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Exploring The Practice of Respectful Maternity Care Among Midwives at The Labour Ward of Tamale Teaching Hospital
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ABSTRACT
Background: Improving women's maternal health is critical to their overall health and well-being. A major care approach that has been shown to significantly enhance the quality of care given to mothers during labour is respectful maternity care (RMC). Every woman has the inherent right to a positive birth experience and compassionate care delivered by knowledgeable and skilled healthcare providers. Compassionate and respectful maternity care is intrinsically tied to the eradication of disrespect and abuse in the context of pregnancy and childbirth. 
AIM: This study examined midwives’ knowledge of respectful maternity care (RMC) and their implementation of care practices in consonance with RMC principles at the labour ward of the Tamale Teaching Hospital. 
Methods: A descriptive exploratory design was employed to conduct the study. Respondents were purposively sampled and interviewed using an interview guide to elicit their insights and reflections on the subject. A semi-structured interview guide was developed and used to gather data for the study.The data was analysed qualitatively using a thematic analysis approach. A non-probability sampling technique was employed; specifically, a purposive sampling technique was used. This research purposely sampled 15 midwives because data saturation will be achieved with this figure. Transcripts were exported into NVivo software and codes were generated based on common ideas that run throughout the transcripts. The codes were then grouped into themes and sub-themes according to their relationships. 
Results: The findings indicate that while the majority of young mothers were aware of the benefits of breastfeeding, their understanding was often superficial and influenced by cultural perceptions, familial expectations, and misinformation. There were significant knowledge gaps in the midwives’ understanding of RMC, as the study observed that they knew about only three of the seven components of RMC. However, RMC was implemented as an integral part of their practice, although some justified physical abuse as a last resort for forcing mothers to comply with instructions during the delivery process. 
Conclusion: The study underscores the necessity of targeted training programs and support systems to improve nursing practices among young mothers, thereby ensuring better health outcomes for both mothers and infants. The findings underscore the necessity of eliminating socioeconomic and cultural barriers to enhance exclusive nursing and increase maternal and child welfare within this disadvantaged population.
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INTRODUCTION 
Maternity is a term used to define assistance and medical care provided to a woman during her pregnancy and delivery. The state of being expecting or anticipating a child is called pregnancy. Maternity is the time following childbirth. Critical maternal care is a rapidly developing area of clinical practice. The World Health Organization (WHO) recommends respectful maternity care, which is defined as components of inclusive and respectful maternity care that include maintaining a woman’s privacy, dignity, and confidentiality; guaranteeing her anonymity from harm and mistreatment; allowing the woman to make an educated decision; and to receive ongoing support throughout her pregnancy and delivery (Kawish et al., 2023; Kasaye et al., 2023). Improving women's maternal health is critical to their overall health and well-being (Kuhnt & Vollmer, 2018). A major care approach that has been shown to significantly enhance the quality of care given to mothers during labour is respectful maternity care (RMC). During labour, pregnant women are at the mercy of midwives whose responsibility is to deliver care that is not only safe and effective, but also respectful and person-centred (Asefa, 2021; Bante et al., 2020)RMC is an integral component of high-quality maternal healthcare (World Health Organization, 2018). Respectful Maternity Care   during childbirth is a holistic care approach in which healthcare providers prioritise the rights and dignity of women seeking maternity services through client-centred interactions (Azhar et al., 2018; Sheferaw et al., 2017). It encompasses various dimensions, including communication, autonomy, confidentiality, and the prevention of mistreatment and abuse during childbirth (Azhar et al., 2018). 
A growing body of research from diverse global settings hasemphasised the significance of RMC in shaping positive childbirth experiences and improving maternal health outcomes. As the standard of care in the labour ward, the adoption of RMC by healthcare providers has been shown to play a significant role in the reduction of the maternal mortality ratio (MMR) by enhancing pregnant women’s uptake of skilled delivery services, and their preference for facility-based deliveries (Bante et al., 2020; Bhattacharyya et al., 2015, 2016; Bishanga et al., 2019). Studies conducted in developed nations have also highlighted the psychological and physiological benefits of respectful care, such as reduced rates of postpartum depression and enhanced maternal-infant bonding (Atinga & Baku, 2013; Shakibazadeh et al., 2018)
Despite every woman’s right to get the highest achievable standard of care (Tesfaye et al., 2016), many women experience disrespect and abusive treatment at the hands of health workers, particularly during the vulnerable period of labour (Bante et al., 2020). Bohren et al., (2015) in a mix-methods systematic review of 65 studies from 34 countries identified nine categories of disrespect mothers suffer in the ward which include: physical abuse, sexual abuse, verbal abuse, stigma and discrimination, non-consented clinical care, failure to meet professional standards of care, poor rapport between women and healthcare providers, discrimination based on specific patient attributes, abandonment of care, and detention in facilities. Such disrespect and abuse (D&A) of mothers by healthcare providers often result from a combination of factors and can be subjectively perceived, sometimes even normalised, depending on the circumstances  (Bohren et al., 2017; Sharma et al., 2019). Additionally, a growing body of literature demonstrates that disrespect and abuse of women during labour results in poor maternal and neonatal outcomes (Bishanga et al., 2019; Shakibazadeh et al., 2018; WHO, 2014)
In low and middle-income countries such as Ghana, where maternal mortality rates remain disproportionately high (Ghana Health Service., 2019)The focus on RMC has gained traction as a means to address disparities in healthcare access and outcomes. Maternal mortality is a major global health problem with the greatest impact in low-income countries. Despite a slight decline in Ghana's maternal mortality rate since the 1990s, this has been below expectations. Over the period, there were 45,676 births, 276 maternal deaths and a maternal mortality rate of 604/100,000 births (95% CI: 590/100,000 – 739/100,000). The main causes of maternal deaths were hypertensive disorders (37.3%), haemorrhages (20.6%), sickle cell disease (8.3%), sepsis (8.3%) and pulmonary embolism (8.0%) (Boafor et al., 2021). Earlier studies conducted in Ghana have reported that disrespectful maternity care commonly exhibited by nurses and midwives  in the labour ward manifests through abusive acts such as pinching, shouting, slapping, and physically restraining women in labour to the delivery bed (Dzomeku et al., 2020, 2021, 2022; Millicent Dzomeku et al., 2017; Moyer et al., 2021). Evidence further suggests that midwives who show such acts of disrespect to women during childbirth do so on the premise of trying to save the mother or baby. For instance, two separate qualitative studies conducted in Ghana (Dzomeku et al., 2020), and Guinea (Balde et al., 2017) both established that in the labour ward, midwives were the worst offenders in disrespectful maternity care practices, and often justified their attitudes because the mothers were uncooperative, disobedient to instructions, or acted necessary to enable them save the life of the baby. 

[bookmark: _Hlk57403337]METHODS
Study design: A descriptive-qualitative design was chosen to guide the data collection and analysis processes because it is considered most suitable for exploring the midwives’ views and experiences on the issue under investigation, that is, respectful maternity care practice. 
[bookmark: _Toc19014829]Setting: This research was conducted at Tamale Teaching Hospital (TTH), formerly known as the Regional Hospital, established in 1974. It is an 800-bed capacity facility with a total workforce of over three thousand staff, making it the largest tertiary hospital in the northern part of the country. Specifically, data collection was carried out at the Labour Ward of the hospital. The ward has a twenty-seven (27) bed capacity with forty-one (41) midwives who conduct, on average, ten (10) deliveries daily. 
Target Population: The target population for this study comprised primarily midwives who work at the labour ward. 
[bookmark: _Toc19014830][bookmark: _Toc19014831]Inclusion Criteria: Midwives who met the following criteria were included in the study. Graduated with a Diploma or a BSc in Midwifery. Those who have worked in the labour ward for at least one year and provide written consent to participate in the study. 
Exclusion Criteria: National service personnel and students on clinical placement were excluded from taking part in the study as they are not permanent staff of the hospital. 
Sampling Technique and Size: A non-probability sampling technique was employed specifically, a purposive sampling technique was used. This research purposely sampled 15 midwives because data saturation will be achieved with this figure. 
Data Collection Instrument: A semi-structured interview guide was developed and used to gather data for the study. 
Data Collection Procedure: An introductory letter was first obtained from the Ghana College of Nurses and Midwives, which was then sent to the Research Directorate of the Tamale Teaching Hospital for permission to conduct the study at the facility. A copy of the information sheet and ethical approval letters was attached to the introductory letter. The researcher’s phone number was also handed to them, and the participant’s numbers, too, were taken to facilitate post-interview communication if the need arose for any clarity after the interviews. 
Pretesting of the instrument: The interview guide was pretested on five (5) midwives working at a different hospital, but who have characteristics similar to the study population. This was done before the actual data collection exercise commenced. This enabled the researcher to assess the suitability of the questions in the interview guide in eliciting the relevant information.  
Data Analysis: Transcripts were exported into NVivo software, and codes were generated based on common ideas that run throughout the transcripts. The codes were then grouped into themes and sub-themes according to their relationships. 
Ethical Consideration: An introductory letter explaining the purpose and scope of the research was first obtained from the faculty of advanced midwifery, and subsequently submitted to the Research and Ethics Review Board of the Kwame Nkrumah University of Science and Technology for ethical clearance to conduct the study. Ethical approval (with reference number CHRPE/AP/337/24) was received after a thorough review of the research proposal. Permission was obtained from the research directorate of the Tamale Teaching Hospital before the commencement of data collection at the facility. 

RESULTS 
Three main themes and sixteen sub-themes were generated to guide the presentation of findings. The themes include participants' knowledge of RMC, knowledge of the benefits of RMC, and Midwives’ practice of RMC. 
Demographic Characteristics of the Participants 
In all, eleven (11) midwives at the labour ward were interviewed for the study. The average age of the participants was 34 years. On their marital status, the majority (8) of the midwives were married, and only three (3) said they were single. Regarding their religious affiliation, six (6) are Muslim and five (5) are Christian. A good number of the midwives are Dagombas by tribe. On their academic qualification, almost all (10) of the midwives have a bachelor’s degree in Midwifery, and only one was a Diploma holder, with an average of four years of work experience in the labour ward. This indicates that generally, the midwives have satisfactory training and competence to be able to render optimal delivery services to pregnant women.

[bookmark: _Toc177412649]4.2 Participants’ Knowledge of Respectful Maternity Care  
This first theme presented findings on the nurses' understanding of RMC and what it entails. The sub-themes capture their understanding of the concept, which was categorised into three components of RMC: providing consented care, non-selective/non-discrimination in care, and confidential care. Generally, they understand RMC as a care approach that involves respecting the women's decisions, privacy, cultural beliefs, and ensuring they are treated with dignity.  
[bookmark: _Toc177412650]4.2.1 Consented care
Participants were of the view that RMC is about considering the choices of the clients when providing delivery services and respecting the decisions and views of pregnant women in the delivery process.
"Caring for pregnant women in a way that lets me say their decisions are taken into consideration, thus respecting their views and not treating them as inhuman, at least we have to inculcate our humanitarian beliefs. we have to take their decisions if only it will be of importance in their care, and we have to also let them know the essence of what we are doing for them " [P01].
Listening to the concerns of the woman, allowing her to adopt a position she wants in labour, allowing the woman to have a companion during labour, and making her feel respected [P 02].   
“I think it is about you [midwife] respecting whatever the client suggests or demands of you" [P08].
"Respectful maternity care is the care given to the woman and the relatives at large that incorporates respecting her ideas, treating her with dignity, and also seeking her opinions about procedures to be performed on her" [P 09].
“You have to respect the client and factor in their preferences before deciding what treatment to give them” [P 11]
One of the midwives further mentioned that it is important to make pregnant women who visit the labour ward feel comfortable, and that this is only achieved by accommodating their preferences, such as preferred delivery positions.
"Respectful maternity care is the care, I think that renders services to women in a way that they are more comfortable with. For instance, some women will prefer to deliver in certain positions. To be able to accept certain positions and not be restricted to just one position" [P 06].
[bookmark: _Toc177412651]4.2.2 non-selective care
Participants also defined RMC as care that should be provided to every woman equally, devoid of any form of discrimination or selectivity based on ethnicity, race, or cultural background.
"I understand respectful maternity care to be the care you provide as a whole to every woman that comes to your facility without being selective" [P 03].
Two other senior midwives added that such care should be holistic and provided in a manner that respects and incorporates the cultural and religious backgrounds of all women, ensuring they feel valued and respected.
"Respectful maternity care is a care rendered to a mother who comes into the hospital holistically. The total care you give to the woman, regardless of the person's ethnicity, race, or cultural background, religious background, whoever comes must be respected" [P 05].
"So, to my best knowledge about respectful maternity care, I'll say you prioritise your clients and probably just go according to their cultural beliefs, the foods they eat, and other things." [P08].
[bookmark: _Toc177412652]4.2.3 Confidential care
Participants also described RMC as a delivery approach that ensures women in labour are given privacy in the delivery process.
We have to respect their privacy when carrying out the delivery [P 09].
I think we have to provide them with privacy [P 10]
[bookmark: _Toc177412653]4.2.4 Unaware of RMC
The participants, however, failed to mention other forms of care that constitute respectful maternity care, such as the women’s right to be free from physical abuse, abandonment of care, non-dignified care, and free from detention. This means they knew only three out of the seven components of respectful maternity care. This finding is corroborated by the fact that a number of them admitted that they had never heard about the concept of RMC, and that they were hearing the first time from the researcher. 
I just heard it from ‘you’, this is my first time of hearing it [P 01].
This is my first time [P 04].
To be honest, I don’t know much about it [P 08]
Actually, this is just my first time hearing it [P 09].
I’ve never heard about this thing [P 10]
No, please, I am hearing from you first [P 11]
But a portion of them said they had heard about RMC from colleagues and through workshops.
I heard it from a colleague, from ANC. She attended a workshop on it and they discussed it, so I chanced on them, so I also took an interest and listened [P 02].
I have heard of RMC, which was at a presentation at ANC [P 05]
I've heard of it through workshops and through my colleagues too [P 07].
[bookmark: _Toc177412654]4.3 Midwives’ Knowledge of The Benefits of RMC
This theme presents findings on what benefits can be achieved when they use the RMC care approach to deliver women to the labour ward. They indicated that quality delivery practice (RMC) will contribute to a reduction in maternal and neonatal mortality rates, build mothers’ trust in the care providers, create positive birth experiences for the women, and also enhance the institutional reputation of the facility as well as the reputation of the care providers. 
[bookmark: _Toc177412655]4.3.1 Enhancement of maternal and neonatal health outcomes
The midwives recognised that respectful maternity care (RMC) plays a critical role in improving the health outcomes for both mothers and babies. By practising RMC, midwives can help ensure that women are more willing to seek skilled/facility-based delivery care, which reduces complications and prevents serious issues such as post-partum haemorrhage (PPH) and infections, leading to healthier pregnancies and deliveries.
"If we also practice that (RMC) at the end of the day, we are going to have healthy babies" [P 01].
"She may also feel like ooh this midwife if I go and tell her she will think I'm worrying her and become angry, so she will keep it to herself and in the long run she will bleed and it will result in complications" [P 02].
Others indicated that RMC contributes to the birth of healthier babies and lowers infant mortality rates.
Well, it will reduce our mortality rate...at the end of the day, they might lose their babies or even their own lives [P 07].
For me, I think when the women deliver here, we can manage any complications and prevent avoidable deaths. But if they deliver at home, most complications end up in either the death of the mother or the baby [P 10]
If every midwife practices that for the mothers, I think we will have a very nice and safe delivery, and then less complicated deliveries [P 11]


[bookmark: _Toc177412656]4.3.2 Building clients’ trust in care providers  
Participants explained that the practice of respectful care for women in labour will create a harmonious environment for such women to trust in the quality of care they will receive from them (the midwives). They believed that the RMC care approach would help the women feel valued and cared for, leading to better patient satisfaction and stronger relationships between patients and healthcare providers.
It’s the way you relate with the client that you will be able to know exactly what their worries are [P 01].
its very important, it’s the way you relate with the client, you will be able to know exactly what their worries are, you will be able to tell what to do at a point in time to help them. But if you don’t treat them well sometimes, they might even find it difficult to approach you. For instance, a client has delivered and she is bleeding (PPH), then maybe because you didn’t respect her maybe because of her ethnicity or something like that, or language barrier you were not able to communicate well with her she may also feel like ooh this midwife if I go and tell her she will think am worrying her and become angry, so she will keep it to herself and in the long-run she will bleed and it will result in complications [P 02].
It is important because when a woman comes to the hospital to deliver, she is putting her whole life and hope into the hands of the midwife, expecting a very good outcome. The woman will be satisfied if you are able to care for her adequately so that she doesn’t have any complications, and you, the midwife, too you will be happy [P 03].
[bookmark: _Toc177412657]4.3.3 Positive birth experiences
A chunk of participants explained that when pregnant women receive good treatment during delivery at the labour ward, it creates a positive experience that increases their motivation and chances of patronising facility-based delivery in their future pregnancies. 
The client feels at home. Feels that, when I come to this facility, they don't look down on me. They treat me as a human being [P 06].
"if we, the midwives, give the women good treatment, they will always want to come back here. But those who get bad treatment may not like to come and go through insults again" [P 11].
They added that such women who have a good birth experience in the labour ward not only resolve to deliver in the hospital in future pregnancies, but are also likely to encourage their friends to choose facility delivery over home delivery. 
For instance, if I am a client and I come, and I am treated well, the next time I'll come back here, and I will even encourage others outside to come" [P 07].
So at the end of the day, the client goes out and gives good testimony about whatever went on during the delivery. After the delivery, she'll get visitors coming to visit. She would definitely give a good testimony of how she was treated and handled during the delivery. [P 09].
They, however, did not shy away from mentioning that women who have a negative birth experience at the hands of midwives may prefer to be delivered by traditional birth attendants (TBAs) over skilled delivery services by midwives.
"If pregnant women feel they might be shouted at when they come to the hospital to deliver, they may just remain home or be attended to by a TBA" [P 05].


[bookmark: _Toc177412658]4.3.4 Institutional benefits
Some midwives were of the view that respectful maternity care has broader benefits beyond individual patient outcomes. It positively impacts the institution's reputation and the reputation of the midwives, and encourages more women to seek care from qualified healthcare providers rather than traditional birth attendants.
And you, the midwife, you feel so good because at the end of the day, you might one day meet this woman out there, and she's smiling at you, and she converses nicely with you. Rather than for them to say, “I came and this woman harassed me”. That one is not the best [P 09].
"You, the midwife, you feel so good because at the end of the day, you might one day meet this woman out there and she's smiling at you and she converses nicely with you" [P 11].
[bookmark: _Toc177412659]4.4 Midwives’ Implementation of RMC as Part of Their Delivery Care Approach
In this theme, the research examined how the midwives incorporated RMC principles into their delivery practices. The sub-themes include warm welcome and initial assessment of clients’ condition, seeking consent, explaining care procedure to the client, monitoring clients’ condition, dignified treatment, respectful communication, empathetic treatment, confidential care, non-discriminatory care, and physical abuse through the use of force.
[bookmark: _Toc177412660]4.4.1 Initial assessment of clients’ condition
The first thing midwives say they do in attempting to provide respectful maternity care to clients is that they warmly welcome them to the labour ward, assess their condition, and clearly communicate the delivery procedures they will be going through. This is done by reviewing the women’s antenatal card records, understanding the client's complaints, and explaining the stages of labour and any necessary interventions.
"I welcome the client. Ask for the antenatal card. Assess the antenatal card to see whether the woman understands what she is feeling." [P 04]
"I receive their items for delivery, that is, if the woman is at term. Then I ask her the reason for coming to the hospital." [P 02]
"I will ask the woman about her complaints. Some of them will say, I have lower abdominal pain. Others will say, the membranes are ruptured." [P 04]
[bookmark: _Toc177412661]4.4.2 Seeking the client’s consent
Participants said that they do well to seek the consent of clients before proceeding with their care provision. Seeking the patient’s consent before any procedure is crucial for respecting the client’s autonomy and making her feel valued.
"You have to seek the patient's consent. To make her feel important" [P 05].
“I always seek the consent of the mother before doing anything else” [P 08]
Provision of consented care also requires that women in labour are given the choice of a delivery position they are comfortable with. However, the results indicate that some midwives permit women to choose their preferred delivery position while others don’t allow women the luxury of deciding which position to lie in for the delivery. Participant 06 said she allows her clients to adopt their preferred position:
…and also allow the client, as I said, allow the client to adapt any position the client wants to during delivery. The client should be able to adapt. If she wants to do a lithotomy position, she should be allowed to do it. Or any other position she wants to adapt, she should be allowed to do it [P 06].
However, participant 09 said they sometimes don’t allow expectant mothers to adopt their preferred position during delivery.
"Some prefer some delivery positions, but unfortunately, sometimes we don’t allow them." [P 09]
[bookmark: _Toc177412662]4.4.3 Explaining care procedures to clients
The midwives then ensure that clients are informed about their condition and involved in the decision-making process. This includes explaining the progress of labour and addressing any concerns the client might have.
"We let the woman know what labour is painful, and we also take some information from them (the client) before we can move on with our first stage assessment." [P 11]
"I also explain the progress of labour to her." [P 02]
"Then you explain the procedure to her. So that she will feel relaxed and not have any fear" [P 05].
"I'll explain your condition to you, so that you get fair knowledge." [P 07]

[bookmark: _Toc177412663]4.4.4 Monitoring clients’ condition
The expectant mothers are monitored throughout the labour process. This is done using tools like the partograph, checking fetal heart rates, and being responsive to the client's needs.
"The client is then monitored using the partograph and then informed the client to know that if there is anything she wants to ask me, she should feel free, or if she has any worries, she should let me know." [P 02]
"Fetal heart should be checked every 30 minutes." [P 04]
"We even measure the symphysis fundal height to determine the gestational age and the size of the baby, too, or whether the baby is more than one." [P 04]
A senior midwife added that she monitors the dilation progress of the woman in labour and explains to the client the expected outcomes based on the dilation status.    
"If she can dilate fine. I will explain to the client that by this time, you will be expecting your baby to be out. This is the procedure we are going to carry out on the woman in labour." [P 04]
This might include when and how to start pushing, what support will be provided, and any interventions that might be necessary.
[bookmark: _Toc177412664]4.4.5 Treating clients with dignity
The midwives narrated that they give expectant mothers dignified treatment even in the face of misbehaviour by certain mothers. This treatment may significantly impact the client's comfort and perception of being respected
sometimes when you want to expel clots and you touch them, they hit you, yes so in cases like this you bring inn relatives to come in and talk to their woman, maybe when the woman see known faces or people they respect in their homes sometimes it also calms them down to co-operate. For instance, their mother–in–law or husbands, because he has authority over them when they shout, the women obey. At the end of everything, you the midwife you feel bad, this is because the clients pass some comments yes maybe because she was doing something that wasn’t right but you were trying your possible best to save mother and baby, they will not see the effort you have put in place and calling us names as wicked, fools but we usually do what we do all for the benefit of the client. So when it happens like that, you feel bad. Those women who know they were misbehaving will apologise to you and sometimes to you if you, the provider, were the one who didn’t treat the woman right, you also apologise to her [P 06].
I think the way you receive the client tells the person. First contact tells the person a lot; how you receive the person really matters. The person will feel relaxed and feel respected, and even feel important, when you are going to perform anything for the client. To make her feel important. [P 05].
[bookmark: _Toc177412665]4.4.6 Respectful communication
According to the midwives, one of the ways they provide respectful maternity care is to speak to clients with respect, even in challenging situations where mothers are angry and not cooperating.  
"You just have to speak to the client with respect, you don’t have to be harsh, even though some clients are very rude and they don’t listen, they want to do what they like. But I believe that sometimes if they are angry and they are proving difficult, we, the providers, should calm ourselves down and try to let them understand why they should do things in a certain way and not in a certain way" [P 02].
One Midwifery Officer explained that the only way they can communicate respectfully with the women is by staying calm and patient, especially when clients are in pain and may act irrationally.
"So you just have to calm down and explain to her why she shouldn’t do this, and don’t also be angry because she is doing those things" [P 06].
Another participant intimated that she’s quick to apologise and ask for forgiveness from clients whenever she mistakenly utters words clients consider offensive: 
 …and if I uttered a word that didn’t sound well am the first person to ask for forgiveness from the client [P 11].

[bookmark: _Toc177412666]4.4.7 Empathetic treatment of mothers 
Participants added that it is important to use an empathetic approach to handling non-compliant behaviour by understanding the pain and distress the client is experiencing and addressing it with calm explanations.
"Let's say a client is in labour, she is in pain, she is pulling out her cannula or catheter, she is in pain, yes, but these are things that will not help her in the long run" [P 02].
"At first, I'll talk to you, I'll console you, I'll explain your condition to you, so that she gets fair knowledge." [P 05]
[bookmark: _Toc177412667]4.4.8 Confidential care
The midwives intimated that when they receive pregnant women who have medical conditions like HIV, which are associated with stigma, they ensure that such women are given privacy to ensure other women or people in the unit don’t get to know about the condition. 
Some clients come with herpes, others come with HIV. I will make sure that the other clients don't know what the other one is going through, whether they are normal or not. We treat them equally, but we know how we deal with the woman with HIV or herpes, and the woman who comes with no other symptoms. We have instruments for HIV clients, and instruments for delivering to herpes clients. And the other clients who come without any infection. But the clients don't know, because of their privacy. So, we tell them, even if a woman comes with this HIV, we will tell you, we'll ask you, are you aware of the condition [P 04].
[bookmark: _Toc177412668]4.4.9 Non-discrimination 
Participants also explained that at the labour unit, they provide an equal measure of care to all pregnant women brought into the ward regardless of their ethnic, religious or cultural backgrounds.
I think when the women come, we shouldn't just look at their appearance and address them as such. You have to treat everyone equally. Whether from a different religious background, whether from a different ethnicity, we don't have to treat some clients special from the other. And also allow the client, as I said, allow the client to adapt any position the client wants to during delivery. The client should be able to adapt. If she wants to do a lithotomy position, she should be allowed to do it. Or any other position she wants to adapt, she should be allowed to do it [P 06].

[bookmark: _Toc177412669]4.4.10 Use of force when necessary
A good number of the midwives, however, mentioned that if respectful communication fails in getting the women to comply with instructions, they are often left with no choice but to apply force to ensure the safe delivery of the baby, but that this is done as a last resort. This force is applied when the expectant mother refuses to “push” or open her thighs for the midwives to get access to the vagina to conduct the delivery.
"After calmly speaking to her, you have done all that you could; you just have to apply force. So, let’s say in the process of delivering the woman, there’s a “head in vagina,” but the client is not willing to lie down. Sometimes when a baby’s head is coming, they try to close up their thighs, yes, so if that’s the case, you get two people by the side to hold the legs of the woman, and now encourage the mother to push the baby. So maybe after the baby is born, then you now let the woman know why you were doing what you did " [P 05].
“Some clients will come, and maybe the baby’s head is coming. You tell them to open their legs, but the client is crossing their legs. You will talk, whatever you say, and explain to your client, but still, she is crossing her legs. So, in that case, you have to use pressure and widen their legs. And using that pressure, the client will feel that pain. And the client will say you were beating her. But you wanted to save the baby. Some of them will never open up for you to deliver the baby. But how will the baby come out?” [P 04]
"Sometimes, if you over-pamper someone, the person starts to misbehave. So you just have to use force and do the delivery" [P 10]
A midwife described giving such uncooperative women an “obstetric slap” in the thighs to get them to lie in position and open their thighs for the delivery to happen.
…when it happens that the midwife gives the woman an obstetric slap, maybe the woman was misbehaving, and you just tap her on her thigh [P 09].
A senior midwife was, however, quick to add that after doing the delivery, she tries to explain to the woman why she had to use force in the process.
So maybe after the baby is born, then you now let the woman know why you were doing what you did " [P 06].


DISCUSSION
Knowledge of the Concept RMC Among the Midwives
 The midwives view RMC as a care approach that makes it imperative for them to take into consideration their clients' choices when providing delivery services, and respect their decisions and views during the delivery process. They stressed that it is important to listen and accommodate the women's concerns, allow them to deliver in their preferred labour positions, and permit companions to be by their bedside during the labour.  This emphasis on consented care is consistent with global standards of RMC that advocate for women's autonomy and informed decision-making during childbirth (Mekonnen et al., 2019; Ngcobo & Bell, 2022; Uwamahoro et al., 2023). 
Participants also described RMC as non-selective care that entails providing equitable care to all women, regardless of their ethnicity, race, or cultural background. This understanding aligns with the broader RMC principles that encourage care providers to eschew discriminatory treatment of mothers in the labour unit, but rather ensure that all women feel respected and valued. This finding therefore corroborates evidence in the literature which highlights non-selective care as essential for promoting respectful and dignified maternity care (Asefa, 2021; Bante et al., 2020).
Lastly, participants identified the need for privacy during labour and delivery as a critical component of RMC. Ensuring privacy helps maintain the dignity of women during childbirth. However, the midwives' understanding of RMC was limited to these few aspects: consented care, non-selective care, and privacy. They did not mention other vital components of RMC, including the right of women to be free from physical abuse, abandonment of care, non-dignified care, and detention. Some participants admitted that this was their first time hearing about RMC from the researcher. This lack of comprehensive knowledge suggests a need for further education and training on RMC to ensure all components are understood and practised. A few midwives mentioned they had learned about RMC from colleagues or workshops, indicating that training and peer discussions could be effective methods to improve knowledge and implementation of RMC principles.
These findings are consistent with other studies, which highlight that while midwives often understand and practice some aspects of RMC, there are gaps in knowledge and application of all RMC components. For example, a previous Ghanaian study by Dzomeku et al. (2020), which explored midwives' perspectives on respectful maternity care (RMC) at the Komfo Anokye Teaching Hospital in Kumasi, found that midwives perceived RMC as treating patients with dignity and respect, respecting their culture, beliefs, and values, and maintaining privacy and confidentiality. However, this study also noted the need for midwives to have a more holistic understanding of RMC, including ensuring women’s freedom from abuse and neglect. The results of RMC knowledge deficit among midwives, as established in the present study, are also similar to what was reported in a quantitative study carried out in Nigeria, which evaluated midwives' understanding and perception of Respectful Maternity Care (RMC) using an experimental descriptive design. In that study, the researchers found that as much as 85% of the midwives demonstrated poor knowledge, 15% demonstrated moderate knowledge, and none of the midwives were found to possess adequate understanding of respectful maternity care (Ige & Cele, 2021). 
It is evident that there is a critical need for comprehensive education and training programs to improve midwives' understanding and implementation of all RMC components. This would ensure that all aspects of respectful maternity care, including freedom from abuse and neglect, are adequately addressed in their practice because the level of midwives’ understanding of respectful maternity care determines how well they can adopt and employ its approaches in caring for clients (Ige & Cele, 2021; Moridi et al., 2022).  
5.2	Practice of Respectful Maternity Care (RMC) Among the Midwives
The study revealed that the midwives prioritise a warm welcome and thorough initial assessment of clients as foundational elements of respectful maternity care (RMC). This includes reviewing antenatal records, understanding clients' complaints, and explaining the stages of labour and necessary interventions. This practice aligns with best recommendations for best maternity care, which stress the importance of initial rapport and clear communication in building trust and ensuring patient cooperation (Bohren et al., 2015).
The midwives also indicated that they seek the consent of expectant mothers before proceeding with their care. Seeking consent before procedures is critical for respecting client autonomy and making them feel valued (Gebremichael et al., 2018; Kruk et al., 2018; Miltenburg et al., 2018). The findings, however, indicate that in the midwives’ quest to provide consented care to clients, there are care discrepancies in allowing clients to choose their preferred delivery positions. This approach reflects challenges in balancing medical protocols and patient preferences, consistent with studies that highlight the struggle to uphold autonomy in high-pressure environments (Vogel et al., 2016). Allowing mothers to choose their preferred delivery positions can sometimes conflict with the need for close monitoring and timely medical intervention because certain positions might impede the midwife's ability to monitor labour progress effectively, potentially leading to delays in identifying complications and increasing risks for both mother and baby (Asnawi et al., 2023). Furthermore, there is evidence that some delivery positions preferred by mothers may hinder the efficiency of the delivery process, leading to prolonged labour and increased discomfort (Huang et al., 2019; Mirzakhani et al., 2020). Hence, midwives in this study ought to have drawn on their expertise and experience to balance their practice of RMC with safety by encouraging positions that expedite labour while still considering maternal comfort.   
Participants said they take steps to ensure that clients are informed about their condition and involved in the decision-making process. This practice of explaining labour progress and procedures enhances patient understanding and reduces anxiety. Similar findings are noted in the literature, which underscores the significance of clear, empathetic communication in improving maternal satisfaction and outcomes (Downe et al., 2018). Continuous monitoring using tools like the partograph and frequent checks on fetal heart rates are standard practices. These measures are essential for timely interventions and are supported by evidence indicating their role in improving maternal and neonatal outcomes (Lavender et al., 2013).
The midwives also emphasised that they treat all clients with dignity, even amidst challenging behaviours. This approach can significantly impact clients' comfort and perception of respect. This finding contrasts with what other Ghanaian studies discovered among midwives, where midwives justified using abusive and insulting at pregnant women because, according to them, such women were making their work difficult by acting unruly and not cooperating with instructions (Dzomeku et al., 2020; Millicent et al., 2017; Moyer et al., 2021). Literature supports that dignified care, even in the face of difficult client behaviours, enhances patient satisfaction and can lead to better cooperation during labour (Afulani et al., 2020; Asefa, 2021; Kruk et al., 2018).  
Midwives in this study also practised respectful communication by always staying calm and explaining the necessity of certain actions to clients. This aligns with findings from other studies, which suggest that respectful communication, even when patients are non-compliant, is vital for maintaining a positive caregiver-patient relationship (Mekonnen et al., 2019; Miltenburg et al., 2018). Clear explanations and calm demeanour from midwives help alleviate stress and anxiety in expectant mothers, promoting a smoother childbirth process (Johnson et al., 2016). Respectful communication and dignified treatment of pregnant women have been shown to ease women’s physical and emotional burden associated with the childbirth experience (Azhar et al., 2018; Jolivet et al., 2021) as well as enhance their rapport with, and trust in the quality of care provided by healthcare providers (Afulani et al., 2020; Dzomeku et al., 2021; Moyer et al., 2021; Okafor et al., 2015).  
The midwives also applied empathy in handling non-compliant behaviours of clients. They said they understand that the pain and distress clients experience are crucial. This practice, addressing such behaviours with calm explanations rather than punitive, abusive treatment, is in line with the principles of respectful maternity care (Bante et al., 2020; Bowser & Hill, 2010; Jiru & Sendo, 2021), and contrasts what was reported among other Ghanaian midwives who hurled abusive words at pregnant women for not complying with instructions (Dzomeku et al., 2020; Millicent et al., 2017). Literature also corroborates that empathetic care can alleviate anxiety and improve patient cooperation (Hodnett et al., 2012). 
The participants also said they handled expectant mothers with confidentiality. This reflects an understanding of the need for privacy to prevent stigma and discrimination, as supported by various studies on maternal healthcare (Arnold et al., 2019; Ndwiga et al., 2017). Privacy for clients with stigmatised conditions like HIV is a significant aspect of RMC. They also provided equal care to all pregnant women, regardless of their background. This is a cornerstone of RMC, which requires that care providers eschew non-discriminatory practices in maternity care to ensure equity and respect for all women (WHO, 2014).
However, some midwives reported resorting to force to ensure safe delivery when clients are uncooperative. They justified abusive acts such as slapping and pinching as necessary when the women are not complying with instructions to lie in position for the delivery to be conducted. While the use of force is described as a last resort, it remains a contentious issue because this practice, though sometimes deemed necessary, raises ethical concerns and reflects the challenges in maintaining RMC principles under pressure. Literature highlights the need for training and support for midwives to manage such situations without compromising respectful care (Bohren et al., 2015). These results affirm what Dzomeku et al. (2020) observed in their study, where, despite the midwives’ awareness of RMC principles, they justified disrespectful and abusive practices like hitting and pinching of women during certain stages of labour. 

CONCLUSION
The midwives demonstrated awareness of only three out of the seven components of RMC, specifically consented care, confidential care, and non-discriminatory care. They lacked knowledge of the other four components: freedom from physical abuse, non-dignified care, abandonment of care, and detention. This indicates significant knowledge gaps in the midwives’ understanding of RMC, with a chunk of them admitting they were hearing about the concept for the first time. Despite their knowledge gaps, the study observed that RMC is largely practised in the ward. RMC practices of the midwives included the provision of a warm and receptive environment for clients, seeking consent as well as explaining procedures to clients before proceeding with delivery interventions, respectful and empathetic communication even in the face of non-cooperative behaviour of some mothers, ensuring privacy during delivery, and non-discrimination of clients based on ethnic, socio-economic or religious backgrounds. However, some midwives justified inflicting physical abuses such as slapping, hitting the thighs of mothers, or pinching on women who did not cooperate to lie in the required position for delivery. 
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