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Confronting the culture of care: a call to
end disrespect, discrimination, and
detainment of women and newborns in
health facilities everywhere
Emma Sacks1* and Emily Peca2

Abstract

Quality and respect are increasingly recognized as critical aspects of the provision of health care, and poor quality
may be an essential driver of low health care utilization, especially for maternal and neonatal care. Beyond
differential access to care, unequal levels of quality exacerbate inequity, and those who need services most,
including displaced, migrant, and conflict-affected populations, may be receiving poorer quality care, or may be
deterred from seeking care at all.
Examples from around the world show that mothers and their children are often judged and mistreated for
presenting to facilities without clean or “modern” clothing, without soap or clean sheets to use in the hospital, or
without gifts like sweets or candies for providers. Underfunded facilities may rely on income from those seeking
care, but denying and shaming the poor further discriminates against vulnerable women and newborns, by placing
additional financial burden on those already marginalized.
The culture of care needs to shift to create welcoming environments for all care-seekers, regardless of socio-
economic status. No one should fear mistreatment, denial of services, or detainment due to lack of gifts or
payments. There is an urgent need to ensure that health care centers are safe, friendly, respectful, and hospitable
spaces for women, their newborns, and their families.
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Comment
Ambitious global goals, such as the Sustainable Develop-
ment Goals (SDGs), require health to be viewed as holistic
and inclusive. Beyond clinical care, attention must be paid
to quality, responsiveness, and patient-centeredness. The
Lancet Global Health Commission on High Quality
Health Systems found that more deaths globally could be
attributed to poor quality than access, and care without

quality has been called an “empty promise” [1, 2]. Al-
though data on quality still lag far behind data on coverage
[2], a growing amount of research has shown that respect
and experience of care are equally important aspects of
high quality service provision, especially for maternity care
[3]. Further, the link has been shown, in many regions of
the world, between perceived quality of care and families’
decisions about when and where to seek obstetric and
postpartum care [4–7]. A new study from Bayo et al [8], is
no exception: perceived poor quality, including the threat
of small or in-kind payment for services, was found to be
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a main driver in the incredibly low institutional delivery
rates in one region in South Sudan.
Poor quality care exacerbates inequity: the most vul-

nerable may be subject to the most disrespectful or inad-
equate care, which can lead to avoidance or delays in
seeking care for those who need it most. Marginalized
women and their families, including those who are in
geographically isolated and conflict- or disaster-affected
areas, may decide that the benefit of receiving sub-
standard care is not worth the cost of seeking it. For
those who do seek care, many do not reap the full bene-
fit due to lack of full understanding, consent, or partici-
pation, including not providing full information to
providers for fear of condescension on denial of care [9,
10]. These suboptimal interactions can diminish likeli-
hood of follow-up, adherence to medication or treat-
ment plans, or willingness to return in the future.
Although lack of respectful, dignified care is a world-

wide issue [3], those with fewer resources have less re-
course. Fewer options and higher costs for where to seek
care, inadequate insurance coverage, weak legal systems,
gender-biased laws, and lack of knowledge about patient
rights all limit women’s ability to access and receive high
quality care. Both those needing and providing health
care in fragile states and humanitarian emergency set-
tings may be limited in mobility, infrastructure, and se-
curity, and may have been subjected to recent violence,
loss, and other traumas. Over 60% of maternal deaths
and 45% of neonatal deaths worldwide occur in coun-
tries with humanitarian crises, and thus quality of care
for these women, their families, and providers, cannot be
ignored [11–13].
How can improving quality of care and client experi-

ences be used as an ‘accelerant’ instead of a deterrent to
care-seeking? While health care workers and policy-
makers often attribute low facility utilization to “tradi-
tions” and “culture,” women themselves often place
primacy on the perceived quality of care and will over-
come barriers of gender inequity, decision-making
power, cultural norms, transport, and geography to ac-
cess what they perceive as high-quality care [8].
While the level of complexity and need for significant

investment may stultify efforts to enact immediate
change, starting at the facility door may be a crucial first
step. Care-seekers perceive the culture of a health facil-
ity, and the expectations on how one must present may
be insurmountable for many [8]. Care-seekers are often
required to bring items that are lacking in the facility,
like soap, clean sheets, or even living blood donors, all of
which may even be in addition to payments, or in con-
texts where health care is supposed to be free at the
point of service. Care-seekers may also be expected to
bring gifts for staff, such as food, candies, perfumes, or
bribes in the form of cash or promises of future

transactions. Further, women seeking obstetric or neo-
natal care may be required to bring clothing and other
newborn items, as a demonstration of “worthiness” to
receive “modern” clinical care and signify “readiness” to
parent. In these quotes, women describe the shaming
that occurs at health facilities when expectations around
purchasing newborn clothing are not met:

“However, in the hospital they want us to buy dia-
pers, socks, and blankets so the newborns are all the
same… If a woman does not want to buy clothes for
her child they say, ‘Well, then you should be oper-
ated on so you don’t have any more children since
you do not have enough money to take care of your
children.’ For this reason I did not want to go to the
facility.” –Interview, woman, rural Guatemala [14]

“She [the nurse] told me, ‘You didn’t bring clothes for
your baby? Do you not care about your child? How
can you be a parent if you cannot clothe your baby.’”
–Focus group, women, rural Zambia [15]

For women and families who come to facilities without
required items, new evidence suggests they may even be
illegally detained, along with those unable to directly pay
for services, contributing to the alarming and underre-
ported phenomenon of imprisonment in health facilities
[16]:

“If you deliver in the hospital you have to pay for
sweets and soaps which some people cannot afford
and so they prefer to deliver from home. If you de-
liver in the hospital and do not pay for sweets and
soaps, you will not be discharged; this needs to be
stopped.” –Focus group, women, South Sudan [8]

Demands for payments may be a way for the facility to
raise needed funds for operating costs, and to fill health
systems gaps; demands for new clothing may be an op-
portunity to exploit those needing care, and imposing
“disciplinary” measures may be functions of providers’
implicit attempts to advance “modernization” of their
communities [17]. However, regardless of intent, the end
result is that those who seek care but are unable to
"comply" with payments are penalized, and are further
marginalized by the system.
To start closing the equity gap and promote better

health outcomes, facilities must stop requesting or in-
sinuating the need to provide unnecessary items and
must be funded to sufficient levels so as not to rely on
payments and equipment provision by those seeking
care. Where fees are still in place, costs must be trans-
parent, waivers must be available, and those unable to
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pay or bring in-kind goods should never be penalized,
scolded, or detained. Although larger system changes are
needed to improve the working conditions of facility
staff so they can provide better care, some programs that
focus on provider reflection and acknowledgement of
implicit bias and marginalizing practices, such as values
clarification and attitude transformation exercises, have
shown impact on improving respectful interactions be-
tween those needing and providing care [18, 19]. Be-
cause poor quality of care prevents care utilization,
research has been primarily focused in regions of low
facility-based coverage, especially for maternal and neo-
natal health. However, more research is needed on dis-
crimination globally: including differential care based on
class and social status [20, 21], age and perceived matur-
ity [22], marital status [23], immigrant status [24], HIV
or other infection status [25], sexual orientation [26],
physical, emotional and cognitive ability [27, 28], and
membership in ethnic or linguistic minority groups [29],
among others.
A system which provides poor treatment for poor

women strips individuals and families of their basic right
to health care. The new study from Bayo et al [8] joins a
small group of papers from countries with ongoing hu-
manitarian emergencies [11, 30, 31], and demonstrates
that, regardless of location, women and families demand
quality and respect from the health care system. There is
an urgent need to improve the culture of care for women
and newborns – it will continue to cost lives and dignity
if we do not act.

Abbreviations
HIV: Human immunodeficiency virus; SDGs: Sustainable Development Goals

Acknowledgements
Thanks to the Global Respectful Maternity Care Council.

Authors’ contributions
ES and EP drafted the comment, reviewed, and approved submission.

Funding
The authors received no specific funding for this article.

Availability of data and materials
De-identified data can be made available upon request by contacting the
authors.

Ethics approval and consent to participate
The data included within are secondary analysis of previously-collected data,
which were collected as part of IRB-approved studies.

Consent for publication
Quotes included are from previous studies where individuals agreed to be
included. As this is not original primary research, no new consents were
required.

Competing interests
The authors declare that they no competing interests.

Author details
1Johns Hopkins School of Public Health, 615 North Wolfe St, E8011,
Baltimore, MD 21205, USA. 2University Research Co., LLC, 5404 Wisconsin
Ave, Suite, Chevy Chase, MD 800, USA.

Received: 19 July 2019 Accepted: 24 March 2020

References
1. Kruk ME, Gage AD, Arsenault C, Jordan K, Leslie HH, Roder-DeWan S, Adeyi

O, Barker P, Daelmans B, Doubova SV, English M, Elorrio EG, Guanais F,
Gureje O, Hirschhorn LR, Jiang L, Kelley E, Lemango ET, Liljestrand J, Malata
A, Marchant T, Matsoso MP, Meara JG, Mohanan M, Ndiaye Y, OF N, Reddy
KS, Rowe AK, Salomon JA, Thapa G, Twum-Danso NAY, Pate M. High-quality
health systems in the sustainable development goals era: time for a
revolution. Lancet Glob Health. 2018;6(11):e1196–252.

2. Ghebreysus TA. How could health care be anything other than high
quality? Comment. 2018;6(11):Pe1140–1.

3. Bohren MA, Vogel JP, Hunter EC, Lutsiv O, Makh SK, Souza JP, Aguiar C,
Saraiva Coneglian F, Diniz AL, Tunçalp Ö, Javadi D, Oladapo OT, Khosla R,
Hindin MJ, Gülmezoglu AM. The Mistreatment of Women during Childbirth
in Health Facilities Globally: A Mixed-Methods Systematic Review. PLoS Med.
2015;12(6):e1001847 discussion e1001847.

4. Bruce SG, Blanchard AK, Gurav K, Roy A, Jayanna K, Mohan HL, Ramesh BM,
Blanchard JF, Moses S, Avery L. Preferences for infant delivery site among
pregnant women and new mothers in northern Karnataka, India. BMC
Pregnancy Childbirth. 2015;15:49.

5. Mulenga T, Moono M, Mwendafilumba M, Manasyan A, Sharma A. Home
deliveries in the capital: a qualitative exploration of barriers to institutional
deliveries in peri-urban areas of Lusaka, Zambia. BMC Pregnancy Childbirth.
2018;18(1):203.

6. Wassihun B, Zeleke S. Compassionate and respectful maternity care during
facility based child birth and women’s intent to use maternity service in
Bahir Dar, Ethiopia. BMC Pregnancy Childbirth. 2018;18(1):294.

7. Peca E, Sandberg J. Modeling the relationship between women’s
perceptions and future intention to use institutional maternity care in the
Western highlands of Guatemala. Reprod Health. 2018;15(1):9.

8. Bayo P, Belaid, Tahir EO, Ochola E, Dimiti A, Greco D, Zarowsky C. “Midwives do
not appreciate pregnant women who come to the maternity with torn and
dirty clothing”: institutional delivery and postnatal care in Torit County, South
Sudan: A mixed method study. BMC Pregnancy Childbirth. 2019; In press.

9. Yevoo LL, Agyepong IA, Gerrits T, van Dijk H. Mothers’ reproductive and
medical history misinformation practices as strategies against healthcare
providers’ domination and humiliation in maternal care decision-making
interactions: an ethnographic study in southern Ghana. BMC Pregnancy
Childbirth. 2018;18(1):274.

10. Sacks E, Masvawure TB, Atuyambe LM, Neema S, Macwan'gi M, Simbaya J,
Kruk M. Postnatal care experiences and barriers to care utilization for home-
and facility-delivered Newborns in Uganda and Zambia. Matern Child
Health J. 2017;21(3):599–606.

11. Onyango MA, Heidari S. Care with dignity in humanitarian crises: ensuring
sexual and reproductive health and rights of displaced populations. Reprod
Health Matters. 2017;25(51):1–6.

12. Al-Makaleh B, Howard H, Ateva E. RMC is not a luxury: the case for
respectful maternity Care in Humanitarian Settings. American Refugee
Committee International; 2017.

13. UNFPA Humanitarian action overview. 2017. Available at: https://www.
unfpa.org/sites/default/files/pub-pdf/Humanitarian_2017_Overview-Final_
updated-11_Jan_2017_web.pdf.

14. Peca E. Experiences and perceptions of disrespectful and abusive facility-
based childbirth Care in the Western Highlands of Guatemala: a mixed
methods analysis. Dissertation: The George Washington University; 2016.

15. Sacks E. “The role of shame in influencing location of delivery at hospital
and clinics in rural Zambia” Second international HIV social sciences and
humanities conference. Paris, France; 2013.

16. Cheng M. AP investigation: hospital patients held hostage for cash; 2018.
17. Berry N. Unsafe motherhood: Mayan maternal mortality and subjectivity in

post-war Guatemala fertility, reproduction and sexuality: social and cultural
perspectives. Berghahn Books; 2013.

18. Warren CE, Ndwiga C, Sripad P, Medich M, Njeru A, Maranga A, Odhiambo
G, Abuya T. Sowing the seeds of transformative practice to actualize

Sacks and Peca BMC Pregnancy and Childbirth          (2020) 20:249 Page 3 of 4

https://www.unfpa.org/sites/default/files/pub-pdf/Humanitarian_2017_Overview-Final_updated-11_Jan_2017_web.pdf
https://www.unfpa.org/sites/default/files/pub-pdf/Humanitarian_2017_Overview-Final_updated-11_Jan_2017_web.pdf
https://www.unfpa.org/sites/default/files/pub-pdf/Humanitarian_2017_Overview-Final_updated-11_Jan_2017_web.pdf


women’s rights to respectful maternity care: reflections from Kenya using
the consolidated framework for implementation research. BMC Women’s
Health. 2017;17:69.

19. Ratcliffe H, Sando D, Lyatuu GW, Emil F, Mwanyika-Sando M, Chalamilla G,
Langer A, KP MD. Mitigating disrespect and abuse during childbirth in
Tanzania: an exploratory study of the effects of two facility-based
interventions in a large public hospital. Reprod Health. 2016;13(1):79.

20. Thompson JE, Land S, Camacho-Hubner AV, Fullerton JT. Assessment of
provider competence and quality of maternal/newborn care in selected
Latin American and Caribbean countries. Rev Panam Salud Publica. 2015;
37(4-5):343–50.

21. Ijadunola MY, Olotu EA, Oyedun OO, Eferakeya SO, Ilesanmi FI, Fagbemi AT,
Fasae OC. Lifting the veil on disrespect and abuse in facility-based child
birth care: findings from south West Nigeria. BMC Pregnancy Childbirth.
2019;19(1):39.

22. Oosthuizen SJ, Bergh AM, Pattinson RC, Grimbeek J. It does matter where
you come from: mothers’ experiences of childbirth in midwife obstetric
units, Tshwane, South Africa. Reprod Health. 2017;14:151.

23. Amroussia N, Hernandez A, Vives-Cases C, Goicolea I. “Is the doctor god to
punish me?!” an intersectional examination of disrespectful and abusive
care during childbirth against single mothers in Tunisia. Reprod Health.
2017;14:32 Published online 2017 Mar 4.

24. Small R, Roth C, Raval M, Shafiei T, Korfker D, Heaman M, McCourt C,
Gagnon A. Immigrant and non-immigrant women’s experiences of
maternity care: a systematic and comparative review of studies in five
countries. BMC Pregnancy Childbirth. 2014;14:152.

25. Sando D, Kendall R, Lyatuu G, Ratcliffe H, McDonald K, Mwanyika-Sando M,
Emil F, Chalamilla G, Langer A. Disrespect and abuse during childbirth in
Tanzania: are women living with HIV more vulnerable? J Acquir Immune
Defic Syndr. 2014;67(Suppl 4):S228–34.

26. Dahl B, Fylkesnes AM, Sørlie V, Malterud K. Lesbian women’s experiences
with healthcare providers in the birthing context: a meta-ethnography.
Midwifery. 2013;29(6):674–81.

27. Austad K, Chary A, Martinez B, Juarez M, Martin YJ, Ixen EC, Rohloff P.
Obstetric care navigation: a new approach to promote respectful maternity
care and overcome barriers to safe motherhood. Reprod Health. 2017;14(1):
148.

28. Schildberger B, Zenzmaier C, König-Bachmann M. Experiences of Austrian
mothers with mobility or sensory impairments during pregnancy, childbirth
and the puerperium: a qualitative study. BMC Pregnancy Childbirth. 2017;
17(1):201.

29. Degrie L, Gastmans C, Mahieu L, Dierckx de Casterlé B, Denier Y. How do
ethnic minority patients experience the intercultural care encounter in
hospitals? A systematic review of qualitative research. BMC Med Ethics.
2017;18:2 Published online 2017 Jan 19.

30. Hassan SJ, Sundby J, Husseini A, Bjertness E. The paradox of vaginal
examination practice during normal childbirth: Palestinian women’s feelings,
opinions, knowledge and experiences. Reprod health. 2012;9:16.

31. Sami S, Kerber K, Tomczyk B, Amsalu R, Jackson D, Scudder E, Dimiti A,
Meyers J, Kenneth K, Kenyi S, Kennedy CE, Ackom K, Mullany LC. “You have
to take action”: changing knowledge and attitudes towards newborn care
practices during crisis in South Sudan. Reprod Health Matters. 2017;25(51):
124–39.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Sacks and Peca BMC Pregnancy and Childbirth          (2020) 20:249 Page 4 of 4


	Abstract
	Comment
	Abbreviations
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

