (GU ref no: 2021/225), Nepal 

Health Research Council (ref. no. 3165) and your college. There will be two occasions of 

data collection. After completing the second survey, you will receive access to resource 

materials about RMC for your own self-directed learning. We hope these educational 

materials will enhance your understanding and practice of RMC towards women during 

labour and birth. 

Each survey will take about 15 minutes to complete. Please click the link below to go to 

the survey website (or copy the link and paste it into your internet browser). If you agree 

to participate in the study, please click the ‘yes’ button that appears on the screen. Your 

participation is completely voluntary, and your responses will be kept confidential. Once 

you complete the study you will be provided NRs 300 as reimbursement of your time. 

For further information regarding the study please read the participant information sheet 

included in the survey.  

Thank you for your time and kind assistance.  

Survey Link 

https://prodsurvey.rcs.griffith.edu.au/prodls200/index.php/281331?lang=en 
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Appendix Z Baseline Questionnaire – Students’ Perceptions of Respectful 

Maternity Care 

Respectful Maternity Care (RMC) is a WHO priority and a significant global 

health issue. It is important that graduate nurses and midwives have a good understanding 

of RMC in order to provide quality care to women during labour and birth. However, we 

know very little about RMC from a student’s perspective. We have put together this 

assessment to understand your perceptions of RMC. Your responses are important to us. 

Click Next to begin. 

Please provide your identification number which is only known to you before you 

proceed the study. This will help us to compare your results before and after 

intervention and provide personal feedback if you wish. The code should consist of 

your mother’s initials and her date of birth. For example, if your mother’s name is 

Monica Sharma and her date of birth is 14th November 1970 then write as 

MS14111970. 

Identification Number:  

          

 Please complete each question using the available space or response options 

provided.  

Part I: Socio-demographic Information  

1. How old are you? (years) ……………….. 

2. What is your marital status? 

1. Married  

2. Unmarried 

3. Divorced 

4. Others (specify)……… 

3. Do you have children? 

1. Yes  

2. No 

3.1 If yes, what is the age of your youngest child? 

4. Which College do you attend? 

1. Chitwan Medical College 

2. National Medical College 

3. Universal College of Medical Sciences 

Part II: Questions Related to Clinical Placement 

5. Have you undertaken clinical placement in a maternity service? (This includes 

antenatal, intrapartum and postnatal placement) 

1. Yes  

2. No 

If yes, duration of placement (in weeks) …………. 

6. Have you observed childbirth as part of your nursing/midwifery education? 

1. Yes  
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2. No 

If yes, how many births have you observed? (Only observed) ................. 

7. Have you assisted a woman to give birth as part of your nursing/midwifery 

education? 

1. Yes  

2. No 

If yes, at how many births have you assisted? ………….. 

8. Where did the births occur? (Please tick all that apply) 

1. District hospital  

2. Teaching hospital 

3. Private health facility 

4. Other (Please specify) 

11. Have you observed any disrespectful or abusive behaviour to women by health 

care providers during labour or childbirth during your clinical placement?  

1. Yes  

2. No 

11.1 If yes, which form of disrespectful care have you observed during your 

clinical placement (please tick all that apply) 

1. Shouting at a woman 

2. Slapping a woman 

3. Pinching a woman 

4. Scolding a woman 

5. Performing a procedure without a woman’s consent 

6. Performing a procedure without maintaining privacy 

7. Performing episiotomy without giving anaesthesia 

8. Neglecting care of a woman 

9. Discussing personal issues with others not involved in the care 

10. Discriminating against a woman 

11. Not facilitating a woman to move and eat during labour 

12. Keeping in a bed without bedsheet 

13. Not offering a woman to have a companion during labour and birth  

14. Not giving pain medication 

15. Separating mother and baby immediately after birth 

16. Other (please specify)? ……………………………… 

Part III: Students’ Perceptions of RMC Scale  

Below is a list of statements related to Respectful Maternity Care. Please indicate with 

a tick () how strongly you disagree or agree with each statement. 

Response scale –  

1 = Strongly disagree  

2=Disagree 

3=Unsure 

4=Agree 

5=Strongly agree 
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Item  

1. Scolding a woman is necessary if she does not cooperate with health care providers.  

2. Labouring women need a birth space free from unnecessary disturbance by others. 

3. I have a responsibility to help women feel safe during labour and birth. 

4. I try to limit exposing a woman’s body when providing care. 

5. I agree that women should "leave their dignity at the door" as there is nothing private 

about giving birth.  

6. Confidentiality is hard to maintain in maternity care.  

7. Actively listening to women’s stories values their experiences. 

8. I am too busy to greet every woman with a smile.  

9. Routine procedures like vaginal examination and abdominal palpation do not require 

permission.  

10. Women’s cultural beliefs are so varied that staff cannot be expected to accommodate 

them all.  

11. There is no point providing all the details about birth procedures because some women 

will not understand.  

12. I am often too busy to provide birth options to women.  

13. I explain benefits and risks to a woman before any procedure. 

14. It is often hard to keep a calm environment for women during labour.  

15. If women do not look after their own health, they should not expect the same treatment 

as others.  

16. Women should be encouraged to actively participate in their care. 

17. Every woman should receive support she needs with breastfeeding. 

18. Women should be encouraged to talk to other postpartum women about their 

experiences. 

Thank you so much for taking the time to complete this survey. Your responses are 

important to us. The general results of the survey will be made available to you via an 

email as soon as possible. 
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Appendix AA Follow up Questionnaire – Students’ Perceptions of Respectful 

Maternity Care 

Please provide your identification number which is only known to you before you 

proceed the study (the same number as you provided during the first survey). This 

will help us to compare your results before and after intervention. The code should 

consist of your mother’s initials and her date of birth. For example, if your mother’s 

name is Monica Sharma and her date of birth is 14th November 1970 then write as 

MS14111970. 

Identification Number: 

          

Please complete each question using the available space or response options 

provided.  

Part I: Students’ Perceptions of RMC Scale  

1. Below is a list of statements related to Respectful Maternity Care. Please indicate 

with a tick () how strongly you disagree or agree with each statement. 

Response scale –  

1 = Strongly disagree  

2=Disagree 

3=Unsure 

4=Agree 

5=Strongly agree 

Item  

1. Scolding a woman is necessary if she does not cooperate with health care providers. 

2. Labouring women need a birth space free from unnecessary disturbance by others. 

3. I have a responsibility to help women feel safe during labour and birth. 

4. I try to limit exposing a woman’s body when providing care. 

5. I agree that women should "leave their dignity at the door" as there is nothing private 

about giving birth. 

6. Confidentiality is hard to maintain in maternity care. 

7. Actively listening to women’s stories values their experiences. 

8. I am too busy to greet every woman with a smile. 

9. Routine procedures like vaginal examination and abdominal palpation do not require 

permission. 

10. Women’s cultural beliefs are so varied that staff cannot be expected to accommodate 

them all. 

11. There is no point providing all the details about birth procedures because some women 

will not understand. 

12. I am often too busy to provide birth options to women. 

13. I explain benefits and risks to a woman before any procedure. 

14. It is often hard to keep a calm environment for women during labour. 

15. If women do not look after their own health, they should not expect the same treatment 

as others. 
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16. Women should be encouraged to actively participate in their care. 

17. Every woman should receive support she needs with breastfeeding. 

18. Women should be encouraged to talk to other postpartum women about their 

experiences. 

2. Were you asked to complete the online modules? 

1. Yes  

2. No 

2.1 If yes, please complete Part II 

Part II: Changes Perceived by Students after the Education intervention  

1. To what extent did the education intervention improve your knowledge about RMC? 

1 – not at all 

2 – to a small degree 

3 – not sure 

4 – I now have some knowledge of RMC 

5 – I have a good understanding of RMC 

1.1 Can you please provide some examples of your new understanding? 

2. To what extent did the education intervention change your attitudes towards RMC? 

1 – not at all 

2 – to a small degree 

3 – not sure 

4 – I have new beliefs about RMC 

5 – I have positive views about RMC 

2.1 Can you please provide some examples of your changed attitudes towards RMC? 

3. To what extent do you intend to use the obtained knowledge about RMC in your 

practice?  

1 – not at all 

2 – some of them 

3 – not sure 

4 – most of them  

5 – all of them  

3.1 What three things would you like to change in your practice to provide 

respectful care? 

4. To what extent do you think you will be aware of disrespectful care by other health 

professionals during your clinical placement?   

1 – not at all 

2 – to a small degree 

3 – not sure 

4 – most of them  

5 – all of them  

5. What three things could maternity care providers in your clinical placement area do 

more of in order to provide respectful care to women?  

Thank you so much for taking the time to complete this survey. Your responses are 

important to us. The general results of the survey will be made available to you via an 

email as soon as possible.  
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Appendix AB Quality and Relevance of the RMC Education Intervention Survey 

Thank you for your time in completing the RMC Education Intervention. In order to help 

us improve our education course we ask that you undertake the following brief evaluation. 

The aim of the RMC course is for you to have a basic understanding of RMC, how to 

promote respectful care to women during labour and birth and the knowledge of where to 

access appropriate resources.  

Please complete each question using the available space or response options 

provided.  

1. Did the course contain sufficient information? 

1. Strongly disagree 

2. Disagree 

3. Unsure  

4. Agree 

5. Strongly agree 

2. Did the content meet your learning needs? 

1. Strongly disagree 

2. Disagree 

3. Unsure 

4. Agree 

5. Strongly agree 

3. Was the course easy to understand? 

1. Strongly disagree 

2. Disagree 

3. Unsure 

4. Agree 

5. Strongly agree 

4. Did the course include sufficient references or links to other resources to support your 

understanding of RMC? 

1. Strongly disagree 

2. Disagree 

3. Unsure 

4. Agree 

5. Strongly agree 

5. Did the attachments and links provided function correctly? 

1. Strongly disagree 

2. Disagree 

3. Unsure 

4. Agree 

5. Strongly agree 

6. Do you like the overall appearance of the course? 

1. Strongly disagree 

2. Disagree 

3. Unsure 

4. Agree 

5. Strongly agree 



357 
 

7. Has the course made you feel confident in this area? 

1. Strongly disagree 

2. Disagree 

3. Unsure 

4. Agree 

5. Strongly agree 

8. Is the online administration of the course more convenient than attending a traditional 

class?  

1. Strongly disagree 

2. Disagree 

3. Unsure 

4. Agree 

5. Strongly agree 

9. Has this online administration format allowed you to learn as much about this topic 

as you would in a traditional class?  

1. Strongly disagree 

2. Disagree 

3. Unsure 

4. Agree 

5. Strongly agree 

10. Please rate how relevant the RMC course is to your current course? 

1. Not at all relevant  

2. Somewhat relevant 

3. Very relevant 

4. Others (please specify)………. 

11. Will you use the information obtained from this course to enhance your clinical 

practice? 

1. Yes 

2. No 

11.1 If yes, how much of what you have learnt in this RMC course will be used in your 

clinical practice? 

1. None  

2. Some 

3. Most 

4. All 

5. Others (please specify)…….. 

11.2 If No, please explain……………………… 

12. What is your overall rating of this course? 

1. Not very useful 

2. Not useful 

3. Useful  

4. Very useful 

13. Will you recommend this course to others? 

1. Yes 

2. No 
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13.1 Why? …………………… 

14. What aspects of this course did you find the MOST helpful?.............................. 

15. What aspect of the course did you find LEAST helpful?.................................. 

16. What suggestions do you have for making the course more 

effective?.............................. 

17. Do you have any other comments/suggestions?........................................... 

 

Thank you for your time and support 
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Fig. WHO Framework for the Quality of Maternal and Newborn Health Care (WHO, 

2016, p.16) 

Of the eight ‘Standards for Improving Quality of Maternal and Newborn Care in 

Health Facilities’, five standards (Standard 4, 5, 6, 7, and 8) directly relate to RMC.  

1. Evidence based practices for routine care and management of complications. 

2. Actionable information systems. 

3. Functioning referral systems. 

4. Effective communication. 

5. Respect and preservation of dignity. 

6. Emotional support. 

7. Competent, motivated personnel; and  

8. Availability of essential physical resources.  

Each standard is accompanied by aims and quality statements. The standards of 

care include routine care and management of complications of women and their babies 

during labour, childbirth, and the early postnatal period. These standards also include care 

and management of babies during the first week of life.   

These standards and quality of care statements are developed for the delivery of 

maternal and newborn health services to ensure that the services provided are of high 

quality.  
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Below is the list of standards whose aims and quality statements are directly related to 

RMC.  

Standard 4: Communication with women and their families is effective and 

responds to their needs and preferences.  

Aim:  The aim of this standard is effective communication, which is an essential 

component of the experience of care received by the patient and her family. The patient 

should receive all information about her care and should feel involved in all decisions 

taken regarding her treatment. Effective communication between the health care provider 

and the patient can reduce unnecessary anxiety and make childbirth a positive experience 

for the woman (WHO, 2016, p. 22).  

Quality statements for effective communication  

4.1: All women and their families receive information about the care and have effective 

interactions with staff.  

4.2: All women and their families experience coordinated care, with clear, accurate 

information exchange between relevant health and social care professionals (WHO, 2016, 

p. 22). 

Standard 5: Women and newborns receive care with respect and preservation of 

their dignity  

Aim: To give total respect and to preserve the dignity of all women throughout their stay 

in the health facility. Their privacy and confidentiality should be respected at all times, 

and any kind of mistreatment, such as physical, sexual or verbal abuse, discrimination, 

neglect, detainment, extortion or denial of services, should be avoided (WHO, 2016, p. 

22).  

Quality statements for respect and preservation of dignity 

5.1: All women and newborns have privacy around the time of labour and childbirth, and 

their confidentiality is respected.  

5.2: No woman or newborn is subjected to mistreatment, such as physical, sexual or 

verbal abuse, discrimination, neglect, detainment, extortion, or denial of services. 

5.3: All women have informed choices in the services they receive, and the reasons for 

interventions or outcomes are clearly explained (WHO, 2016, p. 22).  

Standard 6: Every woman and her family are provided with emotional support 

that is sensitive to their needs and strengthens the woman’s capability. 

Aim: Emotional support is an essential component of the experience of care. Having the 

birth companion of her choice helps a woman to go through childbirth more confidently. 
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Every woman receives support that strengthens her own capability during childbirth 

(WHO, 2016, p. 23).  

Quality statements for emotional support 

6.1: Every woman is offered the option to experience labour and childbirth with the 

companion of her choice.  

6.2: Every woman receives support to strengthen her capability during childbirth (WHO, 

2016, p. 23).  

Standard 7: For every woman and newborn, competent, motivated staff are 

consistently available to provide routine care and manage complications. 

Aim: All labour and childbirth areas of the health facility should have competent, well-

trained staff and skilled birth attendants present 24 hour a day in sufficient numbers for 

the expected workload. Good leadership and management in the health facility are 

essential to provide support and ensure continuous quality improvement (WHO, 2016, p. 

23).  

Quality statement for competent, motivated human resources 

7.1: Every woman and child has access at all times to at least one skilled birth attendant 

and to support staff for routine care and management of complications.  

7.2: The skilled birth attendants and support staff have appropriate competence and skills 

mix to meet the requirements of labour, childbirth, and the early postnatal period.  

7.3: Every health facility has managerial and clinical leadership that is collectively 

responsible for developing and implementing appropriate policies and fosters an 

environment that supports facility staff in continuous quality improvement (WHO, 2016, 

p. 23).  

Standard 8: The health facility has an appropriate physical environment, with 

adequate water, sanitation and energy supplies, medicines, supplies and equipment 

for routine maternal and newborn care and management of complications.  

Aim: Every health facility should have basic infrastructure and amenities, including 

water, sanitation, hygiene and electricity, waste disposal, a stock of essential medicines, 

supplies and equipment to meet the health care needs of the women and newborns in the 

facility. Areas for labour, childbirth and postnatal care should be hygienic, comfortable 

and logically designed and organised to maintain continuity of care (WHO, 2016, p. 23).  

Quality statements for essential physical resources available 

8.1: Water, energy, sanitation, hand hygiene and waste disposal facilities are functioning, 

reliable, safe, and sufficient to meet the needs of staff, women, and their families.  
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circumstances of violence and harassment that occurs during labour and birth 

(Sadler et al., 2016).  

2000: 

• The First International Conference on the Humanization of Childbirth held in 

Brazil as a response to the overmedicalisation of birth, as evidenced by the 

increase in global caesarean section rates. During this conference “the Latin 

American and Caribbean Network for the Humanization of Childbirth” 

(RELACAHUPAN) was founded, leading the debate on women’s right to respect 

during childbirth (Sadler et al., 2016). 

2007:  

• Venezuela introduced obstetric 

violence as a legally recognised 

form of violence in their “Organic 

Law on the Right of Women to a life 

Free of Violence”. This action 

further increased international 

attention regarding obstetric 

violence (Sadler et al., 2016).  

2010:  

• TRAction Landscape Analysis which explored evidence for disrespect and abuse 

and identified seven categories of disrespect and abuse (Bowser & Hill 2010). 

This provided the platform for addressing disrespect and abuse globally. Based 

on this category, rights of childbearing women are drawn by White Ribbon 

Alliance (WRA) with the support of USAID.   

2011:  

• USAID TRAction project funded 

two RMC implementation research projects (Heshima, Staha). The Heshima 

(meaning “dignity”) project was tasked in Kenya to: determine and measure the 

prevalence of disrespect and abuse; conduct implementation research for 

https://www.refworld.org/docid/49b92b1cc.html 
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developing and validating tools for assessment; design interventions to reduce 

disrespect and abuse; and evaluate the effects of interventions. With the same 

objectives, the Staha (meaning “respect”) project was launched in Tanzania 

(Warren et al., 2017).  

2011 

• The Health Policy Project and WRA 

launched the “Respectful Maternity 

Care Charter: Universal rights of 

Childbearing Women”. This charter 

addresses the issue of disrespect and 

abuse among women seeking 

maternity care and provides a 

platform for improving the quality of 

care through seven distinct rights of 

childbearing women (WRA, 2011).  

2014:  

• WHO released a statement on 

“Prevention and elimination of 

disrespect and abuse during facility-

based childbirth” where the right of 

every woman to access dignified and 

respectful care was highlighted 

(WHO, 2015).  

 

2015: 

• The WHO vision- “Quality of 

care vision for pregnant women 

and newborns”: WHO stated that 

quality of care for women and 

newborn must be improved 

throughout pregnancy, 

childbirth, and the postnatal 

period to end preventable deaths 

of mothers and newborn babies 

globally (Tuncalp et al., 2015).  

https://www.who.int/reproductivehealth/topics

/maternal_perinatal/statement-childbirth/en/ 

 

https://www.whiteribbonalliance.org/rmcr

esources/ 

 

https://www.ncbi.nlm.nih.gov/pmc/articles/P
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• The WHO-led review 

defined seven categories of 

mistreatment during 

labour and birth with the 

aim of developing global 

consensus on the definition 

of mistreatment during 

childbirth (Bohren et al., 

2015). 

2016:  

• Standards for improving quality of 

maternal and newborn care in 

health facilities (Quality of Care 

Framework) during labour, 

childbirth, and postnatal period 

was published by WHO. The 

framework contains eight domains 

of quality of care encompassing  

both the provision and  

experience of care (WHO, 2016).  

 

2018: 

• WHO recommendations on 

“Intrapartum care for a 

positive childbirth 

experience” was published. 

This comprehensive and 

consolidated guideline 

highlights the importance 

of women-centred care to 

improve the experience of 

women during labour and 

birth, as well the wellbeing of their baby, through human rights-based approach 

(WHO, 2018).  

https://journals.plos.org/plosmedicine/article?id=10.

1371/journal.pmed.1001847 

https://www.who.int/maternal_child_adolescent/doc

uments/improving-maternal-newborn-care-

quality/en/ 

https://www.who.int/reproductivehealth/publication

s/intrapartum-care-guidelines/en/ 
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Could you please reflect on how you came to your answer? 

c. Mrs. Geeta wants to give birth in a kneeling position, however the midwife believes 

that it is difficult to give birth in this position. The midwife tells Mrs. Geeta that every 

woman in the facility gives birth lying down, so she cannot change position for the 

birth. Do you think the midwife was practising RMC? 

1. Strongly agree 

2. Agree 

3. Neither agree nor disagree 

4. Disagree 

5. Strongly disagree 

Could you please reflect on how you came to your answer? 

d. Mrs. Geeta is crying out during a strong contraction and the midwife tells her to be 

quiet so as not to disturb the other woman in the room. However, Mrs. Geeta continues 

to make loud noises with contractions. Eventually, the midwife yells at Mrs. Geeta to 

be quiet using very harsh language. Do you think the midwife was practising RMC? 

1. Strongly agree 

2. Agree 

3. Neither agree nor disagree 

4. Disagree 

5. Strongly disagree 

Could you please reflect on how you came to your answer? 

e. Mrs. Geeta who is HIV positive came to hospital in labour. The attending midwife 

shared Mrs. Geeta’s status to her colleague working in another department, who is not 

directly involved in the care of Mrs. Geeta, while having lunch together. Do you think 

the midwife was practising RMC? 

1. Strongly agree 

2. Agree 

3. Neither agree nor disagree 

4. Disagree 

5. Strongly disagree 

Could you please reflect on how you came to your answer? 

f. A midwife wanted to conduct a vaginal examination to assess Mrs. Geeta who 

presented to the admission room in labour. The midwife first explained the reasons 

for wanting to conduct a vaginal examination, including any pros and cons, and gave 
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(Bowser & Hill 2010, p. 8) 

Below are some of the examples of factors associated with disrespect and abuse. 

1. Policy 

• National policy: 

o Lack of regulations for health rights or failure to enforce the existing laws 

or policy (Reis et al., 2012). 

o Insufficient funding for maternal health care (WRA, 2015). 

o Insufficient reporting and/or monitoring and evaluation of services (WRA, 

2015). 

o Failure of government to properly focus on women health and specifically 

scale up midwifery (United Nations Population Fund [UNFPA], 2014) 

• Institutional policy: 

o Lack of client rights and provision of RMC or failure to use guidelines or 

performance standards (Reis et al., 2012; WRA, 2015). 

o Ignorance of existing laws related to pregnancy, labour, and childbirth care 

(Reis et al., 2012). 
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o Rules that exclude companion from the labour and birth process (Reis et 

al., 2012). 

o Policies that do not allow for individualised care (Newnham and Kirkham, 

2019). 

• Others: 

o Women and communities unaware of women’s rights in policy or laws 

that protect them (Reis et al., 2012). 

2. Facility infrastructure, physical resources, and commodities 

• Lack of appropriate and adequate infrastructure such as space, environment 

leading to poor working environment (Reis et al., 2012; WRA, 2015). 

• Lack of essential supplies and equipment (Reis et al., 2012). 

• Overcrowding (sharing of beds, poor sanitation) (Reis et al., 2012).  

• Lack of birthing materials such as birthing beds, stools, mats (Reis et al., 2012). 

3. Human resources  

• Shortage of staff (Bradley et al., 2019; Reis et al., 2012; WRA, 2015) 

• Underpaid or unpaid staff (Reis et al., 2012) 

• Attitude of health care provider: lack of empathy, commitment, and humanism 

(Reis et al., 2012) 

• Poor communication among the care providers (Reis et al., 2012) 

• Lack of credibility for and resourcing of midwives (Bradley et al., 2019; Reis et 

al., 2012) 

• Stress and frustration among care providers due to inadequate staffing, resources, 

or rewards (Bradley et al., 2019; Reis et al., 2012; WRA, 2015).  

4. Knowledge and practice of health care providers  

• Authoritarian culture in health services (Bradley et al., 2019; Reis et al., 2012). 

• Lack of knowledge and skills of care provider (Bradley et al., 2019; Reis et al., 

2012). 

• Lack of awareness of rights and gender issues (Reis et al, 2012; WRA, 2015).  

• Lack of treatment with respect for women as an individual (Reis et al., 2012). 

• Focusing only on clinical issues rather than women’s beliefs, culture or emotional 

and physical needs of women and babies (Reis et al., 2012).  

• Professional resistance to change practice based on evidence (Reis et al., 2012). 

• Practices not supported by evidence (Reis et al., 2012).  
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• Unnecessary performance of caesarean section and overuse of unnecessary or 

inappropriate technology (Reis et al., 2012). 

5. Knowledge and skill development   

• Professional pre-service education:  

o gaps in the education of professionals (Bradley et al., 2019; Reis et al., 

2012). 

o curricula which do not emphasise respectful care or evidenced based 

practices (Reis et al., 2012). 

o medicalised care rather than woman centred care (Bradley et al., 2019; 

Reis et al., 2012). 

o poor practices learned during education (Reis et al., 2012). 

o lack of training sites that are considered as model for provision of RMC 

(Reis et al., 2012).  

• In-service education/training: 

o lack of training and updates in respectful care (Reis et al., 2012). 

• Lack of positive role models  

6. Management 

• National level factors: 

o poor distribution and management of human resources (Reis et al., 2012). 

o managerial and political leadership with little knowledge about RMC 

(Reis et al., 2012). 

o poor management of service delivery system (Reis et al., 2012). 

• Institutional/facility management:  

o lack of supervision (Reis et al., 2012; WRA, 2015). 

o poor use of human resources (Reis et al., 2012). 

o lack of individual and institutional accountability and mechanisms that 

ensure RMC (Reis et al., 2012; WRA, 2015). 

o lack of recognition for good practices and penalties for bad practices (Reis 

et al., 2012).  

7. Ethnicity/culture, society, and gender 

• Ethnicity/culture:  

o belief that traditional but harmful practices should be preserved (Reis et 

al., 2012).  
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• Training in values clarification and attitudes transformation:  Providing 

training to health care providers to enable them to assess their own values, change 

their attitudes to provide dignified and respectful care and increase accountability 

(Abuya, Ndwiga, et al., 2015). 

• Caring for carers: Group or individual counselling of providers to support with 

coping mechanisms to overcome stresses related to overwork, trauma, or critical 

incidents (Abuya, Ndwiga, et al., 2015). 

• Monitoring of disrespect and abuse: Monitoring through provision of a 

mechanism of reporting disrespect and abuse such as customer service desks, 

suggestion boxes and through supervision visits by implementing team (Abuya, 

Ndwiga, et al., 2015). 

• Setting up of quality improvement teams: Such as setting up a health facility 

management committee to monitor, address, and resolve cases related to 

disrespect and abuse and solve concerns related to infrastructure, drugs, and 

supplies (Abuya, Ndwiga, et al., 2015).  

• Staff mentorship: Mentorship through on-the-job role-modelling for provider 

behaviour change by identified champions as part of routine continuous 

professional development (Abuya, Ndwiga, et al., 2015). 

• Maternity open days:  An event where health facility provides the opportunity to 

pregnant women and their families to interact with providers and visit the 

maternity unit to clarify birthing practices and mitigate any fears related to 

childbirth (Abuya, Ndwiga, et al., 2015). 

• Community workshops: Providing education by community health workers on 

community rights to sexual and reproductive health including maternal health care 

to community people (Abuya, Ndwiga, et al., 2015). 

• Mediation/alternative dispute resolution: Providing training to society leaders 

(Community Health Worker, respected persons) on mediation skills, to act as 

intermediaries between community members and the health facility to address 

disrespect and abuse issues (Abuya, Ndwiga, et al., 2015). 

• Counselling of community members: Offering counselling to community 

members who have experienced disrespect and abuse within the facilities (Abuya, 

Ndwiga, et al., 2015). 

• RMC workshop: Adaptation of “Health workers for change” curriculum where 

providers are asked to reflect on the barriers to providing RMC (both interpersonal 
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If any of you have not witnessed disrespectful or abusive care during your clinical 

placement, please complete the assignment based on the given scenario. 

You are posted in Maternity unit for 6 weeks as part of your midwifery practicum. 

You were assigned Mrs. Geeta who was in active phase of labour. She was alone over the 

bed and seems restless because of pain. One of the midwives came towards her putting 

on gloves on her hand and performed vaginal examination after her consent. She 

communicated the findings to her and then recorded the findings in the report. After one 

hour another midwife came to perform vaginal examination. Mrs. Geeta was persistently 

saying that vaginal examination was performed just before by another midwife. However, 

she performed the procedure without listening to her and scolded her in front of other 

women and staff saying “are you a midwife or me? Do not interfere me. If you do not like 

what I am doing, go and give birth in your own home”. Mrs. Geeta felt so embarrassed 

and told her mother to return to home to give birth. She told her mother that she does not 

want to give birth in the place where she was scolded in front of others. Her mother 

requested the staff to make a discharge and took Mrs. Geeta home.  

Based on your experience or the scenario provided, complete the assignment 

following the guide provided.  

Phases  Description of guides  

Phase 1: 

Self 

awareness 

Place yourself in a calm environment. Pay attention to your thoughts 

and emotions and write about your experience on disrespect and abuse 

of women during labour and birth during your clinical placement which 

you think significant. 

Phase 2:  

Description 

Describe in detail the experience you were reflecting on:  

Include where that incident happened, who else were there, why were 

you there, what were you doing, what others were doing, what was the 

context, what happened, what was your role in this, what role did other 

people play, what was the result. Identify the key issues within this 

description that you need to pay attention to. 

Phase 3:  

Reflection 

Recall and explain your thoughts and feelings include: What was she 

(midwife) trying to achieve? Why did she act like that? What were the 

consequences of her action for women and her family, for her 

(midwife), you, and for people she works with? How did you feel about 

this experience when it was happening? How did the women feel about 

it? 

Phase 4: 

Knowing 

 

Explore the experience from different perspectives: identify the internal 

(midwife) and external factors (environment) that influences the 

experience. What internal factors influenced her (midwife) decision-

making and actions? What external factors influenced her (midwife) 

decision-making and actions?  
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Thank you for your active participation in the completion of this course. We look 

forward to welcoming you again in survey which was done before the initiation of 

the course. 
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Appendix AD RMC Educational Course – Lesson Plan 

Module 1 (1st week) 

Objectives 

At the end of this learning activity, you will be able to   

• define RMC 

• understand how RMC relates to quality of care 

• explain the timeline of RMC movement globally 

• recognise the universal rights of childbearing women 

• apply the 12 domains of RMC into women’s experience during labour and birth 

Note: Students will be provided all the materials to read one day before the class.  

SN Topic  Teaching 

Learning 

Activities 

Time  

1.  Introduction (self and students) Icebreaking 

activity 

(Interaction 

with 

students) 

10 

min 

2.  Description of course, objectives   Lecture 5 min 

3.  Introduction  Lecture  3 min 

4.  Reflection: 

1. Respectful is a word that is used frequently in 

maternity care, what is your understanding of 

‘respectful care during labour and birth’? Please 

explain in your own words.  

2. Reflect on a time when you required treatment or care 

from a health professional. Was it respectful? What 

made it feel respectful (or not) to you?  

Reflection   8 min 

5.  Definition of RMC Lecture 4 

min 

6.  Understanding of RMC (Video) YouTube 

video 

demonstration 

6:11 

min 

7.  Relationship between RMC and quality of care Discussion 

(guided 

discussion 

based on 

points raised 

in the 

content) 

20 

min 

8.  Timeline of RMC movement globally Lecture  10 

min 

9.  Universal Rights of Childbearing Women Reflection 

on readings: 

what are 

some of the 

universal 

rights of 

5 

min 
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SN Topic  Teaching 

Learning 

Activities 

Time  

childbearing 

women?  

10.  Twelve domains of RMC  

Discussion with the article: Shakibazadeh, E., Namadian, 

M., Bohren, M. A., Vogel, J. P., Rashidian, A., Nogueira 

Pileggi, V., ... & Souza, J. P. (2018). Respectful care 

during childbirth in health facilities globally: a 

qualitative evidence synthesis. BJOG: An International 

Journal of Obstetrics & Gynaecology, 125(8), 932-942. 

https://obgyn.onlinelibrary.wiley.com/doi/full/10.1111/1

471-0528.15015 

Reflection 

on readings: 

what are 

some of the 

domains of 

RMC?  

(There will 

also be 

exploration 

on first order 

and second 

order themes 

of the 

domains 

presented by 

students)  

20 

min 

11.  Assessment: True false questions (6 questions) 

Students are requested to write their answers in a 

copy/diary while they read the content of the module 

before online session. 

Reflection: 

How you 

came to your 

answer?  

6 

min 

12.  Assignment:  

Using 12 domains of RMC, ask a woman who has given 

birth in a health facility within the last 2 years about their 

experience of RMC during labour and birth. You might 

ask a relative, a woman from your community or woman 

in health facility about their childbirth experience. Then, 

write their experience in your copy/diary (word limit 

500). 

Note: Explanation of each domain of RMC is found in the 

link provided above. Students are requested to complete 

the task before starting Module 2. 

Written 

assignment  

(Discussion 

on this 

assignment 

will be held 

before 

starting 

Module 2) 

20 

min 

13.  Take home message   2 

min 

 Total Time  2  

hours 

 Write key messages you learn from the first module of 

RMC course and send via email to 
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Module 2 (2nd week) 

Objectives  

At the end of this learning activity, you will be able to  

• describe common disrespectful and abusive care practices to women during labour 

and birth. 

• identify the prevalence of disrespect and abuse globally. 

• evaluate the factors associated with disrespect and abuse during labour and birth.  

Note: Students will be provided all the materials to read one day before the class.  

SN  Topic Teaching Learning 

Activities 

Time 

1.  Recap of module 1 Discussion on the key 

messages students have 

understood and clarify any 

misunderstandings 

5 min 

2.  Discussion on the women’s experience of 

care (assignment Module1) 

Discussion  10 

min 

3.  Common disrespect and abusive practices 

during labour and birth 

Discussion based students’ 

experience 

30 

min 

4.  Reflection: Using the seven categories of 

disrespect and abuse (Bowser & Hill, 

2010), recall a situation from your clinical 

placement where you have witnessed or 

heard about disrespectful or abusive 

behaviour occurring  

Asking reflective questions 

to students  

 

Why you think these 

events happened? How 

was the situation 

responded to or resolved? 

Was there any impact on 

staff? How did this affect 

the woman? 

10 

min 

5.  Assessment:  Likert type questions (7 

questions)  

Students are requested to write their 

answers in a copy/diary while they read the 

content of the module before online 

session. 

Reflection: How you came 

to your answer? (only 

couple of questions will be 

discussed) 

15 

min 

6.  Prevalence of disrespect and abuse  Lecture 10 

min 

7.  Occurrence of disrespect and abuse 

(video) 

YouTube video 

demonstration 

2.04 

min 

8.  Factors associated with disrespect and 

abuse  

(Further information link to Reis, V., 

Deller, B., Catherine Carr, C. N. M., & 

Smith, J. (2012). Respectful maternity 

care. Country experience) 

Reflection based on their 

experience: What may be 

the factors associated with 

disrespect and abuse? 

Discussion  

20 

min 
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SN  Topic Teaching Learning 

Activities 

Time 

9.  In your clinical placement health facility, 

how common is disrespectful and abusive 

care of women during labour and birth? 

What may be the factors associated with 

disrespectful and abusive care in your 

clinical placement area? Please share your 

experience. 

Discussion based on 

student reflection 

15 

min 

10.  Take home message   2 min 

 Total Time   2 

hours  

 Write key messages you learn from the 

second module of RMC course and send 

via email to 
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Module 3 (3rd week) 

Objectives  

At the end of this learning activity, you will be able to  

• explain the consequences of disrespectful and abusive care 

• explain the ways to promote RMC of women during labour and childbirth.  

• list resources available to promote RMC 

• reflect on the experience of care towards women during labour and birth during 

clinical placement using the ‘Bass Holistic Model of Reflection’ 

Note: Students will be provided all the materials to read one day before the class.  

SN  Topic Teaching Learning 

Activities  

Time 

1.  Recap of module 2 Discussion on the key 

messages students have 

understood and clarify any 

misunderstandings 

5 min 

2.  Consequences of disrespectful and 

abusive behaviour 

Discussion 10 min 

3.  Promotion of RMC Lecture  15 min 

4.  How to provide respectful care to 

women during labour and birth 

YouTube video 

demonstration  

7:01 

min 

5.  Main resource requirements for RMC 

Including link to for further 

information link World Health 

Organization. (2018). WHO 

recommendations on intrapartum care 

for a positive childbirth experience. 

World Health Organization.  

Discussion (based on 

reading) 

8 min 

6.   Example Case scenario 8 min 

7.  Assessment: True / false questions (5 

questions) 

Students are requested to write their 

answers in a copy/diary while they 

read the content of the module before 

online session. 

Reflection: How you came 

to your answer?  

5 min 

8.  Assignment: Reflection based on Bass 

Holistic Reflection Model 

Note: Please complete the assignment 

in a MS Word Document (word limit 

1000) and submit via email to  

 

Written assignment (Student 

will be given one-week time 

to complete the assignment) 

60 min 

9.  Take home message  2 min 

 Total Time   2 hours  

 Write key messages you learn from the 

third module of RMC course and send 

via email to  

 

  

 

 




