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Abstract

Background: Effective communication and respect for women’s autonomy are critical components of person-
centered care. Yet, there is limited evidence in low-resource settings on providers’ perceptions of the importance
and extent of communication and women’s autonomy during childbirth. Similarly, few studies have assessed the
potential barriers to effective communication and maintenance of women’s autonomy during childbirth. We sought
to bridge these gaps.

Methods: Data are from a mixed-methods study in Migori County in Western Kenya with 49 maternity providers
(32 clinical and 17 non-clinical). Providers were asked structured questions on various aspects of communication
and autonomy followed by open ended questions on why certain practices were performed or not. We conducted
descriptive analysis of the quantitative data and thematic analysis of the qualitative data.

Results: Despite acknowledging the importance of various aspects of communication and women’s autonomy,
providers reported incidences of poor communication and lack of respect for women’s autonomy: 57% of
respondents reported that providers never introduce themselves to women and 38% reported that women are
never able to be in the birthing position of their choice. Also, 33% of providers reported that they did not always
explain why they are doing exams or procedures and 73% reported that women were not always asked for
permission before exams or procedures. The reasons for lack of communication and autonomy fall under three
themes with several sub-themes: (1) work environment—perceived lack of time, language barriers, stress and
burnout, and facility culture; (2) provider knowledge, intentions, and assumptions—inadequate provider knowledge
and skill, forgetfulness and unconscious behaviors, self-protection and comfort, and assumptions about women’s
knowledge and expectations; and (3) women’s ability to demand or command effective communication and
respect for their autonomy—women’s lack of participation, women’s empowerment and provider bias.

Conclusions: Most providers recognize the importance of various aspects of communication and women’s
autonomy, but they fail to provide it for various reasons. To improve communication and autonomy, we need to
address the different factors that negatively affect providers’ interactions with women.

Keywords: Communication, Autonomy, Person-centered maternity care, Respectful maternity, Quality of care,
Person-centered care, Patient-provider interactions
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Plain English summary
Women value effective communication and respect for
their autonomy during childbirth. The World Health
Organization has recommended certain practices as
minimum standards for effective communication and re-
spect for women’s autonomy during childbirth. Yet, little
is known about providers perceptions of the importance
of these practices, the extent to which providers engage
in these practices, and the barriers to effective communi-
cation and maintenance of women’s autonomy during
childbirth. We used data from interviews with 49 mater-
nity providers in Migori County in Western Kenya to
understand these issues. We found that despite aware-
ness of the importance of various practices related to
communication and women’s autonomy, communication
was sometimes poor, with a lack of respect for women’s
autonomy. For example, 57% of respondents reported
that providers never introduce themselves to women
and 38% reported that women are never able to be in
the birthing position of their choice. Also, 33% of pro-
viders reported that they did not always explain why
they are doing exams or procedures and 73% reported
that women were not always asked for permission before
exams or procedures. The reasons providers gave for not
engaging in these practices included perceived lack of
time, language barriers, stress and burnout, facility cul-
ture, inadequate provider knowledge and skill, forgetful-
ness and unconscious behaviors, self-protection and
comfort, assumptions about women’s knowledge and ex-
pectations, women’s lack of participation, and provider
bias. To improve communication and autonomy, we
need to implement interventions to address the different
factors that negatively affect providers’ interactions with
women.

Background
High quality care is critical to sustain global efforts to im-
prove maternal and neonatal outcomes [1–3]. The World
Health Organization (WHO) Framework for Maternal
and Newborn Health highlights two aspects of quality of
care: “Provision of Care” and “Experience of Care” [4, 5].
“Provision of Care” captures the technical elements of
care, while “Experience of Care” captures the interper-
sonal elements of care [6]. “Experience of Care” also em-
phasizes person-centered care—care that is respectful and
responsive to user preferences, values, and needs [7, 8]..
Communication is a key element of experience of care
and a critical component of person-centered care and
health system responsiveness [7, 9, 10].
Effective communication requires that providers

clearly explain to patients and family the nature of their
condition, details of treatment, and available treatment
options [9]. It also requires that providers establish rap-
port, communicate respect, consider the patient’s

perspective, and demonstrate empathy [11]. Patient-
centered communication enables providers to be more
engaged with patients by listening to what they have to
say, asking questions, and being sensitive to their con-
cerns [12]. Closely linked to communication is auton-
omy, which is respect for patients’ views of what is
appropriate and allowing them to make informed
choices [9]. Effective communication facilitates patient
understanding and involvement in decision-making. It is
therefore a crucial component of patient autonomy.
Effective provider-patient communication is associated

with higher patient satisfaction with care and safety [13,
14]. Patient-centered communication is associated with
improvements in medication adherence, emotional
health, physiologic measures (i.e., blood pressure and
blood sugar levels), pain control, fewer diagnostic tests
and referrals, symptom resolution, functional status, and
lower mortality [11, 13, 15]. While there is little evidence
on how communication and autonomy affect maternal
and neonatal outcomes, there is considerable evidence
that women value effective communication and respect
for their autonomy [16–19].
The WHO recommendations for Intrapartum care for

a positive childbirth experience include minimum stan-
dards of effective communication and autonomy. These
include: providers introducing themselves and address-
ing women by name; offering clear and concise medical
information; responding to women’s needs, preferences,
and questions; supporting women to understand they
have choices; ensuring explanation of procedures and
consent; ensuring women are aware of mechanisms for
addressing complaints, and positively interacting with
women’s companions [19]. Yet, several studies on
women’s experiences highlight poor communication and
lack of respect for their autonomy during childbirth [16,
17, 20–25].. A recent study in four settings across Kenya,
Ghana, and India found that “communication and au-
tonomy” was the domain of person-centered maternity
care (PCMC) that was consistently poor across the set-
tings [26].
Little is known about providers’ perceptions of the

WHO recommendations on communication and auton-
omy during childbirth in low-resource settings [27]. In
addition, prior studies have shown that low quality of
care can occur even when health care practitioners have
appropriate knowledge. This leads to a “know-do” gap
where providers’ actions diverge from what they know
they should do [28, 29]. Thus, it is important to under-
stand the factors that might underlie the “know-do” gaps
in communication and autonomy in order to develop ef-
fective and practical strategies for improvement.
This study seeks to extend the literature on communi-

cation and women’s autonomy during childbirth using
data from clinical and non-clinical (support staff)
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maternity providers. Prior studies in the setting have
shown that both types of providers play a key role in
women’s birth experiences [16, 30]. Our research ques-
tions are: (1) what are providers’ perceptions of the im-
portance of communication and women’s autonomy
during childbirth; (2) what are providers’ perceptions of
the extent of communication and women’s autonomy
during childbirth provided by themselves and other pro-
viders in their facilities; and (3) what are the barriers to
effective communication and maintenance of women’s
autonomy during childbirth?

Methods
We used a convergent mixed-methods design to address
our research questions. Data for this analysis are from a
larger mixed methods study on community perceptions
of quality of maternity care in Migori county, Kenya,
which is described in detail elsewhere [31, 32]. Migori
county is located in western Kenya and has eight sub-
counties, each of which has a sub-county hospital in
addition to several health centers. It has a population of
about one million and an estimated 40,000 births annu-
ally [33]. It is served by 32 nurses, 19 clinical officers,
and four doctors, per 100,000 people [34]. Maternal and
child health indicators are generally lower in this county
than in other counties in Kenya: it has an estimated ma-
ternal mortality ratio of 673 deaths per 100,000 live
births compared to the national average of 495; and
about 53% of births in the County occur in health facil-
ities, compared to the national average of 61% [35].
In this paper, we use data from 49 clinical and non-

clinical providers working in maternity units across all
sub-counties of Migori. Interviews occurred in October
and November 2016. Two Kenyan female research assis-
tants with college degrees were trained by the first au-
thor to conduct the interviews.
Providers were purposefully sampled from 18 facilities

selected for an intrapartum quality improvement project
based on their relatively higher volume of births. With
permission from the county and facility leaders, the re-
search assistants approached individual providers in ma-
ternity units, informed them about the study and invited
them to participate. All agreed to participate and inter-
views occurred at only one time point. The research as-
sistants conducted the interviews in private using a
questionnaire with both closed and open-ended ques-
tions. The research team comprised a physician with a
PhD in public Health and mixed-methods training (PA),
two master’s level prepared researchers (LB and AK),
two obstetrician gynecologists (LK and CC), and a PhD-
prepared nurse scientist with maternity care and qualita-
tive methods expertise (AL). Five team members were
female (PA, LB, AK, LK, and AL), and one was male
(CC) (COREQ checklist in Additional file 1).

Communication and autonomy were operationalized
by items in the communication and autonomy sub-scale
of the PCMC scale, which captures the WHO minimum
standards [36]. Providers were asked to assess the rela-
tive frequency at which certain practices related to
PCMC occurred using closed questions with structured
responses. For selected questions, providers were asked
to make this assessment based on what practices they
believe generally occurred in their facilities, as well as
what practices they engaged in themselves. They were
also asked to assess the importance of certain practices
by stating if it was not important, somewhat important,
or very important. Each closed-ended question was
followed by open-ended questions regarding their re-
sponses to assess why certain practices were done or not
done and why participants thought certain aspects of
care were important or not. The interviews were con-
ducted in English, Swahili or Luo in private spaces in
each health facility. Each interview lasted about an hour.
The structured responses were directly entered into the
REDCap application on a tablet [37]. Interviews were
audio-recorded and transcribed (with simultaneous
translation where necessary). All participants provided
written informed consent. The study was approved by
the ethical review units of University of California, San
Francisco and Kenya Medical Research Institute.

Data analysis
We conducted descriptive analyses to examine the
characteristics of the providers and their responses to
the structured questions on communication and au-
tonomy. We then examined bivariate associations be-
tween reporting on communication and autonomy
and various demographics. We analyzed the qualita-
tive data to identify themes using the approach de-
scribed by Braun & Clarke [38]. We generated themes
both inductively and deductively using an initial code-
book based on the questions as well as codes gener-
ated from open coding 10 transcripts. This codebook
was used by the rest of the team (4 coders) to code
the rest of the transcripts and the codebook was con-
tinuously updated to incorporate new emerging codes
from the remaining transcripts. The transcripts were
divided among three coders and the lead author
double coded 10 transcripts to check for consistency.
New codes and identified inconsistencies were dis-
cussed to consensus by the study team. During cod-
ing, we wrote analytic and reflexive memos to capture
our reactions to the data and emerging ideas. We
then iteratively analyzed the codes and coded text
and reviewed our memos to generate categories and
identify themes. We considered both the semantic
(surface) and latent (underlying) meaning of the text
and focused on salience (rather than frequency) for
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the qualitative data [38]. Throughout the analysis, we
considered how our backgrounds, training, and world-
view influenced our interpretation of the results, and
drew on our combined interdisciplinary insights for a
broader perspective. We were unable to return tran-
scripts to participants for comments, but the results
were presented at two meetings in the county, which
included some of the participants, and there was
agreement that the findings reflected the situation in
the county. Quantitative data were analyzed with
STATA version 15 [39] and qualitative data were ana-
lyzed using Atlas.ti version 8.4 [40].

Results
Demographics
The characteristics of the sample shown in Table 1 have
been previously described [31]. The respondents in-
cluded seven clinical officers, 25 nurses and midwives,
and 17 non-clinical staff (including cleaners and cooks).
Thirty worked in public hospitals, 13 in health centers,
and six in mission/private hospitals. Ninety percent had
not had training on how to better interact with women.
(See Additional file 2 for demographics by provider and
facility type).

Perceptions of importance of communication and
autonomy
Over 80% of providers acknowledged the importance of
various aspects of communication and autonomy
(Table 2). For example, 86% reported that it was very
important to introduce themselves to women and 79%
said it was very important to call women by their names.
Additionally, 84% felt it was very important to ask per-
mission or consent before procedures and 85% said it
was very important to involve women or their families in
decisions about their care.
On average, clinical providers were more likely

than non-clinical providers to rate aspects of com-
munication and autonomy as very important
(Additional file 3). For example, while over 90% of
clinical providers felt it was very important to intro-
duce themselves, call women by name, and ask for
consent; this was somewhere between 50 and 70%
for non-clinical providers. There were also some dif-
ferences by type of facility. For example, only 77% of
the government health center staff reported that it
was very important to introduce themselves com-
pared to 93% of government hospital staff. Also, only
69% of health center staff felt it was important to
ask permission or consent, compared to 87 and
100% for providers in government and mission hos-
pitals, respectively.
Most providers were able to provide compelling rea-

sons for why each practice was important. These reasons

Table 1 Characteristics of providers

No. (%)

Facility type

Govt. Hospital 30 (61.2)

Govt. Health Center 13 (26.5)

Mission Hospital 6 (12.2)

Position

Clinical officer 7 (14.3)

Nurse/Midwife 25 (51.0)

Support staff 17 (34.6)

Female 35 (71.4)

Age

Less than 30 years 9 (18.4)

30 to 39 years 21 (42.9)

40 or more years 19 (38.8)

Current marital status

Single 5 (10.6)

Married 39 (83.0)

Widowed 3 (6.4)

Number of children

0 to 2 15 (31.9)

3 or 4 21 (44.7)

5 or more 11 (23.4)

Highest education

Less than College 17 (34.7)

College and above 32 (65.3)

From Migori County 29 (59.2)

Length of stay in Migori County

less than 10 years 14 (28.6)

10 to 20 years 11 (22.4)

More than 20 years 24 (49.0)

Years as a provider

0 to 5 years 18 (36.7)

6 to 10 years 13 (26.5)

More than 10 years 18 (36.7)

Number of days worked per week

5 or fewer days 37 (77.1)

More than 5 days 11 (22.9)

Number of hours working per day

8 or fewer hours 25 (52.1)

9 to 10 h 13 (27.1)

More than 10 h 10 (20.8)

Ever had training on how to better interact with patients

No 44 (89.8)

Yes 5 (10.2)

Total 49 (100.0)
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Table 2 Providers’ Perceptions of Importance of Communication and Women’s Autonomy

Aspect of
Communication
and Autonomy

Rating of importance:
N (%)

Why important Representative quotations

Providers introducing
themselves to women

Not important: 2 (4.1%)
Somewhat: 5 (10.2%)
Very important: 42 (85.7%)

Value of women being
able to identify who
cared for them:

“It is important because you may help a patient and she
wants to appreciate you. Or you talked to her rudely so
she will be able to tell that it is ‘so and so’ who talked to
me rudely.” (NC10)
“Sometimes when you have taken good care of a patient
so she will go home happy saying that I was helped by
nurse so and so”. (NC8)

Establishing rapport
and creating an
interpersonal connection
with women

“I think first is the first impression that the health provider
gives the mother, so the first impression makes a great
impact, so if the impression is not good then the mother
might become withdrawn.” (C1)
“Of course we [should] introduce ourselves to [patients] like
when they find us in the labor ward we have to introduce
ourselves to them like am so and so and am going to take
you through this and this until my colleague comes.,, it is
important because you create a rapport between you and
the client so she will be easy for her to express her
feelings...” (C20)

Calling women
by name

Not important: 0 (0%)
Somewhat: 10 (20.8%)
Very important: 38 (79.2%)

Recognizing the woman
as an individual and
expressing interest,
respect and care

“I think that if a patient tells you that she is Emily and
later you call her Emily, she will feel like ‘ooh at least she
can remember me, at least she has got some interest in
me’.” (C4)
“First, they [patients] are human beings, you need to
respect them, and they have names. Because some people
you see they will give you a report like ‘bed one’. In that ‘bed
one’ there is a human being who has a name so we just
need to know that they are human beings who have
names” (C19)

Establishing rapport and
creating an interpersonal
connection with women

“The patient will feel like this person knows me and so
she will begin to open up.” (C18)
“I think it is important because if you call her by her name,
she feels free and she can tell you all about herself.” (C34)

Promoting safety “… also it will identify who are you really talking about
so that you don’t mix patients and may be you mix up the
care and now out of that you can really mess up the life
of these people.” (C19)

Explaining and
consenting
women before
examinations and
procedures

Not important: 1 (2%)
Somewhat: 7 (14.3%)
Very important: 41 (83.7%)

Establishing rapport
and creating an
interpersonal
connection
with women

“It’s very important, to gain confidence or to work on the
woman, you have to explain first…if at all you have not
explained, then you get resistance; but if you have explained
then it will go smoothly with the procedure.” (C15)
“… when you are doing a procedure you will do it in a
favorable environment, may be when you are doing a
procedure and the patient is not informed or has not
given you permission you will get a lot of difficulties
because you will not do it the right way.” (C17)

Respecting women’s
rights and avoiding
blame or legal actions

“Well, let me say when you look at the legal aspect of it
because you may never know what can happen, pregnancy
is a risk in itself so it is safe for the health care provider
because in case of any legal issues then it shall have
protected the health care worker and even the other thing
is that, this woman will also know because if she is giving
a consent of course you are going to explain, it is an informed
consent, you explain what are you really going to do so this
woman will also be knowing the care that she will
receive” (C10)
“That is what should be done and nowadays patients know
their right and they are more informed so to be on the safer
side is better you do the right thing” (C12)

Empowering women
and their families to
be stakeholders in
their health

“When you seek consent before doing any procedure the
patient will be able to know that she has that power of
deciding, and you will be at ease to carry out the
procedure.” (C12)
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fall under seven themes, which are summarized below
and shown in Table 2 with additional representative
quotations.

Value of women being able to identify who cared for them
Providers acknowledged that it is important to introduce
themselves so that patients could identify them. For ex-
ample, when they took good care of a woman, she could
identify who took care of her and thank them or recom-
mend them in the community. On the other hand, if a
woman developed problems, she would know who to
follow up with. Being able to identify the provider was
said to increase confidentiality, such that if a woman
wanted to share her problem with only that provider,
she would know who to ask for when she next returned
to the facility. Introducing oneself appeared to serve as
an accountability mechanism for provider interactions
with women, as some non-clinical providers mentioned
this could motivate clinical providers to treat people well
since they could potentially be identified as the ones
who mistreat women.

“When you are dealing with a patient, in case she
gets better, then she is able to come back and say
that maybe X helped me and others can also come
and get assisted by the same doctor. And also, it will
make all staff to treat patients well, because, if you

don’t, then the whole community will know about
you.” (NC3)

Recognizing the woman as an individual and expressing
interest, respect and care
Many providers mentioned that calling a woman by her
name recognizes her as a person, a human being, or an
individual. They acknowledged that this made women
feel good and respected. It also made women feel like
the provider knew them, was interested in them, and
cared about them. Some providers acknowledged that it
was not appropriate to refer to women by bed numbers
or generically as “mama,” or as “you.”

“I think to some extent it makes a client feel like you
are with the client, I mean you are interested in her,
if you can know her name then you are interested in
knowing about [her] and she will be open to give you
everything.” (C27)

Establishing rapport and creating an interpersonal
connection with women
Many providers acknowledged that the different prac-
tices related to communication and autonomy helped to
improve the interpersonal interactions between women
and providers. For example, providers mentioned that
introducing themselves to the clients helped to establish

Table 2 Providers’ Perceptions of Importance of Communication and Women’s Autonomy (Continued)

Aspect of
Communication
and Autonomy

Rating of importance:
N (%)

Why important Representative quotations

“Yes, very important to involve them in the care so
that they also plan together with you and they own
the care” (C1)

Involving women
and family in care

Not important: 0 (0%)
Somewhat: 7 (14.6%)
Very important: 41 (85.4%)

Empowering women
and their families to
be stakeholders in
their health

“Yes it is important because when someone brings a
mother, they [relatives] would want to know whether
the unborn is okay or there could be a problem and
the mother needs to be referred somewhere. Once you
involve them to know the mothers condition they
usually become settled in the mind and thus become
comfortable knowing the mother will deliver. You find
some mothers make a lot of noise during labor until
the relatives also get worried whether there is a
problem or whether they are going to deliver normally.
Once the doctor explains to them that all is okay they
immediately relax” (NC18)
“… It is important because anything can happen
anytime and anywhere so if they are not aware and they
are not psychologically prepared then it will be difficult
to channel out your communication.” (C20)

Facilitating adherence,
referrals and continuity
of care

“It is important because if maybe you can talk with the
mother may be they will forget but if the relative is there
they will remind them to take quick action before that
what you are thinking may happen” (C17)
“… when you want the continuity of it, families have to
be informed so that even when the lady leaves here and
gets a problem she can easily be brought back and when
they go home they will remind that client whether she has
taken her medicine the way she was taught..” (C4)
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rapport, make women feel comfortable, increase
women’s confidence in their providers, and allow women
to open up to freely discuss their problems and ask
questions. Introducing themselves was linked to a posi-
tive first impression, which affected subsequent interac-
tions. Calling women by their names was also said to
create interpersonal connections, which makes women
feel comfortable and free to open up to the provider.
Additionally, providers noted that when women were
given information and consented, it increased women’s
confidence and trust in the provider, made them feel
free to open up to the provider, decreased resistance to
care, and promoted cooperation.

“it [introduction] creates rapport, patient feels you
are part of her, you have recognized her and this cre-
ates good relationship… This will make the client
open up to you…. Because at the end, the client will
have known you; and when they know you, they will
have [a] comfortable feeling and she will be relaxed
when you handle her.” (C30)

Promoting safety
Some providers mentioned that it is important to refer
to women by name to make sure they accurately identi-
fied them. This was necessary to avoid mixing up their
medical information and to ensure that procedures and
medications were given to the correct women.

“When you call a person by the name you will be
sure it is the right patient, right treatment and also
at times you might have one or two patients who are
having some similar names so you will be sure whom
you are attending to.” (C32)

Respecting women’s rights and avoiding blame or legal
actions
Most respondents cited patient rights and the legal im-
plications of not seeking consent as reasons why they al-
ways needed to seek consent. Also, giving women and
their families information, seeking consent for examina-
tions and procedures, and involving them in care were
seen as protective mechanisms to ensure providers are
not blamed if something goes wrong. As one provider
noted: “You cannot enter somebody’s body without her
permission because if something bad happens and there
was no permission you will be in jail.” Even non-clinical
providers recognized the self-protective aspects of con-
senting and noted that this was particularly important
because women are becoming empowered.

“Is it important to seek their permission.... to make
them aware of what is going to take place, to make
them feel worthy, to protect their dignity, provided

for by the law and the constitution [Laugh] and to
prevent the misperception of the health care worker
and let the mother know what you are doing. Like
when a mother, this was a case in media of a rape
victim, a health worker wanted to do a vaginal
examination but due to lack of informing the pa-
tient, the patient termed that as rape. The health
worker was doing what is right but just because of
not explaining, so to prevent such like issues.” (C1)

Empowering women and their families to be stakeholders
in their health
Providers acknowledged that is important to check that
women understand information given to them; and
some reported assessing this by asking women to repeat
information, giving time for questions, demonstrating,
and assessing if women followed through on instruc-
tions. Providing information to women and seeking con-
sent empowered women to be involved in their care. It
helped to prepare women psychologically for procedures,
made women feel they were part of the process, helped
women understand they had choices, and prepared
women to bear the consequences of procedures. Pro-
viders noted that family involvement prepares families
for any adverse outcomes, gives families peace of mind
knowing what is happening to the woman, increases
family ownership in the care of the woman, and pro-
motes family cohesion.

“It is important in that, the patient should feel like
whatever you have done to her, it is out of her choice
and the patient should not feel like she was forced,
and then she should be the one responsible for the
consequences because you have to explain to her that
if I do this, this and this might happen. She will be
comfortable with the procedure and then just in case
of anything she will say, I was aware and then I am
ready to bear the outcome” (C14)

Facilitating adherence, referrals, and continuity of care
Some providers noted that family involvement helped fa-
cilitate adherence by helping remind the mother of what
needs to be done during and after admission. Others
noted that family involvement helped facilitate uptake of
services, referrals, payments, and continuity of care.
However, providers cautioned that not all information
can be shared with the family and that there was a need
to respect the woman’s preference for who to share her
information with should be respected.

“It is important because it will be like you are forcing
if you don’t involve other relatives. Though you have
explained everything, you need someone to comfort
the patient and that is the relative, because when
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there is a referral then it is the patient with her rela-
tive who are there to make decisions.” (C15)

Extent of communication and women’s autonomy
Despite knowledge of the importance communication
and women’s autonomy, some providers reported never
engaging in certain practices or only doing so some of
the time (Table 3). Providers were more likely to report
negative practices for others rather than for themselves.
For example, about a third (33%) reported they never
introduce themselves to women, although more than
half (57%) reported that other providers never intro-
duce themselves. Over 90% of clinical providers re-
ported that women were told the purpose of
examinations, procedures, and medication most or all
of the time. However, about one-third reported they
did not always explain why they were doing exams or
procedures and did not always explain the purpose of
medicines. Over two-thirds also reported that women
were not always asked for permission or consent before
procedures and a similar proportion reported that pro-
viders do not always involve women and families in de-
cision making. About one-third (38%) reported that
women are never able to be in alternative positions of
their choice (e.g. squatting) when giving birth. Further-
more, non-clinical providers were more likely to report
that clinical staff did not perform certain practices than
the clinical providers themselves, and responses suggest
more effective communication and support for most

aspects of women’s autonomy in the lower level facil-
ities (health centers) than in the higher-level facilities
(Additional file 3).

Barriers to effective communication and respect for
women’s autonomy
Providers gave several reasons why they don’t always do
what they know is important. These reasons group
under three interrelated themes: (1) the work environ-
ment, (2) provider knowledge, intentions, and assump-
tions; and (3) women’s ability to demand or command
effective communication and respect for their autonomy.
These are presented below and summarized in Table 4.

Work environment
This theme captures institutional level factors that affect
communication and women’s autonomy. Commonly
providers mentioned conditions in their workplace such
as workload, which led to a perceived lack of time,
stress, and burnout. There was also reference to differ-
ences in background of providers and patients in some
facilities, which led to miscommunication. These bar-
riers as well as norms and other characteristics of insti-
tutions created a workplace culture that facilitated or
deterred certain behaviors. We group the barriers related
to work environment under four sub-themes—Perceived
lack of time, language barriers, stress and burnout, and
facility culture—while acknowledging the interrelation-
ships between them.

Table 3 Providers’ perceptions of extent of communication and women’s autonomy (N = 49)

N (%)

No, none of
them

Yes, a few of
them

Yes, most of
them

Yes, all of
them

Do you think the doctors, nurses, or other health care providers introduce themselves? 28 (57.1%) 13 (26.5%) 4 (8.2%) 4 (8.2%)

Do you Introduce yourself to the women when you first see them? 16 (33.3%) 20 (41.7%) 6 (12.5%) 6 (12.5%)

Do the doctors, nurses, or other health care providers call women by their names? 6 (13.3%) 12 (14.5%) 19 (38.8%) 12 (24.5%)

Do you refer to women by their names? 5 (10.4%) 9 (18.8%) 17 (35.4%) 17 (35.4%)

Do you explain to women why you are doing examinations or procedures on them
(Clinicians only)?

10 (33.3%) 20 (66.7%)

Do you explain to women why you are giving them medicines (Clinicians only)? 1 (3.3%) 2 (6.7%) 6 (20%) 21 (70%)

Do the doctors, nurses or other staff at the facility ask women permission/consent before
examinations and procedures?

4 (8.2%) 4 (8.2%) 26 (53.1%) 13 (26.5%)

In your experience, are women or families given information about their care? 0 (0%) 7 (14.3%) 27 (55.1%) 15 (30.6%)

Do you feel women can ask the doctors, nurses or other staff at the facility any questions
they have?

0 (0%) 8 (16.3%) 20 (40.8%) 20 (40.8%)

Do you feel women can ask you any questions they have 0 (0%) 4 (8.2%) 24 (49%) 21 (70%)

Do the doctors, nurses or other staff at the facility answer questions family have? 0 (0%) 3 (6.1%) 32 (65.3%) 14 (28.6%)

Do the doctors, nurses or other staff at the facility speak to women in a language they
understand?

0 (0%) 4 (8.2%) 19 (38.8%) 26 (53.1%)

Do you feel like the doctors, nurses or other staff at the facility involve women in decisions
about their care?

1 (2%) 4 (8.2%) 31 (63.3%) 13 (26.5%)

During the delivery, do you feel like women are able to be in the position of their choice? 18 (37.5%) 13 (27.1%) 12 (25%) 4 (8.3%)
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Perceived lack of time Lack of time was a common ex-
planation for neglecting aspects of communication and
autonomy. Providers felt they did not have enough time
to introduce themselves, get to know women and refer
to them personally, explain examinations and proce-
dures, discuss findings, or adequately answer women
and their families’ questions. One non-clinical provider
stated this bluntly: “we don’t have that time for introdu-
cing ourselves.” This lack of time was often attributed to
shortage of providers and high patient loads.

“… sometimes maybe like now we are two in the facil-
ity, me and the Nursing Officer …..some patients are
waiting for me because of the shortage…., maybe after
this somebody will call me help us in the maternity,
you leave this place you go there that is why some-
times we don’t even know the patients, we just tell
them to remove the clothes quickly, you then quickly
leave, you don’t even ask where they are coming from
or how they are doing, even asking their name.” (C17)

Language barriers Language barriers were cited as an-
other reason for not being able to provide adequate in-
formation or answer questions. Language barriers were
also thought to sometimes lead women to misinterpret

providers’ intentions and/or feel disrespected. Language
barriers were said to be due to both providers and
women not being from the community where the health
facility is located and were mentioned more frequently
by providers in the higher-level facilities.

“I can also say language to some extent because you
see this is a big place people come from different eth-
nicity and some of them come from the remote areas
and they may not be able to understand the com-
mon language… and also the staffs employed here
some of them may not be able to understand the
language that is common here or the local language
… and at times they may find themselves on duty
alone.” (C1)

Stress and burnout Many of the reasons providers
gave for not engaging in person-centered communi-
cation behaviors were related to stress and burnout,
which was referenced directly or indirectly. Stress
was often associated with fatigue, forgetfulness, im-
patience, irritability, and lack of attention. Factors
contributing to stress and burnout included high
workload, lack of essential supplies to work with,
and non-work-related stress. Both perceived lack of

Table 4 Barriers to communication and autonomy

Theme Sub-theme Representative quotations

Work environment Perceived lack of time “It is the time when you have so many patients and when they ask questions you will not
get time to answer them.” (C17)

Language barriers “Most of the nurses are not Luos and our women who come to this facility mainly know
Luo alone so when the nurse is speaking to them in Swahili, they feel like the nurse is
despising them or disrespects them. They end up nick naming them that ja Kisii [person
from Kisii] is the one on duty, am not going for my clinics as she will look down upon me.” (NC12)

Stress and burnout “This mother has come with a language barrier and this person worked within the 8 h but
too much work, so due to the irritability and the stress involved in it, that is when you find
that instead of calling Emily Emily I call her ‘you mother’.” (C4)

Facility culture “People have set some things, we believe, it’s now a trend. I don’t know what facility you
can go and find a staff introducing herself to the client like am so and so, I have never
seen it.” (C8)

Provider knowledge,
intentions, and
assumptions:

Inadequate provider knowledge
and skill

“Sometimes, even if the patients does have the courage to ask a question, providers may
not be able to answer those questions effectively because they may not understand what
the need of the relative or the mother is.” (C3)

Forgetfulness and unconscious
behaviors

“Yes but sometimes I usually do forget, [Laughs] you might come and you find when the
line is so long … sometimes you can forget…greeting them you cannot forget, but
introducing our names sometimes we do forget.” (C38)

Self-protection and comfort “Because when you introduce yourself, someone can come and say that you are the one
who treated him badly and yet you were not the one.” (NC2)

Assumptions about women’s
knowledge and expectations

“It is the assumptions that people have that they have been here for long and they are
known by most of the clients.” (C11)

Women’s ability to
demand or command
effective communication
and respect for their
autonomy:

Women’s lack of participation “It is just fear, but the staffs cannot refuse to respond, like she may just but be scared from
the fact that he is a doctor that is why she feels small before him and can’t ask whatever
question that they have.” (NC15)

Women’s empowerment and
provider bias

“In most cases, you know such like patients they are too inquisitive, demanding so you will
spend so much time with them when compared to the others who are not aware of what
is going on.” (C32)
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time and language barriers, previously noted, were
potential sources of stress and burnout, often inter-
acting to exacerbate the situation.

“…some of the staff at times maybe they are in a
hurry to help the patient in the situation especially
like in maternity some women they come and maybe
there is that burnout you are one staff you want to
do this and this, and at times you forget [to intro-
duce yourself]” (C33)

Facility culture Facility culture affected communication
and autonomy through a perceived lack of time and
stress and burnout. Other direct effects of facility culture
were apparent from the reasons providers gave for not
introducing themselves to women. For example, a
provider referenced the fact that there was no facility
around where providers introduced themselves.
Another clinical provider mentioned that although
they were trained in school to always introduce them-
selves to women, it had been forgotten and was not
practiced in their facilities. Non-clinical providers, in
particular, who mostly learn on the job, referred to
modeling the behaviors of other providers without
questioning them.

“When I started working in this facility, I found staffs
not introducing themselves to the women when they
first see them so we are just following what they are
doing.” (NC1)

Lack of accountability for who is responsible for com-
municating certain things to the women was also an
issue. For example, a woman may not be told why she
was given medications because there are multiple pro-
viders involved in her care and each assumed that some-
one else would do it.

“…I do not know how I would put it because like
here now Clinical Officers prescribes because we do
not have a doctor working at this facility… maybe
the pharmacy person dispenses, she/he will tell the
patient this drug take two, two times a day, this
other one take two three times a day but she has not
been told for what purpose are they given the drugs.”
(C19)

Providers in different types of facilities also pointed to
the role of facility culture. For example, non-clinical pro-
viders suggested that women to feel more comfortable
in the health centers because the nurses there are “free
with them”. Labor and birthing positions also appeared
more prescriptive in the higher-level facilities than in the
health centers.

“We take them to the ward to give birth, only if it
finds that she has not reached the bed is when she
can give birth standing but if not they must be on
the bed lying on their back. They are even shown
how to put their legs.” (NC5)

The physical environment also influenced the facility
culture, although this was expressed less frequently in
relation to poor communication and autonomy. A few
providers mentioned that dirty floors in the labor room
are a reason why women may not be allowed birthing
positions of their choice such as squatting or birthing on
the floor. Furthermore, the reason for not allowing
women to birth in alternative positions was often not
empathically communicated to women, which further
undercut women’s autonomy in birth.

Provider knowledge, intentions, and assumptions
This theme captures factors at the level of the provider
that affect communication and respect for women’s au-
tonomy, and include knowledge, skills, attitudes, inten-
tions, and assumptions. We group barriers here under
four sub-themes: Inadequate provider knowledge and
skill, forgetfulness and unconscious behaviors, self-
protection and comfort, and assumptions about women’
knowledge and expectations.

Inadequate provider knowledge and skill A few partic-
ipants acknowledged that sometimes they are unable to ef-
fectively communicate due to lack of knowledge or skill.
This was particularly related to understanding and an-
swering questions. Some providers noted that sometimes
they did not answer questions due to their inability to re-
spond to sensitive questions, fear that their answers may
upset or instill fear in women, or just because they were
unable to understand the patient. This suggests a lack of
perceptive listening skills among providers, as well as an
inability to empathically communicate.

“Lack of knowledge on the question. A good example
is when a HIV positive woman and a HIV negative
husband. They will ask you that how are we discord-
ant, so questions on that line if the provider is not
able to answer, either she will evade the question or
find a way of dodging...” (C11)

Inadequate knowledge was apparent in non-clinical pro-
viders response to certain questions. For example, one
non-clinical provider’s response to the question on
whether providers explained the purpose of examinations
and procedures indicated that they were interpreting this
to be equivalent to giving instructions. Some also believed
that women are supposed to do whatever the doctor tells
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them, so they did not think women should have a prefer-
ence in their birthing positions. Some non-clinical pro-
viders also tended to overestimate the knowledge of
clinical providers by stating they “know everything” and
can always answer questions from women.

“she is to take the position she is told by the doctor;
you cannot allow her to take her own position.” (NC7)

Forgetfulness and unconscious behaviors verses self-
protection and comfort Sometimes provider behaviors
were subconscious. For example, many providers said
they sometimes forgot to do certain things such as intro-
ducing themselves or explaining procedures. This was
often because it was not something that was frequently
done in their facilities. Forgetfulness was also attributed
to stress from the high workload or in the case of
emergencies.

“…it is just something that is hard for one to remem-
ber that I have to introduce myself. At times we tend
to forget… I do not know whether it is a habit or as-
sumption that we just don’t.” (C7)

Other times, it appeared that providers consciously
decided to behave in certain ways to protect themselves.
For example, some providers mentioned that sometimes
they don’t introduce themselves because they don’t
want women to know their names. These providers fear
that they may be mistakenly identified as someone who
mistreated a patient or that they will be identified (and
held accountable) if they actually do mistreat a patient.
This concern about being identified when they mistreat
a woman was mostly expressed by the non-clinical pro-
viders. However, non-clinical providers referred to a
similar rationale for clinical providers, and some even
suggested that clinical providers might be less likely to
mistreat women if women knew them by name, as they
would be able to identify the person who mistreated
them.

“You may deal with a patient in a bad way, so if
you introduce yourself to her then she will know you
more and tell others about you. So it’s better not to
introduce yourself to them… or you talked to her
rudely so she will be able to tell that it is so and so
who talked to me rudely. (NC10)

Also, some were concerned about women calling them
by their names outside of the facility. In addition, some
felt clinical providers might not want to introduce them-
selves because women will go and talk about them in
the community or they will refer to them by their names
instead of by their title such as “doctor.”

“Some think that when they introduce themselves,
then the women will go and start talking about them
in the community. Maybe the doctor or nurse did
something bad to the patient so if they say their
names, the patient will go and tell others about her
outside. So that is why they don’t introduce them-
selves to the patients” (NC3)

Provider protection and comfort both negatively and
positively affected communication and autonomy. For
example, consenting was thought of as a means of pro-
tecting providers from litigation, which motivated some
to seek consent for procedures. On the other hand, it
appeared that women were sometimes prevented from
giving birth in their preferred positions because those
positions were not comfortable for the provider.

“Because some of them, they prefer the squatting pos-
ition and may be the staff who is there may have it
difficult to kneel down… At times especially that pos-
ition is also uncomfortable for the health worker.” (C4)

Assumptions about women’ knowledge and expectations
Providers sometimes attributed their behaviors to
their assumptions of women’s knowledge and expecta-
tions, which may or not always be correct. For ex-
ample, many providers said they don’t usually
introduce themselves because they assume the women
already know them or ought to know them, as most
of them came from the same community. Some also
mentioned that women will know who they are by
their uniforms or by their name tags. One provider
said that once you are in a uniform or lab coat, you
don’t have to introduce yourself. Others, however, ad-
mitted that although women can know they are
health providers by virtue of them being in the com-
munity or by their uniforms, they don’t necessarily
know their names.

“No, that is a weakness I have, I normally assume
that they know me, but when I am doing health talks
I introduce myself…It is a preconceived idea that
they know us.” (C4)

Some also felt that some women did not expect them
to introduce themselves or may not be interested in
them introducing themselves because of their condition.
Non-clinical providers were more likely to have this
opinion.

“The patient has come and is sick, she is not inter-
ested in knowing your name but to get treated. Some
patients come while in bad mental condition, how
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can you introduce yourself to such a person, all she
is busy with is to get life back.” (NC13)

Some providers admitted to not providing women with
enough information about their care or adequately obtaining
their consent because of assumptions that: women already
knew what was happening (although providers often acknowl-
edged that this was not always true), may not understand what
they were told, or may be frightened by the information.

“Most of the times they just examine them as they
assume that the women know why they are examin-
ing them. But some young girls do not know and the
mothers who are used to giving birth at home do not
know too and so they should always ask for permis-
sion from all of them so that they get to know why
the nurses are doing anything in them.” (NC1)

In addition, some providers said they assumed that coming
to the facility meant a woman had given her consent for all
care given at the facility and they, therefore, did not need to
ask for permission or consent to do something. These mis-
conceptions were higher among non-clinical providers,
though they were also expressed by some clinical providers.

“when a mother comes voluntarily to deliver, that is
a sign that she has given the doctor permission to
treat and assist her in whichever way. So I do not
see whether there is need again for a doctor to ask
permission from her before he does a procedure or
examination.” (NC11)

Women’s ability to demand or command effective
communication and respect for their autonomy
This theme captures factors based on women’s charac-
teristics that contribute to differences in communication
and respect for women’s autonomy. There are two sub-
themes related to this main theme: Women’s lack of par-
ticipation and women’s empowerment which is influ-
enced by provider bias.

Women’s lack of participation Providers sometimes at-
tributed poor communication to a lack of participation
from the women. For example, some providers reported
that some women do not ask questions because of fear,
shame, and feeling inferior to providers. Similarly, some
providers ascribed lack of autonomy to women’s passiv-
ity. In particular, women not birthing in their preferred
positions was attributed to them not asking.

“This facility is like in a community, it is not in the
Urban set up, so will not really hear any woman
who will ask you sister I want to deliver while squat-
ting, they will not ask, they will just assume the

position that they will know {laughter…} no one will
ask you I want to lie like this, I want to give birth
squatting if they are not asking then of course even
us {laughter…} we cannot push them.” (C19)

Responses from non-clinical providers however sug-
gested that birthing in alternative position was not often
an option for women. Additionally, it was also evident
that even when women asked, they might be denied
based on the type of positions they preferred due to pro-
vider discomfort or the state of the labor ward. In
addition, provider assumptions about why they were
requesting that position were often biased. An example
of this includes a provider assuming that a woman wants
to deliver on the floor because she perceived the tiles to
be cleaner than the delivery bed (because they do not
have tiles in their homes).

“No, they are forced to lie on their backs… they are
told to lie on their backs and hold their legs….”
(NC13)

“… there are some who want to deliver down on the
floor, that one we do not allow, you must deliver on
the couch. When they come they tend to see this tiles
to be cleaner than the couch and we don’t allow
that,” (C18)

Women’s interactions with providers were said to be
influenced by provider characteristics. It was said that
women may be less likely to communicate effectively
with male providers or younger providers because of fear
or shyness. Non-clinical providers were more likely to
mention that females may be uncomfortable asking male
providers questions because of fear and perceived infer-
iority. Some non-clinical providers reported facilitating
communication between women and clinical providers
when women did not feel that they were able to go dir-
ectly to clinical providers with their questions.

“Some fear doctors for example if the doctor is a
male so they come to me to ask me, then I go back to
the doctor together with her and we ask and we both
get the responses and I also learn from there… like
when she has an itchy private part, they cannot ex-
plain to the male nurse so they will just go back
home with the problem.”(NC12)

Some providers, however, acknowledged that a
woman’s behavior might be a response to provider be-
havior. A woman’s comfort or confidence in asking
questions was affected by the way in which she was
treated by her provider. For example, some women
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feared to ask questions when the provider was not
friendly or did not receive them well.

“I think the first thing is how this woman has been
received and who has received this woman, has she
or he built a relationship with this woman, has she/
he created that friendly environment because if the
approach is bad from the beginning then this woman
will not be open” (C19)

Women’s empowerment and provider bias There was
a bias towards providing more information and respect-
ing the autonomy of women that providers believed
were well informed, of a higher status, and/or more
empowered. Providers noted that it was safe to do the
right thing when women are well informed because they
know their rights. Also, well informed women were said
to ask more questions and to be more demanding,
resulting in providers spending more time with them.
Women’s companions also influenced communication
and autonomy. When women had someone to advocate
for them, they were more likely to receive information
about their care.

“nowadays patients know their right and they are
more informed so to be on the safer side is better you
do the right thing” (C12)

Facilitators of effective communication and respect for
women’s autonomy
Because of the way the guide for the interview was
set up, the discussion on communication and auton-
omy mostly focused on barriers, hence our focus on
that in this manuscript. However, when a general
question was asked on how to improve patient pro-
vider interactions, providers usually mentioned ad-
dressing the issues they had already discussed. This
implies that addressing the barriers discussed above
will facilitate effective communication and respect for
women’s autonomy. Of note many providers also
mentioned training as a means to improve patient-
provider interactions. This included training on how
to talk to patients to build trust and confidence and
how to talk to hostile and uncooperative patients.
Many also mentioned training on stress and a few
mentioned trainings on discrimination.

“I would like to train on how to relate with patients
and how to manage stress at work” (NC3)

“[training on] how to handle patients who are hostile
and who cannot cooperate and … how can you build
confidence in patients so that they become free and
open up” (C21)

Discussion
This paper is among the first in sub-Saharan Africa to
explore in detail providers’ perceptions on various as-
pects of communication and autonomy during child-
birth. It is a mixed-methods study with both clinical and
non-clinical providers working in different levels of facil-
ities in a rural county in Western Kenya. We find that
despite a relatively strong awareness of the importance
and benefits of effective communication and respect for
women’s autonomy, the associated recommended behav-
iors are not consistently practiced by providers. The bar-
riers to effective communication and autonomy are
related to the work environment; provider knowledge,
intentions, and assumptions; and women’s ability to de-
mand or command effective communication and respect
for their autonomy. Addressing these barriers are critical
to facilitating effective communication and respect for
women’s autonomy.
The finding that communication and autonomy is

sub-optimal in many facilities is consistent with findings
from other studies with providers [21]. Studies with
women however paint a more dire situation. For ex-
ample, in a study with women in the same setting, 77%
reported that providers never introduced themselves to
them and 70% were never allowed to deliver in a pos-
ition of their choice [41]. Also 28% were never told the
purpose of examinations and procedures and 36% were
never asked permission or consent before examinations
and procedures. These numbers imply poorer communi-
cation and autonomy than what was reported by the
providers. However, given that provider responses re-
garding their own behaviors are more prone to social de-
sirability bias, it could be assumed that providers
overestimated the extent of communication and auton-
omy in their facilities. This incongruence has been
shown in other studies [42].
This paper contributes to understanding of the “know-

do” gap in PCMC. Although most providers recognized
the importance of various practices related to communi-
cation and autonomy, they did not always engage in
these practices (and some never did). A key reason for
the “know-do” gap is the work environment. The sub-
themes under work environment such as perceived lack
of time, stress and burnout, and facility culture are
known barriers to effective communication and other di-
mensions of quality care [19, 43]. Staff shortage and the
resulting high patient load leads to stress among pro-
viders, as well as a perceived lack of time, which caused
them to forget or ignore recommended practices. Per-
sistent high stress leads to burnout which results in poor
interactions with women—with implications for lower
levels of patient safety and quality of care in general [44,
45]. Also, when providers feel they have limited time to
attend to all their patients, they prioritize what they
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deem is most important and efficient, which is usually
providing clinical care and dispensing medications. With
many providers not engaging in good communication
practices, it becomes the norm and accepted culture in
the facilities, further perpetuating poor communication
and a lack of patient autonomy in facilities.
The facility culture influences what providers remem-

ber to do, hence the providers’ responses which suggest
that poor communication is sometimes unintentional.
There were also times when providers consciously
avoided or engaged in certain behaviors in order to pro-
tect themselves. The fear of legal action had the positive
effect of promoting communication and patient auton-
omy. However, this implies that providers may be less
likely to provide information or respect the autonomy of
women that they believe may not be able to seek legal
redress. The differences by type of facility also support
the role of facility culture in the “know-do” gap. There
seemed to be a sense of community at lower level facil-
ities that improved patient-provider interactions in those
facilities. The differences in communication and auton-
omy by facility type are consistent with findings from in-
terviews with women suggesting lower PCMC in higher
level facilities [26, 41].
These findings do not mean provider knowledge is not

important, but that knowledge alone is not sufficient. In-
adequate knowledge was a bigger issue among non-
clinical providers, who were less likely to rate the prac-
tices as very important. All non-clinical providers re-
ported they had never had a training on how to interact
with patients—despite the evidence that they directly
interacted with patients and played a role in shaping
women’s maternity experiences in that setting [16, 30].
Non-clinical providers, therefore, essentially learned how
to interact with patients by watching the clinical pro-
viders, whose communication skills they sometimes
overestimated. Many of the clinical providers had, how-
ever, never undergone training on how to interact with
patients themselves; and some admitted that poor com-
munication was sometimes due to inadequate knowledge
and skills, especially when it involved sensitive issues.
Finally, a woman’s inability to ask for what she wants

or command quality care by virtue of her status further
contributes to poor communication and autonomy. A
woman’s ability to express herself is, however, usually in
response to specific provider behaviors, patient-provider
power dynamics, as well as by the facility’s culture. Inad-
equate knowledge and disempowerment coupled with
providers’ attitudes and biases towards these women—
both consciously and unconsciously—disincentivizes
women to participate in their own care. This further re-
inforces poor communication, as well as lack of respect
for their autonomy. Prior studies, including studies in
the same county, have shown that women of low social

status (poor, illiterate, and unemployed) have poorer
antenatal and maternity experiences in health facilities
[26, 41, 46].

Strengths and limitations
The main limitation of this study is the effect of social
desirability bias, as providers were asked to report on
their own behaviors. We did not have the resources to
systematically conduct observations. Thus, the practice
of providers on the various aspects of communication
and autonomy are likely overestimated. Also, the focus
on salience rather than frequency in the qualitative ana-
lysis implies that the themes do not necessarily reflect
the frequency of occurrence of issues related to that
theme. The quantitative data addresses this issue but is
also limited because of the relatively small sample size.
Selection bias is also a potential bias, as the data repre-
sents the views of providers from high volume birthing
facilities, which are not be representative of all facilities
in the county. In particular, the issues of workload may
be over-represented from these busier facilities. Also,
given that the data was collected in one county, the re-
sults may not be generalizable beyond the study county.
Nonetheless, this study has several strengths. It is

among the few studies to examine the issue of commu-
nication and autonomy in detail from the perspective of
both clinical and non-clinical providers. Including non-
clinical providers may have helped to reduce social de-
sirability bias, as non-clinical providers were more of
participant observers in clinical care (this was not always
true from other data in the study, as some non-clinical
providers reported being involved in assisting with births
in some facilities), and not knowing what the “right an-
swer” is may have led to less socially desirable answers
from non-clinical providers. Also, including providers
from different levels and types of facilities allowed ex-
ploration of factors that might differ across them. Fi-
nally, using a mixed methods design allowed for
estimation of extent of various practices as well as in-
depth understanding of perceptions of importance and
barriers.

Implications for policy and practice
This study highlights that knowledge of the importance
of effective communication and autonomy is essential,
but it is not sufficient for engaging in person-centered
behaviors. This implies that interventions need to go be-
yond didactic sessions on importance of communication
and autonomy and patient rights, to ones that provide
them with the tools to effectively bridge the know-do
gap. Trainings that give providers the opportunity to
practice person-centered communication in the context
of providing clinical care could help them develop the
skills to communicate effectively and respect women’s
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autonomy even under time pressure [47]. Trainings also
need to include content that address self-centered inten-
tions and wrong assumptions, stress management, and
explicit and implicit biases that lead to discrimination.
Importantly, these trainings should include all providers
in a facility, including non-clinical providers. Having all
providers in a facility undergo a training will help pro-
vide peer reinforcement and accountability, which can
catalyze sustainable change in the culture of the facility.
Training programs alone will not be enough. Interven-

tions need to address the various drivers of poor com-
munication and autonomy highlighted by the providers.
This should include improvements to the work environ-
ment and facility culture to enable providers to practice
what they know. Strengthening health systems to ad-
dress workload, stress and burnout, and putting in place
measures to reduce language barriers would facilitate ef-
fective communication and respect for women’s auton-
omy. Interventions also need to be tailored to the needs
of providers in different levels of facilities. In addition,
educating women on their rights would empower them
to be better co-actors in their care. Women’s empower-
ment initiatives beyond the health facility would contrib-
ute to their receipt of high-quality care.
Although this paper focuses on communication and

autonomy, it is important to note the link between com-
munication and autonomy and other dimensions of
PCMC. For example, in other data from this study, pro-
viders highlighted that disrespect and abuse of women is
often the result of women being perceived as uncoopera-
tive and difficult [32]. In this study, however, providers
acknowledged how various aspects of communication
and autonomy can increase the likelihood that women
will be cooperative. Helping providers see the link be-
tween effective communication and difficult situations,
and helping them develop their skills for effective com-
munication in difficult situations could help reduce
other forms of poor PCMC. In addition, getting pro-
viders to practice certain behaviors such as consistently
introducing themselves could directly improve women’s
experiences, as well as serve indirectly as an accountabil-
ity mechanism against mistreatment.

Conclusions
This study is among the few in low-resource settings on
providers’ perspectives of communication and autonomy
in their facilities that includes both clinical and support
staff, as well as providers at different levels of facilities—
including private facilities. Our findings support evi-
dence of poor communication and autonomy found in
prior studies from interviews with postpartum women.
Despite an awareness of the importance of various as-
pects of communication and autonomy, providers report
various barriers to practicing effective communication

and autonomy, which leads to a “know-do” gap. Inter-
ventions should therefore reinforce what providers know
and accept, teach what they don’t know, and address the
barriers to applying their knowledge. Such interventions
should go beyond training to address systemic factors
such as increased workforce and accountability mecha-
nisms, as well as the empowerment of women. In
addition, there is a need for a cultural shift towards a
more person-centered culture. This will help ensure sus-
tainable efforts to improve person-centered/respectful
maternity care within the broader framework of provid-
ing high quality universal health care.
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