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Abstract

Background: Compassion is a cornerstone of woman-centred maternity care and a critical
determinant of women’s experiences of childbirth. When dignity, empathy, and effective
communication are upheld, women perceive childbirth as safe, empowering, and affirming.
However, evidence from many settings highlights the persistence of disrespect, neglect, and abuse
during facility-based intrapartum care, undermining trust in health services and contributing to poor
maternal outcomes. Objectives: This scoping review explored and synthesized evidence on women'’s
experiences and perceptions of care, with a focus on how compassionis are experienced and enacted
in healthcare settings. Methods: A systematic search was conducted across EBSCOhost databases,
ScienceDirect, CINAHL, PubMed, Web of Science, Medline, and PsycINFO. Fifteen studies met the
inclusion criteria. Data was charted and thematically analyzed to identify the role of compassion and
related interpersonal factors in shaping women’s intrapartum experiences. Results: The review of
fifteen studies identified two main themes and 12 sub-themes related to childbirth experiences.
Compassionate care, characterized by respect, empathy, effective communication, and support for
autonomy, led to positive childbirth outcomes and encouraged future use of health services.
Conversely, care encounters lacking relational elements, including neglect, mistreatment,
discrimination, and unconsented care, resulted in feelings of humiliation and disempowerment,
discouraging women from seeking facility-based care in future. Conclusion: Compassion during
intrapartum care is both a fundamental human right and an essential component of quality maternal
health services. Addressing persistent mistreatment requires systemic reform, provider training in
compassionate, rights-based care, stronger accountability, and the active inclusion of women’s voices
in shaping maternity services.

Keywords: childbirth; compassion; experiences; facility births; intrapartum care; respectful maternity
care; sub-Saharan Africa; women

1. Introduction

Compassion is a universal principle and a cornerstone of high-quality healthcare [1]. The World
Health Organization [WHO], advocates for facility births with “skilled birth attendants” for optimal
maternal and neonatal outcomes [2]. During facility-based births, compassion involves healthcare
providers (HCPs) recognizing and responding to women’s physical, emotional, and psychological
needs, validating their experiences, contextualizing care, empowering them in decision-making, and
performing small acts of kindness [3]. These behaviors foster emotional connection, trust, and
satisfaction, and should be regarded as a core component of maternity services rather than an
optional add-on. Strauss et al. [4] define compassion as recognizing and understanding suffering,
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acknowledging shared humanity, forming emotional connections, tolerating challenging emotions,
and being motivated to help. Key dimensions include empathy, attentiveness, impartiality, and a
genuine commitment to patient well-being [5,6]. Menage et al. [5] further emphasize that compassion
encompasses developing a meaningful relationship, genuinely caring for the individual, and treating
patients with the same concern one would show family or friends. Cummings and Bennet [6]
highlight additional elements care, courage, communication, commitment, and competence
underscoring the multifaceted nature of compassionate care, which integrates technical skills with
emotional engagement.

When compassion is in maternity care, women may experience mistreatment such as verbal
abuse, neglect, or discrimination. These violations erode trust in health systems, discourage future
engagement with services, and compromise both maternal and neonatal outcomes [7,8]. In resource-
limited settings, such mistreatment deepens existing health disparities, marginalizes vulnerable
populations, and obstructs efforts to achieve equitable, rights-based care [7,11,12]. The absence of
compassionate interactions not only affects individual experiences but also undermines broader
public health goals, making it essential to prioritize dignity, empathy, and ethical conduct in all
aspects of maternal healthcare delivery.

In sub-Saharan Africa, studies indicate that 20-80% of women experience some form of
mistreatment during childbirth [7,11]. Even a single positive experience of compassionate care can
significantly influence future care-seeking behavior and improve adherence to WHO intrapartum
care guidelines [13]. Policies and guidelines from the WHO, the White Ribbon Alliance, and national
frameworks in countries such as South Africa advocate for the integration of compassionate care
throughout the childbirth continuum [14,15]. However, translating these principles into routine
practice remains challenging due to systemic constraints, including high workloads, staff burnout,
limited training in interpersonal skills, and entrenched institutional cultures [17,18].

Furthermore, environmental care aspects such as cleanliness, privacy, and availability of
resources influence the perception of compassionate care. While environmental conditions are not
direct expressions of compassion, they influence women’s experiences and interpretations of HCP
behavior. For instance, a well-maintained, private, and supportive environment may reinforce
women’s sense of being cared for, whereas poor conditions may amplify feelings of neglect or
disregard for dignity [19].

Literature emphasizes the importance of both respectful maternity care (RCM), which provides
a structural and rights-based framework, and compassionate care, which addresses the emotional
and relational aspects, in shaping women's childbirth experiences in sub-Saharan Africa.

1.1. Review Purpose

The emphasis on compassionate care is growing in sub-Saharan Africa to enhance childbirth
experiences. While RMC provides a rights-based framework, compassionate care addresses
emotional and relational aspects. This scoping review was conducted to explore women's experiences
of compassion during facility-based childbirth in the region, as existing research often focuses on
disrespect and abuse or RMC, but not directly on compassion. Given the broad and evolving
definitions of compassionate and respectful care, a scoping review is more suitable as it allows for
the inclusion of diverse, qualitative, and grey literature. The review maps current evidence, clarifies
conceptual overlaps, and identifies research gaps, particularly relevant in sub-Saharan contexts
shaped by sociocultural and systemic differences. This approach provides a comprehensive
foundation for future research, policy development, and targeted interventions to enhance maternal
care experiences and outcomes. Since this study focuses on compassionate care, respectful maternity
care will be referenced only when drawing distinctions or exploring the relationship between the two
concepts.
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2. Materials and Methods

The scoping narrative review aimed to deepen understanding of women'’s experiences during
facility-based intrapartum care by synthesizing qualitative and mixed-methods studies. This
approach systematically identified and analyzed primary research to capture women’s perspectives,
highlighting behavioral patterns associated with both compassionate and uncompassionate care.
Focusing on qualitative and mixed-methods studies was chosen because these designs are best suited
to exploring experiences, perceptions, and meanings, which are central to understanding
compassionate care during childbirth. A scoping narrative review is useful in the field of
compassionate maternity care, where definitions and operationalizations vary, and the literature is
heterogeneous, emerging, and context-specific [20,21].

2.1. Review Question

The formulation of the review question was guided by the ECLIPSE framework by Wildridge &
Bell [22] (Table 1).

Table 1. ECLIPSE Framework.

The study aims to provide insight into the experiences of women

Expectation who gave birth in health facilities.
Client group The focus is specifically on postpartum women who gave birth
normally
Location The studies conducted in sub-Saharan Africa
Impact Compassion during intrapartum care
Professionals Midwives/nurses and or doctors are the birth attendants.
Service Refers to intrapartum care rendered to women within health facilities

The researchers applied the five steps to gather research evidence from databases according to
Arksey and O'Malley [18]. The steps are as follows (I) problem identification, (II) literature search,
(III) selecting the data, (IV) documenting the data, and (V) organizing, summarizing, and presenting
the findings.

2.1.1. Problem Identification

The literature revealed a persistent prevalence of both mistreatment and lack of compassion
toward women during facility-based childbirth across sub-Saharan Africa. Such experiences
highlight not only violations of women’s rights but also significant gaps in the consistent provision
of compassionate. Despite global commitments to quality, woman-centred care, compassion remains
underexplored as a defining element of positive childbirth experiences. This gap underscores the
need to better understand how compassion is perceived, expressed, and enacted in maternity
settings. Consequently, the researchers formulated the review question:

“What is the available empirical evidence on women's experiences of compassion during
facility-based intrapartum care?” This question guided the scoping review to map existing
knowledge, identify conceptual and contextual patterns, and highlight areas requiring further
research and intervention.

2.1.2. Literature Search

Identifying empirical studies relevant to the review question required an extensive search of
scientific databases [23-25]. The literature search was conducted from June 2022 to August 2022 and
an update (2023-2024) conducted in February 2025. The primary researcher combed through
electronic databases and manually searched reference lists of relevant articles for potential studies to
identify studies missed during the electronic search. To identify potential studies from databases a
combination of search terms was used. The researcher searched the following electronic databases to
locate studies: EBSCO host databases, Science Direct, Cumulative Index to Nursing and Allied Health
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Literature (CINAHL), PubMed, Medline, Web of Science and PsychInfo. Search terms helped filter
articles from databases by eliminating irrelevant ones. The review process involved on-going co-
checking by the two study supervisors.

2.2. The Search Terms

Childbirth OR delivery AND (compassion OR respectful) AND (healthcare facility OR hospital)
AND (intrapartum OR labour OR labor) AND (women OR mothers) AND (experiences OR
perceptions OR opinions OR views)

Predetermined inclusion and exclusion criteria guided the search process. The criteria
eliminated researcher bias while concurrently ensuring accuracy. Only studies that met the
predetermined criteria were included.

2.3. Eligibility Criteria

The inclusion criteria were developed to ensure the review captured studies most relevant to
women'’s lived experiences of compassionate care during childbirth within Sub-Saharan African
health facilities. Qualitative studies were included for their ability to provide rich, nuanced insights
into perceptions of care, emotional responses, and health system interactions offering depth that
quantitative methods alone may overlook. Mixed-methods studies were also considered, as they
combine qualitative depth with quantitative breadth, thereby strengthening the comprehensiveness
of the findings [26]. The criteria were guided by the review’s aim to synthesise evidence on the
emotional, relational, and contextual dimensions of compassionate care rather than clinical outcomes
alone. Each inclusion aspect was selected to enhance conceptual alignment with respectful maternity
care frameworks and ensure methodological transparency. The criteria also reflect global policy
milestones, notably the 2011 introduction of the Respectful Maternity Care Charter, which catalysed
research and advocacy on women’s rights and experiences in childbirth [13]. Summaries of the
inclusion criteria and rationale for each are provided. (Table 2).

Table 2. Inclusion criteria.

Description Rationale

Ensures the review reflects women'’s first-hand
experiences of care within facility-based childbirth,
where health system interactions are most visible and
policy interventions are focused.

Women who gave birth in
health facilities across Sub-
Saharan Africa

Experiences and perceptions of

compassionate, respectful, Aligns with the review’s aim to explore positive
empathetic, or dignified dimensions of care and identify elements that foster
maternity care during respectful, person-centred maternity practices.
childbirth
Qualitative and mixed- Captures the richness and depth of women’s narratives,
methods studies with emotional expressions, and interpretations of care that
qualitative components quantitative data alone may overlook.

Health facilities such as
hospitals, maternity wards, or
clinics providing childbirth
services

Focuses on institutional contexts where respectful care
policies and professional standards are most applicable
and measurable.

Studies involving women who

. e . Minimizes recall bias and ensures accounts reflect recent
gave birth within six months

prior to data collection practices, service quality, and prevailing care standards.

Facilitates consistent data extraction, synthesis, and
English language interpretation within the linguistic capabilities of the
research team.
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Peer-reviewed, full-text journal Guarantees methodological rigour, transparency, and
articles accessibility of complete findings for quality appraisal.

Corresponds with the post-2011 period following the
introduction of the Respectful Maternity Care Charter,
capturing the growing policy and research focus on
compassionate and respectful maternity care.

Published between 2012-2024

Provides a contextual understanding of women'’s
Studies conducted in Sub-  experiences within a region marked by shared maternal
Saharan African countries health challenges, sociocultural contexts, and health
system reforms.

2.4. Selection of Data

This is the fourth step in Arksey and O’Malley [18] once identified from the databases; the data
was imported into Covidence a citation manager [27] for screening. Duplicate records were removed
in Covidence. Firstly, primary studies meeting the inclusion criteria were screened on title, abstract,
and full text before inclusion [15]. The main author conducted the initial screening of titles and
abstracts, while two supervisors independently verified inclusion and exclusion decisions to ensure
accuracy and consistency. This approach balanced efficiency with methodological rigor and aligns
with recommended practices for scoping reviews [24].

2.4.1. Quality Assessment

Formal appraisal is considered optional in scoping reviews and is not a prerequisite for
inclusion, as outlined by Arksey and O’Malley [18] and the JBI [24]. The primary aim of a scoping
review is to provide a general overview of the existing literature. However, in this study, it was
under-taken to assess the quality of evidence but not as a criterion for inclusion or exclusion. The
Mixed Methods Appraisal Tool (MMAT), 2018 version [28] was used. The Mixed Methods Appraisal
Tool (MMAT, 2018 version) was used to assess study quality. This validated tool evaluates
methodological rigor across qualitative, quantitative, and mixed-methods designs using five criteria.
In this review, one mixed-methods and fourteen qualitative studies were appraised, and all scored
5 out of 5, demonstrating high methodological quality (Table S1). Furthermore, given the verification
process and the exploratory nature of scoping reviews, inter-rater reliability statistics such as Cohen’s
kappa were not calculated, consistent with current methodological guidance [24].

2.4.2. Methodological Rigor

The study was conducted under the supervision of two independent researchers who provided
ongoing oversight throughout the research process. Each supervisor re-viewed the stages of data
collection, analysis, and interpretation separately, offering critical feedback to ensure methodological
rigor. The review process included continuous co-checking by both supervisors to maintain
consistency and accuracy. Any discrepancies or differing interpretations were discussed and resolved
through consensus involving the student and both supervisors.

Although this scoping review was not registered on the Open Science Framework (OSF),
transparency was ensured by providing a detailed account of the methodological process, including
the review steps, eligibility criteria, and search strategy, to support reproducibility and clarity in the
conduct of the study. This review process is illustrated in the PRISMA flow diagram [29] (Figure 1).
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Figure 1. PRISMA flow chart illustrating the review process.

2.5. Documenting the Data

The data was organized manually on a predesigned data extraction table. PL the PhD candidate
conducted the review while supervisors CSM and WL were co-reviewers of the entire scoping review
process. The data extraction table consists of descriptive headings: authors, year, aims and country
of focus, methods, population and sample, data collection and analysis, and finally the results
applicable to the review. A description of the study findings was summarised under the results (Table
S2).

2.6. Organizing, Summarizing, and Presenting the Findings

A thematic analysis of the included studies was undertaken to identify recurring patterns in
women'’s narratives of intrapartum care across diverse facility-based settings in Sub-Saharan Africa.
This process involved familiarization with the data, coding of re-ported experiences, and clustering
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of codes into broader themes that captured commonalities and variations. The analysis revealed a
consistent duality: while many women described elements of compassionate care, negative
experiences of neglect, abuse, and lack of autonomy were equally prominent. The findings were
organized into two overarching themes, each encompassing six sub-themes (Table 3). A graphical
presentation of themes and sub-themes depicting intrapartum care experiences (Figure 2).

Table 3. Themes and sub-themes.

Theme Theme
Person-centred care moments Relational deficient care encounters
Sub-themes Sub-themes
Empathetic and dignified care Physical mistreatment
Empathetic communication Unconsented care

Verbal mistreatment and insensitive
Informed consent and autonomy

interactions
Privacy and confidentiality Discriminatory and inequitable care
Caring environment Breach of confidentiality
Caring attributes Neglect and withholding of care

Intrapartum care
experience

Relational deficient care
encounters

Person-centred care
moments

Discriminatory
and unequal
treatment

Violation of

Privacy and
bodily integrity Jacy ane

care

Verbal
Authoritarian Breach of mistreatment
pract identiali and
l l interactions

Figure 2. Themes and sub-themes depicting intrapartum care experiences.

Neglect and
withholding of Empathetic
communication|

Informed
consent and
y

Empathetic and
dignified care

[ Caring.

Caring
attributes

3. Results
3.1. Characteristics of Studies Included

Fifteen studies were included in the review. Details of individual studies are included (Table 3).
The study designs included one (1) mixed-methods study and fourteen (14) qualitative studies. All
the included studies were conducted in sub-Saharan African countries Ethiopia [30-32], Kenya
[33,34], Malawi [35], Tanzania [36,37], Uganda [38,39] and South Africa [40-44]. The studies reported
women’s experiences of facility-based intrapartum care. The birth settings ranged from community
health centres, midwife-led units, rural hospitals, and faith-based and private hospitals.

This review incorporated fifteen studies. The methodological composition included one (1)
mixed-methods study and fourteen (14) qualitative studies, reflecting a strong emphasis on narrative
inquiry and experiential depth. The predominance of qualitative approaches underscores a growing
recognition of the value of narrative data in understanding the nuances of maternity care centring
women's voices in evaluating maternity care quality and responsiveness particularly in contexts
where systemic inequities and cultural dynamics intersect. Details of individual studies are included
(Table 4).

Geographically, the studies span six countries Ethiopia [30-32], Kenya [33,34], Malawi [35],
Tanzania [36,37], Uganda [38,39], and South Africa [40—44] providing a regional lens on maternal
health systems shaped by varying cultural, economic, and policy environments. This diversity
enhances the transferability of findings while allowing for contextual comparisons.

Table 4. Details of individual studies are included.

Authors Aim / objectives & birth setting Main results related to the review purpose

© 2025 by the author(s). Distributed under a Creative Commons CC BY license.
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To assess the quality of intrapartum care
experienced by mothers at health centres
and homes in the Jabi Tehinan district,
Northwest Ethiopia.

Asrese [30]

Positive: emotional support, clean environment,

privacy, appreciated companions.

Negative: unfriendly staff, poor communication,

uncaring, verbal abuse, discriminatory care.

To examine women'’s experiences of care

Burrowes et al. [31] from midwives during labour and delivery

centres and homes in Ethiopia.

Positive: facility recommended by friends, oral

fluids allowed, appropriate positions.
Negative: abuse, unconsented care, lack of

including disrespect/abuse in public health privacy, neglect, denial of services/companions,

unnecessary procedures, mobility restriction.
Resource: inadequate beds.

To explore clients” and midwives’

Jiru & Sendo [32] care during facility-based delivery in

Bishoftu District (Oromia, Ethiopia).

perceptions of compassionate and respectful

Positive: caring treatment (“like a friend”).
Negative: discriminatory care, verbal abuse,
underqualified staff.

To examine women's facility—based
childbirth experiences
in a rural county in Kenya, to identify
aspects of care that contribute to a positive
or negative birth experience.

Afulani et al. [33]

Positive: Warm reception, caring treatment,
birth companions allowed, clean linen
Negative: abandonment, discriminatory care,
verbal abuse.

To explore women's experiences during
childbirth at six health facilities across
Embakasi sub-counties (public, private,
faith-based) Nairobi, Kenya.

Oluoch-Aridi et al. [34]

Positive: warm reception, dignified
communication, supportive care.
Negative: lack of information, discriminatory
and non-dignified care, verbal abuse.

Companions: often not allowed, women wanted

support persons.

To describe women's perceptions of

Kumbani et al. [35]
at a district hospital in Malawi.

perinatal care among women who delivered

Positive: good reception/respect, breastfeeding

advice, positive attitudes, confidentiality.

Negative: verbal abuse, neglect, abandonment.

To explore women’s childbirth experiences

to inform a co-designed quality
improvement intervention in four rural
hospitals (including one faith-based) in
southern Tanzania.

Metta et al. [36]

Positive: good communication, informed
procedures, dignified care, midwife support.
Negative: lack of information/compassion,
verbal abuse.

Companions: mixed views.

To explore women's perceptions of
childbirth experience at a hospital in rural
Tanzania.

Shimpuku et al. [37]

Positive: caring/friendly midwives, supportive
care, good service, skilled HCPs.
Negative: verbal abuse, lack of
support/information, abandonment.
Companions: relatives appreciated.

To explore the nature of interactions
between mothers and health workers in
Mpigi and Rukungiri districts (health
facilities and home), Uganda.

Munabi-Babigumira et
al. [38]

Positive: Dignified interactions, staff explained
procedures, provider dedication despite
constraints.

Negative: lack of information, discriminatory
care, verbal abuse.

Resource: inadequate supplies.
Companions: denied due to space.

To explore childbirth experiences and their

meaning among postnatal mothers in a
public hospital, Uganda.

Namujju et al. [39]

Positive: supportive care (comfort, touch,
reassurance), empowerment via vaginal birth,
cultural meaning in enduring pain.
Negative: non-caring, rough handling, limited
support.

Companions: relatives appreciated and
preferred.
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To explore factors associated with negative  Positive: kindness, reassurance, gentle touch
Chadwick et al. [40] maternity settings from women's birth  Negative: abuse, neglect, abandonment reported
narratives, City of Cape Town, South Africa. by many.

Positive: shared decision-making in midwife-led
care, respect for beliefs/preferences.
Negative: neglect, abandonment, lack of

To describe experiences of women receiving
Hastings-Tolsma et al. care during childbirth in private, public, and

[41] maternity hospitals, and homes in South . . )
Africa autonomy, loneliness without companions.
] Companions: mixed experiences.
Positive: gentle tone, reassurance, timely clinical
To explore women'’s experiences of care care, respect for privacy.
Malatji & Madiba [42] dl‘lring childbirth and examine.occur?enc‘e of Negative: abuse, lack of support, discrimination,
disrespect & abuse (D&A) during childbirth poor standards.
in MOU s, South Africa. Companions: mixed as some had, while others
did not.

To describe factors affecting clinical practice
in public maternity units from women'’s
perspectives in the Eastern Cape, South

Positive: caring/friendly midwives, competence
in complications, empathetic engagement.
Negative: verbal abuse, neglect.

Wibbelink et al. [43]

Africa.
To assess views of women about care Positive: empathetic/polite midwives,
received during labour and childbirth and reassurance, privacy/modesty preserved.
Zitha & Mokgatle [44] interactions with midwives in MOUs and Negative: verbal abuse, neglect, lack of
the district hospital in a semi-rural Tshwane informed choice/advice.
district, South Africa. Companions: mostly denied.

3.2. Scope of Narratives and Conceptual Framing

The two themes; person-centred encounters and relational deficient care encounters each with
six sub-themes are analytically presented below.

3.3. Person-Centred Care Moments
3.3.1. Empathetic and Dignified Care

Women felt dignified and empowered when caregivers showed empathy, respect, and
supported their choices.

“They respected my body and allowed me to labour in my own way.” [41]

3.3.2. Empathetic Communication
Clear, compassionate communication improved women's experiences.

“The midwife held my hand and told me I was strong. That made me feel I could do it.” [35]

3.3.3. Informed Consent and Autonomy
Involvement in decision-making fostered trust and satisfaction.

“They asked me before they did anything. 1 felt like I had control over my birth.” [39]

3.3.4. Privacy and Confidentiality

Women expressed appreciation for facilities and staff who ensured modesty, used curtains, and
conducted procedures discreetly.

“They covered me properly and ensured others could not see me.” [35]

3.3.5. Caring Environment

Women valued the presence of supportive companions during labour, which provided comfort,
strength, and emotional reassurance.
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“They allowed my sister to stay with me I felt strong knowing she was there.” [39]

3.3.6. Caring Attributes

Small gestures a smile, gentle touch, or words of encouragement had profound emotional impact
and embodied the essence of compassionate care.

“The midwife held my hand and said, ‘You can do it’; that gave me courage.” [40]

3.4. Relational Deficient Care Encounters
3.4.1. Violation of Bodily Integrity
Incidences of physical mistreatment included slapping, pinching, and hitting.

“... That is very bad because during delivery you push with a lot of pain and you are suffering while
been pinched or slapped, it’s not acceptable...” [34]

3.4.2. Authoritarian Care Practices
Women reported procedures conducted without explanation or permission.

“I told the midwife not to allow [students to enter and observe care], but they were already in the
room on practical learning, and the midwife didn’t want to send them out once they were in. In the
future, I don’t want that.” [31]

3.4.3. Breach of Confidentiality

“...assessments were done in non-private settings with many students around to observe.” [32]

3.3.4. Verbal Mistreatment and Insensitive Interactions
Women reported shouting, insults, and neglect during labor.

“They say, don’t cry! There is no mum here, eh? Don’t cry. Did your mum make your baby, eh? Or
was it your boyfriend?” [43]

3.4.5. Discriminatory and Unequal Treatment
Discrimination based on socioeconomic status, marital status, and ethnicity was reported.

“...they treat you depending on your background...If you come wearing nice clothes and
accompanied by urban companions, they will give you a priority. For mothers in torn clothes, then
things are different.” [30]

3.5. Neglect and Withholding of Care
Women experienced delayed or absent care, sometimes with serious consequences.

“After the baby came, she (the nurse) was about to stitch me and I was afraid because she did not
give me anything for pain, so I refused, and she left me in bed with blood all over me for about two
to three hours.” [42]

4. Discussion

Mistreatment of women in health facilities remains a pervasive global concern that must be
eradicated [45]. However, meaningful progress in maternal health cannot be achieved through
structural reforms alone; it requires the intentional integration of compassion into every facet of care.
While this review focuses on sub-Saharan African countries, the discussion draws on global literature
to contextualize regional findings within broader maternity care discourses. This comparative lens
enables a more nuanced understanding of the shared and opposing scope of women'’s experiences,
particularly in relation to compassionate care, without extending conclusions beyond the scope of the
data.
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The findings reveal a persistent duality in facility-based childbirth experiences across sub-
Saharan Africa wavering between compassionate care and mistreatment. This duality mirrors global
patterns observed in South Asia, Latin America, and other low- and middle-income regions, where
frameworks promoting safety and dignity often fail to translate into consistent, woman-centred care
[7,46].

In the included studies, some women experienced childbirth as a moment of empathy,
attentiveness, and emotional support, which nurtured trust in their providers and enhanced person-
centred care [31,37,39]. Conversely, others encountered relationally deficient care marked by neglect,
mistreatment, and discrimination, leading to psychological trauma and discouraging future use of
health facilities [30,32,37,38,41,42]. The nature of care extended beyond clinical skills to encompass
relational acts such as attentive listening, encouragement, and comfort practices that reflect WHO's
standards for quality maternal and newborn care [47]. Although the 2016 WHO framework
underscores emotional support and individualized attention as essential components of quality
maternity care, the included studies reveal inconsistent implementation of these standards. Given
this context, communication emerged as a pivotal conduit for compassion.

Women valued providers who offered clear explanations of procedures, engaged
empathetically, and provided continuous reassurance throughout labor [31,35,37]. Such
communicative practices not only alleviated anxiety but also promoted informed decision-making
and reinforced maternal autonomy.These findings echo global evidence that empathetic
communication is foundational to positive childbirth experiences [48]. Moreover, achieving gender
equity in global health requires an intersectional strategy that addresses compounded disadvantages
related to race, class, disability, and geography. The Lancet Commission calls for inclusive
governance, measurable progress, and evidence-based tools to guide gender-transformative health
policies [49].

Autonomy and participation in decision-making were reinforced through compassionate
engagement. Providers who sought consent, invited questions, and involved women in care
decisions conveyed recognition of their individuality and agency [30,39]. The landmark study by
Bowser and Hill [50] identified lack of compassionate care as a key contributor to disempowerment
and birth-related trauma a pattern consistently observed across global contexts.

The physical and institutional environment also shaped the expression of compassion. Clean,
calm, and private facilities enabled providers to offer empathetic and responsive care [32,36].
Conversely, overcrowding, inadequate resources, and lack of privacy constrained providers’ ability
to deliver compassionate care, reflecting structural limitations common in under-resourced settings
[6,51]. Provider attitudes further amplified these dynamics; warmth, attentiveness, and reassurance
helped women cope with labor, underscoring that emotional support is as vital as clinical outcomes
[52].

Women's expectations of childbirth encompass both clinical safety and emotional comfort.
Many desire a natural labor and birth, supported by competent professionals and birth companions,
and appreciate being empowered to make informed decisions even when medical interventions are
necessary [53]. The WHO advocates for continuous support and compassionate care as central to
positive maternal outcomes.

Negative experiences illuminate systemic and structural barriers to compassion. Reports of
physical and verbal mistreatment, non-consented procedures, neglect, and inequitable treatment
were widespread [30,32,37,38,41,42]. These practices reflect hierarchical institutional cultures,
insufficient staffing, and normalized mistreatment. Structural inadequacies such as lack of privacy
intersected with interpersonal failures, eroding trust and discouraging future facility use.
Vulnerabilities were exacerbated by socioeconomic disadvantage, adolescent status, and marital
circumstances, highlighting the need for an intersectional lens in addressing compassionate care
[30,32,42].

The coexistence of compassionate and distressing experiences underscores the unpredictability
of facility-based childbirth. While compassionate care can transform childbirth into a safe and
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affirming experience, systemic neglect and normalized mistreatment undermine trust and deter care-
seeking. This review’s findings align with other studies in sub-Saharan Africa that highlight
disparities between private and public health facilities. Private facilities often offer more personalized
attention, better infrastructure, and higher staff-to-patient ratios, enabling individualized care [54,55].
In contrast, public facilities face challenges such as high patient volumes, staff shortages, and limited
resources, which compromise their ability to consistently deliver compassionate care [48].

Prioritizing compassion in maternal care, alongside clinical safety, improves outcomes, builds
trust, and promotes equitable, dignified childbirth. Women's satisfaction, linked to compassionate
care, influences their perceptions and adherence to medical advice, reflecting the alignment of care
with their expectations and needs.

4.1. Strengths and Limitations

This review synthesizes women’s experiences of compassionate care during facility-based
childbirth in sub-Saharan Africa, offering rich qualitative insights into the emotional, interpersonal,
and gendered dimensions of maternity care. It highlights both compassionate and unsafe practices,
illustrating how cultural, structural, and institutional factors shape women’s trust and experiences.
A major strength lies in its regional focus and its contribution to conceptualizing compassion within
quality maternity care standards.

However, several limitations affect the generalizability and comparability of findings. These
include reliance on self-reported data, regional specificity, and variability across studies. The
exclusion of provider perspectives further constrains understanding of systemic influences.
Additionally, the review is limited by its inclusion of only English-language studies, which may
exclude relevant research conducted in other languages and cultural contexts. The lack of
quantitative studies also restricts the ability to measure the prevalence and impact of compassionate
care practices across settings.

Future research should integrate the perspectives of women, healthcare providers, and
policymakers to inform strategies that embed compassion within maternity care systems, while also
expanding linguistic and methodological inclusivity to inform strategies that embed compassion in
maternity care systems.

4.2. Recommendations

Improving facility-based childbirth experiences requires a multifaceted approach involving
education, policy, practice, and research. Training programs should emphasize empathy,
communication, and responsiveness, supported by mentorship and reflective supervision. Policies
must protect women'’s rights through patient charters, audits, and accessible complaint mechanisms.
Practical improvements include adequate staffing, infrastructure, and supportive workplace cultures,
alongside staff wellness initiatives and recognition for compassionate care and the development of
context-sensitive interventions. Research should examine how compassionate care is understood and
practiced by both women and providers, with attention to vulnerable groups such as adolescents,
cesarean births, and marginalized communities. Together, these strategies promote compassionate,
high-quality, and woman-centred maternity care, ensuring childbirth is a safe, dignified, and
empowering experience for all women across diverse settings.

5. Conclusion

This review reveals a persistent duality in women’s facility-based childbirth experiences in sub-
Saharan Africa, where compassionate care and mistreatment coexist within the same health systems.
While some women experienced empathy, emotional support, and empathetic engagement, others
reported neglect, abuse, and discrimination shaping their perceptions of care and influencing future
health-seeking behavior.

Since the landmark study by Bowser and Hill [50], which brought global attention to the
mistreatment of women during childbirth, numerous frameworks have emerged to promote
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respectful maternity care. However, the findings of this review suggest that progress has been
uneven. Mistreatment remains prevalent, indicating that systemic change has been slow and
inconsistently implemented across both public and private facilities.

The review contributes a novel perspective by critically examining the blurred boundary
between respectful and compassionate care. While respectful care emphasizes procedural fairness
and non-abusive treatment, compassionate care encompasses emotional responsiveness, relational
attentiveness, and genuine concern for women’s well-being. The review highlights that
compassionate care is not consistently recognized or operationalized, despite its central role in
shaping positive childbirth experiences and enhancing satisfaction.

Furthermore, the comparative insights into public and private facility dynamics underscore how
structural disparities such as staffing levels, infrastructure, and institutional culture affect the
delivery of compassionate care. These findings reinforce the need to position compassion not as an
optional enhancement, but as a fundamental component of equitable, dignified, and woman-centred
maternity care. This aligns with the recommendations, for comprehensive approaches involving
education, policy, practice, and research to enhance childbirth experiences.

Supplementary Materials: The following supporting information can be downloaded at the website of this
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