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Objectives: This study validated a person-centred maternity care (PCMC) scale and assessed perception of PCMC and its associated factors among post-partum women.
Methods: A cross-sectional study was conducted among 450 post-partum women in two districts in Enugu State, Nigeria, using a 30-item PCMC scale. Exploratory and confirmatory factor analyses, descriptive, bivariate and Generalized Linear Models analyses were conducted.
Results: Twenty-two items were retained in the PCMC scale with high internal reliability and goodness-of-fit indices. About 25% of women received high PCMC. Marrying at 20–29 years (β = 3.46, ρ = 0.017) and 30–49 years (β = −5.56, ρ = 0.020); self-employment (β = −7.50, ρ = 0.005); marrying government worker (β = 7.12, ρ = 0.020); starting antenatal care in the third trimester (β = −6.78, ρ = 0.003); high participation in decision-making (β = −10.41, ρ < 0.001); domestic violence experience (β = 3.60, ρ = 0.007); delivery at health centre (β = 18.10, ρ < 0.001), private/mission hospital (β = 4.01, ρ = 0.003), by non-skilled attendant (β = −16.55, ρ < 0.001) and community health worker (β = −10.30, ρ < 0.001); and pregnancy complication (β = 4.37, ρ = 0.043) influenced PCMC.
Conclusion: The PCMC scale is valid and reliable in Nigeria. PCMC requires improvement in Enugu State. This study identified factors that may be considered for inclusion in intervention strategies.
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INTRODUCTION
Person-centred maternity care (PCMC), defined as “maternity care that is respectful of and responsive to individual women and their families’ preferences, needs, and values” [1], is an effective strategy for improving quality of care experienced by women during facility-based childbirth in low- and middle-income countries (LMICs) [2, 3]. Improvements in quality of maternity care contribute to a reduction in maternal mortality ratio [2]. PCMC, comprising autonomy and communication, respect and dignity, and supportive care, aims at reducing mistreatment, abuse, disrespect and neglect of women during facility-based childbirth; and promoting positive childbirth experiences [1, 4]. Prior studies indicate that women are not getting adequate PCMC in LMICs [1, 4–6]. Perception of PCMC ranged from low in Ghana to moderately high in Kenya and India [1, 4–6]. Women’s perception of dignity and respect was high; communication and autonomy, low to moderately high; and supportive care, moderately high to high [1, 4–6]. Neglect of PCMC leads to disparities in use of skilled birth attendance and maternal and neonatal outcomes [7].
Broadly, patient characteristics, facility characteristics, and service types affect PCMC [3]. Patient characteristics include socio-demographic characteristics, clinical history and prior health care-seeking behaviour [3]. Perception of PCMC varied with socio-economic status and education in Kenya, India and Ghana [5, 7]. Women with high socio-economic status are usually personally empowered; live in areas with high quality of care; tend to have relationships with healthcare providers, narrow social power between women and providers, higher expectation of care, and capacity to advocate for high quality care [7, 8]. Higher incidents of disrespectful and abusive care were reported from women from lower socio-economic strata in Ethiopia and Pakistan [9–11], and younger and less educated women in other LMICs [12]. Employment, marital status and absence of domestic violence experience predicted higher PCMC among childbearing women [7]. In this study, we hypothesize that low socio-economic status, experience of domestic violence and low participation in household decisions will be associated with low PCMC.
Facility characteristics such as type of facilities and types of providers may modify women’s experiences of maternity care [3]. Whereas indices of clinical quality of maternal health were higher in hospitals than health centres [13, 14], interpersonal quality was higher in private than public hospitals [13, 15]. Women who delivered in health centres and private hospitals reported higher PCMC than those who were delivered in public hospitals in Kenya and India, but no significant differences were observed in Ghana [5, 7]. Disrespect and abuse were more likely in hospitals than health centres in Ethiopia [10], and in public health facilities than private health facilities in Pakistan [9]. In this study, we hypothesize that PCMC will be lower in public hospitals than health centres and private hospitals.
Evidence that type of services influences PCMC are mixed. In Pakistan, type of delivery service did not influence women’s experiences of disrespect and abuse [9]. Pregnancy complications was related to high perception of PCMC in Ghana, but not in Kenya and India [5]. However, severe pregnancy complication significantly predicted higher PCMC in Kenya [7]. Also, In Gambia, normal vaginal delivery was associated with a higher perception of autonomy and supportive care than instrumental delivery [16]. Conversely, higher incidents of disrespectful and abusive care were reported from women who had complications, longer labour durations and Caesarean birth [11, 17–19]. Our proposition is that women with pregnancy complications will have significantly lower PCMC than those without complications.
In Nigeria, mistreatment of women during childbirth are common and not only undermine utilization of health facilities for delivery but also create psychological distance between women and health providers [20, 21]. Yet, respectful and responsive maternity care has not been comprehensively studied in Nigerian health system [20, 22]. Also, PCMC scale has not been validated nor has any study investigated women’s perception and determinants of PCMC in Nigeria. This study, therefore, validated the PCMC scale, assessed perception of PCMC and its associated factors among post-partum women in Enugu State, Nigeria. This evidence will help decision-makers, providers, and service users identify gaps, design interventions to promote positive childbirth experiences, and evaluate changes in quality of maternity care.
METHODS
Study Setting
The study took place in two districts of Enugu State, South-east Nigeria. Enugu state was delineated into seven health districts. We categorised the seven health districts into two groups of three well-performing and four less-performing districts using maternal healthcare utilisation data [23]. Enugu Metropolis and Isi-Uzo districts were randomly selected from the well-performing and less-performing districts, respectively. The two districts have, each a general hospital and a network of cottage hospitals and primary health facilities. In 2019, the estimated population of Enugu State was about 4.8 million people. Enugu Metropolis and Isi-Uzo had 1,061,256 and 217,952 populations respectively, out of which women of childbearing age constitute 47.2 and 43.1% respectively [24]. Skill birth attendance is about 93% [24]. However, the maternal mortality ratio in Enugu is 1,252/100, 000 live births [25], higher than the national ratio of 512/100,000 live births [24].
Research Design
The study adopted a facility-based cross-sectional survey design using an interviewer administered questionnaire.
Study Population and Sampling Strategy
Post-partum women aged 15–49 years, who delivered in 9 weeks preceding the study constituted the study population. To detect mean differences between post-partum women in the two districts (alpha level = 0.05, 95% power, allocation ratio of 3:1, GPower 3.1.9.7), we required a minimum sample size of 280 (70 in Isi-Uzo and 210 in Enugu metropolis). We, however, sampled 450 eligible post-partum women equally allocated to the two districts.
In each district, we purposively selected the general hospital and four primary health centres (one facility per local health authority) with the highest maternal and child healthcare attendance based on routine health management information system. Additionally, the sample in Enugu metropolis purposively included the state teaching hospital because of its central location which made it very accessible. Eligible post-partum women were recruited by convenience as they leave immunisation clinics using healthcare providers as gatekeepers.
Data Collection
Data was collected from January to March 2019 using an interviewer-administered PCMC scale made up of 30 items measuring three domains of PCMC: dignity and respect (6 items), communication and autonomy (9 items), and supportive care (15 items) [1]. The PCMC scale has been validated in similar low-resource context with good reliability coefficients for the total PCMC scale and sub-scales [1, 4]. The Cronbach alpha coefficients for full PCMC scale, dignity and respect (DR), autonomy and communication (AC), and supportive care (SC) sub-scales in Kenya were 0.86, 0.63, 0.73, and 0.72 correspondingly [1]. In India, the Cronbach alpha coefficients for full PCMC scale (27 items), DR (6 items), AC (9 items), and SC (12 items) sub-scales were 0.85, 0.70, 0.67, and 0.73, respectively [4]. Each item is on a 4-point response scale—0: “no, never,” 1: “yes, a few times,” 2: “yes, most of the time,” and 3: “yes, all the time.” For each respondent, responses from the PCMC scale were summed up into one composite PCMC score. The possible score on the PCMC scale range from 0 to 90, with a lower score implying poorer PCMC. The range of possible scores on the sub-PCMC scales are: 0–18, 0–27, and 0–45 for respect and dignity, communication and autonomy, and supportive care correspondingly.
The questionnaire also included information on socio-demographic characteristics such as age, marital status, residence, religion, age at marriage, education, literacy, occupation, partner’s education, partner’s occupation, and maternal health care-seeking behaviour. Other information collected include facility characteristics (facility type and provider type), service types, household wealth index, women’s participation in household decisions, domestic violence tolerance, and experience as well as a question on overall satisfaction with maternity care. Household wealth index was measured using 11 questions on Nigeria equity tool and its accompanying syntax used to create wealth quintiles [26]. Participation in household decision-making was assessed using questions on five household decisions [27]. Each question was assigned the following scores: 0—if the decision was made by husband/partner alone, someone else or other; 1—if the decision was jointly made by respondent and husband/partner; and 2—if the respondent alone made the decision. Participation score ranged from 0–10. Also, attitudes towards domestic violence were measured using five variables describing whether beating was justified if the wife: goes out without telling her husband; neglects the children; argues with her husband; refuses sex with her husband; and burns food [27]. Women who answered “Yes” and “Don’t know” were scored 0 while women who responded “No” were scored 1. Domestic violence tolerance score ranged from 0–5. The value of either the participation score or domestic violence tolerance was transformed into 0–1 interval [27]. The median values were used to dichotomise the scores into low and high participation as well as domestic violence tolerant and intolerant categories. Five trained research assistants administered the questionnaires, while the authors supervised the data collection.
Data Analysis
We conducted exploratory and confirmatory factor analyses using EViews version 11 and all other analyses using SPSS (version 26, IBM, NY, United States). Data were assessed for sampling adequacy using Kaiser-Meyer-Olkin measure. We conducted exploratory factor analysis with maximum likelihood estimation. Items that yield communalities ≥0.4 were deemed adequate [28]. A rotated factor loading of 0.32 on Promax rotation with Kaiser Normalization was considered significant [28]. The goodness of fit of the final factor structure of the 22-item scale was assessed using Chi-square goodness of fit test with confirmatory factor analysis. Additionally, a series of goodness-of-fit indices (root mean square residual, generalized fit index, adjusted generalized fit index, root mean square error of approximation, normed fit index, non-normed fit index, incremental fit index, and comparative fit index) were used to evaluate the quality of model fit. Cronbach alpha, inter-item correlation and intraclass correlation were used to report the reliability coefficients of the PCMC scale and sub-scales.
Characteristics of respondents were presented using frequencies and percentages. Mean PCMC scores and standard deviation were calculated and compared across various socio-demographic characteristics of respondents, facility characteristics and service type using t-tests and analysis of variance (ANOVA). Parametric tests were deemed appropriate since the single composite PCMC scores have interval-like properties. We categorized full PCMC and each sub-scale into “low, medium, and high.” Low was defined as scores in the approximate lower 25th percentile and scores in the top 75th percentile defined as high [29]. Pearson correlation was used to test association of total PCMC scores with overall satisfaction with maternity care. Generalized Linear Models was used to test relationship between PCMC and the parameters that were significant on bivariate analysis. Statistical significance was set at alpha 0.05 level.
Ethical Consideration
The study was approved by the Health Research Ethics Committee of University of Nigeria Teaching Hospital, Enugu, Nigeria (NHREC/05/01/2008B-FWA00002458-IRB00002323). Written, informed consent was obtained from all respondents.
RESULTS
Characteristics of Respondent
The response rate was 100%. Table 1 shows the characteristics of respondents. Most women were married, Christians, Igbo, married in their 20 s and educated to at least secondary or vocational school. About a fifth of women were unemployed. While 57% of women had low participation in household decisions, about 30% had experienced domestic violence. About 54% of women started antenatal care late. About 8% reported pregnancy complications.
TABLE 1 | Characteristics of respondents, Enugu State, Nigeria, 2019.
[image: Table 1]Factor Analysis
The PCMC scale was found to be valid. The Kaiser-Meyer-Olkin measure of sampling adequacy was 0.9507 (X2 = 1886, ρ < 0.001). Eight items yielded communalities ≤0.4, which were deemed inadequate (Table 2). Promax rotation with Kaiser Normalization showed that the remaining 22 items loaded ≥0.32 and were retained. Twenty items loaded on factor 1 (87.8% variance), while only two items loaded on factor 2 (12.2% variance). The goodness of fit Chi-square statistic was 1150.305 (ρ < 0.001). Goodness-of-fit indices suggested adequate fitness as shown in Table 3. PCMC scores correlated strongly with women’s overall satisfaction with quality of maternity care (r = 0.910, ρ < 0.001) indicating high criterion validity. The possible score on our 22-item PCMC scale range from 0 to 66. The range of possible scores on the sub-PCMC scales are: 0–12, 0–21, and 0–33 for respect and dignity (n = 4), communication and autonomy (n = 7), and supportive care (n = 11) correspondingly. Full PCMC scores correlated strongly with women’s overall satisfaction with quality of maternity care (r = 0.910, ρ < 0.001) indicating high criterion validity. The reliability indices of the full PCMC scale and sub-scales were high as shown in Table 3.
TABLE 2 | Items deleted from person-centred maternity care scale during factor analysis for different reasons, Enugu State, Nigeria, 2019.
[image: Table 2]TABLE 3 | Reliability and goodness-of-fit indices of person-centred maternity care scale in Enugu State, Nigeria, 2019.
[image: Table 3]Distribution of Individual PCMC Items Among Women (N = 450)
As shown in Table 4, most women were treated with respect and in a friendly manner Most women also reported good visual privacy and record confidentiality.
TABLE 4 | Distribution of individual person-centred maternity care items (n = 22) among post-partum women in Enugu State, Nigeria, 2019.
[image: Table 4]Most women reported that providers called women by their names, involved women in care decisions, sought consent to procedures, talked to women in language that women understood, explained examinations and medicines (Table 4). Likewise, most women were able to ask their service providers questions.
Most women indicated that providers paid attention when needed, talked to women about their feeling, took the best care of them and could be trusted (Table 4). Most women also reported that health facilities were safe, clean, had electricity but had few staff. A quarter of women indicated that health facilities did not allow labour support (Table 4).
Distribution of Full PCMC Scale and Sub-Scales
Overall, women had medium scores on full PCMC scale and sub-scales, but a quarter of women perceived PCMC as high (Table 5). Over 60% of women perceived respect and dignity as high. While less than a quarter of women perceived communication and autonomy as high, just over a quarter perceived supportive care as high.
TABLE 5 | Descriptive statistics of person-centred maternity care scale and sub-scales in Enugu State, Nigeria, 2019.
[image: Table 5]Bivariate Analysis
Table 6 shows mean score differences in PCMC disaggregated by patient characteristics, facility characteristics, and service types. Women who married at age 20–29 years had significantly higher mean PCMC score than women in other age groups (ρ < 0.001). Self-employed women (ρ < 0.001) and women married to unemployed partners (ρ = 0.008) had significantly low PCMC scores among occupational categories. High participation in household decision-making (ρ < 0.001), domestic violence experience (ρ < 0.001) and starting antenatal care during the third trimester (ρ< 0.001) were associated with lower PCMC scores. Delivery in health centres (ρ < 0.001), delivery by CHEW (ρ < 0.001), and pregnancy complications (ρ = 0.030) were associated with higher PCMC scores.
TABLE 6 | Mean perception of person-centred maternity care disaggregated by respondents’ characteristics in Enugu State, Nigeria, 2019.
[image: Table 6]Factors Influencing Person-Centred Maternity Care
Table 7 shows the parameters that influenced perceived PCMC among women in this study. Marrying at age 20–29 years (β = 3.46, ρ = 0.017) and 30–49 years (β = −5.56, ρ = 0.020), self-employed women (β = −7.50, ρ = 0.005), married to a government worker (β = 7.12, ρ = 0.020), starting antenatal care in the third trimester (β = −6.78, ρ = 0.003), high participation in household decisions (β = −10.41, ρ ≤ 0.001), domestic violence experience (β = 3.60, ρ = 0.007), delivery at health centre (β = 18.10, ρ < 0.001), delivery at private/mission hospital (β = 4.01, ρ = 0.003), delivery by non-skilled attendant (β = −16.55, ρ < 0.001); and delivery by community health worker (β = −10.30, ρ < 0.001) and experience of pregnancy complication (β = 4.37, ρ = 0.043) influenced PCMC.
TABLE 7 | Factors associated with perception of person-centred maternity care among post-partum women in Enugu State, Nigeria, 2019.
[image: Table 7]DISCUSSION
The purpose of this study was to assess the perception of PCMC and its associated factors among post-partum women in Enugu State, Southeast Nigeria. Analysis of the findings reveals three areas that need to be explored further. The first is the psychometric properties of the PCMC scale. The second is the fact that PCMC is generally inadequate. The third relates to the factors associated with PCMC that can be considered for inclusion in intervention strategies to improve PCMC in Enugu State, Nigeria.
We found the PCMC scale to be a valid and reliable instrument for measuring women’s experiences of responsive and respectful care in the study population. The construct validity was high for the 22 items with adequate communalities and high rotated factor loading. The goodness-of-fit indices were generally adequate. The criterion validity was also high because total PCMC scores correlated strongly with women’s satisfaction with quality of maternal health services. Nonetheless, the two-factor solution for our data did not represent clear conceptual domains. For instance, factor 1 was dominant and included 20 items from the three domains. Consistent with evidence from Indian PCMC validation [4], we regrouped the retained items into three conceptual domains to provide the sub-scales for Dignity and respect, Autonomy and communication, and Supportive care. The full PCMC scale and its sub-scales had high reliability. Although our 22-item PCMC scale is shorter than the Kenyan and Indian PCMC scales their psychometric properties are consistent confirming that our PCMC scale has high construct validity, criterion validity, and reliability [1, 4]. Furthermore, our PCMC scale did not retain any factor with low communality and inadequate loading as were the case in previous studies [1, 4]. For instance, despite being theoretically relevant to PCMC, verbal and physical abuse are culturally accepted as normal and helpful to ensure positive childbirth outcomes in Nigeria and are underreported [20, 30]; and might not represent a good measure for women’s experiences with maternity care.
The study found that most women had low to medium scores on full PCMC scale and sub-scales, which are comparable to evidence from previous studies [1, 4–6]. The least proportion of women with high perception was communication and autonomy sub-scale, while highest proportion was respect and dignity dimension. However, there were considerable variations in individual PCMC items. Most women had high perceptions of respectful care, friendly care, visual privacy, and record confidentiality which are similar to existing evidence [4–6]. Lower score on communication and autonomy resulted from limited consented care, inadequate explanation of procedure and medicines, low involvement in decisions about women’s care, and not calling of women by their names. Our findings regarding these items of autonomy and communication were much lower than findings from previous studies [4–6]. Supportive care was constrained by restrictive labour companionship, inadequate support of anxious women, poor control of pain, dirty environment, and inadequate staffing. Evidence on these supportive care variables from previous studies are mixed suggesting that PCMC varies with context [4–6]. Improving PCMC would involve strengthening respectful care, visual privacy, and record confidentiality, informed consent, and interpersonal communication, and addressing gaps in facility-level drivers of low PCMC.
This study revealed that marriage at 20–29 years had a significant positive relationship with women’s perception of PCMC, similar to findings of a previous study [11]. Yet, marriage at 30–49 years had a significant inverse relationship with women’s perception of PCMC. The influence of age at marriage on PCMC might not simply reflect age, but also economic and educational empowerment given that nearly 60% of women in our sample belong to rich quintiles and most women have a minimum of secondary education. In Nigeria, women with no education marry 6 years earlier than women with secondary education, whereas women in the lowest wealth quintile marry eight years earlier than women in the highest quintile [24]. We argue that women, who marry at age 20–29 years, are better empowered, have higher expectation of care and can recognise low-quality care and advocate for improved care. However, women at age 30–49 years are better empowered than at age 20–29, giving them more freedom to take decisions and make personal choices [31], and as such, they tend to have a poorer perception of PCMC.
We found that self-employment had significant, but an inverse relationship with women’s perception of PCMC. An increase in self-employment would result in decrease in PCMC among self-employed women. This finding is comparable with evidence in Kenya which found that employment status predicted women’s perception of PCMC [7]. However, while the study in Kenya dichotomized occupation into unemployed and employed, our study used five occupational categories. Two factors could explain our findings. First self-employment could enhance women’s participation in household decision-making for their own healthcare [32]. Secondly, self-employment increases women’s economic empowerment, which means that women can effectively demand better maternity care [8, 32]. The empowered state makes the women more demanding of better PCMC, and as such, they tend to have a poorer perception than those who are less empowered, who might be more grateful for whatever PCMC they might get. As perception of PCMC varies with socio-economic status [5, 7], an increase in women’s labour participation that promotes self-employment is needed to improve person-centred maternity care.
Marriage to government workers had a significant positive relationship with women’s perception of PCMC. In Kenya, women’s perception of PCMC were associated with marrying petty traders but not government workers [7]. Prior studies indicate that men can provide substantial practical, financial, and emotional support to overcome demand-side barriers to accessing maternal health services and improve positive childbirth experiences [33]. It might be that in this study, government workers cared more for their pregnant partners and provided support during pregnancy and childbirth, which improved their perception of PCMC. Also, high cost is an important barrier to respectful maternity care and skilled delivery service in Nigeria [20]. It might be the case that women who are married to government workers are covered by formal sector health insurance scheme [34], or free maternal healthcare programme since evidence of public sector employment of a partner guaranteed women’s access to free care [35].
High participation in household decision-making was found to have an inverse relationship with women’s perception of PCMC in this study. Our results contrast findings of a prior study in Kenya which found that PCMC was not significantly related to participation in household decision-making [7]. In Nigeria, healthcare decisions for women are mostly made by their husbands/partners without women’s involvement [36]. It might be that low women’s decision-making autonomy limits women’s expectation of quality of maternity care, social power between women and providers, and women’s capacity to demand better care in Nigeria. Conversely, women who participate highly in household decisions are better aware of their rights to person-centred care and tend to have increased self-confidence thereby reducing power differential between health providers and women [20].
This study further revealed that women who had no domestic violence experience had significantly higher perception of PCMC than those who experienced domestic violence. Our finding, which is consistent with evidence from a prior study in Kenya [7], is expected because women who experience gender-based violence are disempowered and more vulnerable to dominance by providers [37]. Women who experience domestic violence are emotionally challenged. Women even when receiving technically sound care but lacking in emotional support perceive it as low-quality care [9]. Also, domestic violence limits women’s decision-making power regarding their reproductive health and have been associated with poor maternal health outcomes [38].
Trimester of commencing antenatal care predicted women’s perception of PCMC in this study. Women who commenced antenatal care during the third trimester were more likely to have a lower perception of person-centred maternity care than women who started antenatal care in their first trimester. Our findings are inconsistent with results of a previous Kenyan study [7]. Failure to initiate antenatal care early is a potential risk for complications during pregnancy and childbirth [39]. Tailored group educational activities and peer support motivates behaviour change among pregnant women and increases women’s satisfaction with maternity care [39]. In this study, late initiation of antenatal care meant that women are not familiar with the health system and might not have the benefit of psychological support and sharing of experiences which help women feel more empowered as decision makers during childbirth [40].
Moreover, women who were delivered in health centres and private/mission hospitals had higher PCMC scores than those delivered in public hospitals. Similar findings of higher PCMC were also found in health centres and private hospitals in Kenya [7]. Our findings support the evidence of higher interpersonal quality of maternal healthcare in health centres and private than public hospitals [9, 13, 15]. Conversely, indices of clinical quality of maternal health were higher in public hospitals than private hospitals and health centres [13, 14]. In this study, higher PCMC scores in health centres and private hospitals may be due to low provider-patient ratio which reduces the strain on provider-patient interaction [7]. Equally, higher PCMC scores in health centres might reflect closer ties between providers and women in closely knitted communities that health centres serve [7] and effect of citizen participation in governance of health centres [41]. In Nigeria, users have better perception of health workers in private facilities because private facilities greatly emphasize interpersonal quality [42].
Type of birth attendant was also found to predict women’s perception of PCMC in this study. PCMC was inversely and significantly related to delivery by community health workers and non-skilled attendants, although we expected a direct relationship given that negative attitudes and behaviours are commonly ascribed to trained professionals especially doctors and nurses [43]. Although women who were delivered by doctors received higher PCMC than those delivered by nurses, delivery by doctors was not significantly predictive. By contrast, PCMC was directly and significantly related to delivery by doctors in Kenya [7]. Higher perception of PCMC among women delivered by doctors than nurses is consistent with a Nigerian study showing that healthcare users have a better perception of doctors than nurses [42]. It could be that negative attitudes and behaviours are more common among nurses than doctors as hostile and impersonal behaviour from nurses and midwives are common reasons for dissatisfaction with quality of maternal health services in South-east Nigeria [44].
Furthermore, our study revealed that women who had pregnancy complications had higher PCMC scores than those without pregnancy complications; and experience of pregnancy complication significantly predicted perception of PCMC. Comparable results were found in Kenya, where women with severe pregnancy complication reported higher PCMC than other women [7]. By contrast, we expected that women with pregnancy complications will have significantly lower PCMC than those without complications. Our expectation is consistent with findings in previous studies showing that there were higher incidents of disrespectful care among women who experience pregnancy complications and longer labour durations requiring instrumental delivery and caesarean birth [11, 16–19]. It could be that survivors of pregnancy complication are more satisfied with their positive pregnancy outcomes and tend to report exaggerated positive patient experiences.
This study builds on current literature by adding validating PCMC scale in a Nigerian population and identifying factors that may be considered for inclusion in intervention strategies to improve PCMC in Nigeria. However, this study could have recall bias, though our respondents seemed to recall their childbirth experiences vividly. While women recall childbirth experiences accurately within twenty years [45], we adopted 9 weeks post-partum following a previous study [1] and because we thought that women would have the best chances of recall in the first few weeks following the post-partum period. Secondly, sampling bias is possible as only women who gave birth to live babies and attended immunization clinics were included. The study, therefore, potentially excluded women with stillbirths and neonatal deaths who may have had negative childbirth experiences. Finally, demographics of women attending immunization clinics in our study sites may not completely reflect demographics of post-partum women in Nigeria, possibly limiting generalizability of the study.
Conclusion
Evidence from this study indicate that PCMC scale is a valid and reliable instrument for measuring responsive and respectful maternity care. The study also reveal that PCMC is generally inadequate and associated with six patient characteristics (age at marriage, self-employment, married to government worker, high participation in household decisions, domestic violence experience, and initiation of antenatal care in the third trimester); two facility characteristics (facility type and provider type); and service type (pregnancy complication). This information should inform the design of interventions to promote positive childbirth experiences and evaluation of changes in the quality of maternity care.
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