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Abstract
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Background: Skilled birth attendance, usually available by promoting childbirth at health care
institutions in low-resource settings, is known to prevent maternal and neonatal morbidity and
mortality. While institutional childbirths in India have increased at an exponential rate, the
infrastructure, material and manpower resources to support this practice are lagging, raising
concerns about the quality of childbirth services.
Methodology: A mixed-method approach was used in this project: in-depth interviews with
women (n= 13); and focus-group-discussions with the care providers (n=27) were conducted
and analysed using Grounded Theory. A cross-sectional survey (n= 1004) assessed prevalence
of Fear of Birth (FoB) and postnatal depressive symptoms (PND), along with satisfaction with
childbirth services among women in the immediate postpartum period.
Results: The system of cashless childbirth provided at the public health facilities, in the
women’s experiences, came at the hidden cost of them having to make themselves subordinate
to the offered services. The prevalence of FoB and PND was 13.1% and 17.1%, respectively,
and these were significantly associated (p < 0.001). Among women with vaginal births (VB),
41.2% had experienced a perineal wound and 59% of them underwent repair without local
anaesthesia. While the majority of the women were satisfied (VB 68.7%; Caesarean births
79.2%) with the services; women having VBs at Community Health Centres (nearly 81%)
were more commonly satisfied compared to those at the District Hospitals (nearly 60%) (p <
0.001). From the care providers’ perspective, maintaining quality of childbirth services was like
a balancing act between the realities of low-resource settings with stakeholders’ expectations.
While the providers remained proud and committed; the challenges often left them fatigued,
disillusioned, irritable and sceptical.
Conclusion: There is a need to improve the sensitivity with which childbirth services are
being delivered to women coming to public health facilities; as well as towards improving the
care providers’ work conditions. Suboptimal birth experiences are associated with the women’s
perinatal mental health and satisfaction, while perpetual work challenges may make the care
providers frustrated and/or apathetic. Improving manpower resources could reduce work-stress
in care providers and thereby improve childbirth processes.
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Glossary of Terms

Below poverty line: families earning less than INR 816/- per person per
month in rural, and less than INR 1000/- per person per month in urban, sector.
As of 2011, 25.7% of rural Indian population and 13.7% of urban Indian population live below the poverty line (1).
Cross-sectional study: A study that examines the relationship between diseases (or other health-related characteristics) and other variables of interest as
they exist in a defined population at one particular time (2).
Maternal health: The health of women during pregnancy, labour and childbirth, and the postpartum period (3).
Maternal Mortality Ratio: The ratio of the number of maternal deaths per
100,000 live births (4).
Millennium Development Goals (MDGs): The MDGs were eight timebound quantified targets set out to address poverty in its many dimensions
including improved health, education, and gender equality (5).
National Health Mission: The overarching umbrella of the National Health
Mission brings all Government of India schemes and national programmes for
universal access of health care, including maternal and newborn health care.
The National Rural Health Mission and the National Urban Health Missions
are its two sub-missions (6).
Other Backward Castes: The official term used in the constitution of India
to describe all historic socially disadvantaged and profession/vocation based
castes (7).
Perinatal morbidity: Any disorder in the foetus or the neonate which occurs
as a result of adverse influences during pregnancy, or through the treatment
of pregnancy and childbirth that manifests itself within the first four weeks of
life (3).
Perinatal mortality: The number of stillbirths and neonatal deaths in the first
week of life (3).
Scheduled Caste: The collective official designation given to the socially disadvantaged group of people who historically were without a caste in the Hindu
culture. The term Scheduled Caste is recognised in the constitution of India
(8).
Scheduled Tribe: The collective official designation given to the socially disadvantaged group of people who historically lived in tribes and/or were forest
dwellers. The term Scheduled Tribe is recognised in the constitution of India
(8).

Target population: The aggregate of women about which the researcher
would like to generalise the study findings (9).
Triangulation: A means of addressing qualitative/quantitative differences,
which include data, investigator, theoretical and methodological information,
unit of analysis and interdisciplinary triangulation (9).
Trustworthiness: The extent to which the results extracted from the empirical data are valid and reliable (9).

Preface

It is said that the stars sometimes align to make something happen. My PhD
journey is probably one of those ‘somethings’ in my life. I come from a family
of teachers, scientists and philosophers who created a ‘gender-less’ environment for their children to grow in. Gender was literally never in the picture as
we grew up, our privileges were not influenced by being male or female; older
or younger; and we always had the right to put forth our opinion and ideas in
front of others. Also, my family have taught me how to observe, think and –
to a great extent – feel.
I started as a nursing student through a practical choice. My awe and respect for my profession blossomed upon witnessing my paediatric clinical supervisor, who demonstrated how compassion and empathy could bring joy
and dignity, even to a terminally ill child. As I had worked mainly with women
and their babies after my graduation, choosing to do a Masters in Gynaecological Nursing and Midwifery came naturally. Later, upon taking up a teaching position, I realised I did not have the necessary clinical experience, and
indeed, a philosophy, to make me a good teacher. Could I really teach anyone
to give quality care?
This led to my growing awareness of ‘quality’ as a health care concept. In
my search to contribute towards women’s and their neonates’ health, I ended
up as the coordinator of an Indo-Swedish collaborative project, “Improving
Maternal and Newborn Health by Strengthening Midwifery in India” (MSP),
financed by Sida (2010 to 2013). Working on this project also made me realise
that quality of care was not only a complex phenomenon, it was a never-ending phenomenon. It was also embedded in a socio-cultural context – especially
the gender dynamics – that have an impact on the perceptions and experiences
around quality of health care services.
That is how I chanced upon my main research question. What is quality of
childbirth care? And do the women and their nurse-midwives mean the same
things when they talk about quality of care? This thesis is the collective output
of all the answers that my scientific explorations have generated. I hope that
the readers find my work interesting and will have some points on which to
reflect about what women – care seekers and care providers – have to say
about the quality of care they that they have perceived and experienced.
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Introduction

Giving birth has been described as a critical transition point in a woman’s life
(10), an event that is heavily influenced by the dominant cultural and social
norms (11). Scientific literature showed that the women need support from
their families and societies as they adjust to having a newborn (10,11); and a
lack of social support immediately after giving birth could produce stress and
other mental health problems, most notably, depression, among postnatal
women (12). Empirical data suggested that women place importance on the
support that is offered to them by the care providers during pregnancy and the
perinatal period (13,14); and also, that they could have further expectations
from institutional childbirths.

Women’s expectations of institutional childbirth
Studies from high income countries (HIC) showed that having an understanding of health-care-seekers’ expectations was known to make the health services more client-centred: maintaining the dignity of the care-seeker, meeting
their needs, and maintaining accordance with the socio-cultural norms
(15,16). Several studies explored and described women’s expectations from
the health facilities and the health-care providers, and the most commonly
mentioned expectations were: to be offered a safe birth; to be supported in
giving birth; and to be supported in establishing a bond with their neonates
(13,14).
Studies from HIC; and low- and middle-income countries (LMIC) described that, upon arriving for an institutional childbirth, the women expected
pharmacological and/or non-pharmacological relief from labour pain, and expected the services received to be of quality: early and consistent attendance
by a care provider during labour, help in establishing childbirth within the
labour room, having a healthy newborn, and a continuum of services in the
immediate postpartum period (13,17,18). Previous studies also show that being cared for by well-behaved, competent and helpful care providers was universally expected by women (19), and their expectations of services around
institutional birth also influenced their experiences of having an institutional
childbirth (20).
A review of the available scientific literature from India suggested a shifting motivation for institutional childbirths among women (21–23); motivated
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by the conditional cash transfer programme and/or their need to have a ‘fast
birth’: to experience lots of pain so that the baby was born quickly (24,25).

Women’s experiences of institutional childbirth
A review study by Bhutta et al. (2015) showed that most of the scientific information on women’s childbirth experiences came from HIC (26). Understanding women’s experiences of giving birth in a health facility is known to
improve the psychosocial sensitivity and quality of care around childbirth
(26). Studies from HIC and middle-income countries show that non-affirmation of priority expectations – especially in first-time mothers – caused anxiety, depression and stress, and also influenced women’s evaluations of quality
of care (27,28).
Scientific evidence from HIC suggested that the women often experienced
the reality of the care that they received to be different from what they expected, and that their interactions with health care providers inside the labour
rooms were important for the women to adjust to a reality that differed from
their expectations (29,30). A quantitative study (n= 482) by Iida et al. showed
that women giving birth in lower-level health care facilities were more likely
to experience patient-centred care compared to women at clinics and bigger
hospitals (19).
A study by Halfdansdottir et al. reported that negative birth experiences at
the hospitals often became the deciding factor for a subsequent homebirth for
many women (31). Similarly, in HIC, experiencing a childbirth for which the
women were not psychologically prepared reportedly led to the development
of “Fear of Childbirth”, depression, and “Post Traumatic Stress Disorders”
and could increase the chances of the women demanding a caesarean birth in
the future (30,32–39). The available scientific information on Indian women’s
expectations and experiences of having institutional births was negligible: a
few qualitative studies suggested that Indian women expected to have a ‘fast
childbirth’ and described their experiences of childbirth to be sub-optimal
(24,25,40).

Disrespect and abuse associated with childbirth
Disrespectful, neglectful and abusive health services, reported during childbirth, have raised a global concern (41), and have been reported from HIC as
well as LMIC (42). Childbirth abuse was reported as a globally known predictor of choosing homebirths for subsequent pregnancies in several previous
studies (41–43). As described in previous studies, incidences of disrespect and
abuse during childbirth included: non-confidential and non-dignified care, neglect or abandonment while giving birth, physical abuse – pinching, slapping,
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conducting penetrative examinations roughly and without consent – and withholding of health services for non-payment of fees or demanding unofficial
payments (41–44). Research evidence has suggested that attitudes of hospitalbased care providers largely influenced the prevalence of disrespect and abuse
during childbirth (43–45). On the other hand, a qualitative study with Ethiopian midwives revealed that they acknowledged imparting the physical and
verbal abuse, terming it unintended, and explaining that it resulted from medical necessity (46). Scientific evidence from India showed that women frequently experienced disrespect and abuse: threats, physical abuse, being ignored while in labour, and having to make unofficial payments for essential
services that were supposed to be cashless (40,47,48). However, further explorations are warranted to better understand this phenomenon in an Indian
context.

Women’s satisfaction with childbirth services
Satisfaction with childbirth services is known to have a multi-dimensional nature and, therefore, provides a women-friendly method to improve institutional childbirth services (49). Measuring beneficiaries’ satisfaction, is a costeffective and sensitive indicator of quality of institutional childbirth services
(48,50); and has been studied in both HIC and LMIC settings: women who
were satisfied with the childbirth services were reported to have better selfesteem and confidence; established a maternal-neonatal bond faster, and were
more likely to breastfeed compared to women who were dissatisfied (10,51).
Previous studies reported that women who were dissatisfied with their childbirth experiences were more prone to develop FoB and PND, and faced difficulties in breastfeeding and in performing baby and self-care (52,53).
Childbirth processes – providing information and involvement in the decision-making process, such as having a birth plan and being able to follow the
birth plan – are known to have more influence on women’s satisfaction with
childbirth and services, in comparison to the availability of materials and the
birthing environment (20,54–56). Having a birth companion, and receiving
pain relief and other help from care providers were factors known to enhance
women’s satisfaction, as did having less physical symptoms in the immediate
postpartum period (57–61). Having respectful care providers who were committed to maintaining women’s privacy and meeting their needs, was also reported to positively influence women’s satisfaction (16,18,41,62).
Previous studies have reported that the mode of childbirth and obstetric
history of women affected their satisfaction: multiparous women, and women
having vaginal births tended to be more satisfied with childbirth services
(20,63). Studies around the globe revealed that the same demographic variables have different associations with women’s satisfaction: while some studies
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reported that younger women tended to be less satisfied with childbirth services compared to older women (64), another study showed that age had no
influence on women’s satisfaction with childbirth services (65). The educational level of women has been associated with childbirth satisfaction, both
positively and negatively, while other studies reported no association
(20,50,65). Further reported known factors that adversely influence women’s
satisfaction with childbirth services included: being a working woman; having
FoB; and/or PND (29,48,66).
Patient satisfaction studies, in general, were reported to have limitations:
for example, the available scientific information did not recommend an appropriate time-point to measure satisfaction with childbirth services (54,67),
but some studies cautioned that the researchers must factor in the ‘halo effect’
(the tendency of having more positive feelings towards childbirth-care in the
early postpartum period) and the ‘ceiling effect’ (participants’ tendencies to
rate services more positively) as latent confounders during the immediate
postpartum period (27,65,68–70); these factors should be addressed before
interpreting satisfaction-related results.
A recent qualitative study exploring Indian women’s satisfaction with
childbirth services showed that women were not fully satisfied with the care
they had received during childbirth (24). A meta-analysis of recent Indian
studies on women’s satisfaction showed that the satisfaction had an infrastructural component – cleanliness and adequacy of resources – and a process component, namely the staff’s behaviour, respect of women’s privacy, and
promptness of action (48). However, as of now, the Indian women’s satisfaction with childbirth services has limited empirical evidence.

Fear of Childbirth (FoB)
Pregnancy heralds in a time of intense preparation and adaptations to becoming a mother, even before the birth has taken place, and previous studies suggest that it is natural to experience anxiety and apprehension towards one’s
abilities to be able to give birth and to optimally support a new life (71). Studies by Wijma et al. suggested that the anxiety and apprehension related to
pregnancy and childbirth may progress and manifest as the fear of childbirth,
an effect that they have classified as primary FoB. Other studies have described FoB as arising from negative experiences around previous childbirth/s, and this effect has been classified as secondary FoB (39,72,73). Some
studies have described an effect classified as clinical FoB, where the women
experienced fear of such intensity that they became incapable of performing
their day-to-day activities; avoided a pregnancy; and started doubting their
ability to give birth to such an extent that they needed therapeutic interventions (72,74).
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A review of literature from around the globe suggests that FoB is universal,
with its global prevalence estimated to be around 20% (30). A European study
– carried out in Belgium, Iceland, Denmark, Estonia, Norway and Sweden
(BIDENS) – showed that approximately 11% of women had FoB (75),
whereas an Australian study revealed that approximately 24% Australian
women experienced FoB (30).
Research studies from HIC show that FoB was most commonly experienced in relation to labour pains, the neonate’s wellbeing, operative procedures associated with childbirth, and also, with having an institutional childbirth (30,37,76,77). Several studies revealed that women were apprehensive
and afraid of having a caesarean section, however, having a fear of pain influenced their acceptance of caesarean section when it was offered in order to
avoid the labour pain (77–80). Previous studies also suggest that the women
who are afraid of the hospital, or who are afraid of negative experiences with
the care providers, may avoid attending at health care facilities for an institutional birth (81). It has been reported that women with FoB find it difficult to
cope with childbirth and postpartum adaptations, such as establishing a bond
with their neonates (82–84).
A quantitative study (n= 2206) by Adams et al. (37) showed that FoB could
influence the childbirth process and outcomes, such as prolonging the duration
of labour; and another study reported that FoB was a risk factor behind perineal tears while giving birth (85). FoB is known to influence the overall mental health of women, due to its association with mental health illnesses requiring medical attention (37,86,87), and FoB is a known predictor of lesser satisfaction with childbirth services and of postpartum depression (88). A review
of the literature revealed only one recent study in India that had explored FoB,
however, the questionnaire used was locally constructed and no psychometric
properties were reported (89). The availability of scientific information on
FoB among Indian women is negligible.

Postnatal depression and depressive symptoms (PND)
Postnatal depressive symptoms emerged as a global health concern due to
their known adverse influence on women’s ability to perform day-to-day life
activities; the establishment of mother-neonate bonding; and the growth and
cognitive development of their children (90–93). As with any other mental
illness, PND was reported to carry its own socio-cultural stigma, to the extent
that women who suffered from PND saw it as a weakness and delayed seeking
therapeutic help (94,95). Early anthropological and ethnographic studies revealed that PND was rarely seen in countries such as India, China and Kenya;
and proposed that PND was predominantly a western phenomenon; however,
a feeling of unhappiness among postnatal women was universally observed,
irrespective of the cultural differences (96).
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A thematic analysis of content obtained from online forums for women
with PND revealed that women felt unhappy that they had failed as a mother
because they had to rely on medication to cope with having a baby (94). Qualitative studies with women suffering from PND showed that women, across
the cultures, tended to ‘silence themselves’ about their suffering, and thus delayed seeking treatment (96).
The global prevalence of PND is reported to be nearly 13% (88,89,91,97);
with known predictors, such as pre-experiencing depression (95), having FoB
(39,75,88,89), and having poor support from family and care providers in the
perinatal period (12,98–100). In countries with son preference, giving birth to
a female child was also reported to have an association with PND (101–103).
Gender inequity, and unfulfilled expectations of support from the neonate’s
father in managing day-to-day activities after childbirth were frequently associated with PND in other studies (96,99,104). Some studies reported an association between negative birth experiences, especially neglect and violence
during institutional childbirth, and PND (84,105).
In the past decade, several Indian studies have explored the mental health
– namely the prevalence of PND – of women who received institutional childbirth services: studies from south-west India show that depression among the
general population of India was common, and probably contributed to the
postnatal depression (102,106). The gender and poverty disparities in India
were known to contribute to postnatal depression: the burnout syndrome associated with women performing multiple roles in their family and professional lives reportedly mimicked the depressive symptom; these could precipitate depression, or could confound accurate diagnoses (102,107). No study
has been undertaken across India – a country with vast socio-cultural and geographical diversity – to determine the prevalence of postnatal depression.
However, one study in a small Indian state, Goa, estimated the prevalence of
postnatal depression to be 23% among the local population (102).

Midwives as the primary care providers during normal
childbirth
Worldwide, several studies have revealed that having educated midwives
providing care during childbirth not only maintains normal childbirth outcomes, but also significantly reduces maternal and neonatal mortalities (108–
110). Women who received care from a midwife during hospital births experienced better psychosocial support; viewed the upcoming birth with more
psychological readiness; received more help in adjusting to becoming a
mother; and, had better support during establishing breastfeeding and while
bonding with their neonates (111–115). Studies reporting interventions that
were planned and implemented by midwives showed successful management
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of fear and PND among pregnant and postnatal women worldwide
(109,112,116,117), while providing 90% of essential maternal-neonatal care
safely and effectively in the perinatal period (118–120). Thus, understanding
the midwives’ perceptions and experiences of providing institutional childbirth services may help in identifying facilitators, barriers and bottlenecks in
quality improvement.
Studies showed that in countries having an independent midwifery cadre,
the midwives retained a positive self-role perception; were confident and
proud of their profession; and remained optimistic about the scope and practice of midwifery in spite of professional challenges (108,121–123). the commonly mentioned challenges were: working in low-resource settings; having
acute shortage of manpower; having vague job descriptions; experiencing
workplace mistreatment; and having their professional authority and performances undermined (45,123–125).
The work environment in such cases was usually patriarchal, creating dualism in midwives’ decision-making within a hierarchical work environment
(126), while affecting their motivation and – consequently – the quality of
health services they provided (127,128).
Qualitative studies on the quality of childbirth services describe that the
nurse-midwives’ assisted the women to bear the labour pain by ‘working with
pain’, or by ‘providing medical and non-pharmacological support’ (129,130).
Other studies reveal that the partograph was inaccurately completed and/or
underutilised (reportedly maintained only for 8 to 80% of women giving
birth); especially in lower-level public health facilities (131–133).

Midwifery as a profession in India
Several countries – India included – produce professional nurse-midwives
through embedding the midwifery education within the nursing education.
Some recent studies from India raised concerns regarding the Indian nursemidwives’ competence in providing essential maternal and newborn perinatal
care (134,135). A limited number of studies from India explore the nursemidwives’ experiences of childbirth-service provision, usually amidst the
low-resource settings of the public health facilities: a qualitative study from
Gujarat showed that the midwifery scope of practice was restricted within
higher levels of health facilities having defined hierarchical work structure,
while working at smaller health facilities meant more independence for the
nurse-midwives in treatment and decision making (136).
Qualitative studies from other Indian states showed that the care providers
– including the nurse-midwives – worked in chaotic and crowded labour
rooms, with acute manpower-infrastructure-material shortage, and were not
satisfied with the quality of services they could provide to those in their care
(24,47,137,138). Most of the studies involving Indian nurse-midwives have
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focused on assessment of their competence, but very few (24,136) have explored the nurse-midwives’ perceptions and experiences of providing childbirth-related care in low-resource setting.

Institutional childbirth services in India
India has a population of 1.2 billion, of which 48.5% are women, and 49.9%
of the total population of women in India falls into the reproductive age group
(6,139). Historically, India has made a significant contribution to the numbers
of global maternal deaths: a recent report shows that India contributes to 14%
(40,000/ annum) of the total number of global maternal deaths. Jointly with
Nigeria, this becomes one-third of all maternal deaths worldwide (4,6). The
government of India has invested heavily to make institutional childbirth services accessible to everyone, while improving the health care infrastructure to
accommodate the rising demand for institutional births (140–143).
In India, health services – promotive, preventive, curative and rehabilitative – are provided by three sectors: 1) the public sector (comprising central,
state and local government institutions and their health facilities); 2) the private-for-profit sector; and 3) the private-non-profit, non-governmental organisations and charitable trusts sector (144). Currently, approximately 269 million Indian citizens are living below-poverty-line (BPL), while a large proportion of the Indian population exists barely above-poverty-line (145). For these
Indians, the public health system, perhaps, is the only choice they have to seek
health services – including childbirth services – that are cashless or available
at a subsidised cost. Indian public health facilities are organised at four levels:
Level 1: Health Sub-centres (HSCs) and Primary Health Centres (PHCs) –
respectively providing care to 3,000–5,000 and 20,0000–25,000 persons per
facility – are responsible for providing promotive health care such as immunisation, health examination and monitoring, and for primary health care, including normal childbirth (6). As of 2015, there are 153,655 sub-centres, and
25,308 Primary Health Centres in India (146).
Level 2: Community Health Centres (CHCs) provide health care services
to a population of 80,000 to 120,000 persons per facility and are the first referral units for HSCs and PHCs. The CHCs provide specialised services for
all referred clients, and also have facilities to manage common complications
associated with pregnancy and childbirth. As of 2015, there are 5,396 CHCs
in India (6,146).
Level 3: District Hospitals (DHs) provide all basic and emergency curative
health services – including caesarean section – to all referred clients coming
from PHCs and CHCs, and have facilities for intensive care units. Currently,
there are 763 district hospitals in India (6,146).
Level 4: The medical college hospitals are the highest referral units in the
Indian public health system and provide promotive, preventive, curative and
22

rehabilitative health care. Each Indian state has a small number of public medical college hospitals.
Regarding the health care workforce, India had 761,806 allopathic doctors,
104,603 dentists and 1,650,180 nurse-midwives in 2009. The Indian nursemidwives must complete a formal education programme in Nursing and Midwifery under one of the two courses based on the Indian Nursing Council’s
syllabus: the General Nursing and Midwifery (GNM) course, where the trainees receive three-and-a-half years’ nursing education with integrated midwifery education; and the B.Sc. Nursing course, where the trainees receive
four-and-a-half years’ nursing education with integrated midwifery. All receive the certificates of Registered Nurse (RN) and Registered Midwife (RM)
and can work as ‘Staff Nurses’ at health facilities. The public health facilities
also have Auxiliary Nurse Midwives (ANMs), who have received two years
of training based on the Indian Nursing Council’s syllabus, out of which one
year has been in public health and midwifery. ANMs are also referred to as
‘Multipurpose Workers-Female’.
The health centres, and the number of care providers attached to them, are
not equitably distributed among the different states of India (147). States such
as Bihar, Uttar Pradesh, Uttarakhand, Jharkhand and Chhattisgarh have especially severe shortages of health workers (less than 1 per 1000 in the population). The recommended ratio of nurses to doctors (at least 2:1 as a minimum,
and 4:1 or higher for cost-effective quality care) is also very poor (148). This
discrepancy produces burdens on the health workforce, in relation to time and
materials, that act as a barrier to delivering equitable and compassionate care
(24,149).

National Health Mission
Recent policy evaluations by the Government of India showed that, while the
national programmes had been successful in improving the quality of maternal
health services and outcomes in rural India, underprivileged urban areas –
such as the urban slums – were lagging behind even the rural figures
(1,141,150). The Government of India launched the National Health Mission
(NHM) in 2013, and brought the previously running National Rural Health
Mission (NRHM) and National Urban Health Mission (NUHM) under one
policy umbrella (151). Many schemes and interventions from the National
Rural Health Mission have been retained and expanded under NHM.
Accredited Social Health Activists (ASHAs)
ASHAs are the community health activists introduced in each rural Indian
community under NRHM directives for creating awareness of measures to
promote and maintains maternal and child health and wellbeing in the community. State Governments train ASHAs using a centrally prepared training
module. Any married woman – aged 25–49 years, having at least eight years
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of formal school education, and some leadership and communication skills –
can volunteer to be the ASHA for her village (152). The Auxiliary NurseMidwives (ANMs) – Auxiliary Nurses in India who have received 2 years of
training, out of which one year has been in public health and midwifery – must
meet the ASHAs at least once every fortnight to discuss the activities they
have undertaken and the difficulties they have faced (6). Apart from their public health duties, ASHAs mobilise women and their families to seek institutional maternity care to a nearby public facility hospital, and accompany pregnant and postnatal women to their recommended health check-up and for
childbirth. The government of India has started exploring the feasibility of
graded training of ASHAs for providing home-based basic maternal and newborn health care (152). In Chhattisgarh, Mitanins perform these activities instead of ASHAs.
Mitanins
The term Mitanin has been adopted from an old traditional practice wherein
two girls, close in age, choose each other as their closest friend, taking up the
responsibility to support each other through life events – childbirth, sickness
and during death – irrespective of personal cost. The Government of Chhattisgarh introduced community-level health volunteers called Mitanins (2001) –
conceptualised to be a friend of the community – to address public health
needs, including the promotion of institutional births along with other community services (153,154). One Mitanin per 250–500 persons was found to be
effective (154).
Conceptualised at the state level, concurrently with the ASHA scheme at
the central government-level, it was envisioned that the Mitanins would work
in close collaboration with, and under the direct supervision of, ANMs.
The Mitanin of a community enters into a written agreement with the village-level governing body called Gram Panchayat, which lists her roles and
responsibilities towards the community as the Mitanin as well as the remuneration that the community will pay her through Gram Panchayat in exchange
for her services (153). Unlike ASHAs, who are paid in incentives by the government, the Mitanin is paid by the community. Financial incentives – as offered under the Mission schemes – to Mitanins for bringing women from their
community for institutional childbirth, has aided in mobilising the women to
seek pregnancy and childbirth care in the health facilities.
Janani Suraksha Yojana (JSY)
The JSY scheme was launched in 2005 under the National Rural Health Mission, and aims to encourage Indian women to give birth in public health facilities to reduce maternal morbidity and mortality. The free of cost childbirth
services at public health facilities are made possible through the JSY funds.
The scheme incorporates the following cash-free services other than the actual
cashless childbirth:
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Conditional Cash Transfer (CCT)
The CCT scheme integrates conditional cash transfer incentives for eligible
women – both urban and rural – who are 19 years of age or above, and belong
to a below-the-poverty-line family. The cash incentive is provided for the first
two live births (6). In 2012-2013, for both the urban and rural population, 10.6
million women across India received this benefit (6).
Free ambulance services
Free ambulance services are provided for women in labour and their families
for transport from their homes to a nearby public health facility and back to
their homes after discharge. Usually, it is the local ASHA who places the call,
but anyone can call the free ambulance for childbirth-related transport. Some
states have implemented a ‘pink-slip’ system. The women and their families
are provided with two pink slips cum declaration, during their antenatal visits,
allowing them to hire a private vehicle to reach a nearby public health facility
provided the ambulance that should have picked them up is already in use
(23,155,156).
Free food at the hospital for postnatal women
Every public health facility receives funds under JSY to provide free food for
women who have given birth and to one attending person per woman for the
duration of their time in the postnatal ward. The food is provided by the hospital housekeeping department – either hospital owned or contractual – and
consists of simple Indian staple dishes: Chapaties (Indian bread), Rice, two
portions of vegetables, and lentil soup (157,158).
Impact of JSY on quality of childbirth services at public health facilities
The free-of-cost services and the implementation of ASHAs/Mitanins scheme
have motivated a significantly high number of Indian women to seek hospital
services (1,103). However, the health infrastructure and manpower resources
at public health facilities have not improved at the same pace: several research
studies have found that the labour rooms were crowded, understaffed and chaotic, with a very fast turnover rate of women giving birth (47,135,149,159).
While women benefited from a cash-incentive for institutional birth, the hidden costs of institutional childbirth (accommodation and food for family
members and missing out on work and wages) more or less nullified the incentive (23,156,157,160). Although identified as a significant influence
among Indian women to seek institutional births, one recent Indian study on
women’s opinions of the cash incentives shows that monetary incentive is no
longer the main reason for women to seek institutional births (22).
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Unique factors influencing health care delivery in
Chhattisgarh, India
Chhattisgarh is a relatively new Indian state (carved out of the Madhya Pradesh state in central India in 2000), and is dealing with a unique threat to internal security that directly influences health service management: Naxalism.
According to an old Indian study (unpublished thesis) by Singhal (1967), the
Naxal movement was established in India in the 1960s from Naxalbari village
in West Bengal (eastern state of India) when the landless farmers took up arms
against the landlords, and later. against the Government of India and state
governments, and which spread to other Indian states – Andhra Pradesh, Maharashtra, Odisha, Madhya Pradesh, Chhattisgarh, West Bengal, Bihar, and
Jharkhand – over a 92,000 square kilometres geographical belt commonly
called the ‘Red Belt’ (161). With active armed conflicts between the security
forces and Naxal activists, Chhattisgarh, with its dense forest areas, provides
ample shelter, especially as the activists are gradually driven out of other affected states. While the hospitals and health workers are usually unharmed
during these conflicts, the government in Chhattisgarh also has to deal with
internal security threats (active landmines, intentional road damages, kidnapping of officers and hijacking of vehicles) in addition to more common service
delivery challenges. While no Indian study mentioned Naxalism as a cause
behind the low retention of hospital staff, several studies from Chhattisgarh
described suboptimal attitudes among physician students towards serving in
remote areas, among significant numbers of non-clinical health care providers
(trained in Indigenous medical system such as Ayurveda instead of allopathy)
and nurse-midwives charged with providing allopathic care (162,163). Poor
remuneration, challenging work conditions, and being charged with providing
care at two or more health facilities without transport facilities also reportedly
contributed to the low retention rates among physicians (163,164).

Rationale for the PhD project
Reportedly, socio-cultural and gender inequity is deep-seated within the societal norms in India (165). Studies have shown that the marginalised women
were often side-lined when it comes to seeking health services – including
perinatal health care – and seeking Skilled Birth Attendance (141,142). While
the gender inequity-related concerns were reported to be the major servicedelivery challenges in the more-developed Indian states; the less-developed
states faced major challenges to bring equitable health care to all their citizens;
often due to the reluctance of health care providers to be posted in remote
areas for service delivery (140,142,143,149,166,167).
Based on the above review of the literature, it can be interpreted that limited
research studies have been carried out in the recent past that place their focus
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on the perceptions and experiences of the women who receive the institutional
childbirth-related care. Very few studies explore the perceptions and experiences of the nurse-midwives – the primary care providers for normal births in
public health facilities – about their perceptions of quality and their ability to
provide quality care as they perceive it. More in-depth studies are required to
understand the phenomenon. The current PhD project was conceptualised as
one contributor towards bridging this gap. Figure 1 depicts the flow of four
sub-studies that were planned, with the specific aims mentioned in the subsequent section:
Figure 1. Rationale for the selection and sequencing of the studies
In-Depth Interviews: Exploring women’s perceptions and experiences of giving birth in a
public health facility
Qualitative exploration into postnatal women’s (n= 13) accounts of quality of care they received
in a state where no previous study has been done on the topic (Study I).

Cross-Sectional Survey (n= 1004):
Quantitative exploration into ‘soft’ aspects of quality of care using Hindi-translated standardised questionnaires. Findings from Study 1 incorporated as some
demographic variables.

Prevalence of FoB and Depression among Indian postpartum
women (Study II)

Satisfaction of postpartum Indian women from childbirth
services received (Study III)

Focus Group Discussion: with the care providers
Qualitative exploration through Focus group discussions with the care providers to provide the
‘other side of the coin’, balancing the perspectives of women and their care providers. Findings
from Studies I, II, and III used to develop discussion guide and probes (Study IV).

27

Aim and objectives

This PhD project aimed to explore the quality of institutional childbirth services through the perspective of Indian postnatal women and the nurse-midwives who cared for them. The following objectives were formed to achieve
this:
1. To explore the perceptions and experiences of Indian women giving birth
in labour rooms of selected public health facilities in one high-focus district in Chhattisgarh, India.
2. To explore the prevalence of Fear of Birth (FoB) and postnatal depressive
symptoms among postnatal women admitted to selected public health facilities in two high-focus districts in Chhattisgarh, India.
3. To study the postnatal mothers’ satisfaction with quality of services provided during institutional childbirths at selected public health facilities in
two high-focus districts in Chhattisgarh, India.
4. To study the perceptions and experiences of the care providers regarding
providing quality childbirth care at selected public health facilities in two
districts of Chhattisgarh, India.
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Material and Methods

Study setting
The state of Chhattisgarh has a population of 25.5 million and a population
density of 154 per sq. km. (compared to the national average of 312). There
are 27 districts, 146 blocks, and 20,308 villages. More than half of these districts have been classified as remote, tribal (one-third of the state’s population), and ‘Naxalism’ affected areas (137).
Chhattisgarh has an over-burdened public health care delivery system: for
example, the state has 17 district hospitals, while it has 27 districts. The burden on the public health system has increased with progressively higher numbers of women seeking institutional birth services in public health facilities,
while the same health facilities struggle to meet the demands of controlling
HIV/AIDS, insect borne diseases and communicable health problems. While
India, as a country, struggles with acute manpower shortage, in Chhattisgarh,
the reluctance of care providers to be posted in areas of unrest, and the difficulties of ensuring that the health care facilities are functional in areas of unrest make service delivery even more challenging. Tables 1 and 2 reflect the
health care infrastructure and status of health human resources in Chhattisgarh
state, as compared to India:
Table 1. Status of health infrastructure in Chhattisgarh
Health facility level
Health Sub-Centres
Primary Health Centres
Community Health Centres
District Hospitals

Number of functional facilities
Chhattisgarh
5076
741
148
17

India
153,655
25,308
5,396
763

Table 2. Health human resources in Chhattisgarh
Provider Cadre
Required
Allopathic physicians +
specialists
3293
Staff Nurses
5000

In position

Gap

1417
1149

1876
3851

There is a shortage of qualified health care providers in Chhattisgarh. About
one-third of the sub-centres do not have a single Auxiliary Nurse Midwife
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(ANM) despite the suggested allocation of two ANMs. The shortfall in doctors – Bachelor of Medicine and Bachelor of Surgery (MBBS) graduates and
specialists combined – is about 72%. The shortfall in doctors is more apparent
in the rural areas, with the majority being posted in urban and semi-urban areas. According to the Sample Registrar System Report 2012, the state had 18
obstetricians posted at CHCs rather than the required 149. Only 552 nursemidwives were posted at CHCs and PHCs rather than the requirement of
1,798.
Chhattisgarh is a high-focus state for the Government of India in terms of
reproductive health indicators, especially those related to women’s reproductive health. Table 3 presents the reproductive health indicators of Chhattisgarhi women as compared to the national average.
Table 3. Reproductive health indicators of Chhattisgarh compared to national figures
Indicator

Chhattisgarh (%)

India (%)*

Women married below 18
years of age
Median age of first childbirth
among 25–49 year-old
women
Percentage of mothers who
received antenatal care in
first trimester
Maternal mortality ratio

21.3

22.1

18.8

19.8

38.6

45.0

269

212*

*

2011 figures taken for comparison with last documented state figures

Further details on study settings are provided in the methodology sections of
Studies I–IV. The table below presents key details of the studies, followed by
a brief methodological description for each:
Table 4. Study designs and participants
Article

Method

Data collection

Participants

Analyses

I

Qualitative

In-depth Interviews at participants’ homes

13 postnatal women
within 28 days of vaginal
childbirth

Grounded
Theory

II and
III

Quantitative

Cross-sectional
1004 women admitted to Descriptive stasurvey at selected postnatal wards after vag- tistics, Odds rahealth facilities
inal or caesarean births
tio, χ2 test, linear
regression analyses

IV

Qualitative

Focus group discussions at selected health facilities
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24 nurse-midwives and
three family welfare
counsellors

Grounded
Theory

Methodology – Study I
Design:
A qualitative study using a Grounded Theory approach was carried out in rural, sub-urban and urban communities surrounding the Community Health
Centres and District Hospital in one district of Chhattisgarh state, with an aim
to explore Indian postnatal women’s perceptions and experiences of giving
birth in public health facilities.

Participants:
Thirteen women, selected by purposive sampling, and later by theoretical
sampling, participated in the study. All of the participants had given vaginal
birth to a single live neonate, 7–28 days before data collection at one of the
selected health facilities. Participants were interviewed at their homes. Older
men and women of the families acted as the gatekeepers, to be informed of
the study and to agree to grant access before the researchers conversed with
the women.

Data collection:
Data were collected using in-depth interviews in Hindi, and were conducted,
transcribed (in Hindi), and translated (to English) by the primary investigator.
An independent linguistic expert back-translated the English transcript to validate its linguistic accuracy.

Data analyses:
Data analyses were performed manually using Strauss’ Grounded Theory approach (open coding, selective coding, axial coding, and categorisation). The
Paradigm model was used to explain the relationships between the categories
and core category.

Methodology – Studies II and III
Design:
A cross-sectional survey was carried out in selected public health facilities –
two district hospitals and seventeen community health centres – in two districts of Chhattisgarh, India with the aim of measuring the prevalence of FoB
and postnatal depressive symptoms among women; as well as their satisfaction with the childbirth services they received.
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Participants:
Women who gave birth at selected public health facilities – either vaginal or
through caesarean – were invited to participate. Non-random consecutive
sampling was used to invite participants. Women who had had a still birth;
who had had a near-death experience; or who had witnessed their neonates
having near-death experiences, were excluded. The sample size was calculated using power analyses and was adjusted for the dropouts experienced during the pilot study. In the end, 1004 participants were included in the analyses.

Procedures:
Wijma’s Delivery Experience Questionnaire Version B (WDEQ-B); the Edinburgh Postnatal Depression Scale (EPDS); and the Scale for Measuring Maternal Satisfaction (SMMS) questionnaire – found most suitable in an Indian
context after a review of the literature – were translated into Hindi and were
linguistically validated by professional translators via back-translation.
Pilot testing, using the think-aloud technique to capture respondents’ reactions to the questionnaire items, was carried out among 50 postnatal women,
and vernacular modifications were made to the language as required. The
modified versions of the questionnaires were administered to 100 women to
check their comprehensibility. The Hindi-translated WDEQ- B and SMMS
were evaluated for their psychometric properties before using them to measure FoB and satisfaction with childbirth services, respectively.

Instruments:
The final tool included questions on demographic variables and yes-no questions on services received in the health facility (based on Study I), and the
three Hindi-translated questionnaires mentioned above:
1. The Hindi Wijma’s Delivery Expectancy Questionnaire Version B (validity index 0.90) measures the fear of childbirth in postnatal women.
The 33-item questionnaire follows a 6-item Likert Scale structure
(score range 0–5), with a minimum-maximum score range of 0–165.
A score of 85 or above on the Hindi-translated questionnaire indicates
severe fear of childbirth; whereas a score of 99.5 or above indicates
clinical fear of childbirth. Psychometric analyses reveal six sub-scales:
lack of positive feelings; loneliness; concerns about the baby; lack of
positive behaviour; concerns about labour pain; and concerns about
childbirth.
2. The Hindi EPDS (Content validity 0.84) is a 10-item questionnaire
where each item-score ranges from 0–3, with a score range of 0–30.
Scores of 10 and above indicate probable depression. Scores of 13 and
above indicate a depressive illness of varying severity.
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3. The Hindi SMMS Normal (Validity index: 0.85) and Caesarean birth
(Validity index: 0.80) scales are both 36-item 5-point Likert scales
with a possible score range of 36–180. The cut-off scores for SMMS
Vaginal and Caesarean Births are 105.5 and 108.5, respectively, where
scores above the cut-off indicate more satisfaction with childbirth services. Both scales have 10 sub-scales:
For Hindi SMMS Normal birth; the sub-scales are: facilities and
services; information and involvement in decision making; maintenance of privacy; compassion and respect; intrapartum care received;
meeting the baby; postpartum care received; overall support provided;
expectation from institutional birth; and experience of having institutional birth. The sub-scales in the Hindi SMMS Caesarean births are:
facilities and services; information and involvement in decision making; having privacy, compassion and respect; managing stress; intrapartum care received; meeting the baby; postpartum care received;
overall support provided; expectation from institutional birth; and experience of having institutional birth.

Data collection:
Ten female Research Assistants (RAs) underwent a 10-day rigorous training
programme that included extensive item-wise discussions on the tool, memorising the working definition of each complex word on the tool to limit interviewer bias, practising mock interviews in the classroom, and field-based
practice interviews in a facility not included in the main study. The RAs were
tested on their ability to pose questions at the end of the training, and seven
were recruited for data collection.
The primary investigator also participated in data collection, while providing direct supervision and mentoring to the RAs. The time-range per interview
was 30–42 minutes. The response rate for completed interviews was 93%.
Demographic data and standard questionnaires were completed with direct
answers from the participants. Obstetric data around childbirth (maintenance
of partograph, time of admission, time of childbirth, birthweight of newborn,
primary care provider for childbirth) were obtained from the participants’ hospital files.

Data analyses:
IBM’s SPSS 24 was used for all statistical analyses. Descriptive analysis was
carried out to define participants’ characteristics and to show their demographic distribution. Non-parametric chi-square tests were carried out to study
the effect of the variables related to demographic/obstetric/basic services upon
FoB and depressive symptoms (Study II). In Study III, another independent
variable – Mental health of respondents (limited to assessing the presence of
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FoB and depressive symptoms) – was added to the variables related to demographic/obstetric/basic services. In both Studies II and III, linear regression
models were prepared to identify the independent variables that had the
strongest associations with presence of FoB, depressive symptoms (Study II),
and satisfaction with childbirth services (Study III). In Study III; the Pragmatic Model of Patient Satisfaction in General Practice was used for deeper
understanding of findings.

Methodology: Study IV
Design:
A qualitative study using a Grounded Theory approach was carried out with
an aim to gain an in-depth understanding of the care providers’ perceptions
and experiences of providing childbirth services to women in labour at the
public health facilities of two districts in Chhattisgarh, India.

Participants:
All care providers engaged in care provision during vaginal and Caesarean
births – obstetricians, nurse-midwives, and family welfare counsellors – were
invited to participate. Out of all invited, nearly 66% nurse-midwives; and
100% family welfare counsellors agreed to participate. All the physicians/specialists invited to participate refused due to their workloads. Theoretical sampling was applied in the third and fourth FGDs to involve participants with
unique characteristics who could potentially challenge or support the emerging model.

Data collection:
Focus Group Discussions were conducted (in Hindi) at four public health facilities. The Primary Investigator moderated all FGDs, while an independent
observer noted down non-verbal cues. An FGD guide was prepared based on
findings from Studies I, II and III. The Primary Investigator, as moderator,
noted down the reflectionson the same day that the FGD had taken place; developed the Hindi transcripts; and translated them to English. An independent
linguistic expert validated the translation.

Data analyses:
Analyses were carried out manually following Strauss’ approach, as mentioned in the Methodology section of Study I.
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Ethical considerations:
The overall project was approved by The State Government of Chhattisgarh
(Letter No/Dir/Training/14/2014/89 dated 17th Feb 2014). Each included facility’s administrators were informed about the purpose of the study, and timeslots for data collection were discussed to ensure that the research process did
not disrupt service delivery, or encroach upon the visiting hours reserved for
the women to meet families. The Primary Investigator and the RAs ensured
that all postnatal women admitted to the postnatal wards of selected health
facilities, and who were eligible to take part in the study, were invited to participate (Studies II and III).
A signed informed consent form was gathered from each participant (Studies I–IV), after making sure that the purpose of the study was clear to them
and any doubts were cleared. Participants were aware that there would be no
financial gain for them in participating in the study. Potential participants,
who did not wish to participate or who wanted to end the interview mid-way,
were respectfully permitted to do so. Formal permission was sought to record
the conversation, to which all the participants agreed (except one during Study
I) on the condition that the voice records would be destroyed once the transcripts were prepared. All transcripts were saved as password-protected files,
accessible only to the Primary Investigator and the co-authors.
Codes were assigned to participants to ensure anonymity during transcription. Because the government had granted permission to interview care providers (Study IV), and because the elders in the family had granted permission
to approach the women in their families (Study I); the primary investigator
had an additional responsibility to ensure that the potential participants could
refuse participation, even after the ‘authorities’ had said that the women
should comply.

Conceptual framework used in the PhD project
The WHO framework for quality of maternal and newborn health was used to
triangulate findings from Studies I–IV.

WHO Framework for the Quality of Maternal and Newborn
Health Care
The World Health Organization developed the framework for the quality of
maternal and newborn health care, as quality of care directly influences the
decision to seek health care, and has been identified as a key component in
the ‘three delays’ model of maternal mortality and near-death experiences.
Because there is no consensus on a universal definition of ‘quality of care’,
the WHO prioritized the development of this framework as a guide to establish
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standards of care and quality measures. Developed through a rigorous process
by 116 experts from 46 countries, the framework addresses the processes
around hospital-based perinatal health care, within the context of a health system. At the same time, the processes around childbirth care may have a longterm impact on the individual and facility level health outcomes. Therefore,
the structure of the particular health system, the processes determining the
quality of maternal-neonatal care, and the individual and facility level health
outcomes, have been identified as the three components contributing to the
quality of maternal and newborn health care that form the backbone of the
WHO framework (Figure 2). A brief description of the framework follows.
The health system
According to the framework, the health system creates the structure that enables access to improved quality of care. The Framework identifies six building
blocks that are required to establish an effective health system: service delivery; health workforce; information, medical products, vaccines and technology; financing, leadership and governance; and, a structure for establishing
health system analyses and points of interventions. In this thesis, the ‘Information’ component has been presented in combination with the ‘Medical
products, vaccines and technology’ component for better interpretation, while
the ‘Structure for establishing health system analyses and points of interventions’ component was out of the scope of this thesis.
The quality of care processes
Eight quality standards – with a total of 31 statements for a holistic presentation of the standards – have been prioritised in the framework: evidence-based
practices for routine care and management of maternal-neonatal complications; actionable information systems; functional referral systems; effective
communication; respect and preservation of dignity; emotional support; competent, motivated human resources; and, essential physical resources available.
Health outcomes
Individual and facility health outcomes are conceptualised as the direct result
of the preparedness and effectiveness of quality care processes within the
health system.
The following section presents the results emerging from this PhD project after synthesizing the results from the four sub-studies. Because the WHO
framework was put into the public domain in 2016, while the PhD project was
initiated in 2012, the Primary Investigator has applied the framework to the
available dataset ex post facto; synthesizing the results of four sub-studies in
a way to present a comprehensive picture of the quality of maternal and newborn health care in the public health facilities of Chhattisgarh, where the data
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have come from the recounts of care by the receiving women and their care
providers.
Figure 2. WHO Framework for the Quality of Maternal and Newborn Health Care
Health System (Structure)
Based on a) service delivery; b) health workforce; c) information; d) medical
products, vaccines and technology; e) financing, leadership and governance; and f)
structure for health system's analyses and points of interventions

Quality of Care (Processes)
Provision of Care

Experience of Care

1. Evidence-based practices
2. Actionable information system
3. Functional referral system

4. Effective communication
5. Respect and preservation of dignity
6. Emotional support

7. Competent, motivated human resources
8. Essential physical resources available

Individual and facility-level outcomes
Coverage of key practices

People-centred outcomes
Health outcomes
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Results

A brief profile of the participants from the cross-section survey is presented
in the table below:
Table 5. Demographic profile of the survey participants from Studies II and III (n =
1004)
Participant profile

n (%)

Mean age (in years)

23.7 (SD 3.4)

Highest education level (n= 1001)
-

Never went to school

-

Up to 8 years of formal schooling

483 (48.3)

-

Up to 12 years of formal schooling

376 (37.6)

Doing graduation/ graduate
Working status
Homemakers
Positive perception of self-health
Socio-economic category (n= 991)

80 (8.0)

62 (6.2)
695 (69.5)
866 (87.2)

-

Scheduled caste

146 (14.7)

-

Scheduled tribe

156 (15.7)

-

Other backward classes

588(59.3)

-

General category

101 (10.2)

The dataset from the four studies presents a word-picture of existing health
system in which services are being delivered. The quality of care processes
are based on the women’s and care providers’ verbal accounts of experiencing
giving birth/assisting a birth at a public health facility (Studies I, II, II, IV).
The health outcomes have been described based on Mental Health outcomes
(Study II), and satisfaction outcomes (Study III).

Describing the health system at public health facilities
of Chhattisgarh, India:
The women’s and care providers’ accounts provided information on the health
system proposed in the WHO Framework for quality of maternal and newborn
health care, as described below.
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Service delivery:
The participants’ accounts of service delivery at the CHCs and DHs revealed
a versatile and people-centred approach. The government was striving to increase the 24/7 childbirth service delivery points at a sustainable pace (Studies
I, IV). Approximately 81% of the survey participants had either received or
were about to receive the conditional cash transfer for institutional childbirth
(Study II). Although the women appreciated the incentive, only 8% named it
as the primary reason to seek institutional childbirth (Study II); nearly 80%
had sought institutional birth services upon being motivated by Mitanins
(Study II). All participants had received free food of quality (Studies I, III);
and the care providers harboured a sense of pride over the ‘additional’ cashless
services being offered to make the institutional childbirth more appealing to
the women and their families (Study IV). Institutional childbirth was perceived to be safer compared to home births (Study I); and the public trusted
the public health facilities to provide appropriate care (Studies I, IV). However, giving birth at Community Health Centres was associated (p < 0.001)
with more positive birth experiences (Study III).

Health workforce:
An acute shortage of skilled human resources was reported by participants
(Studies I, IV). The health teams at the CHCs and DHs had both technical and
non-technical members. The technical team comprised: the obstetrician/physician posted at the health facility; the nurse-midwives; and the ANMs; while
Family Welfare Counsellors and Mitanins were the most involved non-technical care providers (Study IV). Participating women had experienced roleconfusion and their identification of care providers were influenced by their
perceptions of the uniforms: white uniforms meant nurse-midwives, and mufti
clothes with a white lab-coat meant physicians (Study I). Although nurse-midwives had been the primary care providers for the majority (83.5%) of women
during labour and/or childbirth (Study III), women did not perceive nursemidwives to be skilled care providers (Study I). The Family Welfare Counsellors seemed to be more sensitive and aware of the women’s rights and their
violation compared to their technical counterparts (Study IV).

Information, medical products, vaccines and technology
The participating women had received information about the benefits of institutional childbirths and their entitlements through the media, through pamphlets, by Mitanins and ANMs, by their families and friends, and from their
own previous experiences (Study I). Participants in the qualitative studies
agreed that the government was striving to improve the availability of medical
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products at all health facilities, either by direct investment, through partnerships or by subsidising the costs of expensive tests (Studies I, IV). However,
dysfunctional instruments and machines remained a problem (Studies I, IV).
A shortage of protective gear, and screening devices, such as HIV-Kits, was
also mentioned as a challenge (Study IV).

Financing, leadership and governance
Women and care providers were aware that the Janani Suraksha Yojana benefits were financed by the government (Studies I, IV). Leadership within a
health facility lay with the physicians, with a rigid hierarchy observed between
physicians and nurse-midwives; junior and senior care providers; and care
providers and women in labour (Study IV). The government of India mandates, guidelines and protocols governed all health services, and incorporated
the latest evidence and recommendations (Study IV).

Describing quality of care at the public health facilities
of Chhattisgarh, India:
The quality of care processes were assessed only for uncomplicated vaginal
births, and for those caesarean births that resulted in a live mother and neonate
with an uneventful recovery period. The quality of care processes included the
‘provision of care’ and ‘experience of care’ components of the WHO framework. A brief description on the key findings is presented below:

Provision of Care:
The provision of care components incorporate the following key factors:
1. Evidence-based practices for routine care and management of
complications:
Descriptions from women and their nurse-midwives revealed a mixture of evidence-based practices with traditional and/or non-evidence-based practices
(Studies I, IV). While the nurse-midwives shared their balancing acts to make
the reality of childbirth services meet the expectations of community and the
government, the women’s descriptions provided insight about the women enduring childbirth in a reality that was very far from their expectations (Studies
I, IV).
The evidence-based practices being followed were: allowing food and water in the early stages of labour; no mandatory perineal shaving/enema at admission; and avoiding unnecessary medical interventions to ensure normal
childbirth (Studies I, IV). Some evidence-based practices were initiated, but
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had not yet been established as routine: for example, the nurse-midwives’ descriptions of the frequency of per-vaginal examinations ranged from accurate
to inaccurate; and their descriptions of monitoring uterine contractions revealed some misconceptions and malpractices (Study IV).
There was a discrepancy between the women’s and nurse-midwives’ accounts of the use of Oxytocin in the first stage of labour: while women described having received one or two ‘injections to bring more pain’ in the first
stage of labour, the nurse-midwives reported that Oxytocin was being administered only upon delayed progress of labour (Studies I, IV). Similarly, the
application of fundal pressure to cut short the second stage of labour was mentioned by the mothers in the qualitative study, however, data from the survey,
and the nurse-midwives’ descriptions did not support this finding (Studies II,
III, IV).
Some women recalled undergoing perineal wound repair without local anaesthesia (Study I). Quantitative exploration of this phenomenon (vaginal
births: n = 860) revealed that perineal wound repair without pain relief was,
indeed, a common practice: 41% of the respondents had experienced a perineal wound – tear or episiotomy – out of whom nearly 59% had undergone
perineal wound repair without LA (Study II). Exploring the reasons for avoiding LA revealed that the midwives perceived LA-sensitivity to be very common, and so, did a LA sensitivity test for all women in their care, and avoided
LA for those women who they considered to be sensitive (Study IV). This
sensitivity was determined by symptoms such as nausea/vomiting and lightheadedness (Study IV). The nurse-midwives excluded LA when the wound
was perceived to require ‘a stitch or two’ (Study IV).
The participating women perceived that separating the neonate from them
at birth, to be cared for in the radiant warmer was ‘safe and essential’ (Study
I). Nurse-midwives often faced the families’ insistence of having the neonate
cared for in radiant warmers, and described how they often had to bend to
community expectations to keep the peace (Study IV).
The infection control measures, especially the cleanliness of the labour
rooms, was also discussed in the qualitative studies. While women disliked
being in unclean labour rooms, they seemed to understand the difficulty faced
by sweepers in having to clean a perpetually crowded labour room (Study I).
The nurse-midwives recalled that busy labour rooms, such as those at the district hospitals, had such high frequencies of women coming and going, that
cleaning after each birth was not manageable and that cleanliness soon became sub-optimal, and how they often sought the help of family members in
cleaning up (Study IV).
2. Actionable information systems
Nurse-midwives’ descriptions revealed that the health facilities had a well
conceptualised standardised medical record system in place with scope for
recording the general medical history of women, as well as obstetric records,
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routine test records such as Haemoglobin level, blood group, Rh factor, and
HIV/infectious disease status etc. (field notes, Studies II, III). However, observation of the medical records revealed that individual services, such as
whether LA was administered to a woman before perineal wound repair, were
not mentioned (field notes). Each facility submitted monthly maternal and
child health records to the district headquarters, and the nurse-midwives
claimed that it was an understood responsibility of the female health care providers to ensure the completion of health records (Study IV).
The women were issued an Antenatal Care card, to be brought at each ANC
visit (Study I); however, the childbirth records were maintained independent
of their antenatal cards (field notes). Although maintaining partographs was
mandatory for each birth, it was viewed as a ‘documentary liability’ by the
care providers (Study IV); and only 8% of the women had an accurately completed partograph (Study III). The neonates’ details were maintained in the
same file as their mothers (Field notes). The nurse-midwives expressed that
they often prioritised providing hands-on care to several women at once, over
maintaining concurrent partographs for all. Delayed entries into partographs,
or unfilled partographs in medical records, were justified by finding loopholes
in the government mandates. This ‘grey documentation’ also extended to
other medical records (Study IV).
3. Functional referral system
Descriptions by the participating women and care providers both revealed a
strong referral system that had been established to support the prompt transfer
of women to a facility prepared for emergency if the need arose. The nursemidwives shared that the emergency ambulance (called by dialling 108), with
a driver, was always available for transferring the women out, however, sometimes there could be instances when more women required referral while the
vehicle was out transferring others (Study IV). Women mostly travelled in
private vehicles in those instances (Study I). The nurse-midwives mentioned
instances where they refrained from starting a partograph for a woman who
they anticipated would be referred out (Study IV).

Experience of care
This section presents the findings on experiencing the care: giving it, and receiving it. The key findings are presented under their respective standards.
4. Effective communication
Women had limited opportunities to engage their care providers in frequent
interaction during the immediate postpartum period: they felt ‘guilty’ about
demanding ‘too much’ by engaging them in frequent interactions (Study I).
Women who had had a caesarean birth were four times more likely (p <0.001)
to have one or more interactions daily with the nurse-midwives compared to
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women who had had vaginal births: nearly 55% had had no interactions;
whereas 24% had talked to their nurse-midwives only once in a three-day period of their mandatory postpartum hospital stay (Study III). Being able to
communicate with care providers also had association (p < 0.001) with higher
satisfaction with childbirth services among women who had had vaginal births
(Study III).
The nurse-midwives, although they started the day by being welcoming
and helpful, were soon overcome by their heavy workload, and they purposefully adopted a closed body language to discourage frequent interruptions for
communication, thus creating more time for hands-on care (Study IV). The
communication was usually limited to: confirming the women’s medical and
obstetric histories; providing crucial information about bearing the labour
pains; breastfeeding; and promoting family planning (Studies I, IV). All care
providers provided the same information, but the focus could differ from promoting wellbeing to promoting contraception (Study IV).
5. Respect and preservation of dignity
The exploration of women’s experiences of receiving respect and dignity
while giving birth brought out several concerns: the participating women
shared instances of verbal and physical abuse; faced neglect; and were manipulated into complying with the providers’ instructions by naming potential
threats to the neonates on not complying (Study I). Among women having
vaginal births, nearly 93% had been left undressed below-the-waist without a
cover-sheet inside the labour rooms, whereas 54% had had no privacy while
breastfeeding (Study III). Among women having Caesarean births, some
(26.4%) had not received any cover sheet while being prepared for operation,
while 61% had had no privacy while breastfeeding (Study III).
While some care providers had been verbally cruel or had resorted to physical assaults, others had stopped their colleagues from being abusive (Study
I). The women had experienced deep shame – that worsened in the presence
of male care providers – upon being left naked among several other women
in the same situation, which gradually converted into apathy (Study I). Protesting against this treatment evoked anger amidst the care providers; who
then neglected such women while providing care to others, or ordered the
women to seek health care elsewhere. Women usually acquiesced to the mistreatment (Study I). Complaining to family members often escalated the conflict, resulting in worse treatment of the women (Study I).
The nurse-midwives empathised with the women’s situation because, in
most cases, the place of childbirth was decided based on the husband’s convenience. They perceived that the poor women, who could not afford to seek
better services elsewhere, were the most common victims of childbirth abuse
(Study IV). The care providers were aware of this childbirth-related abuse directed towards women, and categorised it into two groups:
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Being verbally sharp, to shock the woman out of her labour pain (so that
she could actively bear down) was described as ‘good’ abuse, intended for the
ultimate benefit of mothers and their neonates (Study IV). Women participating in qualitative studies also perceived that they were scolded or mishandled
'for their own good' (Study I). Physically hurting a woman in labour or using
sexually explicit language was disapproved of by the care providers and was
labelled as ‘bad’ abuse. However, the nurse-midwives had witnessed ‘bad’
abuse, or had engaged in it with women who became hysterical, uncooperative, or abusive towards the nurse-midwives (Study IV).
The nurse-midwives expressed that, while labour room abuse was being
actively explored, only the abuse towards women was under scrutiny (Study
IV). The abuse directed by the women and their family members towards the
nurse-midwives remained unaddressed. The nurse-midwives raised several
concerns about personal safety and security; being posted alone on night duties at outreach facilities, they sometimes did not even have a night watchman
to offer security to them or the patients who had been admitted to the health
facility (Study IV). Several times a month, the nurse-midwife on night duty
was harassed by family members, who threatened her with physical harm, detained her at their women's bedside by physical force; or called local politicians to exert pressure on the nurse-midwife to perform all of the procedures
that the family wanted (Study IV). The nurse-midwives perceived a discriminative attitude from their superiors, who demanded that the nurse-midwives
perform night duty alone, but excluded female physicians from night duty because of ‘safety reasons’. The participating care providers also resented the
fact that the female physicians were referred to as the ‘lady’ doctors, which
indirectly implied that other female health workforce were not ‘ladies’ (Study
IV).
6. Emotional support
Emotional support was identified as a very crucial component of childbirth by
both women and their care providers. The nurse-midwives expressed that they
often had to cut short their bedside time to provide psychological support in
order to provide hands-on care to someone else, even though they wanted to
spend time with the woman (Study IV). The nurse-midwives relied on the
birth companions to provide the non-technical support while they provided
technical care (Study IV). The nurse-midwives shared that each woman could
now ask any other woman to be her birth companion. The birth companions
were primarily seen by the nurse-midwives as their own assistants, who often
took up the softer duties of talking to women, comforting them and encouraging them, making time for the nurse-midwives to provide clinical care. However, the nurse-midwives expressed outrage upon the perceived interference
of the birth companions in clinical matters. The nurse-midwives felt that having a birth companion catering to the woman’s every need sometimes made
the women feel ‘too important’ (Study IV).
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Women, on the other hand, were divided in two groups based on their feelings towards having a birth companion. While some women were happy to
have a familiar, trustworthy person to look after their rights when the woman
was vulnerable, others preferred not to have a birth companion. They expressed that having a loving concerned person had made them ‘weak’, while
some women felt that having a birth companion to witness their exposure and
shame inside the labour room meant that every subsequent meeting with this
companion became a reminder of their humiliation (Study I).
7. Competent motivated human resources
While the nurse-midwives perceived themselves to be fully competent to provide all of the necessary perinatal care, being short-staffed meant that nursemidwives had to constantly juggle their duties to ensure the most basic care
was provided to all of the women instead of providing the best possible care
to a select few (Study IV). During the course of the day – especially if they
were on duty alone – they faced several dilemmas (choosing to care for an
emergency medical-surgical case by leaving a woman in early normal labour;
choosing between performing immediate postpartum care versus providing
immediate neonatal care); and used several justifications to reduce their professional guilt (Study IV).
The government’s ‘carrot (to entice women for institutional childbirths)
and stick’ (to the care providers upon failing in duties or complaining too
much) attitude left them feeling unappreciated, misused, fatigued and demotivated (Study IV).
8. Essential physical resources available
There seemed to be a consensus that the hospital services had improved in
terms of physical resources: the new labour rooms had adjoining washrooms,
had regular water and electric supply, and had autoclave and automated washing machines (Study IV). Regular in-service training sessions were organised
for updating skills among staff (Study IV). The visiting experts provided useful tips to further improve labour room setting and service delivery, but critical
reports to the government by the visitors could create more challenges for the
care providers (Study IV). Women arriving too early at the health facility
added to the service load (Study IV) and were often admonished by care providers, and were reluctantly admitted to the health facility only after the women's insisting (Study I). Such women often spent long times waiting in the
corridors outside the labour room, and had to rest on the corridor floor (Study
I). The care providers, helpless due to the shortage of beds, could only empathise (Study IV). Most women (98%) had received their own bed at the health
facility in the postpartum period, however, only 36% had received a bedsheet
to cover their beds (Study III). Only one-third of the respondents had had a
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bedside locker for their belongings (Study III). During early labour, 96% participants had neither received a sanitary pad from the hospital (Study III), nor
were they allowed to use their own pads (field notes).

Describing individual and facility level outcomes:
The health system’s preparedness and the processes applied resulted in relatable health outcomes: screening the postnatal women for FoB and PND revealed that 13.1% women experienced Fear of Childbirth, while 17.1% of the
respondents had postnatal depressive symptoms (Study II). The presence of
FoB and PND were significantly associated (p < 0.001) (Study II). Among
women having vaginal births, FoB was more commonly experienced by
women who had given birth at District Hospitals (p = 0.001); and among those
who had been advised by a health care provider to have an institutional childbirth (p < 0.05). In the same group, depressive symptoms were more common
among women who had given birth to a low birth weight neonate (p < 0.05)
at a District Hospital (p < 0.001) (Study II).
Among women having Caesarean birth, FoB was more commonly experienced by women who had spent more than six hours at the childbirth facility
before giving birth (p = 0.001), whereas postnatal depressive symptoms were
more commonly experienced by women who got married at an older age (p <
0.05); and for those who seldom got the opportunity (p < 0.05) to talk to their
care providers (Study II). Having FoB and PND was associated (p < 0.05)
with lesser satisfaction with childbirth services received, which became nonsignificant after regression analyses were performed (Study III).
Among respondents having had caesarean births, 79% were satisfied with
the childbirth services they had received at the public health facility. In contrast, nearly 69% of all respondents who had had vaginal births were satisfied
with the childbirth services they received. However, the proportion of satisfied women among women who had had vaginal births differed significantly
(p < 0.001) among CHCs (nearly 81% satisfied) and DHs (nearly 60% satisfied) (Study III). Among women having vaginal births, having light food in
the early stages of labour (p < 0.05) and having a coversheet to maintain their
privacy inside the labour room, was associated with higher satisfaction (Study
III). Among women who had had Caesarean births; having a positive perception of self-health and being a working woman was associated with higher
satisfaction (Study III).
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Discussion

The key results from this PhD project were:
 There existed a mixture of evidence-based and non-evidence-based
practices in the provision of institutional childbirth care.
 Documentation of childbirth processes was discontinuous, with instances of grey documentation.
 Perineal suturing without local anaesthesia was experienced by
two-thirds of all survey-participants.
 Childbirth abuse was reported by both women and care providers,
with a difference in perspectives.
 FoB, and satisfaction with childbirth services, were multi-dimensional concepts in India as has also been shown globally.
 Prevalence of FoB and postnatal depressive symptoms was comparable to respective global prevalence.
 Prevalence of satisfaction with childbirth services among women
having vaginal births was higher at CHCs compared to at DHs,
while women having CS were more commonly satisfied with services received compared to women with vaginal births.
 There existed a gender-related power dynamic inside the labour
room, influencing experiences of receiving services as well as of
providing services.
 Care providers found their work to be overwhelming, worked with
acute manpower shortages, and did their best to balance the reality
of childbirth services with stakeholders’ expectations.
Based on the findings, the biggest hurdles in providing high quality care seem
to be the sensitivity – towards women’s needs as well as the needs of their
care providers – and the acute shortage of manpower, which was the most
commonly mentioned confounder. The manpower shortage, in fact, is significant enough so that even the women in labour could perceive it and felt guilty
about demanding ‘additional’ services from care providers who were visibly
struggling with the work demand. The key concerns and reflections revolving
around the above mentioned key findings are – again, for the most part – presented using the quality care processes of the WHO framework for the quality
of maternal and newborn health care.
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‘The perceptions-evidence paradox’: A mixture of
evidence-based and non-evidence-based practices
The findings from this project suggest that there exists a mixture of evidencebased and non-evidence-based practices in the public health facility labour
rooms: women’s account of receiving Oxytocin in the first stage of labour is
one such example; however, this practice was denied by the care providers.
The discrepancy can be interpreted in two ways: the two qualitative studies
were carried out roughly 18 months apart, and a government order to stop the
unnecessary use of Oxytocin was passed by the government sometime during
this period, which may have resulted in more evidence-based use of Oxytocin.
On the other hand, care providers – who have been receiving advice related to
evidence-based practice from several visiting experts – could have denied this
malpractice to provide more ‘acceptable’ response to the query. This malpractice, especially because having more labour pains by receiving injections
seemed to be highly appreciated by the women, may be part of an invisible
pact: women demanding ‘more pain’ – as has also been reported in other Indian studies (25,168) – and the care providers administering Oxytocin because
of its perceived impact on shortening the first stage of labour, probably to
increase women's turn-over inside busy labour rooms. However, the participating care providers seemed to be aware of the feto-maternal complications
associated with Oxytocin's misuse, such as neonatal asphyxia along with uterine hyper-stimulation as reported in other studies too (169–171). Separating
the newborn from its mother, and interrupting skin-to-skin contact is another
malpractice, also described in other countries (172–174).
The results show that the existence of malpractice is not solely due to a lack
of information and awareness among the care providers, which is in line with
other studies across the globe (175–177). There exists a paradox between what
the community perceives as ‘safe’ and what is proven to be ‘safe’, and unrealistic expectations from the women and their family members may initiate
conflict when their expectations are not fulfilled. Interventions to make the
community aware of evidence-based practices may be as important as training
care providers in the right practices, while also helping to formulate policies
around providers’ compliance.

Withholding pain relief: A common practice?
Women’s descriptions of childbirth services revealed that some had received
perineal wound repair without any local anaesthesia. The cross-sectional survey further explored this phenomenon, corroborated the findings from the
qualitative study with women, and quantified its occurrence. At the same time,
not having any hospital records on the administration of LA/perineal wound
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repair meant there was no way to corroborate this finding. Qualitative explorations with care providers showed that, while they were cognitively aware
that pain relief should be given before perineal suturing, they avoided it for
women who showed a sensitivity to a test dose of LA – such as nausea and
light-headedness – or made a non-evidence-based judgment call to withhold
LA if the wound required very few stitches.
This leads to several ethical concerns: suturing one of the most sensitive
parts of human body without LA is an unnecessary and avoidable harm. There
seems to be a gap in care providers’ understanding of LA sensitivity; because
the cardinal symptoms they used to diagnose sensitivity (nausea, light-headedness) are also known to be commonly experienced by women in late labour,
especially by those who are dehydrated (178), there may be a chance that the
LA sensitivity is wrongly and over-reported. Indian nurse-midwives’ competence has been questioned in other Indian studies, too (134,135), and the majority of passing out nurse-midwife students (56–63%) in an Indian state were
found to have low confidence in administering LA and in performing episiotomy/repair (134).
However, the phenomenon of perineal wound repair without LA has not
been reported in any other study before. A recent cross-sectional Indian study
(n = 120,243) explored the prevalence of episiotomy in 18 tertiary care hospitals in India, and, while the prevalence rates it reports are comparable to the
figures in current project, it does not mention episiotomy repair practices at
all (179). This can be interpreted in light of the fact that most of the studies
set in labour rooms follow either childbirth processes or newborn care processes. Because perineal wound repair technically falls into immediate postpartum care, it has probably remained unstudied.

Grey documentation: An everyday dilemma
The results from sub-studies revealed that care providers often had to choose
between providing hands-on care versus maintaining complete records. Most
often they chose to provide care, while completing the records retrospectively.
This strategy – especially in the case of partographs – has also been reported
in other studies (180–182). In this project, the nurse-midwives’ accounts
showed that they refrained from starting partographs for those women who
were sure to be referred out, to reduce their workload. This raises concerns as
the women most at risk of complicated childbirth were being referred out
without an accurate medical record. This counteracts the intention behind partograph maintenance, and requires action. Another practice in relation to partographs – using the loopholes in policies to justify incomplete partographs in
women’s medical records – shows that, while the partograph’s utility is consciously acknowledged by the care providers, it does not necessarily rate high
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among the care-providers on their work list. This finding is similar to the reports in other studies in India (183,184) and in other low- and middle-income
countries (131–133,180).
Some ambulance/roadside childbirths, especially at lower-level health facilities struggling to meet their monthly childbirth targets, were being recorded as a hospital birth. No other scientific study has reported this tendency.
While it highlights care providers’ inclination towards grey documentation, it
can also be interpreted that sometimes having inflexible government orders
hinders transparency in the health care delivery system, and may result in fabricated data, thus compromising census reports.

Power politics of labour rooms: Gender plays a silent
role
A strong gender hierarchy was discernible in the women’s and care providers’
– who were also women – accounts of receiving and delivering care. Women’s
accounts showed their helplessness (having no say in choosing the place of
birth; having to endure childbirth in an unpleasant labour room; being unable
to engage the care providers in communication, etc.) within the health care
institution; while the care providers’ accounts showed that junior nurse-midwives had to submit to their seniors; and nurse-midwives as a whole submitted
to physicians and the government. The nurse-midwives’ accounts of having
to overwork as a norm, being ignored or admonished upon complaining
against overwork, and sometimes receiving threats of being posted out to outreach health facilities, demonstrated that they were as helpless as the women
they served. The rigid work hierarchy, including instances of bullying and its
negative impact on the nurses and midwives – creating a fragmented self-esteem – has also been reported in other studies (127,128,185,186).

FoB, postnatal depressive symptoms and women’s
satisfaction with childbirth services received: There are
associations
The findings showed that there was a strong association between the presence
of FoB and depressive symptoms among the participants. FoB and depressive
symptoms have been shown to have an association in several other studies
around the globe (32,36,39,187–189). Women who had frequent interactions
with nurse-midwives while having caesarean births more commonly experienced FoB and depressive symptoms. Additionally, women who gave birth
vaginally and who did not have any interactions with nurse-midwives in the
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postnatal period also more commonly experienced FoB and depressive symptoms. This finding was in line with other studies that showed that provider
interaction was a very important area of care that women expected and, if not
fulfilled, the lack of interaction contributed to experiencing negative feelings
towards giving birth in hospitals (38,84,190,191).
Women who had had CS births were more commonly satisfied with their
childbirth experiences compared to women who had had vaginal births; while
women who had had vaginal births at CHCs were more satisfied with services
received compared to women with vaginal births at DHs. The increase in negative experiences of childbirth occurring in crowded/busy labour rooms has
been reported previously (192). FoB was associated with lesser satisfaction
with childbirth services among women who had had vaginal births, a finding
which is in line with global evidence (50), and the majority of the women were
satisfied with the childbirth services they received. This finding can be interpreted in light of the fact that several Indian studies have described surviving
childbirth as the primary motive for women to seek institutional childbirths;
and that they willingly trade the ‘desirable’, more humane services for perceived ‘essential/lifesaving’ services (25,40). Having this very basic or low
expectation could be producing the satisfaction experienced, and causing a
‘ceiling effect’ while responding to satisfaction-related questions. This has
also been reported in previous studies on satisfaction (50,193).

The multidimensional nature of FoB and satisfaction: A
challenge as well as an opportunity
The results from the cross-sectional survey show that, while a lack of infrastructure – lack of bedsheets and blankets – did negatively influence women’s
satisfaction with the services, soft processes such as having the opportunity to
interact with care providers had more influence on women’s overall satisfaction with the services they received. This finding was in line with the preexisting empirical data (194). The higher rates of satisfaction may also be contributed to women having very low expectations of institutional births, and to
the ‘ceiling effect’ making people rate services higher, which has been reported as a confounder in other scientific studies (50,193).

Abused and abusive: The cycle of labour room
mistreatment
Labour room abuse – now being termed as labour room violence – has been a
growing universal concern and it undermines the quality of childbirth services
in many ways. The literature identifies labour room abuse as abuse that is
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physical, such as slapping, pinching, or performing procedures roughly; or
verbal, such as shouting, using sexually explicit language, or threatening; and
non-verbal, such as neglecting, or withholding care (46,195). The literature
also shows that childbirth abuse can be intentional and unintentional (46). The
findings from this study were in line with the global evidence of labour room
abuse.
While the qualitative studies in this project revealed a rich description of
abuse directed towards women, women seemed to justify the abuse by claiming it was done for ‘their own good’, a term that was also used by the care
providers. The Indian women’s acceptance of being abused for their own good
can be interpreted in light of their probable habituation to receiving abuse;
some other Indian studies describing domestic violence (including that during
pregnancy) reveal a pattern: subordination by married women to families’ directives, ‘wife beating’, neglect, and living with a low familial-status directed
towards Indian daughters-in-law; especially if the foetus was expected to be
female while the demand was for male (196–199). Women in this project also
seemed to accept any abuse they experienced to be ultimately ‘for their own
good’. This leads to reflections whether women have different benchmarks of
defining abuse and how much it influences their reporting of abuse.
In this project, the participating nurse-midwives described the labour room
abuse directed towards women to be ‘good’ abuse and ‘bad’ abuse. They drew
the investigators’ attention towards another type of abuse inside the labour
room: abuse directed towards the nurse-midwives by the family and community members accompanying the women for childbirth. While we did not find
similar evidence from other studies, bullying towards nurses and midwives
from colleagues has also been reported in other studies (185,200), and one
study from Australia mentions that the midwives experienced a constant fear
of litigation and felt that they were often ‘thrown to the wolves’ (201).
However, findings from this project reveal an aspect of labour room dynamic, which is not well studied, but is critical in light of the participating
nurse-midwives’ reflections: they frequently had verbal spats with family, received verbal threats to their physical safety, sometimes were physically detained by families, and, in a few cases, had to call the police to diffuse the
situation. Being threatened by the family members of women they were trying
so hard to serve well, gave root to deep resentment and frustration, which was
projected onto the women these nurse-midwives served. This ‘abused turned
abusive’ cycle requires closer scrutiny, at least in the setting where the study
was conducted.
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Mental health of care providers: Implications for quality
of services
There seems to exist a professional ‘stigma’; a sense of ‘being less’, around
being a nurse-midwife. The women participating in the qualitative studies described the nurse-midwives as ‘those who clean and help the doctors’ in spite
despite the fact that the majority of the participants in the cross-sectional survey been helped by a nurse-midwife while giving birth, but seemed not to
realise it (Field notes). The nurse-midwives seemed to think they could have
‘done better’ professionally. This fragmented professional identity phenomenon has been described in other studies, albeit among nurses and nursing students (202,203). The ‘stigmatisation’ of nursing in India – starting historically
from colonised India – is also described as an ongoing phenomenon (204).
The participating nurse-midwives’ descriptions indicated that they were affected by diminished mental health. While no recent study in India has explored care providers’ mental health, global evidence suggests that stressful
work situations may be associated with depression, burn-out and anxiety disorders among nurses and midwives (205,206). The WHO framework for the
quality of maternal and newborn health care (207) mentions competent and
motivated human resources as a key component of its quality of care processes, but the 31 statements of WHO framework used do not mention the
care providers’ health in its standards of care and measures of quality, revealing a gap.
At the same time, this project’s findings reveal highly stressful work conditions, creating a concern that the Indian care providers’ – especially the
nurse-midwives’ – mental health needs a closer assessment. This is also relevant because the global empirical evidence suggests that the personal health
of care providers affects attrition, creates workforce shortage, and, ultimately,
influences quality of care (124,208,209).

Safe childbirth and institutional childbirth services: Non
necessarily synonyms
Institutional childbirths in India, and indeed, other middle- and low-income
countries have emerged as a pragmatic approach to provide skilled birth attendance to all women in low-resource settings. Although the need of institutional childbirths in these settings cannot be fully vetoed; evidence from this
project as well as from around the globe suggests that institutional childbirths
not necessarily mean quality or even safe childbirths (119,210–212). In light
of the fact that all universal guidelines on safe childbirths mention only skilled
birth attendance (not institutional births) to be necessary to avoid childbirth
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related morbidity and mortality (4,213); home births with competent care providers such as trained midwives should also remain an option for women.
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Methodological considerations

Methodologically, the overall research was strong due to its mixed-method
approach. While the qualitative studies revealed some well-explored and some
less-explored aspects of childbirth care, the quantitative studies helped in
quantifying the services provided and the women’s reactions to the services
that they received. Involving two levels of health facilities – the Community
Health Centres and the District Hospitals – meant that data came from relatively less busy as well as extremely busy labour rooms. Although the main
focus of the study was to assess childbirth care in labour rooms, including
women who had had caesarean births provided the opportunity to assess quality of care and differences between two scenarios. Including both women and
their nurse-midwives opened opportunities to present a balanced description
of childbirth care inside the labour rooms. Having family welfare counsellors
participate helped to bring up sensitive issues such as abuse inside the labour
rooms and women’s rights and their violation. The findings were disseminated
to the government and were received well on the whole.
However, this project was descriptive in nature and relied solely on the
women’s and their care providers’ verbal responses, leaving a probability of
response bias. An objective exploration, such as through the direct observation of said practices, would have conceptually established the accuracy of the
findings, and the initial plan had incorporated this approach into design; however, several logistic and ethical problems resulted in the removal of this component from the study design.

Qualitative studies
The strengths and limitations of the qualitative studies, along with the strategies adopted to overcome those limitations related to the different aspects of
this project, are discussed below.

Selection of the research approach
The study relied on the Grounded Theory methodology as it is often used to
explore a phenomenon that has not been previously explored, and the data are
novel enough to generate a generalisable model or a theory (214). The Corbin
and Strauss (2008) methodology was adopted as it seemed to provide better
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guidelines to remain closer to the raw data. However, it also leaves both the
studies vulnerable to the common critiques – forcing the data into conceptual
interpretation and a somewhat rigid handling of the data (214,215) – applicable to this approach.

Timing of data collection
The interview questions were built from the content of previously completed
interviews, and their transcription and translation were fully completed by the
researchers who performed the interviews to avoid ambiguity in the process.
With the women, the interviews were performed within 7–28 days of giving
birth and it is possible that women were still experiencing an uplift in their
feelings in general when they responded, which in turn cast a more positive
outlook among these women. Conducting the interviews in the women’s
homes where the women held no authority was a limitation; however, they
seemed to have more freedom to speak at home compared to the hospitals; as
seen during pilot interviews at both venues. To reduce distraction among the
care providers during the FGDs, the investigator engaged the participants once
they were off-duty. However, it is possible that participants could be tired or
in a state not conducive for critical reflection and conversation.

Method of data collection
During the FGDs with care providers, the Primary Investigator took care to
conduct the FGDs in a secluded room, and to ensure the anonymity of the
participants. As some of the care providers were engaged in FGDs inside their
own health facilities, it is probable that some responses were influenced due
to a fear of being overheard by their non-participating colleagues. The participants also knew each other; and some may have suppressed their opposing
view on a matter due to this.

Method of data interpretation
The Paradigm Model was used to analyse the qualitative study with women,
as the women’s accounts fit well with the parameters of the model: they revealed a sequence of events, which comprehensively provided the factors influencing their choices, the phenomena, human response to the phenomena as
they experienced it, and the consequences. At the same time, the use of the
Paradigm Model is criticised for making the findings somewhat more ‘rigid’.
However, triangulating the findings from all four studies using different methodology allowed the identification of the corroboration and discrepancies in
the project’s overall findings. In the study with care providers, a theoretical
model was developed using the data itself. While this approach is in line with
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Grounded Theory studies, there is a chance that by not applying an existing
model, some information was prioritised less than others.

Scientific rigour
The Primary Investigator – a professional nurse-midwife from India – had preexisting knowledge of how institutional childbirths take place in Indian health
facilities. Bracketing this pre-existing knowledge was a challenge, and the investigator had to practise a non-provocative and scientific method of questioning to reduce bias. Five practice interviews were carried out, and all investigators reflected on the biasedness of the content, among other things.
Data collection for the study commenced only after the interview technique
was unbiased, at least consciously. The benchmarks of quality in qualitative
studies: the credibility, conformability, transferability and dependability of
the findings were tested through regular triangulation sessions with peers and
with midwifery experts in India and abroad.

Quantitative studies
The strengths and limitations of the quantitative studies, and the strategies
adopted to reduce these limitations, are presented in the following sub-sections.

Study rigour
To promote rigour, the optimum number of participants included in the study
was statistically calculated to ensure generalisability of the findings, and the
data collection team members had technical and practical knowledge of pregnancy and childbirth. Having consecutive sampling, and completing the data
collection continuously, added to the rigour of this study. The Primary Investigator ran 4 pilot studies: to select appropriate questionnaires, to modify the
selected questionnaires, to test the competency of the research assistants, and
to test the feasibility of the consecutive sampling strategy and the logistics
around the data collection over a large sample size. The data collection followed a rigorous method and was carried out under direct supervision of the
primary investigator who herself collected data from 5% respondents, apart
from supervising the RAs’ work.

Selection of questionnaires
The use of standardised tools further improved the reliability of the data. The
research team had previous experience of data collection through survey
method, and the three questionnaires were selected after much reflection and
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discussion among all investigators: EPDS, a very well-tested scale to screen
for postnatal depressive symptoms, was the first to be selected, as it was already validated in Hindi and was freely available from the book ‘Perinatal
Mental Health: the EPDS Manual’ (2nd Ed.).
Fear of Birth was selected as a study area because of the strong empirical
evidence suggesting its association with depression and its relationship with
satisfaction. Studying FoB was also relevant because no previous study had
attempted to quantify prevalence of FoB in any part of India. A review of
published information provided two options: The Wijma Delivery Experience
Questionnaire (WDEQ), a 33-item questionnaire; and the Fear of Birth Scale
(FOBS), which is a two-item scale assessing the respondents’ Fear and Worry
related to childbirth. After discussion, WDEQ was selected for use because:
a) It was constructed to minimise response-bias; and, b) FOBS itself used
WDEQ for establishing its convergent validity.
Regarding the assessment of women’s satisfaction with services, the Quality from Patients’ Perspective (QPP) instrument and the Mackey Childbirth
Satisfaction Rating Scale were both translated and pilot tested by the Primary
Investigator, but several items in both scales were more apt for well-equipped
and staffed settings while being non-applicable (individual room with attached toilet etc.) in Indian public health facilities. Also, both questionnaires
needed higher abstract thinking, and several items were not comprehensible
by the target population in this study. SMMS, the Turkish scales, were more
suitable for an Indian context, as demonstrated by the pilot testing.

Psychometric evaluation of WDEQ-B and SMMS scales
Except EPDS, none of the tools selected had been psychometrically tested and
validated in India. As part of this study, an attempt was made to check for the
psychometric properties of the scales selected, which adds to the study’s
strength. However, despite searching for psychometrically tested tools against
which to assess the psychometric properties of our translated questionnaires,
none could be located. Therefore, the investigation stopped with proving a
divergent validity of the translated questionnaires against EPDS. This is one
of the weaknesses of psychometric validation as carried out in this study. Both
the translated WDEQ-B and SMMS were multidimensional in nature, which
is in line with other studies that validated WDEQ (216,217). While the original authors claimed WDEQ to be a unidimensional scale (72); and recommend
a cut-off calculation to discriminate severe FoB from ‘normal’ apprehension.
The cut-off was used to differentiate between the respondents, however, recent evidence challenges applying a cut-off score to a multi-dimensional
scale, recommending instead that result descriptions around each subscale are
more apt. In this project, all analyses have used the recommended cut-off
scores. ,
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Method of data collection and interpretation
Interviews were conducted with survey respondents to collect data. While this
gave equal opportunity for both literate and illiterate women to participate, it
raised concern around the objectivity with which each RA posed the questions
to the respondents. Conceptually, too much explanation, or different ways of
explaining questions, created interviewers’ bias. To control this confounder,
the RAs and Primary Investigator worked out working definitions in Hindi for
key words in each item in all three scales used, which was printed as a handbook, and carried by all of those who collected data so that it was readily
available for use if the need arose. The accuracy of the handbook was also
tested during the pilot tests; if the women failed to understand the word as
well as its explanation from the handbook, more synonyms and simpler ways
of explaining the synonyms were explored and incorporated into the handbook. Due to several known confounders around satisfaction with childbirth
services; the Pragmatic Model of Patient Satisfaction in General Practice was
adopted to interpret the findings. The pragmatic model was selected as it was
developed to understand the phenomenon of satisfaction within the available
context only, providing a scope to interpret our findings barring the sociocultural confounders outside the scope of current project. At the same time, it
can be argued that applying this model plays down the impact of several wellknown confounders around satisfaction; providing a too simplistic interpretation of a complex phenomenon.

Timing of data collection
One concern around data collection was regarding its timing of the data collection. While EPDS is shown to accurately screen for postnatal depressive
symptoms within 7 days of childbirth with strong relationship to women’s
mood 4 to 8 weeks postpartum (37,218), the authors of the original WDEQ-B
recommend that it can be used any time after the birth to accurately identify
FoB. Satisfaction with services is shown to change with time-lapse; however,
following the survey participants to their homes after childbirth was outside
the scope of this research with the available timeline and resources. Among
the three responses, satisfaction scores are most probably the ones to have
been influenced by data collection so close to having given birth; but these are
still relevant within the scope of this project.
Regarding the postnatal depressive symptoms, the systematic reviews on
their prevalence in LMIC settings suggest that depressive symptoms are often
under-reported due to cultural diversity and the stigma attached to mental illhealth (93,219). Social aspects of depression, such as marital relationship, domestic abuse, gender disparity, level of poverty, and burnout among womenwere not explored during this study, which may have added another perspective on the factors that influence women’s mental health.
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Conclusion

In conclusion, the quality of childbirth care – when seen from the perspectives
of women and their care providers – reveals a need for more sensitivity in the
delivery of health care as well as towards the need of those who are providing
care. Practices around perineal wound repair and childbirth abuse, although
present and commonly practised, as suggested by this project’s findings, need
closer investigation. The prevalence of FoB and depressive symptoms has associations with the management of childbirth: the type of facility; primary
care providers; mode of delivery; and services received. The labour rooms
seem to be functional based on the women’s accounts, but there is an urgent
need for the improvement of interpersonal processes, information-sharing,
and sensitive treatment of women seeking childbirth services in public health
facilities. Women are apprehensive of operative procedures associated with
childbirth, and experiencing an emergency caesarean section was found to
have a close association with FoB in our quantitative study. Future health care
reforms should aim to improve the interpersonal relationships and evidencebased care inside labour rooms to improve quality of care. Because this was
the first study, to the best of Primary Investigator’s knowledge, to measure
prevalence of FoB and level of satisfaction and to explore associations between depressive symptoms, FoB and satisfaction, more empirical evidence
in different settings and groups is further recommended.
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Summary in English

Having skilled care providers for childbirths has been globally promoted as it
reduces preventable maternal and neonatal deaths and other childbirth related
complications. In countries facing shortage of manpower and supplies, institutional childbirths have emerged as one solution to ensure every childbirth is
attended by a skilled care provider. India, like other low and middle income
countries, has promoted institutional childbirths through various national programmes and schemes over the past decade. The intervention has resulted in
reducing the Maternal Mortality Ratio (MMR) from a staggering 580 in 1980s
to under 170 in 2016. At the same time, institutional childbirths in India have
grown from 33.6% in 1999 to above 80% institutional deliveries in 2011. With
over 290 million Indians living under the poverty line (earning INR 816 per
person per month in rural and INR 1000 per person per month in urban areas);
Public health facilities are arguably the most utilised health facilities for institutional childbirths. This has resulted in excessive workload on public health
institutions that still have limited manpower and material resources.
In public health delivery system, childbirth services are offered at Primary
Health Centres (PHCs); usually six-bedded facilities also providing mainly
promotive and preventive care as well as basic treatment for common illnesses. Community Health Centres (CHCs), the first referral centres in health
care delivery system, usually are 30- 60 bedded health facilities that provide
promotive preventive and curative care and have 30- 200 childbirths per
month. Some CHCs may also offer caesarean birth facilities. District Hospitals are the referral centers for one district. Each district hospital provides promotive, preventive, and curative health services including services for normal
and complicated vaginal births as well as caesarean sections. Nurse-midwives
are the primary care providers for women in uncomplicated childbirths,
whereas complicated childbirths and caesarean births are managed under obstetricians'/treating physicians' supervision.
Midwifery in India is merged with nursing education, and does not have a
separate identity till date. The nurses working in labour rooms are not posted
exclusively in labour rooms, but are rotated from ward to ward. In smaller
health facilities, one nurse-midwife looks after multiple wards, including labour room.
Global research has explored women's expectations and experiences, mental health indicators like Fear of Birth (FoB) and Postnatal Depressive Symptoms (PND); level of satisfaction with services, childbirth-related violence to
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understand quality of childbirth services and its relationships with different
variables. Other studies across the world have explored different models, like
bio-medical and midwifery-led models and their impact on quality of care;
self-esteem and mental health of care providers and its impact on quality of
services providers. While several studies in India have explored the policy
perspectives of institutional childbirths and related schemes; very few studies
have explored how Indian women experience childbirth services offered at
these low resource settings; negligible scientific information is available on
the mental health of Indian women who have experienced institutional childbirths; and no study has quantitatively explored the FoB and the level of satisfaction and factors associated with higher satisfaction among Indian women
using a standardised questionnaire. A few studies have explored the nursemidwives' experiences of providing childbirth services to women coming for
institutional childbirths, but there is scope for further scientific exploration.
This PhD project was conceptualised and carried out to generate more scientific data on areas mentioned above. A mixed method approach – having
both qualitative and quantitative studies – was adopted: the qualitative studies
using grounded theory approach provided deeper understanding of quality of
care during institutional childbirth as expressed by 13 women who had given
birth to a single healthy newborn. Twenty seven care providers from the same
health facilities where all the participating women gave births were also included in a separate study to explore their perspectives on quality of childbirth
services. The quantitative study using cross-sectional survey explored presence of FoB; and PND among 1004 women (860 normal births; 144 caesarean
births) having institutional childbirths as well as their satisfaction with childbirth services received. The data were collected in 2014- 2016 from two district hospitals and 15 CHCs, and in community around them in two districts
of Chhattisgarh state. The WHO Framework for Quality Maternal and Neonatal Health Care was used to interpret the findings.
The results from this project showed that the health system existing around
childbirth services was considered conducive for quality services by both
women and their care providers: free transport to reach hospital and back for
childbirth; free food, stay and treatment at the hospital; monetary incentive
for having institutional childbirths were appreciated by the women and their
families. In 80% cases, Mitanins (the community-level non-technical change
agents) informed women about their rights and entitlements and motivated
them for institutional childbirths. While maintaining updated records was considered an integral part of quality childbirth services by care providers, less
than one-tenth of all women participating in survey had a completed partograph – a graphical record of progress of childbirth.
Exploration of childbirth services showed a mixture of evidence-based and
non-evidence-based practices. While women were being motivated to maintain upright position and received simple food and water in early stages of
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labour, old practices like perineal shaving and enema were reported to be abolished. Some malpractices were mentioned by both women and care providers
such as: perineal wound repair without local anaesthesia (reported by twothirds of all women having vaginal births); lack of privacy during childbirth
(nine-tenths of women left exposed below-the-waist inside labour rooms); and
almost two-thirds of the participants had had no privacy during breastfeeding.
Incidence of verbal and physical abuse were mentioned by both women and
their care providers, however, abuse during childbirth depended upon the care
providers' personality according to the women. Care providers also mentioned
incidents of abuse they experienced at the hand of family members. Nursemidwives mentioned that they sometimes raised their voices to bring women's
attention away from pain if they became uncooperative, but they opposed
physical harm to women and mentioned stopping their colleagues who were
seen using physical abuse. While care providers were aware of the evidencebased procedures, they several times had bent to meet the community expectations, which could sometimes be non-evidence-based such as demanding
pain-enhacer injections.
Based on findings, prevalence of FoB (13.1%) and PND (17.1%) was comparable to global prevalence rates. FoB was commonly experienced by
women who had given birth by Caesarean Section. Among women who had
given vaginal births; FoB was more commonly experienced by women giving
birth at District Hospitals; and by those who underwent perineal wound repair
without local anaesthesia. PND was more commonly experienced if they had
given birth to low birth weight neonates, and could not talk to the care providers in postnatal wards. Majority of the women were satisfied with the childbirth services they had received; however, women having caesarean births
tended to have better odds to access basic facilities (bedside lockers etc.) and
tended to be more commonly satisfied with services received compared to
women who had vaginal births. Among women who had vaginal births; those
who gave birth at CHCs were more commonly satisfied compared to those
who gave birth at the District Hospital. Having opportunity to talk to the care
providers had association with being satisfied with childbirth services received. Having opportunity to interact with care providers seemed to be more
important to the women compared to physical infrastructure and material. The
women seemed to have little expectation from institutional childbirth beyond
surviving; and doing so may have positively influenced the findings.
There existed a strong gender dynamic and organisational hierarchy within
the labour room which influenced all interactions between nurse-midwives
and women; senior nurse-midwives and juniors; nurse-midwives and physicians; and nurse-midwives and the families. Also, there seems to exist a social
stigma around being a nurse-midwives. Descriptions of the participating
nurse-midwives also suggested that they considered they could have done
'better' professionally. Acute shortage of manpower (Study by A. Galhotra in
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2012 in Chhattisgarh reports 3800 posts out of 5000 nurse-midwives are vacant) meant that the nurse-midwives were overworked, and acute shortage of
resources left them dealing with several dilemmas such as choosing to care
for someone sick, and whose needs were perceived to be higher compared to
women in labour. Though the care providers strived to do their best for the
women in their care, the stress often left them fatigued, disillusioned and demotivated.
To conclude, results from this project suggest that the quality of childbirth
care is improving at a sustainable rate; however, the slow progress has produced several challenges for providing quality childbirth care. The care providers have their own work related challenges. Results suggest that there is a
need to assess their mental health. It is also possible to further improve quality
of institutional childbirth services if aspects such as human interaction; evidence-based pain-relief during childbirth and sensitive, respectful treatment
of women are improved, in addition to infrastructure-related improvements.

64

िहदं ी म साराश
ं

प्रसव तथा प्रसव-प ात माँ और नवजात िशशु म आ सकने वाली वा य-स ब धी जिटलताओ ं या प्रसव स ब धी कारण
से माँ या िशशु की मृ यु पर रोक लगाने के िलए िव भर म प्रसवकाल म कुशल कायर्कतार्ओ ं की उपि थित बढ़ाने हेतु
प्रयास िकये गए ह. िजन देश म मानवीय, भौितक तथा तकनीकी संसाधन की कमी है, वहाँ सं थागत प्रसव-सिु वधा
उपल ध करवा कर हर िशशु ज म के समय कुशल वा यकमीर् की उपि थित सिु नि त करने का तरीका अपनाया गया
है. अ य िन न या म यम-आय वाले देश की तरह भारत म भी िपछले दशक म सं थागत प्रसव-सिु वधाओ ं का प्रचारप्रसार कई रा ट्रीय योजनाओ ं तथा कायर्क्रम के तहत िकया गया है. इन प्रय न के कारण भारत म मातृ मृ यु दर अनपु ात
(MMR) म काफी िगरावट आयी है: १९८० के दशक के अित-उ च ५८० से घट कर ये अनपु ात अब १७० के नीचे जा
चक
ु ा है. साथ ही साथ इन योजनाओ ं के चलते सं थागत प्रसव-सिु वधाएं लेने वाली मिहलाओ ं की संख्या भी तेज़ी से बढ़ी
है. १९९९ के आंकड़ के अनसु ार, जहां के वल ३३.६ % मिहलाएँ सं थागत प्रसव हेतु वा य कद्र आयीं, वहीं
UNFPA सं था की २०११ की िरपोटर् अनसु ार अनमु ािनत है िक उनके कायर्क्षेत्र म लगभग ८०% भारतीय मिहलाय अब
वा य कद्र आकर सं थागत प्रसव-सिु वधाओ ं का लाभ उठा रही ह. हालांिक भारत म, और छ ीसगढ़ रा य म भी,
सं थागत प्रसव तेज़ी से बढ़ा है; वा य कद्र आज भी भौितक, मानवीय और तकनीकी संसाधन की कमी का सामना
कर रहे ह. पहले िकये हुए िविभ न शोध बताते ह िक इस बढ़ती मांग और सीिमत आपिू तर् के कारण प्रसव-स ब धी
वा य सेवाओ ं की गणु व ा पर भी असर पड़ा है.
अनमु ािनत है िक लगभग २९० िमिलयन भारतीय आज भी गरीबी रे खा (ग्रामीण तथा शहरी इलाक म क्रमशः ८१६ पये
तथा १००० पये प्रित यिक्त प्रित माह से कम की आय) के नीचे रहते ह. इस ि थित म यह तकर् िदया जा सकता है िक
यह जनसमदु ाय सभी वा य सेवाए,ं िजसम सं थागत प्रसव-सिु वधाएँ भी शािमल है, सरकारी वा य कद्र से मु त या
भारी छूट के साथ प्रा करता है, और सरकारी वा य कद्र भारत म सं थागत प्रसव-सिु वधाएँ देने म सबसे आगे ह. भारत
म सं थागत प्रसव-सिु वधाएं हर तर के सरकारी वा य कद्र म उपल ध है: छः-िब तर वाला प्राथिमक वा य कद्र
(PHCs) प्राकृ ितक प्रसव सिु वधाओ ं के अलावा प्रोमोिटव एवं िप्रविटव वा य सिु वधाएँ प्रदान करता है; वही ँ ३०६० िब तर वाला सामदु ाियक वा य कद्र (CHCs) प्राकृ ितक प्रसव सिु वधाओ ं के अलावा प्रोमोिटव, िप्रविटव एवं
क्यरू े िटव वा य सिु वधाएँ प्रदान करता है. कुछ CHCs सीजेिरयन प्रसव की सिु वधाएँ भी प्रदान करते ह. CHCs
सरकारी वा य प्रणाली म प्रथम परामशर् (रे फरल) कद्र भी होते ह. िजन वा य सम याओ ं का िनदान करने म CHCs
अक्षम रह, वे िजला अ पताल भेज िदए जाते ह. १००- ५०० िब तर वाले िजला अ पताल िकसी भी िजले म वा य
सिु वधा देने वाले सव च सरकारी अ पताल ह, और प्रसव-स ब धी हर जिटलता के िनवारण म लगने वाली तकनीकी
सिु वधा, िजसमे सीजेिरयन सिु वधा भी शािमल है, से लैस ह. नसर्-िमडवाइ स जहां प्राकृ ितक प्रसव म मिहला की देखभाल
करने वाली प्राथिमक वा यकमीर् होती ह, वहीं जिटल प्रसव म देखभाल प्रसिू त िवशेषज्ञ या सामा य िचिक सक के
पयर्वेक्षण म दी जाती है.
भारत म िमडवाइफरी की िशक्षा निसग की िशक्षा दौरान ही दी जाती है तथा भारत म आज तक िमडवाइफरी को एक
सं यवसाय (प्रोफे शन) का दजार् नहीं िदया गया है. िकसी भी वा य कद्र म काम करने वाली नसर्-िमडवाइ स थायी प
से एक वाडर् म नहीं कायर् करतीं, बि क उनको िनयत प से एक समयाविध के बाद दसू रे वाडर् म पो ट िकया जाता है.
कई छोटे वा य कद्र म एक नसर्-िमडवाइफ अनेक वाड म वा य सेवाओ ं हेतु िज मेदार होती है, िजसम प्रसव कक्ष
भी शािमल ह.
िव भर म सं थागत प्रसव-सिु वधाओ ं की गणु व ा और िविभ न कारक का इस गणु व ा पर पड़ने वाले प्रभाव के
आकलन हेतु कई शोध हुए ह, जैसे िक मिहलाओ ं की सं थागत प्रसव से अपेक्षाए,ं उनके अनभु व, उनके मानिसक वा य
के प्रसव-स ब धी डर और प्रसव-प ात होने वाले अवसाद जैसे सचू क, प्रसव-सिु वधाओ ं प्रित उनके संतोष का तर,
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प्रसव-दौरान मिहलाओ ं के साथ दु यर्वहार इ यािद. भारत म यादातर शोध प्रसव-सिु वधा-नीितय का अवलोकन करते ह.
बहुत कम ऐसे शोध भारत म हुए ह जो िक सं थागत प्रसव-सिु वधाएँ लेने वाली मिहलाओ ं से, और उनको सेवा देने वाली
वा यकिमर्य से उनके अनभु व और िवचार पर मनन करते ह. इसके अलावा, सं थागत प्रसव-सिु वधाएँ लेने वाली
भारतीय मिहलाओ ं के मानिसक वा य पर भी बहुत ही कम शोध हुआ है, और अनमु ानतः िकसी दसू रे शोध म सं थागत
प्रसव-सिु वधाएँ लेने वाली भारतीय मिहलाओ ं म प्रसव-स ब धी डर, और िमली सिु वधाओ ं प्रित संतोष को एक मानक
के ल पर नहीं नापा गया है. बहुत ही कम ऐसे शोध हुए ह जो िक सं थागत प्रसव सिु वधाएँ देने वाले वा य किमर्य के
अनभु व की पड़ताल करते ह, और इस क्षेत्र म और वैज्ञािनक कायर् की बहुत संभावनाएं ह.
यह PhD प्रोजेक्ट उपरोक्त क्षेत्र पर और वैज्ञािनक जानकारी पैदा करने के िलए अवधािरत िकया गया. जानकारी पैदा
करने के िलए एक िमि त िविध, िजसम गणु ा मक और मात्रा मक दोन प्रकार के शोध शािमल थे, का प्रयोग िकया गया:
गणु ा मक शोध म 'ग्राउंडेड योरी' नामक िविध का इ तेमाल करते हुए सरकारी वा य कद्र म एक व थ िशशु को ज म
देने वाली माताओ;ं और स ाईस वा य किमर्य से शोध-जानकारी (डाटा) ली गयी. वहीं मात्रा मक शोध म क्रॉससेक्शनल सवेर्क्षण द्वारा सरकारी अ पताल म भतीर्, एक व थ नवजात को ज म देने वाली १००४ माताओ ं (िजनमे से
८६० ने प्राकृ ितक तरीके से ज म िदया और १४४ ने सीजेिरयन ज म िदया और सीजेिरयन के बाद कोई नयी जिटलता का
सामना नहीं िकया) से आठ सवेर्क्षण -कतार्ओ ं (RA's और मख्ु या जांचकतार्) ने इटं र यू तकनीक का इ तेमाल करके िहदं ीअनवु ािदत और मू यांिकत मानक के स का इ तेमाल करते हुए डाटा जमा िकया. ये मानक के स मिहलाओ ं म प्रसवप ात प्रसव-स ब धी डर; प्रसव-प ात अवसाद; और दी गयी प्रसव सिु वधाओ ं के प्रित माताओ ं के संतोष को नापती
थीं.
यह डाटा छ ीसगढ़ रा य के दो िजल के सरकारी वा य के द्र (दो िजला अ पताल और १५ CHCs) म वषर्
२०१४- २०१६ के बीच जमा िकया गया. सम त जमा की गयी जानकारी को यवि थत और िनरपेक्ष प से समझने के
िलए िव वा य संगठन (WHO) द्वारा िदए गए 'माता और िशशु को िमली वा य-स ब धी देखभाल की गणु व ा'
नामक तंत्र (फ्रेमवकर् ) का इ तेमाल िकया गया.
इस शोध के पिरणाम यह बताते ह, िक मिहलाओ ं और वा यकिमर्य के अनसु ार भारतीय सरकारी अ पताल म
सं थागत प्रसव सेवाएँ प्रदान करने के िलए एक अ छी वा य प्रणाली, जो िक गणु व ा वाली वा य सिु वधाओ ं हेतु ज़ री
है, बन चक
ु ी है. उदाहरण के िलए, सं थागत प्रसव हेतु आने वाली मिहलाओ ं को मु त आवागमन के िलये ए बल
ु स; अ पताल
म मु त ठहरने और खाने की सिु वधा; और सं थागत प्रसव होने पर सरकार द्वारा िदया जाने वाला आिथर्क प्रो साहन मिहलाओ ं
और वा य किमर्य द्वारा प्रशिं सत है. वहीं ८० फ़ीसदी मामल म िमतािनन (छ ीसगढ़ म यादातर ग्रामीण और कुछ शहरी
इलाक म मिहलाओ ं को सं थागत प्रसव के तकनीकी लाभ और मिहलाओ ं को िमलने वाले फायद के बारे म जानकारी देने
वाली गैर-तकनीकी, सामदु ाियक-पिरवतर्न-कायर्कतार्) मिहलाओ ं के सं थागत प्रसव हेतु आने का सबसे बड़ा कारण ह.
हालांिक वा यकमीर् दी जाने वाली सेवाओ ं का िलिखत िरकॉडर् रखने को सं थागत प्रसव-सेवाओ ं का एक मल
ू भतू भाग
मानते थे; सवेर्क्षण म भाग लेने वाली लगभग ९० फीसदी मिहलाओ ं के मेिडकल िरकॉडर् म पाट ग्राफ-नामक प्रसव-प्रगित पर
नज़र रखने म मददगार िरकॉडर् अधरू ा था, या नहीं बनाया गया था.
मिहलाओ ं को दी जाने वाली सेवाओ ं की वैज्ञािनक वैधता पर पछू ताछ करने से सामने आया, िक वा य कद्र म वैध
और अवैध सेवाओ ं का िम ण मौजदू था. बहुत सी वैज्ञािनक प से अवैध और हािनप्रद सेवाए,ं जैसे िक प्रसव पवू र् जननांग
की शेिवंग और मल-द्वार से िदया जाने वाला एनीमा, अब पणू र्तया बंद हो चक
ु ी थीं. साथ ही मिहलाओ ं को शु आती प्रसव
दौरान सादा खाना और पानी िदया जा रहा था जो ऊजार् हेतु ज़ री है. वा य-कमीर्, मिहलाओ ं को िलटा कर रखने की बजाय
बैठने या चलने-िफरने को प्रो सािहत कर रहे थे, जो प्रसव-प्रगित को प्राकृ ितक रखने म सहायक है. वहीं दसू री ओर कुछ
वैज्ञािनक या मानवीय प से अवैध प्रिक्रयाएं भी प्रसव कक्ष म हो रही थीं, िजनक यौरा मिहलाओ ं और वा य-किमर्य ,
दोन ने िदया:
मिहलाओ ं ने बताया िक प्राकृ ितक प्रसव दौरान जननागं के फट जाने या चीरा िदए जाने की ि थित म सवेर्क्षण म भाग लेने
वाली दो-ितहाई मिहलाओ ं को िबना िकसी सु न करने की दवा के टाँके िदए गए. अधरू े िरकॉडर् के कारण इस घटना पर िलिखत
जानकारी उपल ध नहीं है, पर तु वा यकिमर्य ने भी ये माना िक एक-दो टाँके के िलए, या मिहला के सु न करने वाली दवा
प्रित संवदे नशील होने पर सामा यतया क्षेत्र को िबना सु न िकये टाँके दे िदए जाते ह. नौ-दहाई मिहलाओ ं को सावर्जिनक प्रसवकक्ष या सीजेिरयन तैयारी कक्ष म कमर से नीचे िनवर् रखा गया; और दो-ितहाई मिहलाओ ं ने कहा िक सामिू हक वाडर् होने के
कारण नवजात को दधू िपलाते समय म उनको मनमतु ािबक एकांत नहीं िमला. हालांिक मिहलाओ ं का मानना था िक
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वा यकमीर् का उनके प्रित यवहार वा यकमीर् के यिक्त व पर िनभर्र था, और यादातर व य कमीर् अ छे थे, पर बहुत
सी मिहलाओ ं ने प्रसव दौरान मौिखक और शारीिरक ताड़ना झेलने का भी खल
ु ासा िकया. वा यकिमर्य ने बताया िक कभी
कभी मिहलाओ ं से भीषण ददर् के दौरान सहयोग न िमलने पर तेज़ आवाज इ तेमाल करके मिहला का यान किद्रत िकया जाता
था, पर अपने कुछ सहयोिगय द्वारा मिहलाओ ं पर हाथ उठाने का वे भी िवरोध करते थे और वे ऐसा यवहार रोकने का प्रयास
करते थे. वा यकिमर्य ने खल
ु ासा िकया िक कुछ मिहलाओ ं के पिरवार वाले वा यकिमर्य , खासकर नसर्-िमडवाइ स, से
गाली-गलौज करते थे और पिरवार की अपेक्षा मतु ािबक़ - और ये अपेक्षा वैज्ञािनक प से गलत भी हो सकती थी, जैसे तेज़
ददर् लाने के इजं ेक्शन - सेवाएं ना देने पर शारीिरक चोट का खतरा भी अक्सर रहता था. बहुत बार सही जानकारी होने पर भी
वा यकिमर्य को अपनी सरु क्षा के िलए मागं ी गयी सेवाओ ं के सामने झक
ु ना पड़ता था.
इस शोध के आंकड़ के १३.१ % मिहलाओ ं म प्रसव-स ब धी डर; और १७.१ % मिहलाओ ं म प्रसव-प ात अवसाद
के लक्षण थे, जो िक वैि क आंकड़ से मेल खाते ह. सीजेिरयन से ज म देने वाली मिहलाओ ं म प्रसव-स ब धी डर होने के
यादा मौके थे, वहीं प्राकृ ितक प से ज म देने वाली िजन मिहलाओ ं ने िजला अ पताल म ज म िदया और िजनको िबना
सु न िकये जननांग पर टाँके िदए गए, उनके अदं र ये डर होने की यादा संभावना थी. िजन मिहलाओ ं ने कम-वजन के नवजात
को ज म िदया या िजनको प्रसव-प ात वाडर् म वा यकमीर् से बात करने का मौका नहीं िमला, उनम अवसाद के लक्षण िमलने
की यादा स भावना थी. अिधकतर मिहलाय प्रसव-दौरान िमली वा य-सेवाओ ं से संतु थीं, हालांिक सीजेिरयन से ज म
देने वाली मिहलाओ ं म संतु होने की आवृि प्राकृ ितक ज म देने वाली मिहलाओ ं से यादा थी. वहीं CHC म प्राकृ ितक
ज म देने वाली संतु मिहलाओ ं की आवृि , िजला अ पताल म प्राकृ ितक ज म देने वाली संतु मिहलाओ ं की आवृि से
यादा थी. पिरणाम से प्रतीत होता है िक वा यकमीर् से बात कर पाना मिहलाओ ं के संतोष हेतु भौितक सिु वधाओ ं से यादा
ज़ री है. मिहलाओ ं म सं थागत प्रसव से बहुत कम अपेक्षा - ज म प ात माता और िशशु जीिवत ह और प्रसव ज दी िनपट
जाये - रखी गयी लगती है; और ऐसा हो जाने पर यादातर मिहलाएँ और कुछ न भी िमलने पर संतु लगती ह.
पिरणाम से यह भी प्रतीत होता है िक सं थागत प्रसव सेवाएँ भी सामािजक और सां कृ ितक लिगक शिक्त-स ब धी
भेदभाव से परे नहीं है. प्रसव-कक्ष ने अदं र एक अन य पदानक्र
ु िमक (िरिजड हाइराकीर्) माहौल था, िजसकी छाया
वा यकिमर्य और मिहलाओ ं के आदान-प्रदान पर; सीिनयर और जिू नयर वा यकिमर्य के बीच के आदान-प्रदान पर;
िचिक सक और नसर्-िमडवाइ स के बीच के आदान-प्रदान पर; और वा यकिमर्य और मिहला के पिरवार वाल के बीच
के आदान-प्रदान पर पड़ती मालमू होती है. ऐसा लगता है िक निसग-िमडवाइफरी आज भी सामािजक प से ओछी नज़र से
देखी जाती ह, यहां तक िक शोध म भाग लेने वाली नसर्-िमडवाइ स का भी ये मानना था िक वो शायद निसग से 'बेहतर'
प्रोफे शन का चनु ाव कर सकती थीं. इस शोध के नसर्-िमडवाइ स का ये भी मानना था िक िनयक्त
ु नसर्-िमडवाइ स की संख्या
बहुत कम थी (अ. ग होत्रा द्वारा २०१२ म छ ीसगढ़ म िकये शोध मतु ािबक़ ५००० निसग पो ट म से लगभग ३८०० खाली
ह), िजसके कारण उनपर भीषण कायर्भार था, और उ ह अक्सर मरीज और प्रसव म आयी मिहलाओ ं के बीच यादा ज रतमंद
का चयन करने जैसी ढेर मौिलक उलझन का पल-पल सामना करना पड़ता था. सधु ार की धीमी दर और ये ढेर सारी िचंताएं
अक्सर बेहतर से बेहतर सिु वधा देने हेतु प्रेिरत वा यकिमर्य को भी िनढाल, और िनराश छोड़ देती थीं.
िन कषर् म, इस शोध म भाग लेने वाल के अनसु ार छ ीसगढ़ के सरकारी अ पताल म सं थागत प्रसव-सेवाओ ं की
गणु व ा लगातार, पर धीमी गित से, बढ़ रही है. और इस कारण गणु व ा को बना कर रखने म कई प्रकार की कावट ह.
वा यकिमर्य की अपनी अलग चनु ौितयां ह; और मिहलाओ ं की ही नहीं, बि क वा यकिमर्य के भी मानिसक वा य
पर शोध आव यक है. इसके साथ ही प्रसव दौरान मानवीय आदान-प्रदान, मिहलाओ ं के साथ अ छा यवहार और समयोिचत
ददर्-िनवारण उपल ध करवाने से मौजदू ा सं थागत प्रसव-सेवाओ ं की गणु व ा म और सधु ार सभं व है.

67

Acknowledgements

My heartfelt gratitude goes to Uppsala University, and to the Department of
Women's and Children's Health for creating an academic environment conducive for research studies and for making available all manpower and material
resources available for quality research work.
I thank Swedish International Development Cooperation Agency (Sida) for
the funding. I also thank Indo-Swedish organisations that were involved in the
project 'Improving Maternal and Newborn Health by Strengthening Midwifery in India': ANSWERS, Hyderabad, IIM- Ahmedabad, Society of Midwives, India; and, Karolinska Institutet, and Swedish Midwives' Association
(alongwith Uppsala University) for their inputs in conceptual development of
this research work. Thank you Government of Chhattisgarh for approving this
project.
I am indebted to the women and care providers who agreed to participate
in this study; sometimes discussing things that were difficult for them to make
public. I also thank my Research Assistants, Jageshwari, Vidhi Sahu, Niloufer
Khan, Kalindree Yadav, Rajeshwari Dewangan, Manisha Thakur and Ishwari
Thakur, without your tireless work, consecutive sampling would have been
impossible.
Agneta Skoog Svanberg, Professor and my main supervisor; I have no
words that would capture the gratitude I feel towards you. You are a perfect
example of how compassionate, just and supportive a supervisor can be. You
have ensured accuracy in my work, but you have also given me the space to
grow as a researcher and as a human being. You have always made sure I was
safe and happy while in Sweden, or in India. Thank you!
Kyllike Christensson, Professor and my co-supervisor, you have a grandness that is so uniquely yours. Your skills in pointing out those methodological loopholes that can destroy the whole project have saved me too many times
to count. Thank you!
Margareta Larsson, Assoc. Professor and my co-supervisor, you are one of
the wisest human beings I have met, and your aura of calmness, positivity and
care is unsurpassed. Manytimes, you have coaxed the proverbial lotus from
my somewhat muddy concepts. Thank you!
Bharati Sharma, Assoc. Professor and my co-supervisor, you came in late,
but you came with your unique sociological and gender perspective on the
phenomena being studied. Your constructive critisim and warm friendship has
brought the deeper aspects and concepts out in the clear. Thank you so much.
68

Eva Johansson, Professor Emiretus and co-author, what can one say for
someone as brilliant as yourself? Your crystal clarity on complexities of
Grounded Theory, and your cheerful handholding as I almost drowned in my
data is the only thing that ensured I understood the data, and I understood
myself in that data. Thank you!
Prakasamma M., Professor and philosopher, my deepest graditude for everything you have done for me. Thank you!
A big thank you to the administrative staff at IMCH, past and present: Karin Törnblom, Anne-Christine, Hanna A., Hanna T., Jenny Thor, Kristine
Eklund, Malin Ghanem, Martin Selinus, Hans Lindgren, Agata Kostrzewa and
Ercan Aras; especially for the warm smiles with which all of you greet the
part-time students like me upon every return.
All the tutors from the Department of Women's snd Children's Health and
IMCH: Pia Olsson, Berit Höglund; Inger Sundström Poromaa; Alkistis
Skalkidou, Birgitta Essen, Carina Källestål, Andreas Mårtensson, Mats
Målqvist, Thank you so much for your support and care. Professor Ulf Högberg, I thank you for your advice and inputs to make my work better.
Jill Trenholm for your persevering positivity and your sensitivity towards
those who are less-empowered. You inspire me never to give up.
Anna Walberg, for me, you have always been the Swedish sunshine. Jessica Påfs, you CARE, and so, you are destined to do great things. Shirin Ziaei,
you are an eternal font of kindness. Soorej Puthoopparambil, the Swedish Indian, resourceful and compassionate: All of you, Please Never Change. I am
a richer person to have you as a friend and colleague.
Malin Jordal, Johan Wrammert, Margarita Mondaca, Malin Helenius, Maria Wickström, Elin Ternström, Elin Larsson, Pernila Svefors, Fred Kitutu,
Andrew, Hanna Bahren, Duc Duong, Anna Arvidsson, Eunice Palangyo,
Anna Bergstrom, Lief Eriksson, Agnes Massae, and Ali Saidi; we have met
over fika, in research groups or courses; and each of you has inspired me to
do better. Thank you!
I thank my mother, my mother-in-law and my Mausi, for teaching me the
different kinds of strengths a woman can have. I thank my Bada Mama, who
showed me you need not be a woman to be a mother. I thank Vikas, my husband, for his unwavering belief and support, none of it was possible without
you. My Ajju Mapa, my knight in shining armour, I have no fear because I
have you. Chacha, chachi; your love and tasty food made me go out and collect data day after day. Runjhun, my twin born four-years apart, you are
grounded and you have kept me sane during my PhD journey. Suppi, Vihan,
Praval, Shaival, Vanya, Raghu, Sushant and Anni; I got the best lot when
Gods created younger sisters and brothers. Last but not the least, Papa, though
you are my father-in-law, you have been a father, supporting my dream to
have this degree. Gor lagaichhi!

69

References

1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.

70

Planning Commission G of I. Evaluation Study of National Rural Health
Mission (NRHM ) In 7 States [Internet]. Planning Commision. New Delhi;
2011.
Porta MS. A dictionary of epidemiology. 5th ed. New York, NY: Oxford
University Press; 2008.
Ronsmans C, Graham WJ. Maternal mortality: who, when, where, and why.
Lancet. 2006;368(9542):1189–200.
The World Bank. Trends in Maternal Mortality: 1990 to 2010. Geneva: World
Health Organization [Internet]. 2010;32(5):1–55.
United Nations. The Millennium Development Goals Report. New York, NY:
United Nations [Internet]. 2015;72.
Park K. Park’s Textbook of Preventive and Social Medicine. 23rd Ed.
Jabalpur, India: M/s Banarasidas Bhanot Publishers; 2015.
Kumar A. Other Backward Classes in India: Myth and Reality. New Delhi:
Anmol Publications; 2005..
Chacko PM. Tribal Communities and Social Change (Themes in Indian
Sociology). New Delhi: Sage India; 2005.
Polit DE, Beck CT. Nursing Research: Generating and Assessing Evidence for
Nursing Practice. 8th Ed. New Delhi: Wolters Kluwer (India) Pvt. Ltd.; 2008.
Meleis AI. Transitions theory: Middle range and situation specific theories in
nursing research and practices. New York, NY: Springer; 2010.
Van Hollen C. Perspectives on the Anthropology of Birth. Cult Med
Psychiatry. 1994;(18):501–12.
Reid KM, Taylor MG. Social support, stress, and maternal postpartum
depression: A comparison of supportive relationships. Soc Sci Res [Internet].
Elsevier Inc.; 2015;54:246–62.
Clark K, Beatty S, Reibel T. Maternity care: A narrative overview of what
women expect across their care continuum. Midwifery [Internet]. Elsevier;
2015;31(4):432–7.
Clark K, Beatty S, Reibel T. “What women want”: Using image theory to
develop expectations of maternity care framework. Midwifery [Internet].
Elsevier; 2015;31(5):505–11.
Simmonds AH, Peter E, Hodnett ED, McGillis Hall L. Understanding the
moral nature of intrapartum nursing. J Obstet Gynecol Neonatal Nurs
[Internet]. 2013;42(2):148–56.
Behruzi R, Hatem M, Fraser W, Goulet L, Ii M, Misago C. Facilitators and
barriers in the humanization of childbirth practice in Japan. BMC Pregnancy
Childbirth [Internet]. 2010 Jan;10:25.
Lassi ZS, Das JK, Salam RA, Bhutta ZA. Evidence from community level
inputs to improve quality of care for maternal and newborn health:
interventions and findings. Reprod Health [Internet]. ; 2014;11(Suppl 2):S2.

18.
19.
20.
21.
22.

23.

24.

25.

26.
27.
28.
29.
30.
31.
32.

Karkee R, Lee AH, Pokharel PK. Women’s perception of quality of maternity
services: a longitudinal survey in Nepal. BMC Pregnancy Childbirth [Internet].
2014;14:45.
Iida M, Horiuchi S, Porter SE. The relationship between women-centred care
and women’s birth experiences: A comparison between birth centres, clinics,
and hospitals in Japan. Midwifery [Internet]. 2012;28(4):398–405.
Matejić B, Milićević MŠ, Vasić V, Djikanović B. Maternal satisfaction with
organized perinatal care in Serbian public hospitals. BMC Pregnancy
Childbirth [Internet]. 2014;14(1):14.
Dongre A. Can Conditional Cash Transfers Impact Institutional Deliveries?
Evidence from Janani Suraksha Yojana in India. SSRN [Internet]. 2013;(July
2010):1–42.
Sidney K, Tolhurst R, Jehan K, Diwan V, De Costa A. “The money is
important but all women anyway go to hospital for childbirth nowadays” - a
qualitative exploration of why women participate in a conditional cash transfer
program to promote institutional deliveries in Madhya Pradesh, India. BMC
Pregnancy Childbirth [Internet]. 2016;16(1):47.
Randive B, Diwan V, De Costa A. India’s Conditional Cash Transfer
Programme (the JSY) to Promote Institutional Birth: Is There an Association
between Institutional Birth Proportion and Maternal Mortality? PLoS One
[Internet]. 2013;8(6).
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 [Internet]. 2015;15(1):421.
Sharma B, Giri G, Christensson K, K V R, Johansson E. The transition of
childbirth practices among tribal women in Gujarat, India - a grounded theory
approach. BMC Int Health Hum Rights [Internet]. BMC International Health
and
Human
Rights;
2013;13(1):41.
Available
from:
https://doi.org/10.1186/s12913-015-1077-8
Bhutta ZA, Salam RA, Lassi ZS, Austin A, Langer A. Approaches to improve
Quality of Care (QoC) for women and newborns: conclusions, evidence gaps
and research priorities. Reprod Health [Internet]. 2014;11(Suppl 2):S5.
Hatamleh R, Shaban IA, Homer C. Evaluating the experience of Jordanian
women with maternity care services. Health Care Women Int [Internet].
2013;34(6):499–512.
O’Donovan A, Alcorn KL, Patrick JC, Creedy DK, Dawe S, Devilly GJ.
Predicting posttraumatic stress disorder after childbirth. Midwifery [Internet].
2014;30(8):935–41.
Overgaard C, Fenger-Grøn M, Sandall J. The impact of birthplace on women’s
birth experiences and perceptions of care. Soc Sci Med [Internet].
2012;74(7):973–81.
Toohill J, Fenwick J, Gamble J, Creedy DK. Prevalence of childbirth fear in
an Australian sample of pregnant women. BMC Pregnancy Child birth.
2014;14(1):1–10.
Halfdansdottir B, Olafsdottir OA, Hildingsson I, Smarason AK, Sveinsdottir
H. Maternal attitudes towards home birth and their effect on birth outcomes in
Iceland: A prospective cohort study. Midwifery [Internet]. 2016;34:95–104.
Saisto T, Salmela-Aro K, Nurmi JE, Halmesmäki E. Psychosocial
characteristics of women and their partners fearing vaginal childbirth. Br J
Obstet Gynaecol. 2001;108(5):492–8.

71

33.
34.
35.
36.
37.
38.
39.
40.
41.
42.
43.

44.

45.

46.
47.

48.

72

Nieminen K, Stephansson O, Ryding EL. Women’s fear of childbirth and
preference for cesarean section--a cross-sectional study at various stages of
pregnancy in Sweden. Acta Obstet Gynecol Scand. 2009;88(7):807–13.
Alehagen S, Wijma B, Wijma K. Fear of childbirth before, during, and after
childbirth. Acta Obstet Gynecol Scand [Internet]. 2006;85(1):56–62.
Kjærgaard H, Wijma K, Dykes A, Alehagen S. Fear of childbirth in
obstetrically low-risk nulliparous women in Sweden and Denmark. J Reprod
Infant Psychol [Internet]. 2008;26(4):340–50.
Hofberg K, Ward MR. Fear of pregnancy and childbirth. Postgrad Med J.
2003;79(935):505–10.
Adams SS, Eberhard-Gran M, Eskild A. Fear of childbirth and duration of
labour: A study of 2206 women with intended vaginal delivery. BJOG.
2012;119(10):1238–46.
Haines HM, Rubertsson C, Pallant JF, Hildingsson I. The influence of
women’s fear, attitudes and beliefs of childbirth on mode and experience of
birth. BMC Pregnancy Childbirth [Internet]. 2012;12(1):55.
Storksen HT, Eberhard-Gran M, Garthus-Niegel S, Eskild A. Fear of
childbirth; The relation to anxiety and depression. Acta Obstet Gynecol Scand.
2012;91(2):237–42.
Bhattacharyya S, Srivastava A, Avan BI. Delivery should happen soon and my
pain will be reduced: understanding women’s perception of good delivery care
in India. Glob Health Action [Internet]. 2013;6:22635.
Bohren MA, Vogel JP, Hunter EC, Lutsiv O, Makh SK, Souza JP, et al. The
Mistreatment of Women during Childbirth in Health Facilities Globally: A
Mixed-Methods Systematic Review. PLoS Med. 2015;12(6):1–32.
Abuya T, Warren CE, Miller N, Njuki R, Ndwiga C, Maranga A, et al.
Exploring the Prevalence of Disrespect and Abuse during Childbirth in Kenya.
PLoS One [Internet]. 2015;10(4):e0123606.
Ratcliffe HL, Sando D, Lyatuu GW, Emil F, Mwanyika-Sando M, Chalamilla
G, et al. 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 [Internet]. 2016;13(1):79.
Bohren MA, Vogel JP, Tunçalp Ö, Fawole B, Titiloye MA, Olutayo AO, et al.
“By slapping their laps, the patient will know that you truly care for her”: A
qualitative study on social norms and acceptability of the mistreatment of
women during childbirth in Abuja, Nigeria. SSM - Popul Heal [Internet].
2016;2:640–55.
Bradley S, Kamwendo F, Chipeta E, Chimwaza W, de Pinho H, McAuliffe E.
Too few staff, too many patients: a qualitative study of the impact on obstetric
care providers and on quality of care in Malawi. BMC Pregnancy Childbirth
[Internet]. 2015;15(1):65.
Burrowes S, Holcombe SJ, Jara D, Carter D, Smith K. Midwives’ and patients’
perspectives on disrespect and abuse during labor and delivery care in
Ethiopia: a qualitative study. BMC Pregnancy Childbirth. 2017;17(1):263.
Chaturvedi S, De Costa A, Raven J. Does the Janani Suraksha Yojana cash
transfer programme to promote facility births in India ensure skilled birth
attendance? A qualitative study of intrapartum care in Madhya Pradesh. Glob
Health Action. 2015;8(1):1–13.
Srivastava A, Avan BI, Rajbangshi P, Bhattacharyya S. Determinants of
women’s satisfaction with maternal health care: a review of literature from
developing countries. BMC Pregnancy Childbirth [Internet]. 2015;15(1):1–12.

49.
50.
51.
52.
53.
54.
55.
56.
57.

58.
59.
60.
61.
62.

63.
64.
65.

Gungor I, Beji NK. Development and psychometric testing of the scales for
measuring maternal satisfaction in normal and caesarean birth. Midwifery
[Internet]. 2012 Jun [cited 2014 Jun 5];28(3):348–57.
Goodman P, Mackey MC, Tavakoli AS. Factors related to childbirth
satisfaction. J Adv Nurs [Internet]. 2004 Apr;46(2):212–9.
Leap N, Sandall J, Buckland S, Huber U. Journey to confidence: Women’s
experiences of pain in labour and relational continuity of care. J Midwifery
Women’s Heal [Internet]. 2010;55(3):234–42.
Mohammad KI, Alafi KK, Mohammad AI, Gamble J, Creedy D. Jordanian
women’s dissatisfaction with childbirth care. International Nursing Review.
2014;61(2):278–84.
Hegde S, Latha KS, Bhat SM. Women’s Postpartum Depression: Prevalence
and Associated Factors among Women in India. J Womens Heal Issues Care.
2012;(1:1):1–7.
Sawyer A, Ayers S, Abbott J, Gyte G, Rabe H, Duley L. Measures of
satisfaction with care during labour and birth: a comparative review. BMC
Pregnancy Childbirth [Internet]. 2013;13:108.
Sandin-Bojö A-K, Kvist LJ, Berg M, Larsson BW. What is, could be better:
Swedish women’s perceptions of their intrapartal care during planned vaginal
birth. Int J Health Care Qual Assur [Internet]. 2011;24(1):81–95.
Wilde-Larsson B, Larsson G, Kvist LJ, Sandin-Bojö AK. Womens’ opinions
on intrapartal care: Development of a theory-based questionnaire. J Clin Nurs.
2010;19(11–12):1748–60.
Camacho FT, Weisman CS, Anderson RT, Hillemeier MM, Schaefer EW, Paul
IM. Development and validation of a scale measuring satisfaction with
maternal and newborn health care following childbirth. Matern Child Health J
[Internet]. 2012;16(5):997–1007.
Martin CH, Fleming V. The birth satisfaction scale. Int J Health Care Qual
Assur [Internet]. 2011;24(2):124–35.
Moyer CA, Adongo PB, Aborigo RA, Hodgson A, Engmann CM. “They treat
you like you are not a human being”: Maltreatment during labour and delivery
in rural northern Ghana. Midwifery [Internet]. 2014;30(2):262–8.
Christiaens W, Nieuwenhuijze MJ, de Vries R. Trends in the medicalisation of
childbirth in Flanders and the Netherlands. Midwifery [Internet].
2013;29(1):e1–8.
Cook K, Loomis C. The Impact of Choice and Control on Women’s Childbirth
Experiences. J Perinat Educ. 2012;21(3):158–68.
McMahon SA, George AS, Chebet JJ, Mosha IH, Mpembeni RN, 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 [Internet]. 2014;14(1):268.
Siassakos D, Clark J, Sibanda T, Attilakos G, Jefferys a, Cullen L, et al. A
simple tool to measure patient perceptions of operative birth. BJOG [Internet].
2009;116(13):1755–61.
Zasloff E, Schytt E, Waldenstrom U. First time mothers’ pregnancy and birth
experiences varying by age. Acta Obstet Gynecol Scand. 2007;86(11):1328–
36.
d’Orsi E, Brüggemann OM, Diniz CSG, de Aguiar JM, Gusman CR, Torres
JA, et al. Desigualdades sociais e satisfação das mulheres com o atendimento
ao parto no Brasil: estudo nacional de base hospitalar; Diferencias sociales y
satisfacción de las mujeres con la atención al parto en Brasil: estudio nacional
de base hospitalaria; Cad.saúde pública [Internet]. 2014;30:S154–68.

73

66.
67.
68.

69.

70.

71.
72.
73.
74.
75.
76.
77.
78.
79.
80.
81.

74

Kargar Jahromi M, Zare A, Taghizadeganzadeh M, Rahmanian Koshkaki A.
A study of marital satisfaction among non-depressed and depressed mothers
after childbirth in Jahrom, Iran, 2014. Glob J Health Sci. 2015;7(3):40978.
Van Teijlingen ER, Hundley V, Rennie AM, Graham W, Fitzmaurice A.
Materity satisfaction studies and their limitations: “What is, must still be best.”
Birth. 2003;30(2):75–82.
Ferrer BC, Jordana MC, Meseguer CB, Garcia CC, Roche EM. Comparative
study analysing women’s childbirth satisfaction and obstetric outcomes across
two different models of maternity care Setting: 2 university hospitals in southeastern Spain. Br Med J [Internet]. 2016;6(e011362):1–10.
Dencker A, Taft C, Bergqvist L, Lilja H, Berg M. Childbirth experience
questionnaire (CEQ): development and evaluation of a multidimensional
instrument. BMC Pregnancy Childbirth [Internet]. 2010 Jan [cited 2014 Jun
15];10(1):81. Available from: https://doi.org/10.1186/1471-2393-10-81
McCambridge J, Butor-Bhavsar K, Witton J, Elbourne D. Can research
assessments themselves cause bias in behaviour change trials? A systematic
review of evidence from Solomon 4-group studies. PLoS One [Internet].
2011;6(10):e25223. Available from:
http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=3198466&tool=p
mcentrez&rendertype=abstract
Geissbuehler V, Eberhard J. Fear of childbirth during pregnancy: a study of
more than 8000 pregnant women. J Psychosom Obstet Gynaecol.
2009;23(4):229–35.
Wijma K, Wijma B, Zar M. Psychometric aspects of the W-DEQ; a new
questionnaire for the measurement of fear of childbirth. J Psychosom Obstet
Gynaecol. 1998;19(2):84–97.
Sydsjö G, Angerbjörn L, Palmquist S, Bladh M, Sydsjö A, Josefsson A.
Secondary fear of childbirth prolongs the time to subsequent delivery. Acta
Obstet Gynecol Scand. 2013;92(2):210–4.
Nilsson C, Lundgren I. Women’s lived experience of fear of childbirth.
Midwifery [Internet]. 2009;25(2):e1-9.
Lukasse M, Schei B, Ryding EL. Prevalence and associated factors of fear of
childbirth in six European countries. Sex Reprod Healthc [Internet].
2014;5(3):99–106.
Størksen HT, Garthus-Niegel S, Vangen S, Eberhard-Gran M. The impact of
previous birth experiences on maternal fear of childbirth. Acta Obstet Gynecol
Scand [Internet]. 2013;92(3):318–24.
Rondung E, Thomtén J, Sundin Ö. Psychological perspectives on fear of
childbirth. J Anxiety Disord [Internet]. 2016;44:80–91.
Rishworth A, Bisung E, Luginaah I. “It’s Like a Disease”: Women’s
perceptions of caesarean sections in Ghana’s Upper West Region. Women and
Birth [Internet]. 2016;29(6):e119–25.
Halvorsen L, Nerum H, Sørlie T, Øian P. Does counsellor’s attitude influence
change in a request for a caesarean in women with fear of birth? Midwifery.
2010;26(1):45–52.
Stoll K, Hall W, Janssen P, Carty E. Why are young Canadians afraid of birth?
A survey study of childbirth fear and birth preferences among Canadian
University students. Midwifery [Internet]. 2014;30(2):220–6.
Devasenapathy N, George MS, Ghosh Jerath S, Singh A, Negandhi H, Alagh
G, et al. Why women choose to give birth at home: a situational analysis from
urban slums of Delhi. BMJ Open [Internet]. 2014;4(5):e004401.

82.
83.
84.
85.
86.
87.
88.
89.

90.
91.

92.
93.
94.
95.
96.
97.
98.

Taghizadeh Z, Irajpour A, Arbabi M. Mothers’ Response to Psychological
Birth Trauma: A Qualitative Study. Iranian Red Crescent Medical Journal.
2013;15(10):1–7.
Halperin O, Sarid O, Cwikel J. The influence of childbirth experiences on
women’s postpartum traumatic stress symptoms: A comparison between
Israeli Jewish and Arab women. Midwifery [Internet]. 2015;31(6):625–32.
Grekin R, O’Hara MW. Prevalence and risk factors of postpartum
posttraumatic stress disorder: A meta-analysis. Clin Psychol Rev [Internet].
2014;34(5):389–401.
Lindgren HE, Brink Å, Klinberg-Allvin M. Fear causes tears - perineal injuries
in home birth settings. A Swedish interview study. BMC Pregnancy Childbirth
[Internet]. 2011 Jan [cited 2014 Jun 16];11(1):6.
Travasso SM, Rajaraman D, Heymann SJ. A qualitative study of factors
affecting mental health amongst low-income working mothers in Bangalore,
India. BMC Womens Health [Internet]. 2014;14(1):22.
Rouhe H, Salmela-Aro K, Gissler M, Halmesmäki E, Saisto T. Mental health
problems common in women with fear of childbirth. BJOG [Internet].
2011;118(9):1104–11.
Räisänen S, Lehto SM, Nielsen HS, Gissler M, Kramer MR, Heinonen S. Fear
of childbirth predicts postpartum depression: a population-based analysis of
511 422 singleton births in Finland. BMJ Open [Internet]. 2013;3:e004047.
Gowri V, Jaju S, Al Kharusi L. Antenatal prevalence of fear associated with
childbirth and depressed mood in primigravid women. Indian J Psychiatry
[Internet]. 2015;57(2):158. Available from:
http://www.indianjpsychiatry.org/text.asp?2015/57/2/158/158152
Murray L, Stein A. 13 The effects of postnatal depression on the infant.
Baillieres Clin Obstet Gynaecol. 1989;3(4):921–33.
Murray L, Arteche A, Fearon P, Halligan S, Croudace T, Cooper P. The effects
of maternal postnatal depression and child sex on academic performance at age
16 years: A developmental approach. J Child Psychol Psychiatry Allied
Discip. 2010;51(10):1150–9.
Patel V, DeSouza N, Rodrigues M. Postnatal depression and infant growth and
development in low income countries: a cohort study from Goa, India. Arch
Dis Child [Internet]. 2003;88(1):34–7.
Almond P. Postnatal depression: A global public health perspective. Perspect
Public Health. 2009;129(5):221–7.
Moore D, Ayers S, Drey N. A Thematic Analysis of Stigma and Disclosure for
Perinatal Depression on an Online Forum. JMIR Ment Heal [Internet].
2016;3(2):e18.
Staneva AA, Bogossian F, Wittkowski A. The experience of psychological
distress, depression, and anxiety during pregnancy: A meta-synthesis of
qualitative research. Midwifery [Internet]. 2015;31(6):563–73.
Mauthner NS. “I Wasn’t Being True to Myself”: Women’s Narratives of
Postpartum Depression. In: DC Jack, A Alisha, eds, Silencing the Self Across
Cultures: Depression and Gender in the Social World. 2010. pp. 459–85.
Stein A, Gath DH, Bond A, Day A, Cooper PJ. The relationship between postnatal depression and mother-child interaction. Br J Psychiatry [Internet].
1991;158:46–52.
Schwab-Reese LM, Schafer EJ, Ashida S. Associations of social support and
stress with postpartum maternal mental health symptoms: Main effects,
moderation, and mediation. Women Health [Internet]. 2016;242(August):1–
18.

75

99.
100.
101.

102.
103.
104.
105.
106.
107.
108.
109.

110.
111.
112.
113.
114.
115.
116.

76

Habel C, Feeley N, Hayton B, Bell L, Zelkowitz P. Causes of women’s
postpartum depression symptoms: Men’s and women’s perceptions.
Midwifery [Internet]. Elsevier; 2015;31(7):728–34.
Wittkowski A, Patel S, Fox JR. The Experience of Postnatal Depression in
Immigrant Mothers Living in Western Countries: A Meta-Synthesis. Clin
Psychol Psychother. 2017;24(2):411–27.
Qadir F, Khan MM, Medhin G, Prince M. Male gender preference, female
gender disadvantage as risk factors for psychological morbidity in Pakistani
women of childbearing age - a life course perspective. BMC Public Health
[Internet]. 2011;11(1):745.
Patel V, Rodrigues M, DeSouza N. Gender, poverty, and postnatal depression:
A study of mothers in Goa, India. Am J Psychiatry. 2002;159(1):43–7.
Dubey C, Gupta N, Bhasin S, Muthal RA, Arora R. Prevalence and associated
risk factors for postpartum depression in women attending a tertiary hospital,
Delhi, India. Int J Soc Psychiatry [Internet]. 2012;58(6):577–80.
Hankivsky O, Reid C, Cormier R, Varcoe C, Clark N, Benoit C, et al.
Exploring the promises of intersectionality for advancing women’s health
research. Int J Equity Health. 2010;9(1):5.
Tunçalp O, Hindin MJ, Adu-Bonsaffoh K, Adanu R. Listening to women’s
voices: the quality of care of women experiencing severe maternal morbidity,
in Accra, Ghana. PLoS One [Internet]. 2012;7(8):e44536.
Bohra N, Srivastava S, Bhatia MS. Depression in women in Indian context.
Indian J Psychiatry [Internet]. 2015;57(Suppl 2):S239-45.
Ahola K, Hakanen J, Perhoniemi R, Mutanen P. Relationship between burnout
and depressive symptoms: A study using the person-centred approach. Burn
Res [Internet]. 2014;1(1):29–37.
DeMaria LM, Campero L, Vidler M, Walker D. Non-physician providers of
obstetric care in Mexico: Perspectives of physicians, obstetric nurses and
professional midwives. Hum Resour Health. 2012;10(1):6.
Berg M, Ólafsdóttir ÓA, Lundgren I. A midwifery model of woman-centred
childbirth care - In Swedish and Icelandic settings. Sex Reprod Healthc
[Internet]. 2012;3(2):79–87. Available from:
http://dx.doi.org/10.1016/j.srhc.2012.03.001
Niino Y. The increasing cesarean rate globally and what we can do about it.
Biosci Trends. 2011;5(4):139–50.
Thorstensson S, Ekström A, Lundgren I, Hertfelt Wahn E. Exploring
Professional Support Offered by Midwives during Labour: An Observation
and Interview Study. Nurs Res Pract [Internet]. 2012;2012:648405.
Schmied V, Johnson M, Naidoo N, Austin M-P, Matthey S, Kemp L, et al.
Maternal mental health in Australia and New Zealand: a review of longitudinal
studies. Women Birth [Internet]. 2013;26(3):167–78.
Marshall JL, Godfrey M, Renfrew MJ. Being a “good mother”: Managing
breastfeeding and merging identities. Soc Sci Med. 2007;65(10):2147–59.
Dahlen HG, Barclay LM, Homer C. Preparing for the first birth: mothers’
experiences at home and in hospital in australia. J Perinat Educ [Internet].
2008;17(4):21–32.
Fenwick J, Gamble J, Creedy D, Barclay L, Buist A, Ryding EL. Women’s
perceptions of emotional support following childbirth: A qualitative
investigation. Midwifery [Internet]. 2013;29(3):217–24.
Kızılırmak A, Başer M. The effect of education given to primigravida women
on fear of childbirth. Appl Nurs Res [Internet]. 2015;29:19–24.

117.
118.
119.

120.
121.
122.
123.

124.
125.

126.
127.
128.
129.
130.

131.

Borg Cunen N, McNeill J, Murray K. A systematic review of midwife-led
interventions to address post partum post-traumatic stress. Midwifery
[Internet]. 2014;30(2):170–84.
United Nations Population Fund and International Confederation of Midwives
and World Health Organization 2014. The State of the World’s Midwifery: A
Universal Pathway - A Woman’s Right to Health. New York, NY; 2014.
Renfrew MJ, McFadden A, Bastos MH, Campbell J, Channon AA, Cheung
NF, et al. Midwifery and quality care: Findings from a new evidence-informed
framework for maternal and newborn care. Lancet [Internet].
2014;384(9948):1129–45.
Ten Hoope-Bender P, De Bernis L, Campbell J, Downe S, Fauveau V, Fogstad
H, et al. Improvement of maternal and newborn health through midwifery.
Lancet [Internet]. 2014;384(9949):1226–35.
Binfa L, Pantoja L, Ortiz J, Cavada G, Schindler P, Burgos RY, et al.
Midwifery practice and maternity services: A multisite descriptive study in
Latin America and the Caribbean. Midwifery [Internet]. 2016;40:218–25.
Hastings-Tolsma M, Tanner T, Hensley JG, Anderson J, Patterson E, Dunemn
KN, et al. Trends in Practice Patterns and Perspectives of Colorado Certified
Nurse-Midwives. Policy Polit Nurs Pract. 2015;16(3–4):97–108.
Mselle LT, Moland KM, Mvungi A, Evjen-Olsen B, Kohi TW. Why give birth
in health facility? Users’ and providers’ accounts of poor quality of birth care
in Tanzania. BMC Health Serv Res [Internet]. 2013;13:174. Available from:
https://doi.org/10.1186/1472-6963-13-174
Vagharseyyedin SA. Nurses’ perspectives on workplace mistreatment: A
qualitative study. Nurs Heal Sci. 2016;18(1):70–8.
Pallangyo EN, Mbekenga C, Källestål C, Rubertsson C, Olsson P. “If really
we are committed things can change, starting from us”: Healthcare providers’
perceptions of postpartum care and its potential for improvement in lowincome suburbs in Dar es Salaam, Tanzania. Sex Reprod Healthc [Internet].
2017;11:7–12.
Keating A, Fleming VEM. Midwives’ experiences of facilitating normal birth
in an obstetric-led unit: a feminist perspective. Midwifery [Internet].
2009;25(5):518–27.
Okello DRO, Gilson L. Exploring the influence of trust relationships on
motivation in the health sector: a systematic review. Hum Resour Health
[Internet]. 2015;13(1):16.
Alhassan RK, Spieker N, van Ostenberg P, Ogink A, Nketiah-Amponsah E,
de Wit TFR. Association between health worker motivation and healthcare
quality efforts in Ghana. Hum Resour Health [Internet]. 2013;11(1):37.
Klomp T, de Jonge A, Hutton EK, Hers S, Lagro-Janssen ALM. Perceptions
of labour pain management of Dutch primary care midwives: a focus group
study. BMC Pregnancy Childbirth [Internet]. 2016;16(1):6.
Aziato L, Ohemeng HA, Omenyo CN. Experiences and perceptions of
Ghanaian midwives on labour pain and religious beliefs and practices
influencing their care of women in labour. Reprod Health [Internet].
2016;13(1):136.
Sama C, Takah NF, Danwe VK, Melo UF, Dingana TN, Angwafo FF.
Knowledge and utilization of the partograph: A cross-sectional survey among
obstetric care providers in urban referral public health institutions in northwest
and southwest Cameroon. PLoS One [Internet]. 2017;12(2):e0172860.

77

132.
133.
134.

135.

136.
137.
138.
139.
140.

141.

142.
143.
144.
145.
146.
147.
148.

78

Ollerhead E, Osrin D. Barriers to and incentives for achieving partograph use
in obstetric practice in low- and middle-income countries: a systematic review.
BMC Pregnancy Childbirth [Internet]. 2014;14(1):281.
Bedwell C, Levin K, Pett C, Lavender DT. A realist review of the partograph:
when and how does it work for labour monitoring? BMC Pregnancy Childbirth
[Internet]. 2017;17(31):1–11.
Sharma B, Hildingsson I, Johansson E, Prakasamma M, Ramani K V.,
Christensson K. Do the pre-service education programmes for midwives in
India prepare confident “registered midwives”? A survey from India. Glob
Health Action. 2015;8:1–9.
Chaturvedi S, Upadhyay S, De Costa A. Competence of birth attendants at
providing emergency obstetric care under India’s JSY conditional cash transfer
program for institutional delivery: an assessment using case vignettes in
Madhya Pradesh province. BMC Pregnancy Childbirth [Internet].
2014;14(1):174.
Sharma B, Johansson E, Prakasamma M, Mavalankar D, Christensson K.
Midwifery scope of practice among staff nurses: A grounded theory study in
Gujarat, India. Midwifery [Internet]. 2013;29(6):628–36.
Galhotra A, Padhy G, Pal A, Giri A, Nagarkar N. Mapping the health indicators
of Chhattisgarh: A public health perspective. Int J Med Public Heal [Internet].
2014;4(1):23.
Sharma B, Ramani K V., Mavalankar D, Kanguru L, Hussein J. Using
“appreciative inquiry” in India to improve infection control practices in
maternity care: A qualitative study. Glob Health Action. 2015;8(1):1–11.
Ministry of Home Affairs G of I. Sample Registration System Statistical
Report [Internet]. New Delhi; 2013.
Randive B, San Sebastian M, De Costa A, Lindholm L. Inequalities in
institutional delivery uptake and maternal mortality reduction in the context of
cash incentive program, Janani Suraksha Yojana: Results from nine states in
India. Soc Sci Med [Internet]. 2014;123:1–6.
Adamson PC, Krupp K, Niranjankumar B, Freeman AH, Khan M,
Madhivanan P. Are marginalized women being left behind? A populationbased study of institutional deliveries in Karnataka, India. BMC Public Health
[Internet]. 2012;12(1):30.
Pathak PK, Singh A, Subramanian S V. Economic inequalities in maternal
health care: Prenatal care and skilled birth attendance in India, 1992-2006.
PLoS One. 2010;5(10):1992–2006.
Saxena D, Vangani R, Mavalankar D V, Thomsen S. Inequity in maternal
health care service utilization in Gujarat: analyses of district-level health
survey data. Glob Health Action. 2013;6:1–9.
Purohit BC. Health care system in India: Towards measuring efficiency in
delivery of services. New Delhi: Gayatri Publications; 2010.
Government of India. Annual Report 2013-14. 2013; Available from:
http://planningcommission.gov.in/reports/genrep/ann_e13_14.pdf
Ministry of Health and Welfare, Government of India. Rural Health Statistics.
New Delhi; 2015.
World Health Organization. Working Together for Health: The World Health
Report 2006. Geneva: World Health Organization [Internet]. 2006. Available
from: http://www.who.int/whr/2006/whr06_en.pdf
World Health Organization. Task Shifting: Global Recomendations and
Guidelines. Geneva: World Health Organization; 2008.

149.
150.
151.
152.
153.
154.
155.
156.

157.
158.

159.
160.
161.
162.
163.

164.

165.
166.

Hazarika I. Health workforce in India: assessment of availability, production
and distribution. WHO South-East Asia J Public Heal [Internet].
2013;2(2):106.
Agarwal S, Sethi V, Srivastava K, Jha PK, Baqui AH. Birth preparedness and
complication readiness among slum women in Indore city, India. J Health
Popul Nutr [Internet]. 2010 Aug;28(4):383–91.
Ministry of Health and Family Welfare, Government of India. NHM, Health
& Population Policies [Internet]. New Delhi; 2014.
Ministry of Health and Family Welfare, Government of India. Guidelines:
Accredited Social Health Activist (ASHA) [Internet]. India; 2005 p. 1–11.
Chhattisgarh I. Mitanin Programme [Internet]. Department of Health and
Family Welfare, Government of Chhattisgarh 2001. Available from:
http://cghealth.nic.in/ehealth/studyreports/Mitanin Programme draft...pdf
Vir SC, Kalita A, Mondal S, Malik R. Impact of community-based mitanin
programme on undernutrition in rural Chhattisgarh State, India. Food Nutr
Bull. 2014;35(1):83–91.
Gita G, Bharti S, Shashi K, Arvind K. Trends in maternal mortality and impact
of janani suraksha yojana (JSY) on maternal mortality ratio in a tertiary referral
hospital. J Obstet Gynecol India. 2012;62(3):307–11.
Sidney K, Salazar M, Marrone G, Diwan V, DeCosta A, Lindholm L. Out-ofpocket expenditures for childbirth in the context of the Janani Suraksha Yojana
(JSY) cash transfer program to promote facility births: who pays and how
much? Studies from Madhya Pradesh, India. Int J Equity Health [Internet].
International Journal for Equity in Health; 2016;15(1):71.
Coffey D. Costs and consequences of a cash transfer for hospital births in a
rural district of Uttar Pradesh, India. Soc Sci Med. 2014;114:89–96.
Govil D, Purohit N, Gupta SD, Mohanty SK, Xu L, Liu X, et al. Out-of-pocket
expenditure on prenatal and natal care post Janani Suraksha Yojana: a case
from Rajasthan, India. J Heal Popul Nutr [Internet]. Journal of Health,
Population and Nutrition; 2016;35(1):15.
Nandi A, Laxminarayan R. The Unintended Effects of India’s Safe
Motherhood Scheme (Janani Suraksha Yojana) on Population Growth and
Gender Imbalance. SSRN [Internet]. 2012.
Vikram K, Sharma AK, Kannan AT. Beneficiary level factors influencing
Janani Suraksha Yojana utilization in urban slum population of trans-Yamuna
area of Delhi. Indian J Med Res. 2013;138(SEP):340–6.
Singhal VK. Naxalism: a Challenge in Internal Security of India. 1967;1–15.
Rao KD, Sundararaman T, Bhatnagar A, Gupta G, Kokho P, Jain K. Which
doctor for primary health care? Quality of care and non-physician clinicians in
India. Soc Sci Med [Internet]. 2013;84:30–4.
Lisam S, Nandi S, Kanungo K, Verma P, Mishra J, Mairembam D. Strategies
for attraction and retention of health workers in remote and difficult-to-access
areas of Chhattisgarh, India: Do they work? Indian J Public Health [Internet].
2015;59(3):189.
Sheikh K, Mondal S, Patanwar P, Rajkumari B, Sundararaman T. What rural
doctors want: a qualitative study in Chhattisgarh state. Indian Inst Public Heal
Babita Rajkumari Indian J Med Ethics Jul-Sep Indian J Med Ethics.
2016;I(3):138–44.
University of Calicut, School of Distance Education. Indian Society and Social
Change: BA Sociology V Semester. Kerala, India; 2011.
Rao KD, Bhatnagar A, Berman P. So many, yet few: Human resources for
health in India. Hum Resour Health [Internet]. 2012 Jan;10(1):19.

79

167.
168.
169.
170.
171.
172.
173.

174.
175.
176.
177.
178.
179.
180.
181.

182.
183.

80

Das A, Rao D, Hagopian A. India’s Janani Suraksha Yojana: Further review
needed. Vol. 377, The Lancet. 2011. p. 295–6.
Van Hollen C. Invoking vali: painful technologies of modern birth in south
India. Med Anthropol Q. 2003;17(l):49–77.
Budden A, Chen L, Henry A. High-dose versus low-dose oxytocin infusion for
induction of labour: A systematic review. BJOG [Internet]. 2015;122(10):163.
Budden A, Chen LJY, Henry A. High-dose versus low-dose oxytocin infusion
regimens for induction of labour at term. Cochrane database Syst Rev
[Internet]. 2014;10(10):CD009701.
Knight M. Oxytocin and arterial embolisation: use or overuse? BJOG
[Internet]. 2015;123(4):606.
Lee HC, Martin-Anderson S, Dudley RA. Clinician perspectives on barriers to
and opportunities for skin-to-skin contact for premature infants in neonatal
intensive care units. Breastfeed Med [Internet]. 2012;7(2):79–84.
Vesel L, Bergh A-M, Kerber KJ, Valsangkar B, Mazia G, Moxon SG, et al.
Kangaroo mother care: a multi-country analysis of health system bottlenecks
and potential solutions. BMC Pregnancy Childbirth [Internet]. 2015;15(Suppl
2):S5.
Seidman G, Unnikrishnan S, Kenny E, Myslinski S, Cairns-Smith S, Mulligan
B, et al. Barriers and Enablers of Kangaroo Mother Care Practice: A
Systematic Review. PLoS One [Internet]. 2015;10(5):e0125643.
Abdella NM, Tefera MA, Eredie AE, Flanders TF, Malefia YD, Alene KA.
Hand hygiene compliance and associated factors among health care providers
in Gondar University. BMC Public Health [Internet]. 2014;14(96):7.
Kalata NL, Kamange L, Muula AS. Adherence to hand hygiene protocol by
clinicians and medical students at Queen Elizabeth Central Hospital, BlantyreMalawi. Malawi Med J. 2013;25(2):50–2.
Leng SW, Lessard L. Family child care providers’ compliance with state
physical activity regulations, Delaware Child Care Provider Survey, 2011.
Prev Chronic Dis [Internet]. 2013;10(1):E114.
Singata M, Tranmer J, Gyte GM. Restricting oral fluid and food intake during
labour. Cochrane Database Syst Rev [Internet]. 2013;(8).
Singh S, Thakur T, Chandhiok N, Dhillon BS. Pattern of episiotomy use & its
immediate complications among vaginal deliveries in 18 tertiary care hospitals
in India. Indian J Med Res. 2016;143(April):474–80.
Ollerhead E, Osrin D. Barriers to and incentives for achieving partograph use
in obstetric practice in low-and middle-income countries: a systematic review.
2014;1–7.
Yisma E, Dessalegn B, Astatkie A, Fesseha N. Completion of the modified
World Health Organization (WHO) partograph during labour in public health
institutions of Addis Ababa, Ethiopia. Reprod Health [Internet].
2013;10(1):23.
Gans-Lartey F, O’Brien BA, Gyekye FO, Schopflocher D. The relationship
between the use of the partograph and birth outcomes at Korle-Bu teaching
hospital. Midwifery [Internet]. Elsevier; 2013;29(5):461–7.
Chaturvedi S, Randive B, Raven J, Diwan V, De Costa A. Assessment of the
quality of clinical documentation in India’s JSY cash transfer program for
facility births in Madhya Pradesh. Int J Gynecol Obstet [Internet].
2016;132(2):179–83.

184.

185.
186.
187.
188.
189.
190.
191.
192.
193.
194.
195.
196.

197.
198.
199.
200.
201.

Chaturvedi S, Upadhyay S, De Costa A, Raven J. Implementation of the
partograph in India’s JSY cash transfer programme for facility births: a mixed
methods study in Madhya Pradesh province. BMJ Open [Internet].
2015;5(4):e006211–e006211.
Randle J. Bullying in the nursing profession. J Adv Nurs. 2003;43(4):395–401.
Randle J. Changes in self-esteem during a 3-year pre-registration Diploma in
Higher Education (Nursing) programme. J Clin Nurs. 2003;12(1):142–3.
Toohill J, Creedy DK, Gamble J, Fenwick J. A cross-sectional study to
determine utility of childbirth fear screening in maternity practice – An
Australian perspective. Women and Birth [Internet]. 2015;28(4):310–6.
Söderquist J, Wijma B, Thorbert G, Wijma K. Risk factors in pregnancy for
post-traumatic stress and depression after childbirth. BJOG. 2009;116(5):672–
80.
Pang MW, Leung TN, Lau TK, Hang Chung TK. Impact of first childbirth on
changes in women’s preference for mode of delivery: Follow-up of a
longitudinal observational study. Birth. 2008;35(2):121–8.
Ayers S, Pickering AD. Do women get posttraumatic stress disorder as a result
of childbirth? A prospective study of incidence. Birth [Internet].
2001;28(2):111–8.
D’Ambruoso L, Abbey M, Hussein J. Please understand when I cry out in pain:
women’s accounts of maternity services during labour and delivery in Ghana.
BMC Public Health [Internet]. 2005 Jan [cited 2014 Jun 16];5:140.
Larkin P, Begley CM, Devane D. “Not enough people to look after you”: an
exploration of women’s experiences of childbirth in the Republic of Ireland.
Midwifery [Internet].;28(1):98–105.
Rosenthal GE SS. The Use of Patient Perceptions in the Evaluation of HealthCare Delivery Systems. Med Care [Internet]. 1997;35(11):NS58-NS68.
Hildingsson I, Thomas JE. Women’s Perspectives on Maternity Services in
Sweden: Processes, Problems, and Solutions. J Midwifery Women’s Heal.
2007;52(2):126–33.
Freedman LP, Ramsey K, Abuya T, Bellows B, Ndwiga C, Warren CE, et al.
Defining disrespect and abuse of women in childbirth: a research, policy and
rights agenda. Bull World Health Organ. 2014;92(12):915–7.
Kalokhe A, del Rio C, Dunkle K, Stephenson R, Metheny N, Paranjape A, et
al. Domestic violence against women in India: A systematic review of a decade
of quantitative studies. Glob Public Health. Taylor & Francis;
2017;12(4):498–513.
Mahapatro M, Gupta RN, Gupta V, Kundu AS. Domestic Violence During
Pregnancy in India. J Interpers Violence [Internet]. 2011;26(15):2973–90.
Dalal K, Lindqvist K. A National Study of the Prevalence and Correlates of
Domestic Violence Among Women in India. Asia Pacific J Public Heal
[Internet]. 2012;24(2):265–77.
Mogford E, Lyons CJ. Village tolerance of abuse, women’s status, and the
ecology of intimate partner violence in Rural Uttar Pradesh, India. Sociol Q.
2014;253(March).
Kaiser JA. The relationship between leadership style and nurse-to-nurse
incivility: turning the lens inward. J Nurs Manag. 2017;25(2):110–8.
Hood L, Fenwick J, Butt J. A story of scrutiny and fear: Australian midwives’
experiences of an external review of obstetric services, being involved with
litigation and the impact on clinical practice. Midwifery [Internet].
2010;26(3):268–85.

81

202.
203.
204.
205.
206.
207.
208.
209.
210.

211.
212.

213.
214.
215.
216.
217.

218.
219.

82

Price SL, Mcgillis Hall L, Angus JE, Peter E. Choosing nursing as a career: A
narrative analysis of millennial nurses’ career choice of virtue. Nurs Inq.
2013;20(4):305–16.
Wu LT, Low MMJ, Tan KK, Lopez V, Liaw SY. Why not nursing? A
systematic review of factors influencing career choice among healthcare
students. Int Nurs Rev. 2015;62(4):547–62.
Healey M. “Regarded, paid and housed as menials”: nursing in colonial India,
1900–1948. South Asian Hist Cult [Internet]. 2010;2(1):55–75.
Chiang YM, Chang Y. Stress, depression, and intention to leave among nurses
in different medical units: Implications for healthcare management/nursing
practice. Health Policy (New York) [Internet]. 2012;108(2–3):149–57.
Creedy DK, Sidebotham M, Gamble J, Pallant J, Fenwick J. Prevalence of
burnout, depression, anxiety and stress in Australian midwives: a crosssectional survey. BMC Pregnancy Childbirth [Internet]. 2017;17(1):13.
World Health Organization. Standards for improving quality of maternal and
newborn care in health facilities. Geneva: World Health Organization; 2016.
Laschinger HKS, Grau AL, Finegan J, Wilk P. New graduate nurses’
experiences of bullying and burnout in hospital settings. J Adv Nurs.
2010;66(12):2732–42.
Castro Lopes S, Guerra-Arias M, Buchan J, Pozo-Martin F, Nove A. A rapid
review of the rate of attrition from the health workforce. Hum Resour Health
[Internet]. 2017;15(1):21.
Oladapo OT, Souza JP, Bohren M a, Tunçalp Ö, Vogel JP, Fawole B, et al.
WHO Better Outcomes in Labour Difficulty (BOLD) project: innovating to
improve quality of care around the time of childbirth. Reprod Health [Internet].
2015;12(1).
Hanefeld J, Powell-Jackson T, Balabanova D. Understanding and measuring
quality of care: dealing with complexity. Bull World Health Organ [Internet].
2017;95(5):368–74.
Bohren M a, Hunter EC, Munthe-Kaas HM, Souza J, Vogel JP, Gülmezoglu
a. Facilitators and barriers to facility-based delivery in low- and middleincome countries: a qualitative evidence synthesis. Reprod Health [Internet].
2014;11(1):71.
Prata N, Passano P, Rowen T, Bell S, Walsh J, Potts M. Where there are (few)
skilled birth attendants. J Health Popul Nutr [Internet]. 2011 Apr;29(2):81–91.
Charmaz K. Constructing Grounded Theory. 2nd ed. New Delhi: SAGE
Publications, Inc; 2014.
Heath H, Cowley S. Developing a grounded theory approach: A comparison
of Glaser and Strauss. Int J Nurs Stud. 2004;41(2):141–50.
Korukcu O, Bulut O, Kukulu K. Psychometric Evaluation of the Wijma
Delivery Expectancy/Experience Questionnaire Version B. Health Care
Women Int [Internet]. 2014;9332(November):1–18.
Pallant JF, Haines HM, Green P, Toohill J, Gamble J, Creedy DK, et al.
Assessment of the dimensionality of the Wijma delivery
expectancy/experience questionnaire using factor analysis and Rasch analysis.
BMC Pregnancy Childbirth [Internet]. 2016;16(1):361.
Dennis CL. Can we identify mothers at risk for postpartum depression in the
immediate postpartum period using the Edinburgh Postnatal Depression
Scale? J Affect Disord. 2004;78(2):163–9.
Halbreich U, Karkun S. Cross-cultural and social diversity of prevalence of
postpartum depression and depressive symptoms. J Affect Disord. 2006;91(2–
3):97–111.

Acta Universitatis Upsaliensis
Digital Comprehensive Summaries of Uppsala Dissertations
from the Faculty of Medicine 1384
Editor: The Dean of the Faculty of Medicine
A doctoral dissertation from the Faculty of Medicine, Uppsala
University, is usually a summary of a number of papers. A few
copies of the complete dissertation are kept at major Swedish
research libraries, while the summary alone is distributed
internationally through the series Digital Comprehensive
Summaries of Uppsala Dissertations from the Faculty of
Medicine. (Prior to January, 2005, the series was published
under the title “Comprehensive Summaries of Uppsala
Dissertations from the Faculty of Medicine”.)

Distribution: publications.uu.se
urn:nbn:se:uu:diva-331673

ACTA
UNIVERSITATIS
UPSALIENSIS
UPPSALA
2017

