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Abstract 

Background  Woman-centred maternity care is respectful and responsive to women’s needs, values, and preferences. 
Women’s views and expectations regarding the quality of health services during pregnancy and childbirth vary across 
settings. Despite the need for context-relevant evidence, to our knowledge, no reviews focus on what women in sub-
Saharan African Low and Low Middle-Income Countries (LLMICs) regard as quality intrapartum care that can inform 
quality guidelines in countries.

Methods  We undertook a qualitative meta-synthesis using a framework synthesis to identify the experiences and 
expectations of women in sub-Saharan African LLMICs with quality intrapartum care. Following a priori protocol, 
we searched eight databases for primary articles using keywords. We used Covidence to collate citations, remove 
duplicates, and screen articles using a priori set inclusion and exclusion criteria. Two authors independently screened 
first the title and abstracts, and the full texts of the papers. Using a data extraction excel sheet, we extracted first-order 
and second-order constructs relevant to review objectives. The WHO framework for a positive childbirth experience 
underpinned data analysis.

Results  Of the 7197 identified citations, 30 articles were included in this review. Women’s needs during the intra-
partum period resonate with what women want globally, however, priorities regarding the components of quality 
care for women and the urgency to intervene differed in this context given the socio-cultural norms and available 
resources. Women received sub-quality intrapartum care and global standards for woman-centred care were often 
compromised. They were mistreated verbally and physically. Women experienced poor communication with their 
care providers and non-consensual care and were rarely involved in decisions concerning their care. Women were 
denied the companion of choice due to cultural and structural factors.

Conclusion  To improve care seeking and satisfaction with health services, woman-centred care is necessary for a 
positive childbirth experience. Women must be meaningfully engaged in the design of health services, accountability 
frameworks, and evaluation of maternal services. Research is needed to set minimum indicators for woman-centred 
outcomes for low-resource settings along with actionable strategies to enhance the quality of maternity care based 
on women’s needs and preferences.
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Introduction
Many countries have made significant progress toward 
decreasing maternal mortality; however, much work is 
required to reach the Sustainable Development Goal 
(SDG) global target of less than 70 per 100,000 live 
births by 2030 [1]. Eighty percent of maternal deaths 
are preventable [2]. An estimated 295,000 maternal 
deaths occurred globally in 2017 due to pregnancy and 
delivery-related causes [1]. Despite the substantial pro-
gress of countries toward increasing access to mater-
nity services, this has not been reflected in decreasing 
maternal mortality and morbidity as much as expected 
[3]. This mismatch between health outcomes and access 
to services is attributed to the poor quality of services 
provided to women during pregnancy, childbirth, and 
postpartum periods [3, 4]. The reduction in maternal 
and neonatal deaths requires a rapid improvement in 
the quality and coverage of health services in low and 
low-middle-income countries (LLMICs).

A fundamental strategy for reducing maternal mor-
tality is increasing access to skilled attendance during 
childbirth. Skilled birth attendance involves trained, 
competent, and motivated health workers delivering 
evidence-based interventions in an enabling environ-
ment [5]. A skilled birth attendant (SBA) is a care pro-
vider, often a nurse, a midwife, or a doctor, trained to 
manage normal delivery, detect danger signs, and refer 
women in a timely manner to receive specialized care 
[6]. An enabling environment involves the presence of 
essential medicines and equipment, alongside a func-
tioning referral system [6]. Globally, around 80% of 
births are assisted by a skilled attendant [7]. However, 
the coverage of skilled birth attendance varies within 
countries and across regions. 77% of births are attended 
by an SBA in Central and Southern Asia while around 
59% of births are attended by a skilled provider in Sub-
Saharan Africa [7].

While women are encouraged to give birth to their 
babies with the assistance of a skilled provider in a 
health facility, facilities may be understaffed, over-
crowded, and provide low-quality services [8]. A sys-
tematic review of factors affecting the provision of 
maternal services in LLMICs has shown that lack of 
supportive supervision, understaffing, and high work-
loads of care providers contribute to the decreased 
quality of services [9]. Moreover, low salaries and poor 
working conditions also contribute to provider stress 

and performance alongside a lack of equipment and 
medicines [9]. The initiatives to increase the coverage 
of skilled birth attendance must go hand in hand with 
strategies to guarantee that women receive quality ser-
vices before, during, and after childbirth.

Woman-centred maternity care is defined as respect-
ful care that is responsive to women’s needs, values, 
and preferences [10, 11]. In 2018, the World Health 
Organization (WHO) published a set of recommen-
dations for a positive experience during pregnancy 
and childbirth as part of their support for global high-
quality antenatal, delivery, and postnatal care [12]. 
These recommendations embrace the optimization of 
the health and well-being of women and their babies 
through a woman-centred approach rather than a focus 
on the prevention of mortality and morbidity during 
pregnancy. The dimensions of the WHO intrapartum 
care model for a positive childbirth experience include 
respectful maternity care, emotional support during 
childbirth, effective communication, pain management, 
continuity of care, regular monitoring during child-
birth, skills, competency and practice of skilled birth 
attendants, and the physical environment during child-
birth [13]. In this model, the WHO describes intrapar-
tum care as.

A platform to provide pregnant women with 
respectful, individualised, woman-centred, and 
effective clinical and non-clinical practices to opti-
mise birth outcomes for the woman and her baby, 
by skilled healthcare providers in a well-function-
ing healthcare system [12].

A systematic review explored women’s needs dur-
ing childbirth globally in 2018, however, the majority 
of studies included in this review were conducted in 
high and middle-income countries, and it only included 
three studies from African Sub-Saharan (SSA) LLMICs 
[14]. To our knowledge, no systematic review has been 
published that focuses on the expectations of women 
in SSA LLMICs and what women regard as quality 
care during childbirth. The perspectives of women on 
what matters to them will support the evidence base for 
the contextualisation and operationalisation of WHO 
guidelines on intrapartum care for a positive childbirth 
experience in SSA LLMICs. The findings can inform the 
planning, implementation, and appraisal of maternity 
services which includes the development of woman-
centred policies and service guidelines.
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Methods
This qualitative meta-synthesis was conducted following 
a priori protocol registered on The International Pro-
spective Register of Systematic Reviews (PROSPERO) 
(Ref. CRD42021292682). Qualitative meta-synthesis is a 
structured approach to summarising, collating, and inter-
preting primary qualitative data and the interpretations 
reported in peer-reviewed articles [15]. A preliminary lit-
erature search was undertaken prior to the development 
of the protocol to refine the review question, determine 
the feasibility of the review and the nature of current 
evidence, and decide the synthesis method. The review 
question was “What are women’s experiences and expec-
tations of quality intrapartum care in SSA LLMICs”. We 
designed and reported this review in accordance with the 
Preferred Reporting Items for Systematic Reviews and 
Meta-Analyses (PRISMA) guidelines [16].

Search strategy and study selection
We developed a search strategy for qualitative and 
mixed-methods peer-reviewed articles published 
between 2011 and 2021. The electronic search was 
run using eight databases including MEDLINE (Ovid), 
Global Health, EMBASE (Ovid), CINAHL Plus, Web of 

Science, SCOPUS, Africa Journals Online (AJOL), and 
the Maternity and Infant Care Index. The search terms 
included three main concepts; expectations or satisfac-
tion of women, quality intrapartum care, and eligible 
geographical scope and countries. Please refer to Sup-
plementary file 1 for a sample of the search strategies 
used for MEDLINE (Ovid). All searches were con-
ducted from the 13th of December 2021 to the 16th 
of December 2021. All citations retrieved from elec-
tronic searches in databases were imported into a web-
based software platform, Covidence, which is used for 
the management of collation of citations, removal of 
duplicates, and screening processes. The first author 
carried out this phase. Two authors (SAEA, AM) inde-
pendently screened the title and abstracts of identified 
citations using Covidence. Furthermore, two authors 
(SAEA, AM) screened full texts for eligibility using 
inclusion and exclusion criteria (Supplementary file 2) 
for the final included studies selected (n = 30) (Fig. 1). 
Disagreements during screening were resolved through 
having a third opinion (AD) and discussions with the 
research team. The searches of the targeted databases 
yielded 7197 citations. After the screening of title and 
abstracts, full texts of potential eligible 43 articles were 

Fig. 1  Screening and selection process
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retrieved. After exclusions, 30 articles were included in 
this systematic review (Fig. 1).

Quality appraisal
Two reviewers independently appraised included studies 
using a quality appraisal checklist. We used the Critical 
Appraisal Skills Programme (CASP) checklist to assess 
the quality of peer-reviewed qualitative studies (Sup-
plementary files 3 and 4) [17]. Whereas, mixed meth-
ods peer-reviewed articles, we used the Mixed Methods 
Appraisal Tool (MMAT) (Supplementary file 5) [18]. 
Disagreements during quality appraisal were resolved 
by discussion of the team. Quality appraisal tools were 
used to highlight the strengths and weaknesses of studies 
to assist in the interpretation of the findings. No studies 
were excluded during the quality appraisal process.

Data extraction, analysis, and synthesis
We conducted a framework synthesis, which involves 
the identification of preliminary themes based on exist-
ing framework/s [19, 20]. Data relevant to review objec-
tives were extracted and summarised by the first author 
using a data extraction excel sheet. This sheet included 
first-order constructs i.e. women’s views and accounts 
illustrated in quotes reported in primary articles and 
second-order constructs i.e. primary studies’ authors’ 
interpretations of women’s perspectives. The first author 
developed the data extraction sheet for the purpose of 
this review. It included a priori list of themes adopted 
from the components of the WHO framework for a 
positive childbirth experience to capture women’s per-
spectives on quality care. The sheet was piloted in the 
extraction of data from three articles before use. The 
variables included the article’s characteristics includ-
ing the aims, number and demographic features of the 
study population, the study context, and key areas of a 
positive birth experience. These areas were feeling wel-
comed, timeliness of care, perceived appropriateness 
of care, dignified care and respect, access to emotional 
support during childbirth, patient-provider communica-
tion and engagement, continuity of care, pain manage-
ment, and responsive healthcare providers and physical 
environment during childbirth. The sheet described the 
elements included in each theme for consistency. These 
themes formed a priori framework for the synthesis. 
We adopted a deductive approach for the extraction 
and coding of data based on these pre-existing themes, 
while thematic analysis was used for data that could 
not be categorised under these themes using an induc-
tive approach (Table  1). Examples of themes/codes that 
emerged from data include the acceptability of mistreat-
ment and the infrastructural factors behind the denial 
of a birth companion. The a priori framework was revised 

to accommodate new codes by reorganising themes. We 
conducted a framework synthesis of evidence to generate 
context-specific interpretations and policy-oriented rec-
ommendations. For the first stage, we used first and sec-
ond-order constructs. In contrast, for the synthesis, we 
used first, second and third-order constructs, which illus-
trate the views and interpretations of the review team of 
first and second-order constructs.

Results
This qualitative meta-synthesis included 30 articles 
from nine African Sub-Saharan Low and Low-Middle 
Income Countries, including Ethiopia (n = 6), Ghana 
(n = 3), Guinea (n = 1), Kenya (n = 4), Malawi (n = 6), 
Nigeria (n = 3), Tanzania (n = 2), Uganda (n = 3), Tanza-
nia and Zambia (n = 1), and Uganda and Nigeria (n = 1). 
The characteristics of the articles are summarised in 
Table 2. Most studies explored the experiences of women 
and their views concerning the quality of intrapartum 
care (n = 17). However, some studies included women’s 
partners as well (n = 3), different categories of health-
care providers, community health workers, and com-
munity leaders (n = 10). Based on the quality appraisal, 
the majority of included articles were of good quality. 
However, 3 out of 25 qualitative studies and 1 out of 5 
mixed-methods studies had significant methodological 
limitations and lacked explanatory models. The summary 
of CASP and MMAT checklists is presented in supple-
mentary files 3, 4 and 5.

We present the women’s experiences and expectations 
regarding quality intrapartum care categorised according 
to the themes adopted from the WHO framework for a 
positive childbirth experience; dignified care and respect, 
communication and meaningful engagement in care, 
access to emotional support during childbirth, continuity 
of care, pain management, and responsiveness of health 
facility setting and health services. Our findings indi-
cate that women in Sub-Saharan LLMICs need clinical 
and non-clinical staff to treat them with respect and in 
a non-discriminatory and non-abusive manner. In addi-
tion, women wanted to feel welcomed throughout their 
stay in health facilities. Women described the need to be 
meaningfully involved in their care and to have open and 
effective communication with their care providers which 
helped them prepare for labour. Women also wanted to 
be emotionally and physically supported by care provid-
ers and their birth companions. The findings show that 
women expect to receive timely care and be monitored 
closely in a safe environment at health facilities.

Dignified care and respect
Women demanded to be treated with respect dur-
ing childbirth and expected healthcare providers to be 
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non-judgmental [23], kind [22], and respectful [21]. For 
a positive childbirth experience, women described need-
ing respectful and dignified intrapartum care while main-
taining their privacy and wanting to be meaningfully 
engaged in their care [32]. In addition to health care pro-
viders (HCPs), the positive attitude of non-clinical staff, 
such as cleaners and security guards also contributed to a 
positive experience [21]. Women described dignified care 
that involved physical support [21].

When I was in labor, a nurse brought me porridge 
for me to have energy during delivery of the baby. I 
saw that I was respected [22]

Disrespectful care was also reported by women in 
LLMICs who were verbally and physically abused during 
childbirth and suffered discrimination as a result of their 
age, ethnicity, literacy level, and socioeconomic status 
[21, 25, 27, 29, 35, 36, 42–44, 48–51].

Respectful. The first thing which comes to my mind 
... the client must be respected. Respected that is ... to 
receive care ... not (taking into account) age, worth, 
colour or religion [23].

Verbal and physical abuse included shouting, yelling, 
ridicule, judgmental remarks from healthcare providers, 
and slapping and whipping of women during childbirth. 
In few studies, however, women considered the abusive 
behaviour of healthcare providers as a normative behav-
iour [49] or they expected to be shouted at [22, 25] or 
provided sociocultural and contextual justifications for 
their behaviour such as encouragement of women, stress, 
and poor working conditions [25, 29, 30, 48]. Women 
also encountered discrimination as well based on their 
ethnicity/tribes, age, literacy level, and socioeconomic 
status [21, 25, 34, 36, 38, 46]. A study conducted in Zam-
bia and Tanzania classified discrimination into two cate-
gories; direct and indirect, direct discrimination includes 
discriminatory incidents that happen to women during 
childbirth whereas indirect discrimination was defined as 
when women received poor quality of care caused by pol-
icies that are meant for everyone such as the assignment 
of professionals to central and referral facilities instead of 
rural areas [46]. Studies showed that young girls giving 
birth or unmarried women received judgmental remarks 
from HCPs [25, 36]. Women demanded to be treated 
impartially without discrimination and considered being 
treated by non-judgmental HCPs as essential for a posi-
tive childbirth experience [23].

Women in LLMICs also reported experiencing a lack of 
privacy during childbirth and unnecessary physical expo-
sure due to contextual factors such as crowded wards and 
poor infrastructure at health facilities [21, 23, 30, 32, 33, 
45, 46].

Due to the lack of infrastructure and congestion of 
hospitals, it was hard to maintain the privacy of 
women in such context so it was not uncommon to 
have several women giving birth in the same room 
- so women need privacy during childbirth with cur-
tains or cubicles [32]

However, one study indicated that privacy was not a 
big concern for women in that context compared to not 
having care [23]. In addition, women could not complain 
about the lack of privacy because they feared retribution 
from care providers [46].

Communication and meaningful engagement in care
In half of the included studies, women described their 
experiences and expectations regarding communication 
with health providers and engagement in care. Women 
in LLMICs reported that open, effective, clear, two-way 
communication where HCPs used positive language and 
were able to ask questions as an important aspect of qual-
ity care and satisfaction with delivery services [21, 23, 30, 
32, 39, 47, 48]. A women stated “Communication is very, 
very important…it is everything” [47]. They appreciated it 
when HCPs sought their consent and gave them regular 
updates about their progress in labour [21, 23] and they 
referred to having open communication as ‘friendship’ 
with care providers [30].

They [healthcare providers] should continuously ask 
questions... ‘how do you feel,’ ‘how are you feeling now.’ 
It’s not supposed to just be the woman that will be 
telling them ‘please come check on me’...they [health-
care providers] should be continuously telling the 
woman ‘this is your condition,’ and educate them [47].

Women cited poor communication during childbirth 
[22, 24, 27, 32, 39, 43] that included the inability to ask 
questions [38, 45], HCPs not introducing themselves or 
not using women’s names [21], communication difficul-
ties for women living with disability [38], and communi-
cation in languages other than their mother tongue [38]. 
Women also spoke of a lack of information that made 
them feel unprepared and caused stress during the labour 
[30]. In addition, communication gaps resulted in misin-
terpretation of providers’ motivations [32].

Studies indicated that women were rarely involved in 
decision-making in LLMICs [24, 27, 35, 39, 42, 50]. For 
instance, women did not understand why care provid-
ers opted to use a specific management plan [24, 27, 35]. 
In addition, women were not involved in choosing their 
delivery positions [39].

“The midwives did not even engage me in any discus-
sions over my childbirth process. They never told or 
asked me about anything” [35].
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Women in LLMICs wanted to be listened to and be 
meaningfully involved in decision-making in actions 
affecting their care such as preferred labour position, 
treatment options, and others [32, 39].

Access to emotional support during childbirth
The experiences and expectations of women regarding 
emotional support through labour were detailed in the 
majority of studies. According to the voices of women in 
the papers included in this review, labour constituted an 
important and stressful occasion that substantiates emo-
tional support throughout their stay at the health facili-
ties. Women wanted to be cared for and encouraged to 
go through labour with a birth companion of their choice 
[21, 26–28, 30, 32, 47].

Good quality of care is when you come to a health 
facility, you are received, they know what that 
moment means to you and that of your child and 
the kind of reception they give you as a mother that 
wants to deliver her child. They receive you warmly, 
encourage you. .. what matters most is that when 
you come into a health facility, there’s this confi-
dence derived that assures one that she’s in good 
hands [30].

Women in LLMICs were accompanied by their moth-
ers, sisters, mothers-in-law, husbands, and doula (a tra-
ditional birth attendant or an older woman from their 
communities) [27, 28, 32]. Husbands in the majority of 
facilities where studies took place were not allowed inside 
the labour room [30, 32, 47]. This was mainly due to the 
need to maintain the privacy of other women because of 
shared labour rooms [28, 48].

Some women did not want their husbands and partners 
to be present during labour, [21, 27, 48] others preferred 
female companions [28], while others wished their hus-
bands to be present to provide emotional support during 
labour [30, 39, 47].

I think women should be allowed their husbands in...
my husband was right there with me; my first deliv-
ery, it was painful but with his encouragement, he 
was there holding my hands, doing this, even when 
the doctors were telling madam push, push, I didn’t 
listen to the doctors but when my husband say 
madam push, push, that is when I started pushing. I 
think it is a psychological thing when your husband 
is right there with you [30].

In the majority of the studies, women mentioned the 
need to have a birth companion to support the mother 
and baby’s basic needs, such as the provision of food 
and drinks, going to the toilet, initiating breastfeeding, 
cleaning the baby, and assistance with mobility, [21, 27, 

28, 30, 32]. Fewer studies quoted the need for emotional 
support from birth companions [32, 39]. Instead, women 
expected healthcare providers, especially midwives 
to offer emotional support during labour (one-to-one 
care) since in most contexts birth companions were not 
allowed inside the labour room [30, 32, 42, 45, 47].

I came here and met three midwives on duty. They 
actually supported me. They stood by me until the 
baby was delivered. One of them even held my hands 
during delivery and encouraged me throughout the 
process. They remained with me and responded well 
to all my numerous requests and questions. They 
never neglected me and I really appreciated them for 
that [35].

Women in LLMICs cited a lack of supportive health-
care providers during labour [22, 25, 26, 29, 33, 36, 39, 
41, 44, 45, 48, 51]. According to women, the factors that 
affect the responsiveness of HCPs included ignorance, 
being busy with irrelevant matters such as phone calls, 
heavy workloads, inadequate staff numbers, and poor 
working conditions [25, 30, 36, 39, 44, 46].

(.. .) So, if someone feels that the baby is coming and 
it’s time for delivery, she may call for help but only to 
be disappointed by nurses who think that she is pre-
tending. But because they are busy with their own 
things, they don’t pay attention (.. .) [39]

Continuity of care
Only five studies included elements related to women’s 
experiences of continuity of care during childbirth [30, 32, 
37, 42, 51]. There was variability in women’s preferences 
of models of continuity of care. One study described 
women’s preferences for a single provider throughout 
their pregnancy journey to build trust and reliability of 
information [30]. Other women indicated their desire for 
a team of providers with diverse skills to manage their 
childbirth and respond to complications [32, 37].

Despite the importance of continuity of services 
throughout their stay at the health facility, women expe-
rienced an interruption of care between shifts, lower 
quality care, and a lack of monitoring during night shifts 
[37, 42, 51].

“It was not done well. It was usually very brief. 
Often the doctors did not even look at you, let alone 
examine you. .. Yet the doctors change all the time. 
They do not seem to be working as one healthcare 
team.” [51]

In addition, women observed a lack of hando-
ver between shifts which resulted in women feeling 
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uninvolved or abandoned and led to poor communica-
tion of critical information between providers causing 
delays.

Some doctors make wrong diagnoses or make wrong 
decisions. And when one group comes to replace 
the one that has been treating you, they change the 
treatment, without asking you any questions or 
examining you. One team tells that you are for an 
operation, and another team cancels the operation 
or tells you that nothing was written. Nobody asks 
for your opinion and rarely do they answer your 
questions during rounds [37].

Pain management
Pain relief is crucial for a positive experience and satisfac-
tion with services. A few studies included data concern-
ing women’s experiences of pain management in labour 
[21, 22, 27, 39, 51]. A study conducted in Uganda indi-
cated that women perceived labour pain as natural and 
inevitable, therefore, they did not expect to have medica-
tion to manage such pain [27]. However, they expected to 
get advice on how to deal with pain [22].

I think no need of medicine, because it is natural. I 
think even if they give you some medicine for pain, 
contractions would still come because the baby has 
to come out. I think the drugs cannot reduce those 
pains...every other woman goes through that [27]

Women described care providers as uncaring and lack-
ing sympathy when they did not provide pain manage-
ment advice [21, 22, 39, 51]. Women reported enduring 
surgical interventions without local anaesthesia [32, 39].

( ... ) if they had responded in time, maybe my parts 
wouldn’t have been torn. Despite the fact that I was 
torn, they still stitched me without any pain killer 
and when I tried to refuse, I was told that I did not 
bring the required drugs and that if I did not want to 
be stitched without pain killer I should pay money 
for the drug and wait for them to go and buy the 
drugs. So to be honest, I will never ever return to that 
hospital again [39]

Responsiveness of health facility setting and health 
services
Women perceived timely assessment and management 
as quality care [23, 24, 27, 30, 32]. A woman described 
quality care as follows “[Good quality care is] when you 
have been received well by the staff at the hospital, and 
they have helped you quickly”[24]. They emphasised the 
importance of feeling welcomed by healthcare providers 

as soon as they arrived at the hospital and throughout 
their stay for a positive childbirth experience [21, 22, 24, 
25, 32, 48]. Women also valued delivery services avail-
able around the clock whenever they needed them and 
that someone was there to open hospital gates 24/7 [21, 
23, 24]. Women appreciated it when healthcare providers 
hastened to examine them when they arrived and pro-
vided the needed care [21, 23, 24, 35, 38, 51]. In addition, 
they appreciated it when care providers went out of their 
way to help them such as midwives providing their per-
sonal time and drugs to support women [21].

They treated me with respect because they took good 
care of me until I delivered and did everything well. 
After delivery they gave me water for bathing, later 
I was taken to the bed and they gave me the baby to 
breastfeed [21]

Women in LLMICs, however, experienced a lack of 
timely assessment and delays while using health services 
[21, 22, 27, 33, 39, 41, 44, 45, 48, 51]. In addition, women 
gave birth unattended by HCPs at health facilities due to 
unavailable, busy or unresponsive staff [22, 25, 36, 43, 51].

I was examined and told my labour is at an early 
stage ... at that point, my baby was on the way out 
but I was restricted to stay in my left side ...I told 
my care provider I am urged to push down and 
requested for help ...he said I just examined you 
(you are not yet ready) and ignored me and contin-
ued playing with his mobile phone ...the urge to push 
down was irresistible, I then turned on my back by 
myself and gave birth (.. .) [51]

Women highlighted the benefit of having a conducive 
physical environment and the availability of needed sup-
plies for a positive childbirth experience [21]. Women 
emphasised the need to have clean facilities (especially 
delivery wards and bathrooms) with sunlight, access to 
water, electricity, and sanitation services, adequate beds, 
uncrowded wards, adequate space and curtains for pri-
vacy, and access to bed nets [21, 30, 32]. There were also 
descriptions of negative experiences related to the inad-
equate physical environment including crowded rooms 
[29, 30, 40, 45] insufficient beds [29, 30, 36, 39, 50], lack 
of access to water and food [21, 50], dark labour rooms 
with no natural sunlight [21, 30] and unclean premises 
[30, 43].

[A]fter delivery there is a room we were taken to 
sleep, there was no light, no windows, no beddings 
and we were to stay there feeling cold till morning. 
That is the worst I experienced... [The room had win-
dows with no glass in them], and it was very cold 
and we were about three mothers with newly born 
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babies. Cats were just entering through that window 
and just walking in that hospital...there was lack of 
security [21].

Discussion
Our meta-synthesis showed that woman-centred care, 
incorporating respect and meaningful engagement is 
necessary for a positive intrapartum experience for 
women in LLMICs. Woman-centred maternity care 
encompasses effective communication, respect and dig-
nity, and emotional support [10]. These dimensions shape 
the care experiences of women, how they perceive quality 
care and their satisfaction with services [11]. Our findings 
show that women in LLMICs desire the same intrapar-
tum and immediate postpartum care as women in other 
countries during this period [14]. However, priorities 
regarding the components of quality care for women and 
the urgency to intervene differed in this context given 
the socio-cultural norms and available resources. For 
instance, despite the growing interest in the promotion of 
respectful care [52], women still encounter disrespectful 
care in health facilities in LLMICs including physical and 
verbal abuse, discrimination, and lack of privacy. In line 
with previous studies, our review indicates that adoles-
cent mothers and unmarried women were more suscep-
tible to mistreatment [53]. In addition, studies indicated 
poor communication between women and healthcare 
providers, non-consensual care, and women were rarely 
involved in their care. A systematic review suggested that 
women in low-income countries are less likely to expect 
involvement in care and to demand their rights in the 
decision-making [54]. Playing a passive role in childbirth 
could be attributed to cultural and gender norms and the 
low empowerment of women in the LLMICs [4]. Long-
term interventions are required to empower women 
in these settings, provide them with knowledge of their 
right to participate in decision-making, and give them the 
self-assurance to assert those rights [55]. A randomised 
controlled trial was conducted in Tanzania and Malawi to 
evaluate the effect of group antenatal care (ANC) versus 
individual ANC i.e. standard care on the empowerment 
of women measured by the Pregnancy-Related Empow-
erment Scale (PRES) [56]. This scale measures how 
effectively pregnant women engage in decision-making, 
communicate with and feel connected to their peers and 
healthcare professionals [56]. The group ANC included 
a two-hours interactive group session of education and 
support for pregnant women in addition to a private 
consultation with the midwife to monitor the pregnancy 
[56]. The study showed that pregnant women who partic-
ipated in the group ANC had higher PRES scores in some 
contexts, especially in rural and poor settings where 

health facilities provide low-quality maternity services 
[56]. More research is needed to investigate the feasibility 
of implementing a similar model of care in other coun-
tries in LLMICs.

Our findings indicate that women in LLMICs were 
denied a companion of their choice. In the context of 
LLMICs, a birth companion offers the woman emotional 
and practical support and serves as an advocate, express-
ing her preferences to healthcare professionals and 
defending her choices. A systematic review indicated that 
women who had continuous one-to-one support during 
childbirth had better outcomes than those who lacked 
support during spontaneous vaginal delivery [31]. Sup-
ported women have less need for analgesia, had shorter 
labours and were satisfied with the intrapartum services 
they received [31]. The same systematic review suggested 
that having continuous support throughout labour may 
promote respectful care and safeguard against the mis-
treatment of women during childbirth [31].

As illustrated in our findings, the non-clinical aspects 
of care play an essential role in shaping the experiences 
of care, satisfaction with services, and future care-seeking 
behaviours. According to a systematic review, even when 
evidence-based clinical criteria are followed, maternity 
services are deemed low quality if they are disrespectful 
to the women receiving them [57]. Nevertheless, invest-
ment in interventions to improve non-clinical aspects of 
care such as respectful care, meaningful involvement of 
women in their care, and effective communication dur-
ing childbirth are often not a priority in LLMICs set-
tings [13]. Despite the recent global recognition of the 
significance of respectful care, a lack of political will and 
quality maternity care guidelines, in addition to limited 
resources in LLMICs have put interventions to enhance 
women’s experiences at the bottom of the agenda [4, 57, 
58].

Our findings indicate that most women gave birth 
in health facilities with limited infrastructure and 
resources indicating the need for government invest-
ment in LLMICs. Nevertheless, there are cost-effective 
interventions that can help improve the quality of care 
such as training healthcare providers on interpersonal 
communication, mentoring, and setting accountability 
systems where women can voice their experiences and 
expectations [58]. Women reported fewer occurrences 
of disrespectful care, according to a systematic review of 
studies from Kenya, Tanzania, Sudan, and South Africa 
that examined the impact of implementing measures to 
improve respectful maternity care [58]. A before-and-
after intervention study evaluated the impact of imple-
menting a bundle of respectful maternity care policies in 
13 facilities in Kenya including training of care provid-
ers, capacity building of quality improvement teams at 
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facilities, caring for Carers which included counselling 
of care providers on coping with stress, and community 
activities including community workshops to educate 
the public about their rights [59]. This study revealed a 
decrease in the incidence of observed disrespectful care 
and abuse of women [59]. These interventions were effec-
tive as the package targeted health facilities, women, care 
providers, and the community which acknowledges the 
interconnectivity between these different actors and the 
socio-cultural environment at local facilities and com-
munity [58, 59]. For instance, the same study showed a 
discrepancy between reported and observed disrespect-
ful care due to the low expectations of women regarding 
their care. Therefore, it is essential to have interventions 
to raise women’s awareness regarding their rights [59].

There are different models regarding the organisa-
tion of care during pregnancy, including midwife-led 
continuity of care, obstetrician-provided care, family 
doctor-provided care, or shared model of care where 
health services are provided by a team of provid-
ers [60]. Our findings indicate the paucity of evidence 
with regard to the continuity of care during childbirth 
in LLMICs. A systematic review showed that women 
who had midwifery-led care had an increased likeli-
hood of a spontaneous vaginal delivery and reduction 
in pre-term labour; however, the evidence was lacking 
the long-term maternal and baby wellbeing outcomes 
[61]. Our review indicated that women preferred hav-
ing a single care provider throughout their pregnancy 
journey to build their trust, confidence, and smooth 
transition to parenthood. A study that assessed the 
quality of services provided by midwives in Uganda 
indicated that midwives provided low-quality services 
for women [62]. According to the study, weak knowl-
edge and skills of midwives are attributed to inadequate 
in-service training, lack of supportive supervision, and 
absence of written guidelines [62]. A systematic review 
examining the reasons why midwives do not provide 
quality services in Low- and Middle-Income Coun-
tries showed that weak or absent midwifery regula-
tions and heavy workloads were major barriers [63]. 
Besides, short training courses that midwives receive 
before their midwifery practice as a temporary solution 
to improve coverage with skilled birth attendance have 
a negative impact on the quality of care they provide, 
especially for those working in remote areas without 
support from the health system [63]. These limita-
tions related to midwifery education and regulations, 
the skills of midwives in LLMICs, and the supportive 
environment can probably jeopardise the application 
of midwife-led continuity of care in LLMICs. Further 
research is required about the feasibility and effective-
ness of implementing a midwife-led approach in the 

context of health facilities in LLMICs, short and long-
term outcomes given the current limitations.

Our review did not specifically focus on the experiences 
and expectations of women in fragile settings. However, 
a third of the included articles were conducted in coun-
tries classified as fragile states [64] including Ethiopia, 
Guinea, and Nigeria. Health systems in fragile states suffer 
unique challenges, including insecurity, reliance on inter-
national support, weak leadership and management, and 
insufficient human and financial resources for health [65, 
66]. In these contexts, midwives play an important role 
in providing maternal care given their knowledge, skills, 
and closeness to communities [67]. Evidence shows that 
investments in improving the quality of midwifery educa-
tion and regulations are cost-efficient and can enhance the 
quality of maternity care and woman-centred outcomes in 
humanitarian settings and stable developing settings [67, 
68]. Our review indicates that there is a paucity of research 
that explores the views of women in fragile states regard-
ing quality maternity care, the status, and the contextual 
factors that affect woman-centred outcomes. Prioritising 
context-relevant interventions based on the needs and 
expectations of women in general and especially margin-
alised women resonates with a key cornerstone of the Sus-
tainable Development Goals, reducing inequities in access 
to quality services, and leaving no one behind [69].

Limitations
Our qualitative meta-synthesis has a few limitations. Few 
articles had minimal methodological rigor, in addition, 
the findings were rather descriptive and lacked explana-
tory models. Furthermore, the authors of the included 
articles were not explicit about theoretical frameworks 
and forms of inquiry. We included all eligible articles, 
even if they were of low quality, as an attempt to incor-
porate all women’s voices from different contexts. How-
ever, the reported themes may have been limited by the 
quality of the original articles. We also noticed that the 
majority of included articles lacked researcher reflexivity 
and they did not fully describe study limitations. A lack 
of detail concerning the research methodology can result 
in questions regarding the trustworthiness of the findings 
and the possible misinterpretation of participants’ voices.

Implications for policy and practice
Quality health systems should cater to the needs of the 
population they serve. The planning of interventions to 
improve the quality of maternity care must be based on 
communication with women and women groups to iden-
tify context-specific factors to optimise implementation 
and outcomes. Women must be meaningfully engaged in 
the design of health services, accountability frameworks, 
and evaluation of maternal services. Designing systems 
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that capture women’s needs can be challenging in the 
context of LLMICs unless there is a commitment from 
policymakers, health programs, and practitioners.

Our findings indicate that women in LLMICs received 
sub-quality intrapartum care and global standards for 
woman-centred care were often compromised. Given 
the limitations that health systems in LLMICs have, 
including lack of quality maternal health guidelines, 
limited health financing, and resources, we suggest that 
the global standards for a positive childbirth experience 
are hard to achieve in these settings. Therefore, a set of 
minimum indicators for woman-centred outcomes that 
work in the context of LLMICs is needed. Given the 
weaknesses of health information systems in LLMICs, 
we suggest that a minimum set of indicators be incor-
porated in the WHO standards for quality maternal 
and newborn care in health facilities [70] as core indi-
cators designed for these settings. Furthermore, we rec-
ommend actionable strategies to enhance the quality 
of maternity care based on women’s needs and prefer-
ences. Indicators can quantitatively measure women’s 
care experiences including dignified and respectful 
care, autonomy, effective communication, involvement 
in care, access to emotional support, and supportive 
care and physical environment. We recommend that 
the indicators related to women’s care experiences be 
integrated with national health indicators in LLMICs to 
provide a database that can be used to monitor coun-
tries’ progress in improving the quality of maternity 
health services. We are cognizant of the limitations of 
national health information systems in LLMICs. The 
inclusion of simple feedback mechanisms to report 
women’s satisfaction with health services using phone 
text messages could be useful. In addition, countries can 
explore the possibility of implementing results-based 
financing to healthcare providers to improve the quality 
of health information, including indicators to monitor 
care experiences [71, 72].

Conclusion
To improve care seeking and satisfaction with health 
services, woman-centred care, where women and their 
newborns are at the centre of their care is necessary for a 
positive childbirth experience. Women must be meaning-
fully engaged in the design of health services, account-
ability frameworks, and evaluation of maternal services. 
Further research is needed to set minimum indicators 
for woman-centred outcomes that work in the context of 
sub-Saharan African LLMICs along with actionable strat-
egies to enhance the quality of maternity care based on 
women’s needs and preferences.
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