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Disrespect, Abuse, and Psychological Consequences of Facility-Based Childbirth in Northern Ghana: Evidence from a Cross-Sectional Study

Abstract
Introduction
Disrespect and abuse while giving birth in health facilities undermines the basic maternal health care women deserve and builds distrust in health systems. Although access to skilled birth attendance has improved, many women report maltreatment and even abuse during child birth. This maltreatment includes care without consent, inadequate privacy, discriminatory, and neglectful treatment, and even detention in the facilities. These maltreatment experiences affect women psychologically and negatively affect their care satisfaction and use of services in the future. In low- and middle-income countries, systemic gaps like inadequate staff, heavy work responsibilities, poor facility conditions and inadequate responsiveness worsen the situation. Despite improvements made to Maternal Health in Ghana, maternal health services in the northern regions specifically, report incidences of disrespect towards mothers. In addition, Gaps in Maternal Health Systems exist in these areas and have not received adequate documentation due to the socio-economic vulnerabilities of these regions. The documentation of these gaps demonstrate the need for Policies and Interventions to inform and address the issue of Maternal Care with Respect.
Purpose: The main purpose of the study was to assess the prevalence and forms of disrespect and abuse experienced by women during facility-based childbirth in Northern Ghana.
Method
This study took place in the Northern Region of Ghana. It focused on five hospitals in the area: The Northern Regional Hospital, Tamale West Hospital, Tamale Teaching Hospital, The Seventh-Day Adventist (SDA) Hospital and the Sevelugu Municipal Hospital. The research used a descriptive, cross-sectional design with a quantitative approach to collect data from mothers who had recently delivered and were receiving postnatal care from these hospitals. The target population for the study was mothers receiving postnatal care from of the five selected hospitals, with a total sample size of 1,347 participants from March 2024 to May, 2024. A probability sampling method was used to ensure each mother had an equal chance of being selected for the study. After data collection, all data was cleaned, coded and entered into the IBM Statistical Package For Social Science (SPSS) version 27, for the purpose of analysis.
Results
The extensive disrespect and abuse experienced by women during facility-based childbirth indicates the need for immediate improvement in maternity care. Around 48% of women reported having been physically abused during their labour or delivery, and approximately 52.3% stated they were verbally abused or humiliated. Almost 66.0% of the women reported being subjected to medical procedures without being given prior informed consent (i.e., serious violations of their autonomy and bodily integrity) and numerous women reported being detained or imprisoned in a health facility as a result of their inability to pay for health services. Additionally, these women frequently expressed feelings of helplessness and anger and fear of retaliation from healthcare providers, and most reported experiencing significant levels of psychological distress (including depression and anxiety) related to the aforementioned issues. When experiencing difficulty related to payment, many women also stated that they had been threatened with abandonment by healthcare providers. In sum, these findings demonstrate that the physical disrespect and abuse suffered during childbirth has had a significant negative impact on women's mental health, maternal identity and future healthcare-seeking behaviour, thereby necessitating large-scale reform of maternity care to ensure accountability and respect for women during childbirth.
Conclusion
Collectively, the results highlight the urgent need to reposition respectful maternity care as a central component of quality obstetric services in Northern Ghana. therefore, there is an urgent need for health system–level reforms to address disrespect and abuse during childbirth.
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Introduction
Global initiatives aimed at improving maternal health include reducing the number of deaths due to pregnancy and childbirth, increasing access to quality care from skilled birth attendants, and providing universal access to quality reproductive health services in accordance with the Sustainable Development Goals set forth by the United Nations (1). While there was a global decline of approximately 43% in maternal deaths between 1990 and 2015, the majority of maternal deaths occur in low- and middle-income nations, which make up approximately 99% of all maternal deaths around the world (2). In Ghana, there have been many positive developments regarding maternal health, with the maternal mortality ratio dropping from 634 per 100,000 live births in 1990 to 319 per 100,000 live births in 2015, while approximately 73% of deliveries occurred in a medical facility as of 2014 — an increase from 42% of deliveries taking place in a medical facility in 1984 (3). Despite these accomplishments, women in Northern Ghana continue to give birth outside of health facilities (4). As such, the utilisation of facility-based childbirth services continues to be less than optimal in this area.
Place of birth influences safety of both mother and child; however, recent studies have shown that women reporting disrespect and abuse (D&A) during child birth in health care facilities (5). D&A in maternity care involve violation of women’s dignity, woman’s right to autonomy, and room, and violation of fundamental human rights including the right to respectful care, non-discriminatory and violence free care. Literature documents case studies of maternity care, where there is use of verbal and physical abuse, and non-consented and non-confidential care, abandonment, detainment and discriminatory care, all of which negatively impact the emotional being of the mother and the health care system in her perception during the birth of her subsequent children, to even seek care of health worker during birth (6–8).  
It is revealed that most women do not seek facility-based childbirth because of the fear of the abuse that they may have to endure during child birth (9–11). Empirical studies in the Ghana have shown that women do endure abuse during child birth (12–14). Research in in both south and northern Ghana have shown widespread verbal abuse and negligence of care to mothers which have led to the abandonment of use of the health system. However, these studies have often relied on non-standardized definitions, focused on limited dimensions of mistreatment, or concentrated on regions outside northern Ghana.
Disrespect and abuse during the process of childbirth are common experiences among female patients. However, given the fact that these types of experiences occur in Northern Ghanaian locations, it is critical to obtain contextualised evidence about how widespread these practices actually are and what forms of D&As exist for women giving birth at health facilities in this region. Accordingly, we set out to better understand the various aspects of D&As experienced by women when they give birth at health facilities in the northern region of Ghana. This type of research can be used to guide future policy, programme and advocacy efforts designed to improve on the types of treatment women receive while giving birth and thereby enhance maternity care services for women in the northern region of Ghana and similar cultures.
Methodology
Study setting
The study setting was Northern Region specifically; Northern Regional Hospital, Tamale West Hospital, and Tamale Teaching Hospital, Seventh-Day Adventist (SDA) Hospital, and Sevelugu Municipal Hospital. Located in the northern sector of Ghana is Northern Region. It lies at the latitudes of 8°-11° North and the longitudes of 0-2° West. It shares borders with the Upper East Region and the Upper West Region (north); the Savannah Region (west) and the North East Region (east); and the Bono East Region (south). Tamale is the regional capital of the Northern Region of Ghana and serves as the region’s administrative, commercial, and educational hub, as well as a major centre for the delivery of health and social services.
Study design
The study used descriptive cross-sectional design with a quantitative approach to collect data from mothers who had given birth and were receiving postnatal care services at the selected facilities. The design that was selected enabled the systematic measurement of prevalence, dimensions, and pattern(s) of mistreatment at one point in time. The quantitative design provided the ability to objectively measure the experiences of participants with structured questionnaires, allowing for similar measurement of participants and statistical analysis of the magnitude of the issue as well as differences in experiences based on differing sociodemographic and obstetric factors.
Study population
The study was conducted among mothers who were receiving postnatal care services at the selected facilities in Northern region of Ghana. All mothers who were available during the period of the study and provided consent were included in the study. Mothers who did not provide consent were excluded from the study. 
Sample size estimation
The sample size for the study was estimated using the formula of Rose, Spinks, and Canhoto (2015). This formula is expressed as: 
 , where:
Where:
· Z = z-value (1.96 for a 95% confidence level)
· p = proportion of the population that possesses the desired characteristics (experience of disrespect and abuse among mothers during childbirth), expressed as a decimal. According to the formula, when the population is not known, it is required to set p at 50%, which makes the assumption of maximum heterogeneity (i.e., a 50/50 split).
· C = Confidence interval stated in decimal notation (0.028 = ±2.8 percentage points).
The sample size was calculated using the above parameters:
 
Based on the above formula, the sample size for the quantitative aspect of the study was 1,225 at a 95% confidence level. An extra 122 respondents (10%) were added to the sample to address non-response and related issues, making a total sample size of 1,347. A total of 1,347 women who had delivered and were receiving postnatal care services were recruited for the study.
Sampling technique
The research utilised a multistage sampling method in the selection of mothers receiving postnatal care (PNC) services at the Tamale Teaching Hospital, Northern Regional Hospital, Tamale West Hospital, SDA Hospital, and Savelugu Municipal Hospital. As for the initial stage, the five health facilities were purposely selected for their contribution to maternal health service provision in the Northern Region. These centres offer varying degrees of care (tertiary, regional, district, and municipal) and possess both high levels of postanal care attendance. Selecting these hospitals provided the study with a sufficient and varied sample of mothers and improved the pertinence of the study results in relation to the regional healthcare system. 
The second phase of this project involved the use of proportional allocation to determine the number of respondents to be recruited from each facility. This proportional allocation was based on the average number of clients that attended each facility for Postnatal Care (PNC) services over the past 12 months. As a result of this approach, hospitals that had a greater volume of clients had more participants compared to those hospitals that had lower volumes, thus ensuring that the sample size was representative of the distribution of mothers among all hospitals selected.
Questionnaire responses were collected from a randomly selected sample of mothers attending the health facilities using a randomized sampling technique. Every eligible mother had an equal opportunity to be included in the study. Papers were labelled "Yes" or "No," folded, and placed inside a box. Every eligible mother  attending PNC during the study period was instructed to pick from the box. A mother who picked a piece of paper saying “Yes” was included in the study if she gave her informed consent. A mother who picked a piece of paper saying “No,” however, was excluded. 


Data collection tools, techniques, and procedure
A structured questionnaire was adopted from previous literature (10,14–18) to address the main purpose of the study. The study used the Respectful Maternity Care Charter produced by the White Ribbon Alliance to assess disrespect and abuse during maternity care (19). The questionnaire was pretested at Tolon District Hospital and had a Cronbach’s alpha of 0.86. The questionnaire was filled in by the respondents. English was the main language for the data collection. However, respondents who could not read and understand English had the questionnaire translated into the language they understand and responses were taken. The data collection took a period of three months from March, 2024 to May, 2024.
Data analysis and presentation
The data were cleaned, coded and analysed using the computer software IBM Statistical Package for the Social Sciences (SPSS) version 27. Descriptive statistics were performed for continuous data using means and standard deviations, and for categorical data using percentages and frequency tables. The data were analysed through univariate analysis to describe the results obtained. Frequencies, percentages, means, and standard deviations were used to summarise participants’ demographic characteristics, disrespect and abuse, and impact of disrespect and abuse during childbirth on mothers. 
Results
Socio-demographic characteristics of respondents 
The majority (60.7%) of the study participants were aged 26–35 years. A large proportion of participants were married (79.1%). Muslim religion (86.6%) was the most common among participants, while the largest ethnic group represented was the Dagomba (81.9%). Nearly half of the participants (44.4%) had no formal education, while farmers constituted the majority (52.3%) of the occupations reported. Similarly, the educational level of respondents’ partners was predominantly no formal education (31.0%), with farming (48.9%) being the most common occupation among partners.
Most participants had experienced 1–3 pregnancies (67.3%) and 1–2 previous births (57.6%). In terms of delivery, normal vaginal delivery (40.1%) was the most frequently reported mode of birth. The majority of participants had single births (78.5%), with female babies (63.2%) being more common than males at the most recent birth. A substantial proportion of participants (92.4%) were registered with the National Health Insurance Scheme (NHIS).
[bookmark: _Toc162450122]Table 1 contains more information.
Table 1: Socio-demographic characteristics of respondents (n = 1347)
	Variable
	Frequency (n)
	Percentage (%)

	Age (years)
	
	

	14 – 25
	391
	29.0

	26 – 35
	818
	60.7

	36 – 41
	138
	10.2

	Marital status
	
	

	Unmarried
	281
	20.9

	Married
	1066
	79.1

	Religion
	
	

	Muslim
	1167
	86.6

	Christianity
	173
	12.8

	Traditionalist
	7
	0.5

	Educational level
	
	

	No education
	598
	44.4

	Informal education
	245
	18.2

	Primary
	277
	20.6

	Junior High School
	80
	5.9

	Senior High School
	77
	5.7

	Tertiary
	70
	5.2

	Occupation
	
	

	Farmer
	705
	52.3

	Trader
	140
	10.4

	Unemployed
	194
	14.4

	Public servant
	85
	6.3

	House wife
	223
	16.6

	Ethnicity 
	
	

	Dagomba
	1103
	81.9

	Frafra
	66
	4.9

	Mamprusi
	37
	2.7

	Others
	141
	10.5

	Partners’ educational level
	
	

	No education
	418
	31.0

	Informal education
	370
	27.5

	Primary
	147
	10.9

	Junior High School
	215
	16.0

	Senior High School
	142
	10.5

	Tertiary
	55
	4.1

	Partner’s occupation
	
	

	Farmer
	659
	48.9

	Trader
	254
	18.9

	Unemployed
	97
	7.2

	Public servant
	175
	13.0

	Self-employed
	162
	12.0

	Number of pregnancies
	
	

	1 – 3
	907
	67.3

	4 – 6
	440
	32.7

	Number of previous births
	
	

	1 – 2
	776
	57.6

	3 – 4
	571
	42.4

	Mode of birth for current pregnancy
	
	

	Normal vaginal delivery
	540
	40.1

	Caesarean birth
	484
	35.9

	Assisted vaginal delivery
	323
	24.0

	Number of babies at most recent birth
	
	

	1
	1057
	78.5

	2
	290
	21.5

	Sex of baby at most recent birth
	
	

	Female
	851
	63.2

	Male
	496
	36.8

	Registered with NHIS
	
	

	Yes
	1245
	92.4

	No
	102
	7.6


*others: Akan, Ga, Ewe, Fante, and Komkomba.
Prevalence of disrespect and abuse 
Physical abuse was frequently reported among women. Nearly half of the participants (47.9%) indicated that nurses or doctors had used physical force to separate their legs or had applied pressure inappropriately during a normal delivery; 32.3% of women reported being slapped or hit during childbirth. Further, 21.4% of women were physically restrained during childbirth and 15.4% were separated from their newborns without medical justification. Many women reported not receiving adequate support and care during childbirth. Nearly 28.7% of women did not receive comfort or pain relief when they needed it, and 44.6% noted that their providers did not provide culturally competent care.
There were a lot of occurrences of care delivered without consent across all indicators. More than seven in ten women indicated that providers refused to introduce themselves (71.8%) and did not foster question asking (71.0%). Equally, providers neglected to respond politely, truthfully, and in a timely manner in 64.3% of situations, and 63.9% of women were not given sufficient information about procedures and expectations. During labour, autonomy restrictions were also commonplace, evidenced by 68.3% of women not being allowed to move about and 58.7% being disallowed to take a position of their choice. In addition, 65.7% of women felt that medical staff did not obtain informed consent prior to undertaking procedures.
Report of compromised confidentiality was also widespread. More than half of the women indicated that their care did not take privacy into account (57.2%). 55.8% reported care was staffed more than necessary. In 37.0% of cases, there were no curtains or other physical barriers, though drapes and coverings were used. 18.7% of participants had their medical information disclosed without consent. Verbal assaults were also commonplace. 52.3% of women reported being the objects of derisive, blaming, and degrading speech, 62.4% of women reported that medical staff did not speak with respect, and 48.0% received derogatory remarks or threats. Additionally, 38.7% reported the use of abusive language.
Furthermore, nearly half of the women (47.4%) reported that providers used language that was difficult to understand, while 60.3% experienced disrespect or discrimination based on attributes such as social class, ethnicity, age, HIV status, marital status, or educational level.
There were frequent reports of abandonment and denial of care. One-third of women indicated that a facility designated as a 24-hour facility was closed or not staffed according to its designation (34.7%). Almost half of women (49.9%) reported that they were not encouraged to contact their provider when they were in need of assistance, and 47.1% stated they did not have anyone with them (private). The percentage of women who stated they waited more than 30 minutes after notifying their provider of an issue was 31.5%, and the percentage of women who were unsupported during the second stage of labour was 19.6%. A provider did not make an intervening decision to assist in a medical situation in 19.5% of cases. Almost half of the women responding (48.0%) stated that their requests for assistance had been disregarded. Detention was universally reported, with 100% of respondents indicating that mothers, babies, or accompanying family members were not released until hospital bills were paid, highlighting a severe and systematic violation of women’s rights. More information is provided in Table 2.
[bookmark: _Toc162450123]Table 2: Prevalence of disrespect and abuse
	[bookmark: _Hlk158358359]Category
	Items (examples)
	Frequency
	Percentage

	Physical abuse
	Provider used physical force, slapped or hit the woman
	435
	32.3

	
	Provider roughly forced legs apart, fundal pressure for normal delivery
	645
	47.9

	
	Woman was physically restrained
	288
	21.4

	
	Baby was separated without medical indication
	207
	15.4

	
	Women did not receive comfort, pain relief as necessary
	387
	28.7

	
	Provider did not demonstrate culturally appropriate ways
	601
	44.6

	Non-consented care
	Provider did not introduce herself/himself
	967
	71.8

	
	Provider did not encourage the woman to ask questions
	957
	71.0

	
	Provider did not respond politely, truthfully and promptly
	866
	64.3

	
	Provider did not explain procedure and expectations
	861
	63.9

	
	Provider did not give periodic updates on status and progress
	888
	65.9

	
	Provider did not allow the woman to move during labour
	920
	68.3

	
	Provider did not allow the woman to assume position of choice
	791
	58.7

	
	Provider did not seek informed consent for procedures
	885
	65.7

	Non-confidential care
	There was no privacy (spatial, visual or auditory)
	771
	57.2

	
	Curtains and physical barriers were not used
	499
	37.0

	
	Drape or body covering was not used
	0
	0.0

	
	Too many staff members around
	752
	55.8

	
	Medical history disclosure to unauthorized person without consent
	252
	18.7

	
	Humiliation by shouting, blaming or degrading 
	704
	52.3

	
	Provider did not speak politely
	840
	62.4

	
	Provider made insults, threats, etc. 
	646
	48.0

	
	Provider used abusive language
	521
	38.7

	Discriminatory care
	Provider used language difficult to understand
	639
	47.4

	
	Provider showed disrespect based on specific attributes like social class, ethnic group, age HIV status, marital status, educational level
	812
	60.3

	Abandonment or denial of care 
	Facility closed despite being 24/7, or if open, no staff could provide care
	468
	34.7

	
	Provider did not encourage the woman to call if needed
	672
	49.9

	
	Provider made woman feel alone or unattended
	635
	47.1

	
	Provider did not come quickly when needed
	424
	31.5

	
	Provider denied support during labour
	0
	0.0

	
	Woman left unattended during second stage of labour
	264
	19.6

	
	Provider failed to intervene when medically indicated
	263
	19.5

	
	Provider failed to grant woman’s requests.
	647
	48.0

	Detention in facilities
	Not releasing mother or baby or accompanying family member until bill is paid
	1347
	100.0



Impact of disrespect and abuse during childbirth on mothers 
Table 3 contains more information on the impact of disrespect and abuse during childbirth on mothers. These impacts were self-reported by the women, and not formally diagnosed by a physician. Many women described negative emotional and psychological impacts from experiencing disrespect and abuse during childbirth. Profound emotional responses to mistreatment included anger and resentment, which were reported by all respondents. Shame and guilt affected 76.7% of participants, while 73.7% reported a loss of trust toward healthcare providers. In addition, 71.1% experienced fear and anxiety, and 69.3% reported a loss of control during the childbirth process.
Psychological distress was evidenced by 67.7% experiencing symptoms of depression and 62.6% experiencing related trauma. A reluctance to use healthcare services in the future was reported by 61.2% of women, indicating a probable long-lasting effect on utilization of services. Even though this was reported less frequently, decreased satisfaction with the childbirth experience and negative impacts on mother–baby bonding was reported by 43.9% and 37.4% of women, respectively.
The psychological stress of childbirth and abuse and disrespect during the process were closely related. More than seven out of ten women reported fear and future negative healthcare experiences (73.9%) and loss of self-esteem (72.4%). Similarly, reluctance to share birth experiences was reported by 72.8%, suggesting lasting emotional distress and withdrawal.
A considerable proportion of women experienced loss of trust (66.1%) and negative self-image (63.0%) following childbirth. The impact extended beyond the individual, with 61.3% reporting negative effects on interpersonal relationships. Nearly half (45.8%) reported that their identity as a mother was negatively affected, while 35.0% experienced post-traumatic stress symptoms, underscoring the severity and persistence of psychological harm associated with disrespectful maternity care.
[bookmark: _Toc162450127]Table 3: Impact of disrespect and abuse during childbirth on mothers
	Experience of disrespect and abuse
	
	

	Fear and Anxiety
	958
	71.1

	Loss of Trust
	993
	73.7

	Trauma
	843
	62.6

	Depression
	912
	67.7

	Shame and Guilt
	1033
	76.7

	Anger and Resentment
	1347
	100.0

	Loss of Autonomy
	933
	69.3

	Diminished Satisfaction with Childbirth
	592
	43.9

	Impact on Bonding with the Baby
	504
	37.4

	Reluctance to Seek Future Care
	824
	61.2

	Effects of disrespect and abuse on psychological health
	
	

	Negative Self-Image
	1118
	63.0

	Erosion of Self-Esteem
	975
	72.4

	Impact on Identity as a mother
	617
	45.8

	Post-Traumatic Stress Symptoms
	472
	35.0

	Loss of Trust
	890
	66.1

	Impact on Interpersonal Relationships
	826
	61.3

	Fear of Future Healthcare Experiences
	995
	73.9

	Reluctance to Share Birth Experience
	981
	72.8



Discussion
The findings of this study reveal high levels of disrespect and abuse experienced by women during childbirth across multiple domains, including physical abuse, non-consented care, breaches of confidentiality, discrimination, abandonment of care, and detention for payment of fees. These results resonate with global evidence suggesting that mistreatment during childbirth is a pervasive issue that transcends geographical and economic contexts.
In developed parts of the world like the WHO's European Region, mistreatment during childbirth has been documented although the overall rates of abuse appear to be lower than in less developed parts of the world. A huge study of over 50 thousand women from 22 countries in Europe found that 15.2% reported experiencing some form of abuse during childbirth, with only 2.4% of women reporting physical abuse and much larger rates of emotional/verbal abuse (20). This shows that, even in Europe where guidelines exist for providing respectful maternity care, interpersonal quality is still lacking often due to systemic factors such as poor communication between providers and clients, poor implementation of protocols, cultural acceptance of oppressive behaviours by providers, etc. Because Europe has lower rates of abuse than current study estimates, it is likely that this reflects differences in the strength of health systems, provider-to-patient ratios, provider training, and institutional policies that explicitly promote patient rights and informed consent (21). However, the presence of disrespect in a high-resource context indicates that this is a global problem and highlights the need for a constant commitment to improving quality in all contexts (22).
Many developing nations, particularly in sub-Saharan Africa, continue to see high rates of abuse towards women, while there are important methodological differences in sub-Saharan Africa that influence the estimation of the rates of this type of abuse in developing nations. In 33 studies that explored rates of D&A in a systematic review/meta-analysis, researchers estimated there was a pooled D&A  prevalence for childbirth in facilities of about 44.1%. Other rates of D&A  were 15.8%, physical abuse; 16.9%, non-confidential care; 16.9%, abandonment; 4.8%, detention (15). Most studies conducted at facilities had lower prevalence than was observed in the present study for nearly all forms of D&A , including non-consented care, verbal abuse, discrimination, and detention; the differences between ongoing rates and the present study results would represent significant differences in the areas studied, individual definitions of D&A  employed by researchers from the respective studies, and specific factors unique to a given locality in which a study was conducted. The higher prevalence observed in this study may reflect the large percentage of affected clients in care delivery systems where staff shortages, high patient loads, and lack of accountability exacerbate provider behaviours negatively (23).
Meanwhile, findings from country-specific studies across Africa generally confirm the current findings, although at varying levels. In a 2025 cross-sectional survey in Lagos State (Nigeria), it was revealed that 87% of women reported having experienced any form of disrespect and abuse (D&A), with the most frequently identified D&A experience being non-consented care (79.8%) (24). While this prevalence is lower than that observed for some of the categories in this study, the pattern of high frequencies of non-consented care and other forms of interpersonal abuse remains consistent across both studies and therefore likely reflects a common underlying cause, such as lack of training regarding Respectful Maternity Care (RMC) and under-enforcement of patient rights policies, including those related to the provision of care (25).
Similar documentation within Ethiopia supports an emergence of pervasive disrespect and abuse, with regards to the provision of care to mothers. For instance, 100% of the participants surveyed reported experiencing some form of physical abuse and 97.2% received non-consenting care through one or more facility-based healthcare settings (18). Therefore, the pervasiveness of non-consenting mistreatment found in this study correlates with other documented studies in Ethiopia. The overwhelming majority of women reported having received non-consenting mistreatment from providers and the cultural and systemic stressors placed upon providers, as well as their attitude that ranks their position above that of the patient, may lead to a greater likelihood of pervasive patterns of mistreatment. Ethnographic interpretations revealed that because of the level of medicalisation of childbirth care and provider-centricity in Ethiopia, interventions that do not include a woman-centred communication and consent process are likely to produce elevated risk of mistreatment rates (18).
In Ghana, studies on obstetric violence and the provision of disrespectful maternity services presented an opportunity to make meaningful comparisons between this and other similar studies conducted in Ghana. A community-based research project was conducted in Ashanti and Western regions of Ghana and 65.3% of the women surveyed had experienced some form of obstetric violence, including: physical abuse (27.4%) and non-confidentiality of care (35.8%) (14). The earlier research closely aligns with the findings of this study. However, this research shows that the percentage of women experiencing each type of obstetric violence was higher than that reported in earlier research; this is believed to be due to differences in the environmental context. For example, women in the Ashanti and Western regions were only a small percentage (29%) of those detained, whereas all women in the present sample detained. Women's expectations of these types of care were different from each other. Further, many of the women in the earlier research had experienced detention due to inability to pay for care, while all women in this research were detained. The differences in policy implementation, patient socioeconomic status and the billing practice of individuals likely explain these differences. 
The overall alignment of the current evidence with the literature indicates that the field of childbirth is characterized by systemic disrespect and abuse rather than isolated occurrences. Disrespectful/professional abuse of care providers, verbal and physical abuse, and non-consensual care, coupled with compromised confidentiality, imply that the healthcare encounter is characterised by inadequate communication from the care providers, a lack of support supervision, clinical power differentials, and an institutional culture that is dismissive of the positive value of the patients (26). Moreover, the fear of punishment, or the routinisation of the disrespect, may contribute to women’s avoidance of the exercise of their voices and rights during the care encounter, which reinforces the status quo. On the other hand, the explaining cross setting differences of prevalence of phenomena may reflect the differences in the capacity of the health system, the sociocultural belief system related to the authority and voice of the patient, the stringency of policy implementation, and the different approaches to the measurement (27).
[bookmark: _Hlk220237475]Research in more developed regions, such as France, indicate that there are an association found between the level of disrespect by health care providers during labour and the development of mental health issues associated with childbirth, specifically, postpartum depression and post-traumatic stress disorder (PTSD). One cohort study conducted in France demonstrated that women who experienced disrespectful treatment during labour were significantly more likely to develop both postpartum depression and CB-PTSD (CB-Post Traumatic Stress Disorder) at 8 weeks postpartum than women who did not experience disrespectful treatment. In that study, the overall rate of disrespectful treatment was low: approximately 8-10% of women reported feeling disrespected and only 4.06% of participants developed PTSD or CB-PTSD at 2 months postpartum. Further, the authors stated that the relationship between disrespectful treatment and adverse mental health outcomes was statistically significant (p <0.01) (16). 
The connection between the findings of the present study and the findings of the French study is the relationship between having been treated with disrespect and experiencing psychological issues. Both the French and Ghanaian studies found a significant connection between experiencing disrespect or abuse at birth and developing psychological problems after having a child. Both studies provided evidence suggesting that the psychological effects of mistreatment during childbirth may last for years. However, the level of psychological distress among the women in this current study in Ghana was significantly greater than among the women in the French study.
 All of the women in the current sample reported feelings of anger and resentment, while the French sample reported a lower number of women with these feelings. Possible explanations for this large difference might include: differences in the capacity of healthcare systems; differences in the ratios of patients to providers; cultural differences about patient autonomy; differences in the number of women who had experienced severe abuse at birth. In higher-resource countries, the existence of options as per official regulations, supportive methods of patient care and stronger protections for the rights of patients may reduce but not necessarily eliminate the psychological effects of disrespectful treatment. On the other hand, as there are systemic barriers in place in many low-resource countries, women experiencing disrespectful treatment are likely to experience higher incidences of psychological distress (28).
The studies of developing nations, particularly in Africa and Asia, offer important comparisons of issues that other research studies have illuminated. Research from Nepal, for instance, discovered that disrespectful treatment of women after childbirth is prevalent amongst women from socially and economically disadvantaged backgrounds and that there is an association between such mistreatment and an increased prevalence of symptoms of depression, although exact prevalence rates varied significantly between study designs used and methods for measuring prevalence (29). Additionally, according to findings from systematic global reviews, more than half of all women across the globe experience some type of mistreatment during childbirth with the prevalence of mistreatment varying widely by region and type of setting (26). Multi-country analyses have found that mothers suffer from psychological distress due to feelings of disrespect and abuse after childbirth in all parts of the world. Similar findings of the current study indicates that the systemic challenges facing maternity care, such as large caseloads, limited resources, and a lack of training on Respectful Maternity Care (RMC), are shared by many expectant mothers. Therefore, the combination of these challenges has contributed to the prevalence of the disrespectful treatment of mothers as well as the significant negative effects that disrespectful treatment has on the mental health of women affected by this problem. The elevated proportions of women reporting fear, distrust, and reluctance to return for care also mirror findings in other low-resource settings, where mistreatment has been linked to reduced confidence in health services and potential avoidance of facility-based care (30).
Disrespect and abuse during childbirth are common in Africa, according to systematic reviews which show a pooled estimate of 44.1% of women experiencing mistreatment including confidentiality issues and abandonment of care (15). A similar study conducted in Egypt found that 86.82% of the postpartum mothers reported mistreatment from healthcare workers due certain personal traits (31). Most studies in Africa focus on prevalence, however, there is an increasing recognition of the psychological impacts as well. For example, research protocols from Ethiopia and Guinea indicate that it is logical to study disrespectful care as a predictor of postpartum depression and other mental health outcomes, highlighting that mistreatment during childbirth may significantly increase the risk of developing maternal mental health disorders in the postpartum period (32). These findings are consistent with the current study’s identification of high levels of fear, depression, and negative self-image, suggesting that psychological sequelae are common correlates of mistreatment in low-resource health systems. Furthermore, qualitative evidence from Ghana notes that verbal abuse and abandonment during childbirth instil fear and may deter women from seeking care in the future, thereby amplifying the psychological burden and undermining trust in health institutions (12).
Specifically in Ghana, research from Greater Accra, Ashanti,  and Western region has documented widespread disrespect and abuse during childbirth, with mistreatment taking many forms including shouting, neglect, and verbal abuse, and these negatively affect women’s emotional well-being and health-seeking behaviours (17). These studies align with the current results, which show high prevalence of psychological distress markers such as fear, loss of trust, and reluctance to seek future care. Both contexts share the same contextual realities, which include understaffed health systems in Ghana, an excessive amount of work for those working within them, and non-enforced protocols on respectful care. Furthermore, research shows that stress may lead midwives to develop normalised coping mechanisms of coercive practice, which can ultimately lead to greater psychological suffering for women, creating negative experiences of childbirth (33). The psychological effects documented in this report are mass anger, shame and trauma for individuals in addition to systemic weaknesses that allow disrespectful care to persist.
Conclusion 
This study provides compelling evidence that disrespect and abuse during facility-based childbirth are pervasive in Northern Ghana, occurring across multiple dimensions including physical abuse, non-consented care, breaches of confidentiality, discrimination, abandonment or denial of care, and unlawful detention of mothers and new-borns for non-payment of bills. The high prevalence of these practices reflects deep-seated systemic challenges within maternity care services and represents a serious violation of women’s rights, dignity, and autonomy. The Ghana Health Service and hospital management should strengthen the implementation and enforcement of respectful maternity care policies, including clear accountability mechanisms for reporting and addressing abuse. Continuous in-service training and supportive supervision for midwives, nurses, and doctors should prioritize respectful communication, informed consent, women’s autonomy, cultural competence, and privacy during childbirth.
Strength and limitations of the study
The inclusive exploration of both the number and seriousness of Disrespect and Abuse, as well as the associated psychological and emotional consequences, is one of this study's strongest aspects. Additionally, the self-reported accounts of women's experiences with motherhood in Northern Ghana, a country generally under-researched, give important insight into what women experience during childbirth in Northern Ghana, a largely underrepresented area. The relatively high number of participants also enhances the reliability and authority of the study results and allows for insightful interpretations of the patterns and frequency of Disrespect and Abuse, as well as their impairments on women's mental health. However, selecting certain facilities may reduce the possibility of generalizing the findings to other areas.
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