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Abstract

Background Patient autonomy is central to the provision of respectful maternity care. Enabling women to make
decisions free of discrimination and coercion, and respecting their privacy and confidentiality can contribute to posi-
tive childbirth experiences. This study aimed to deepen the understanding of how patient autonomy is reflected
through social practices during intrapartum care in Benin.

Methods Semi-structured interviews with women and midwives, a focus-group discussion with women'’s birth
companions, and non-participant observations in the delivery room were conducted within the frame of the ALERT
research project. This study analysed data through a reflexive thematic analysis approach, in line with Braun

and Clarke.

Results We identified two themes and five sub-themes. Patient autonomy was systemically suppressed

over the course of birth as a result of the conditions of care provision, various forms of coercion and women'’s surren-
dering of their autonomy. Women used other care practices, such as alternative medicine and spiritual care, to coun-
teract experiences of limited autonomy during intrapartum care.

Conclusions The results pointed to women's experiences of limited patient autonomy and their use of alternative
and spiritual care practices to reclaim their patient autonomy. This study identified spiritual autonomy as an emergent
dimension of patient autonomy. Increasing women’s autonomy during childbirth may improve their experiences

of childbirth, and the provision of quality and respectful maternity care.

Keywords Patient autonomy, Respectful maternity care, Experience of childbirth, Sub-Saharan Africa, Alternative care
practices, Spiritual care

Background

Respecting patient’s autonomy during childbirth is cen-
tral to the provision of respectful and rights-based
maternity care [1-4]. In accordance with sexual and
reproductive health and rights (SRHR), individuals have
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to all women in a manner that maintains their dignity,
privacy and confidentiality, ensures freedom from harm
and mistreatment, and enables informed choice and con-
tinuous support during labour and childbirth” [6], and
is recommended for a positive childbirth experience [6,
7]. Respectful and patient-centred communication has
been associated with improvements in pain manage-
ment and emotional well-being and, on a societal level,
with a decrease in maternal morbidity and mortality [8].
Despite global increases in accessibility and use of mater-
nal health services, maternal mortality has not decreased
sufficiently to reach global public health targets [2, 3].
This access-outcome gap can be attributed to the provi-
sion of sub-standard healthcare services [9]. With a rate
of 545 maternal deaths per 100 000 live births in Sub-
Saharan Africa (SSA) in 2020, improving the provision
of respectful and quality maternity care in this region is,
therefore, of utmost importance [9, 10].

Autonomy is integral to multiple aspects of RMC pro-
vision, such as effective communication and respecting
women’s choices [2, 11]. The concept of patient auton-
omy has mainly been developed in acute healthcare con-
texts, and from a legal perspective, due to healthcare
providers’ need to make medical decisions ethically and
quickly [12, 13]. Autonomy during care has, therefore,
widely been equated to decisional autonomy in the litera-
ture [12, 13], and is grounded in the concepts of liberty
from controlling influences and agency [12, 14]. Although
this conceptualization is central to ensuring informed
consent, it may lead to reducing patients to a “thing with
rights” [11]. The multidimensional framework for patient
autonomy, developed by Arrieta Valero in the context of
chronic care provision, argues that patient autonomy is
a relational concept [12]. As such, it acknowledges the
socio-environmental surroundings in which a patient will
exert their autonomy and the way in which interactions
between healthcare providers and patients can shape this
autonomy. Arrieta Valero argues that patient autonomy
emerges in light of the new identity a person will assume
through their interactions with healthcare providers,
family and society during care, and the change in their
relationship to their bodies over the course of illness
[12]. The change in a patient’s relationship to their body
may similarly occur through other mechanisms, such as
pregnancy. This comprehensive framework proposes five
dimensions of autonomy, namely decisional, functional,
executive, narrative and informational [12, 14]. We used
this framework to guide our understanding of the com-
plex manifestations of autonomy during intrapartum care
in a Beninese maternity ward.

Several tools for the assessment of RMC, with auton-
omy as a sub-component, have previously been devel-
oped and applied in practice [7]. Disagreements in the
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literature on the conceptual definition of autonomy, a
lack of consistent and transparent use of the terminology
[15] and the inherent uncertainties of the progression of
childbirth complicate the assessment of autonomy during
childbirth. In some studies a woman’s level of empower-
ment within her community, and decision-making power
within and outside of the healthcare context, is used as
a measure of autonomy [15]. In other studies, autonomy
has been reduced to informed decision-making or bod-
ily autonomy [7]. In addition, healthcare providers have
a responsibility for the life of the mother and her child
simultaneously, which poses a challenge in how the con-
cept of autonomy is applied in practice [7]. In light of the
aforementioned conceptual and practical complexities
around autonomy during maternity care, in addition to
the influence of social contexts on interactions between
women, healthcare providers and society, assessing and
comparing women’s experience of autonomy during
childbirth across various global contexts poses a great
challenge.

Research on intrapartum care in SSA has extensively
focused on women’s experiences of intrapartum care pro-
vision, and the influence of women’s societal autonomy
on their utilization of maternal health services [15-20].
Access to and usage of intrapartum care services is influ-
enced by several social determinants, such as socioeco-
nomic status, distance to healthcare facilities, and power
dynamics within the family and society [9, 20, 21]. It
has been reported that many women experience sub-
standard institutional intrapartum care, exemplified by
accounts of mistreatment and limited communication
by healthcare providers [2, 9, 22]. Mistreatment during
childbirth has been reported to be common, regardless of
its form and the context in which it occurs [7]. Although
many non-clinical components of quality intrapartum
care are usually relatively inexpensive, such as provid-
ing birthing women with emotional support, they are
not widely implemented or equally prioritized in various
global and SSA settings [2, 9].

In Benin, recent research and implementation efforts
to improve the quality of intrapartum care provision have
been reported [20, 23-27]. On one hand, several studies
on interventions promoting humanized care in Coto-
nou, the economic capital of Benin, found that midwives
were initially hesitant to adopt RMC practices, such as
assisting births in non-supine positions [25, 27]. On the
other hand, one study found that implementing these
care practices, over the long term, led to improvements
in communication between midwives and patients, and
improved midwives’ job satisfaction [27]. Explorations of
the socio-cultural acceptability of RMC practices among
all actors involved in the Beninese context are, however,
are limited [21]. Given that childbirth is perceived as a
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time of physical, social, cultural and spiritual vulnerabil-
ity in Benin [20, 21], developing an understanding of the
acceptability of recommended RMC practices is criti-
cal. Investigating patient autonomy, as a relational con-
cept fundamental to the provision of RMC, can provide
insight into potential socially and culturally appropri-
ate approaches for improving the quality of intrapartum
care in Benin. To our knowledge, no studies have directly
explored experiences of patient autonomy during child-
birth in Beninese maternity wards. This study aimed to
deepen the understanding of how women experience
patient autonomy during intrapartum care through social
practices in a Beninese maternity ward.

Methods

Study design

This qualitative case study investigated manifestations of
patient autonomy in a Beninese maternity ward. It was
nested in the ALERT (Action Leveraging Evidence to
Reduce Perinatal Mortality and Morbidity in Sub-Saha-
ran Africa) research project, a multi-faceted, co-designed
project aiming to achieve improvements in maternal
and perinatal health outcomes at a health system level
in Benin, Malawi, Tanzania, and Uganda [23]. Findings
from initial data collection and co-design activities for
ALERT intervention development were used and supple-
mental data was collected for the purpose of this study.
(See Fig. 1). We included data from a public regional hos-
pital in southern, inland Benin, currently participating in
the ALERT project [23]. This hospital was purposefully

ALERT Project:
4 hospitals in Benin

1 hospital selected for formative data
collection

Intial data collection:
* 11 interviews with women
* 4 interviews with midwives
* 1 focus-group discussion with companions
» 2 observations of the delivery room

Supplementary data collection:
* 3 interviews with women

* 3 interviews with midwives
* 2 interviews with ALERT data collectors
* 2 observations of the delivery room

Fig. 1 Facility selection and data collection process
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selected for this study due to its high number of deliver-
ies and referrals, in addition to the previously observed
complex interactions between all actors involved during
maternity care.

Semi-structured interviews with midwives and data
collectors, a focus-group discussion (FGD) with women’s
childbirth companions and non-participant observa-
tions of the delivery room were included, in addition to
interviews with post-partum women (Fig. 1). This ena-
bled us to gain a deeper understanding of the social prac-
tices present in the ward, and their influence on women’s
experiences of patient autonomy during care.

Setting
In Benin, although midwives and nurses are officially
the main maternity care providers in institutionalized
birth settings [28], only one midwife is available per 10
000 people [29]. With 80% of Beninese using “tradi-
tional” medicine, including during childbirth, there are
six times as many “traditional practitioners” as physicians
in the country [21]. Difficulties in access to healthcare
have been, in part, attributed to distance to health facili-
ties, reluctance to go seek healthcare alone, and needing
permission from the head of their households to visit a
doctor [28]. Since all healthcare-related costs are directly
covered by the individual, the financial burden is another
barrier to accessing care [28].

The public regional hospital selected is located
between two large conurbations in a southern, inland
department of Benin. The hospital offers caesarean

Selection criteria:

* High number of referrals and deliveries

» Complex interactions previously observed in the
ward
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section and blood transfusion services, has a minimum
caseload of 2500 births per year [23], and receives many
referral cases from peripheral health centres.

In 2016, 23.9% of the female population of the region
was reported to be of childbearing age [30]. A major-
ity (92.3%) belong to the Fon tribe, the largest ethnic
group in the country [30]. Catholicism and Vodoun are
the predominant religions in the region, although much
religious diversity is present in the region and country
as a whole [30]. Sixty-seven percent of the population
in this region live in rural areas [30].

Recruitment processes

Purposive sampling was used to identify post-partum
women, midwives, companions and data collectors to
participate either in semi-structured interviews or a
FGD. Participants were asked in person by either AAV
or GH, who are female and Beninese, to participate in
the study. AAV and GH were actively involved in the
ALERT research project, GH as a research assistant and
midwife, and AAV as a sociologist. Interview and FGD
participants were identified by observing dynamics in
the maternity ward, and by having informal discus-
sions with potential candidates about their experiences
of care and negotiating their availability. Women who
had undergone a caesarean section were approached
on the day of discharge from the hospital. Women who
gave birth vaginally, companions and midwives were
recruited when available and willing to participate.
Data collectors, GH and AAV, were recruited for inter-
views by the first author (NSRN) who is a female, non-
Beninese Master’ graduate.
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Data collection

Initial interviews with women and midwives, the FGD
with companions and observations of the delivery room
were conducted from January to March 2021, during
co-design and data collection activities for the develop-
ment of the ALERT intervention. Eleven post-partum
women were interviewed about their experiences of care,
and four maternity care providers, all female, were inter-
viewed on their experience of care provision, see Table 1.
Seven companions, 2 male and 5 female, participated in a
focus group discussion on care provision in the ward.

Topic guides for initial data collection interviews were
standard to the ALERT project. They covered multi-
ple aspects of women’s experiences of childbirth and
care provision, and midwives’ practices and perspec-
tives on care provision, including RMC. The FGD with
companions covered their experiences of companion-
ship, and interactions with midwives and women during
care. Interviews and the FGD were conducted in a quiet
room. With the permission of participants, interviews
and the FGD were audiotaped. Interviews lasted approxi-
mately 30 min, the FGD took approximately one hour,
and observations were conducted over a period of six
hours. The observation guide was standard to the ALERT
project, and covered the physical conditions, medical
processes, and interactions in the delivery room. More
details on these activities can be found in the ALERT
intervention’s protocol [23].

The collected data were preliminarily analysed, and
followed by supplementary data collection in March
2023, which comprised interviews with women, mid-
wives and ALERT data collectors, as well as observations
of the delivery room (See Fig. 1). Supplementary data

Table 1 Demographic characteristics of participants of initial interviews

Interviewee Age Educational level Occupation Religion
Woman post-partum 25 No formal education Reseller Muslim
Woman post-partum 30 No formal education Reseller Evangelical
Woman post-partum 27 No formal education Reseller Evangelical
Woman post-partum 28 Secondary Reseller Voudoun
Woman post-partum 18 Secondary Reseller Catholic
Woman post-partum 19 Primary Tailor -

Woman post-partum 25 No formal education Seller Evangelical
Woman post-partum 36 Secondary Store owner Muslim
Woman post-partum 23 Secondary Tailor Catholic
Woman post-partum 35 No formal education Merchant Voudoun
Woman post-partum 35 Secondary Administration Catholic
Maternity care provider 31 Midwifery degree Midwife Ekankar
Maternity care provider 42 Primary Caregiver Evangelical
Maternity care provider 44 Midwifery degree Midwife Catholic
Maternity care provider 41 Midwifery degree Midwife Evangelical
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collection activities aimed to explore, in more depth, the
manifestations of patient autonomy in the ward that had
been identified in the initial data set. Three post-partum
women and three female maternity care providers were
interviewed, see Table 2.

Topics for supplementary interviews covered the fol-
lowing: RMC, patient autonomy, and alternative care
practices. Interview guides for supplementary data col-
lection were developed in French for the purpose of this
study. Supplementary interviews with women and mid-
wives were led by NSRN who received support from GH
to translate questions into the Fon language. During sup-
plemental data collection, one midwife refused to par-
ticipate in a recorded interview and one woman was not
deemed to be in adequate physical condition to be inter-
viewed. ALERT data collectors, GH and AAYV, were inter-
viewed by NSRN about their experiences and reflections
over the course of initial data collection, as peer-checks.
Interviews with women and midwives were conducted
in a meeting room of the maternity ward, and with data
collectors in their office space. With the permission of
the participants, smartphone recordings were taken.
Interviews lasted between 30 and 50 min. Supplemen-
tary observations were conducted over four hours, on
two occasions, by NSRN, GH, and a male medical doc-
tor involved in the ALERT project. Field notes were taken
over the course of supplementary data collection.
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Data analysis

Reflexive thematic analysis, in line with Braun and
Clarke’s six phases of thematic analysis [31, 32], was
conducted using NVivo 1.7.1. We first analysed the ini-
tial data set. Interviews from the initial data collection
were transcribed into French, but coded in English to
facilitate the eventual translation of the results. The
authors involved in coding (NSRN, AAV, CBH, HMA,
RU and GH) are fluent both in English and French.
Arrieta Valero’s five dimensions of patient autonomy
(see Supplementary Table 1) were then used to guide
the identification of initial codes [12, 14]. Initial codes
were subsequently dissociated from the dimensions of
autonomy to allow for more inductive analysis. Find-
ings from the supplementary data collection, more spe-
cific to the concept of patient autonomy, were used to
further refine initial codes, cluster them and develop
preliminary themes. Mind maps were used to facilitate
the clustering of codes and identification of themes.
Final themes were established over the course of manu-
script writing, in collaboration with all authors [32].

Results
Two themes and five sub-themes were developed dur-
ing thematic analysis, see Table 3.

Table 2 Demographic characteristics of participants of supplementary interviews

Interviewee Age Educational level Occupation Religion
Woman post-partum 31 - Hairdresser Evangelical
Woman post-partum 21 - Apprentice tailor Evangelical
Woman post-partum - - - -
Maternity care provider - Midwifery degree Midwife -

Maternity care provider 39 Midwifery degree Midwife Catholic
Maternity care provider 46 Midwifery degree Midwife/nutritionist -

Table 3 Themes and Sub-themes

Theme I: Patient autonomy is systemically suppressed because of the power Sub-theme I: Care provision conditions do not favour patient autonomy

imbalances present between women and midwives in the maternity ward

Theme Il: Women use alternative and spiritual care practices to counteract
experiences of limited patient autonomy during childbirth

Sub-theme IIl: Women experience acts of verbal and physical coercion
during childbirth

Sub-theme lIIl: Women surrender their autonomy during intrapartum care

Sub-theme I: The use of alternative medicine partially offsets the loss
of patient autonomy during care

Sub-theme II: Spirituality and religion are used as a coping mechanism
during childbirth
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Theme I: Patient autonomy is systemically suppressed
because of the power imbalances present between women
and midwives in the maternity ward

Sub-theme I: Care provision conditions do not favour patient
autonomy

Resource and infrastructure limitations influenced
women’s experiences of intrapartum care. During ini-
tial data collection, the maternity ward had one deliv-
ery room with eight beds and no partitions, which
negatively influenced women’s ability to maintain their
privacy and confidentiality during birth. In between
data collection points, a new delivery room was built.
It contained 10 beds, separated by partitions, but with
little space between them. In spite of improved pri-
vacy, women still encountered space constraints in the
delivery room and bed shortages. Several participants
described women giving birth on the floor. In some
cases, this occurred due to the unavailability of beds.

“Yes, and even the floor is saturated with women
giving birth and it’s hard to move around the room.
... Sometimes we find five women giving birth on
the ground and that makes fifteen women in total.
. (Midwife_062).

In other cases, women had a bed available but pre-
ferred lying on the floor, for the cool temperature. At
the time of delivery, some women were no longer
able to get back up onto the bed or wanted to stay in
the same position, leading to them giving birth on the
floor. Midwives expressed their willingness to support
women giving birth on the floor, whether this was out
of choice or necessity.

“(Woman on the floor) ... we tell her to get up and
we help her get her on to the delivery bed. If she says
no, we do everything on the floor. We stay squatted.
It’s regrettable but it’s the rare cases that happen, we
manage” (Midwife_068)

Within the maternity ward, social practices also
influenced women’s experience of autonomy during
childbirth. Firstly, we observed that midwives spent
very limited time with patients and had heavy work-
loads. Interviewed participants corroborated these
observations.

“.. There were many of us. The providers went back
and forth in the room to be able to serve each of us
... I noticed that the number of nursing staff was not
sufficient to support women giving birth, which leads
them to work without rest”(Woman_053)

The limited contact and emotional support from mid-
wives influenced women’s opportunity to voice their pref-
erences and decisions during care.
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Secondly, many women described valuing the presence
of a companion, who is comforting and supportive dur-
ing intrapartum care. Hospital regulations, however, did
not allow companions nor the use of cell phones in the
delivery room, to maintain intimacy for other women. As
described by the following companion, power imbalances
in the ward limited the extent to which companions
could advocate for women during care provision, even
from outside the delivery room.

“We did not come to complain ... And even if we file
a complaint, won't that make them abandon our
women? We risk making it difficult for them if we
do” (Companion_FGD_066).

Thirdly, it was observed that pharmacological pain
management was not systematically offered, but given
only when very much needed. Midwives infrequently
applied non-pharmacological pain management strat-
egies, such as a massage or emotional support. It was
observed that women had to manage pain and follow the
course of childbirth mostly on their own.

Women, therefore, had limited decision-making
opportunities, given the highly restricted support from
midwives and companions, and a limited choice of pain
management options.

Sub-theme II: Women experience acts of verbal and physical
coercion during childbirth

Many midwives expected women to comply with their
instructions during care provision. Verbal and physical
violence was sometimes perpetrated in response to a lack
of compliance. These acts were described by all partici-
pants to be committed mainly by midwives, but in some
cases also by companions.

Yelling, shaming, discriminating, threatening, ridicul-
ing, and ignoring were some of the forms of coercion
described to occur during intrapartum care, and espe-
cially during the delivery.

“There are times when the patient, despite every-
thing we do, does not comply (to the instructions of
midwives). This forces us sometimes to raise the tone
or we call an accompanying person who will come
do their part” (Midwife_062).

Acts of physical violence, such as slapping and restrain-
ing, were also described in the ward.

“(Q: In times when women don’t open their thighs
during the delivery, how do you deal with it?) Two
people keep the legs and one person ensures the
delivery, so three people will attend a single woman’s
delivery” (Midwife_06)
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In many cases, midwives justified these acts as being
for the greater benefit of the woman and her child.

“So we explain to the woman: ‘If you don’t want to
let your baby go die, it’s up to you! ... So, the midwife
said everything (possible), and she took a pillow to
hit her so she would let herself go ... and this is (now
in) the court” (Midwife_068).

These acts, not only infringed on women’s decisions
during care, but also violated their bodies, and pro-
voked feelings of fear in some. They, therefore, reinforced
expectations of women’s compliance and hierarchical
relationships between women and midwives during care,
consequently limiting women’s ability to be autonomous
during childbirth.

Sub-theme Ill: Women surrender their autonomy
during intrapartum care
In light of the aforementioned limited decision-mak-
ing opportunities and power imbalances, many women
acknowledged consciously surrendering their auton-
omy during intrapartum care. Women described feeling
uninvolved as actors in the process of intrapartum care,
and feeling like care was mainly provided to their bod-
ies. They often recounted that “their bodies no longer
belonged to them” during the delivery, with one woman
describing placing herself in the “hands of God and
midwives” Other participants mirrored this perception,
describing women as having little control over their bod-
ies and “letting themselves go” during intrapartum care.
In addition, many women acknowledged having lim-
ited knowledge of the intrapartum care they had received
or needed, and described having inquired infrequently
about their care at the time. The pain women experienced
was expressed as one reason for their limited engagement
during intrapartum care.

“We are the ones who don’t ask or worry about any-
thing, it’s not their (midwives) fault ...this is because
many of us are suffering” (Woman_054)

All interviewee categories recognized women’s lim-
ited knowledge of medical processes during birth and of
their rights during care provision as factors limiting their
engagement.

“They don’t know, they don’t know that they have the
right to receive treatment or to say no to treatment
... When they (women) come, they say, ‘Well I leave
it to the person who knows his job. I give myself com-
pletely to her ... I just want to have my baby and get
out of here, that’s all” (Data collector_001).

Midwives acknowledged that improved communi-
cation with women could increase their knowledge of
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institutional intrapartum care and improve woman-
midwife collaboration. They expressed that this could,
consequently, help them become more comfortable in
voicing certain preferences or becoming more engaged
in care provision during childbirth.

“...She needs to be psychologically prepared ... We
must reassure the woman that we are all human;
there is no fear here, if she has other worries there
to tell us everything... Whatever she feels. Some-
times there are women who, in front of their hus-
band, cannot express themselves well. In any case
it is a moment when the woman must be given con-
fidence” (Midwife_069)

Theme Il: Women use alternative and spiritual care
practices to counteract experiences of limited autonomy
during childbirth

Sub-theme I: The use of alternative medicine partially offsets
the loss of patient autonomy during care

Both women and midwives mentioned that many
women participated in alternative medical practices,
such as attending traditional consultations and using
local remedies, before, during and after intrapartum
care, complementing the care provided in the health
facility. Women generally described these experiences
of alternative care as a positive, and even integral part
of childbirth.

“The fact that I gave birth safely and sound gave me
a lot of pleasure. ... the traditional consultations
had revealed that I will give birth without a problem
and that it is realized.” (Woman_055)

“Q: ... did you use something of faith (traditional
herbal teas, prayer, etc.) before coming here?) I took
sugar’ (cubes) ... She told me that I will find the
strength” (Woman_056)

Notably, midwives highlighted the use of “traditional
oxytocin’, a plant-based traditional remedy in the form
of tea, to accelerate childbirth. They described the use of
these remedies as potentially having negative side effects,
such as uterine rupture and haemorrhage. The consump-
tion of these teas was prohibited at the maternity ward.
All interviewee categories, however, mentioned that
some women consumed them regardless of the restric-
tions. The secretive use of traditional remedies fuelled
provider-patient mistrust.

“(Q: When she starts to make those requests (to
drink water or eat food) how do you react? ... ) If she
is hungry, then we will see, but drinking water is not
systematically implemented because I don’t know
what she is hiding” (Midwife_068).
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Sub-theme II: Spirituality and religion are used as a coping
mechanism during childbirth

As mentioned before, women experienced receiving lim-
ited support and pain management and having restricted
autonomy during intrapartum care provision. We found
that spirituality and religion were important ways for
them to cope with these difficulties. They expressed rely-
ing strongly on their faith in God and their spirituality
during childbirth. Women were regularly seen to pray
and described themselves as having to pray as a way to
cope with hardships encountered during childbirth,
including experiences of pain, uncertainty, fear and loss.

“I was scared, my heart was beating ... (Q: And what
did you do to endure until the end (of childbirth)?) It
is God who saves us and I started by calling on God
... Yes, and I started by praying” (Woman_067)

Women’s spirituality provided them with a sense of
comfort, understanding and hope which helped them
cope during intrapartum care.

‘It was God and the healthcare providers (who
helped me during childbirth). Because God directs
them for me... God gives them the wisdom to do
whatever is best for me and my child. So I placed
myself in the hands of God and the healthcare pro-
viders” (Woman_005)

“It was the work of God. When I arrived (there were
no beds available), but someone had just finished
giving birth. She was barely leaving and I arrived”
(Woman_067)

In a couple of instances, women described speaking to
or being comforted by their deceased father or unborn
foetus.

‘I am proud of my religion ... I was invoking the
blessings and support of my father who passed away
recently and was a great traditional man in our
locality. ..” (Woman_055)

“It was the foetus that comforted me... He was telling
me to calm down that the doctors are coming soon
and they are really coming to see me.” (Woman_065)

Spirituality and religion were described by both women
and midwives as a lens through which women could bet-
ter understand the surrounding healthcare environment.

.. put her at ease, tell her that the labour and the
contractions of childbirth always hurt, and no one
can change that. That it is natural, that it's God who
did that and women must suffer childbirth” (Mid-
wife_069)

In a healthcare context where women had little con-
tact with and received limited emotional support from
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both midwives and companions, the use of spirituality
and religion helped them accept the conditions of care
provision.

Discussion

Main findings

Our study described various social practices reflecting
patient autonomy during intrapartum care in a Beninese
maternity ward, through the application of a multidimen-
sional framework of patient autonomy [12, 14].

In spite of space limitations in the maternity ward,
women who wanted to give birth on the floor were able
to do so. Despite the midwives’ reluctance, given the dis-
comfort of providing care to a woman on the floor, as
seen in other instances [27], women were generally able
to have decisional autonomy over their position of birth.
Resource constraints in the delivery room did, however,
make it difficult to maintain women’s privacy and confi-
dentiality during childbirth. Renovations of the delivery
room, conducted between data collection rounds, sig-
nificantly improved privacy which, consequently, helped
women maintain confidentiality during care. As certain
procedures during care may be indicative of a woman’s
health status, such as HIV status, improving privacy and
confidentiality also improved women’s informational
autonomy. Ensuring informational autonomy can lead to
the provision of RMC by building trust during care and
reducing the risk of stigmatization of a patient by mid-
wives, other patients and companions [2, 3].

Midwives heavy workload in this study was found to
limit the contact and emotional support women were
provided, and limited their opportunities to voice their
preferences and decisions during care. Reflecting the
findings of our study, a Kenyan mixed methods study
similarly reported that a large majority of healthcare
providers recognized the importance of communication
during maternity care and of women’s autonomy [8]. In
practice, however, these values were not consistently
upheld given pressure in the work environment, health-
care provider’s limited knowledge and skills, and women’s
limited ability to assert their autonomy during care [8].
This restricted the ability of healthcare providers to suc-
cessfully implement effective communication strategies
[8], consequently, limiting women’s capacity to acquire
the information needed to have decisional autonomy and
hindering the provision of RMC [2, 3].

Women were in a position of physical vulnerability
due to childbirth itself and the limited implementation
of pain management strategies. They were also socially
vulnerable given the power imbalances present between
them and healthcare providers, and the limited emotional
support available to them. In light of the limited support
from midwives, companions could have contributed to
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positive childbirth experiences through the provision of
physical, psychological and spiritual support, but were
not allowed to, as has been demonstrated in other stud-
ies [3, 22, 33]. In other regions of SSA, hospital policies
have similarly restricted companionship, and the con-
sequent disempowerment of women during care has
been demonstrated [34]. The absence of a companion in
three other West African countries was also found to be
associated with increased experiences of mistreatment,
including physical or verbal abuse, stigmatization or dis-
crimination [33]. Companions may, therefore, be able to
prevent experiences of mistreatment, and advocate for
the best interests of women [34], and thereby, improve
women’s decisional and functional of autonomy during
care. However, companions in our study were described
as occasionally participating in mistreatment during care,
upon request from healthcare providers. Companionship
may, therefore, be beneficial to women’s experiences of
birth as long as companions do not partake in coercive
measures.

Pain, as described by Arrieta Valero, can influence all
dimensions of autonomy by reducing the patient’s mental
capacity to be autonomous [14]. Improving the manage-
ment of women’s pain during childbirth could not only
improve women’s decisional and functional autonomy
during care, but would also ensure the provision of qual-
ity intrapartum care, in line with WHO standards [3].

Considering the physical and social vulnerability of
women during intrapartum care and midwives’ expec-
tation of compliant behaviour, the acts of coercion per-
petrated in response to a lack of compliance reinforced
power imbalances between women and midwives. Power
imbalances, with similar accounts of verbal and physical
abuse, discrimination, and poor rapport between women
and midwives, have been reported by systematic reviews
both on a global and SSA level [22, 34]. These highlighted
that negative woman-midwife interactions, and sys-
temic health system failures, consequently, disempow-
ered women [22]. Similar to the findings of this study, in
these systematic reviews, power was also described to be
exerted through providers’ control over women’s bod-
ies during birth [22, 34]. It was reported in South Africa,
Ghana and Tanzania that healthcare providers would
exert control over women’s bodies by restricting their
natural urge to push during labour, and forcing them to
push upon instruction [34]. Accounts from women in
Ghana, Nigeria, Kenya and South Africa, echoed these
findings, mentioning their fear of experiencing verbal or
physical violence and receiving dehumanizing care in an
institutional care provision context [35]. The use of ver-
bal and physical coercive measures, has previously been
described to infringe on women’s decisional and func-
tional autonomy [14]. Disrespectful treatment, fear-based
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communication and negative experiences, such as non-
consensual interventions, during antenatal care in Benin
have previously been reported to act as barriers to seek-
ing further antenatal care leading up to the delivery [36].
This highlights that the issue of RMC, autonomy and
healthcare provider distrust extends beyond the perinatal
period, and may lead to an increased risk of pregnancy
complications if antenatal care visits are discontinued.

We believe that the power imbalances in the maternity
ward and the control exerted over women’s bodies dur-
ing care, as described here, may have been internalized
by many women, reflected in them surrendering their
autonomy or feeling uninvolved during institutional
intrapartum care. In line with the findings of our study,
a systematic review found that women in other SSA
countries reported feeling like passive “bystanders” dur-
ing care provision, due to gaps in information about care
provision and limited support [34]. It has also, previously,
been reported that women in southern Benin seek care at
health facilities as late as possible, since women in more
advanced stages of labour will receive care quicker than
those in the initial stages [20]. By minimizing the time
spent in the healthcare facility, women are limiting the
time during which they have restricted autonomy over
care. An emphasis on the need for promotion of women’s
education and empowerment, to mitigate the healthcare
system’s structural limitations, was highlighted by par-
ticipants of this study, and has been previously reported
in research from other SSA countries [8, 19]. Improv-
ing women’s education and empowerment would equip
them with the knowledge and skills to acquire further
information and vocalize their preferences about care,
consequently improving their decisional, functional,
informational, and narrative autonomy.

Childbirth has been described in some regions of Benin
as a circular process of rebirth of ancestors, and a time
requiring spiritual protection [21]. To ensure a success-
ful delivery, women will attend consultations with the
Bokonon, a wise man, partake in rites and rituals, and take
herbal medicines, amongst other measures [21]. Mir-
roring our findings, alternative care practices have been
previously reported to help women in Benin cope with
diagnostic uncertainty and provide them with emotional
support [21]. Although the incorporation of non-harmful
alternative care practices could improve women’s expe-
riences of care, and promote the provision of RMC and
women’s autonomy during intrapartum care [2, 3, 14],
their use is not always well accepted in institutionalized
settings around Benin, and they are, therefore, commonly
administered discreetly [21]. Working towards bridg-
ing the present disconnect between traditional medical
practices and health facility intrapartum care could be
beneficial to women’s wellbeing and increase the support
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offered over to women the course of the continuum of
maternity care [20].

Women’s physical, social, cultural and spiritual vulner-
ability during pregnancy and childbirth generates much
support from their family and community, in the form
of physical protection, emotional support and spiritual
protection [21]. Childbirth is a period of extensive uncer-
tainty, vulnerability, and extreme pain. It is a situation in
which they may seek spiritual and religious grounding.
In this study, women used spirituality to cope with, even
overcome, gaps in emotional support and breaches to
their autonomy during care. Interestingly, in spite of the
diversity in the religious beliefs of the delivering women
in our sample, relying on religious beliefs and practices
was widely described across the data set. It provided
them with an internal sense of autonomy. Women may
have resorted to their spirituality and religion for heal-
ing, previously described as using one’s own resources
and values to achieve inner peace [37], during childbirth.
These beliefs provided them with a lens through which to
perceive, interpret and accept events that occurred dur-
ing intrapartum care, which may have increased their
narrative autonomy during care [12, 14]. This is crucial
in developing respectful approaches to care, as narra-
tively autonomous individuals will be able to exterior-
ize their expectations of childbirth and intrapartum care
provision, and so, be able to better express their auton-
omy over their decisions and their body [12]. This study,
therefore, identified spiritual autonomy as an emergent
dimension of patient autonomy.

The literature has described the presence and pointed
to the importance of spirituality during childbirth in
Benin [21]. However, little is known about how to attend
to women’s spiritual needs in an institutional birth set-
ting [38]. Further research on incorporating spirituality
into care is, therefore, needed in Benin, as a way to con-
tribute to the promotion of RMC.

Strengths and limitations

Our study contributed to the limited research on expe-
riences of patient autonomy during intrapartum care in
Benin. The inclusion of a variety of data collection meth-
ods and sources for triangulation enabled us to develop
a comprehensive understanding of the manifestations of
patient autonomy in the ward. Although the framework
we used has been developed to understand patient auton-
omy during chronic care [12, 14], its application enabled
us to look beyond decisional autonomy, to develop a rela-
tional understanding of patient autonomy during child-
birth in the Beninese maternity ward. Reflexivity was
established over the course of the study through multiple
informal discussions between authors about the findings
and the Beninese healthcare and social context.
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There were some limitations in the data collec-
tion and analysis of this study. Firstly, interviews with
women and midwives, and the FGD with companions
were conducted in the maternity ward. This may have
led participants to respond in a socially desirable way.
Furthermore, non-participant observations in the
delivery room may have led to a Hawthorn effect. Given
previous collaborations and trust built with hospital
management and healthcare providers over the course
of the ALERT project, the risk of highly socially desir-
able responses and Hawthorn effects is lower than if
no contact had been previously established. A second
potential limitation in the data collection is that most
of the interviews with women were translated first
from Fon to French, and then to English, which may
have resulted in losses of content and richness of the
data. Reflexivity measures ensured the credibility of the
results despite the multiple translations. Lastly, patient
autonomy has most commonly been conceptualized as
decisional autonomy [12], and experiences of patient
autonomy have mainly been explored in the context
of the Global North. Research on patient autonomy
during intrapartum care is highly limited in the SSA
context, although some publications have explored
women’s autonomy (at household or community level)
and healthcare usage [8, 16—19]. Many cultural, rela-
tional and contextual factors could limit the transfer-
ability of experiences of patient autonomy in Benin.
Further research should explore women’s and health-
care providers’ conceptual understanding of patient
autonomy during intrapartum care in Benin. This may
contribute to developing context-relevant approaches
for the provision of RMC in Beninese maternity wards.

Conclusion

Our study highlighted the systemic suppression of wom-
en’s autonomy over the course of intrapartum care and
demonstrated how alternative and spiritual practices
were used to counteract this. Spiritual autonomy was
identified as an emergent dimension of patient autonomy.
This study calls attention to the importance of patient
autonomy for improving the provision of RMC in Benin.
Improving collaboration between biomedical and tradi-
tional care provision may improve women’s experiences
of childbirth and promote the development of culturally
appropriate and quality care provision.
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