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Objective: The study was explorative in nature, implemented at hospital level to investigate how respectfully
women are treated while accessing delivery care in the health facilities.
Methods: A total of 115 diﬀerently-managed i.e. public, private and public-private partnerships (PPP) health
facilities in Ganjam and Kandhamal districts of Odisha were selected to undertake this study. Three women each
having given childbirth in the last six months preceding the survey in the sampled 115 health facilities were
selected randomly to participate in the study.
Results: The result presented a distinct picture wherein provision of respectful maternity care is not uniform for
all the respondents included in the study. Management of the health facility remained as the major transpiring
factor to providing respectful maternity care. Public health facility (ATT: 5.503) - which happened to be the
largest service provider in the study population, aﬀects respectful maternity care adversely. Contrary to this,
women having accessed delivery care from the PPP facilities received more respectful maternity care. The
private facilities whose number is mushrooming alarmingly at the present time also fails to provide the needed
respectful maternity care to women during their diﬃcult phase like childbirth.
Conclusion: Women's memory of birth experience including any disrespectful and abusive care stays with her
lifetime and aﬀects her physical and emotional health. It may also discourage her to have institutional delivery –
by which, opportunities may be lost to diagnose morbidities early that are associated with pregnancy and
childbirth.

1. Introduction
Reproduction is considered as a major aspect of female's role and
continued to be basic to the genesis of the ideology about women. And,
women regard motherhood as a positive and fulﬁlling experience.1 In
India, motherhood is celebrated with so much pride and admiration. It
is often regulated with inevitable socio-cultural values and viewed as
necessary to continue the family lineage.2 Women receive special attention and care since her conception to till childbirth from the family
members. The family give every eﬀort to make her journey to becoming
a mother pleasant.3,4 Apart from the family care, essential eﬀort is also
put in place to provide the best of medical care during her gestation and
at the time of delivery. The recently concluded National Family Health
Survey (NFHS-4, 2015–16) reckons such emerging development in
India. As the survey suggest, the percentage of women who had at least
4 antenatal care visits increased to 51% in 2015–16 from 37% in
2005–06. Births assisted by skilled birth personnel increased from less
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than half (47%) to 81% during 2005–2016. Women with institutional
births also doubled (in 2005–06, it was 38.7% that increased to 78.9%
in 2015–16) during this period.5 Although, such development at the
national level is signiﬁcant to advance India's position on public health
globally, there are still large number of women who experience suffering, ill health and even death in diﬀerent parts of India.6,7 Most of
the illness or deaths are pregnancy-induced, occurs during pregnancy,
at childbirth or within 42 days after the birth.8 The situation is even
worse among the disadvantaged socioeconomic group or in the diﬃcult
geographical regions.9,10 A wide range of factors found to have transpired for such unequal distribution of maternal morbidity and mortality in the country. In a nutshell, poverty, illiteracy mainly among
women, lack of proper nutrients in the diet, unhygienic sanitary conditions and absence of medical care remained as the foremost correlates
of high maternal morbidity and mortality.5,11,12
Beside this, an important but little understood component of high
maternal morbidity and mortality is disrespectful and abusive
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behaviour by the health workers and other staﬀs in the health facilities.13 Large number of studies primarily from African countries found
that, women with certain individual characteristics are often physically
abused, neglected and abandoned, discriminated or asked to pay extra
payment while undergoing diﬃcult phase like during childbirth. In
certain cases, the abusive care or the negligence by the health facility
staﬀs is fatal in nature.14 This symbolizes the existence of biasness in
the healthcare system. In India, with considerable gaps in services,
emphasis has always been placed on increasing physical access, but
eﬀorts to ensure quality of care and recording women's needs and
perception during the maternal healthcare have not been suﬃcient.15–17 Studies have also found that, women from better socioeconomic backgrounds receive all the necessary information related to
family planning more than their counterpart women with poor socioeconomic characteristics. Addition to this, post-delivery sterilization of
poor women without their knowledge is not uncommon in India –
which is often justiﬁed to meet the family planning targets and to
control the population.18,19 While, these studies can address certain
aspects of quality of care, it predominantly restricts to any single dimension or largely of family planning service. However, there are many
such discrepancy exist in healthcare delivery system that are sensitive
in nature, but do not ﬁnd the needed care and attention.
Respectful and non-abusive birth care for all women has achieved
agreed importance among maternal health and human rights stakeholders in India recently,20 yet, there has been a relative lack of formal
research around this topic. With this backdrop, the present study attempted to shed light on, how respectfully women are treated during
childbirth - which happened to be the most vulnerable phase of women's life. The study is expected to produce evidence of any non-digniﬁed and abusive care in facility-based childbirth and to highlight the
aspects of care that women value most during childbirth. This is essential to generate support for the existing health policies and programs
that advocate to increasing institutional births with a long term aim to
bring appreciable reduction in the maternal mortality in India.

and In-Depth interviews (IDs) were also used to collect qualitative information from health personnel and respondents to supplement any
quantitative inferences. Tools were piloted to check its reliability and
necessary changes in the tools were undertaken before its use in the
ﬁnal data collection process. Interviews of respondent were conducted
at their respective home to control the inﬂuence of any extraneous
variable like the presence of facility staﬀs which might have aﬀected
the quality of information ascertained from the respondents.

2. Data and methods

3.2. Calculation of treatment eﬀect

The study was explorative in nature conducted during January to
March 2016 in Odisha – a high-focused state for its poor maternal
health indicators in India.8,21 Respondents were selected cross-sectionally from three diﬀerently-managed i.e. public, private and publicprivate partnership (PPP) health facilities. A total of 115 (public 60;
private 40; PPP 15) health facilities where delivery care is provided
were identiﬁed in Ganjam and Kandhamal districts of Odisha to undertake this study. From the total 30 districts in the state, Ganjam and
Kandhamal districts situated in South and Western part of Odisha were
selected to conduct this study. As per the Human Development Index
report, Ganjam (0.551) and Kandhamal (0.389) stands at 20th and 29th
position in the state.22 These two districts diﬀers largely on socioeconomic and demographic characteristics. The topographies of the
selected districts also varies signiﬁcantly. Ganjam is situated in coastal
region whereas, Kandhamal is a tribal dominated district and geographically mountainous. Additionally, for the advantage, the selected
districts have more than one quarter (28%) of total PPP health institutions in the state, from where respondents were selected for comparative purpose in the present study.
A total of 345 (three women each from 115 health facilities) women
having received delivery care in the last six months preceding the
survey in the included health facilities were selected randomly for the
interview. However, only 322 respondents could be interviewed. Due to
non-cooperation, information from rest of the women could not be
ascertained. The standard toolkit developed by USAID for its MCH
program was employed to gather information related to the experience
of women during childbirth.23 In addition, structured interview schedule was used to collect data about the individual and household
characteristics of the respondents. Focused Group Discussions (FGDs)

Y1 is the outcome for the women who visited private or PPP facilities whereas Y0 is the outcome for the women who sought maternal
healthcare from public health facilities.

3. Statistical interpretation
Inferential statistics and bivariate analysis were carried out to examine the level and pattern of respectful maternity care during childbirth. Using principal component analysis (PCA), a composite respectful
maternity care index was created to examine its variation across selected covariates. The alpha (α = 0.7137) value suggested that, the
included components are good enough to deﬁne much of the variability
in the respectful maternity care index at childbirth. Chi-square at 95%
level of signiﬁcance was used to check the statistical signiﬁcance of any
association studied in the bivariate analysis. Further, propensity score
matching (PSM) - a robust and an innovative statistical technique was
used to analyse the net eﬀect of each health facility on respectful maternity care - outcome of the interest.
3.1. Calculation of propensity score
It is the probability that a woman will use a speciﬁc health facility
for maternal healthcare services, given her various background characteristics.
p(X) = Pr (D = 1|X)
Where, D = {0, 1} is the indicator of exposure to use any speciﬁc health
facility for the maternal healthcare services and X is the vector of pre
health facility visits characteristics.

y= yy10

if D = 1
if D = 0

the impact of visits to any speciﬁc health facility for a woman i, noted
δi, is deﬁned as the diﬀerence between the potential outcome in the
presence of (for example: visiting to non-public facilities) and the potential outcome in the absence of visits (for example: visiting public
facilities).
δi = y1-y0

(1)

The treatment eﬀect is obtained by averaging the impact across all
the women in the population. This parameter is known as Average
Treatment Eﬀect (ATE).
ATE = E (δ) = E (y1-y0)

(2)

Where E (.) represents the average.
3.3. Counterfactual situation
For an ideal comparison, the controlled group either needs to be
assigned treatment or the treatment from the treated group needs to be
taken away which is not possible in observational or cross sectional
studies. For this reason, the only way-out that remain was to ﬁnd some
close matches for those treated observations and then use their outcomes to compare with the outcomes of the controlled observation that
are similar to each other. In other words, counterfactual is the potential
829
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Respondents having used private and PPP facilities received more
respectful maternity care than their counterpart respondents who used
public facilities. This pattern was observed across the selected respectful maternity care indicators. Nearly, half of respondents in public
facilities were denied to have food or ﬂuid in labour unless it was
medically necessitated. The corresponding ﬁgures in private and PPP
facilities were 25% and 13% respectively (p < 0.001) (Table 1).
In an in-depth interview, Anita Bhoi (name changed) a semi-literate
respondent having delivered (DOB: Dec 4, 2015) her baby in the district
(Kandhamal) government hospital complained that, “Some health personnel made video and took photographs during my delivery. All this was
done without my consent. When my husband complained about such act, he
was asked to cooperate to receive the medical care.”

outcome, or the state of aﬀairs that would have happened in the absence of the cause. This model guides the estimation of visits to nonpublic facilities.
With the help of this model, Average Treatment Eﬀect on the
Treated (ATT) has been calculated. This measures the impact of the
treatment on treated women.
ATT = E (Y1 |D = 1) – E (Y0 |D = 1)

(3)

Where E (Y1 |D = 1) is the average outcome of the women who have
visited a private or PPP health centre. Whereas, E (Y0 |D = 1) is the
counterfactual, it shows average outcome that the treated individuals
would have obtained in absence of visits to private or PPP facilities,
which is unobserved.
Data was entered using the Statistical Package for Social Science
(SPSS). The entered data ﬁle then transformed into STATA 12 version
for the statistical analysis purpose.

A young mother Topai-Majhi(name changed) (delivered at age 18 years)
shared her experience that,“I was physically restrained during labour
pain. I was actually beaten by the staﬀ nurse and was pinched harshly.
My IV vain ﬂow set was also removed without much care. (Women in a
FGD, Kulada).

4. Results

The composite index of respectful maternity care during childbirth
suggest that, respondents having delivered baby in private (61%) and
PPP (50%) facilities received high level of respectful care more than
their counterpart respondents who received delivery care in public facilities (14%). More than half (56%) of respondents in public facilities
received low level of respectful maternity care in the study. The association was found to be statistically signiﬁcant at p < 0.001 (Fig. 2).
Respondents in urban (59%), other than SCs, STs and OBC social

Nearly, three-fourth (74%) of the respondents had paid informal
fees to have delivery in the health facility. Only half of the respondents
reported that, her companion was allowed to stay with her wherever it
was necessary and 52% of respondents opined that, clean cloth or
Macintosh sheet was used during her childbirth. More than one-third
each of respondents were denied food or ﬂuid in labour unless it was
medically necessary and harassed by doctors while assisting her during
childbirth respectively (Fig. 1).

Fig. 1. Experience of respondents while having childbirth in Odisha.
830
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Table 1
Experience of respondents while having childbirth by health facility.
Indicators of respectful maternity care during Delivery care

Total

Woman was encouraged to opt for institutional delivery
Woman was encouraged to seek treatment/advise from specialist available in the health centre
Companion was encouraged to remain with woman whenever possible
Food or ﬂuid was denied to woman in labour unless medically necessitated
Doctor allowed the woman to move about during labour
Comfort/pain-relief provided to woman as necessary
Adoption of family planning service was put as a condition to deliver her baby in the hospital
Paid any informal fees to deliver her baby
Clean cloth and Macintosh sheet was used during birth
Woman was allowed to assume position of her choice during birth
Female healthcare providers was present to assist her during childbirth
Woman was forced to go for caesarean or assisted delivery
Doctor was harsh while assisting her during the childbirth
Woman was physically restrained
Woman was separated from her baby unless medically necessary

95.0
30.4
50.6
35.7
43.8
61.5
13.0
73.6
52.8
43.5
82.6
16.5
37.3
27.3
18.0

Health facility

P Value

Public

Private

PPP

95.0
19.4
35.6
47.2
25.0
52.2
11.7
87.2
30.6
21.7
79.4
5.6
48.9
37.2
17.8

93.1
43.1
68.6
24.5
73.5
75.5
19.6
69.6
83.3
67.7
89.2
41.2
17.7
12.8
13.7

100.0
47.5
72.5
12.5
52.5
67.5
2.5
22.5
75.0
80.0
80.0
2.5
35.0
20.0
30.0

p
p
p
p
p
p
p
p
p

<
<
<
<
<
<
<
<
<

0.001
0.001
0.001
0.001
0.001
0.05
0.001
0.001
0.001

p
p
p
p

<
<
<
<

0.001
0.001
0.001
0.10

Table 2
Covariates of respectful maternity care during childbirth of respondents.
Particulars

Respectful Maternity Care
Low

Moderate

Place of residence
Rural
35.6
38.3
Urban
26.1
14.5
Social group
1
SCs/2STs
41.4
33.1
3
OBC
28.7
35.7
None of the above
25.0
21.9
Wealth Index
Low
50.5
25.2
Moderate
29.6
40.7
High
19.8
34.0
Education of respondents
Up to Primary
42.0
37.3
Secondary
29.2
37.5
Higher secondary and above
22.4
19.7
Education of spouse
Up to Primary
38.7
38.7
Secondary
29.9
39.1
Higher secondary and above
32.4
26.1
Respondents worked for wage in last 12 months
No
30.5
36.3
Yes
66.7
0.0
Occupation of spouse
Not working
62.5
25.0
Agriculture related job
36.8
37.6
Salaried job
27.0
31.1
Any other
29.3
30.3
Age at marriage (In Years)
Eighteen and below
35.0
40.1
Nineteen and above
31.2
22.4
Marital duration (In Years)
Five and below
29.3
32.3
Six and above
40.3
34.7
Age at ﬁrst child birth (In Years)
Below 20
39.3
38.1
Twenty
31.1
43.7
More than 20
31.9
22.2
Spouse accompanied
No
37.5
31.3
Yes
33.3
33.3
Children ever born
One child
31.1
34.9
Two children
33.1
32.2
More than two children
51.4
28.6

Fig. 2. Level of respectful maternity care during childbirth by health facility.

groups (53%), from aﬄuent households (46%), with higher secondary
and above level of education (58%), their spouse studied up to higher
secondary and above level (42%), spouse with salaried job (42%),
married after attaining minimum age at marriage i.e. 18 years (46%),
married for 5 and less years (38%), given ﬁrst childbirth at aged above
20 years (46%) and with one CEB (35%) received high level of respectful maternity care more than their counterpart respondents from
rural (26%), SCs/STs social group (26%), poor families (24%), with
primary education (20%), their spouse with primary education (22%),
spouse without any job (13%), married before attaining minimum age
at marriage i.e. 18 years (25%), married for 6 and more years (25%),
given ﬁrst childbirth at aged below 20 years (23%) and with 2 and more
CEB (20%) (Table 2).
A respondent who delivered in the district hospital in Ganjam said,
“The staﬀ nurse injected me without much care because I was calling her
repeatedly to assist during labour pain. I complained about such inhuman
treatment however no action was taken.” (District Hospital, Ganjam;
Caesarean delivery; Male child; DOB: October 6, 2015)”.
Gitanjali Digal (name changed) a Schedule Caste respondent said, “I
was asked to vacate bed before my bleeding could stop to accommodate
another woman who was from better-oﬀ family and was known to the
medical staﬀs.”
It is evident in Table 3 that, respondents having visited Private and
PPP health facilities received high level of respectful maternity care
more than the respondents who delivered in Public facilities. Nevertheless, respondents from urban area, from aﬄuent households, with
higher secondary and above education, married after attaining the
minimum age at marriage (i.e. 18 years) and accompanied by spouse at
the delivery received high level of respectful care more than their

High

P Value

26.1
59.4

p < 0.001

25.6
35.7
53.1

p < 0.10

24.3
29.6
46.2

p < 0.001

20.7
33.3
57.9

p < 0.001

22.6
31.0
41.6
33.2
33.3
12.5
25.6
41.9
40.4
24.9
46.4

p < 0.001

38.4
25.0
22.6
25.2
45.9
31.3
33.3
34.9
34.7
20.0

1 Scheduled Caste 2 Scheduled Tribes 3 Other Backward Classes.
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ask to do so many tests without medically necessary, if possible in the
emergency ward only to increase the total cost of the healthcare.”

Table 3
Respondents received high level of respectful maternity care by health facility.
Particulars

Health facility

P Value

5. Discussion
Public

Private

Place of residence
Rural
7.9
47.3
Urban
34.2
96.4
Social group
1
SCs/2STs
8.9
56.7
3
OBC
13.1
61.4
None of the above
41.2
66.7
Wealth Index
Low
7.9
59.3
Moderate
10.2
61.1
High
29.6
63.3
Education of respondents
Up to Primary
4.2
50.0
Secondary
12.5
48.2
Higher secondary and above
36.4
87.5
Education of spouse
Up to Primary
4.8
100.0
Secondary
16.7
48.6
Higher secondary and above
19.7
66.7
Respondents worked for wage in last 12 months
No
14.9
57.5
Yes
5.3
100.0
Occupation of spouse
Not working
0.0
50.0
Agriculture related job
2.6
59.1
Salaried job
24.4
74.1
Any other
26.0
55.1
Age at marriage (In Years)
Eighteen and below
11.0
45.6
Nineteen and above
18.3
80.0
Marital duration (In Years)
Five and below
14.7
67.2
Six and above
12.8
50.0
Age at ﬁrst child birth (In Years)
Below 20
12.3
41.2
Twenty
10.0
43.8
More than 20
17.8
77.4
Spouse accompanied
No
22.2
50.0
Yes
13.5
61.0
Children ever born
One child
7.6
60.6
Two children
19.1
61.8
More than two children
18.2
50.0

PPP

50.0
–

The present study is the ﬁrst of its kind which assessed the maternal
healthcare service provision from human rights perspective in Odisha –
an infamous state for its high maternal morbidity and mortality in
India.5,24 The other novelty of this study is that, it included respondents
from three diﬀerently managed i.e. public, private and public-private
partnerships health facilities to have a comparative assessment with
reference to their experience during childbirth. The ﬁndings of the
study present a distinct picture wherein respectful and digniﬁed delivery care is not accessible to all the respondents incorporated in the
study. Management of the health facility earmarked as the major
transpiring factor to availing respectful maternity care during diﬃcult
phase like childbirth. In a nutshell, respondents having accessed public
facilities which happened to be the largest service provider in the study
population25 received more abusive and disrespectful care. This was
true across the physical attributes and household characteristics of the
respondents. Nevertheless, respondents in public facilities from poor
households, from SCs/STs social group, from rural area, without education, not worked for wage in the last 12 months, married before attaining the minimum legal age (i.e. 18 years) and have become mother
at early age received more disrespectful and abusive care during
childbirth.
Paying informal fees to receive care, not providing comfort/painrelief in medically urgency, not using clean cloth and Macintosh sheet
during birth, not allowing birth companion to stay with respondent
wherever it was possible, denying food or ﬂuid to respondent in labour
unless it was medically necessitated and being harsh while assisting
respondent during labour pain or childbirth emerged as the most
common forms of abusive and disrespectful care that prevailed in the
public facilities.
Contrary to this, no concrete evidence found in the descriptive and
statistical analysis to belief that, private and PPP facilities do render
abusive and disrespectful care alike the public counterparts. Yet, the
acquired propensity score is not in favour of the private facilities to
providing respectful maternity care. The average treatment on the
treated (ATT) for the private facilities although very minimal but suggest an adverse eﬀect on the respectful maternity care. It is observed in
the present study that, respondents having accessed private facilities
were forced to have caesarean or assisted delivery (p < 0.001). The
recently concluded large scale surveys and many others found that,
incidence of caesarean deliveries is disproportionately high in private
facilities as compared to any other managed health facilities. This is
true irrespective of woman reporting any complication either during
gestation or at the time of delivery.5,26 The assessment of qualitative
information also supplemented these quantitative inferences.
The PPP health facilities incorporated in the study found to have
positive bearing to providing respectful maternity care. In PPP facilities, birth companion was allowed to remain with respondents wherever it was possible (p < 0.001). Clean cloth and Macintosh sheet was
used during birth (p < 0.001) and respondents were allowed to assume position of her choice during birth (p < 0.001) and respondents
were hardly forced to go for caesarean or assisted delivery.
A study conducted in Gujarat corroborated the ﬁndings of the present study that, after the introduction of PPP as a reformative measure
through the Chiranjeevi Yojana in the healthcare, the institutional birth
rose from 40.7% in 2001 to 89.3% in 2010.21 Another study undertaken
in Odisha critically examined the performance of Primary health centres (PHC) under government (PHC-GOV), NGO (PHC-NGO) and corporate (PHC-COR) and found that, there is no signiﬁcant variation in
the breadth and depth of services across all the three models of PHC
management. The study further argued that, PHC-GOV had better accessibility, infrastructure, behaviour of doctors and availability of

p < 0.001

41.7
62.5
–
36.8
69.2
50.0

p < 0.001

50.0
–
–

p < 0.001

–
56.7
30.0
50.0
–

p < 0.10

–
55.9
16.7

35.5
100.0

p < 0.001

56.3
25.0
50.0
33.3
88.9

p < 0.001

40.0
51.4
57.1
42.1
–

1 Scheduled Caste 2 Scheduled Tribes 3 Other Backward Classes – No Cases.
Table 4
Eﬀect of diﬀerent health facility to delivering respectful maternity care – propensity score matching result.
Facilities

Treated

Controlled

ATT

Standard Error

T

Public
Private
PPP

178
28
40

78
48
84

- 5.503
- 0.746
7.475

0.608
2.537
1.085

- 9.047
- 0.294
6.888

Note: The numbers of treated and controls refer to actual nearest neighbour.

corresponding counterparts group.
Using the nearest neighbourhood matching with replacement
method, the result of propensity score matching evidently shows that,
using PPP facilities has positive bearing on respectful maternity care
(ATT: 7.475; SE: 1.085; T: 6.888). The average treatment on the treated
(ATT) for the public and private is negative depicting an adverse relationship with respectful maternity care. Yet, accessing public facilities
(ATT: -5.503) has noticeable negative eﬀect on respectful maternity
care than private facilities (ATT: -0.746) (Table 4).
A poor respondent in one FGD said, “Even if the care is good in private
facilities, it's very expensive. It is only for rich people. I can't aﬀord it.They
832
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medicines, whereas laboratory service was better in PHC-NGO and
PHC-COR.27A study while analysing the challenges of PPP health facilities suggests that, involvement of NGOs in health planning is nearly
non-existence but government expect them to participate in the ﬁnal
phase of implementation of any programs. Further, the mismatch between the grassroots needs and the government agenda make the
partnership more complex. Very often, an NGO working at the grassroots with the community recognises communicable diseases and reproductive health as a major problem, whereas the government actively
supports proposals that are target-oriented, pre-conceived and may not
have anything to do with the local realities. The unequal nature of relationships and the red-tape involved in getting programs sanctioned
and while releasing budget from the government obstruct the work of
PPP run health facilitiesin India.28
The qualitative information gathered with the help of FGDs and IDs
from respondents and service providers evidently corroborated the
ﬁndings of quantitative analysis that, respondents across the socioeconomic and demographic covariates did not receive equal care in the
health facilities.

of the present study. Anonymity of participant's identity was maintained throughout the study. The information collected from respondents have been kept strictly conﬁdential and used only for research purpose.

6. Conclusion
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essential maternity care among women in Odisha. Such development
will help India at large to achieve the recently crafted Sustainable Development Goals 3 (SDG 3), which envisage to the target of less than 70
maternal deaths, per 100,000 live births by 2030. This requires an
annual rate of reduction of at least 7.5%, more than double the annual
rate of progress achieved between 2000 and 2015.30 Even if the goal is
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7. Limitation
There are few aspects that needs to be kept in mind while considering the ﬁndings of this study.
o By using a small sample size, the study explored a new dimension in
healthcare service delivery system. The result may be applied across
the sub-groups in general but not as the true representative of the
population.
o Although, the tool used in this study is scientiﬁc and reliable to
collect information about the respectful maternity care objectively.
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his/her judgment.
o Since the childbirth related experience was collected retrospectively
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