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ABSTRACT
Objectives This study assessed health providers’ 
organisational and individual readiness for change 
to respectful maternity care (RMC) practice and their 
associated factors in Ibadan Metropolis, Nigeria.
Design A cross- sectional survey using standardised 
structured instruments adapted from the literature.
Setting Nine public health facilities in Ibadan Metropolis, 
Nigeria, 1 December 2019–31 May 2020.
Participants 212 health providers selected via a two- 
stage cluster sampling.
Outcomes Organisational readiness for change to RMC 
(ORCRMC) and individual readiness for change to RMC 
(IRCRMC) scales had a maximum score of 5. Multiple linear 
regression was used to identify factors influencing IRCRMC 
and ORCRMC. We evaluated previously identified predictors 
of readiness for change (change valence, informational 
assessments on resource adequacy, core self- evaluation 
and job satisfaction) and proposed others (workplace 
characteristics, awareness of mistreatment during 
childbirth, perceptions of women’s rights and resource 
availability to implement RMC). Data were adjusted for 
clustering and analysed using Stata V.15.
Results The providers’ mean age was 44.0±9.9 years 
with 15.4±9.9 years of work experience. They scored 
high on awareness of women’s mistreatment (3.9±0.5) 
and women’s perceived rights during childbirth (3.9±0.5). 
They had high ORCRMC (4.1±0.9) and IRCRMC (4.2±0.6), both 
weakly but positively correlated (r=0.407, 95% CI: 0.288 to 
0.514, p<0.001). Providers also had high change valence 
(4.5±0.8) but lower perceptions of resource availability 
(2.7±0.7) and adequacy for implementation (3.3±0.7). 
Higher provider change valence and informational 
assessments were associated with significantly increased 
IRCRMC (β=0.40, 95% CI: 0.11 to 0.70, p=0.015 and 
β=0.07, 95% CI: 0.01 to 0.13, p=0.032, respectively), and 
also with significantly increased ORCRMC (β=0.47, 95% CI: 
0.21 to 0.74, p=0.004 and β=0.43, 95% CI: 0.22 to 0.63, 
p=0.002, respectively). Longer years of work experience 
(β=0.08, 95% CI: 0.01 to 0.2, p=0.024), providers’ monthly 
income (β=0.08, 95% CI: 0.02 to 0.15, p=0.021) and the 
health facility of practice were associated with significantly 
increased ORCRMC.
Conclusion The health providers studied valued a change 
to RMC and believed that both they and their facilities were 
ready for the change to RMC practice.

INTRODUCTION
The utilisation of maternal care services, espe-
cially during childbirth, is low in Nigeria. The 
proportion of women whose delivery used a 
skilled birth attendant in 2018 was 43.3%.1 
One of the reasons explaining this is women’s 
mistreatment during birth.2 3 Negative health 
worker attitudes have been expressed as 
mistreatment, particularly during childbirth, 
and this has been reported frequently, both 
globally and in Nigeria specifically. Ogunlaja 
et al4 found a 93.2% reported prevalence of 
mistreatment in previous deliveries among 
438 antenatal clients in Ogbomoso, Oyo 
state. The prevalence of Nigerian women’s 
mistreatment during childbirth was reported 
as ranging from 11% to 71% according to a 
systematic review of 14 studies between 2004 
and 2015.5 Respectful maternity care (RMC) 
practices have been prioritised as a means to 
improve patient–provider interactions and 
the quality of maternal care experienced.

STRENGTHS AND LIMITATIONS OF THIS STUDY
 ⇒ The study was conducted in the pre- implementation 
phase before the integration of respectful maternity 
care practice into routine childbirth care in the study 
location.

 ⇒ Organisational and individual readiness for change 
theories were tested quantitatively using very brief 
standardised assessment scales (12 items and 
6 items) among health providers, with zero non- 
response rate recorded.

 ⇒ All categories of maternal healthcare providers were 
interviewed, which may facilitate stakeholder en-
gagement during the implementation process.

 ⇒ The study was limited in its geographical scope as it 
was conducted in Ibadan Metropolis, one metropoli-
tan area in a Southwestern Nigerian state.

 ⇒ The study was further limited in its scope as tertiary 
health facilities were not studied because there was 
only one tertiary health facility serving the popula-
tions in the study location.
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RMC has been defined as ‘care organised for and 
provided to all women in a manner that maintains their 
dignity, privacy and confidentiality, ensures freedom from 
harm and mistreatment, and enables informed choice 
and continuous support during childbirth’ (page 3).6 
It is a human rights approach to maternity care7 and is 
recommended as the standard for all women.8 Several 
RMC- promoting interventions have been implemented 
and have shown promising results.9 For these results to 
be enduring and sustainable, the health providers will 
need to embrace and support the interventions. This can 
be achieved if they are ready for the change to an RMC 
practice.

Readiness for change measures the extent to which 
people or organisations are inclined to adopt a change 
that alters the ‘status quo’.10 It addresses the psycholog-
ical and behavioural forms of readiness for change, that 
is, the state of being willing and able to change.11 12 Some 
authors also describe it as having a structural component 
that addresses the presence or absence of financial, mate-
rial and human resources needed for a change, such as 
to RMC practice.12 Readiness for change is a multilevel 
construct measured at individual and organisational 
levels. Organisational readiness for change is a multifac-
eted concept that consists of employees’ change commit-
ment (collective resolve) and change efficacy (perceived 
shared ability) to implement the change.11 Individual 
readiness for change is an employee’s confidence to 
manage the change or willingness to accept new roles and 
adopt new practices.13 Readiness for change is different 
from preparedness as the latter addresses the set activi-
ties to implement the change,14 while readiness measures 
being both prepared and motivated to implement the 
change.

Readiness for change is a key determinant of imple-
mentation success.15 16 The readiness for change theories 
have been applied in both health and non- health organ-
isations; however, there are no previous studies on their 
application to RMC- promoting interventions. Readiness 
for change to RMC among community, facility and policy 
stakeholders was mentioned as being responsible for the 
positive results of an RMC project in Kenya.17 However, 
readiness for change was not measured directly in that 
study.17 Many RMC- promoting interventions have been 
conducted without prior assessment of the individual 
employee or organisational readiness for change.18 19 If 
readiness is assessed and found necessary, efforts can be 
directed at improving it. If otherwise, this suggests the 
providers’ willingness to accept the change irrespective of 
the work task demands brought by it.

The proposed theory of change for this study is that a 
high organisational and individual readiness for change 
would lead to the adoption and institutionalisation of 
RMC practice which should result in long- term outcomes 
such as increased health facility delivery. Adoption is the 
temporary altering of attitudes and behaviours to meet 
the change expectations. Institutionalisation occurs 
when the change becomes part of the organisational 

processes.10 This is assuming all limiting barriers and 
contextual factors have been identified and addressed. 
The barriers and contextual factors have been explored, 
but the data are yet to be published. This study assessed 
health providers’ organisational and individual readiness 
for change to RMC practice and their associated factors 
in Ibadan Metropolis, Nigeria.

METHODS
Design, setting and participants
This was a cross- sectional survey conducted from 1 
December 2019 to 31 May 2020, in Ibadan Metrop-
olis, Oyo state, Nigeria. Ibadan (the third largest city in 
Nigeria and the seventh in Africa) was selected, being a 
more cosmopolitan city. This study was conducted among 
public healthcare providers from the five Local Govern-
ment Areas (LGAs) in Ibadan Metropolis. There were 6 
public secondary and 26 functional public primary health 
facilities in the five LGAs with a minimum of 12 deliveries 
per year at the time of conducting the study. Maternity 
care services, including delivery services, are offered in all 
facilities, with more specialised care at secondary health 
facilities. Doctors and nurses attend deliveries at both 
primary and secondary health facilities, while community 
health officers, community health extension workers and 
health auxiliaries (HAs) only attend deliveries at primary 
health facilities in the study state.

A two- stage cluster sampling technique was used to select 
the health facilities and providers in the study LGAs. One 
primary and one secondary health facility were selected 
in each LGA using simple random sampling, except in 
one LGA without a secondary health facility. This gave 
a total of nine health facilities studied (five primary and 
four secondary health facilities). There were a total of 244 
health providers (as the study population or sampling 
frame) who could attend deliveries in the study facilities 
(176 in the 4 secondary facilities and 68 in the 5 primary 
facilities).

A sample size of 210 health providers was calculated 
using the one- sample mean test20 in Stata. This repre-
sented 86% of the study population. The parameters 
used were a change commitment mean of 3.64±0.61 SD, 
based on a similar study in Switzerland, as a proxy for 
organisational readiness.21 The required precision was 
±5% about the reference mean, with 90% power and a 
design effect of 222 for the cluster sampling. The number 
of health providers interviewed at each facility was allo-
cated proportionately to the generated total number of 
health providers per professional type at each health 
facility within the LGAs.

All the available and consenting health providers at 
each health facility were interviewed until the required 
numbers of each professional type for each facility 
were reached. As the health workers work in shifts (and 
thus may not have been working at the time of initial 
approach), if the number to be interviewed was yet to be 
reached after interviewing all the available and consenting 
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health workers on the morning and afternoon shifts, the 
data collectors repeatedly visited the facilities to recruit 
workers on shifts on later dates. We did not document the 
number that did not consent, but the majority of those 
who were approached consented and were interviewed.

Data collection
Data collection was done using a 112- item tool with 9 
sections developed in REDCap and conducted within 
the health facility premises.23 Two trained research assis-
tants administered the questionnaire. The tools were 
pretested among 12 health providers from one public 
secondary health facility in Ibadan Northwest LGA and 
one public primary health facility in Ibadan North LGA, 
after 2- day training. Findings from the pretest were used 
to improve the data collection instruments. The first part 
of the instrument assessed health providers’ perceptions 
of women’s rights during childbirth, their awareness of 
women’s mistreatment during childbirth in their health 
facilities and their awareness of the RMC concept. A one- 
page brief on ‘RMC during childbirth’ was read to each 
respondent (see online supplemental file 1). The subse-
quent sections of the questionnaire evaluated providers’ 
perceptions of individual and organisational readiness for 
change to RMC practice during childbirth, and possible 
associated factors, using standardised tools (see online 
supplemental file 2 for the survey instrument).

The respondents’ perceived organisational readiness 
and individual readiness for change to RMC practice 
were the outcome variables. Organisational readiness 
for change to RMC (ORCRMC) was assessed using a stan-
dardised 12- item Organisational Readiness for Imple-
menting Change (ORIC) tool24 with five items measuring 
their change commitment and seven items assessing 
their change efficacy, both on a 5- point Likert agreement 
scale.24 The questions assessing organisational readi-
ness were framed as ‘The health workers in this health 
facility are…’. Organisational readiness was determined 
as the mean score of the 12 items on the scale with a 
maximum score of 5. Individual readiness for change to 
RMC (IRCRMC) was measured using a six- item tool on a 
5- point Likert agreement scale by Vakola.13 Questions 
were framed as ‘I am willing to…’. IRCRMC was deter-
mined as the mean score of the six- item scale, also with a 
maximum score of 5. When reported as percentages, the 
mean scores were standardised and converted using the 
formula (mean−1)/4×100.

For the predictors, we included factors well described 
in the implementation science literature and used stan-
dardised tools. The previously defined predictors of 
ORCRMC by Weiner11 include employee change valence 
(how much they value the change) and informational 
assessments (perceived adequacy of the resources avail-
able to implement the change). Previously defined 
predictors of IRCRMC by Vakola13 include employee job 
satisfaction and core self- evaluation (which assesses 
their self- esteem, locus of control, emotional stability 

and generalised self- efficacy).25 We evaluated all of these 
predictors on both IRCRMC and ORCRMC.

In addition, we also proposed that individual provider 
characteristics such as being younger, having more years 
of experience and having higher monthly income could 
positively influence IRCRMC and ORCRMC. We suggested 
that health providers’ perceptions about women’s 
rights during childbirth, their perceived availability and 
adequacy of resources for RMC implementation and 
differences in their workplace contexts might influence 
both IRCRMC and ORCRMC. Online supplemental file 3 
summarises the study’s analytical framework and online 
supplemental file 4 gives the list of standardised tools 
used to assess the analytical constructs, together with their 
reliability statistics in our study. The highest Cronbach’s α 
was 0.949 for the organisational readiness for change tool, 
while the lowest was 0.575 for the tool assessing providers’ 
perception of women’s rights.

Data analysis
Data collected were uploaded to the University of the 
Witwatersrand data management system via REDCap. 
Only the first author had access to download and save 
data on a password- protected computer, then shared 
them with the coauthors. The dataset has been shared 
with the Figshare repository.26

Data analysis was done using the Stata V.15 software. 
We adjusted for weighting and facility- level clustering in 
all analyses using the Stata ‘svy’ commands. The mean 
scores of the outcome and predictor variables were deter-
mined. Higher mean scores indicate higher IRCRMC and 
ORCRMC. Pearson’s correlation was used to evaluate the 
relationship between IRCRMC and ORCRMC, change effi-
cacy and change commitment, and resource availability 
and adequacy.

Principal component analysis (PCA) was used to 
construct separate composite indices for the study- specific 
tools assessing providers’ perceptions of women’s rights, 
their awareness of mistreatment in their facilities and 
the availability of resources for RMC practice. Details are 
provided in online supplemental file 5. The first compo-
nents explained 17.9%, 23.2% and 16.5% of the variance 
for each of these scales, respectively. These PCA scores 
were then used in the bivariate and multiple regression 
analyses as potential predictors.

Simple linear regression was done to assess the bivariate 
relationship between the two numerical outcomes and 
the predictor variables. Predictors with a p value of ≤0.2 
were included in the final multiple regression models for 
each outcome variable. All predictors were added simul-
taneously. Multicollinearity analysis was conducted after 
the regressions. Predictor variables with a high variance 
inflation factor (>10.0) were excluded from the model.

Patient and public involvement
A prior qualitative study of pregnant women’s percep-
tions of RMC27 informed this study, the study location 
and many of the variables assessed. The women described 
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their experience of childbirth care and queried the readi-
ness of the health providers to provide such care.

RESULTS
Sociodemographic profile
Two hundred twelve health providers finally completed 
the survey, slightly above the required sample size of 
210 (with the slight oversampling due to separate data 
collection by two data collectors). The breakdown by 
their professional group is shown in table 1. Their overall 
mean age was 44.0 years. The doctors were the youngest 

with a mean age (in years) of 38.9, while the HAs were the 
oldest with a mean age of 49.3. Overall, the respondents 
had an average of >15 years of post- training work experi-
ence, which included an average of about 6 years working 
at the study facility.

RMC: women’s rights and mistreatment and needed resources
Overall, 35.9% of the providers had heard of RMC. This 
consisted mainly of doctors (60%) and the least (19.1%) 
being the HAs. Nonetheless, after RMC had been 
explained to them, 70% of all the providers agreed that 
RMC could be implemented in their facilities.

Table 1 Providers’ sociodemographic profile by provider type

Variables
Doctor
n=37

Nurse
n=128

CHEW/CHO
n=29

Auxiliary
n=18

Total
n=212

Age

  Mean±SD 38.9±9.9 44.6±9.4 44.5±9.7 49.3±10.5 44.0±9.9

  Median (IQR) 40 (31–46) 44 (39–52) 46 (39–50) 52 (40–56) 44 (38–52)

Sex

  Male 20 (52.3) 0 (0.0) 2 (8.5) 0 (0.0) 22 (10.4)

  Female 18 (47.7) 127 (100.0) 26 (91.5) 18 (100.0) 190 (89.6)

Type of health facility

  Primary 3 (8.7) 9 (7.1) 29 (100.0) 18 (100.0) 59 (27.9)

  Secondary 34 (91.3) 119 (92.9) 0 (0.00 0 (0.0) 153 (72.1)

LGA

  Ibadan North 23 (61.9) 61 (47.8) 3 (12.0) 2 (9.7) 89 (42.2)

  Ibadan Northeast 5 (14.6) 14 (11.2) 5 (16.2) 2 (8.8) 26 12.3)

  Ibadan Northwest 6 (15.6) 20 (15.9) 12 (41.6) 3 (15.0) 41 (19.3)

  Ibadan Southeast 1 (2.9) 1 (0.8) 4 (14.8) 7 (41.8) 14 (6.6)

  Ibadan Southwest 2 (5.1) 31 (24.3) 4 (15.3) 4 (24.7) 42 (19.7)

Study health facility

  Facility 1 1 (2.9) 2 (1.4) 3 (12.0) 2 (9.7) 8 (8.7)

  Facility 2 23 (59.6) 59 (46.4) 0 (0.0) 0 (0.0) 82 (38.5)

  Facility 3 0 (0.0) 2 (1.2) 5 (16.2) 2 (8.8) 9 (3.7)

  Facility 4 5 (44.6) 13 (10.0) 0 (0.0) 0 (0.0) 18 (8.6)

  Facility 5 1 (3.6) 1 (1.1) 12 (41.6) 3 (15.0) 17 (8.2)

  Facility 6 5 (12.0) 19 (14.8) 0 (0.0) 0 (0.0) 23 (11.1)

  Facility 7 0 (0.0) 3 (2.6) 5 (15.3) 4 (24.7) 12 (5.7)

  Facility 8 2 (5.1) 28 (21.7) 0 (0.0) 0 (0.0) 30 (13.9)

  Facility 9 1 (2.3) 1 (1.0) 4 (14.8) 7 (41.8) 13 (6.6)

Years of experience

  Mean±SD 10.4±7.7 18.2±9.9 10.5±7.5 13.6±11.0 15.4±9.9

  Median (IQR) 10 (3–14) 18 (11–25) 8 (4–17) 9 (6–190) 14 (7–23)

Years working in study facility

  Mean±SD 3.2±3.5 8.2±6.0 2.7±1.9 3.7±2.0 6.0±5.6

  Median (IQR) 2 (0.5–5) 7 (4–11) 3 (1–4) 4 (3–5) 5 (2–10)

Income (in US$)

  Median (IQR) 658 (526–921) 500 (289–553) 270 (132–395) 99 (26–191) 463 (263–605)

CHEW, community health extension worker; CHO, community health officer; IQR, Inter- quartile range; LGA, Local Government Area; SD, 
Standard deviation.
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As shown in figure 1, 72.9% of the health providers 
stated that women delivering in their facility were 
always denied a birth companion, 63.9% were aware 
of women not being allowed to decide their birth posi-
tion and 36.7% had witnessed restrictions on mobility 
during labour. Correspondingly, only 19.9% of health 
providers believed that women should always have 
the right to decide their birth position, 38.7% agreed 
that women could be mobile during labour and 50.7% 
supported women having a birth companion (figure 1). 
Only 20.4% accepted that women should always have 
unrestricted access to their hospital records.

Figure 2 indicates providers’ perceptions of the avail-
ability of essential 18 WHO- recommended resources 
for implementing RMC. The least available resource 
was RMC educational materials (7.7%), followed by 
guidelines (8.2%). Approximately 10%–15% of the 
providers agreed to the availability of private spaces to 
support birth companions, in- service training on RMC, 
suggestion boxes and adequately trained staff on RMC. 
However, 63.0% of them agreed to have curtains and 
screens for privacy during childbirth.

The mean scores for all the study scales are shown 
in table 2. The health providers were well aware of 
the mistreatment of women during childbirth in their 
health facilities across the 12 items with a high mean 
score of 3.9±0.5 out of a maximum of 5. However, the 
mean score of 3.9±0.5 out of 5 also indicates high 
acceptance of the rights they believe women should 
always be granted during childbirth.

Individual and organisational readiness for change to RMC 
practice
In assessing ORCRMC, the health providers scored high 
on their commitment to the change and their change 
efficacy, which is their perceived ability to implement 
the change (table 2). These two constructs were strongly 
positively correlated (r=0.830, 95% CI: 0.783 to 0.868, 
p<0.001). Combined, this gave a high mean ORCRMC score 
of 4.01±0.9, which is 75.3% of the maximum obtainable 
mean score of 5. The health providers had even higher 
IRCRMC, with a mean score of 4.23±0.6, 80.8% of the 
maximum. Organisational readiness was only moderately 
but significantly correlated with IRCRMC (r=0.407, 95% CI: 
0.29 to 0.51, p<0.001).

Change valence and informational assessments
The health providers scored high on how much they 
value the change to RMC, with a mean of 4.46±0.8 out 
of 5 (table 2). They, however, scored lower in their infor-
mational assessments (3.30±0.7), which describe their 
perceptions on the adequacy of the available resources 
to implement the change to RMC practice in their facili-
ties. The providers’ mean score for the availability of the 
WHO- recommended resources to implement RMC was 
even lower (2.70±0.6), 42.5% of the maximum. There 
was a mild but significant positive relationship between 
their perceived availability and adequacy of the resources 
needed to implement RMC in their facilities (r=0.263, 
95% CI: 0.133 to 0.384, p=0.0001). Notwithstanding these 
perceived deficiencies, the health providers indicated 

Figure 1 Forms of mistreatment and rights of women during childbirth perceived by providers.
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relatively high levels of job satisfaction and core self- 
evaluation, that is, they had high self- esteem, locus of 
control, emotional stability and generalised self- efficacy 
(table 2).

Factors associated with IRCRMC and ORCRMC practice
Table 3 shows the bivariate and multiple regression 
analyses for IRCRMC, while table 4 shows the analysis for 
ORCRMC. The health providers’ change valence and infor-
mational assessments were significantly associated with 
IRCRMC in the multiple regression analysis, increasing 

IRCRMC scores (β=0.40, 95% CI: 0.11 to 0.70, p=0.015 
and β=0.07, 95% CI: 0.01 to 0.13, p=0.032, respectively). 
Doctors and nurses had significantly higher IRCRMC than 
health assistants, in the bivariate analysis, but this was no 
longer significant after adjusting for other covariates.

IRCRMC varied significantly between health providers 
from different health facilities in the bivariate analysis 
but this was no longer the case in the multiple regres-
sion analysis. None of the known predictors of individual 
readiness for change (providers’ job satisfaction and core 

 

7.7%
8.2%
8.6%
9.7%

14.5%
15.7%

27.9%
28.2%
30.0%

40.4%
40.5%

47.3%
57.8%

63.4%
64.7%

83.1%
87.1%

98.4%

0.0% 20.0% 40.0% 60.0% 80.0% 100.0%

RMC educational materials
RMC guidelines

Facilities supporting birth companions
Existing trainings on RMC

Suggestion box
Adequate trained staff on RMC

Facilities for hand hygiene practices
Regular review meetings

Continuous power supply
Informed consent system

RMC sensitised management
Adequate labour equipment

Sufficient bed capacity
Curtains/ partitions for privacy

Redress mechanisms
Accessible patients' toilets and baths

Clean labour rooms
Facility for rooming in

Figure 2 Provider perceptions on availability of WHO- recommended resources for RMC implementation. RMC, respectful 
maternity care.

Table 2 Average provider perceptions for different study scales (n=212)

Analytical 
category Scale Mean±SD 95% CI

Outcomes Change commitment 4.05±1.0 3.8 to 4.3

Change efficacy 3.96±0.9 3.6 to 4.3

Organisational readiness for change 4.01±0.9 3.7 to 4.3

Individual readiness for change 4.23±0.6 4.1 to 4.4

Predictors Awareness of mistreatment during childbirth in their facilities 3.90±0.5 3.7 to 4.1

Women’s rights during childbirth 3.85±0.5 3.8 to 4.0

Change valence 4.46±0.8 4.3 to 4.6

Informational assessments 3.30±0.7 3.1 to 3.4

Availability of resources to implement RMC in their facilities 2.70±0.6 2.5 to 2.9

Core self- evaluation 4.34±0.5 4.3 to 4.4

Job satisfaction 3.70±0.6 3.6 to 3.8

RMC, respectful maternity care.
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Table 3 Analysis of factors associated with health providers’ IRCRMC

Covariates

Simple linear regression Multiple linear regression

Crude 
coefficient 95% CI P value

Adjusted 
coefficient 95% CI P value

Health providers’ age −0.003 −0.01 to 0.007 0.497

Sex

  Female Ref – – Ref – –

  Male −0.21 −0.02 to 0.44 0.065 −0.14 −0.84 to 1.13 0.743

Study Local Government Area

  Ibadan North Ref – –

  Ibadan Northeast 0.02 −0.54 to 0.58 0.946

  Ibadan Northwest −0.22 −0.47 to 0.03 0.078

  Ibadan Southeast −0.45 −052 to 0.37 <0.001

  Ibadan Southwest −0.09 −0.32 to 0.14 0.383

Health facility

  Facility 1 0.19 0.10 to 0.19 <0.001 0.35 −0.01 to 0.70 0.053

  Facility 2 Ref – – Ref – –

  Facility 3 −0.53 −0.53 to −0.53 <0.001 −0.06 −0.39 to 0.27 0.675

  Facility 4 0.29 0.29 to 0.29 <0.001 0.07 −0.05 to 0.18 0.218

  Facility 5 −0.37 −0.37 to −0.37 <0.001 −0.23 −0.51 to 0.04 0.087

  Facility 6 −0.06 −0.06 to −0.06 <0.001 0.04 −0.07 to 0.14 0.423

  Facility 7 0.12 0.12 to 0.12 <0.001 0.22 −0.13 to 0.54 0.175

  Facility 8 −0.10 −0.10 to −0.10 <0.001 0.0002 −0.09 to 0.09 0.970

  Facility 9 −0.42 −0.42 to −0.42 <0.001 0.03 −0.30 to 0.35 0.844

Providers’ type of health facility

  Primary Ref – –

  Secondary 0.23 0.56 to 0.09 0.135

Professional cadre

  Doctor 0.43 0.04 to 0.83 0.036 −0.13 −0.46 to 0.19 0.360

  Nurse 0.37 0.05 to 0.70 0.030 Ref – –

  CHEW/CHO 0.08 −0.06 to 0.21 0.233 −0.19 −0.63 to 0.24 0.329

  Health assistant/aide Ref – – −0.16 −0.50 to 0.18 0.296

Monthly income (in US$/1000) −2.36 −0.06 to 5.28 0.097 0.05 −0.03 to 0.13 0.187

Years of professional experience 0.01 0.004 to 0.03 0.106 0.004 −0.02 to 0.03 0.644

Years of experience in the health 
facility

0.004 −0.02 to 0.031 0.727

Awareness of the mistreatment of 
women

0.01 −0.04 to 0.05 0.712

Perceived women’s rights during 
childbirth

0.04 −0.05 to 0.11 0.357

Ever heard of RMC (n=170)

  Yes −0.02 −0.33 to 0.30 0.883

  No Ref – –

Perception of RMC being implementable

  Agreed 0.10 −0.34 to 0.53 0.62

  Indifferent Ref – –

  Disagreed 0.06 −0.46 to 0.58 0.794

Change valence (value for RMC 
practice)

0.45 0.19 to 0.71 0.005 0.40 0.11 to 0.70 0.015

RMC informational assessment 0.07 0.15 to 0.42 0.001 0.07 0.01 to 0.13 0.032

Continued
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self- evaluation), nor the newly proposed ones (perceived 
rights of women, years of experience, income), was signifi-
cantly associated with IRCRMC.

Change valence and informational assessments were 
also significantly associated with ORCRMC (table 4). A 
unit increase in the health providers’ change valence 
and informational assessments increased their perceived 
ORCRMC (β=0.47, 95% CI: 0.21 to 0.74, p=0.004 and 
β=0.43, 95% CI: 0.22 to 0.63, p=0.002 units, respectively), 
after adjusting for other covariates. Also, each addi-
tional 10 years of work experience significantly increased 
ORCRMC (β=0.08, 95% CI: 0.01 to 0.2, p=0.024) and each 
$1000 increase in providers’ monthly income increased 
their perceived ORCRMC (β=0.08, 95% CI: 0.02 to 0.15, 
p=0.021). There were significant varied associations (posi-
tively or negatively) between the health providers’ facility 
of practice and their ORCRMC in relation to the reference 
facility. The only exception was for facility 4, a secondary 
health facility in one of the LGAs.

DISCUSSION
This is the first study to explore individual and organisa-
tional readiness for change to RMC practice, and the asso-
ciated predictors. The health providers had a high level of 
awareness of the mistreatment of women but also a high 
general acceptance of women’s rights during childbirth. 
However, there were some rights, such as being allowed 
a birth companion, that only a few providers regarded as 
essential, and these were then seldom practised. Nonethe-
less, the health providers scored high in their perceived 
IRCRMC and ORCRMC. IRCRMC and ORCRMC were only 
moderately correlated in this analysis. Higher change 
valence and informational assessment of the adequacy 
of resources increased not only ORC, as has been found 
previously,24 28 but also IRCRMC. Job satisfaction and the 
providers’ core self- evaluation, which have been shown 
to influence IRC,13 29 had no statistically significant effect 
on IRCRMC in this study. The provider’s years of work 

experience, their monthly income (individual character-
istics) and their health facility of practice (a workplace 
characteristic) significantly influenced ORCRMC.

This study has provided an understanding of the state 
of readiness for change to RMC practice, eliminating it 
as a possible implementation problem for RMC practice 
in the study setting. We have established that IRCRMC and 
ORCRMC have a positive influence on each other. This 
study has also further confirmed the critical role of change 
valence and informational assessments in increasing both 
organisational and individual readiness for change to 
RMC practice. These findings have programmatic and 
policy implications for the designing of RMC implemen-
tation programmes. The effect of employees’ perceived 
value for newly introduced programmes may also be eval-
uated on the programme intervention and implementa-
tion outcomes.

The brevity of the ORIC tool used to assess ORCRMC 
among the healthcare providers studied was also bene-
ficial. This is in contrast to other instruments assessing 
organisational readiness for change with a much higher 
number of constructs and variables.12 30 The ORIC tool is 
a standardised instrument that has been validated among 
health worker populations in Western countries24 31 32 and 
only in South Africa,33 with a similar population as found 
in our study. All categories of health providers involved 
in maternal care across cadres within the primary and 
secondary health facilities were studied. This may facili-
tate stakeholder engagement during the RMC implemen-
tation process and possible early adoption of the change.

The study findings however failed to establish a signif-
icant relationship between the providers’ readiness for a 
change to RMC and their perceptions of women’s rights 
during childbirth. RMC is premised on the fundamental 
human rights of women to receive dignified care.34 It 
would have been expected that provider perceptions of 
women’s rights would be positively associated with their 
readiness for change. The relationship was in the correct 

Covariates

Simple linear regression Multiple linear regression

Crude 
coefficient 95% CI P value

Adjusted 
coefficient 95% CI P value

Provider perceptions on available 
resources

0.03 −0.02 to 0.09 0.182

Provider job satisfaction 0.010 −0.03 to 0.22 0.105 0.004 −0.13 to 0.14 0.953

Provider core self- evaluation 0.25 0.01 to 0.50 0.055 0.09 −0.22 to 0.39 0.513

Male # doctor* 0.15 −1.01 to 1.31 0.765

Constant 1.76 1.37 to 2.14 <0.001

  n=212; R2=0.4363; p<0.001

Predictors with p≤0.2 from the simple linear regression analysis were included in the multiple regression model. The mean variance inflation factor for 
the multiple regression model is=2.33. Significant p values in bold.
*Male # doctor—interaction between gender and profession.
CHEW, community health extension worker; CHO, community health officer; IRCRMC, individual readiness for change to RMC; Ref, reference category; 
RMC, respectful maternity care.

Table 3 Continued
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Table 4 Analysis of factors associated with health providers’ ORCRMC

Covariates

Simple linear regression Multiple regression

Crude 
coefficient 95% CI P value

Adjusted 
coefficient 95% CI P value

Health providers’ age −0.01 −0.02 to 0.02 0.916

Sex

  Female Ref – – Ref – –

  Male −0.21 −0.09 to 0.50 0.146 0.15 −0.11 to 0.41 0.213

Study Local Government Area (LGA)

  Ibadan North Ref – –

  Ibadan Northeast 0.34 −0.26 to 0.94 0.226

  Ibadan Northwest −0.22 −0.42 to 0.02 0.034

  Ibadan Southeast −0.46 −0.59 to 0.33 <0.001

  Ibadan Southwest −0.27 −1.21 to 0.66 0.510

Health facility in LGA

  Facility 1 0.43 0.43 to 0.43 <0.001 0.38 0.30 to 0.46 <0.001

  Facility 2 Ref – – – – –

  Facility 3 −0.23 −0.23 to −0.23 <0.001 0.24 0.12 to 0.35 0.002

  Facility 4 0.65 0.65 to 0.65 <0.001 0.16 −0.03 to 0.35 0.087

  Facility 5 −0.09 −0.09 to −0.09 <0.001 −0.29 −0.40 to −0.19 <0.001

  Facility 6 −0.24 −0.24 to −0.24 <0.001 −0.11 −0.16 to −0.07 0.001

  Facility 7 0.63 0.63 to 0.63 <0.001 0.56 0.54 to 0.57 <0.001

  Facility 8 −0.54 −0.54 to −0.54 <0.001 −0.41 −0.47 to −0.36 <0.001

  Facility 9 −0.41 −0.41 to −0.41 <0.001 0.11 0.02 to 0.20 0.024

Providers’ type of health facility

  Primary Ref – –

  Secondary 0.09 −0.68 to 0.50 0.717

Professional cadre

  Doctor 0.31 −0.50 to 1.12 0.391

  Nurse −0.07 −0.88 to 0.75 0.857

  CHEW/CHO 0.09 −0.38 to 0.56 0.667

  Health assistant/aide Ref – –

Monthly income (in 
US$/1000)

0.26 -0.05 to 0.56 0.083 0.08 0.02 to 0.15 0.021

Years of professional 
experience/10 years

0.05 0.02 to 0.3 0.034 0.08 0.01 to 0.2 0.024

Years of experience in the 
health facility

−0.004 −0.03 to 0.02 0.678

Awareness of the 
mistreatment of women

0.02 −0.06 to 0.09 0.65

Perceived women’s rights 
during childbirth

0.02 −0.12 to 0.16 0.767

Ever heard of RMC (n=170)

  Yes 0.10 −0.27 to 0.46 0.553

  No Ref – –

Perceptions of RMC being implementable

  Agreed 0.60 −0.02 to 1.23 0.056 0.19 −0.08 to 0.45 0.148

  Indifferent Ref – – Ref – –

  Disagreed −0.09 −0.76 to 0.58 0.765 −0.12 −0.60 to 0.36 0.57

Change valence (value for 
RMC practice)

0.74 0.47 to 1.01 <0.001 0.47 0.21 to 0.74 0.004

Continued

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2022-065517 on 22 N

ovem
ber 2022. D

ow
nloaded from

 

http://bmjopen.bmj.com/


10 Esan OT, et al. BMJ Open 2022;12:e065517. doi:10.1136/bmjopen-2022-065517

Open access 

direction but not statistically significant. The provider’s 
low perceptions of resource availability to implement 
RMC did not also significantly reduce their IRCRMC and 
ORCRMC.

This study had some limitations. It was a relatively 
small study and its geographical extent was limited to 
one metropolitan in Nigeria, which may not be represen-
tative of similar facilities and providers in other regions 
of Nigeria. Tertiary health facilities were not included 
because there was only one tertiary health facility serving 
populations across the five LGAs studied. Social desir-
ability bias may have influenced some of the providers’ 
responses positively to the availability of resources and 
their perception of women’s rights during childbirth. To 
mitigate this, the data collectors stressed the academic 
purpose of the research to the providers when obtaining 
informed consent. Limited awareness of RMC, as found in 
this study, may affect an accurate assessment of readiness 
for change. We attempted to address this by educating 
the providers on RMC concepts before assessing their 
readiness for change to RMC practice.

Health providers cannot truly be ready to implement 
RMC if they do not support certain women’s rights during 
childbirth. This would result in persistent mistreatment 
and may prevent a positive change to RMC practice. 
The most common forms of mistreatment to women 
during childbirth in the study health facilities were being 
denied birth companions, not being allowed to decide 
on a birth position and being denied mobility in labour. 
All three forms of mistreatment were also reported by 
Tanzanian women in a qualitative study of the perspec-
tives of mothers and fathers on mistreatment during 
childbirth.35 Several other studies have reported these 
forms of mistreatment experienced by women during 
childbirth.36–39 According to the WHO,40 41 having a birth 
companion during labour provides emotional support, 
reduces labour pain and strengthens the woman’s capa-
bility to deliver. The WHO has also recommended that 
women are supported to deliver in their preferred birth 

position because alternative birth positions, such as 
standing to deliver, are safe and may result in shorter 
labour from better fetal alignment.38 40 It has also been 
reported that mobility during the first stage of labour 
is safe.38 Denying women autonomy, or not respecting 
women’s choices during childbirth without a justifiable 
medical reason, constitutes mistreatment that negatively 
affects their overall childbirth experience.42

The health providers perceived that women should 
always have the right to full information about their care 
and to receive their care in privacy. Unfortunately, many 
may not practise it for several reasons, including uncon-
scious behaviour, an abusive work culture and perceived 
excessive workload among others.43 About 33% of mater-
nity care providers in Western Kenya attested that they 
do not often give explanations before conducting proce-
dures on women during childbirth, and 73% do not wait to 
obtain consent before conducting these examinations.43 
This is similar to the inconsistent support for women’s 
right to autonomy found among Australian midwives and 
doctors.44 They confirmed their support for women’s 
autonomy, but over- ride women’s decisions sometimes on 
safety reasons, claiming full accountability for every preg-
nancy outcome. Women should be included when safety 
decisions are being made during childbirth. When this 
is not done, women may conclude it is an abuse of their 
rights. Tanzanian women related their abusive maternity 
care experiences as a deviation from their basic human 
rights.45 Hence, advocating for women’s rights among 
health providers should be a key component of RMC- 
promoting interventions.

Nonetheless, the health providers scored high in their 
perceived IRCRMC and ORCRMC. Few studies had reported 
the overall ORIC in health programmes as mean scores 
using the ORIC tool. Many either report the mean change 
commitment and change efficacy as individual scores,21 
or as total scores.31 The ORCRMC score in our study was 
higher than the average of the change commitment and 
change efficacy scores found when the nurse- reported 

Covariates

Simple linear regression Multiple regression

Crude 
coefficient 95% CI P value

Adjusted 
coefficient 95% CI P value

RMC Informational 
assessment

0.72 0.40 to 1.05 0.001 0.43 0.22 to 0.63 0.002

Provider perceptions on 
available resources

−0.002 −0.25 to 0.25 0.984

Provider job satisfaction 0.23 −0.08 to 0.55 0.125 0.05 −0.10 to 0.20 0.477

Provider core self- evaluation 0.15 −0.38 to 0.68 0.521

Constant 0.06 −1.28 to 1.41 0.915

n=212; R2=0.6016; p<0.001

Predictors with a p≤0.2 from the bivariate analysis (simple linear regression) were included in the multiple regression model. The mean variance 
inflation factor for the multiple regression model is=1.55. Significant p values in bold.
CHEW, community health extension worker; CHO, community health officer; ORCRMC, organisational readiness for change to RMC; Ref, reference 
category; RMC, respectful maternity care.

Table 4 Continued

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2022-065517 on 22 N

ovem
ber 2022. D

ow
nloaded from

 

http://bmjopen.bmj.com/


11Esan OT, et al. BMJ Open 2022;12:e065517. doi:10.1136/bmjopen-2022-065517

Open access

organisational readiness for change for policy change 
in acute care hospitals in Switzerland was assessed.21 
There was no comparable study of individual readiness 
for change using the same instrument applied in the 
health industry. A scoping review to explore the nature 
and extent of literature published on individual readiness 
for change in the health sector yielded no study found in 
health.46

IRCRMC and ORCRMC in our study were significantly posi-
tively correlated. Thus, a positive increase in IRCRMC by 
strengthening its facilitating factors should also reflect in 
increased ORCRMC. This is similar to the postulations by 
Weiner in his theory where he stated that ‘Organisational 
readiness is likely to be highest when organisational 
members not only want to implement an organisational 
change but also feel confident that they can do so’ (page 
3).11

Weiner theorised that organisational readiness was most 
strongly influenced by change valence and informational 
assessments.11 The health providers’ change valence posi-
tively influenced both their IRCRMC and ORCRMC signifi-
cantly in our study. Change valence also positively and 
significantly influenced organisational readiness for 
change among employees of a private hospital changing 
to a tertiary hospital.47 It also strongly correlated with indi-
vidual readiness for change in the automobile industry.48 
There have been limited assessments of individual readi-
ness for change in health- related industries.

Informational assessment is the perceived adequacy of 
the available resources such as the equipment, expertise, 
skills and time needed to implement the change. Infor-
mational assessments also significantly influenced both 
IRCRMC and ORCRMC in this analysis. Informational assess-
ment of their perceived resource adequacy was found 
to be positively and significantly correlated with their 
perceived resource availability in this study. This suggests 
that if providers’ perception of resource availability is 
high, they would be ready for a change to RMC practice. 
However, the providers had a low perception of the avail-
ability of recommended resources for RMC implementa-
tion in our study setting. This may have explained their 
fairly low perceived resource adequacy.

Thus, additional resource requirements are critical 
drivers of RMC implementation.11 For example, only 9% 
of the health providers agreed that facilities to support 
birth companions were available. This would include a 
private space achievable with the use of curtains. In an 
observational study of childbirths across four countries, 
Nigeria had the lowest proportion of women (6.9%) in 
which curtains were used to ensure privacy.49 This is a chal-
lenge that may prevent Nigerian women from receiving 
RMC as there is limited funding to the Nigerian health 
system to provide these essential RMC resources. There is 
a need to identify cost- effective strategies to address these 
system challenges.

ORCRMC was found to be significantly higher among 
health providers with longer years of work experience. 
They are a population to target in RMC- promoting 

interventions. The nurses’ years of work experience also 
positively influenced their change commitment, one 
of the measures of organisational readiness, in Switzer-
land’s acute care hospitals.21 The providers’ workplace 
setting, as indicated by their health facility of practice, 
significantly influenced their perceived ORCRMC. This was 
significantly positive for most of the primary healthcare 
facilities across the LGAs and was significantly negative 
for two of the secondary health facilities studied. Interest-
ingly, both the primary and secondary health facilities in 
the Ibadan Northwest LGA were significantly associated 
with a decreased ORCRMC. According to the literature, the 
workplace contextual fit is critical to providers’ readiness 
for change to RMC as it informs the adaptability of the 
local context to the globally defined RMC practice, the 
quality of the implementation and whether expected 
RMC implementation outcomes will be achieved.50–52 
There is the need to qualitatively explore which contex-
tual factors within the health facilities are the most critical 
barriers to a successful implementation of RMC practice 
during childbirth.

CONCLUSIONS
The three most common forms of mistreatment during 
childbirth noted by health providers corresponded with 
the low recognition of these as rights that women should 
always receive. Our study confirmed the relevance of 
the organisational and individual readiness for change 
constructs to the RMC literature and should prompt 
more studies on this topic. It is noteworthy that the health 
providers in our study perceived themselves and their 
organisations to be ready for a change to RMC practice. 
It would be important to verify in future research if read-
iness for change significantly facilitated the implementa-
tion of RMC interventions. The main influencing factors 
of both IRCRMC and ORCRMC scores in our analysis were a 
high valuation of the change (change valence) and the 
perceived adequacy of resources necessary to implement 
the change. Longer serving providers may be a readier 
population to target during RMC implementation, as 
champions to lead a change to RMC practice. Work-
place contexts could significantly influence ORCRMC and 
should be explored before the implementation of RMC 
interventions.
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Additional file 1 

 

What is Respectful Maternity Care? 

 

Respectful Maternity Care (RMC) is a human rights approach to childbirth 

care practice. It is a new strategy for caring for women in labour which we 

are yet to commence implementing in this health facility. We are interested 

in knowing how health facilities offering childbirth 

services, their managers and individual workers are READY to integrate 

respectful maternity care into their routine childbirth services. 

 

What is Respectful Maternity care? 

Simply, it means the following 

1. The preferences of the client must be respected, and she must be 

involved in the decision making regarding her health. 

2. She must be allowed a companion during birth as recommended by 

the WHO 

3. She must be free to move about during labour if she so wishes even 

in the second stage before the urge to deliver and not restricted to 

one position. 

4. If classified as a low risk pregnant woman, she should be allowed 

oral fluids or food while in labour as evidence has shown no negative 

outcomes following this. 

5. Her privacy must be ensured by providing one private cubicle or 

space per woman in labour and information about her should not be 

shared openly. 

6. If she prefers to deliver her child squatting, the health care provider 

must be willing to support her in the decision. 

7. Equitable services must be delivered to her regardless of her 

personal characteristics. 

8. When she calls for help during labour, she must not be denied nor 

neglected. 

9. If she is unable to pay her bills, a consensus must be reached with 

her on how to pay rather than detaining her illegally for the inability 

to pay. 

10. Overall, she must receive the utmost respectful and dignified 

care, that she deserves as her fundamental human rights. 
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Rmc Readiness Assessment Of Health Care Providers

Record ID
__________________________________

Longitude
__________________________________

Latitude
__________________________________

Time of start of interview
__________________________________

1. RMC Record ID (For example Adeoyo/HW/001)
__________________________________

2. Which Local Government Area (LGA) is this facility Ibadan North
situated Ibadan North East

Ibadan North West
Ibadan South East
Ibadan South West

3. Level of Public Health Facility Primary Secondary

4. Date of Birth (Example Day-Month-Year
__________________________________

Today's date
__________________________________

5. Age
__________________________________

6. Highest Level of education completed Secondary education
School of Health Technology
Nursing School
Nurse/Midwifery School
Medical School
Master's program / Part 1 Fellowship Exams
Ph.D. program/ Part 2 Fellowship Exams

7. Professional type Specialist Consultant
Resident doctor
Medical Officer
House Officer
Nurse
Nurse/Midwife
CHO
CHEW
Health Assistant/ Nurse Auxilliary/ Nurse Aide

In which sub-unit are you working in this health I work in the antenatal unit only
facility or do you work across all the units? I work in the labour room only

I work in the post-natal unit only
I work in all the units
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8. Your total income in a month (from all sources) may <  ₦30,000 (83.3USD)
fall within which of these ranges ₦30, 000 - ₦50,000 (138.9 USD)

₦51,000 - ₦70,000 (194.4 USD)
₦71, 000 - ₦90,000 (250 USD)
₦91,000 - ₦110,000 (305.5 USD)
₦110,000- ₦200,000 (555.5 USD)
₦200,000 - ₦400,000 (1,111 USD)
More than ₦400,000 (1,111 USD)

9. Specifically, these total Income from (all sources)
per month will be about ___ in Naira (write only in __________________________________
figures)

10. The year you completed pre-service training
(graduated from school)  for your current profession __________________________________

11. Years of professional experience after pre-service
training __________________________________

12. The year you started working in this facility as
one of the following (nurse/midwife//CHO/CHEW) __________________________________

13. Years of experience working in this facility as
one of the following (nurse/midwife/doctor/CHO/CHEW) __________________________________

14. Have you ever been promoted in your current job? Yes No

15. In which year were you last promoted in your
current job (OR Moved to the next level or higher __________________________________
level for doctors?

16. No of years ago you were last promoted
__________________________________

17. The current level of the respondent in the Oyo
State civil service employment (based on ranks like __________________________________
level 12. Write only the figure, eg. 12)

18. Sex of the health care provider Male Female

Which of these do you think women should have as a Fundamental Human Right to during
childbirth and in what frequency? If they should not have a right to it, please, select "Never".
If they should, then select best of the other options. (A right is something they can demand
for if not given)

Always
(Nigbogbo igba)

Very frequently
(Ni lemolemo)

Occasionally (Ni
eknankan)

Rarely (Ko wopo
rara)

Never (Ko sele ri)
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1. Right to know / ask about the
professional identity and
qualifications of those involved
with her care

2. Right to communicate with
caregivers and receive all care in
privacy

3. Right to full and clear
information about what is being
done for her and their benefits,
risks and costs (on the
procedures, drugs, tests and
treatments offered to her)

4. Right to accept or refuse
procedures, drugs, tests and
treatments, and to have her
choices honored

5. Right to be informed if her
caregivers wish to enroll her or
her infant in a research study

6. Right to unrestricted access to
her file and all available records
about her pregnancy, labor,
birth, postpartum

7. Right to receive maternity
care that is appropriate to her
cultural and religious
background.
8. Right to receive information in
a language in which she can
communicate (like getting her
an interpreter) where necessary

9. Right to have a family
member of her choice present
during all the aspects/ stages of
her labour and childbirth (having
a birth companion)

10. Right to freedom of
movement during labor, not
hindered by tubes, wires or
other apparatus
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11. Right to virtually
uninterrupted contact with her
newborn from the moment of
birth, as long as she and her
baby are healthy and do not
need care that requires
separation

12. Right to receive a pain relief
during labour with information
on the type of pain relief, and
the risks and benefits

13. Right to deciding the position
of birth (Squatting)

Has any of the following ever been done to women who have come to deliver in this hospital in
the past 1 year to the best of your knowledge (not necessarily by you)? Kindly select the
appropriate response

Always Very frequently Occasionally Rarely Never
1. Physical abuse (slapping or
hitting pinching, beating or
attempts made to)

2. Verbal abuse (saying
sentences to pregnant women in
labour that may sound abusive
like "was I there when you were
getting impregnated""?)

3. Not providing information on
the care to be provided or the
procedure to be done before
doing it

4. Not obtaining informed
consent or a go ahead before
procedures or examinations are
done (even if information was
provided about it)

5. Lack of privacy (not screening
during examinations)

6. Lack of confidentiality
(discussing patients' details
openly or patients' files kept
indiscriminately)

7. Discrimination based on age,
economic / financial status,
ethnicity, religion
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8. A birth companion of her
choice NOT allowed to be
present with the woman all
through the stages during labour

9. Women not allowed to move
about during labour but must lie
down in one position

10. Women not given an option
to choose a position of birth (like
squatting to deliver) or denial of
their choice

11. Unnecessary separation of
mother and newborn after the
birth

12. Leaving the woman alone or
unattended or delaying
attending to the woman after
being called / sent for

13. Other types of similar actions done to women
during childbirth in this health facility, please, __________________________________
specify

How long are women kept on admission at the facility Less than 6 hours
after an uncomplicated delivery on the average before 6-12 hours
discharge home? More than 12 hours to a maximum of 24 hours

More than 24 hours
Don't know

Have you ever heard of Respectful Maternity Care (RMC)
before?

Yes No

Readiness Assessment for a Change to a Respectful Maternity Care Practice

Respectful Maternity Care (RMC) is a human rights approach to childbirth care practice. It is a
new strategy for caring for women in labour which we are yet to commence implementing in
this health facility. We are interested in knowing how health facilities offering childbirth
services,
their managers and individual workers are READY to integrate respectful maternity care into
their routine childbirth services.
What is Respectful Maternity care?
Simply, it means the following
1. The preferences of the client must be respected, and she must be involved in the decision
making regarding her health.
2. She must be allowed a companion during birth as recommended by the WHO
3. She must be free to move about during labour if she so wishes even in the second stage
before the urge to deliver and not restricted to one position.
4. If classified as a low risk pregnant woman, she should be allowed oral fluids or food while in
labour as evidence has shown no negative outcomes following this.
5. Her privacy must be ensured by providing one private cubicle or space per woman in labour
and information about her should not be shared openly.
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6. If she prefers to deliver her child squatting, the health care provider must be willing to
support her in the decision.
7. Equitable services must be delivered to her regardless of her personal characteristics.
8. When she calls for help during labour, she must not be denied nor neglected.
9. If she is unable to pay her bills, a consensus must be reached with her on how to pay rather
than detaining her illegally for the inability to pay.
10. Overall, she must receive the utmost respectful and dignified care, that she deserves as
her fundamental human rights.
Respectful Maternity Care can be implemented in this Strongly disagree
health facility Somewhat disagree

Neither agree nor disagree
Somewhat agree
Strongly agree

Organizational Readiness for a change to RMC Practice

Please select one option for each of these sentences below that best describes how much you
think your health facility management and staff are READY to integrate respectful maternity
care (RMC) practice into the routine childbirth/ delivery care services in this facility 
(Please, tick one of these 5 options: Strongly Disagree=D, Somewhat Disagree= SWD, Neither
Agree nor Disagree =NA/D, Somewhat Agree= SWA, Strongly Agree= A)

Strongly
Disagree

Somewhat
disagree

Neither agree
nor disagree

Somewhat agree Strongly Agree

6. Health workers in this health
facility want to (will not mind to)
implement this change to RMC
practice.

2. Health workers in this health
facility are committed to
implementing this change to
RMC practice

9. Health workers in this health
facility are determined to
implement this change to RMC
practice.

4. Health workers in this health
facility will do whatever it takes
to implement this change to
RMC practice.

11. Health workers in this health
facility are self-motivated to
implement this change to RMC
practice.
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1. Health workers in this health
facility feel confident that the
facility management can get
people invested in implementing
this change to RMC practice.

5. Health workers in this health
facility feel confident that the
facility managers can support
people to adjust to this change
to RMC practice.

7. Health workers in this health
facility feel confident that they
can keep pushing to
implementing this change to
RMC practice.

3. Health workers in this health
facility feel confident that they
can keep track of progress in
implementing this change to
RMC practice.

10. Health workers in this health
facility feel confident that they
can coordinate tasks so that
implementation goes smoothly
to RMC practice.

8. Health workers in this health
facility feel confident that they
can handle the challenges that
might arise in implementing this
change to RMC practice.

12. Health workers in this health
facility feel confident that they
can manage the politics of
implementing this change to
RMC practice.

The score for commitment to change
__________________________________

The MEAN score for Change commitment
__________________________________

The score for Change Efficacy
__________________________________

The MEAN Score for Change Efficacy
__________________________________

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s) BMJ Open

 doi: 10.1136/bmjopen-2022-065517:e065517. 12 2022;BMJ Open, et al. Esan OT

https://projectredcap.org


19-01-2021 19:22 projectredcap.org

Confidential
Page 8

Informational assessment- Regarding a change to a respectful maternity care practice being
integrated into your routine childbirth care, please, select the most appropriate option to the
sentences below

Strongly
disagree

Somewhat
disagree

Neither agree
nor disagree

Somewhat agree Strongly agree

1. Health workers in this health
facility believe we have the
equipment we need to
implement this change to a RMC
practice

2. Health workers in this health
facility believe we have the
expertise we need to implement
this change to  RMC practice

3. Health workers in this health
facility believe we have the time
we need to implement this
change to a RMC practice

4. Health workers in this health
facility believe we have the skills
we need to implement this
change to a RMC practice

5. Health workers in this health
facility believe we have the
resources we need to implement
this change to a RMC practice

6. Health workers in this health
facility know how much time it
will take to implement this
change

7. Health workers in this health
facility know what resources we
will need to implement this
change

8. Health workers in this health
facility know what each of us has
to do to implement this change
Given

Change Valence Assessment- 
Please select the most appropriate option for each of these statements below regarding a
change to integrate respectful maternity care (RMC) practice into the routine childbirth/
delivery care services in this facility.

Strongly
disagree

Somewhat
disagree

Neither agree
nor disagree

Somewhat agree Strongly agree
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1. Health workers in this health
facility feel that a change to a
respectful maternity care is
compatible with our values

2. Health workers in this health
facility feel that we need to
implement this change to RMC
practice

3. Health workers in this health
facility believe this change to
RMC practice  will benefit our
community

4. Health workers in this health
facility believe this change to
RMC practice will make things
better

5. Health workers in this health
facility believe this change to
RMC practice is a good idea

6. Health workers in this health
facility value this change to a
RMC practice

Individual Readiness for Change Assessment Tool

The options below are assessing your own personal readiness for your health facility to
integrate respectful maternity care practices into your routine childbirth care. Select one
option each

Strongly
disagree

Disagree Slightly
disagree

Do not
disagree
nor agree

Slightly
Agree

Agree Strongly
Agree

1. When changes such as a
change to RMC practice is about
to occur in our health facility, I
believe that I am ready to cope
with them.

2. I usually try to convince
people in my health facility to
accept the change such as a
change to RMC practice

3. When changes occur in my
health facility, I tend to complain
about them rather than deal
with them*
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4. I believe that I am more ready
to accept a change to RMC
practice than my colleagues.

5. I don't worry about changes in
my health facility because I
believe that there is always a
way to cope with them

6. When changes such as a
change to RMC practice occur in
my company, I always have the
intention to support them.

Concerning the availability of the resources needed to integrate a respectful maternity care
practice into the routine childbirth care in this facility, please select the best option

Disagree Somewhat
disagree

Neither agree
nor disagree

Somewhat agree Agree

1. We have adequate number of
trained and competent skilled
birth attendants (e.g. nurse,
doctors and nurse auxiliaries like
CHO/CHEWS) that can provide
RMC care to all women

2. The Management of our
health facility are very familiar
and well sensitized to the
provision of a respectful
maternity care practice

3. Regular practical, in-service
training on the provision of
respectful maternity care is
being done for the staff in this
health facility

4. There are written, up-to-date
guidelines on the provision of a
respectful maternity care during
childbirth in this health facility

5. There are established and
standard informed consent
system in place and forms to be
used for procedures requiring
such (for example episiotomy
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6. There are health education
materials on respectful
maternity care in pictures and
the languages of the
communities served in this
health facility
7. Rooming-in (Nursing baby by
the  mother's side) is practiced
in this facility to allow women
and their babies to remain
together

8. There are clean, appropriately
illuminated, well ventilated
labour, and childbirth areas

9. There are clean and
accessible toilets and bathrooms
for use by women in labour/ post
delivery

10. There is safe drinking water,
and a hand washing station, with
soap and water (preferably
running water) or alcohol-based
hand rubs

11. Curtains, screens, partitions
are available and are being used
to maintain privacy for women
during ;labour and childbirth

12. There are sufficient bed
capacity (needed number of
beds for facility)

13. Facilities for companions of
women in labour, including a
private space (or partitioned
with curtain) that can allow for
the woman and her companion
are available

14. Basic and adequate
equipment for labor and
childbirth that is available in
sufficient quantities at all times
in the labor and childbirth areas

15. Continuous energy/ power
supply in the labor, childbirth
and neonatal areas
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16. Staff meetings are held
regularly to review our childbirth
practices if respectful (RMC
practices) or not in this health
facility

17. There is a suggestion box for
service users (clients/ patients)
and providers to submit
complaints to the management

18. Establishment of
accountability mechanisms for
redress in the event of
mistreatment or violations (eg.
disciplinary committee to handle
report of  mistreatment of
women or providers)

These last set of questions help us to self-evaluate ourselves as a person and may elicit the
factors that are associated with our readiness for a change to a respectful maternity care

Health care providers' Core Self-Evaluation Personality Traits- Kindly select the most
appropriate option to each of the sentences below as it describes you as a person

Strongly
disagree

Somewhat
disagree

Neither agree
nor disagree

Somewhat agree Strongly agree

1. I am confident I'll get the
success I deserve in life.

2. Sometimes I feel miserable*
3. When I try, I generally
succeed4. Sometimes when I fail I feel
worthless*

5. I complete tasks successfully
6. Sometimes, I do not feel I am
in control of my work*

7. Overall, I am satisfied with
myself

8. I am filled with doubts about
my competence*

9. I determine / choose what will
happen in my life

10. do not feel in control of my
success in my career*
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11. I am capable of coping with
most of my problems

12. There are times when things
look pretty bleak and hopeless
to me*

Health care providers' Job satisfaction- Regarding the extent to which you are satisfied with
your job, kindly select the most appropriate option for the sentences below

Strongly
disagree

Somewhat
disagree

Neither agree
nor disagree

Somewhat Agree Strongly agree

1. My salary is fair compared to
other staff in other southwest
states with the same level of
responsibility

2. My benefits are fair compared
to other staff at my level

3. My job description is clear to
me, accurate and up to date

4. My supervisor and I have
agreed on the priorities of my
job
5. I get clear feedback from my
supervisors about how well I am
performing on my job

6. My annual performance
appraisal is based on the
priorities in my workplan (my
actual performance)

7. My supervisor seeks my input
when faced with a challenge or
problem

8. The organization (the
management of this facility)
acknowledges and values my
work

9. The organization (the State
Ministry of Health) provide me
with the essential coaching and
training to do my job.

10. The organization works (as
much as possible) to provide me
with opportunities for career
growth.

Any other important comments or observations
 
__________________________________________

Time to END of interview
__________________________________
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Name of Interviewer Bukola
Dr. Esan
Any other

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s) BMJ Open

 doi: 10.1136/bmjopen-2022-065517:e065517. 12 2022;BMJ Open, et al. Esan OT

https://projectredcap.org


BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s) BMJ Open

 doi: 10.1136/bmjopen-2022-065517:e065517. 12 2022;BMJ Open, et al. Esan OT



Additional file 4: Breakdown of tools in the health provider survey instrument 

  Name of Tool and Sections Source Items Response type Alpha coeff. 

1 *Organisational Readiness for 

Implementing change (ORIC) 

Shea et al 19  12 Likert scale 1-5 0.949 

2 *Individual readiness for change  Vakola et al8 6 Likert scale 1-7 0.733 

3 Socio-demographic characteristics Adapted from the literature 15   

4 Perception on women’s rights 
during childbirth 

Childbirth Connection20 13 Likert scale 1-5 0.575 

5 Provider awareness of 

mistreatment in their own facility 

Maternal & Child Health 

program21 

12 Likert scale 1-5 0.638 

6 Change valence  Shea et al19  6 Likert scale 1-5 0.902 

7 Informational assessments Phillip22 8 Likert scale 1-5 0.648 

8 Perception on RMC resource 

availability 

WHO Recommendation 

for labour1  

18 Likert scale 1-5 0.669 

10 Core self-evaluation tool Judge et al18 12 Likert scale 1-5 0.598 

11 Employee job satisfaction tool Management Sciences for 

Health23  

10 Likert scale 1-5 0.603 

 Total  112   

*Outcome variables; WHO: World Health Organisation 
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Additional file 5: Summarised PCA Findings 1 

1. Principal Component Analsysis Results for the scale assessing Health Provider’s perception 2 

of women’s rights during childbirth. 3 

Test  Measure Statistics  

Kaiser-Meyer-Olkin (KMO) Sampling adequacy  a0.620 

Bartlett’s  Sphericity χ2 = 229.126 

df = 78 

p < 0.001* 

* Statistically significant  a Sample is adequate  (No of observations -203)  4 

 5 

Principal component eignevectors for 4 of 13 components 6 

   7 

 8 

Correlation matrix showing the total, mean scores and pca predicted scores (final rights) 9 

for health provider’s perception and frequency of women’s rights during childbirth. 10 

 Total scores 

_perceived 

women’s rights 

Mean scores 

_perceived 

women’s rights 

No of items agreed to_ 

_perceived women’s 
rights 

Pca scores 

_perceived 

women’s rights 

Total scores _ 1.000    

Mean scores  1.000 1.000   

No of items agreed  0.9157 0.9157 1.000  

Pca scores  0.9919 0.9919 0.9073 1.000 

 11 

                                                                       

    right_birt~n     0.3157   -0.0396   -0.0281   -0.5196    0.0064    

    right_pain~f     0.4288    0.1441   -0.0478    0.0854   -0.3068   -

    right_noba~n     0.1915    0.4536    0.1623   -0.2516   -0.0634    

    right_mobi~r     0.3228   -0.0195   -0.0627   -0.3274    0.1690   -

    right_comp~p     0.3543    0.0971    0.3081   -0.0594   -0.2283    

    right_nola~r     0.0559    0.2120    0.7022   -0.0018    0.2357   -

    right_cult~e     0.3100   -0.3255    0.0846    0.2425   -0.4273   -

    right_acce~s     0.2397   -0.2237   -0.3648   -0.3109    0.1185   -

    right_rese~t     0.2260    0.4095   -0.3549    0.1507    0.2613   -

    right_refu~t     0.1797    0.3353   -0.2941    0.3634    0.0657    

    right_info~n     0.1528   -0.1522    0.1208    0.0868    0.6739    

    right_priv~y     0.2609   -0.5047    0.0694    0.1062    0.1655    

    right_Know~r     0.3444   -0.0563    0.0809    0.4687    0.1214   -

                                                                       

        Variable      Comp1     Comp2     Comp3     Comp4     Comp5    

                                                                       

Total Variance explained 

Component Eigenvalues % of variance Cumulative % 

1 2.326 17.89 17.89 

2 1.448 11.14 29.04 
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2 

 

2. Principal Component Analsysis Results for the scale assessing Health Provider’s 12 

awareness of the frequency of mistreatment f o women during childbith at their own 13 

health facilities 14 

Test  Measure Statistics  

Kaiser-Meyer-Olkin (KMO) Sampling adequacy  a0.720 

Bartlett’s  Sphericity χ2 = 357.784 

df = 66 

p < 0.001* 

* Statistically significant  a Sample is adequate  (No of observations -211)  15 

 16 

Principal component eignevectors for 4 of 12 components 17 

 18 

 19 

Correlation matrix showing the total scores, mean scores and pca predicted scores (final 20 

mistreatment) for health provider’s awareness of the frequency of women’s 21 

mistreatment during childbirth at their facilities  22 

 Total scores 

_perceived 

women’s rights 

Mean scores 

_perceived 

women’s rights 

No of items agreed to_ 

_perceived women’s 
rights 

Pca scores 

_perceived 

women’s rights 

Total scores _ 1.000    

Mean scores  1.000 1.000   

No of items agreed  -0.7437 -0.7437 1.000  

Pca scores  0.8658 0.8658 -0.4638 1.000 

                                                            

    abandonmen~e     0.2883    0.0975    0.0988   -0.6087   

    separation~y     0.1021   -0.3402    0.3182    0.0749   

    no_choice_~n     0.1061    0.5535    0.1156    0.3253   

    no_movt_in~r     0.0401    0.4763    0.3472   -0.1348   

    no_birth_c~n     0.1262    0.3171    0.2598    0.2618   

    discrimina~n     0.4057   -0.1312   -0.1291   -0.0910   

    lack_confi~y     0.4621    0.0288   -0.1338   -0.1383   

    lack_of_pr~y     0.3758    0.2156    0.0596   -0.2068   

    no_informe~t     0.2234    0.1038   -0.4436    0.4205   

    lack_of_in~n     0.4237   -0.0759   -0.2696    0.2439   

    verbal_abuse     0.3260   -0.3530    0.3263    0.1119   

    physical_a~e     0.1505   -0.1880    0.5230    0.3352   

                                                            

        Variable      Comp1     Comp2     Comp3     Comp4   

                                                            

Total Variance explained 

Component Eigenvalues % of variance Cumulative % 

1 2.783 23.19 23.19 

2 1.440 12.00 35.19 
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3. Principal component analysis results for the scale assessing health provider’s 23 

perception of resource availability for the implementation of RMC as 24 

recommended by the World Health Organisation 25 

 26 

Test  Measure Statistics  

Kaiser-Meyer-Olkin (KMO) Sampling adequacy  a0.640 

Bartlett’s  Sphericity χ2 = 557.535 

df = 153 

p < 0.001* 

* Statistically significant  a Sample is adequate  (No of observations -173)  27 

 28 

Principal component eignevectors for 6 of 18 components 29 

 30 

Correlation matrix showing the total scores, mean scores and principal component 31 

analysis predicted scores (final res) predicted scores for health provider’s perception on 32 

the availability of resources needed to implement respectful maternity care as 33 

recommended by the World Health Organisation 34 

 Total scores 

_resource 

availability 

Mean scores _ 

resource 

availability 

No of items agreed to_ 

_ resource availability 

Pca scores _ 

resource 

availability 

Total scores _ 1.000    

Mean scores  1.000 1.000   

No of items agreed  0.9206 0.9206 1.000  

Pca scores  0.9576 0.9576 0.8657 1.000 
 35 

 36 

                                                                                 

    redress_co~e     0.2430    0.2129    0.0257    0.1119    0.2920    0.0707    

    suggestion~x     0.2576    0.2220    0.1264   -0.2739    0.4053   -0.0240    

    rmc_practi~w     0.2486   -0.2531   -0.4220    0.0271    0.0132   -0.0762    

    power_supp~r     0.3325   -0.0968   -0.0659    0.0334   -0.0543    0.1038   -

    adequate_l~t     0.1908   -0.3234   -0.0153    0.3417    0.2592    0.2372    

    space_woma~s     0.1107   -0.3020    0.3363   -0.0534   -0.3750   -0.0117    

    adequate_b~s     0.2094   -0.1672    0.2842    0.2932    0.4128    0.1370   -

    curtains_a~s     0.3270    0.1311    0.1233    0.1952   -0.1454   -0.2312    

    safe_water~e     0.0780    0.1868    0.1777    0.2380    0.0806   -0.6417    

    clean_bath~s     0.2307    0.1783    0.0003    0.3818   -0.3967    0.0724    

    clean_priv~e     0.2048    0.2019   -0.1084    0.3604   -0.2740    0.0965   -

      rooming_in    -0.0196    0.2111   -0.0005    0.0803   -0.0010    0.6030    

    rmc_educat~s     0.2679    0.0166    0.3492   -0.3203   -0.1146    0.1170   -

    informed_c~t     0.0625    0.5407    0.1832   -0.1032    0.0221    0.0626   -

    written_gu~s     0.3728   -0.0247    0.0683   -0.3796   -0.1623    0.0967    

    regular_rm~g     0.3397   -0.0619   -0.3633   -0.2583   -0.1123   -0.0819    

    mgt_sensit~d     0.1834    0.1923   -0.4623   -0.0580    0.1970   -0.0811   -

    adequate_s~f     0.1937   -0.3240    0.2060   -0.0295    0.1330   -0.1381    

                                                                                 

        Variable      Comp1     Comp2     Comp3     Comp4     Comp5     Comp6    

                                                                                 

Total Variance explained 

Component Eigenvalues % of variance Cumulative % 
1 2.968 16.49 16.49 

2 2.242 12.46 28.95 
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