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Abstract
Background

Poor reproductive, maternal, newborn, child, and adolescent health outcomes in Nigeria can be attributed
to several factors, not limited to low health service coverage, a lack of quality care, and gender inequity.
Providers’ gender-discriminatory attitudes, and men’s limited positive involvement correlate with poor
utilization and quality of services.

Methods

We conducted a cross-sectional, observational, baseline quality of care assessment from April-July 2016
to inform a maternal and newborn health project in health facilities in Ebonyi and Kogi States. We
observed 435 antenatal care consultations and 47 births, and interviewed 138 providers about their
knowledge, training, experiences, working conditions, gender-sensitive and respectful care, and workplace
gender dynamics. The United States Agency for International Development’s Gender Analysis Framework
was used to analyze �ndings.

Results

Sixty percent of providers disagreed that a woman could choose a family planning method without a
male partner’s involvement, and 23.2% of providers disagreed that unmarried clients should use family
planning. Ninety-eight percent believed men should participate in health services, yet only 10%
encouraged women to bring their partners. Harmful practices were observed in 59.6% of deliveries and
disrespectful or abusive practices were observed in 34.0%. No providers offered clients information,
services, or referrals for gender-based violence. Sixty-seven percent reported observing or hearing of an
incident of violence against clients, and 7.9% of providers experienced violence in the workplace
themselves. Over 78% of providers received no training on gender, gender-based violence, or human rights
in the past three years.

Conclusion

Addressing gender inequalities that limit women’s access, choice, agency, and autonomy in health
services as a quality of care issue is critical to reducing poor health outcomes in Nigeria. Inherent gender
discrimination in health service delivery reinforces the critical need for gender analysis, gender responsive
approaches, values clari�cation, and capacity building.

Plain English Summary
Harmful gender norms can reduce women’s ability to obtain health care, in�uence how health providers
treat women, and exclude men from reproductive health. For example, norms that dictate a woman must
seek permission to see care for herself or children, that restrict women’s ability to make decisions about
their reproductive health, or those that prevent men from participating in equitable joint-decision making
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around health care can lead to poor health outcomes. These norms can also subject health providers to
violence and poor working conditions that, in turn, impact the quality of service delivery. Evidence shows
that when clients experience poor treatment in health facilities, they are less likely to use contraceptives,
deliver in a health facility, seek care for sick children, or use other health services. This perpetuates
maternal and newborn death and disease.

We conducted a study at the beginning of a large family planning (FP) and maternal, newborn, child, and
adolescent health program in Kogi and Ebonyi States of Nigeria to assess whether or not gender plays a
role in access to, use of, and delivery of health services. We found that some providers upheld harmful,
traditional gender norms that did not respect women’s right to make decisions about the use of
contraceptives or health services. ANC providers did not offer services to survivors of sexual assault or
intimate partner violence or encourage men to participate in health care for themselves, their partners, or
their families. Some health providers who were observed mistreating clients and their newborns reported
they were subject to disrespect and abuse themselves, including experiencing workplace physical and
sexual violence. These �ndings point to the need to train providers and address attitudes and conditions
within the health system that perpetuate gender discrimination and discourage women and men from
seeking and using potentially life-saving care.

Background
Nigeria has one of the highest rates of maternal mortality in the world (576 deaths per 100,000 live births)
[1] and accounts for 19% of the world’s total maternal deaths [2]. Reproductive, maternal, newborn, child,
and adolescent health (RMNCAH) outcomes are poor in Nigeria due to low coverage of health services
such as antenatal care (ANC), high unmet need for FP, low rates of facility-based childbirth, poor quality
of services, and an array of inequities and inequalities [3–9].

Research in recent years has increasingly demonstrated that gender-based attitudes and practices of
health providers and gender dynamics in health facilities contribute to issues of access and quality of
RMNCAH care. Gender norms frequently expose women to early or forced marriage, adolescent
pregnancies, unintended pregnancies, and sexual or physical violence [10]. These biases and norms
include women’s subordinate position within the home, lack of control over household decision-making
(including health-seeking decisions), lack of money to pay for transport to distant facilities, and lack of
mobility outside the home without male permission or a chaperone [5]. Where women lack autonomy and
mobility outside the home, their access to safe, adequate, timely, and affordable health services,
particularly emergency obstetric care, is undermined [14, 15].

A large FP program in six Nigerian cities (2009–2015) found that many Nigerian health providers
discouraged the use of contraceptives among women who were newly married because they believed
that women should have children immediately after marriage. Providers often believed that people with
small families should have bigger ones or that women should obtain the consent of their husband to
receive contraception [20]. In a 2018 study in South West Nigeria, providers encouraged young, sexually
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active, unmarried clients to abstain from sex instead of using a FP method, discouraged women from
using contraceptives (due to the mistaken belief that contraceptives impair future fertility), and
sometimes requested a husband’s permission before providing a woman with contraceptives [21].

Increased rates of skilled birth attendance and facility-based childbirth that meet basic quality standards
are key to reducing maternal mortality and morbidity. Gender discrimination in health service delivery
leads to poor quality care that can prevent women from visiting facilities even when health services are
available [30]. Approaches to quality of care in low-resource settings have mainly focused on the clinical
effectiveness of care. But recognition of clients’ preferences and experience of care as central elements
for improving the quality of person-centered health services is increasing [19, 31]. The 2016 WHO Quality
of Care framework for improving maternal and newborn health care emphasizes experience of care,
which includes respectful client-provider interaction as a core dimension of quality of care and a key
determinant of women’s use of services [32].

Women are more likely to be poor than men in most societies, and this status is an important driver of
providers’ mistreatment of women during care, which contributes to poor quality of care and potentially
reduces women’s subsequent utilization of care [9]. Mistreatment and abuse of mothers and newborns
includes failure to meet professional standards of care, poor rapport between women and providers, [10],
physical abuse, non-consented clinical care, non‐con�dential care, non‐digni�ed care (including verbal
abuse), discrimination based on speci�c patient attributes, abandonment or denial of care, and detention
in facilities [33]. These harmful practices reinforce gender norms and are often normalized by both
providers and clients [36]. Bohren et al. conducted a study on mistreatment in childbirth in Nigeria in 2017
and found that women reported experiencing or witnessing physical abuse, including slapping, physical
restraint to a delivery bed, and detainment in the hospital, and verbal abuse, such as shouting and
threatening women with physical abuse. Some women were forced to give birth on the �oor, unattended
by a provider [30].

Women in low- and middle-income countries frequently choose not to give birth in health facilities
because prior experiences of mistreatment and health facilities’ poor reputations have eroded their trust
in the health system [30]. A study in Enugu State in South East Nigeria found that utilization of services is
largely determined by women’s perceptions of the quality of care that will be received, speci�cally provider
behavior [37]. Other studies in Nigeria also found that the key reasons women said they did not use
facility-based maternal and child health services were poor provider attitudes [5] and perceived provider
biases based on age, marital status, parity, and socio-economic status; such attitudes and biases can
result in restricted services and skewed provision of information [38].

On the other hand, growing evidence suggests that positive male engagement in RMNCAH can improve
access to services, quality of care, and health outcomes. The United States Agency for International
Development (USAID) quali�es positive male engagement as “the involvement of men and boys across
life phases in family planning, sexual and reproductive health, maternal and child health, and HIV
programs as a) clients/users; b) supportive partners; and c) agents of change to improve health and
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gender equality outcomes, actively address power dynamics, and transform harmful masculinities.
Engaging men and boys also includes broader efforts to promote equality with respect to sexual
relations, caregiving, fatherhood, division of labor, and ending GBV” [22]. Increased male participation in
RMNCAH that promotes couples communication, equitable joint decision-making and gender equity can
also lead to greater uptake of modern FP methods, ANC services, HIV testing and treatment, facility-based
childbirth, breastfeeding, housework and childcare sharing, and child immunization [23–27]. The World
Health Organization (WHO) recommends the presence of a labor and birth companion of choice, if
desired by a woman, as a core element of care to improve labor outcomes and women’s satisfaction with
care [25, 28]. A 2013 Cochrane review found that supportive companionship increased the likelihood of
vaginal births (reducing the need for cesarean sections, forceps, or vacuum delivery), reduced the need for
pain medication, shortened labor, and improved newborn Apgar scores [29].

Finally, health providers also experience gender discrimination and violence that can impact the delivery
of care. Violence toward health providers in their personal lives, from clients, or from others in the health
workplace is not uncommon. WHO estimates that between 8–38% of health providers worldwide suffer
physical violence at some point in their careers. Nurses are most at risk. A 2012 study on workplace
violence against health providers in Abia State (adjacent to Ebonyi State) found that 88.1% of health
providers had experienced workplace violence (25.1% experienced physical assault and 4.5% experienced
sexual harassment) [39]. Violence not only impacts the psychological and physical well-being of health
providers, but also affects job motivation and compromises the quality of care they deliver [40]. In a
landscape analysis of disrespect and abuse in facility-based childbirth, Bowser and Hill noted that “the
perspective of the women who provide that care, however, has remained virtually absent from the
discourse” [33]. Filby et al. point to the violence and poor working conditions midwives encounter as a
driver of moral distress, burnout, poor retention, and poor quality of care [41].

For efforts to improve RMNCAH outcomes in Nigeria to succeed, the impact of gender on access to care
and quality of care must be understood and addressed. A gender perspective is necessary to understand
health facility-level factors that deter women from seeking facility-based care [42, 43].

Purpose of the study

Programs that focus on RMNCAH typically focus on women and girls. These programs may examine
health conditions associated with women’s reproductive roles, but often fail to consider the unequal
gender dynamics that characterize health service delivery and produce poor health outcomes for women
and girls. They also often miss how women’s subordinate roles within households, communities, and
societies contribute to negative health behaviors and outcomes. Additionally, programs may not consider
how women’s health is impacted by the unequal division of labor, allocation of resources, decision-
making, caregiving, or mobility outside the home.

This study was conducted at baseline to inform the focus and program design of an integrated maternal
and child health project in Kogi and Ebonyi States supported by the USAID-funded Maternal and Child
Survival Program (MCSP). MCSP in Nigeria’s goals included building the capacity of health care providers
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to address gender attitudes, dynamics and disparities in service delivery in the pursuit of more equitable
maternal and newborn health outcomes. Among other aims, the study sought to assess whether or not
gender plays a role in access to, use of, and delivery of health services— and if it does, how.

In this study, we de�ne gender dynamics as relationships and interactions among girls, boys, women, and
men. Gender-sensitivity, in this context, refers to providers’ knowledge, attitudes, practices, and beliefs
about gender equity that take into account gender differences in access to health information, service
delivery, and health outcomes. Providers’ knowledge of RMNCAH was assessed using structured
interview guides with gender-speci�c questions [32]. Instances of unequal or disadvantageous treatment
of clients on the basis of gender that were reported during interviews or observed during ANC
consultations and L&D were considered gender discrimination.

Earlier studies recommended considering gender barriers while designing, implementing, monitoring and
evaluating interventions to ensure program objectives are achieved and that efforts do not create
unintended consequences, particularly for women and girls [44, 45]. Hence, a gender analysis— a
systematic methodology for examining how differences in power relations result in differential risks,
exposures, vulnerabilities, and outcomes in health for men and women— is required [46].

The gender analysis within this quality of care assessment sought to answer the following research
questions and were categorized into the following domains from USAID’s Gender Analysis Framework
[44, 46]:

1. Are gender-related factors associated with health providers’ attitudes toward clients’ access to ANC,
labor and delivery (L&D), and FP services in Kogi and Ebonyi States? (Domain: Practices and
participation)

2. Are health providers gender-sensitive in their attitudes and practices during ANC, L&D, and FP
services? (Domains: Practices and participation, Beliefs and perceptions)

3. What gender dynamics exist among health providers in the workplace? (Domain: Institutions, laws,
and policies)

4. Are there barriers to gender-sensitive maternal and newborn service delivery? (Domains: Practices
and participation, Beliefs and perceptions, Access to assets)

Methods
Ethics approval and consent to participate

The study team received ethical approval to conduct the quality of care baseline study from the National
Health Research Ethics Committee in Nigeria and the Johns Hopkins Bloomberg School of Public Health
Institutional Review Board (IRB Study # 006632). Oral/ Verbal informed consent was obtained from both
the health providers observed and/or interviewed and clients observed as described in the consent script
embedded in each tool and participants consent were recorded before commencing the observation
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and/or interviews. However, in situations where obtaining consent from a client was impractical,
observation was not done.

Study setting and design

The baseline quality of care assessment was a cross-sectional, health facility-based study which
examined service providers’ knowledge, skills, and gender-related beliefs, practices, and policies with
respect to ANC services, labor and vaginal deliveries, and FP services.

Study instruments included the following: ANC Observation Checklist, L&D Observation Checklist, FP
Consult Observation Checklist, and a Maternal and Newborn Health Service Provider Interview Guide and
Knowledge Test for providers who offered ANC and L&D services. Clinical observations of client-provider
interactions were conducted by trained, practicing clinicians who directly observed care in real-time while
using structured, standardized observation checklists. The checklists were developed and used by
USAID’s Maternal and Child Health Integrated program, based on WHO-recommended evidence-based
practices for ANC and L&D care [47]. The structured provider interview and knowledge test was a verbally-
administered, quantitative tool (vs. a self-administered survey) that primarily included close-ended
questions but also a few open-ended questions on the following topics: provider background
charateristics and work environment, knowledge of evidence-based maternal and newborn health
interventions, experience with violent and disrespectful treatment, and gender-speci�c atttitudes and
beliefs that can affect client care [32]. The ANC checklist and provider included questions from the
Service Provision Assessment, which has been widely used in low-and middle-income countries [48].

Sampling methodology and sample characteristics

Samples were drawn from different units of the health facilities, including the maternity, antenatal, and
FP units, with clustering of data by facility. A total of 40 health facilities targeted to receive quality
improvement interventions in the �rst phase of MCSP implementation were purposively selected from a
larger list of 120 health facilities in Kogi and Ebonyi States that were identi�ed in consultation with the
State Ministries of Health to receive support from MCSP. The study was powered based on the number
ANC consultations to be directly observed. For observations of labor and delivery care, the plan was to
observe all deliveries during the days of the study team’s visit because of the low caseload of deliveries in
most of the facilities.

Based on an assumption of 220 working days per year, ANC data extracted from registers of the selected
health facilities indicated a combined average of 197 and 170 ANC visits per day in facilities in Ebonyi
and Kogi, respectively. The desired sample size of ANC consultations to be observed was based on
cluster sampling calculations (assuming health workers and clients are clustered within facilities) with a
median design effect of 1.5 to allow + 12% precision in quality of care indicator estimates. The assumed
prevalence for the quality of care indicators of interest was set at 50% to generate the most conservative
sample size, with approximately 200 ANC consultations planned to be observed in each state. Target
sample sizes were distributed across facility types based on identi�ed ANC caseloads—proportional to
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size. Since more services took place at the tertiary level, the protocol planned for the observation of 20
ANC consultations in the tertiary facility, 12 consultations in each of the general and mission hospitals,
and 5 consultations in each of the primary health centers and private clinics.

Current national standards require that a minimum of four service providers work in the maternity unit of
a facility to operate a shift-duty system. Therefore, based on an estimated minimum population of 160
eligible service providers (4 providers in each of the 40 health facilities), a 5% margin of error, and a 95%
con�dence interval, we planned to interview 136 ANC and labor and delivery providers.

Data collection procedures

Twenty-two obstetricians, pediatricians, medical o�cers, nurses, and midwives were selected as data
collectors for all the study tools based on their active clinical practice and data collection experience. All
data collectors received 2 weeks of training that included a brie�ng on the background and rationale of
the study, an overview of the study instruments and informed consent process, and orientation on all data
collection tools, including gender-related aspects of the observational and interview tools and technical
instructions for using CommCare technology, the mobile software used for data collection. Data
collectors were trained on gender terms and to review records for missing or inconsistent answers before
submission. Data collectors practiced using the study instruments in the classroom with colleagues
during role plays and clinical simulations using anatomic models and inter-rater reliability of the
observers’ scores was tested. Field tests using the tools were conducted over two days in �ve health
facilities in Kogi States, and feedback was used to revise the tools and reword questions as necessary.

Data collectors worked in teams whose sta�ng was based on the number of observations to be made
and classi�cations of the health facilities. Data collection lasted 1–2 days in primary health centers and
2–4 days in larger secondary and tertiary health facilities. Repeat visits were made to complete the target
number of ANC observations if needed; repeat visits were required more frequently in tertiary health
facilities and general hospitals. Supervisors visited data collection teams to provide ongoing quality
control.

Data were collected in Kogi and Ebonyi States from 1 April through 30 June 2016 and entered directly on
android-enabled tablet PCs using custom-created data entry programs developed with the password-
protected CommCare software package. Technical and information technology staff monitored data sent
to the CommCare HQ online site and veri�ed data completeness and accuracy.

Data analysis
Data were exported from CommCare to Excel before being converted to SPSS for cleaning and analysis.
Data analyses performed included percent distributions, counts, means, medians and cross-tabulations.
Responses to open-ended questions from the provider interview were collated and summarized by theme.
Results for Kogi and Ebonyi States were analyzed separately due to signi�cant sociocultural and
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normative differences in gender and health practices. For example, 74.2% of women in Ebonyi State have
undergone female genital mutilation compared to 1.7% of women in Kogi State [1].

Descriptive gender analysis was used to answer the gender assessment questions of the quality of care
�ndings. Gender analysis emphasizes the importance of examining not only supply-side issues in health
service provision, but also demand-side issues and the interrelation of the two [42]. Gender analysis can
reveal the complex interplay of gender inequality and other inequities that constitute barriers or
facilitators for access to health services and provider-client interactions. It can also provide baseline
information about providers’ knowledge, attitudes, and practices around gender during RMNCAH service
delivery and uncovered gender-related barriers that hinder the provision of quality, respectful, and equally
accessible health care.

A descriptive analysis of gender-speci�c quality of care �ndings was conducted using USAID’s Gender
Analysis Framework (Fig. 1) [44, 46] to examine gender-based constraints and opportunities in four
domains: (1) Practices, roles, and participation; (2) Beliefs and perceptions; (3) Access to assets; and (4)
Institutions, laws, and policies:

Figure 1.

Results
Sample characteristics

Twenty-six facilities were hospitals (tertiary, secondary, mission or private) and 14 were lower level
clinics/health centers. (Table 1).

Table 1
Number of facilities assessed by type

Facility type Ebonyi State Kogi State Total

Tertiary 1 1 2

Secondary 10 10 20

Mission 2 2 4

Private 2 2 4

Primary health center 5 5 10

Total 20 20 40

Although the majority of the providers were female (73%), 40% of the supervisors were male. Most
providers were between the ages of 30–59 as shown in Table 2.
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Table 2
Providers Characteristics

  Ebonyi State
(n = 72)

Kogi State (n 
= 67)

Total

(n = 
138)

%

Sex of supervisor Male 44.6 35.2 40.0

Female 55.4 59.3 57.3

Not
stated

0.0 5.6 2.7

Sex of health worker Male 31.0 20.9 26.1

Female 69.0 79.1 73.9

Age of health worker 20–
29 years

2.9 7.1 4.8

30–
39 years

22.9 14.3 19.0

40–
49 years

54.3 32.1 44.4

50–
59 years

17.1 42.9 28.6

Not
Stated

2.9 3.6 3.2

  # of years

Mean age   42.82 45.70 44.10

Mean number of years holding the
quali�cation of this post

  15.91 21.93 18.53

Mean number of years working in this
facility

  7.20 12.41 9.47

Overall, (Table 3) 435 ANC consultations (190 in Ebonyi State and 233 in Kogi State), 46 L&Ds (24 in
Ebonyi and 22 in Kogi) were conducted. Additionally, 138 maternal and newborn health providers (71 in
Ebonyi and 67 in Kogi) were interviewed about maternal and newborn health topics, as well as their
knowledge, beliefs, and perceptions about gender and workplace gender dynamics. Providers included
community health extension workers, midwives, nurses, nurse-midwives, general doctors, obstetricians,
pediatricians, and other specialists who offered ANC and/or L&D services.
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Table 3
Number of ANC and L&D observations, and provider interviews

  Ebonyi State Kogi State Total

# ANC consultations observed 202 233 435

# L&D observed 19 28 47

# Providers interviewed 71 67 138

Findings

The results of the assessment are categorized according to the gender analysis framework domains that
relate to quality of care most strongly: Beliefs and perceptions; Practices, roles, and participation; and
Institutions, laws, and policies.

Beliefs and perceptions
This domain includes gendered norms, such as attitudes and beliefs about what it means to be a woman
or a man in a speci�c context. Beliefs and perceptions affect a person’s behavior, participation, dress, and
decision-making capacity [10].

Observation of ANC consultations and interviews with providers revealed that gender-inequitable
attitudes toward service provision are prevalent and that providers have a limited understanding of how
to provide respectful, gender-sensitive care. Providers had deep-rooted patriarchal beliefs and perceptions
about gender, women’s autonomy, and gender-based violence (GBV). Providers held contradictory beliefs
that women were responsible for pregnancy, childbirth, and childcare, but that men should be the primary
decision-makers controlling whether women seek care, including whether or not to use contraceptives.
The study also showed an acceptance by providers and clients of practices related to mistreatment of
women and their newborns during facility-based care.

Ninety-�ve percent of providers agreed or strongly agreed that every woman who visits the facility should
be given the same quality of treatment irrespective of whether she has a companion. Still, 4.2% of
providers disagreed, strongly disagreed or were neutral that women without accompanying partners
should be treated the same way as any other patient.

Virtually all healthcare providers surveyed in both states (98.5%) agreed that men play a role in maternal,
newborn, and child health. And yet, this �nding could imply that many providers believe the man should
be the decision-maker about a woman’s reproductive health, given that providers’ subsequent responses
prioritized men’s decision-making authority over women’s reproductive autonomy. In Ebonyi State, 67.6%
of healthcare providers disagreed or strongly disagreed that a woman should be able to choose a FP
method on her own, compared to 50.7% of providers in Kogi State. Providers also held moralistic beliefs
about contraceptives and premarital sex. In both states combined, 23.2% of providers disagreed that
unmarried clients should use FP.
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Practices, roles, and participation
This domain includes roles and responsibilities that are traditionally expected of men and women, which
are in�uenced by gender norms and beliefs [10]. The majority of gendered practices related to patient-
provider interactions and how patients were treated by providers. Other issues concerned experiences of
violence by both clients and health providers. Across both districts, the majority of health providers
strongly agreed (73.2%) or agreed (26.8%) with the statement: “Both male and female clients deserve to
receive services without violence.”

The majority of ANC providers observed greeted clients in a friendly and respectful manner (Table 4).
However, few providers asked clients if they would like their husband/partner to participate in ANC
consultation.

Table 4
Observations of provider interactions with clients during ANC counseling

Checklist Component Ebonyi
State

%

(n = 
202)

Kogi
State

%

(n = 
233)

Total

%

(n = 
435)

Provider greeted the client and others present in a friendly and
respectful manner

91.6 89.3 90.3

Provider introduced him/herself and gave his/her title 5.9 17.2 12.0

Provider called the client by her appropriate name/title 70.8 56.7 63.2

Provider informed client about progress of the pregnancy 42.6 47.2 45.1

Provider asked the client where she will deliver 10.4 6.0 8.1

Provider asked the woman if she wanted her husband/partner to
participate in ANC consultation

7.9 12.4 10.3

Provider asked client if she has identi�ed a birth companion of her
choice

1.5 1.7 1.6

Respectful maternity care �ndings for women in labor were mixed. During the initial client assessments
for women in labor, the majority of clients (90%) were respectfully greeted by providers. However, only
45% of providers encouraged women to have a support person present during labor and birth, and only
50% of providers asked women (and the support person, if present) if they had any questions. Notably, no
providers in either state told the woman or her companion what was going to be done, listened to the
woman or provided support and reassurance.

During L&D, providers made an effort to provide respectful care. More than half of providers (57.1% in
Ebonyi State and 76.9% in Kogi State) explained the procedures being performed to women. However, a
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gap in quality of services related to vaginal examinations was identi�ed between the two states. In
Ebonyi State, 28.6% of clients were informed before a vaginal examination was conducted compared
with 92.3% of clients in Kogi State. Similarly, only 14.3% of clients in Ebonyi State were informed of the
examination �ndings compared with 92.3% of clients in Kogi State.

At least one potentially harmful practice, such as applying fundal pressure to hasten delivery of baby or
placenta, was performed during delivery in 59.6% of encounters and at least one disrespectful or abusive
practice was observed in 34.0% of encounters across Ebonyi State and Kogi States (Table 5).
Episiotomies were performed in at least one-quarter of the observations across the two states.

Table 5
Potentially harmful practices observed during delivery

  Ebonyi
State

%

(n = 19)

Kogi
State

%

(n = 28)

Total

%

(n = 
47)

Engaged in at least one harmful practice 63.2 57.1 59.6

Potentially harmful practices

Used an enema 0.0 3.6 2.1

Applied fundal pressure to hasten delivery of baby or placenta 10.5 10.7 10.6

Performed lavage of uterus after delivery 0.0 7.1 4.3

Stretched the perineum 0.0 21.4 12.8

Manually explored the uterus after delivery 15.8 21.4 19.1

Performed episiotomy 6.4 2.1 8.5

Performed routine aspiration of newborn mouth and nose at
birth

15.8 35.7 27.7

Started routine intravenous line without indication 10.5 0.0 4.3

Restricted food and �uids in labor 31.6 32.1 31.9

Institutions, laws, and policies
This domain includes the ways in which women and men are dissimilarly affected by institutional
structures, policies, and rules both within the health system and beyond and includes considerations of
formal and informal rights [10]. Violence directed toward health providers is included within this domain
as it occurs at the institutional level, must be addressed at the institutional level, and can affect the care
patients receive.
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Seventy-eight percent of providers had received no training on gender, gender-based violence or human
rights in the last three years. Fewer than half of providers in Ebonyi (40.8%) and Kogi (31.3%) reported
that their facilities were equipped to allow for the presence of a birth companion through ensuring visual
privacy in the delivery ward. Most facilities were open wards where multiple women delivered without a
wall, curtain or other visual barrier. As a result, men who accompanied their partners for L&D were often
not allowed (according to the facility’s policy) inside the labor or postnatal wards to act as supportive
companions. The majority of providers did not allow women to choose their delivery position; supine,
dorsal, or lithotomy positions were permitted, but women were unable to deliver in a non-horizontal
position.

While the majority of providers interviewed believed that they were treated respectfully in the facility, 8%
of providers across the two states reported that they or a colleague had experienced at least one form of
violence by a colleague or supervisor (Fig. 2). Violence in the workplace was more frequently reported
among health providers in Ebonyi state (9.7%) than Kogi state (7.9%). No experiences of sexual violence
were reported in Kogi State, but 1.4% of the female health providers in Ebonyi State reported being
physically forced to have sexual intercourse or perform other sexual acts while on the job. Providers were
not asked about whether the violence was perpetrated by co-workers, supervisors or clients. Physical
violence was reported to occur more frequently in the workplace in Ebonyi State (7.9%) than in Kogi State
(1.4%).

Figure 2:

Sixty-seven percent of providers also reported high rates of experiencing, observing or hearing of at least
one incident of violence against clients (Fig. 3).

Figure 3:

Discussion
Gender, age, and marital status should not affect the right to receive high-quality, gender-sensitive, and
respectful services when seeking ANC and L&D care or other health services, such as family planning. Yet
gender norms embedded in sociocultural practices persist, and drive providers’ poor attitudes, perpetuate
violence, limit the utilization of facility-based services, and contribute to poor RMNCAH outcomes [5, 6].
The current �ndings have implications for designing interventions to help improve the provision of
gender-sensitive and respective care: program planners must be intentional about addressing and
measuring inequalities, as well as improving quality, respectful care.

Beliefs and perceptions

Nighty-eight percent of providers believed that it was appropriate and important for a man to participate
in RMNCAH services and support his female partner. This is consistent with previous �ndings from
hospitals in Nigeria where midwives acknowledged the bene�ts of having a partner present, for example,
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contributing to pain relief during childbirth [49]. Previous studies have found that engaging men in
reproductive, maternal, and newborn health can increase care seeking, improve home care practices, and
support more equitable communication and decision-making among couples related to maternal and
newborn health [1, 27]. Despite this recognition, facilities did not have adequate privacy in the L&D and
postpartum wards to enable men to attend L&D and did not allow or encourage men to participate.

However, as a re�ection of gender norms that prioritize men’s power in decision-making, most providers
did not think women should have autonomy in FP decision-making—67.6% of providers interviewed in
Ebonyi State and 50.7% in Kogi State believed that a woman should not choose a FP method on her own.
Even though multiple studies have shown FP to be generally accepted as women’s responsibility [50], in
Kogi and Ebonyi States, providers believed the decision of whether or not to use FP should be made by
the man or by the couple together, and the woman should be responsible for implementing FP decisions.
A previous study in Nigeria found that men often think that women should take responsibility for using
contraception, but that men should control the decision-making [51]. These perspectives may be at odds
with current programs in Nigeria that direct FP awareness raising toward women alone, excluding men,
given that Nigerian couples often do not discuss FP [52] and that men typically do not participate in FP
consultations.

Providers also held discriminatory beliefs about who should be allowed to use FP. Beliefs were based on
culture, gender, and religion rather than medical need or client preference. According to the Demographic
and Health Survey, “Women and men in Nigeria tend to initiate sexual activity before marriage.”
Approximately one-third of women in Ebonyi and in Kogi had sex before the age of 18, but the median
age of marriage for women in Nigeria was 18.1 [1]. Our study found that 23.2% of providers did not think
unmarried clients should use FP services. A study in Ibadan, Oyo State, Nigeria, found that 57.5% of
providers believed that unmarried adolescents should be told to abstain from sex rather than be provided
with contraceptives, which they believed would promote sexual promiscuity. Providers also believed that
contraceptives should not be provided to adolescents, whether married or unmarried [53]. Another
program in Nigeria found that providers turned away unmarried clients, newly married couples, or couples
with only one baby from FP services based on personal beliefs that unmarried clients should not be
having sex and that newly married couples should begin childbearing right away to produce large
families [20].

Practices, roles, and participation

As in many health settings globally, we found that the majority of health providers were female, but the
majority of supervisors were male [10, 41]. This relative exclusion of women from equitable leadership
positions could be due to a number of factors, including discriminatory attitudes about women’s ability to
be managers, a lack of gender-sensitive workplace policies such as breastfeeding rooms and parental
leave, and sexual harassment and violence. These factors have been shown to lead to burnout, attrition,
mistreatment of patients, and the delivery of poor quality health services [10].
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Birth preparedness counseling observed during ANC consultations revealed low levels of interaction and
engagement between providers and clients. Women were inadequately informed about the status of their
pregnancy and their options for childbirth, which may re�ect providers’ bias about women’s agency and
dignity.

Over one-third of respondents reported having experienced, observed, or heard of at least one incident of
violence or mistreatment against clients. This included being yelled at, threatened, or ignored by facility
staff and, in a minority of cases, being punched, kicked, dragged, or beaten.

Mistreatment of women in labor is common in many RMNCAH service delivery settings [6]. Our study
observed no occurrence of slapping, hitting, or pinching clients during or after labor in either state.
However, potentially harmful practices were observed. For example, routine episiotomies that are not
required (and put women at risk of harm, infection, and sepsis) signify acts of mistreatment [54]. Our
�ndings are consistent with an earlier study that found women’s perception of quality of care was lowest
related to privacy and respect for clients [55].

Institutions, laws, and policies

Enhancing privacy during care was a gender-based constraint to accessing high-quality RMNCAH care.
Our study found that only 36% of facilities were equipped to accommodate male birth companions due to
limited privacy. Despite the recognition that engaging men in maternal and newborn health is bene�cial
[1, 27], even if men wanted to accompany their wives, facilities were unequipped to allow men to do so
while maintaining the privacy of other clients.

Study strengths and limitations

This was a small-scale cross-sectional study that included direct observation of antenatal and labor and
delivery care, the gold standard for understanding quality of care; and interviews with health care
providers to inform programmatic activities that strengthen the quality of RMNCAH service delivery.
Observations were limited to ANC consultations and and births that occurred on the days data collectors
were present. The �nal number of L&D observations was small due to low caseloads therefore the
margins of error are wide. However, the study was not designed to be representative of the entire country
but to provide baseline data within the two states to inform local project design. Given that health service
providers across Nigeria operate under similar conditions and that the gender norms present in our study
exist throughout Nigeria, we believe that the �ndings of this gender analysis can effectively inform gender
integration for maternal and newborn health programming across the country.

Providers may have delivered care differently because they were under observation (Hawthorne effect),
resulting in underreporting of gender discrimination or mistreatment in care. Social desirability bias may
have impacted providers’ interview responses.

Another limitation of the study stems from the sensitivity towards terms such as gender, gender-based
violence, disrespect and abuse, or mistreatment among providers in Nigeria. These terms were included in
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the survey instruments and potentially affected responses from providers because these terms may have
elicited negative reactions, particularly for questions regarding workplace gender dynamics. Widespread
con�ation of the term “gender” with women’s issues—which are often dismissed as a western imposition,
a modern fad, an attack on men’s rights, an attack on tradition/culture/religion, or an accusation that all
men are bad—may have in�uenced respondents interpretations of the term. Some respondents may have
not understood what was meant by gender within the study. Additionally, some types of violence may not
have been considered violent by respondents due to the high acceptance of violence against women and
the culture of silence surrounding gender-based violence in Nigerian society. Further validation of the
study tools would have helped to limit misinterpretation.

Recommendations

Gender-discriminatory beliefs and practices identi�ed in our study hold far-reaching implications for the
ability of women to make self-directed decisions about RMNCAH. Gender-discrimination negatively
impacts the ability of providers to deliver gender-sensitive care that respects women’s human rights,
dignity, and bodily autonomy [20]. For RMNCAH programming in Nigeria to be successful, programs must
meaningfully engage men, women, and community leaders in awareness raising, in ways that respect
women’s reproductive autonomy, agency and rights. And efforts must go beyond just the bene�ts of
healthy timing and spacing of pregnancies and limiting family size. Capacity building of providers, as
well as health facility’s and national policies, should reinforce that health service delivery should not be
in�uenced by morals, gender biases, or religion, but should focus on medical needs, client preferences,
and evidence-based approaches to care.

Our �ndings indicate an opportunity to improve reproductive health outcomes and leverage couples
counseling to mitigate power imbalances between men and women around fertility and encourage
women to participate in joint decision-making. In order to transform perceptions of RMNCAH services
from being solely a woman’s issue to a joint endeavor between couples [31], previous studies [12, 56]
recommended the creation of a supportive and male-friendly environment at health facilities that
encourages men to be involved in maternal health services [19]. Further interventions are therefore
needed at the institutional level to ensure that men are able to accompany their partners to L&D, including
creating private L&D and postpartum spaces within health facilities, sensitization, training and guidance
for health providers on how to engage men along the RMNCH continuum.

Such capacity building, guided by a 2018 gender capacity building framework for providers [57], can
improve providers’ ability to counsel men and couples and advocate for facility preparedness to engage
men in pregnancy and childbirth (when women desire men’s presence). Such efforts, however, must
ensure that attempts to engage men do not infringe upon women’s reproductive autonomy by
encouraging men to take control of reproductive health decision-making. Instead, they should increase
and uphold women’s agency, self-e�cacy, and decision-making power.

Health providers were identi�ed as having a key role in changing the negative effects of harmful gender
norms and stereotypes by empowering both women and men to make informed choices about their
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health. A study on improving reproductive health outcomes, Stover et al. highlighted the importance of
creating opportunities for providers to clarify personal values and offer services in a nonjudgmental way
to meet clients’ reproductive health needs [58].

There are not many RMNCAH interventions which address gender as a determinant of mistreatment
during maternal and newborn health care [10]. Interventions include provider trainings to clarify values
and transform attitudes in order to facilitate understanding of gender-discriminatory behaviors and
attitudes, which in�uence mistreatment during labor and childbirth (for example, the WHO Health Workers
for Change quality of care curriculum [59] and the Jhpiego Gender Transformation for Health Toolkit)
[60]. These can be part of wider efforts to engage policymakers to focus on mistreatment during labor
and childbirth and to support accountability by strengthening community and health facility linkages,
putting in place systems to gather patient complaints and feedback and developing patient charters at
the facility level [10]. Interventions that support a positive work environment for health providers are also
needed. For example, the Heshima Project in Kenya worked at the community, facility and policy levels to
examine the extent and causes of mistreatment in care in Kenya, and designed and implemented
interventions to promote respectful care [61]. MCSP provided recommendations to the Nigerian MOH
including a scale up of the Health Workers for Change Curriculum; capacity building and ongoing
mentorship on gender-sensitive service delivery, male engagement and couples’ counseling; and �rst-line
support to survivors of GBV. MCSP also recommended a scale up of efforts to improve infrastructure for
privacy in L&D and post-natal wards in health facilities.

Conclusion
Our study identi�ed several RMNCAH quality of care issues affected by gender inequalities and harmful
norms in Kogi and Ebonyi States. These �ndings can inform the development of gender-transformative
interventions and measurement approaches to address and assess the impact of harmful gender norms
and practices, as well as power imbalances between men and women, on service delivery. Integrating
gender into the design of interventions and capacity building efforts is key to improving quality of
services. Gender analysis remains a critical step in identifying gender-based constraints and
opportunities. Empowering women, involving men, transforming service providers’ negative attitudes, and
encouraging respectful care are critical approaches to promote better utilization and quality of maternal
health services and, ultimately, to improve maternal and newborn health outcomes [23, 62, 63]. By
identifying and addressing the in�uences and unintended consequences of gender discrimination in
health service delivery, providers, facility managers, and stakeholders in health systems can improve
countries’ progress toward universal health coverage and the attainment of national and global goals
such as the Sustainable Development Goals.

Abbreviations
ANC Antenatal care



Page 20/29

DHS Demographic and Health Survey

FP Family planning

GBV Gender-Based Violence

HIV Human immunode�ciency virus

IRB Institutional Review Board

L&D Labor and Delivery

MCSP Maternal and Child Survival Program

RMNCAH Reproductive, maternal, newborn, child and adolescent health

USAID United States Agency for International Development

WHO World Health Organization

Declarations
Ethics approval and consent to participate

The study team received ethical approval to conduct the quality of care baseline study from the National
Health Research Ethics Committee in Nigeria and the Johns Hopkins Bloomberg School of Public Health
Institutional Review Board (IRB Study # 006632). Informed consent was obtained from both the health
providers observed and/or interviewed, and clients being observed.

Consent for publication

All authors have approved the �nal version of this manuscript.

Availability of data and materials

The de-identi�ed datasets generated and analysed during the current study are available in USAID’s
public data development library at this link: https://data.usaid.gov/Maternal-and-Child-Health/Maternal-
Child-Survival-Program-Baseline-Quality-o/3zqw-f3e4

Competing interests

The authors declare that they have no competing interests.

Funding



Page 21/29

This study was made possible by the generous support of the USAID under the terms of the Cooperative
Agreement AID-OAA-A-14-00028. The contents are the responsibility of the Maternal and Child Survival
Program and do not necessarily re�ect the views of USAID or the United States Government.

Authors' contributions

All authors contributed to the writing of the manuscript, edited, and approved the �nal manuscript. BR
was the principal investigator of the study. BR, BO, GB, OA, and EA designed the study tools. MB, JB, CO,
and BR integrated gender into the study tools. BR, BO and GI led implementation of the baseline
assessment. CO and JB led analysis of the gender �ndings and data interpretation, writing of the
manuscript, review of the literature, extraction of relevant data from articles, and editing of the
manuscript. GI led statistical analysis of the study �ndings. MB, OA, UO contributed to reviewing, data
analysis, writing, and editing the manuscript. JB led management of the manuscript submission.

Acknowledgements

The authors are grateful to the providers and clients who generously provided their time to participate in
this study. We would like to express deep appreciation for the support and thoughtful contributions of our
principal investigator in Nigeria, Dr. Emmanual Otolorin; study team members Barbara Rawlins, Mark
Kabue and Hannah Tappis; reviewer Niyati Shah from USAID; reviewer Rosemary Morgan from the Johns
Hopkins Bloomberg School of Public Health; and reviewers Gilliane McShane, Bianca Devoto, Alishea
Galvin, Geoff Prall, Kathleen Hill, Anne P�tzer, Gabriel Alobo, and Judith Fullerton from Jhpiego.

References
1. National Population Commission (NPC), ICF International. Nigeria Demographic and Health Survey

(NDHS). 2013. Abuja, Nigeria and Rockville, MD, USA. NPC and ICF International. 2014.
https://dhsprogram.com/pubs/pdf/FR293/FR293.pdf. Accessed 20 June 2019.

2. World Health Organization. Trends in maternal mortality: 1990 to 2015: estimates by WHO, UNICEF,
UNFPA, World Bank Group and the United Nations Population Division. Geneva: WHO; 2015. pp. 1–
38.

3. Kana MA, Doctor HV, Peleteiro B, Lunet N, Barros H. Maternal and child health interventions in
Nigeria: a systematic review of published studies from 1990 to 2014. BMC Public Health.
2015;1:334.

4. Ezeh OK, Agho KE, Dibley MJ, Hall J, Page AN. Determinants of neonatal mortality in Nigeria:
evidence from the 2008 demographic and health survey. BMC Public Health. 2014;1:521.

5. Doctor HV. Variations in under-�ve mortality estimates in Nigeria: explanations and implications for
program monitoring and evaluation. Matern Child Health J. 2013;8:1355–8.

�. National Bureau of Statistics, United Nations Children's Fund (UNICEF). Multiple Indicator Cluster
Survey 2016–17: Survey Findings Report. Abuja, Nigeria: NBS and UNICEF. 2017.



Page 22/29

https://www.unicef.org/nigeria/media/1406/�le/Nigeria-MICS-2016-17.pdf. Accessed 17 Jan 2019.

7. Dahiru T, Oche OM. Determinants of antenatal care, institutional delivery and postnatal care services
utilization in Nigeria. Pan Afr Med J. 2015;21.

�. Ugbor IK, David-Wayas OM, Arua M, Nwanosike DU. The socioeconomic factors that determine
women utilization of healthcare services in Nigeria. Int J Asian Soc Sci. 2017;7:5:359–66.

9. Tokhi M, Comrie-Thomson L, Davis J, Portela A, Chersich M, Luchters S. Involving men to improve
maternal and newborn health: a systematic review of the effectiveness of interventions. PLoS One.
2018;13(1):e0191620.

10. Betron ML, McClair TL, Currie S, Banerjee J. Expanding the agenda for addressing mistreatment in
maternity care: a mapping review and gender analysis. Reprod Health. 2018;15(1):143.

11. Global Health 50/50. The Global Health 50/50 report: how gender-responsive are the world's most
in�uential global health organisations? London, UK; 2018. http://globalhealth5050.org/report/.
Accessed 20 June 2019.

12. Koblinsky M, Moyer CA, Calvert C, Campbell J, Campbell OMR, Feigl AB, et al. Quality maternity care
for every woman, everywhere: a call to action. Lancet. 2016;388(10057):2307–20.

13. Łyszczarz B. Gender bias and sex-based differences in health care e�ciency in Polish regions. Int J
Equity Health. 2017;16(1):8.

14. Rottach E, Hardee K, Jolivet R, Kiesel R. Integrating gender into the scale-up of family planning and
maternal, neonatal, and child health programs. Washington, DC, USA: Futures Group, Health Policy
Project. 2012.
https://www.healthpolicyproject.com/pubs/51_ScaleupofGenderintoFPMCHprogramsJuly.pdf.
Accessed 20 June 2019.

15. Corroon M, Speizer IS, Fotso J-C, Akiode A, Saad A, Calhoun L, et al. The role of gender empowerment
on reproductive health outcomes in urban Nigeria. Matern Child Health J. 2014;18(1):307–15.

1�. Bankole A. Desired fertility and fertility behaviour among the Yoruba of Nigeria: a study of couple
preferences and subsequent fertility. Popul Stud (NY). 1995;49(2):317–28.

17. Sanusi A, Akinyemi OO, Onoviran OO. Do knowledge and cultural perceptions of modern female
contraceptives predict male involvement in Ayete. Nigeria? Afr J Reprod Health. 2014;18(4):105–14.

1�. Adeleye OA, Aldoory L, Parakoyi DB. Using local culture and gender roles to improve male
involvement in maternal health in Southern Nigeria. J Health Commun. 2011;16(10):1122–35.

19. Tipping G, Segall M. Health care seeking behaviour in developing countries: an annotated
bibliography and literature review. Soc Sci Med. 1997;45(12):1901–6.

20. Desmon S. When Service Providers Say ‘No’. Baltimore: Johns Hopkins Center for Communication
Programs. 2018. https://ccp.jhu.edu/2018/01/29/family-planning-provider-bias-nigeria/. Accessed
20 June 2019.

21. Sieverding S, Shen L. Bias in contraceptive provision to young women among private health care
providers in South West Nigeria. Int Perspect Sex Reprod Health. 2018;44(1):19–29.



Page 23/29

22. Interagency Gender Working Group. Handout: Gender-related Terms and De�nitions.
https://www.igwg.org/training/developing-a-shared-vocabulary/. Accessed 17 Jan 2019.

23. Pratley P. Associations between quantitative measures of women’s empowerment and access to care
and health status for mothers and their children: A systematic review of evidence from the
developing world. Soc Sci Med. 2016;169:119–31.

24. Naugle D. Leveraging spousal communication as a gateway behavior in the context of an integrated
health project in Mali. Nusa Dua, Indonesia: Johns Hopkins Center for Communication Programs.
2018. http://www.comminit.com/�les/dbnauglegateway_0.pdf?
utm_medium=email&utm_campaign=drumbeat759&utm_content=dbnauglegateway_0.pdf.
Accessed 20 June 2019.

25. World Health Organization. WHO recommendations on health promotion interventions for maternal
and newborn health
WHO
World Health Organization. WHO recommendations on health promotion interventions for maternal
and newborn health. Geneva. Switzerland; WHO. 2015.
http://apps.who.int/iris/bitstream/10665/172427/1/9789241508742_report_eng.pdf. [Accessed 5
Jan 2018].

2�. Levtov R, van der Gaag N, Greene M, Kaufman MBG. State of the world’s fathers: a MenCare
advocacy publication. Washington, DC, USA: Promundo, Rutgers, Save the Children, Sonke Gender
Justice, and the MenEngage Alliance. 2015. https://sowf.s3.amazonaws.com/wp-
content/uploads/2015/06/08181421/State-of-the-Worlds-Fathers_23June2015.pdf. Accessed 20
June 2019.

27. Doyle K, Levtov RG, Barker G, Bastian GG, Bingenheimer JB, Kazimbaya S, et al. Gender-
transformative Bandebereho couples’ intervention to promote male engagement in reproductive and
maternal health and violence prevention in Rwanda: �ndings from a randomized controlled trial.
PLoS One. 2018;13(4):e0192756.

2�. World Health Organization. WHO recommendations for augmentation of labour. Geneva,
Switzerland: WHO. 2014.
https://www.who.int/reproductivehealth/publications/maternal_perinatal_health/augmentation-
labour/en/. Accessed 20 June 2019.

29. Hodnett ED, Gates S, Hofmeyr GJSC. Continuous support for women during childbirth (Review).
Cochrane Database Syst Rev. 2013;7(CD003766.).

30. Bohren MA, Vogel JP, Tunçalp Ö, Fawole B, Titiloye MA, Olutayo AO, et al. Mistreatment of women
during childbirth in Abuja, Nigeria: a qualitative study on perceptions and experiences of women and
healthcare providers. Reprod Health. 2017;14(1):9.

31. Quality of Care Network. Quality, Equity, Dignity. A Network for Improving Quality of Care for
Maternal, Newborn, and Child Health. 2017.



Page 24/29

https://www.who.int/maternal_child_adolescent/topics/quality-of-care/quality-of-care-brief-qed.pdf.
Accessed 20 June 2019.

32. World Health Organization. Standards for improving quality of maternal and newborn care in health
facilities. Geneva, Switzerland: World Health Organization. 2016.
https://www.who.int/maternal_child_adolescent/documents/improving-maternal-newborn-care-
quality/en/. Accessed 3 June 2019.

33. Bowser D, Hill K. Exploring evidence for disrespect and abuse in facility-based childbirth: report of a
landscape Analysis. Washington DC, USA: United States Agency for International Development
(USAID). 2010. https://www.ghdonline.org/uploads/Respectful_Care_at_Birth_9-20-101_Final1.pdf.
Accessed 20 June 2019.

34. 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. 2016;2:640–55.

35. Sacks E. De�ning disrespect and abuse of newborns: a review of the evidence and an expanded
typology of respectful maternity care. Reprod Health. 2017;14(1):66.

3�. Freedman LP, Kruk ME. Disrespect and abuse of women in childbirth: challenging the global quality
and accountability agendas. Lancet. 2014;384(9948):e42–4.

37. Uzochukwu BSC, Onwujekwe OE, Akpala CO. Community satisfaction with the quality of maternal
and child health services in southeast Nigeria. East Afr Med J. 2004;81(6):293–9.

3�. Schwandt HM, Speizer IS, Corroon M. Contraceptive service provider imposed restrictions to
contraceptive access in urban Nigeria. BMC Health Serv Res. 2017;17(1):268.

39. Ogbonnaya GU, Ukegbu AU, Aguwa EN, Emma-Ukaegbu U. A study on workplace violence against
health workers in a Nigerian tertiary hospital. Niger J Med. 2012;21(2):174–9.

40. WHO. Violence against health workers. Geneva, Switzerland: WHO. 2019.
https://www.who.int/violence_injury_prevention/violence/workplace/en/. Accessed 20 June 2019.

41. Filby A, McConville F, Portela A. What prevents quality midwifery care? A systematic mapping of
barriers in low and middle income countries from the provider perspective. PLoS One.
2016;11(5):e0153391.

42. Ozaal Z, Cook S. Health and poverty gender analysis: brie�ng prepared for the Swedish International
Development Co-operation Agency (Sida). Brighton, UK: Institute of Development Studies. 1998.
https://cdn.atria.nl/epublications/1998/Health_and_poverty.pdf. Accessed 20 June 2019.

43. 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.
2015;15(1):97.

44. United States Agency for International Development. Automated Directives System, Chap. 205:
Integrating gender equality and female empowerment in USAID’s program cycle. Washington DC,
USA. USAID. 2017. https://www.usaid.gov/sites/default/�les/documents/1870/205.pdf. Accessed
20 June 2019.



Page 25/29

45. Rottach E. Approach for promoting and measuring gender equality in the scale-up of family planning
and maternal, neonatal, and child health programs. Washington, DC, USA: Futures Group, Health
Policy Project. 2013. https://www.healthpolicyproject.com/pubs/86_GEapproachreportFinal.pdf.
Accessed 20 June 2019.

4�. Jhpiego. Gender analysis toolkit for health systems. Baltimore, MD, USA: Jhpiego. 2016. Figure
designed by Be The Change Group, Inc. http://reprolineplus.org/system/�les/resources/Gender-
Analysis-Toolkit-for-Health-Systems.pdf. Accessed 19 Apr 2019.

47. Rosen HE, Lynam PF, Carr C, Reis V, Ricca J, Bazant ES, et al, on behalf of the Quality of Maternal and
Newborn Care Study Group of the Maternal and Child Health Integrated Program. Direct observation
of respectful maternity care in �ve countries: a cross-sectional study of health facilities in East and
Southern Africa. BMC Pregnancy Childbirth. 2015, 15:306.

4�. The Demographic and Health Surveys Program. The Service Provision Assessment. 2012.
https://dhsprogram.com/What-We-Do/Survey-Types/SPA.cfm. Accessed 17 Jan 2019.

49. Emelonye AU, Vehviläinen-Julkunen K, Pitkäaho T, Aregbesola A. Midwives perceptions of partner
presence in childbirth pain alleviation in Nigeria hospitals. Midwifery. 2017;48:39–45.

50. Schuler SR, Rottach E, Mukiri P. Gender norms and family planning decision-making in Tanzania: a
qualitative study. J Public Health Africa. 2011;2(2):25.

51. Oni GA, McCarthy J. Family planning knowledge, attitudes and practices of males in Ilorin, Nigeria.
Int Fam Plan Perspect. 1991;17(2):50.

52. Ijadunola MY, Abiona TC, Ijadunola KT, Afolabi OT, Esimai OA, OlaOlorun FM. Male involvement in
family planning decision making in Ile-Ife, Osun State, Nigeria. Afr J Reprod Health. 2010;43–50.

53. Ahanonu EL. Attitudes of healthcare providers towards providing contraceptives for unmarried
adolescents in Ibadan, Nigeria. J Family Reprod Heal. 2014;8(1):33–40.

54. Hartmann K, Viswanathan M, Palmieri R, Gartlehner G, Thorp J, Lohr KN. Outcomes of routine
episiotomy. JAMA. 2005;293(17):2141.

55. Adeyemi Babatunde O, Aiyenigba E, Ademola Awoyemi O, Makanjuola Akande T, Ibrahim Musa O,
Ganiyu Salaudeen A, et al. Primary health care consumers’ perception of quality of care and its
determinants in North-central Nigeria. J Asian Sci Res. 2013;3(7):775–85.

5�. Atuahene MD, Arde-Acquah S, Atuahene NF, Adjuik M, Ganle JK. Inclusion of men in maternal and
safe motherhood services in inner-city communities in Ghana: evidence from a descriptive cross-
sectional survey. BMC Pregnancy Childbirth. 2017;17(1):419.

57. United States Agency for International Development (USAID), Human resources for Health in 20130
(HRH2030). De�ning and advancing a gender-competent family planning service provider: a
competency framework and technical brief. Arlington, VA, USA: HRH2030. 2018.
https://www.hrh2030program.org/wp-content/uploads/2019/06/De�ning-and-Advancing-a-Gender-
Competent-Family-Planning-Service-Provider_A-Competency-Framework-and-Technical-Brief.pdf.
Accessed 20 June 2019.



Page 26/29

5�. Stover J, Hardee K, Ganatra B, García Moreno C, Horton S. Interventions to improve reproductive
health. In: Black, RE, Laxminarayan R, Temmerman M, Walker N, editors. Reproductive, maternal,
newborn, and child health: disease control priorities, Third Edition (Volume 2). Washington, DC, USA:
The International Bank for Reconstruction and Development / The World Bank. 2016.
http://www.ncbi.nlm.nih.gov/pubmed/27227229. Accessed 4 March 2019.

59. United Nations Development Program (UNDP) /World Bank/World Health Organization (WHO)
Special Programme for Research and Training in Tropical Diseases. Health workers for change: a
manual to improve quality of care. World Health Organization. 1995.
https://apps.who.int/iris/handle/10665/63192. Accessed 4 March 2019.

�0. Jhpiego. Gender transformation for health: a participatory toolkit. Baltimore, MD, USA. 2019.
http://reprolineplus.org/resources/gender-transformation-toolkit. Accessed Sep 13 2019.

�1. Abuya T, Ndwiga C, Ritter J, Kanya L, Bellows B, Binkin N, et al. The effect of a multi-component
intervention on disrespect and abuse during childbirth in Kenya. BMC Pregnancy Childbirth.
2015;15(1):224.

�2. Azuh D, Azuh A, Iweala E, Adeloye D, Akanbi M, Mordi R. Factors in�uencing maternal mortality
among rural communities in southwestern Nigeria. Int J Womens Health. 2017;9:179–88.

�3. Davis J, Vaughan C, Nankinga J, Davidson L, Kigodi H, Alalo E, et al. Expectant fathers’ participation
in antenatal care services in Papua New Guinea: a qualitative inquiry. BMC Pregnancy Childbirth.
2018;18(1):138.

Figures



Page 27/29

Figure 1

Gender analysis framework
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Figure 2

Provider-reported incidence of violence against themselves or other providers in the workplace
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Figure 3

Provider-reported Incidence of violence against clients in the health facility by providers
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