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Objective: To explore women’s and healthcare provider’s perspectives of what quality of care during child- 

birth means to them and how this can be improved. 

Design: 14 Focus Group Discussions (FGD) with women and 27 Key Informant Interviews (KII) with 

healthcare providers. Thematic framework analysis was used. 

Setting: 14 public healthcare facilities across two districts in Malawi. Mothers who had given birth at 

a healthcare facility within the last 7–42 days and healthcare providers who were directly involved in 

maternity care. 

Findings: Perceptions of what constitutes good quality of care differed substantially. For healthcare 

providers, the most important characteristics of good quality care included structural aspects of care such 

as availability of materials, and sufficient human resources. For women, patient-centred care including a 

positive relationship and experience was prioritised. However, both groups had similar views on what 

constitutes poor quality of care; unwelcoming reception on admission, non-consented care, physical and 

verbal abuse were described as examples of poor care. Shortage of staff, poor labour room design and a 

non-functional referral system were key barriers identified. 

Key conclusions: Women as well as healthcare providers want good quality, professional care at birth and 

are disappointed if this is not in place. 

Implication for practice: There is a need to incorporate women as well as healthcare provider’s views 

when designing, implementing, monitoring and evaluating maternal health programmes. For a positive 

birth experience, a healthcare facility needs to have an enabling environment and good communication 

between healthcare providers and women should be actively promoted. 

© 2019 The Authors. Published by Elsevier Ltd. 

This is an open access article under the CC BY-NC-ND license. 

( http://creativecommons.org/licenses/by-nc-nd/4.0/ ) 
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Over the past decades, effort s to reduce adverse outcomes

or pregnant women have been directed at increasing the avail-

bility and uptake of skilled birth attendance ( Campbell and Gra-

am, 2006 ). This has resulted in higher rates of births in healthcare

acilities ( Global Health Group, 2014 ). In developing countries, the

roportion of deliveries attended by SBA rose from 61% in 20 0 0

o 78% in 2016 ( Global Health Observatory, 2016 ). With increasing

umbers of births now happening in healthcare facilities, ensuring

are is of good quality is seen as a critical aspect of the global

trategy to end preventable maternal and newborn deaths and
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tillbirths ( World Health Organization, 2015 ). The United Nations

et ambitious Sustainable Development Goals (SDG) with health-

elated targets for mothers, newborns and children under the um-

rella of Universal Health Coverage by 2030 ( United Nations, 2015 ).

nsuring that healthcare services provide good quality care will be

undamental to achieving the health-related SDG targets. 

In Malawi, as in other low- and middle-income countries, there

as been a significant increase in the proportion of women who

ive birth at a healthcare facility with an increase from 55% to

1.4% between 20 0 0 and 2015 ( Malawi National Statistical Of-

ce and ICF, 2017 ). Despite this progress, the maternal mortality

atio (MMR) remains high at 634 deaths per 10 0,0 0 0 live births

 Malawi National Statistical Office, 2014; World Health Organiza-

ion et al., 2015 ). It is imperative to now ensure that increased

overage is matched with improved quality of maternity care in
nder the CC BY-NC-ND license. ( http://creativecommons.org/licenses/by-nc-nd/4.0/ ) 
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Table 1 

Socio-demographic characteristics of women interviewed in the FGDs ( n = 48). 

Characteristic Number % ( n = 134) 

Age 

15–19 14 10.4 

20–24 43 32.1 

25–29 46 34.3 

30–35 24 17.9 

36 and above 7 5.2 

Total 134 100 

Educational Attainment 

No education 3 2.2 

Primary education 120 89.6 

Secondary 11 8.2 

Tertially 0 0 

Total 134 100 

Marital status 

Never married 4 3 

Married 125 93.2 

Separated 4 3 

Widowed 1 0.7 

Total 134 100 

Occupation 

Housewife 128 95.5 

Employed 4 3 

Student 2 1.5 

Total 134 100 

Parity 

I–0.2 59 44 

3–4 70 52.2 

5 and above 9 6.7 

Total 134 100 
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order to improve health outcomes for mothers and babies and re-

duce preventable deaths. 

Quality of care is a key component of the right to health

( Hulton et al., 20 0 0 ). There is growing consensus that the per-

ceived quality of childbirth care may also be a key determinant

regarding uptake of care ( Duong et al., 2004; Emelumadu et al.,

2014; Worku et al., 2013 ) . On the other hand, perceptions and ex-

periences of poor quality care has been reported to be a major de-

terminant of, and reason for, non-utilisation of healthcare services

( Kahabuka et al., 2011; Kruk et al., 2009 ). Relatively little informa-

tion is available particularly from low- and middle-income coun-

tries, about how women and healthcare providers themselves de-

scribe and understand what good quality of care during childbirth

should consist of and how this could be improved ( Bhattacharyya

et al., 2015; Bowser and Hill, 2010; Proctor, 1998 ). To improve the

quality of care for women at the time of childbirth, it is important

to understand the concept of quality from the women’s point-of-

view as well as from the healthcare providers’ point-of-view and

this is essential if meaningful recommendations for the improving

quality of care are to be developed and successfully implemented. 

We conducted a qualitative study across two districts in Malawi

to explore the perceptions and experiences of women as well as

healthcare providers with regard to what they considered to be

good or poor quality of care. We examined whether opinions were

divergent or similar and identified enablers and barriers to provid-

ing good quality care at time of birth. 

Materials and methods 

Study design and settings 

A qualitative descriptive study was conducted in two districts

(Kasungu and Thyolo) including 14 healthcare facilities. All were

public, high volume healthcare facilities (defined as more than

30 deliveries per month) and were purposively selected to ensure

a representative number of settings and study participants. Two

healthcare facilities were functioning as secondary level health in-

stitutions and were designated to provide Comprehensive Emer-

gency Obstetric Care healthcare (CEmOC) and 12 were primary

level designated to provide Basic Emergency Obstetric Care health-

care (BEmOC). 

Study population 

The study population comprised of postnatal mothers who had

given birth at a healthcare facility within the 7–42 days prior to

the interview. Both women with normal and complicated deliver-

ies were included. We excluded mothers with poor birth outcomes

such as stillbirths or neonatal deaths as we considered it unethi-

cal and insensitive to group them with mothers who had healthy

babies. Healthcare providers comprised of medical officers, mid-

wives, clinical officers and medical assistants who were directly in-

volved in providing maternity care. They were purposively selected

as information-rich participants with a variety of roles, knowledge

and experience in providing care at the time of birth. 

Data collection 

We conducted 14 focus group discussion (FGDs) with women

(7 in each district) and 27 KIIs with healthcare providers ( Table 1 ).

Data were collected by two national research assistants who un-

derstood the local language using predefined semi-structured topic

guides. The topic guides were developed based on a list of factors

identified from a review of the literature regarding women’s expe-

riences with maternity care provision in low- and middle-income

countries ( Duong et al., 2004; Proctor, 1998 ). Topic areas included:
efinition of quality of care, perception of quality care and expe-

iences of childbirth care as well as exploration of enablers and

arriers to providing good care. 

Trained research assistants visited each healthcare facility to fa-

ilitate KIIs and FGDs. Women were recruited from the postna-

al ward soon after delivery and before discharge from the health

acility and when they came for a six weeks routine, postnatal

heck-up. Interviews took place at the healthcare facility but away

rom the main clinical area in order to preserve privacy and al-

ow for free discussion. Healthcare providers were informed of

he planned visits and interviews were held at convenient times

t each healthcare facility. The interviews were audio taped and

andwritten notes were made. Data were collected until saturation

as reached. Participants were offered refreshments only. 

ata analysis 

All respondents allowed audio recording of their interviews.

hese records were transcribed in Chichewa and translated into

nglish then checked for accuracy. Transcriptions were indepen-

ently reviewed by two researchers and consensus reached over

odes for analysis. The interviews were uploaded and coded us-

ng MAXQDA ( Verbi Software, 2007 ). Data were analysed using a

ix-phase inductive thematic approach ( Braun and Clarke, 2006;

itchie et al., 2003 ). Firstly, two researchers familiarised them-

elves with the data by reading and re-reading the transcribed

ata, noting down initial ideas to search for meanings and pat-

erns. The second phase involved generating an initial set of codes.

wo researchers independently identified preliminary codes and

he coded data extracts. As a third step, the different codes iden-

ified were subsequently sorted into potential themes and the

elevant coded data extracts were selected within the identified

hemes. These themes were further refined and reclassified into

road categories through discussion in the fourth phase. Some

hemes were combined whilst others were separated or discarded.

n phase five, the two lead researchers defined and further refined
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Fig. 1. Aspects of good care as perceived by women, healthcare providers and by both women and healthcare providers. 
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he themes and agreed on the final major- and sub-themes re-

orted in this paper. The final phase involved the write-up of this

anuscript using extract examples that relate to the themes, re-

earch question, and literature. 

esults 

The two main themes that emerged were; (1) the understand-

ng of what quality of care is, and, (2) examples and thinking re-

arding the perceived and experienced aspects of good and poor

uality of care. Three main sub-themes were identified; (1) the

mportance of interpersonal relationships, (2) the provision of ma-

ernity care, and, (3) the availability or not of an enabling en-

ironment. The findings are presented as a comparison between

omen’s and healthcare providers perspectives on quality of child-

irth care and their reflections on their actual experiences of child-

irth. 

spects of good and poor care 

The understanding and description of quality care differed sub-

tantially between women and healthcare providers. Women de-

cribed quality of care in terms of good interpersonal relationships

uch as; “being greeted”, having a “feeling of belonging”, and, also

aving a live baby and mother at the end of childbirth. In contrast,

ealthcare providers defined quality in terms of availability or not

f structural components of care such as having adequate equip-

ent, consumables and/or numbers of staff. 

Women and healthcare providers were asked to describe their

erceptions and give examples of good care. Fig. 1 outlines the

merging themes and illustrates where these converge or diverge.

hese themes are described further below and illustrated using

uotes from healthcare providers and women. 
uilding rapport 

Women value a “positive” or a “close” relationship with health-

are providers that involves mutual trust, being attentive and un-

erstanding what each person is trying to communicate. In most

GDs with women, a “good rapport” was considered to be one

hich encompassed a greeting, self-introduction by the healthcare

rovider, being called by name, a smile, and, being offered a place

o sit when women arrived in the labour ward. 

“As for me I feel relaxed when a midwife greets me upon my

arrival. Just a greeting and a smile assures me of good care.”

(FGD, Woman, District Hospital) 

While some healthcare providers recognised the need for a

ood interpersonal relationship during childbirth, they did not feel

ble to provide this due to staff shortages: 

“We need to build a positive relationship with women during

childbirth. However, it is quite difficult. A midwife is some-

times alone and the only thing she can do is to make sure the

mother and the baby are alive. There is no time for knowing

each other.” (IDI, Healthcare provider, District Hospital) 

ffective communication 

Women were very clear about how they want to interact with

ealthcare providers but reported that often the communication

ith healthcare providers is more about receiving and follow-

ng instructions than “caring”. The majority view among women

as that healthcare providers are more interested in women’s’

ompliance with instructions than in responding to women’s needs

nd/or facilitating good communication. 
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“When I went into labour, they told me to cover my bed with

a plastic and I was instructed to get on the bed and I followed.

When I was about to give birth, I was told to bend my legs

which I did. A midwife re-examined me and requested me to

push and I pushed.” (FGD, Woman, District Hospital) 

Most women had a preference for healthcare providers who

are “interactive”, “approachable”, provide consented care and keep

women updated on their own and baby’s wellbeing. 

“One important thing is to know that your baby is doing well

during labour. Last time, I gave birth to a dead baby. It was

shocking because no-one told me about it throughout labour.”

(FGD, Woman, Health Centre) 

A minority of healthcare providers recognised the importance

of the mother-healthcare provider relationship during childbirth.

However, they repeated that they were not generally able to af-

fect this as they were so busy. Communication was mainly seen as

a means of ensuring care procedures were delivered rather than as

important for building rapport. 

Privacy 

Both women and healthcare providers were very clear regard-

ing the importance of privacy during childbirth. 

Both groups were unhappy with the condition of most labour

rooms which lack privacy due to poor design. With no separate

rooms or partitions in place, women were often exposed to other

women, their families and providers. Most delivery rooms contain

several beds and if curtains are available, they are tattered, not

closed properly and sometimes left open to allow the only mid-

wife to be able to observe all women in labour. In some healthcare

facilities, windows and doors were broken and lacked curtains and

so passers-by could, in fact, look in. 

“Even when I was giving birth maintenance people were pass-

ing by, they were looking at me and there were no curtains. I

felt embarrassed.” (FGD, Woman, District Hospital) 

Only a small minority of women were not concerned with the

lack of privacy and accepted this a being “normal practice”. 

Healthcare provider attitudes and behaviours 

Women preferred healthcare providers who were respectful,

welcoming, caring, friendly, helpful and sympathetic. Women also

reported they had noticed or heard of an improvement in the at-

titudes of healthcare providers when compared to previous years

and attributed this to a women’s rights campaign taking place in

their respective districts. Male and student midwives were some-

times perceived to be more sympathetic than female midwives. 

“I was so lucky during my last child, I found this loving, male

midwife who made my birthing experience smooth.” (FGD,

Woman, Health Centre) 

The majority of women reported that negative attitudes and

poor behaviour by healthcare providers as poor quality of care. A

substantial proportion of women reported that they had experi-

enced healthcare providers displaying negative attitudes and be-

haviours during childbirth, including verbal and physical abuse,

rude behaviour and neglect (failure to attend to the woman).

Women reported that healthcare providers are generally “unap-

proachable” and “always look too busy”, “too serious and scary”

to approach. 

Both women and healthcare providers provided detailed ac-

counts of when they had witnessed healthcare providers insulting,

shouting, scolding, criticizing, and speaking harshly (using abusive
ords) during the time they had given birth. Sometimes, health-

are providers had made judgmental comments about a woman’s

exual history. Women felt shamed by healthcare providers who

ade inappropriate comments. As a result, women often felt that

heir healthcare provider had been disrespectful, uncaring, and

ude. One woman recalled a healthcare provider saying; 

“Those are the fruits you enjoyed with your husband, I was not

available that time, why bother me, labour is painful, I cannot

not use my hands to extract the baby from your womb, you

need to push.” (FGD, Woman, District hospital) 

However, views about slapping during labour and birth differed.

hile the majority of women in almost all FGDs, did view this as

intentional abuse” and “hurting”, some women (in three out of

our FGDs) and, most healthcare providers (18 out of 27 health-

are providers), believed that slapping was accepted practice and

as primarily used to help progress labour and birth. Healthcare

roviders reported that they could not control many women at

he same time in a labour room without applying some authority.

or example, if a woman was not “cooperative” during childbirth,

ealthcare workers would slap the woman to “encourage” her to

to push and give birth to a live baby”. 

“We are exhausted, we are working 24 hours, and how can we

talk affectionately to women? We too sometimes lose patience.”

(IDI, Healthcare provider, Health Centre) 

Some women believed that healthcare providers do work in the

est interest of the woman. 

“We were two in labour ward and my friend almost killed her

baby; she was jumping out of the bed, shouting and closing her

legs. Had it been that the midwife did not slap her, the baby

would be dead.” (FGD, Woman, Health Centre) 

Both women and healthcare providers mentioned either being

eglected or neglecting women during childbirth. This was evident

rom almost all the FGDs with women and from most IDIs with

ealthcare providers. A common experience among women was;

eing left alone in the delivery room without being attended to

ecause healthcare providers were either “chatting” or “sleeping”. 

During FGDs with women, it became apparent that most

omen are not monitored during labour even if complications

rise. The majority of healthcare providers agreed that women are

ometimes unavoidably left alone due to deficiencies in working

onditions such as a heavy workload which in turn, results in

tress, fatigue and frustration among healthcare providers. 

“You have more women giving birth at the same time and you

are alone, I mean what can you do? The Ministry of Health is

aware of this.” (IDI, Healthcare provider, District hospital) 

vailability of a skilled birth attendant 

Women and healthcare providers were in agreement that most

bstetric complications could be prevented or managed if women

ad access to a skilled birth attendant. Women were not very con-

ersant with most technical aspects of care but believed prompt

are as soon as they arrived in the labour room, and, support

hroughout labour, could save the life of a mother and/or her baby.

n the other hand, healthcare providers felt that a significant re-

uction in maternal deaths could be achieved if all components

f emergency obstetric care, pain relief, and, monitoring during

abour, were in place and could be provided by them as needed

ut noted that these were not generally in place. 

Some of the women reported having given birth on their own

nd/or were assisted by a relative or a ward attendant/cleaner

ather than by the trained healthcare provider. They perceived
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his to be because; the midwife was on the phone most of the

ime, there was only one healthcare provider with more than one

oman giving birth at the same time, the healthcare providers

ent home on lunch or dinner break, and/or had gone to sleep

t night. 

“I arrived at the healthcare facility at 6pm and found no one, a

cleaner came after some time and took me to a delivery room.

The cleaner went to call a midwife and she did not come. I gave

birth on my own.” (FGD, Woman, Health Centre) 

“Often midwives do not respond when you need them, with

these “Facebook midwives” they comfortably sit, and laugh with

their friends when you are in great pain.” (FGD, Woman, Health

Centre) 

Healthcare providers (especially those from health centres) con-

rmed that they asked cleaners to attend to women during their

reak times and felt they had no other alternative. While a few

omen and some healthcare providers said there was a definite

eed to have pain medication during childbirth, the majority of

oth groups felt that pain relief was not a priority and their com-

on perception that pain medication would affect the foetus and

elay labour and progress during labour. 

“My grandmother told me childbirth pain does not need any

medication. It is written in the bible that women will suffer

during childbirth. Any pain medication will slow down labour

progress. “(FGD, Woman, Health Centre) 

Healthcare providers were of the opinion that women should be

ble to “cope” using other measures such as back massage, breath-

ng and relaxation exercises. Some healthcare providers reported

ithholding pain relief medication even if this was available, to

void delaying the labour progress. Others reported frequent stock-

uts. 

ompanionship during childbirth 

There were different views regarding having a companion dur-

ng labour or birth. Companionship was not considered “accept-

ble” to most of the women. Having a companion during labour or

irth was seen as disrespecting and violating their privacy. Many

omen indicated that labouring women were entitled to receive

are from health professionals (rather than companions). A birth

ompanion’s presence would be difficult to accommodate as most

abour wards had no curtains. Undressing or being undressed in

he presence of a mother or friend was not accepted practice.

omen also reported that companions would gossip within a com-

unity about “poor performance” during childbirth especially if a

oman had a stillborn baby or developed complications. 

Other women stated that companions would feel “sorry” for the

oman, make the woman “lazy” and this would contribute to a

oor outcome. There was concern that if men were allowed in as

irth companions, they would lose interest in sex; 

“I would not allow anyone else to present at time of birth from

a midwife. We are mostly escorted by our mothers-in-law at

the time of birth. I can’t imagine myself undressing in front of

my mother-in-law. It is so embarrassing.” (FGD, Woman District

Hospital) 

“My friend was with her husband during childbirth, she tells

me since that time her husband has lost interest in her, and

life has completely changed.” (FGD, Woman, District Hospital) 

Only a very small minority of women valued the presence

f a companion and considered this part of good quality care.

hese women were of the opinion that companions would assist

 woman in giving birth if there was no healthcare provider and
lso would stop healthcare providers from verbally and physically

busing women during labour and childbirth. 

The majority of healthcare providers regarded companionships

eneficial for psychological and physical support and also for

roviding assistance to healthcare providers. However, healthcare

roviders reported that they faced many challenges including with

egard to design of the labour ward. 

“In most of our labour rooms, it is not possible to allow a com-

panion to be with the woman. I guess we were quick to preach

about companionship at the time of birth. We need to work on

our infrastructure before we start advocating for companionship

during birth.” (KII, Healthcare provider, District Hospital) 

ssential equipment, supplies and human resources 

The vast majority of healthcare providers reported deficiencies

n supplies and insufficient numbers of staff which caused a lot of

tress. Staff shortages were of particular concern and led to longer

aiting times, neglect of patients, and, poor-quality care. 

“Imagine some health centres have one healthcare provider

to provide all the services. A provider may be exhausted and

can transfer [her] aggression to the woman.” (KII, Healthcare

provider, Health Centre) 

Women and healthcare providers both reported that staffing

onstraints not only directly affected provision of care but also

ontributed to negative attitudes and poor motivation among staff.

n addition, both women and healthcare providers reported that

ublic healthcare facilities are often overcrowded with inadequate

umbers of delivery beds and some women give birth on the floor.

rregular supply of both water and electricity meant that women

rought their own lighting and water at the time of birth. 

eferral system 

A functional referral system was considered important by both

omen and healthcare providers especially at primary healthcare

evel. There was general agreement that women could easily be

eferred if there was a reliable referral system which included a

unctional ambulance and fuel available all the time. Both women

nd healthcare providers described the current referral system as a

nightmare”. Healthcare providers reported that most health cen-

res did not have an ambulance to be able to refer women with

omplications to a higher-level facility. In most cases, women had

o arrange their own transport which could be either an ox cart,

icycle, motorcycle, or, they would have to privately hire an ambu-

ance. 

“This is my sixth pregnancy, and my labour progress was slow,

guess what, I was told to put fuel in the ambulance worth

MK800 (£8). As a poor woman, where can I get such money?”

(FGD, Woman, Health Centre) 

iscussion 

ain findings 

This study sought to obtain information regarding what women

nd healthcare providers living and working in low-income set-

ings consider to be important aspects of good quality of care dur-

ng labour and childbirth and explore the “real life” barriers to pro-

iding this. 

While women prioritized the importance of a “good relation-

hip” with healthcare providers, healthcare providers prioritised

he structural and “technical” components of care. Both women

nd healthcare providers agreed that the current care provided at
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the time of childbirth does not meet their expectations. Health-

care providers mostly attributed this to system failures, insuffi-

cient human resources, lack of an enabling environment and non-

functioning referral systems. Both women and healthcare providers

were in complete agreement regarding the main desired outcome,

namely, the safe delivery of a live, healthy baby. There were diverg-

ing views on the need for and importance of companionship (not

considered acceptable) at birth and pain relief (considered as de-

laying progress in labour and resulting in adverse birth outcomes).

Strengths and limitations of the study 

Our sample included women who had accessed care at a

healthcare facility during labour and childbirth and the study did

not include women who did not access care or women who gave

birth at a private hospital. However, we note that the vast majority

( > 90%) of women in Malawi give birth in public healthcare facil-

ities. Women who had a stillbirth or other adverse outcome re-

quiring special debriefing and counselling and were not contact as

part of this study. It is likely that these women might have differ-

ent views or had more negative perception and experience of the

quality of care they received. A limitation of the study was the in-

ability to assess the quality of care provided in these settings via

direct observations. However, the findings reflect broad concerns

that would likely be recognisable in other low- and middle-income

settings where the proportion of women who access a healthcare

facility for birth has significantly risen during the last few years,

but, where concomitant infrastructural and human resource chal-

lenges have not been addressed. Data were collected across dif-

ferent types of healthcare facilities and at different levels of the

healthcare system allowing for a comprehensive understanding of

context aspects of care and valuable insights into how the quality

of care could be improved. 

Comparison of findings with other studies 

The observation that perceptions of what constitutes good care

differ between women and healthcare providers and has been re-

ported in previous research from Malawi and from other countries

( Bohren et al., 2015; Cham et al., 2009; Jolly et al., 2019; O’Donnell

et al., 2014; Pettersson et al., 2006 ). The attitude of healthcare

providers and the way they talk is very important to women

and is often perceived and reported as being of a greater signif-

icance than the “technical” content of care even though women

want to be attended to and helped by a trained and profes-

sional healthcare provider. In this study, women and healthcare

providers reported instances of verbal and physical abuse, non-

consented and non-confidential care, non-dignified care and aban-

donment of care. A comprehensive, USAID-supported review of the

occurrence of disrespect and abuse during childbirth in health-

care facilities identified similar findings ( Bowser and Hill, 2010 ).

Women want to have support and help from healthcare providers

and what women expect from healthcare providers e.g. a smil-

ing and being called by their names does not require extra time

per se. Women perceived healthcare providers to be “sleeping” or

“chatting” whereas healthcare providers describe a heavy work-

load, stress, fatigue and frustration as factors contributing to in-

ability. These findings call for healthcare providers to move beyond

just provision of services and to more explicitly consider the pref-

erences, needs, and values of the persons receiving these services

( Batt-Rawden et al., 2013; Kungwimba et al., 2013; Lambert et al.,

2018; O’Donnell et al., 2014 ). Healthcare professionals have an eth-

ical, legal and professional obligation to provide safe and respectful

care ( ICM, 2014 ). Studies have shown that a rights-based approach

that involves clients in the decision-making process creates trust

between the provider and the recipient of care and that this is
inked to improved outcomes and satisfaction with care ( Adhikari

nd Sawangdee, 2011; Das et al., 2010; Mateji et al., 2014 ). Quality

f care is a key component of the “right to health” ( Hulton et al.,

0 0 0; Jolly et al., 2019 ). 

This study also shows that healthcare providers face real bar-

iers and are often not able to provide the care in the way that

hey would like. Healthcare providers in this and other studies

now, in principle, what good quality of care is and how this can

e provided. However, many spoke of their frustration because

f lack of resources, poor and late salaries, organisational and

tructural challenges, all of which negatively impacted their work

 O’Donnell et al., 2014 ). Staff motivation and a strong healthcare

ystem with adequate human and material resources are linked to

he ability to provide a better quality of health care ( Das et al.,

010; Gerein et al., 2006; Wong et al., 2013 ) . This finding is not

nique, similar problems with regard to infrastructure and prob-

ems in the supply of medicines as well as staff shortages have

een reported previously ( Cham et al., 2009; Pettersson et al.,

006 ). Demoralization among staff, related to poor working condi-

ions, contributes to disrespect and abuse of women in healthcare

acilities ( Bowser and Hill, 2010 ). This includes physical and verbal

buse such as slapping and use of abusive language reported in

his and in other studies ( Attree, 2008; Bohren et al., 2015 , 2017;

as et al., 2010; Freedman et al., 2014; World Health Organization,

009 ). 

Findings also reveal potential and continuing misunderstand-

ngs regarding the need for and perceived risks of, providing pain

elief to women in labour and at the time of birth. Many women

nd healthcare providers are still of the opinion that medical pain

elief has adverse effects for the baby, mother and progress of

abour. Although there is a range of safe medication to help relieve

ain including Fentox® (nitrous oxide with oxygen) and Pethidine,

hese are often not available in low- and middle-income settings.

nstead, women are only offered options such as help with fo-

used breathing, back massage and walking around when in early

abour. There was a general belief among women in this study

hat labour pains “must be endured”. Previous studies have re-

orted similar concerns among women and healthcare providers

n other low- and middle-income country settings ( Callister, 2003;

cCauley et al., 2017 ). Lack of awareness, misunderstanding re-

arding acceptability, safety as well as lack of availability of the

orrect medication or other pain relief methods, are considered to

e the main reasons healthcare providers do not offer, and, women

n many low resource settings do not receive adequate pain re-

ief during labour and birth. It is important that more attention is

aid to this. Education is needed to allay undue fear among health-

are providers as well as women and to understand that pain re-

ief during labour and birth is safe and does not cause adverse

vents (). 

Similarly, this study illustrates that companionship in labour is

till controversial in some settings. Evidence suggest companion-

hip brings about positive childbirth outcomes ( Ivers et al., 2012 ).

ealth policies in Malawi “allow” companionship during labour al-

hough in practice the existing infrastructure in healthcare facili-

ies does not permit this. Childbirth companions were viewed as

violating a woman’s privacy” and cultural values mean men are

ot expected to be present during labour and birth. This finding

as somewhat surprising and is different from the observations

y other researchers in Malawi and other countries ( Banda et al.,

010; Kungwimba et al., 2013 ). The group of women interviewed

n our study were mainly from the rural areas and may have had

ifferent cultural and societal beliefs and norms. More education

bout the relevance and benefits of companionship during child-

irth is required. Also, it should be made clearer that compan-

onship is not a substitute for skilled birth attendance. Further re-

earch is needed to explore in more depth the specific cultural and
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ocietal norms which prevent women from having a suitable com-

anion during labour and birth and how these can be addressed. 

mplications for clinical practice and research 

Findings of this study have important implications for the

chievement of sustainable development goal number three and

eyond. This study highlights the need to incorporate both women

nd healthcare provider views when designing, implementing,

onitoring and evaluating maternal health programmes low re-

ource settings. The quality of the relationship between the nurse-

idwife and the woman she cares for is highlighted as of partic-

lar importance. While working on efforts to improve health sys-

em factors that are needed to be able to provide good quality care,

here is a need for policies that emphasize a rights-based approach

nd promotes respectful care in both pre- and post-service train-

ng while at the same time ensuring the enabling environment in

lace ( Freedman et al., 2014; Jolly et al., 2019; Raven et al., 2012 ). 

Although the health system related factors may provide con-

extual explanations for poor quality of care, this cannot be con-

idered as justification of the continued mistreatment of women.

 lack of identified routes to do so, as well as fear of, reporting

angerous or unethical practice underlies the importance of intro-

ucing strong clinical audit methods as an effective intervention to

mprove the quality of care ( Kongyuy and van den Broek, 2008 ).

onsistent and targeted audit and feedback, including feedback

rom women themselves on their care experiences, can have a sig-

ificant effect on improving healthcare providers’ compliance with

ood clinical practice ( Bohren et al., 2016 ). The key aspects iden-

ified in this study could be included in a monitoring tool that

ould allow women to provide feedback on their experiences of

are. 

onclusion 

The quality of care at time of childbirth can only be improved

f healthcare providers and women have a shared understand-

ng of, and jointly make decisions on, what actions should be

aken to improve the availability and quality of care. This study

rovides further insights into some of the poor quality, harmful

are experienced by women during labour and birth at health-

are facility level in low- and middle-income settings. Ensuring

ealthcare providers have a “caring” attitude and addressing the

ealth system barriers to providing good quality of care are rec-

mmended first steps. Importantly, a rights-based approach must

e consistently adopted when designing and delivering healthcare

rogrammes for mother and babies. 
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