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health system levels, as well as by the broader cultural
and community context [26]. Drawing on these two
frameworks, and those developed by Bruce [10] and
Hulton et al. [11] in relation to quality of care, we devel-
oped a conceptual framework to analyse and understand
the connections between the findings from this review.
The framework shows the factors that influence

MHCPs’ attitudes and behaviours, the resultant types
of attitudes and behaviours and their corresponding
effects (Fig. 1). Determinants at the: (1) individual-
level such as provider beliefs and characteristics,
provider-patient relationship, as well as patient’s
attributes, attitudes and behaviours; (2) organisational-
level such as work load and working environment
including supportive supervision, relations with co-
workers and availability of medicines and commodities;
and (3) societal-level namely cultural beliefs, shape
positive and negative attitudes and behaviours of
health workers. These attitudes and behaviours, in
turn, impact on the patient’s emotional well-being,
satisfaction with care, and access to services – all of
which are also interrelated. By having an effect on
these elements, which determine quality of care, atti-
tudes and behaviours ultimately influence maternal
health outcomes.

Methods
Search strategy
Five electronic databases were searched: the Cochrane
Library, CINAHL Complete, Medline (PubMed), Popline
and PsychInfo. Search strings were developed based on
identifying key words and medical subject headings
related to the population (MHCPs in LMICs), the “inter-
vention” (attitudes and behaviours), and potential out-
comes (satisfaction, acceptability, access, utilization, and
health-seeking behaviours). The full search strategy is in-
cluded as Additional file 1. Reference lists of included
studies and reviews located on the topic were examined
to identify additional literature. Retrieved records were
imported into the reference management software
EndNote X4 and assessed against inclusion and exclu-
sion criteria in three stages - screening of titles, ab-
stracts, and finally full texts.

Inclusion and exclusion criteria
This study was limited to literature published in English
from January 1990 to 1 December 2014. As the aim was
to explore the breadth of the research undertaken on
MHCP attitudes and behaviours in LMICs, all types of
study design were included. MHCPs were defined as
trained providers (such as medical doctors, nurses,

Fig. 1 Conceptual framework: Influences on and impacts of MHCP attitudes and behaviours
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midwives and paramedics) delivering antenatal, abortion,
childbirth or postnatal services (including family plan-
ning) up to one year after childbirth. Studies on experi-
ences of HIV-positive women within maternal health
services were not included here as HIV itself incurs
marked stigma and discrimination, with corresponding
implications for service utilization and health outcomes
[27–33]. Given that provider attitudes and behaviours
towards HIV likely differ considerably from other condi-
tions, this was considered a separate review and beyond
the scope of this study. The LMICs included were drawn
from the World Bank’s classification of countries’ in-
come status in July 2012.
Studies were included if they reported on the types of

attitudes and behaviours, the factors influencing these,
and/or the impacts resulting from certain attitudes and
behaviours. Reports which simply stated that the attitude
or behaviour was ‘positive’ or ‘negative’ without provid-
ing additional details on the type of attitude or behav-
iour, or the influences or impacts of the positive or
negative attitudes and behaviours were excluded. We
also excluded studies related to health care for children;
case studies of the experience of one patient or one
MHCP only; and studies describing factors which influ-
ence quality of care without specifying the impact of
MHCP behaviours and attitudes.

Analysis
A thematic analysis approach was used to synthesize the
evidence located. Text relevant to attitudes and behav-
iours, and their influences and impacts, was extracted
from full-text documents and those that were similar or
conceptually-related were grouped together. Thus, for
example, insulting and humiliating speech, shouting and
scolding were classified as ‘verbal abuse’; whilst ignoring
patients or being uncaring, dismissive or hostile were
classified as ‘rudeness’. Selected quotations from partici-
pants as reported in the studies were copied verbatim to
further illustrate dominant themes or notable exceptions
to these.
For each paper included in the review, information

was extracted into a standardized data tool on: (1) study
characteristics (first author and year of publication,
study design and setting); (2) study population; (3) type
of facility (public or private) and health worker cadre; (4)
type of attitude or behaviour, grouped as positive and
negative; (5) factors influencing attitudes and behaviours;
and (6) impact of attitudes and behaviours.

Results
Of the 967 titles and 412 abstracts screened, 125 full text
papers were obtained and reviewed, and 81 studies in-
cluded in the review (Fig. 2). Almost all of the 44 papers
excluded on full text did not provide information on

MHCP attitudes and behaviours (n = 41), two described
experiences with one MHCP only, and one paper re-
ported on the attitudes of providers who were not
skilled.

Included studies
Most included studies, 58, used qualitative research
methods (Additional file 2: Table S1). An additional 15
studies used mixed qualitative and quantitative methods,
seven were quantitative surveys, and one was a narrative
review. Of included studies, none evaluated interven-
tions that aimed to alter MHCP attitudes or behaviours.
Close to two-thirds of the papers (n = 48) explored atti-
tudes and behaviours from patient or community per-
spectives only. The remainder reported health care
provider perspectives only (n = 4), these together with
individual patient or community perspectives (n = 23), a
mixture of provider, patient/community, and researcher
observations (n = 4) or the latter two only (n = 2). The
most common regional setting was Africa (n = 55)
followed by Asia and the Pacific (n = 17), Latin America
(n = 10) and the Middle East (n = 2). Four papers were
set in more than one country. Of the 77 single-country
studies, nine were from Tanzania, seven from South Af-
rica, six from Nigeria, five from Uganda, and four from
Kenya.
Fifty-five studies provided evidence on the impact of

attitudes and behaviours, while forty described influ-
ences on attitudes and behaviours. All studies apart from
one, reported on types of attitudes and behaviours –
negative (such as verbal and physical abuse) and positive
(such as being friendly and respectful). Authors most
commonly focused only on negative attitudes and behav-
iours (n = 58), with 20 describing both negative and posi-
tive ones. The attitudes and behaviours of health care
providers working in public facilities only were examined
in 46 studies, and those of health care providers working
in both public and private facilities were examined in
another 13 studies. The majority of publications did not
specify the cadre of health care provider studied (n = 46);
while 34 articles provided evidence of the attitudes and
behaviours of nurses, 33 of doctors and 32 of midwives.
Attitudes and behaviours were primarily reported on at the
time of childbirth (n = 66), followed by during the antenatal
period (n = 30), family planning consultations (n = 6), the
postnatal period (n = 4) and at abortion (n = 3). Study find-
ings are presented below, disaggregated into positive and
negative attitudes and behaviours.

Positive MHCP attitudes and behaviours
Types of positive attitudes and behaviours
Twenty-three studies, the majority of which were set in
Africa (n = 17, 31 % of studies from the region), reported
on a range of positive attitudes and behaviours of MHCP
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[34–50], mainly at the time of delivery (n = 16) and dur-
ing antenatal care (n = 8). Most commonly in these
reports patients described MHCPs – working in public
and private facilities – as being caring when women
were seeking ANC [21, 22, 29, 34], in labour [20, 25,
27–29, 34, 36, 39, 41–43, 45, 48, 51–54]), or having an
abortion [31]. For example, a mother in Bangladesh
noted, by “continually checking up on their [women’s]
conditions, providing medications and regularly asking
after their health” [34]. Encouragement and support dur-
ing childbirth was another recurring theme highlighted
in five studies [34, 35, 42–44]; in the words of one
mother: “During the delivery, the support of the doctor
was very important to me. He was very kind and hu-
mane. I will never forget his encouragement” [Lebanon]
[43]. Women also mentioned respect and having been
treated well by providers [34, 38, 40, 46].
In a few studies, MHCPs were reported as being

friendly [42, 51], kind [44, 45] and sympathetic [37, 39].
Providers were also described as polite [38, 40, 46, 50],
welcoming [38, 41], informative [38, 43], helpful [39, 40]
and attentive [55].

In a survey in Lusaka, Zambia exploring access to and
quality of maternity care, just over half the 845 women
who had delivered in a health facility praised midwives
for ‘good personal treatment’ of maternity patients [44].
Of the 821 reflections provided by these women on
MHCP attributes that were valued and remembered,
close to half related to ‘kindness’ and ‘encouragement’
[44]. Another study also highlighted exceptional in-
stances of generosity from MHCPs in Argentina, where
doctors had paid for maternal health services unafford-
able to patients [46].
A survey in Tanzania found differences in the interper-

sonal aspects of care between public and private facil-
ities. Of women attending public facilities (n = 166),
93 % reported that providers showed interest, 70 % were
not interrupted by providers during conversations, 98 %
felt providers were polite and 71 % were asked about
their concerns. For women attending private facilities
(n = 188), similar proportions noted that providers
showed interest and were polite (95 % and 98 % respect-
ively), while more had not been interrupted during con-
versations (87 %) and were asked about their concerns
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Duplicates excluded
(n=744)

Titles screened
n=967
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n=412

Records excluded (n=555)

Full text excluded (n=44)
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Fig. 2 Flowchart of different stages of the systematic review
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(81 %) [38]. These differences were statistically signifi-
cant (P < 0.001 for non-interruption of conversations,
and P = 0.02 for asking about concerns). In South Africa,
a mixed-method study found differences in behaviour
based on the location of the facility: a higher number of
women receiving services in two urban sub-district pub-
lic obstetric facilities reported respectful behaviour from
health workers as opposed to women from rural facilities
(63 % and 66 % for rural versus 75 % and 72 % for
urban, P < 0.01) [56].

Factors influencing positive attitudes and behaviours
Five studies reported reasons for the positive attitudes
and behaviours of MHCPs. In Bangladesh, the under-
standing and caring nature of providers in private facil-
ities was attributed, by the study researchers, to the
providers familiarity with patients’ cultural practices and
communities [34]. In a similar vein, MHCPs working in
public and private facilities in a few countries in Africa,
as well as in the Dominican Republic, were more likely
to show positive attitudes and behaviours when the
patient was from the same catchment area as the heath
facility [38] or when the patient was known to them
[57–59]. As stated by one study participant, “Doctors
and nurses only pay attention to their friends and
relatives” [Mothers, Nigeria] [57], whilst authors of an-
other study undertaken in Ghana, Kenya and Malawi
remarked: “At health facilities, communication tended to
be more two-way if a woman…had a familial relation-
ship or friendship with the health worker” [59].

Impacts of positive attitudes and behaviours
In nine studies, the presence of MHCPs who were re-
spectful, caring, friendly, helpful or sympathetic were
important factors in encouraging demand for maternal
health care, including antenatal care [55] and facility-
based delivery [37, 39, 43, 47–49]. In a survey of 178
women across four sites in South Africa, 11–15 % of re-
spondents cited friendliness of staff as a reason for at-
tending antenatal care [49]. These experiences meant
clients were more likely to be satisfied with quality of
care [39, 43, 48], and feel positive emotions, such as
higher self-esteem [43]. For example, one woman in re-
lation to ANC consultations with an obstetrician, said:
“When I visit her I feel relaxed, I feel less pain because I
like her. She asks me about my problems, I tell her and
she answers to all my questions. She talks about every-
thing and she explains everything” [Mother, Lebanon]
[43]. One study found that women experiencing positive
attitudes and behaviours were more likely to decide to
return to a facility than those experiencing negative
ones. A positive attitude of one MHCP even compen-
sated for other negative experiences, with one woman
remarking: "I will go there again, because even though

one of the nurses was unfriendly and impatient, the other
was very accommodating and I pray I will meet someone
like her anytime I have to go there” [Mother, Ghana]
[39]. Lastly, one study rated quality of care higher when
MHCPs were attentive, polite and showed interest in pa-
tient’s concerns [38].

Negative MHCP attitudes and behaviours
Types of negative attitudes and behaviours
Negative attitudes and behaviours were clustered into
two areas. Firstly, negative interpersonal interactions be-
tween providers and patient, which encompassed verbal
abuse or inappropriate communication, and physical
abuse. Secondly, negative behaviours of providers in
terms of actual service delivery, which manifested as
deficiencies in availability of services, lack of privacy
during patient care and unwillingness of providers to
accommodate traditional practices.

Interpersonal interactions between provider and patient
The most commonly reported negative behaviour
(n = 45) was verbal abuse during ANC (n = 12) and
childbirth (n = 35) – specifically shouting, scolding or
use of insulting language [34–37, 42–44, 48, 51, 57,
59–80]. Two surveys on birth care undertaken in
Zambia and Tanzania found that shouting and scolding
was the commonest complaint related to MHCP atti-
tudes and behaviours, reported by 56 % (of 845) of
women sampled in Zambia and 8.7 % (of 153) of women
in Tanzania [44, 81]. Only one study each reported ver-
bal abuse during postnatal care [55], at the time of abor-
tion [64] and when seeking family planning services
[48]. Many studies providing evidence on verbal abuse
sampled public sector facilities (n = 43), whilst nine stud-
ies also noted instances of this behaviour in private facil-
ities. Evidence from Ghana specifically indicated that
verbal abuse is more problematic in public than private
facilities [66]. The majority of studies reporting on verbal
abuse were set in Africa (n = 34, 62 % of studies from
the region), with fewer in Asia (n = 6, 35 % of studies
from the region), Latin America (n = 4, 40 % of studies
from the region) or the Middle East (n = 1, 50 % of stud-
ies from the region). Though midwives (n = 19) were
most commonly cited as being verbally abusive, a similar
number of studies (n = 21) also did not specify the type
of health worker.
Thirty-five studies described rude behaviour from

MHCPs during all stages of seeking maternal care (ante-
natal, delivery and postnatal), with all these papers docu-
menting examples from public health facilities [34–37,
39–42, 46, 49, 51, 58, 60–64, 71, 82–92] and very few
from private ones [39, 66, 81, 93]. Most studies did not
pinpoint the cadre of health worker who was rude (n =
23), and were set in Africa (n = 31, 56 % of studies from
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the region) and Asia (n = 10, 59 % of studies from the re-
gion). In Bangladesh, Benin, Ghana, Nigeria, Tanzania
and South Africa, studies recounted how providers ig-
nored, dismissed or ridiculed the opinions of women
when they expressed their needs or voiced their opinions
[34, 35, 41, 65, 66]. One pregnant woman in South
Africa explained how a nurse had discounted her opin-
ion: “If you air your views or your opinion, they laugh at
you and ridicule you” [65]. Anger, and hostile or imper-
sonal behaviour from nurses and midwives was another
recurring theme [41, 51, 67]. Specific instances of these
behaviours included when assistance was requested by
patients [39], or when postnatal services were sought at
facilities other than where delivery had taken place [60].
Other commonly reported experiences of MHCPs were
harsh and condescending attitudes [34, 35, 82, 84, 87,
94, 95], and a lack of sympathy [39, 42, 63, 84]. In an-
other study set in South Africa, women who had experi-
enced stillbirths complained about health workers’ lack
of sensitivity in placing them in wards together with
women and their live babies [56]. In the words of a
woman who had a stillbirth, “I could have been better off
if they took me to a room for the mentally ill people ra-
ther than in a room where there were people carrying their
babies and I stayed there and I was crying cause babies
were crying and I could not take it you know” [56].
In other instances, patients and providers themselves

described MHCPs as authoritarian and frightening [70,
91, 92], particularly during childbirth [70, 91, 92]. In one
study in Mexico, for example, researchers remarked in
relation to application of an epidural block: “In this par-
ticular case, the doctors used intimidation as a strategy
to keep the women immobile” “if you move, you'll be re-
sponsible if we prick your baby”, “if anything happens to
the baby, it will be your fault” [92]. A mother recruited
in a qualitative study in the Philippines remarked, “…the
doctor was mad at me when I told her that the baby is
about to come out. She told me to hold on from pushing
or else she will suture me inside there” [96]. During
ANC, researchers of one study observed that pregnant
women were ordered to undertake actions – such as
for collection of blood specimens– in an authoritarian
manner [97].
An overall lack of communication from MHCPs was

reported in 16 studies [34, 41, 43, 45, 56, 58, 60, 64, 68,
77, 80, 94, 95, 97, 98, 106], primarily in public facilities
(n = 13) with doctors (n = 8) and nurses (n = 8) most
commonly cited in the evidence, though nine studies
also referred to ‘health workers’ more generally. One
study, which specifically looked at communication to
young pregnant women (ages 14 to 20 years) with com-
plications, found that doctors and midwives did not pro-
vide important information on how complications might
affect the baby or why tests to monitor complications

were being performed [97]. In addition, patients were
not given the opportunity to clarify doubts or ask ques-
tions [97]. In other studies, information was not pro-
vided about abortion care [64], progress of labour [34,
43, 58], the health and sex of the baby [34], as well as
safe neonatal care practices [34]. In certain cases, pa-
tients also did not know the reasons for, or outcomes of
physical examinations [58, 60, 68], medication [77, 98],
and surgical procedures, such as caesarean sections [80].
In two studies, one exploring communication during
ANC and another on women who experienced still-
births, women reported learning about health outcomes
through overhearing conversations between health
workers rather than being told directly [56, 97].
Seventeen studies included accounts of physical

abuse from MHCPs, mainly during or after childbirth
[37, 39, 41–42, 48, 53, 60, 62, 63, 68, 69, 74–77, 79, 81] –
most of which were set in Africa (n = 13) and cited
midwives as being abusive (n = 7). Women were beaten,
slapped or had their hair pulled when they were perceived
as not following instructions or not pushing during labour
[37, 41, 42, 60, 74, 77]. A mother who participated in a
study in Benin said: “They asked why I could not stay still
to give birth, and they started to beat me” [41]. In a
survey undertaken among 1,779 women in Tanzania, two
women reported being sexually harassed and 4 women
reported rape [81].

Characteristics of the health services delivered This
section reports on provider neglect or abandonment of
patients, limited availability or absenteeism, and refusal
to deliver services. The theme of neglect or abandon-
ment recurred frequently, reported in 33 studies [35–37,
40, 42–44, 58, 60, 61, 63, 64, 68–70, 74, 75, 80, 81, 85,
87, 88, 95, 98–107] – again primarily in government run
hospitals and centres (n = 30). Neglect or abandonment
was mainly cited in studies set in Africa (n = 22, 40 % of
studies from the region) and Asia (n = 10, 59 % of stud-
ies from the region), and demonstrated by nurses (n =
17) and doctors (n = 12), or by facility health workers in
general (n = 16). Several studies provided accounts of
women being abandoned during consultations or in crit-
ical situations when assistance was required [36, 40, 58,
68, 74, 80, 85, 95, 99, 105]. A common experience de-
scribed in study reports was being left alone in the
labour room during childbirth without any supervision,
or delayed attendance, because nurses and midwives
were sleeping, chatting, watching television or did not
inform doctors of the delivery [43, 58, 60, 68–70, 74, 75,
80, 85, 88, 95, 98, 100, 106]. Researchers of a quality of
care study in the Dominican Republic noted that in a
labour ward of a referral level hospital: “At one point a
woman gave birth unattended while a group of students
stood around the bed across the aisle from her, no one
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