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Abstract

Many women experience maltreatment during childbirth in health facilities across the world.
Disrespectful and abusive treatment by healthcare professionals violates the rights of women
to respectful care and their rights to life, health, freedom from discrimination. In this article,
we explore women’s and health care workers’ perspectives and experiences during childbirth
at Nonga Base Hospital (NBH) and St Mary’s Hospital (SMH), Vunapope, East New Britain
Province (ENBP) Papua New Guinea. The qualitative study comprised semi-structured in-
depth interviews conducted with six women 72 hours after childbirth and six health care
workers from the labor unit in the two hospitals. They included two midwives, two community
health workers and two medical doctors. Qualitative analysis identified major themes of human
rights violations. Women’s experiences included witnessing being slapped, scolded, ignored,
and verbally abused during childbirth by healthcare workers. The emotional effect contributed
to delay in the progress of labor and maternal and newborn complications at birth. Both women
and healthcare providers blamed women for being “uncooperative and disobedient’ justifying
disrespectful and abusive treatment. While healthcare workers externalized the situation as
beyond their control, women internalized the situation by blaming themselves. Healthcare
workers considered disrespectful treatment of women during childbirth as a ‘norm’ and
contributed human rights violations to high workload and limited resources. These findings call
for immediate measures by hospital managers, policy makers and healthcare professionals to
change issues of power, disrespectful and abusive treatment and resources as the key to women-
centered maternal health care.

Key words: Healthcare professional, childbirth, disrespectful maternal care, maternal rights, health
facility, LMIC, PNG.

Introduction

All women are encouraged to seek professional assistance during delivery. Globally, supervised births
account for 62% of births, but in low-and middle income countries (LMIC) for only 39% (Valley et al.,
2013). In Papua New Guinea (PNG) 37.9% of women, a professional supervises giving births (Mola &
Kirby, 2013). This low supervised birth rate may contribute to maternal and newborn mortality and
morbidity rate (Valley et al., 2013).

An important strategy to prevent any pregnancy related deaths is to have a professional supervised birth
that allows access to emergency obstetric care and the provision of care by a skilled birth attendance
(Mola & Kirby, 2013). Emergency obstetric care contains of comprehensive maternal and newborn care
that has the capability to perform caesarean sections, safe blood transfusions and the provision of care
to the sick and low birth weight and premature newborns including resuscitation (UNDP, 2014; Homer
et al., 2014). Supervised births have the potential to improve birth outcomes by preventing and
managing maternal and neonatal complications in the health facilities (UNDP, 2014).

However, there is evidence that women worldwide continue to experience some form of maltreatment,
violation of their rights during childbirth by healthcare professionals (Beck, 2018). This includes
physical and verbal abuse, discrimination, non-consent of procedures and lack of support during
childbirth (Bohren et al., 2019; Beck, 2018). Disrespectful and abusive treatment by healthcare
professional violates the rights of women to respectful care and their rights to life, health, and freedom
from discrimination (Beck, 2018).

Studies conducted in low-and middle-income countries (LMIC) illustrate that not all women receive
fair professional support and respectful care (Hameed & Avan, 2018; Ith et al., 2012). This includes
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disrespectful care encountered by women from public health facilities compared to the private health
facilities (Ith et al., 2012). Women with low social status who delivered at public health facilities
experienced more negative and impolite behavior compared to women with high social status who can
afford a private delivery services (Ith et al., 2012). As a result, vulnerable women continue to face abuse
and violence during childbirth (Orpin et.al, 2018).

In Papua New Guinea (PNG), women continue to encounter maltreatment, disrespectful care, and
negligence by the healthcare providers in the labor unit during childbirth (Fiti-Sinclair, 2002). As a
result, women are reluctant to seek maternal care offered by healthcare providers. This has contributed
to lower supervised birth rates and complications such as stillbirth, neonatal death, postpartum
hemorrhage, and maternal death (Fiti-Sinclair, 2002; Valley et.al, 2013).

The aim of this paper is to report on a study that compared women’s accounts and healthcare
professional’s perspectives and experience during childbirth in two hospitals in East New Britain
Province (ENBP). The research questions answered in this paper are: how do women express their
experience during childbirth; how do health workers explain their work in the labor ward?

Study context

East New Britain Province has a growth rate of 4.2% and fertility rate of 3.6% (Hanson, Allen, Bourke
& McCarthy, 2001). 74.9% of women giving birth are supervised by a health professional (Mola &
Kirby, 2013). There are two main hospitals in the province: Nonga Base Hospital (NBH), a government
facility and St Mary’s Hospital (SMH), Vunapope, which is a church run facility. The SMH has a
catchment population of 15,419 people out of which 7,589 are females in the age of 15-44 years (SMH
records, 2016).

The St Mary’s School of Nursing (SMSON) and midwifery institution is attached to SMH. In 2015, the
Bachelor in Midwifery program commenced and a total number of 71 midwives graduated until 2020.

At the SMH, an average of 1,200 women deliver at the facility per year. Health workers working in the
delivery unit include seven midwives, eight community health workers (CHW) and one consultant
doctor (SMH records, 2016). In comparison, 1,600 women per year deliver at the NBH with a staff
capacity of eight midwives, six CHWSs’, two registered and one senior specialist medical officer
(SSMO) (NBH records, 2019).

Methods

This exploratory study applied the epistemological perspective of constructivism. According to
constructivists’, knowledge of the world is socially constructed by humans (Crotty, 1998). The focus
of the study was to understand women’s and health workers’ lived experiences in the labor unit. The
richness of their stories provided accounts from their own perspective.

From the theoretical perspective, maternal healthcare has a body of theories that emerge from the
healthcare professional and women’s perceptions during childbirth. Expert theory is based on
biomedical knowledge of labour and management of the labour stages (Davis-Floyd et al., 2018). It is
built on health professionals’ qualifications and experiences. This differs from non-experts (Arnold et
al., 2018). Lay theories are constructed on what ordinary people know, how they know and how they
view the world around them, for example, how women interpret childbirth, based on their experience,
culture and norms (Mukhopadhyay & Yeung, 2010).

Data were collected through six individual in-depth, semi-structured interviews with women and six in-
depth interviews with health workers. This design allowed the collection of the richness of the
participant’s stories, experiences and feelings of the phenomena and gained insights into the
phenomenon under study (Hennink, Hutter & Bailey, 2020; Mays & Pope, 1995).
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The sampling strategy involved purposive recruitment of the participants. Six women who had given
birth, three women from each hospital agreed to participate in the study. Women who participated
delivered through a spontaneous birth or caesarean section had given birth to either a living or dead
infant 72 hours after intrapartum within the 42 days of the puerperium period.

Six healthcare professionals participated in the study, including one midwife, one community health
worker (CHW) and one doctor for each of the two hospitals.

The sample is presented in table 1:

Table 1 Participant details

Pseudonyms Sex / | Marital Number | Type of | Hospital
Age status of delivery
children

Antivan F /30 Married 2 Normal vaginal | St Mary’s Hospital
birth

Ray F /30 Married 5 Normal vaginal | St Mary’s Hospital
birth

Catvan F/26 Married 1 Vacuum St Mary’s Hospital
extraction

Nuty F/23 Married 1 Vacuum Nonga Base Hospital
extraction

Jay F/31 Married 4 Lower uterine | Nonga Base Hospital
caesarean
section

Matoks F /25 Married 4 Lower uterine | Nonga Base Hospital
caesarean
section

GeeKay F/41 Married 4 Midwife St Mary’s Hospital

Teemes M /49 Married 9 Midwife Nonga Base Hospital

Dr Jaytee M /35 Married 3 Doctor Nonga Base Hospital

Mikewes F/30 Married 5 Community Nonga Base Hospital
health worker

Auntrip F /26 Single 1/2 Community St Mary’s Hospital
health worker

Dr Lexapa M /30 Married 5 months | Doctor St Mary’s Hospital

All participants were interviewed in a private room in the postnatal unit. The interviews lasted 45 to 60
minutes and the language used was mainly English with the healthcare professionals and Tok Pidgin
with the women except one participant who spoke in Kuanua (ENBP language). At the end of the
interviews, all participants had the opportunity to add points, which were not discussed during the
interview. A reflective journal was used to document the interaction and the nonverbal communications
expressed by the participants immediately after each interviews. The data from the reflective journal
was included in the analysis to triangulate data (Mays & Pope, 1995). The interviews were conducted
between 15 June and 3 July 2020.

All interviews were transcribed verbatim and translated into English by the principal investigator. Data
were analyzed manually using content analysis (Creswell, & Creswell, 2018). The process started after
the first interviews were transcribed with coding and the development of categories, which were
compared, refined and themes identified. This process resulted in a coding framework with themes and
categories used for interpretation of the findings (Creswell, & Creswell, 2018).
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The study was approved by the Faculty of Medicine and Health Science (FMHS) research committee
(FRC/MHS/06-20). Participation in the research was voluntary and participants had the right to
withdraw from the study at any time during the interview without any negative consequences. That
included permission to record the interview. Confidentiality was maintained throughout the research
process.

Results and Discussion

Positive experiences of women’s experience in the trajectory of childbirth

One of the definitions of quality maternal care is the enhancement of woman’s experience of care that
should achieve the highest standard of health, she experiences respect, dignity during delivery and has
the availability of social, emotional as well as practical support (WHO, 2018; Hinton & Earnest, 2010).
Women have the right to reproduction and the right to childbirth. Simply put, “healthy and happy
mothers make healthy, happy and sustainable communities” (Childbirth in Human Right, 2019, p.4).

Three women experienced a positive experience by the healthcare workers during childbirth. They
described that nurses have been helpful and responded promptly when the participants called for help.
Antivan, is 30-year-old who had her second baby and mentioned that the nurses and doctor spoke kindly
and assuredly as well as treated her well when the she arrived at the labor unit to give birth. That made
her happy and gave her a good feeling.
| feel alright because the nurses treated me well, they checked me and told me to go rest and
sleep well then I can come again. | felt happy about the nurses here and the doctor, they talk
well to me; I am not worried, | am happy. When | went in to deliver and when | called out, they
helped me, | was happy until | delivered, and | came out and they looked after me.

Ray, who is 30 years old, had her fifth baby. The previous deliveries were without any complication
but now during delivery the nurse advised her to pray. After praying, the doctor informed her that she
should give birth at 11am. She was surprised that she delivered at that time and concluded, since she
followed the nurses’ advice that all went well with the delivery.

Catvan is 26 years old also described the work of the nurse during her first delivery as being helpful
and good.

The positive experience of the three participants support the importance of providing quality maternal
care. They testified that they have received a high standard of care and were treated with respect,
dignity, and with emotional and practical support (WHO, 2018; Hinton & Earnest, 2010).

Healthcare workers’ power and knowledge

Women tend to internalize unequal power relations and situations on the social, cultural, and economic

level. It can invade multiple rights and women endure unequal power relations (Hinton & Earnest,

2010). The role as healthcare workers gives them power over women. Participants expressed their

feelings of discontent in the way procedures were performed without information. Nuty, described how

a doctor, reinforced power and control when he without informing her, put her on an intravenous drip
He just came in, pulled my hands and inserted the needle and put drip on for pain. He should
have asked me if I felt big pain, but he did not, | would say yes.

The after pain of childbirth can be very uncomfortable for the women. It can affect the women’s
movement and emotions. Although Catvan had a positive experience during delivery, she felt powerless
when the nurse discharged her home. She was in pain, any movement was very uncomfortable, but the
nurses rushed her to leave the hospital.
Sometime after delivery and in pain they will not ask if we are ok and give us some medicine,
they hurry us and don’t know how we feel; we are in pain.

Matoks raised her concern on the reaction of nurse when newborn babies are left crying alone, while
nurses sit around and chat with colleagues. She explained:
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Some they do not attend quickly to pick the babies and they cry, cry, cry. One nurse was with
me; another one was sitting talking with a workmate (Matoks).

Jay was waiting for the theatre staff to bring her to the theatre for caesarian section when she heard a
woman crying due to pain. The nurse told her to shut up. Jay “felt sorry for the woman” and pointed
out that the nurse did not perform her duty.

Matoks said nurses instructed the women to walk around until the time to give birth. She observed a
nurse shouting at a woman to stay outside of the labor ward. This woman delivered in the toilet and the
baby died. Matoks told her experience with a sad expression.
The mothers walking outside who want to deliver and went inside labor ward, nurses screamed
at them to stay outside and walk about. We all saw a woman with severe pain delivered her
baby in the toilet and the baby died. | was afraid and felt so sorry for that mother because the
nurse got cross to her and so she feels pain and deliver her baby in the toilet.

Mikewes, a 30-year-old community health worker, justified that the reason nurses spoke harshly with
women was to save their babies. She justified using discretionary power over clients and expert
knowledge because women must listen to the nurses when instructed to push and need to follow the
nurses’ advice so that the baby may be delivered safely.
Sometimes like when the mothers do not listen to us like, they are uncooperative then we use
to talk hard at them. We talk hard with them it is like saving the baby. So, she must listen to us
about what we tell her so that she can push or follow our advice and the baby can come out
good and save the baby then the mothers do not listen then the staff will be get cross to the
mothers.

These findings show health workers are experts in their own profession and tend to display power over
the women in decision-making (Arnold et al., 2018; Parry, 2008). Nuty experienced that her “right to
bodily integrity (Cohen & Ezer, 2013, p. 1) was violated when the doctor as expert performed
biomedical procedures without considering her psychological needs to be informed and treated with
respect (Davis-Floyd, 2018). This finding confirms medicalization dominates the features of childbirth
(Kabakian-Khasholian et.al, 2000).

In addition, participants testified that healthcare workers exercise authoritative power over the women
by leaving them alone in labor, which indicated disrespectful treatment and violation of the human right
principle of dignity (Miltenberg et.al, 2010). Women in this study were reluctant to complain but clearly
voiced their disapproval when given the opportunity to express their thoughts. A few studies, such as
Miltenburg (2016) described similar findings. Milternburg (2016) noted that women are silent about
the dissatisfaction with substandard quality of care, which sadly is a reality in this study.

In our study, the manner in which nurses respond to women during labor and the newborn, their
insensitivity to react towards women needs demonstrates lack of commitment by the healthcare
providers (lzugbara & Wekesah, 2018; Ith et al., 2013). This finding reveals a serious neglect and lack
of commitment to the women and infants but also of the impact (D’ Ambruoso et al, 2005).

Blaming themselves, blaming women

Women tend to blame themselves for the action of healthcare workers. A common statement is “people
get what they deserve and deserve what they get” (Culda, Opre & Debrin, 2018, p. 101).

Ray heard another woman screaming, saw her crawling on the floor and heard her shouting all kinds of
words due to pain. She really wanted to tell the other woman to listen to the nurses. Ray justified that it
was the other woman’s fault because “she wanted to kill her unborn baby and continued to swear”.

Catvan also pointed to and blamed other women for their actions in the labor room. She provided a
justification when nurses became angry and mistreated a woman during labor because she broke a
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louver window. While Catvan justified why the nurses became angry she concluded that if “we make
little mistakes the nurses get at us”.
The nurse got on her because it was her fault, she pushed but accidently broke the louvres that’s
why the nurse did not treat her well.

Healthcare workers blame women for the outcome of labor when instructions are not followed
(Miltenburg et al., 2016). Auntrip, a 26-year-old CHW with 6 months of working experience, stated
that some women are uncooperative and do not listen to the nurses when they explain how to breathe
during labor. That is the reason why nurses scold women and blame women for their behavior.
As | said, some mothers are uncooperative, telling them to breathe in and out, but they are very
naughty that’s why the midwives get cross. It is a normal way nurses do to help them to listen
and deliver quickly.

There are many contributing factors for women not to attend antenatal care. These may include financial
or socio-cultural issues, sociodemographic and attitudes of healthcare providers towards women
(Gilleatt, 2004; Valley et al., 2013; Andrew et al., 2014). Auntrip constructed two women as bad women
and blamed them for not attending antenatal care. When they were admitted late to the labor ward one
women had a cord prolapse and the other one had an arm prolapse after their membranes ruptured. For
Auntrip it was the women’s’ fault that their babies died.

This mother that came last week only, she did not attend clinics and had a cord prolapse and

her baby died and the other a midwife ruptured her membrane and she had an arm prolapse and

her baby died, too.

In settings were abusive and disrespectful behavior is normal and accepted, it is expected and difficult
to change (Kruk et.al, 2018). This is the experience of Dr Jaytee who does not approve this type of
behavior of health workers but admitted it is challenging to change the practice. He added that some
midwives even blame women for having another baby after a year.
Yes, | think almost every day especially, harshness towards our mothers that is the thing that is
out of our control. Even when we raise these issues, it is not an easy thing to deal with. Like
when a mother delivers last year and comes again this year with another pregnancy this makes
midwives very cross and they scold the mothers.

These findings highlight that some participants perceive disrespectful treatment as a deserved
punishment for breaking rules, also noted in a study in Zambia (Sochas, 2019). Healthcare workers used
blame attribution to women using a language of victim blaming but exempted themselves from blame
(Jason & Turgeon, 2021). These findings are of great concern that both women and healthcare workers
blamed women as disobedient in a situation where the women should receive the best support possible
(Bohren et al, 2016). Auntrip blamed women who seems not to follow the rules of attending antenatal
care and constructed them as bad women. This reinforces “women’s perceived immorality outside the
health facility” (Sochas, 2019, p. 284).

Violation of women’s rights

Women’s perspective

Women continue to encounter verbal and physical abuse during childbirth by healthcare workers, which
is a violation of woman’s right (Hodges, 2009). Five women provided a narrative of violation of their
rights. Ray witnessed verbal abuse when a woman in labor jumping up and down in bed, crawling on
the floor due to labor pain and saw the nurse repeatedly slapping and shouting because the woman
disobeyed the nurses.

Observing such traumatic experiences can cause emotional and psychological trauma. Ray explained,
“I just felt that it was me they were slapping and shouting at me and I kept on thinking, that it is me
they were slapping me over this baby”.
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Nuty and Jay witnessed that nurses scolded women during labor. They yelled and used abusive words
when women cried in labor pain.
The mothers are feeling pain, they should not shout at them because sometimes the nurses say
to the mothers (“mama ino salim yu”) ‘your mother did not send you’ when we cry and call out
for our mothers they use to say that.

Several women expressed that they felt traumatized and abused during childbirth. Similar to other
studies in LMIC, this study identified that women were repeatedly slapped, shouted at and verbally
abused as they cried out with pain (Ith, Dawson, & Homer, 2012; Bohren et al.,2016; Hameed & Avan,
2018; Orpin et al., 2018; Aziato, Acheampong, & Umoar, 2017). Women shared that they have
witnessed other women in labor who were also being scolded and yelled at by the nurses and even to
the point of telling the women to shut up (Ith, Dawson, & Homer, 2013; Orpin et al., 2018). These
findings confirm serious human rights violatens of women in labor (Hinton & Earnest, 2010) at the two
hospitals, St Mary’s Hospital and Nonga Base Hospital.

Healthcare workers’ perspective
In PNG, the midwifery curriculum addresses respectful maternity care and women’s rights, irrespective
of race, religion, color, education, or culture with the aim to strengthen respectful maternity care (Neill
et.al, 2016).
GeeKay, a midwife who has worked for four years in the labor unit, confirmed women’s accounts and
pointed to other nurses and midwives who disrespected mothers and use abusive words.
We have staff who do abuse mothers. One of the typical examples is that sometimes they get
angry at the mothers and they used to slap mothers, saying put your legs up (sanapim leg), put
your leg properly (putim leg gut), put your ass down (putim ass go daon) and all these typical
examples of disrespect and abuse.

There is a limited choice for women to select the health facility for childbirth. Women’s preference to
giving birth in one of the two hospitals was not supported by nurses. GeeKay explained that some
women coming from far places are being send back and told to deliver at a health facility close to their
home. She highlighted that this practice is abusive to women and against human rights.
When they come to give birth, the nurses used to send them back. Like there are seven universal
rights so they use to tell them to go to the nearest health facility and don’t come here. That’s
one thing that is abusive to the mothers again.
Dr Lexapa, a young clinician observed disrespectful approaches of nurses towards women during
childbirth. Midwives do not talk to women in a respectful manner and tend to shout at the women to
wait and shut up if they call for help from the labor room. He was wondering if this is due to the
workload or just laziness.
Most of the time it is disrespectful and the sister will just tell the patient to shut up. But it is an
ongoing behavior, so this is disrespectful and neglectful. So sometimes, when the patient is in
the labor bed and is calling out saying she wants to give birth now, the midwives would shout
back at her and say you wait. It is either she is busy with some work over there or here or with
a patient or she is just lazy and is sitting down for a little while. So, it is like disrespectful at
times and neglectful at times.

Dr Lexapa highlighted the difference in the way educated and uneducated women are treated by
healthcare workers pointing to unequal power relations. He stated that women from villages do not have
the power to stand up for their rights.
I think it’s related to power because you can see the difference if an educated woman comes,
you can tell by the positive approach of the staff. You can see when a mother comes from the
village she is treated differently. It’s something to do with power, so the mothers have no way
to fight back.
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In comparison, staff members are treated well, nurses “take observations on time and this type of
attitude should be happening to everybody, so this type of attitude is unfair treatment He also pointed
out the huge difference in treatment of a staff member” (Dr. Lexapa).

These issues identified show unequal treatment by healthcare workers, which can be recognized as a
violation of human rights (Finlayson & Downe, 2013). Limited autonomy for women to decide about
the health facility use is considered as underlying factors of the “three delays” related to the limited
access to emergency care in labor (p.8). Consistent with other studies women in our study with low
educational levels and different social status are treated unequally by healthcare workers, which violates
their rights (Kabakian-Khasholian et.al, 2000). This practice by health workers with their own
privileged social status uncovers unequal power relations (Yakong et al., 2010).

Health system factors

Multiple factors related to the health system influence maternal health services delivery including
human resources, finances and availability of medical supply and technologies (de Savigny & Adam,
2009).

Human resource issues
In the labor unit, doctors and midwives have clear roles and responsibilities in the way they work
together to manage the women in various stages of labor. Doctors give orders to nurses and midwives
to assist the women to progress in labor and for the wellbeing of both the mother and the unborn child.
Nurse and midwives monitor the progress and inform the doctor of any changes. Dr Jaytee commented
nurses do not carry out the orders. He attributed the poor attitude of nurses in the labor unit to frustration
and the workload:
The challenges | am facing in the labor ward is especially regarding giving orders. When you
give orders and the nurses are not following your orders this is a big challenge. The nurses have
different multiple reasons why they don’t follow your orders that make everything more
difficult. The attitudes in the labor unit towards our laboring mothers is frustrating.

Healthcare workers know the performance of colleagues very well. Senior staff may leave the
workplace without informing colleagues. Mikewes experienced this behavior by a senior midwife who
left her as a CHW alone in the labor unit. This can lead to negligence of duty.
Sometimes when | am at work, | work with hard feelings towards my colleagues because they
do not cooperate with me. When | am working with him, he will disappear and leaves me alone
to attend to his client after he has examined the mothers and it’s very frustrating for me. If I
want to complain, he is gone and so | want to also leave the client because she is his client
(Mikewes).

Nurse’s attitudes towards work attendance and punctuality was another issue that was raised by
participants. Some nurses do not come in time for the shift or remain absent. As staff wait for their
colleagues, they may neglect the mother in labor.
Sometimes when the other staff do not come quickly, the staff on duty becomes uneasy while
the women are laboring their mind is no longer in the ward. Like the staff wants to go quickly
now and they will leave the laboring mother for the other shift (Mikewes).

These accounts present power dynamics between the healthcare workers, the doctor and
nurses/midwives and nurses/midwife and CHWs. McDonald et al. (2012) in a study in Australia found
the practice of power is related to who has authority, which goes beyond understanding of the
professional role boundaries between professional groups.

Workload

All healthcare workers raised the issue of the limited number of human resources for health and high
workload. Apparently, this has contributed to the attitude of nurses and midwives towards the women
during childbirth. Mikewes accepted nurses’ behavior since they have high workloads and “sometimes
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when we have an increase flow of mothers, staff are pressured and when the mothers do not listen then
the staff will get cross with the mothers”.

Nonga Base Hospital is the referral hospital and women from the province are referred to this hospital.
Teemes, a male midwife, reported a high workload but limited number of healthcare workers. When
faced with staff absenteeism the situation is even worse.
When a gynecologist is not available, midwives have to manage emergencies on the labor unit.
At this time, we don’t have an O&G specialist, it’s one of the challenging issues, so we
midwives are handling everything (GeeKay).

Dr Jaytee connected the staff ratio with the attitude of healthcare workers, which again has an effect on
the work performance. Limited number of staff working in the labor unit, according him contributes to
frustration of the health personnel and to the negative attitude towards women in labor.

Resource constrains

Two healthcare worker mentioned inadequate infrastructure and lack of basic equipment that adds to

frustrations.
Stress arises when a health work force encounters scarcity in logistics such as the unavailability
of proper equipment and instruments, which are needed for the provision of healthcare service
to the women (Dr Jaytee).

Teemes mentioned the infrastructure of the labor wards, with its limited space to accommodate all
admitted women to give birth. He also pointed out the limited support from the hospital management
for purchasing needed items.
In regards to support from the management, they are not really giving us what we really need
like purchase of ...we place orders, but we don’t receive those things on time.

Healthcare workers face considerable constrains in terms of available human resources for health,
equipment and medical supply and infrastructure issues. They justify the abuse and maltreatment of
women due to these issues. In a similar study, Miltenburg et al. (2016) found organizational issues in
facilities such as lack of staff, insufficient space and poor resource allocation contributing to the
disrespect and abuse by healthcare workers. Izugbara & Wekesah (2018) identified lack of basic
infrastructure as a barrier to quality maternal care. Further, the right of health care workers to decent
working conditions are not respected, which drives a culture of disrespect and poses a risk to mothers
in labor (Cohen & Ezer, 2013). This study illustrates systemic issues contributing to disrespectful and
abusive treatment of women in the two health facilities.

Conclusion

The study indicates that women are mistreated, abused and their human rights are violated during
childbirth. Healthcare workers use their expert knowledge to exercise power over women without
consideration of physiological and psychological needs of the women. Women internalize the situation
by blaming themselves or others for their behavior during childbirth. The consequences of abuse on
women causes trauma, affects the progress of labor and leads to further complications to women and
the newborn. In listening to the women’s accounts of received care during childbirth, it speaks to the
need for compassionate, kind, respectful and dignified care (Wilson et al., 2020).

On the other hand, healthcare providers externalize the situation as being out of their control and
attribute their behavior to high workload and resource constraints. Their right for a conducive working
environment calls for immediate attention by the hospital management to strengthen the health system
and protect human rights of women and healthcare worker.

The results of the study are a call to action. The hospital authorities need to develop a supervisory
structure so that human rights violations will have disciplinary consequences for the workforce of both
facilities. Policy makers such as the PNG midwifery and nurses’ association has the responsibility to
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develop and implement a concrete policy that will not tolerate disrespectful and abusive treatment of
women. This should include the serious consequences of losing accreditation of the nursing and
midwifery license. Further research is needed to explore the extent of human right abuses of women
during childbirth in PNG. This will provide evidence as a foundation to develop effective strategies
with the potential to put an end to the abuse on women during of childbirth.
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