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Abstract
Background: Disrespectful and abusive maternity care is a complex phenomenon. In Namibia, HIV and high
maternal mortality ratios make it vital to understand factors affecting maternity care quality. We report on two
studies commissioned by Namibia’s Ministry of Health and Social Services. A health worker study examined cultural
and structural factors that influence maternity care workers’ attitudes and practices, and a maternal and neonatal
mortality study explored community perceptions about maternity care.
Methods: The health worker study involved medical officers, matrons, and registered or enrolled nurses working in
Namibia’s 35 district and referral hospitals. The study included a survey (N = 281) and 19 focus group discussions.
The community study conducted 12 focus groups in five southern regions with recently delivered mothers and
relatives.
Results: Most participants in the health worker study were experienced maternity care nurses. One-third (31%) of
survey respondents reported witnessing or knowing of client mistreatment at their hospital, about half (49%)
agreed that “sometimes you have to yell at a woman in labor,” and a third (30%) agreed that pinching or slapping
a laboring woman can make her push harder. Nurses were much more likely to agree with these statements than
medical officers. Health workers’ commitment to babies’ welfare and stressful workloads were the two primary
reasons cited to justify “harsh” behaviors. Respondents who were dissatisfied with their workload were twice as
likely to approve of pinching or slapping. Half of the nurses surveyed (versus 14% of medical officers) reported
providing care above or beneath their scope of work. The community focus group study identified 14 negative
practices affecting clients’ maternity care experiences, including both systemic and health-worker-related practices.
Conclusions: Namibia’s public sector hospital maternity units confront health workers and clients with structural
and cultural impediments to quality care. Negative interactions between health workers and laboring women were
reported as common, despite high health worker commitment to babies’ welfare. Key recommendations include
multicomponent interventions that address heavy workloads and other structural factors, educate communities and
the media about maternity care and health workers’ roles, incorporate client-centered care into preservice
education, and ensure ongoing health worker mentoring and supervision.
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Background
Over the past five years, global health experts have
accelerated their efforts to build a respectful maternity
care (RMC) movement to counteract disrespect and
abuse by health workers during pregnancy and childbirth, particularly in low- and middle-income countries
(LMICs) [1–3]. The phenomenon of disrespectful and
abusive maternity care is complex, arising from systemic
and policy failures and health worker behavior. Perceptions of disrespect and abuse are shaped by local norms
and health worker intentions in addition to women’s
experiences [1, 2]. As a response, RMC encompasses not
just the absence of disrespect and abuse but also the
presence of “positive and supportive staff attitudes and
behaviors that increase a woman’s satisfaction with her
birth experience” [2].
Numerous studies have documented disrespectful and
abusive maternity care from the client’s perspective, assembling evidence that suboptimal care is widespread
[4–11]. A study in one region of Nigeria found that over
one-third (36%) of laboring women had experienced
physical abuse at the hands of health workers [9], and an
Ethiopian study showed that nearly all women in childbirth (95%) had had their rights to information, informed
consent, and informed choice violated [4]. Where disrespect and abuse are prevalent, additional negative consequences can result. In the short term, these may include
client dissatisfaction, ineffective communication of health
promotion messages, and poor quality of care (defined
across dimensions such as safety, equity, timeliness, and
client-centeredness); in the longer term, women may be
less likely to seek institutional care, potentially increasing
the risk of adverse maternal and newborn health outcomes [6, 12–16]. A qualitative gender assessment in
Ethiopia that explored gender barriers to facility-based delivery in the context of prevention of mother-to-child
transmission of HIV services found that disrespect and
abuse was the primary deterrent to institutional delivery
cited by community members [17].
Studies focusing on clients’ experiences of institutional
childbirth are clearly important, but there is a complementary need to examine disrespect and abuse from the
health worker’s perspective to understand underlying
factors that propel negative attitudes and practices. A
systematic review of 81 peer-reviewed studies conducted
in LMICs, published between 1990 and 2014 and cited
in at least one of five electronic databases, examined
both positive and negative attitudes and behaviors of
maternal health care providers (including nurses, midwives, physicians, and other maternity care cadres), as
reported by clients, health workers, or others [13]. Over
two-thirds of the studies (68%) took place in Africa, with
the remainder set in Asia and the Pacific, Latin America,
or the Middle East [13]. Thirty-one studies (38%) elicited
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feedback from health workers, most of which were
exploratory and relied primarily on qualitative methods
[13]; only one study used survey methods exclusively
[18]. The evidence furnished by the review [13] and
other studies [2, 5, 7, 8, 11, 19–23] suggest that health
system factors such as understaffing, overwork,
inadequate pay, and suboptimal training and supervision—factors “embedded” in the broader sociopolitical
context and power dynamics [1]—play a substantial role
in shaping disrespectful and abusive attitudes and practices among maternity care workers. Where working conditions are subpar, health workers may experience stress,
exhaustion, and frustration, which in turn can lead to
“compassion fatigue” toward laboring women [11, 13, 24].
Other structural factors may also play a role. One study
found an association between verbal/physical abuse and
night shift deliveries due to lower nighttime staffing and
less “patient, companion, co-worker and management
pressure to adhere to…norms” [19]. A rigorous consideration of maternity care-related disrespect and abuse
clearly should identify health worker’s attitudes and behaviors and systemic deficiencies [1].
In Namibia, a lively media market and freedom of the
press are strongly established (if imperfect) features of civil
society [25]. Numerous media reports have criticized poor
quality health care and client mistreatment by health
workers, making health workers a target of popular anger
[26, 27]. In 2013, a Presidential Commission of Inquiry report on the health sector agreed that “unacceptable” conduct and “don’t care” attitudes were widespread among
health workers but suggested that poor behavior might result, in part, from overwork and burnout [28]. In the context of the country’s ongoing HIV epidemic, along with a
worrying maternal mortality ratio (265 deaths per 100,000
live births) and neonatal mortality rate (15.9 deaths per
1000 live births) despite a high level (87%) of institutional
births [29], it is vital to understand factors that influence
or diminish the quality of maternity and neonatal care.
In late 2013, Namibia’s Ministry of Health and Social
Services (MoHSS) commissioned a study to identify cultural and structural factors that affect health workers’
attitudes and practices in delivering maternal and neonatal
health care. The study (carried out by IntraHealth International, the Tulipohamba Training and Assessment Institute, and the University of Namibia) followed on the heels
of another MoHSS study (conducted by IntraHealth and
the University of Namibia in early 2013) that focused on
facility-based maternal and neonatal deaths [30]. The
mortality study included an ancillary qualitative component that explored community perceptions concerning
delayed and poor-quality care at public institutions. This
article shares key findings from the health worker study
and augments those findings with selected qualitative results from the maternal and neonatal mortality study.
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Methods
Health worker study
Study design

The study combined quantitative and qualitative techniques to profile knowledge, attitudes, and practices of
health workers in district and referral hospitals with regard to maternity care and outcomes. From November
2013–January 2014, a survey was administered in the
reference hospital in Windhoek and all 34 district hospitals in Namibia. Over the same time period, 11 of the 35
facilities participated in focus group discussions and a
handful of in-depth interviews. In the 24 survey-only
facilities, fieldwork generally was completed in one day
per facility. In the 11 facilities where both survey and
focus group data were gathered, fieldwork occurred over a
two-day period per facility. The study included four categories of health workers (medical officers, matrons, registered nurses, and enrolled nurses) who had managed
maternity wards or attended mothers for delivery and postnatal/neonatal care in the previous three months. In
Namibia, enrolled nurses complete a two-year course of
study, and registered nurses generally complete a four-year
university nursing diploma or degree [31].
Survey

The questionnaires were administered by trained research
assistants or, in some instances, self-administered in a private space in the health facility. A 172-item survey
instrument was developed specifically for this study, blending original measures with items from existing scales [32].
The questionnaire covered health workers’ background
characteristics, job satisfaction, barriers and facilitators to
providing maternity care, regulatory frameworks, and clinical knowledge, primarily using Likert scales (ranging from
“strongly agree” to “strongly disagree”) as well as some
“true/false” knowledge questions (Additional file 1). Respondents to the survey constituted a convenience sample
of those personnel working on the day and night shifts in
the maternity wards on the day of data collection. Although the survey instrument was not validated, due to resource and time constraints, the research team drew on its
familiarity with the relevant literature and the Namibian
context to develop items capturing attitudes about disrespect and abuse. To minimize the potential for socially desirable responses, those items asked respondents to rate
colleagues’ rather than their own attitudes and behavior.
The survey also included 11 items exploring discrimination. Most of the job satisfaction items came from validated scales developed to measure job satisfaction among
health professionals in sub-Saharan Africa [32].
Focus groups and in-depth interviews

The qualitative portion of the study aimed for two focus
groups per facility. Recognizing status differences
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between cadres, every effort was made to conduct separate focus groups with registered versus enrolled nurses.
To streamline data collection, the research team contacted maternity managers in advance of the qualitative
fieldwork, and they invited separate groups of enrolled
and registered nurses to participate in focus group discussions. Most maternity managers (i.e., matrons) and
medical officers were interviewed individually. The data
collectors conducted individual interviews with those
managers and officers who were available during the
two-day visit. Trained research assistants (distinct from
those administering the survey) conducted the discussions and interviews in boardrooms or private offices,
drawing on a two-part discussion guide focusing on (1)
job satisfaction and (2) experiences providing maternity
and neonatal care. For both topics, focus group moderators first asked participants to “free list” all ideas and
then asked them to group ideas into summary topics for
discussion by topic. To elicit ideas about job satisfaction,
moderators encouraged participants to think about
“everything that would make nurses feel more motivated, more productive, and more satisfied with their
work.” Probes included, “Why do you think this would
increase nurses’ job satisfaction?” and “How do you
think this item could be integrated into the current
health care system?” The second broad topic asked participants to view themselves as “nurse ambassadors” and
talk about “some of the behaviors or attitudes that you
have seen when you have worked in maternity wards
that might be considered by an outsider to be ‘bad.’”
Probes included questions such as, “Have you ever seen
a health worker yell at (or ignore) a woman in labor?”
and also, “As a nurse ambassador, could you explain
[why this happens] from the point of view of the nurse?”
All focus groups and interviews were captured through
audio-recordings and written notes.

Maternal and neonatal mortality study
Study design

Commissioned and approved by the MoHSS, a multisource survey of facility-based maternal and neonatal
mortality was undertaken in the five southern regions of
Namibia from March–May 2013, retrospectively covering the period from January 2010–June 2012 [30]. The
study’s main objective was to identify the prevalence of
and contributors to facility-based maternal and neonatal
deaths. Methods included verbal autopsies [33] with the
closest relative or contact of maternal deaths reported at
the selected health facilities. In addition, focus group discussions (at least two per region) explored community
perceptions of factors contributing to reduced quality
and delayed provision of maternal and neonatal care.
This paper reports on the focus group results.
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Focus groups

Recruitment of focus group participants used snowball
(convenience) sampling, starting with selected verbal
autopsy respondents (relatives or contacts of identified
maternal deaths). Respondents who completed a verbal
autopsy were asked to participate in the focus groups as
well as to identify additional individuals meeting two criteria: (1) delivery at the designated health facility within
the past 12 months; (2) residence less/more than 50 km
(km) from the facility. Using this process, each focus
group included one relative or contact of a deceased
woman plus recently delivered mothers (living < 50 km
and > 50 km from the facility). A small number of groups
also included husbands of women who had delivered in
the past 12 months. Focus group data were recorded and
transcribed in the original language and entered into
Microsoft Word.
Analysis

The health worker survey data were analyzed using
descriptive statistics in SPSS 21.0. Cross-tabulations by
cadre and age group were conducted for key variables.
The focus group and interview data from the health
worker study were summarized in field notes by listening to the audio recordings, referring to notes, and
requesting clarification from the field research team
where needed. The first author (JW) and an IntraHealth
colleague used a conventional content analysis approach
[34] to code the data according to the key themes that
emerged in the free listing and topic grouping exercise,
and explored additional themes through a process of
memo-writing and discussion. After coding the data
independently, the two exchanged the coded data to
ensure reliability, discussing and resolving areas of disagreement where needed. For the focus group data from
the maternal and neonatal mortality study, the in-country
field team used a more directed content analysis approach
[34] to select short passages illustrating the key themes of
interest (i.e., factors contributing to reduced quality and
delayed provision of maternal and neonatal care) and
translated the passages into English. The same two individuals (JW and IntraHealth colleague) then reviewed the
passages and placed them into defined coding categories.
Where there were discrepancies, the two discussed and
reached agreement on which codes to use for particular
segments.

Results
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with 96 health workers (range = 3–7 participants), separated to the extent possible by cadre. Of the survey
respondents 256/281 (91.1%) were female as well as 93/
102 (91.1%) of the qualitative participants. Of the survey
respondents 267/281 (95.0%) were enrolled or registered
nurses as were 82/102 (80.4%) of the focus group/interview participants (Table 1). Survey respondents had an
average of ten years of professional experience, most of
it in maternity care. Of the survey respondents 47/280
(16.8%) reported ever having worked in the private
sector, but 215/273 (78.8%) stated that they would
not take a job in the private sector, even if it offered
the same salary.
The maternal and neonatal mortality study conducted 12 community focus groups with 109 women
(86.2%) and 18 men (13.8%). Eight groups were made
up of women only, and four groups included both
women and men. In general, men proved difficult to
recruit, offering excuses such as being unable to
“comment on any pregnancy-related instances” or unwilling to “discuss my involvement with the mother of
my child.” Some female participants also were unwilling to have their male partners participate. Focus
groups ranged in size from 4 to 19 participants (average size = 11 participants).
Vocation

As a starting point for understanding health workers’
point of view, a survey item included at the behest of
Table 1 Health worker study: participant characteristics
Characteristics

Survey
(n = 281)

Focus Groups/Interviews
(n = 102)

Female

256 (91.1%)

93 (91.2%)

Male

25 (8.9%)

9 (8.8%)

Mean age

37.4 years

39.5 years

Medical officers

14 (4.9%)

12 (11.8%)

Matrons

–

8 (7.8%)

Registered nurses

156 (55.5%)

53 (52.0%)

Enrolled nurses

111 (39.5%)

29 (28.4%)

All health care

159 (61.9%)

–

Maternity care

135 (52.3%)

–

Sex

Cadre

≥ 5 years’ experiencea

Mean years’ experience

Study participants

Medical officers

11 years

13 years

A total of 281 health workers spanning all 35 district
and referral hospitals in Namibia completed the health
worker survey. In the 11 hospitals participating in the
qualitative component, the research team conducted six
individual interviews and 19 focus group discussions

Matrons

–

23 years

Registered nurses

11 years

14 years

Enrolled nurses

7 years

13 years

a

Due to missing data, the denominator is n = 257 (all health care) and n = 258
(maternity care), rather than 281
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the MoHSS asked respondents what motivated them to
become a health worker. Seven in ten survey respondents (184/325; 56.6%) reported choosing their career in
response to a perceived “calling,” and another 56/325
(17.2%) reported having been motivated by “a personal
experience with the health care system.” (Respondents
could choose more than one response.) Relatively few
respondents cited reasons such as availability of jobs
(32/325; 9.8%) or salary and benefits (5/325;1.5%). Over
three-fourths (211/273; 77.3%) indicated that they would
choose the same career if they “had to decide over
again”; older health workers (≥ age 40) (p < 0.01), and
those who chose their career because of a calling or personal experience (p < 0.001) were more likely to strongly
agree that they would choose the same career again.
Attitudes and behaviors related to maternity care

Both the quantitative and qualitative components of the
health worker study asked health workers to reflect on
colleagues’ provision of maternal and neonatal health care.
Some participants volunteered first-person accounts in
the focus group discussions. When asked whether they
thought most colleagues were respectful of maternity
ward patients, the majority (231/278; 83.1%) of survey
respondents agreed (Table 2). However, one in three
respondents (86/276; 31.2%) reported witnessing or knowing of client mistreatment at their institution.
Among survey respondents, 137/277 (49.5%) agreed
that “sometimes you have to yell at a woman in labor because she is not pushing hard enough,” and 82/272
(30.1%) agreed that “pinching or slapping a woman in
labor can succeed in getting her to push harder”
(Table 3). Registered and enrolled nurses were much
more likely to agree with the statement about yelling
than medical officers (51–52% versus 15%; p = .012), and
only nurses (but no medical officers) agreed with the
statement about pinching or slapping (Table 3).
The perceived necessity of yelling at laboring women
to encourage pushing was mentioned in every focus
group discussion and most interviews. Nurses in the
focus groups also reported other disrespectful behaviors
Table 2 Selected health worker attitudes about maternity care,
all cadres (survey results)
Survey item

Number and percent
agreeing

I feel most of my colleagues are respectful
of patients when providing maternal and
neonatal health care (n = 278).

231 (83.1%)

I have seen colleagues or know of
incidences when patients were mistreated
at my institution (n = 276).

86 (31.2%)

Patients complain too much, they don’t
understand how hard we are working
(n = 277).

220 (79.4%)
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Table 3 Selected health worker attitudes about maternity care,
by cadre (survey results)
Survey item

Percent agreement (strongly agree or
agree)
RN

EN

All

Sometimes you have to
15.3%
yell at a woman in labor
because she is not pushing
hard enough (n = 277).

MO

51.8%

51.1%

137 (49.4%)

Sometimes pinching or
–
slapping a woman in labor
can succeed in getting her
to push harder (n = 272).

32.9%

30.5%

82 (30.1%)

MO Medical officer; RN Registered nurse; EN Enrolled nurse

(such as hostile body language, intimidation, and “beating”), but often linked these to patient behaviors such as
being “uncooperative” or unwilling to “open their legs.”
First-time mothers were singled out as being the least
cooperative due to their inexperience. One participant
remarked:
There are patients who do not want to cooperate, and
it results in nurses beating the mother who does not
want to open her legs to save the baby.
A primary reason offered for disrespectful behavior
was the need to take forceful action “for the sake of the
baby.” Across focus groups, both cadres of nurses discussed—with visible emotional intensity—the topic of
babies’ lives being at stake, suggesting that worries about
adverse neonatal outcomes create a need to use any
means necessary to avert such outcomes. One nurse passionately and frankly stated, “Sometimes I end up beating the mother because I cannot watch her killing the
baby!” Another nurse described the gradual professional
socialization that shapes this attitude:
…I saw a nurse yelling at a patient…when I was a
student and I thought that [was] rude then. But when
I became a nurse, I understood why we have to yell
sometimes because it is about saving a life. Because if
something goes wrong, you are blamed.
Excessive workloads and stressful working conditions
were the second major reason cited by focus group and
interview participants to explain short-tempered and
“harsh” behaviors toward women in labor. As one nurse
commented, “If I am tired and hungry, you will not see a
smile on my face.” Most (220/277; 79.4%) survey respondents agreed that clients “don’t understand how hard
[health workers] are working” and “complain too much”
(Table 2). A focus group participant commented, “We
put so much effort in our work even though there is a
shortage of staff, but we are not recognized.” Focus
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group and interview participants also bitterly described
charged situations where clients or relatives are convinced that health workers are doing the wrong thing
despite the health workers’ good intentions.
Roughly half or more of the survey respondents agreed
that it was easier to provide care to women with more
education (118/279; 42.3%) or from their same ethnic
(129/277; 46.6%) or language (180/277; 65%) group, but
few reported that 28/276 (10.1%) pregnant women under
age 20 or) or 61/280 (21.8%) women of low social status
were routinely treated in a discriminatory manner compared to other women (Table 4). These types of discrimination were not major topics of discussion in the health
worker focus groups.
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Table 5 Selected health worker attitudes about workload, all
cadres (survey results)
Survey item

Number and percent
agreeing

I am satisfied with the workload that
I have (n = 279).

69 (24.7%)

There is an adequate number of staff
at this hospital to provide quality care:
-Day shift (n = 279)

53 (19.0%)

-Night shift (n = 279)

31 (11.1%)

I am satisfied with the amount of my
salary as compared to my workload
(n = 281).

57 (20.3%)

Sometimes I have served so many
pregnant women that I am too tired
to give the next woman good service
(n = 275).

118 (43.0%)

Health system deficiencies

Health workers’ dissatisfaction with heavy workloads
emerged as a key theme in the survey, focus groups, and
in-depth interviews. Only 69/279 (24.7%) of those surveyed agreed with the statement, “I am satisfied with the
workload that I have” (Table 5). Of the survey respondents, 103/279 (37.0%) were, in fact, strongly dissatisfied
with their workload. Few respondents agreed that “There
is an adequate number of staff at this hospital to provide
quality care” during either the day shift (53/279;18.9%)
or night shift (31/279; 11.1%). These responses were
echoed across the focus groups and interviews, where participants expressed frustration with the perceived high
client-to-staff ratios prevailing in hospital maternity wards,
and one group loudly chanted, “More staff, more staff!”
Some health workers commented that many nurses do
not want to work in maternity wards because the workload there is higher than in other hospital units.
Table 4 Selected health worker attitudes about clients, all
cadres (survey results)
Survey item

Number and percent
agreeing

When a woman speaks my language,
it is easier for me to assist her during
labor and delivery (n = 277).

180 (65.0%)

It is easier for me to assist a woman
from my ethnic group (n = 277).

129 (46.2%)

It is easier assisting educated women
when they come for maternal and
neonatal care than women who are
not educated (n = 279).

118 (42.3%)

Some providers at this facility treat
women of low social status more
poorly than other women of higher
status (n = 280).

61 (21.8%)

Pregnant women less than 20 years
old are sometimes treated negatively
compared to the treatment of older
women in my health facility (n = 276).

28 (10.1%)

Survey respondents who were dissatisfied with their
workload were twice as likely to agree that sometimes
pinching or slapping a woman can succeed in getting her
to push harder (30% dissatisfied; 15% satisfied; p < .01). A
focus group participant commented, “Due to a lot of patients, you are under pressure and you end up shouting.”
Another health worker also emphasized the impact of
stressful workloads:
Due to pressure and too many patients, sometimes
nurses have no choice but to ignore patients…and
attend to others in the waiting room, and also,
depending on the situations, the nurses may respond
to patients without thinking.
When comparing workload against remuneration, only
57/281 (20.3%) of survey respondents reported being
“satisfied with the amount of my salary as compared to
my workload” (Table 5). However, survey items that
asked about salary uncoupled from workload elicited less
dissatisfaction. Salary was not a top complaint in the
focus group discussions, but some participants reported
being underpaid for the kind and amount of work done.
As one participant remarked, “If we [were] paid according to the patients that we care for, you will see us being
friendly.”
Most survey respondents reported being satisfied with
the quality of their work (246/279; 88.1%) and the outcomes of deliveries in their units (251/278; 90.2%). At
the same time, however, study participants consistently
linked understaffing and long hours to lower quality
care. More than two-fifths of surveyed health workers
(118/275; 42.9% or), for example, reported sometimes
being “too tired to give the next woman good service”
(Table 5). As another consequence of staffing shortages,
focus group participants frequently reported providing
care outside of their scope of work. These tasks might
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include duties ordinarily carried out by less qualified
staff as well as duties above enrolled and registered
nurses’ professional level. In a focus group, one nurse
stated, “We are clerks, we are porters…, you have to be
a cleaner as well. We are doing multi-tasks.” Of greater
concern than performing menial tasks, nurses described
“covering” for busy or absent physicians: “We end up
taking risks to help out because doctors are very busy.”
Enrolled nurses with two years of training also reported
carrying out duties that should be performed by registered nurses with four years of training: “Once at work,
we do everything, even complicated cases in the scope
of the registered nurse. There is no difference between a
registered or enrolled nurse.” Overall, only half of the
survey respondents reported being satisfied with the fit
between their job description and “what I actually do.”
The survey and focus group discussions also covered
other elements of the work environment. Regarding
supervision, 70/277 (25.2%) of survey respondents did
not perceive their managers as supportive and approachable or adequately present (78/275, 28.4%). Many focus
group participants agreed that better-quality supervision is
needed. Noting that the media’s focus on negative maternal care outcomes damages health workers’ reputation,
focus group participants articulated a desire for more recognition and positive feedback from superiors and
expressed disappointment with the lack of MoHSS and
community support in the face of media criticism. As one
health worker commented, “We are human beings, mistakes will always happen, but even a ‘Thank you’ for what
we are doing is not there.”
Client and community perceptions

Results from the focus groups carried out for the maternal and neonatal mortality study provide a counterpoint
to the health worker results, illustrating community
frustration about health workers’ attitudes and behaviors
and quality of care. Across groups, the discussions
elucidated 14 distinct types of negative practices affecting clients’ experiences of maternity care (Table 6). Recognizing that it is not always straightforward to classify
specific practices as due to health worker behavior or
systemic failures [2], Table 6 categorizes some practices
as primarily systemic, some as both systemic and
health-worker-related, and some as primarily related to
health workers’ attitudes and skills.
Systemic factors topped the list of negative practices in
terms of the number of focus groups in which they were
mentioned. Clients generally shared health workers’
opinions that facilities are grossly understaffed—both
overall and by medical officers, in particular. Participants
consistently reported only one or two health workers being on duty at a given time in maternity units. Although
staff shortages often resulted in delayed attention, some
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Table 6 Client perceptions of negative practices in maternity
and neonatal care (focus group results from maternal and
neonatal mortality study)
Negative practice

Level
Systemic

Health worker

Facility understaffing

X

Ambulance delays

X

Lack of privacy/confidentiality

X

X

Delayed intake

X

X

Not adequately responsive to labor progress

X

X

Abandonment/unattended birtha

X

X

Clients required to do housekeeping

X

Providers rude or disrespectful

X
X

Deliberately delayed care

X

Language/tribal barriers

X

Discrimination (young people)

X

Physical abuse

X

Inappropriate care/discharge

X

Mismanagement of pain

X

a
Hastings [2] points out, for example, that staff abandonment of a woman
during childbirth “could be due to health providers’ disregard of her needs, or it
could be a result of poor client-to-provider ratio”

participants expressed sympathy for the tired and hungry health workers who work “day and night.”
Some of the health-worker-level barriers that were
cited are likely to be partially or even strongly related to
chronic understaffing. These practices include delayed
intake, unattended births, and requests for clients to do
their own housekeeping (Table 6). One mother’s description of her birth experience illustrates these themes:
When the labor pains started, I came to the hospital
and there was only one nurse on duty. There was one
lady in labor already. I went to the delivery room as I
felt the baby was coming. The nurse told me to wait as
he was busy with the other girl. I gave birth on my
own. He only came back after delivery and assisted me
with cleaning the room. I did not have a choice but to
clean my baby myself. …The staff complement is not
enough for the maternity ward.
Two of the health-worker-level practices—inappropriate
care/discharge and mismanagement of pain—reflect possibly
inadequate clinical skills but were not discussed at great
length. The remaining five health-worker-level practices pertain more directly to health workers’ attitudes and behaviors,
with rude and disrespectful behavior toward mothers generally (and/or toward young mothers in particular) attracting
mention in all 12 focus groups. Community members
described how “nurses talk to patients any way they
like,” “are always scolding,” and “shout [at] and insult”
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laboring women. One woman reported that “the nurse
scolded at me in public that it was my stupidity that I
fell pregnant.” In five focus groups, participants also
described physical abuse. For example, a participant reported having observed ill-treatment of a 17-year-old
mother, using nearly identical language about “beating”
and “opening her legs” as used in the health workers’
focus groups:
They even beat her so she could push and do as they
said. It was confusing for her. She gave birth, but the
baby died the next day. The nurses claimed that the
girl did not want to open her legs….
Although it is not possible to make causal inferences
from focus group data, the findings suggest that women’s
concerns about health worker staffing and competence
may contribute to delayed care-seeking or avoidance of facilities. One participant reported, “I…told my uncle that I
would only go to the hospital once my water broke. I did
not want to stay long in the hospital because the nurses
were not very patient with patients.” Another stated that
some women “choose to give birth at home because they
are not treated well at the hospital.”

Discussion
Both studies indicate that in Namibia’s public sector hospitals, maternity units are high-stress environments that
more often than not burden health workers with heavy
workloads and confront them and clients with structural
impediments to quality care. Health workers, clients,
and relatives reported that negative interactions with laboring women (such as ignoring requests for care or being rude, disrespectful, or physically abusive) were
common, despite a high level of passionately expressed
health workers’ commitment to babies and their welfare.
Indeed, health workers who felt their workload was too
high were more likely to agree that pinching or slapping
a woman in labor might encourage her to push harder.
When underpaid, overworked, and under-supported maternity care workers perform in unsafe, poorly equipped,
or crowded labor wards, it is not altogether surprising
that it may “beget negative experiences” [3], including
demoralization of health workers and dehumanization of
clients [7].
Both understaffing and unsanctioned task sharing are
acknowledged problems that Namibia’s MoHSS is working hard to address [35]. Among survey respondents,
half of the nurses (but few medical officers) reported
providing care both below and above their scope of
work. Enrolled nurses explicitly described doing the
work of more highly trained registered nurses, and others
used words such as “multi-tasking,” “covering,” and “taking risks” to describe the lack of coherence between job
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descriptions and actual duties. As a chronic problem, this
mismatch likely contributes to maternity care workers’
frustration with working conditions and salaries.
Although structural constraints do not excuse disrespectful and abusive behavior, which is a violation of
women’s human rights, they do suggest that interventions to promote respectful maternity care require a “societal contribution, at both policy and community levels”
[19]. Adopting a broader perspective implies “calling
out” disrespect and abuse “for what it is,” namely, a
“symptom of fractured health systems and locally
expressed power dynamics that conspire against both
patients and providers” [36]. Power dynamics did not
emerge as an explicit theme in the Namibian studies,
but studies elsewhere have identified “abusive hierarchical management structures” [37], workplace humiliation
[21], and “a sense of professional inadequacy and inferiority” [23] as constraints faced by nurses/midwives and
female health workers, in particular. A study in Egypt
found that because of power differentials between physicians and nurses, physicians were significantly less receptive to the potential for collaborative professional
relationships than were nurses [38]. The finding that
nurses were far more likely than medical officers to agree
with statements about the necessity of yelling at, pinching,
or slapping women in labor suggests that professional hierarchies and stereotyped roles may play a part in shaping
Namibian nurses’ attitudes and in-the-trenches behavior.
However, one cannot ignore the fact that nurses also spend
far more time with clients during labor than do medical
officers, increasing the potential for short-tempered behaviors to be triggered. As one response, nurses and midwives
may need to embrace the role of change agent rather than
seeing themselves as “victims of external and internal
causal relationships over which they have no influence”
[23]. A supportive environment is also crucial, as some obstacles can only be addressed at higher levels [21, 23, 37].
The majority of surveyed health workers reported
entering health professions in response to a vocational
calling (70%) and hypothetically agreed that they would
choose the same career again (77%). These results compare favorably with a three-country qualitative study in
Burkina Faso, Ghana, and Tanzania, in which health
workers reported a strong sense of vocation and duty
and shared the view that health work is an “honorable”
profession [10]. However, in contrast to Ghanaian respondents, who reported “considerable admiration and
status…attached to being a health professional” [10],
many health workers in Namibia expressed anger and
disappointment about the recurrently negative focus of
the media, the public, and politicians on “sensational
critical incidents” of medical neglect [39]. The emergence of civil society as a third regulatory power (in
addition to professional self-regulation and government
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regulation) that “shapes the way health care providers
interact with…clients and communities” [39], though
neither unique to Namibia nor something to be discouraged, can pose challenges to health workers when discontent and mistrust are the principal outcomes. While
civil society’s watchdog function is important [39], health
workers in Namibia clearly articulated a desire for a
voice in the media to express their realities and for
meaningful recognition of their frontline contributions
from community members, supervisors, and higher-level
officials. Community appreciation can significantly enhance job satisfaction [10], and studies indicate that it
is possible for health workers to take pride in helping
their communities even under the most difficult circumstances [11].
There is no doubt that cultural factors influence health
worker-client interactions on maternity wards. For example, studies indicate that health workers and clients
may have differing perceptions about the expression of
pain and pain management [40]. A particularly significant cultural barrier to address disrespect and abuse
may be its normalization by clients, health workers, or
both [1, 4, 7, 41, 42]. From the client side, a study in
Ethiopia found that 79% of women objectively had faced
at least one form of disrespect or abuse during childbirth,
but only 16% subjectively identified any disrespect or
abuse [4]. From health workers’ perspective, the Namibian
survey and focus groups furnish evidence of normalization
via health workers’ comments about saving babies’ lives at
all costs. Under potentially life-threatening circumstances,
health workers may frame behaviors such as beating or
slapping as necessary forms of “discipline” rather than as
“abuse” and may be less likely to identify such behaviors
as unacceptable [2, 6, 42, 43]. Unfortunately, allowing an
“underpinning ideology of clients inferiority” and accompanying coercive and punitive actions [41] to remain unchallenged has the potential to perpetuate a negative cycle
in which abuse becomes expected, the expectation of
abuse engenders negative attitudes about health facilities,
and the negative attitudes ultimately discourage women
from seeking institutional care during childbirth [8].
Anecdotal accounts in many contexts report that the care
received by clients of private health care facilities is more
respectful than that of public-sector clients. Further
inquiry could examine if this is objectively true and
assess what it is about the private sector setting
that facilitates more respectful care.
Vogel and coauthors note that efforts to prevent
mistreatment are not necessarily the same as efforts to
promote respectful care [3]. For example, a study in India
that compared client and health workers’ perspectives
found that while interpersonal behaviors (e.g., respect,
dignity, privacy, sharing of information) were central concerns for clients, health workers did not view them as “key
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aspects of care which needed immediate attention” [20].
Similarly, few health workers in the Namibian study spontaneously brought up interpersonal elements of RMC
such as non-judgmental and culturally sensitive attitudes,
the ability to listen and provide reassurance, or an approachable interaction style [15]. One group of intervention researchers has suggested that the challenges of
eliminating disrespectful and abusive care and actively
fostering RMC are best tackled through a collaborative rather than confrontational approach [44]. These authors
observe that while there is a clear power differential between health workers and clients, “it is also true that the
status quo is often maintained, not necessarily by a desire
on the part of health workers to hold on to privileges and
exploit users, but often just by poor information flows and
lack of understanding of shared needs and priorities” [44].
Identifying areas where health workers and clients can
“collectively solve problems that plague local health services” offers a fruitful avenue for intervention [44]. Some
clients in the Namibian focus groups were able to transcend their own experience and acknowledge that maternity care workers were overworked—echoing a Tanzanian
study that showed that female clients empathized with
overburdened providers [8]. This finding lends support to
the potential for collaborative and positive interventions.
Limitations

The lack of comments about RMC or other positive behaviors is likely, at least in part, to have been a consequence of the two studies’ design, which intentionally
focused on the context for disrespectful care. Neither
study explicitly sought to elicit positive reports of health
care and thus, both may have skewed or overstated negative reports. Moreover, strong personalities or dramatic
stories can change the tenor of focus group discussions. It
is possible that hearing about the negative experiences of
others prompted some participants (whether health
workers or community members) to overemphasize their
own negative experiences. The mortality study’s reliance
on snowball sampling that originated with relatives of
deceased women likely resulted in some selection bias,
and it is possible that people who were unhappy with maternity services volunteered as a means of voicing their
dissatisfaction. The small number of medical officers as
compared to nurses means that differences between the
two cadres must be interpreted with caution, as they may
be an artifact of the small sample size. The questions in
the survey were not validated, so it is also possible that
respondents interpreted the meanings of the questions
somewhat differently. However, since the responses to the
survey mirror the contributions of participants in the
focus groups, we are confident that differences in interpretations are unlikely to be drastic enough to change the
validity of the responses. Finally, qualitative reports of
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negative practices do not represent how often that practice actually occurs in a facility, and the survey’s focus on
colleagues’ attitudes and behaviors did not allow for quantification of respondents’ own practices. On the other
hand, the combined quantitative and qualitative results
from both studies provide a richer picture of health
worker and client perspectives. In Mannava et al.’s review
of 31 studies that included health workers, about
two-thirds relied solely on qualitative methods [13].
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current clinically oriented training environment also
need updated training. Establishing a code of conduct
that is upheld by all health workers and institutional leadership is important, and accountability mechanisms to
report and intervene in disrespectful care need to be developed. Finally, there is clearly room for more community education about client rights. The 1998 Patient
Charter of Namibia [47], which highlights the rights of
patients and the respective roles and responsibilities of
patients and health workers, remains largely unknown.

Recommendations

Taken together, the two Namibian studies generated a
number of valuable findings and impressions that can be
used to identify recommendations. For starters, health
workers who participated in the focus groups pinpointed
three broad sets of recommendations to alleviate systemic deficiencies that contribute to disrespectful care.
These included:
 Implementing measures to address heavy workloads,

such as speeding up recruitment, filling vacant
positions, paying more appropriate salaries, and
providing stress management counselling;
 Providing structural and quality of care
improvements, such as needed equipment,
infrastructure upgrades, professional development,
and customer care training; and
 Educating communities and the media about
maternity care and health workers’ roles.
Abuya et al. [19] implemented complementary facility
and community interventions in Kenya, which achieved
noteworthy decreases in both subjective and objective
measures of disrespect and abuse. This work suggests that
multicomponent interventions are essential and should
encompass policy dialogue with government, civil society,
and professional associations; structural interventions to
improve the working environment; training sessions with
health workers focusing on values clarification and RMC;
interventions to strengthen facility-community linkages
and increase accountability; and mediation and resolution
of reported cases of disrespect and abuse [19]. Abuya
and colleagues also pointed out that meaningful and
long-lasting results cannot be rushed or achieved in a
short period of time [19].
Our health workers’ focus group results also suggest
that interventions need to address the preservice training
environment where professional socialization begins. To
this end, preservice training curricula need to be reviewed.
From the outset of professional education, training needs
to go beyond a strictly clinical focus on knowledge-based
competencies to also emphasize compassionate clientcentered care [45] and professional ethics [46]. Supervisors and mentors who have emerged from the

Conclusions
Societies generally attach a high value to motherhood, and
the experience of health care during pregnancy and childbirth often contributes to longer-term health-care-seeking
behavior and expectations for women. In recognition of
the fact that women are intensely vulnerable before, during and after childbirth, it is essential that institutional
childbirth be a reliably positive and safe experience. Respectful maternity care is not an optional part of skilled
attendance and emergency obstetric and newborn care
but a critical component that affects outcomes for
mothers and their newborns. By commissioning and taking an active part in the two studies and spearheading an
institutional restructuring process, Namibia’s Ministry of
Health and Social Services has demonstrated its commitment to making positive changes for health workers and
clients.
Additional file
Additional file 1: Questionnaire for Health Workers. This is the
questionnaire administered to health worker respondents. (DOCX 52 kb)
Abbreviations
EN: Enrolled nurse; MO: Medical officer; MoHSS: Ministry of Health and Social
Services; RMC: Respectful maternity care; RN: Registered nurse
Acknowledgements
The authors gratefully acknowledge the significant contributions of Dr. Nelago
Indongo, co-Principal Investigator of the health worker study, and of Mrs.
Christencia Thataone, Director, Omaheke Region, Ministry of Health and Social
Services, who coordinated the maternal and neonatal mortality study.
Ms. M. Nghatanga, former National Director of the Primary Health Care
Services Directorate of the Ministry of Health and Social Services, also
played a key leadership role in initiating the mortality study. Anne Vinluan of
IntraHealth International made vital contributions to the analysis of data from
both studies.
Funding
The health worker study (“Health Workers’ Perceptions towards Maternal and
Neonatal Care in Namibia”) and the maternal and neonatal mortality study
(“Prevalence and Contributing Factors of Facility-Based Maternal and Neonatal
Deaths in Five Regions of Namibia during 2012–2012”) were conducted with
funding from the United States Agency for International Development (USAID)
under USAID/PEPFAR Cooperative Agreement No. 674-A-00-09-00003-00. The
views and opinions of the authors expressed herein do not necessarily state or
reflect those of the U.S. Government or USAID. The funding body was not
involved in the design of the study; collection, analysis, and interpretation of
data; or in writing the manuscript.

Wesson et al. BMC Pregnancy and Childbirth (2018) 18:363

Availability of data and materials
Full data will not be made available in order to protect participants’ identity.
The article’s conclusions are supported by the tables and quotes included in
the manuscript. An anonymised dataset is available upon request and upon
the approval of the Government of Namibia Ministry of Health and Social
Support.
Authors’ contributions
JW played a leading study design role as co-Principal Investigator of the
health worker study and in data collection, analysis, and interpretation of
results for both studies, as well as helping to draft the manuscript. Co-Principal
Investigator NH conceived of the health worker study, led qualitative data
collection, participated in interpretation of results, and reviewed the manuscript.
CV participated in interpretation of study results, wrote the first draft of the
manuscript, and revised all subsequent drafts. MC participated in the design
and interpretation of results of the maternal and neonatal mortality study and
helped to draft the manuscript. PK (Katjiuanjo) served as Principal Investigator
of the maternal and neonatal mortality study, participated in data collection
and interpretation of results, and reviewed the manuscript. PM collaborated
with the Ministry of Health and Social Services to design, coordinate, and
interpret the results of both studies and helped draft the manuscript. PK
(Kalimugogo) participated in interpretation of results of the mortality study
and provided valuable inputs on the manuscript. All authors read and
approved the final manuscript.
Ethics approval and consent to participate
Both studies were reviewed and approved by the Permanent Secretary and
Institutional Review Board of Namibia’s Ministry of Health and Social Services
and by IntraHealth International’s institutional reviewer. Respondents to the
survey provided written consent. Participants in the focus groups and
interviews provided oral consent. This means of obtaining consent was
approved by the Ministry of Health and Social Services and IntraHealth
International.

Page 11 of 12

5.

6.
7.

8.

9.
10.

11.

12.

13.

14.

15.

Consent for publication
Not applicable.

16.

Competing interests
The authors declare that they have no competing interests.

17.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.
Author details
1
IntraHealth International, 6340 Quadrangle Drive, Suite 200, Chapel Hill, NC,
USA. 2Ministry of Health and Social Services, Windhoek Private Bag 13198,
Namibia. 3Independent consultant, Chapel Hill, USA. 4Department of Family
Medicine, University of North Carolina School of Medicine, Chapel Hill, NC,
USA. 5IntraHealth International, 351 Dr. Sam Nujoma Dr., Klein Windhoek,
Windhoek, Namibia.

18.

19.

20.

21.
22.

Received: 26 July 2016 Accepted: 28 August 2018
23.
References
1. Freedman LP, Ramsey K, Abuya T, Bellows B, Ndwiga C, Warren CE, Kujawski
S, Moyo W, Kruk ME, Mbaruku G. Defining disrespect and abuse of women
in childbirth: a research, policy and rights agenda. Bull World Health Organ.
2014;92:915–7.
2. Hastings MB. Pulling back the curtain on disrespect and abuse: the
movement to ensure respectful maternity care. Washington, DC: White
Ribbon Alliance; 2015.
3. Vogel JP, Bohren MA, Tunçalp Ő, Oladapo OT, Gülmezoglu AM.
Promoting respect and preventing mistreatment during childbirth.
BJOG. 2016;123(5):671–4.
4. Asefa A, Bekele D. Status of respectful and non-abusive care during facilitybased childbirth in a hospital and health centers in Addis Ababa, Ethiopia.
Reprod Health. 2015;12:33.

24.

25.
26.
27.
28.
29.

Asuquo EEJ, Etuk SJ, Duke F. Staff attitude as barrier to the utilization of
University of Calabar Teaching Hospital for obstetric care. Afr J Reprod
Health. 2000;4:69–73.
Human Rights Watch. “Stop making excuses”: accountability for maternal
health care in South Africa. New York, NY: Human Rights Watch; 2011.
Kruk ME, Kujawski S, Mbaruku G, Ramsey K, Moyo W, Freedman LP.
Disrespectful and abusive treatment during facility delivery in Tanzania: a
facility and community survey. Health Policy Plan. 2014:1–8.
McMahon SA, George AS, Chebet JJ, Mosha IH, Mpembeni RNM, Winch PJ.
Experiences of and responses to disrespectful maternity care and abuse
during childbirth; a qualitative study with women and men in Morogoro
region, Tanzania. BMC Pregnancy Childbirth. 2014;14:268.
Okafor II, Ugwu EO, Obi SN. Disrespect and abuse during facility-based
childbirth in a low-income country. Int J Gynaecol Obstet. 2015;128:110–3.
Prytherch H, Kagoné M, Aninanya GA, Williams JE, Kakoko DCV, Leshabari
MT, Yé M, Marx M, Sauerborn R. Motivation and incentives of rural maternal
and neonatal health care providers: a comparison of qualitative findings
from Burkina Faso, Ghana and Tanzania. BMC Health Serv Res. 2013;13:149.
Rahmani Z, Brekke M. Antenatal and obstetric care in Afghanistan—a
qualitative study among health care receivers and health care providers.
BMC Health Serv Res. 2013;13:166.
Kujawski S, Mbaruku G, Freedman LP, Ramsey K, Moyo W, Kruk ME.
Association between disrespect and abuse during childbirth and women’s
confidence in health facilities in Tanzania. Matern Child Health J. 2015;19:
2243–50.
Mannava P, Durrant K, Fisher J, Chersich M, Luchters S. Attitudes and
behaviours of maternal health care providers in interactions with clients: a
systematic review. Glob Health. 2015;11:36.
Miller S, Lalonde A. The global epidemic of abuse and disrespect during
childbirth: history, evidence, interventions, and FIGO’s mother-baby friendly
birthing facilities initiative. Int J Gynaecol Obstet. 2015;131(Suppl 1):S49–52.
Sword W, Heaman MI, Brooks S, Tough S, Janssen PA, Young D, Kingston D,
Helewa ME, Akhtar-Danesh N, Hutton E. Women’s and care providers’
perspectives of quality prenatal care: a qualitative descriptive study. BMC
Pregnancy Childbirth. 2012;12:29.
World Health Organization (WHO). The prevention and elimination of
disrespect and abuse during facility-based childbirth. Geneva, Switzerland:
Department of Reproductive Health and Research, WHO; 2015.
Ramsey M. Ethiopia gender assessment. Chapel Hill, NC: IntraHealth International,
2012. http://www.intrahealth.org/page/ethiopia-gender-assessment. Accessed 23
May 2016.
Tilahun M, Mengistie B, Egata G, Reda AA. Health workers’ attitudes toward
sexual and reproductive health services for unmarried adolescents in
Ethiopia. Reprod Health. 2012;9:19.
Abuya T, Ndwiga C, Ritter J, Kanya L, Bellows B, Binkin N, Warren CE. The
effect of a multi-component intervention on disrespect and abuse during
childbirth in Kenya. BMC Pregnancy Childbirth. 2015;15:224.
Bhattacharyya S, Issac A, Rajbangshi P, Srivastava A, Avan BI. “Neither we are
satisfied nor they”—users and provider’s perspective: a qualitative study of
maternity care in secondary level public health facilities, Uttar Pradesh,
India. BMC Health Serv Res. 2015;15:421.
Hassan-Bitar S, Narrainen S. “Shedding light” on the challenges faced by
Palestinian maternal health-care providers. Midwifery. 2011;27:154–9.
Karkee R, Lee AH, Pokharel PK. Women’s perceptions of quality of maternity
services: a longitudinal survey in Nepal. BMC Pregnancy Childbirth. 2014;14:45.
Pettersson KO, Johansson E, Pelembe MF, Dgedge C, Christensson K.
Mozambican midwives’ views on barriers to quality perinatal care. Health
Care Women Int. 2006;27:145–68.
Miller S, Cordero M, Coleman AL, Figueroa J, Brito-Anderson S, Dabagh R,
Calderon V, Caceres F, Fernandez AJ, Nunez M. Quality of care in
institutionalized deliveries: the paradox of the Dominican Republic. Int J
Gynaecol Obstet. 2003;82:89–103.
Joseph G. Namibia ranked 17th globally for press freedom. Namibian
Sun, 2015.
Jonas NW. Health workers’ bad attitudes towards patients. Namibian
Sun, 2011.
Shinana K. No care, no empathy. Namibian Sun, 2015.
Vries K. Serious indictment of Ministry of Health. Windhoek Observer, 2013.
Ministry of Health and Social Services and ICF International. The Namibia
Demographic and Health Survey 2013. Windhoek, Namibia and Rockville,
Maryland, USA: Ministry of Health and Social Services and ICF International; 2014.

Wesson et al. BMC Pregnancy and Childbirth (2018) 18:363

30. Ministry of Health and Social Services. Report of the prevalence and
contributing factors of facility-based maternal and neonatal deaths in five
regions of Namibia (Erongo, Hardap, //Karas, Khomas, Omaheke) during
2010–2012: Survey report. Mariental, Namibia: Hardap Regional Health
Directorate, 2014. http://www.intrahealth.org/files/media/report-of-theprevalence-and-contributing-factors-of-facility-based-maternal-and-neonataldeaths-in-five-regions-of-namibia-erongo-hardap-karas-khomas-omahekeduring-2010-2012/NamibiaMMRStudy.pdf.
31. Jacob N. Career focus: nursing. The Namibian, October. 2014;28
32. Faye A, Fournier P, Diop I, Philibert A, Morestin F, Dumont A. Developing a
tool to measure satisfaction among health professionals in sub-Saharan
Africa. Hum Resour Health. 2013;11:30.
33. World Health Organization (WHO). Verbal autopsy standards: the 2012 WHO
verbal autopsy instrument. In: Release candidate, vol. 1. Geneva, Switzerland:
WHO; 2012.
34. Hsieh H-F, Shannon SE. Three approaches to qualitative content analysis.
Qual Health Res. 2005;15(9):1277–88.
35. Wesson J, McQuide P, Viadro C, Titus M, Forster N, Trudeau D, Corbett M.
Improving access to care among underserved populations: the role of
health workforce data in health workforce policy. planning and practice
World Health Popul. 2015;16:36–50.
36. Freedman LP, Kruk ME. Disrespect and abuse of women in childbirth:
challenging the global quality and accountability agendas. Lancet. 2014;
384:e42–4.
37. Mumtaz Z, Salway S, Waseem M, Umer N. Gender-based barriers to primary
health care provision in Pakistan: the experience of female providers. Health
Policy Plan. 2003;18:261–9.
38. El Sayed KA, Sleem WF. Nurse-physician collaboration: a comparative study
of the attitudes of nurses and physicians at Mansoura University hospital.
Life Science Journal. 2011;8:140–6.
39. Van Lerberghe W, Ferrinho P. Civil society organisations and the poor:
the unfulfilled expectations. Antwerp, Belgium: Institute for Tropical
Medicine; and Portugal: Garcia de Orta development and cooperation
association; 2002.
40. Melese T, Gebrehiwot Y, Bisetegne D, Habte D. Assessment of client
satisfaction in labor and delivery services at a maternity referral hospital in
Ethiopia. Pan Afr Med J. 2014;17:76.
41. Jewkes R, Abrahams N, Mvo Z. Why do nurses abuse patients? Reflections
from south African obstetric services. Soc Sci Med. 1998;47:1781–95.
42. Rosen HE, Lynam PF, Carr C, Reis V, Ricca J, Bazant ES, Bartlett LA. Direct
observation of respectful maternity care in five countries: a cross-sectional
study of health facilities in east and southern Africa. BMC Pregnancy
Childbirth. 2015;15:306.
43. Holmes W, Goldstein M. “Being treated like a human being”: attitudes and
behaviours of reproductive and maternal health care providers. 2012.
https://www.burnet.edu.au/system/asset/file/1408/Holmes_et_al_attitudes_
review_sept2_final.pdf. Accessed 24 May 2016.
44. Ho LS, Labrecque G, Batonon I, Salsi V, Ratnayake R. Effects of a community
scorecard on improving the local health system in eastern Democratic
Republic of Congo: qualitative evidence using the most significant change
technique. Confl Health. 2015;9:27.
45. Sinclair S, Norris JM, McConnell SJ, Chochinov HM, Hack TF, Hagen NA,
McClement S, Bouchal SR. Compassion: a scoping review of the healthcare
literature. BMC Palliat Care. 2016;15:6.
46. International Council of Nurses (ICN). The ICN code of ethics for nurses.
Geneva. In: Switzerland: ICN; 2012.
47. Directorate of Primary Health Care and Nursing Services. The Patient Charter
of Namibia. Windhoek, Namibia: Ministry of Health and Social Services; 1998.

Page 12 of 12

