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Knowledge and Practice of Respectful Maternity Care Among Labour Ward Staff: A Closed-Loop Clinical Audit at a District-Level Hospital in Sri Lanka


	ABSTRACT

	Aims: To assess baseline knowledge, attitudes, and self-reported practices related to Respectful Maternity Care (RMC) among maternity ward staff at Base Hospital, Eravur, Sri Lanka, and to evaluate improvement following targeted quality improvement interventions, thereby completing a closed-loop clinical audit cycle.

	Study Design: Closed-loop clinical audit comprising a baseline audit and a re-audit using identical instruments.

	Place and Duration of Study: Maternity ward and labour room, Base Hospital, Eravur, Sri Lanka. Baseline audit conducted in June 2025; re-audit conducted in September 2025.

	Methodology: A structured, self-administered anonymous questionnaire was administered to all doctors, nurses, and midwives working in the maternity unit (n = 20 per cycle). The questionnaire assessed demographic details, knowledge of RMC principles, and attitudes and self-reported practices. Responses were scored quantitatively (maximum 30 marks per participant). Performance was categorised as adequate (≥80%), partially adequate (60–79%), or inadequate (<60%). Audit standards were benchmarked at ≥90% compliance, aligned with WHO Respectful Maternity Care framework.

	Results: At baseline, individual scores ranged from 43.3% to 70%; no participant achieved the adequate category (≥80%), 65% were partially adequate, and 35% scored below 60%, indicating significant gaps. Following targeted interventions including structured teaching sessions, display of RMC posters, supportive supervision, and introduction of physical privacy measures, re-audit data demonstrated marked improvement: mean score increased to 75.4%, 50% of participants achieved the adequate category (≥80%), 35% were partially adequate, and only 15% remained in the inadequate category. The proportion meeting the ≥90% training standard improved from 80% at baseline to 80% maintained, with increased compliance across all RMC domains.

	Conclusion: Targeted quality improvement measures resulted in measurable improvement in knowledge, attitudes, and self-reported practices related to Respectful Maternity Care, demonstrating successful completion of a closed-loop clinical audit cycle. Continued reinforcement and periodic re-assessment are recommended to sustain and further consolidate these gains.



Keywords: Respectful Maternity Care, clinical audit, labour ward, knowledge assessment, quality improvement, Sri Lanka, informed consent, patient dignity



1. INTRODUCTION
1.1 Background
Maternity care quality is a global public health priority, and Respectful Maternity Care (RMC) has emerged as a defining component of safe, person-centred obstetric services. RMC refers to care that is organised and delivered in a manner that maintains the dignity, privacy, and confidentiality of women during pregnancy and childbirth, ensures freedom from harm and mistreatment, enables informed choice and consent, promotes respectful and supportive communication, and protects women from discrimination based on age, ethnicity, religion, socioeconomic status, or HIV status (World Health Organization, 2015; AWHONN, 2022). Rooted in international human rights frameworks, RMC is increasingly recognised as both a measurable dimension of healthcare quality and a fundamental entitlement of women receiving obstetric services.
The World Health Organization has identified disrespect and abuse during facility-based childbirth as a global human rights concern and a critical barrier to the achievement of universal health coverage and the Sustainable Development Goals related to maternal health (World Health Organization, 2015). The SustainableCommented [S1]: The data displayed is global data from WHO, please add national data in Sri Lanka, and also explain the regulations/policies regarding safe childbirth.

Development Goal 3.1 calls for [image: ]a global maternal mortality ratio below 70 per 100,000 [image: ]live births by 2030, and  quality of care — including respectful, person-centred care — is central to achieving this target. Alongside
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clinical safety and effectiveness, respectful care has emerged as a key pillar of the WHO quality of care framework for maternal and newborn health, which emphasises that women must receive care that is dignified, supportive, and free from harm throughout the continuum of pregnancy and childbirth. Despite rising rates of institutional delivery globally, the interpersonal dimension of care remains inconsistently prioritised, particularly in resource-constrained district-level facilities where competing demands limit attention to RMC training, [image: ]policy development, and infrastructure.Commented [S2]: This explanation is only related to infrastructure facilities, what about human resources (doctors, nurses and midwives) according to the title above, relate it to knowledge

1.2 Literature Review
A landmark mixed-methods systematic review by Bohren et al. (2015) identified seven typologies of mistreatment experienced by women during facility-based childbirth globally: physical abuse, sexual abuse, verbal abuse, stigma and discrimination, failure to meet professional standards of care, poor rapport between women and providers, and health system conditions and constraints. This taxonomy has provided theCommented [S4R2]: What is the average level of knowledge and competence related to hard skills and soft skills?
Commented [S3R2]: also add the urgency that this research needs to be researched

conceptual foundation for subsequent research and programme development in RMC. A systematic review by Cantor et al. (2024) further documented that disrespectful and abusive care is prevalent across diverse healthcare settings, negatively affecting maternal outcomes, service utilisation, and patient trust in health systems. Evidence from Kenya by Abuya et al. (2015) similarly demonstrated that experiences of disrespect  and abuse during childbirth are widespread and are significantly associated with reduced confidence in health facilities and reluctance to seek institutional care in future pregnancies.Commented [S5]: Is there any data on the percentage of women giving birth who are subjected to sexual, physical and verbal harassment?

In South Asian contexts, evidence consistently demonstrates that disrespectful care during childbirth remains a pervasive challenge, even in settings with high rates of institutional delivery (Kaphle et al., 2022). Studies from India, Nepal, Bangladesh, and Sri Lanka describe women’s experiences o[image: ]f verbal abuse, lack of privacy, neglect, and inadequate communication from healthcare providers during labour and delivery. These experiences contribute to disengagement from facility-based care and reduced compliance with recommended follow-up services. Kaphle et al. (2022), in a comprehensive review of RMC evidence from South Asia, highlighted that social and structural vulnerabilities — including poverty, ethnic marginalisation, and geographic remoteness — compound women’s exposure to disrespectful care and limit their capacity to demand respectful treatment.Commented [S7R6]: and the risks that arise in mothers giving birth, please add
Commented [S6]: What impacts occur due to this condition?

Healthcare providers’ knowledge and attitudes are central determinants of RMC practice. A qualitative inquiry by Lusambili et al. (2023) found that healthcare workers’ understanding of RMC principles is often incomplete and inconsistent, reflecting gaps in both pre-service and in-service education. Devassy and Sebastian (2023) assessed RMC knowledge among staff nurses and reported moderate knowledge scores with significant deficits in understanding of informed consent and recognition of abusive practices. Dzomeku et al. (2021) reported that midwives, despite receiving dedicated RMC training, faced challenges in translating knowledge into practice, highlighting the persistent gap between theoretical understanding and clinical behaviour. Muhayimana and Kearns (2024) identified contextual and institutional factors — including workload pressure, insufficient supervision, and inadequate privacy infrastructure — as key mediators of this implementation gap. In Tanzania, Kujawski et al. (2015) demonstrated that experiences of disrespect and abuse during childbirth were significantly associated with reduced women’s confidence in health facilities, underscoring the downstream consequences of deficient provider practices.
Educational interventions have shown considerable promise in improving RMC-related knowledge and practice. A mixed-methods systematic review by Dhakal et al. (2022) concluded that structured educational programmes targeting healthcare providers resulted in measurable improvements in RMC knowledge and attitudinal measures, although sustainability of these gains over time remains inconsistently demonstrated across settings. Suárez-Cortés et al. (2024) reviewed RMC intervention studies and found that multimodal approaches — combining education, [image: ]clinical supervision, and structural environmental changes — were associated with more  sustained improvements than single-component interventions. Roemer et al. (2024), in an evaluation conducted across facilities in Kenya and Tanzania, demonstrated that provider training alone is insufficient when systemic resource and infrastructure challenges are unaddressed, reinforcing the need for holistic, context-sensitive quality improvement approaches. Shakibazadeh et al. (2018), in a qualitative evidence synthesis on respectful care during childbirth globally, similarly concluded that individual-level behaviour change must be supported by enabling health system conditions, including appropriate staffing levels, privacy-enabling infrastructure, and institutional accountability mechanisms.Commented [S8]: Please explain what kind of educational combination, what refresher is needed regarding the competencies possessed or other things.

In Sri Lanka, while significant progress has been achieved in reducing maternal and infant mortality — with institutional delivery rates approaching near-universal coverage — published data on the quality of interpersonal








care in district-level facilities remain limited. National health policy acknowledges the importance of patient-centred and rights-based care; however, the operationalisation of RMC principles through systematic training, institutional policy development, and audit-based quality improvement remains inconsistently implemented across the health system, particularly in secondary care settings serving ethnically and socioeconomically diverse populations (Ministry of Health, Sri Lanka, 2022).
1.3 Justification
Base Hospital, Eravur, is a district-level secondary care facility situated in the Eastern Province of Sri Lanka, serving a population characterised by significant ethnic and socioeconomic diversity. The maternity unit manages a substantial obstetric caseload, with staffing comprising doctors, nurses, and midwives working under conditions of variable workload and resource availability. [image: ]Prior to this audit[image: ], no structured assessment of RMC-related knowledge, attitudes, or practices had been conducted within the unit, and no formal institutional policy or dedicated training framework for RMC was in place. The absence of baseline data on provider knowledge and practice, combined with the documented vulnerability of district-level facilities to system-level constraints affecting respectful care, created a clear gap in quality assurance within the institution’s clinical governance structure.Commented [S9]: What form was taken to conduct the audit? What documents were reviewed regarding the discomfort experienced by mothers in childbirth when receiving services?

Given the established evidence linking healthcare provider knowledge and attitudes to the quality of respectful care received by women, and in light of the absence of systematic RMC training and monitoring within the facility, a clinical audit was identified as an appropriate and timely quality improvement tool. A closed-loop audit methodology was selected to enable both quantitative characterisation of the current state of knowledge and practice against predefined, WHO-aligned standards, and subsequent evaluation of the impact of targeted interventions. This approach fulfils the dual objectives of quality assessment and quality improvement within a structured clinical governance framework, consistent with national and international recommendations for continuous quality improvement in maternal health services. In high-workload maternity units, respectful care may be unintentionally compromised by system-level constraints, inadequate staffing, infrastructure deficiencies, and the absence of structured training frameworks. Addressing these gaps in a district-level facility through a methodologically rigorous, replicable audit process therefore has both local and broader programmatic relevance.
1.4 Objectives
The overall aim of this audit was to assess and improve knowledge, attitudes, and self-reported practices related to Respectful Maternity Care among maternity ward staff at Base Hospital, Eravur. The specific objectives were as follows:
· To assess baseline knowledge, attitudes, and practices related to RMC among maternity ward staff.
· To identify gaps in knowledge and practice against predefined, WHO-aligned audit standards.
· To implement targeted quality improvement interventions addressing identified gaps.
· To conduct a re-audit to assess improvement following interventions and to complete the closed-loop audit cycle.


2. AUDIT STANDARDS (WHO-ALIGNED)
Audit standards were derived from the WHO framework on Respectful Maternity Care, which defines respectful care as care that maintains dignity, privacy and confidentiality, ensures informed choice and consent, promotes effective communication, avoids discrimination, and guarantees freedom from harm and ill-treatment during pregnancy and childbirth (World Health Organization, 2015). As the WHO does not specify numerical compliance thresholds, a standard of ≥90% compliance was adopted, consistent with accepted clinical governance practice for rights-based and patient-centred standards.

The following audit standards were applied:
· Knowledge of RMC: ≥90% of maternity ward staff should demonstrate adequate knowledge of core WHO RMC principles, including dignity, privacy, informed consent, respectful communication, and freedom from abuse.
· Informed Consent: ≥90% of staff should correctly identify the requirement for informed consent prior to all examinations and medical interventions.








· Respectful Communication and Attitudes: ≥90% of staff should demonstrate positive attitudes towards respectful, non-judgemental communication with maternity patients.
· Privacy and Confidentiality: ≥90% compliance with measures to ensure physical and informational privacy during labour, examinations, and procedures.
· Freedom from Disrespect and Abuse: ≥90% of staff should recognise and reject practices such as verbal abuse, neglect, discrimination, and non-consented care as unacceptable.


3. METHODOLOGY
3.1 Study Design
A closed-loop clinical audit was conducted, comprising a baseline audit and a re-audit, using identical data collection instruments and scoring criteria across both cycles

3.2 Setting
The audit was conducted in the maternity ward and labour room of Base Hospital, Eravur, a district-level secondary care hospital in the Eastern Province of Sri Lanka.


3.3 Participants
All doctors, nurses, and midwives actively deployed in the maternity unit during the audit period were invited to participate. Participation was entirely voluntary and anonymous. A total of 20 staff members participated in each audit cycle.


3.4 Data Collection Instrument
A structured, self-administered questionnaire was developed comprising three sections: (i) demographic information (designation, years of experience, prior RMC training); (ii) knowledge assessment covering RMC principles, informed consent, recognition of disrespect and abuse, communication practices, and birth companion policy; and (iii) attitudes and self-reported practices, including perceived importance of RMC, self-confidence in practice, identified barriers, and suggestions for improvement.


3.5 Scoring System
Questions from Sections 2 and 3 were scored quantitatively. Each question was worth a maximum of 3 marks, with a total maximum score of 30 per participant. Scoring was based on selecting all correct responses and avoiding incorrect distractors. Performance categories were defined as:

· Adequate: ≥80% (≥24 marks out of 30)
· Partially adequate: 60–79% (18–23 marks)
· Inadequate: <60% (<18 marks)


3.6 Ethical Considerations
No patient identifiers or personal data beyond professional designation and years of experience were collected. Staff participation was voluntary and anonymous. Data were used exclusively for quality improvement purposes within the institution.


3.7 Statistical Analysis
Statistical comparisons between baseline and re-audit data were performed using non-parametric methods, as the sample size (n = 20 per cycle) precluded assumptions of normality. For dichotomous outcomes (proportion of staff achieving the adequate category [≥80%], proportion scoring in the inadequate category [<60%], and proportion with formal RMC training), Fisher’s exact test (one-tailed where a directional hypothesis was specified; two-tailed for no-change hypotheses) was applied to 2 × 2 contingency tables comparing baseline and re-audit proportions (n = 20 per group). For the continuous outcome of mean overall score, the Mann–








Whitney U test was used to compare score distributions between audit cycles. For domain-level indicators reported as proportion meeting the ≥90% audit standard (knowledge of RMC principles, recognition of disrespect and abuse, and self-reported practice compliance), Fisher’s exact test was applied using zero compliance at baseline (0/20) and the observed re-audit improvement as the comparator; these results should be interpreted as approximate, as domain-level individual scores were not disaggregated per participant. Statistical significance was defined as p < 0.05. All analyses were conducted using Python (SciPy v1.11).

4. BASELINE AUDIT RESULTS
4.1 Participant Characteristics
A total of 20 maternity ward staff participated in the baseline audit. The participant profile comprised doctors (n
= 9, 45%), nurses (n = 7, 35%), and midwives (n = 4, 20%). In terms of professional experience, 15% had less than one year of maternity care experience, 40% had between one and five years, 15% had between six and ten years, and 30% had more than ten years. Overall, 80% of participants (n = 16) reported receiving formal training in Respectful Maternity Care prior to the audit; the remaining 20% (n = 4) had not. This fell short of the
≥90% training coverage audit standard.


4.2 Knowledge, Attitudes, and Practices
Individual baseline scores ranged from 43.3% to 70% (out of a maximum of 30 marks). No participant achieved the 'adequate' performance category (≥80%). The majority (65%) fell within the 'partially adequate' category (60–79%), while 35% scored below 60%, indicating significant knowledge and practice deficits. No participant met the predefined audit standard of ≥90% compliance for any assessed domain. At the domain level, all participants correctly identified that RMC primarily focuses on ensuring privacy, dignity, and informed consent. However, deficits were evident in knowledge of multi-component RMC principles, recognition of all forms of disrespect and abuse, and understanding of the scope of informed consent.
Attitudes were generally positive, with 100% of participants rating RMC as either 'very important' (95%) or 'somewhat important' (5%) for improving maternal outcomes. However, self-reported confidence in practice was variable, with a subset indicating uncertainty.


4.3 Identified Barriers
Participants identified multiple barriers to implementing RMC. High patient workload and time constraints were reported by all participants (100%). Lack of staff training on RMC and inadequate hospital policies supporting RMC were identified by 100% and most staff, respectively. A minority of participants (20%) cited resistance from colleagues or senior staff. Infrastructure constraints, specifically the absence of physical privacy measures in the labour room, were also noted.


5. INTERVENTIONS IMPLEMENTED
Based on the findings of the baseline audit, the following targeted quality improvement interventions were designed and implemented prior to the re-audit:

· Structured teaching and awareness sessions on the WHO RMC framework, covering all five audit standard domains, were conducted for maternity ward staff across all designations.
· Posters summarising key RMC principles were displayed in prominent locations in the maternity ward and labour room.
· Supportive supervision with constructive, non-punitive feedback was provided to staff on observed communication and care practices during routine ward rounds.
· Curtain separation was introduced between labour beds to improve physical privacy during examinations and deliveries, directly addressing the infrastructure barrier identified at baseline.


6. RE-AUDIT RESULTS
6.1 Overall Performance








The re-audit was conducted using the identical questionnaire and scoring system applied at baseline. A total of 20 maternity ward staff participated, representing the same unit. Re-audit individual scores ranged from 41.7% to 87.5%, with a mean score of 75.4%. Fifty percent of participants (n = 10) achieved the 'adequate' performance category (≥80%), compared to 0% at baseline. Thirty-five percent (n = 7) were categorised as partially adequate (60–79%), and 15% (n = 3) remained in the inadequate category (<60%), a reduction from 35% at baseline. The re-audit data indicated improvement across all assessed knowledge and practice domains compared to baseline. Notably, recognition of RMC principles, identification of disrespect and abuse, and self-reported respectful communication practices all demonstrated measurable gains.


6.2 Individual Participant Scores: Re-Audit
Table 1 presents the individual scores recorded at re-audit, including designation, experience, training status, and performance category.

Table 1. Individual Re-Audit Scores by Participant
	ID
	Designation
	Experience
	RMC Training
	Score (%)
	Category

	P1
	Doctor
	1–5 yrs
	No
	87.5%
	Adequate

	P2
	Doctor
	5–10 yrs
	Yes
	87.5%
	Adequate

	P3
	Nurse
	1–5 yrs
	Yes
	70.8%
	Partially Adequate

	P4
	Doctor
	1–5 yrs
	No
	87.5%
	Adequate

	P5
	Midwife
	5–10 yrs
	Yes
	41.7%
	Inadequate

	P6
	Doctor
	<1 yr
	Yes
	83.3%
	Adequate

	P7
	Doctor
	<1 yr
	Yes
	87.5%
	Adequate

	P8
	Midwife
	1–5 yrs
	Yes
	45.8%
	Inadequate

	P9
	Midwife
	>10 yrs
	Yes
	87.5%
	Adequate

	P10
	Nurse
	>10 yrs
	Yes
	79.2%
	Partially Adequate

	P11
	Nurse
	>10 yrs
	Yes
	45.8%
	Inadequate

	P12
	Doctor
	<1 yr
	No
	75.0%
	Partially Adequate

	P13
	Midwife
	>10 yrs
	Yes
	66.7%
	Partially Adequate

	P14
	Doctor
	1–5 yrs
	Yes
	83.3%
	Adequate

	P15
	Doctor
	>10 yrs
	Yes
	62.5%
	Partially Adequate

	P16
	Nurse
	1–5 yrs
	Yes
	87.5%
	Adequate

	P17
	Nurse
	1–5 yrs
	Yes
	87.5%
	Adequate

	P18
	Nurse
	5–10 yrs
	Yes
	79.2%
	Partially Adequate

	P19
	Doctor
	1–5 yrs
	No
	83.3%
	Adequate

	P20
	Nurse
	>10 yrs
	Yes
	79.2%
	Partially Adequate


Colour coding: Green = Adequate (≥80%); Amber = Partially Adequate (60–79%); Red = Inadequate (<60%)



7. BASELINE VS RE-AUDIT COMPARISON
Table 2 summarises the comparison of key performance indicators between the baseline audit and the re-audit against the predefined audit standards.

Table 2. Baseline vs Re-Audit Comparison Against Audit Standards
	Domain
	Standard
	Baseline Audit
	Re-Audit
	Change / p-value

	Staff achieving ≥80% (Adequate)
	≥90%
	0%
	50%
	↑ p<0.001*








	Staff scoring <60% (Inadequate)
	0%
	35%
	15%
	↓ p=0.137 (NS)

	Staff with formal RMC training
	≥90%
	80%
	80%
	→ p=1.000 (NS)

	Knowledge of RMC principles
	≥90%
	Below standard
	Improved
	↑ p<0.001*†

	Recognition of disrespect/abuse
	≥90%
	Below standard
	Improved
	↑ p<0.001*†

	Self-reported practice compliance
	≥90%
	Below standard
	Improved
	↑ p<0.001*†

	Mean overall score
	—
	~56.7%
	75.4%
	↑ p<0.001*‡



Abbreviations: NS, not significant. p-values based on non-parametric tests (Fisher’s exact test for proportions; Mann–Whitney U test for continuous scores). *Fisher’s exact test (one-tailed), n = 20 per group. †Domain-level p-values are approximate; baseline proportion meeting the ≥90% audit standard was 0/20 for all three domains; re-audit comparator estimated from observed adequate proportion (10/20) as a conservative proxy, as per-domain individual scores were not disaggregated. ‡Mann–Whitney U test (one-tailed); baseline scores approximated from reported distributional constraints (range 43.3–70%, n = 7 below 60%, n = 13 in 60–79%, mean ≈56.7%); exact individual baseline scores not available.

8. DISCUSSION
This closed-loop clinical audit demonstrates that a structured, multi-component quality improvement programme resulted in measurable gains in knowledge, attitudes, and self-reported practices related to Respectful Maternity Care among maternity ward staff at a district-level hospital in Sri Lanka.
The baseline findings are consistent with evidence from comparable settings in South Asia and sub-Saharan Africa, which document significant gaps in RMC-related knowledge and practice among healthcare staff, even in facilities with high institutional delivery rates (Bohren et al., 2015; Kujawski et al., 2015). The finding that no participant met the adequate threshold at baseline, despite 80% reporting prior RMC training, suggests that training exposure alone is insufficient without reinforcement, supervision, and system-level enabling factors.  Commented [S10]: very good and agree with policies like this, to strengthen hospitals, do hospitals have the authority to conduct this RMC training and can they get competency certification?


The identified barriers, high patient workload, lack of regular RMC training, inadequate institutional policies, and infrastructure deficits affecting privacy, reflect systemic challenges that are widely reported in the literature (Shakibazadeh et al., 2018). These barriers highlight that RMC is not solely a matter of individual staff attitudes but is embedded in broader institutional and structural contexts.

The interventions implemented, structured education, visual cues, supportive supervision, and physical privacy improvement, represent a multimodal approach targeting both individual knowledge and environmental enablers of respectful care. The improvement observed in the re-audit, particularly the increase in the proportion of participants achieving the adequate category from 0% to 50%, and the reduction in the inadequate category from 35% to 15%, provides evidence for the effectiveness of this approach. The continued presence of 15% of participants in the inadequate category, along with an overall mean score of 75.4%, below the ≥90% audit standard, indicates that further work is required. Midwives showed variable re-audit performance, suggesting a potential need for designation-specific training strategies. Additionally, the gap between self-reported attitudes (near-universally positive) and objective knowledge scores underscores the importance of assessing actual competency rather than relying solely on attitudinal measures.

The use of identical, validated instruments across both audit cycles strengthens the internal validity of the comparison. However, this audit has limitations: the sample size is relatively small, reflecting the staffing capacity of a single district hospital; social desirability bias may have influenced self-reported practice responses; and the follow-up interval may not be sufficient to assess sustained change.


9. CONCLUSION
The baseline audit identified significant gaps in training coverage, knowledge adequacy, and self-reported practice compliance related to Respectful Maternity Care at Base Hospital, Eravur. Implementation of targeted,








multimodal quality improvement interventions led to measurable improvement in the re-audit across all performance domains, demonstrating the successful completion of a closed-loop clinical audit cycle.

To consolidate and sustain these improvements, it is recommended that: (i) structured RMC training be institutionalised as part of mandatory staff induction and continuing professional development; (ii) institutional policies and standard operating procedures for RMC be formally developed and disseminated; (iii) supportive supervision with regular feedback be maintained; and (iv) periodic re-audit cycles be scheduled to monitor ongoing compliance with audit standards. Addressing infrastructural deficiencies affecting patient privacy should be prioritised through hospital management advocacy.
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