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profession is a tradition, while in some societies midwives struggle to practice autonomous‐
ly the basic competencies. In one part of the world the medicalisation of childbirth is the
main issue, preventing the natural processes of pregnancy and childbirth to flow at their
own pace, while in other parts of the world midwives struggle with lack of resources to pro‐
vide safe midwifery care.

The authors of this book practice midwifery in different cultures and within different social
contexts. They have to deal with different obstacles and seek solutions to diverse problems.
With their contributions, they offer an insight into their thinking, their dilemmas, and the
problems of midwifery practices in their countries. However, despite different backgrounds,
they all have in common a uniform goal—a wish to offer women optimal midwifery care
and to improve midwifery services.
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Abstract

Globally, antenatal care is advocated as the cornerstone for reducing children’s deaths 
and improving maternal health. The basic antenatal care approach is used in the public 
health institutions in South Africa to provide healthcare services to the pregnant women. 
The basic antenatal care approach is a modified version of the focused antenatal care 
approach that was recommended by researchers during 2001 and adopted by the World 
Health Organisation in 2002 following realisation that traditional antenatal care pro-
grammes that were meant for developed countries were poorly implemented and largely 
ineffective when used in developing countries. The basic antenatal care approach is listed 
as one of the priority interventions for reducing maternal and child mortality in the coun-
try and is recommended as the minimum level of antenatal care that every pregnant 
woman should receive. Every site where pregnant women make contact with healthcare 
services should provide antenatal care services daily using this approach so that the first 
antenatal care visit consultation takes place as soon as the pregnancy has been confirmed 
or the very first time that a pregnant woman visits a health facility. The introductions of 
the basic antenatal care approach have been a positive milestone for South Africa.

Keywords: antenatal care, approach to health care, basic antenatal care, pregnancy, 
pregnancy outcome, South Africa

1. Introduction

Antenatal care (ANC) is an umbrella term used to describe medical care and procedures that
are carried out to and for the pregnant women [1]. It is the health care that is rendered to the
pregnant women throughout pregnancy until the child’s birth and is aimed at detecting the
already existing problems and/or problems that can develop during pregnancy, affecting

© 2018 The Author(s). Licensee IntechOpen. This chapter is distributed under the terms of the Creative
Commons Attribution License (http://creativecommons.org/licenses/by/3.0), which permits unrestricted use,
distribution, and reproduction in any medium, provided the original work is properly cited.
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the pregnant woman and/or her unborn child [2]. The care includes various screening tests, 
diagnostic procedures, prophylactic treatments, some of which are done routinely, and oth-
ers are provided to the women based on identified problems and risk factors.

2. Importance of antenatal care

According to Pattinson [2], ANC benefits both the mother and the baby; it assists in screen-
ing, diagnosing and managing or controlling the risk factors that might adversely affect the 
pregnant women and/or the pregnancy outcome. Maternal and perinatal death rates remain 
the major challenge of health care in South Africa. During 2005–2007, triennium maternal 
deaths had increased by 20% when comparing them to the 2002–2004 triennium [3]. However, 
due to changes in the treatment programmes for HIV-positive pregnant women and the focus 
on reducing deaths in specific categories such as obstetric haemorrhage, a significant fall in 
both the numbers of maternal deaths and mortality ratios has since been reported in South 
Africa. An overall reduction of 24% (1152 from 2008–2010 to 2014–2016) has been achieved [4]. 
Nevertheless, much more still needs to be done for the country to be able to maintain this fall 
and to obtain an exponential fall. Several major challenges still remain mainly relating to the 
quality of care, inter-facility transport, and knowledge and skills of health professionals [4]. 
Furthermore, the majority of preventable deaths during pregnancy and childbirth have been 
attributed to poor ANC [5]. According to these authors, non-attendance of ANC clinics carries 
an approximately four times increased risk of maternal deaths compared with the general 
pregnant population who attend ANC clinics. The provision of adequate ANC is advocated 
by most authors worldwide as the cornerstone for maternal and perinatal care. The detec-
tion of high-risk pregnancies through ANC has been advocated as a good tool for reducing 
maternal and perinatal mortality rates [6].

The purpose of ANC is to screen, diagnose and manage or control the risk factors that might 
adversely affect the pregnant woman and/or the pregnancy outcome. Both Pattinson and 
Snyman [2, 7] attest to this by saying: ‘The quality of health care that a pregnant woman receives 
during ANC has an impact on the health of the woman and on the outcome of pregnancy’. 
Ekabua et al. [1] highlight the four major goals of ANC as being (a) promotion and maintenance 
of the physical and social health of the mother and the baby, (b) detection and management 
of complications during pregnancy, (c) development of birth preparedness and complication 
readiness plan and (d) preparation of the women for normal puerperium. The World Health 
Organisation (WHO) identifies ANC as one of the most widely used strategies to improve 
maternal and child health [8]. It was also one of the worldwide strategies towards the achieve-
ment of millennium development goal (MDGs numbers 4 and 5, which were to reduce child 
deaths by 75% and improve maternal health by 50% by 2015 [9].

Three South African reports, namely the Saving Mothers report by the National Committee 
on Confidential Enquiry into Causes of Maternal Deaths (NCCEMD), Saving Babies report 
for the Perinatal Problem Identification Programme (PPIP) and Saving Children report for the 
Child Health Problem Identification Programme (CHPIP), review the health care provided to 
the mothers, babies and children in South Africa [10]. The findings of these reports highlight 
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avoidable causes of the deaths of mothers, babies and children and make recommendations 
to improve the quality of care provided to mothers, babies and children at the time when 
they need it most. All three committees highlight, in their triennial reports, the importance 
of ANC for reducing maternal, perinatal and children’s deaths. Bradshaw et al. [10] further 
emphasise that addressing the health challenges should involve strengthening the provision 
of healthcare packages within the continuum of care and recognise that the effectiveness of 
each package depends on whether it provides high-impact, evidence-based interventions and 
also on the coverage and quality of the service rendered. ANC can screen for, detect and thus 
prevent many maternal complications that might occur before childbirth and could signifi-
cantly improve the outcomes for unborn infants [2].

The one document by the NCCEMD, which might appear old but which conveys a very impor-
tant message for South Africa, is the Saving Mothers Policy and Management Guidelines for 
Common Causes of Maternal Deaths [11]. This policy document highlights that one of the 
major areas of substandard care identified in South Africa is the poor initial assessment of 
patients during ANC visits. The authors attribute this to the fact that the midwives are trained 
in the traditional method of history taking, clinical examination and special investigations 
when assessing patients. This might make it difficult to assimilate the multiple abnormalities 
found and to formulate a management plan for a patient with multiple organ disease, the very 
type of cases described in the maternity mortality reports [12].

South Africa has a burden of high maternal and perinatal mortality rates and therefore needs 
to work very hard to address this problem. The number of reported maternal mortalities had 
increased by 20% during the 2005–2007 triennium compared to the 2002–2004 trienniums [3]. 
The constant rise in maternal and perinatal mortality rates resulted in South Africa’s inclusion 
of the MNCWH programme as one of the priority programmes in the 10-year strategic plan 
for the country [12]. The majority of the provider-related preventable deaths in South Africa 
have been attributed to poor ANC.

South Africa can address the problem of the constantly rising maternal and perinatal mortal-
ity rates because the majority of avoidable provider-related maternal deaths can be avoided 
through providing proper and good-quality ANC services [13]. The Saving Mothers Report 
2008–2010 indicates that a total of (16.6%, n = 713) of women who died during this triennium did 
not attend ANC clinics and (7.0%, n = 300) attended ANC clinics infrequently [14]. The Saving 
Mothers’ Report indicates that the avoidable causes of maternal deaths included a number 
of health provider-related issues such as poor initial assessments, problems with recognising 
problems, delays in referring the pregnant women to different healthcare facilities causing 
pregnant women to be managed at inappropriate healthcare levels, incorrect management, 
substandard management/care and failure to take actions when abnormalities were found [14].

3. Approaches to antenatal care

Several approaches to ANC are used in different countries including the traditional approach, 
goal-directed ANC, focussed ANC (FANC) and the basic ANC (BANC) approach. While some 
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countries structure and develop their own approaches to suit their unique circumstances, 
other countries might simply adopt an approach existing elsewhere. This could create prob-
lems if the situations in the two countries differ. Developing countries (like South Africa, 
Botswana, Swaziland, Kenya and Zimbabwe) adopted ANC programmes modelled on the 
approaches used in developed countries [15]. These approaches use risk assessments to iden-
tify women who are likely to experience complications during their pregnancies and assume 
that more clinic visits imply better pregnancy outcomes. In these approaches, scarce resources 
of developing countries might be devoted to women with high-risk pregnancies, implying 
that women with low-risk pregnancies might not receive optimal care [16]. This approach 
has been challenged by the WHO [17]. The Maternal and Neonatal Programme [18] argues 
that frequent ANC visits are often logically and financially impossible for women to manage 
and place additional burdens on the healthcare system. Frequent ANC visits do not necessar-
ily improve pregnancy outcomes [1]. The WHO realised that traditional ANC programmes, 
meant for developed countries, were poorly implemented and largely ineffective when used 
in developing countries [16].

The WHO designed and tested an FANC package that included only counselling, examina-
tions and tests serving an immediate purpose and having a proven health benefit as an ideal 
approach to be used by developing countries [19]. In the FANC approach, the WHO recom-
mends reducing the number of ANC visits to four, and this has not been found to pose risks 
to the health of mothers or babies [19]. The FANC approach recognises that every pregnant 
woman is at risk of experiencing complications and therefore emphasises that all pregnant 
women should receive the same basic care and monitoring for complications [18]. However, 
the WHO emphasises that once a pregnant woman has been identified to have high-risk 
factors, she should be referred to a higher level of care [18]. The WHO therefore advocates 
that after the initial assessment, pregnant women should be categorised into two groups: 
those who have low-risk factors who should follow the FANC reduced number of ANC 
visits approach and those who have high-risk factors who should be referred for hospital 
management of their pregnancies [19]. The Maternal, Child and Women’s Health Unit of the 
KwaZulu-Natal (KZN) Department of Health reviewed and revised its ANC guidelines on 
the basis of the WHO’s model of FANC to improve the quality of ANC provided at the clinics 
in the KZN province [20].

According to the MNH Programme [18], the FANC approach is one of several essential mater-
nal and neonatal care interventions that are evidence-based and that build on global lessons 
learned about saving the lives of mothers and newborn babies. The FANC approach also 
includes a classifying form designed to assist ANC health-care providers to identify women 
who have conditions requiring treatment and more frequent monitoring. It also includes clas-
sifying forms needed to implement the package and instructions for its use [19].

The WHO provided key recommendations which form standards for maternal and neonatal 
care service delivery, providing guidance for assisting countries to improve the health and 
survival of women and newborn babies during pregnancy, childbirth and the postnatal period 
and can be modified to suit the circumstances of a specific country [21]. These WHO provi-
sions allow each country, intending to adopt the FANC approach, to modify the guidelines to 
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suit the circumstances of the specific country. The WHO indicates that it might be necessary, 
when introducing the FANC package in practice (depending on the specific country), that 
the country’s national clinical standards and guidelines for ANC might require updating, the 
pre-service training curricula in ANC and in-service training for ANC providers and their 
supervisors might need to be modified, and a plan for implementing changes with regard 
to medications, equipment and supplies to implement the package should be assessed [21].

4. Approaches to antenatal care services in South Africa

Until 2007, South Africa used the traditional approach to ANC. Historically, this traditional 
ANC service model was developed in the early 1900s. This model assumed that frequent 
ANC visit, and classifying pregnant women into low- and high-risk groups by predicting 
potential obstetric complications, was the best way to care for the mother and the foetus [22]. 
The use of the traditional ANC approach in South Africa was prescribed by the South African 
Nursing Council (SANC) in the scope of practice for midwives [23]. The SANC prescribed 
that the midwives should ensure that pregnant women attend ANC clinics once a month 
until 28 weeks’ gestation and thereafter every fortnight until 36 weeks’ gestation. Thereafter, a 
pregnant woman should continue attending the clinic at PHC level every week until her baby 
is born or until she reached 42 weeks’ gestation whichever comes first. Should the woman not 
give birth by 42 weeks’ gestation, she had to be referred for hospital management [23]. With 
the traditional approach, a pregnant woman could have up to 12 ANC visits conducted at a 
PHC clinic level during one pregnancy. This is one of the aspects that have been challenged 
by the WHO [24].

The traditional ANC approach was replaced by the FANC approach which is a goal-oriented 
ANC approach that was recommended by researchers during 2001 and adopted by the WHO 
in 2002 [21]. The NDoH identified BANC as the ideal approach to ensure that quality and 
effective ANC is provided [25]. According to the Saving Babies Report 2008–2009, improve-
ment in access to good-quality ANC services could make a major contribution towards reduc-
ing perinatal and child deaths [26].

South Africa adopted and modified the FANC model to suit the South African circumstances 
and referred to it as the BANC approach [27, 28]. This followed the realisation by the NDoH 
that the traditional ANC approach was not working well for South Africa. Midwives, the key 
providers of ANC services, requested for a programme based on the principles used in the 
Integrated Management of Childhood Illnesses (IMCI) programme with flow diagrams and 
protocols [2]. In 2007, the NDoH advised that all health facilities providing ANC services 
had to adopt the BANC approach by the end of 2008 [29]. The BANC approach is used in the 
public health institutions of South Africa to provide healthcare services to pregnant women 
and is listed as one of the priority interventions for reducing maternal and child mortality in 
this country [25]. South Africa’s NDoH introduced the BANC approach in 2007 and advised 
that all health facilities providing antenatal care (ANC) services should have adopted this 
approach by the end of 2008 [29]. The NDoH provided training for the lead trainers from all 
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the provinces and made available various documents such as a handbook, guidelines and 
guides for facility managers [2, 28, 29]. The lead trainers were expected to cascade the training 
into their respective provinces and to institute and facilitate the implementation of the BANC 
approach.

5. The basic antenatal care (BANC) approach

Pattinson [28] describes the BANC approach as the minimum level of ANC that every preg-
nant woman should receive. Every aspect of the BANC approach has been developed from 
the best research evidence, and the only aspects of ANC that have been shown to be effective 
are included in the BANC approach [28]. The BANC approach does not intend to replace 
any existing programme but aims to combine all resources and to facilitate their use [28]. The 
BANC approach was introduced as a quality improvement strategy based on the belief that 
good-quality ANC could reduce maternal and perinatal mortalities and improve maternal 
health, aiming to achieve MDGs 4 and 5 [30]. This then led to the introduction of the BANC 
approach in the PHC clinics. Thus, the BANC was an approach being used in South Africa to 
render ANC services during the time of this study.

The BANC approach has been simplified to the bare minimum so that ANC services can be 
provided by every PHC clinic’s midwives [28]. Because the BANC approach is a modified 
version of the FANC approach, it has many characteristics similar to the FANC approach. 
These include the approach focusing on early ANC attendance by all pregnant women and 
on limiting the total number of ANC visits to a minimum of four or five visits per preg-
nancy for low-risk women. This requires that ANC services should be provided daily at every 
facility frequented by pregnant women so that the first ANC visit takes place as soon as the 
pregnancy has been confirmed or the very first time that a pregnant woman visits a health 
facility [28]. If a pregnant woman is brought into the health system early, her health problems 
could be detected and managed or controlled early and treatment then has a greater chance 
of success. Pattinson [28] also states that all pregnant women with high-risk factors should 
be referred to the next level of care so that nurses at PHC level have sufficient time to attend 
to women with low-risk factors. Every site where pregnant women make contact with health 
services should be utilised because if all PHC clinics are providing BANC, then ANC could 
be started as soon as the pregnancy had been confirmed [2].

The BANC approach requires that two sets of checklists be used for recording purposes dur-
ing ANC visits: one checklist to record the first visit and the other to use during subsequent 
follow-up visits. Pattinson [28] recommends that before commencing implementation of the 
BANC approach, each facility has to develop its own specific protocols for the management 
of obstetric conditions which must be in line with the South African National Maternity Care 
Guidelines and should be displayed in the facility. All the protocols should be counter-signed 
by the head of the obstetric unit from the hospital to which the facility refers the women with 
high-risk factors or complications during pregnancy. The protocols should be reviewed annu-
ally. Regular auditing of the ANC service should be an on-going process to ensure continuous 
improvement based on identifying and addressing potential shortcomings [2].
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The BANC approach focuses on the quality rather than on the quantity of visits, with special 
emphasis on the fact that every visit should be goal directed [31]. The approach is included 
in the list of strategies provided by the NDoH to achieve MDGs 4 and 5 which are to reduce 
perinatal deaths and improve maternal health by 2015 [32]. A baseline audit of the ANC ser-
vice and an analysis of the strengths, weaknesses, opportunities and threats (SWOT) of the 
facility should be conducted before commencing the implementation of the BANC approach. 
This enables the midwives to compile a realistic plan and process map for the implementa-
tion of the BANC approach [2]. Documents such as the handbook, guidelines and facility 
manager’s guides are available to be used by the midwives during the implementation of the 
BANC approach [2]. According to the BANC handbook, each clinic should have one or more 
supervisors to perform the clinical supervision and the administrative tasks [2]. The manager 
is responsible for providing supportive supervision to the staff members in order to ensure 
that the clinic’s programmes are implemented successfully [2].

6. Provision of antenatal care services according to the basic 
antenatal care approach

While the BANC approach is adapted from the WHO’s FANC model, it is also designed 
similar to the IMCI programme [2]. This decision was taken in response to the midwives’ 
request for an ANC programme that has flow diagrams and protocols similar to the IMCI 
programme. The midwives hoped that having such a programme would assist them to render 
safer and better quality health care to the pregnant women [2]. It is for this reason that the 
BANC approach is sometimes referred to as the integrated management of pregnancy and 
childbirth [2, 33].

The NDoH also identified BANC as an ideal approach to ensure that quality and effective 
ANC is provided [25]. The implementation of BANC is seen as a positive measure to improve 
the quality of ANC in PHC clinics [7]. Effective and quality ANC could assist South Africa 
to address the problem of constantly increasing maternal and perinatal mortalities. Snyman 
[6] stated that the BANC quality improvement package is designed to assist ANC-related 
clinical management and decision-making at PHC level. This author conducted a qualitative 
study to assess the effectiveness of the BANC package for improving the quality of ANC 
services rendered at PHC facilities. With the implementation of the BANC approach, the 
organisational changes required at the facility level for the improvement of ANC services 
are facilitated with tools like the integrated flow charts for pregnant women’s management, 
referral protocols and checklists. This could potentially have a positive impact on the out-
comes of pregnancies [7].

Guidelines on how to conduct ANC visits are detailed in the Basic Antenatal Care Principles 
of Good Care and Guidelines [28]. These guidelines have been adapted from a guide for 
essential practice by the WHO titled ‘Pregnancy, Childbirth, Postpartum and Newborn Care’ 
[28]. According to the BANC Principles of Good Care and Guidelines, the principles of good 
care include communication, workplace and administrative procedures, universal precau-
tions, and cleanliness and organisation of ANC visits [28].
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It is stated in the guidelines that communication, privacy and confidentiality during examina-
tion and counselling should be ensured at each ANC visit [28]. The importance of service 
hours, the availability of equipment and drugs, record keeping, and infection prevention 
and control are highlighted as part of the workplace and administrative procedures [28]. The 
guidelines describe how the ANC visits should be organised, highlighting that ANC should 
always begin with rapid assessment and management. All pregnant women, except those 
with high-risk factors, should have four to five routine ANC visits.

A pregnancy status and birth plan chart, which should be used to assess the pregnant 
women at each of the four ANC visits, are provided [28]. The chart is used during the first 
ANC visit to prepare the birth and emergency plan and reviewed and modified according 
to the need at each subsequent ANC visit. ‘Ask, check, look listen and feel’ criteria should 
always be followed during assessments of pregnant women. All pregnant women should be 
screened for preeclampsia, anaemia, foetal growth and post-maturity at all ANC visits [28]. 
All women should also be screened for syphilis, Human Immunodeficiency Virus (HIV) and 
Rhesus factor (RH) [28]. All routine investigations, including the rapid plasma reagent (RPR) 
test, haemoglobin (Hb) level test, HIV and RH tests should be done using rapid test kits. 
The guidelines highlight the importance of responding to observed signs and/or problems 
reported by the pregnant women and contain a guide on how to respond to these signs [28].

Standard preventative therapy, including tetanus toxoid injections, iron preparations and 
calcium supplements, should be issued to all pregnant women at each ANC [28]. A guide is 
included on how to advise women about nutrition and self-care [28]. The guidelines high-
light the importance of preparing individualised ANC and delivery plans for each woman at 
the first ANC visit and that the plans should be reviewed during each subsequent visit and 
adjusted based on the identified needs. The plan should be prepared in consultation with 
the woman concerned. This ensures that the woman is involved in her own care. The plans 
should also include transport arrangements, infant feeding options and future contraception. 
A description of how the first and the follow-up visits should be conducted is provided [28].

The guidelines state that the first ANC visit should take place as early in pregnancy as pos-
sible, before 12 weeks’ gestation, preferably at the confirmation of pregnancy [28]. During the 
first ANC visit, all women should be classified for BANC using the classifying form/first visit 
checklist provided. Only women with low-risk factors should follow the BANC approach. All 
women with risk factors should either be referred to an appropriate level of care or follow a 
specially prepared schedule based on the risk factors identified. Four follow-up visits should 
be scheduled at 20, 26, 32 and 38 weeks’ gestation. Specific times are scheduled for performing 
repeat routine tests such as Hb, HIV and RPR, and these times coincide with specific routine 
follow-up visits. It is therefore important to schedule the follow-up visits as specified by the 
BANC guidelines in order to ensure the correct timing of repeat tests.

Pattinson [2] suggests that each PHC clinic should have one or more people in the role of ANC 
supervisor to ensure clinical and administrative supervision. The clinical supervisor should be 
the person with most ANC skills and should check each pregnant woman’s ANC card at the 
first visit and again at the 32 weeks’ visit to ensure that the clinic provides adequate care [2].
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All information regarding pregnancy and consultation should be recorded in an ANC card 
which should not be filed at the clinic but which should be kept by the pregnant woman. 
The woman is advised to always carry the ANC card with her, wherever she goes, and to 
produce the card each time she visits any health-care institution. This practice facilitates com-
munication between the different health-care providers involved in the care of women during 
pregnancy and childbirth [2].

7. Discussion

Several factors have been identified to be positively influencing the implementation of the 
BANC approach. These include the availability and accessibility of BANC services, poli-
cies, guidelines and protocol; various means of communication; a comprehensive package 
of and the integration of primary healthcare services; training and in-service education; 
human and material resources; the support and supervision offered to the midwives by 
the primary health-care supervisors; supervisors’ understanding of the approach and the 
levels of experience of midwives involved in the implementation of the BANC approach 
[34] Nevertheless, evidence still shows that not all PHC clinics have been able to success-
fully implement and sustain the BANC approach [35]. Ngxongo [35] discovered that out 
of 59 Municipal PHC clinics in eThekwini District in KwaZulu-Natal, 46% (n = 27) were 
successfully implementing the BANC approach. Midwives face various challenges dur-
ing the implementation of the BANC approach which has resulted in some PHC clinics 
abandoning the BANC approach and reverting to the traditional approach to ANC [35]. 
These challenges include shortage of staff, lack of cooperation from referral hospitals, lack 
of in-service training, problems with transportation of specimens to laboratories, lack of 
material resources, unavailability of Basic Antenatal Care programme guidelines and lack 
of management support [35].

Although the BANC approach emphasises quality over quantity of visits [36], reducing the 
number of ANC visits has posed numerous challenges in the pregnancy outcomes. According 
to Hofmeyr and Mentrop [37], too few visits and the long interval between routine ANC visits 
in late pregnancy in the BANC approach have been responsible for a number of maternal and 
perinatal deaths. Hofmeyr and Mentrop [37] argue that the more frequent and closely spaced 
ANC visits as pregnancy advances in the traditional approach assisted in early diagnosis and 
management of selected ANC problems such as preeclampsia, foetal growth impairment and 
others and that too few visits result in missed opportunities to detect and treat asymptomatic 
pregnancy complications. These authors recommend modification of the BANC approach 
into what they call ‘BANC plus’. Their proposal is that a reasonable compromise for a middle-
income country such as South Africa would be to continue to implement the WHO BANC 
approach with reduced, goal-orientated visits up to 32 weeks’ gestation and thereafter to 
revert to routine visits every 2–36 or 38 weeks, followed by weekly checks.

The international evidence supports a more regular contact between healthcare workers and 
pregnant women. Therefore, South Africa is gradually switching to an eight-contact model 
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ing the implementation of the BANC approach which has resulted in some PHC clinics 
abandoning the BANC approach and reverting to the traditional approach to ANC [35]. 
These challenges include shortage of staff, lack of cooperation from referral hospitals, lack 
of in-service training, problems with transportation of specimens to laboratories, lack of 
material resources, unavailability of Basic Antenatal Care programme guidelines and lack 
of management support [35].

Although the BANC approach emphasises quality over quantity of visits [36], reducing the 
number of ANC visits has posed numerous challenges in the pregnancy outcomes. According 
to Hofmeyr and Mentrop [37], too few visits and the long interval between routine ANC visits 
in late pregnancy in the BANC approach have been responsible for a number of maternal and 
perinatal deaths. Hofmeyr and Mentrop [37] argue that the more frequent and closely spaced 
ANC visits as pregnancy advances in the traditional approach assisted in early diagnosis and 
management of selected ANC problems such as preeclampsia, foetal growth impairment and 
others and that too few visits result in missed opportunities to detect and treat asymptomatic 
pregnancy complications. These authors recommend modification of the BANC approach 
into what they call ‘BANC plus’. Their proposal is that a reasonable compromise for a middle-
income country such as South Africa would be to continue to implement the WHO BANC 
approach with reduced, goal-orientated visits up to 32 weeks’ gestation and thereafter to 
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The international evidence supports a more regular contact between healthcare workers and 
pregnant women. Therefore, South Africa is gradually switching to an eight-contact model 
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(three more visits than the current five contact Basic Antenatal Care (BANC) policy) [38]. 
It is envisaged that this intervention will improve the pregnancy experience as well as the 
outcomes of pregnant women and their babies in South Africa. The BANC + continues to 
emphasise the importance of conducting the first visit as early as possible, with the next 
visit scheduled at 20 weeks and then repeat visits at 26 weeks. The adjustments include the 
30 weeks and 34 weeks and then a 2-week visit until delivery. An audit of the current BANC 
system has shown that two important principles of good care were often missing: a plan for 
further antenatal care and the delivery plan (including delivery at the appropriate level of 
care or hospital). Therefore, appropriate planning for the pregnancy as well as for the deliv-
ery, based on information obtained and correctly interpreted at every visit, will ensure that 
women and their families are ready and prepared when the big day arrives. The purpose of 
BANC+ is not just to increase the number of visits but also an opportunity to look again at 
how that care is given [38].

8. Conclusion

The introduction of the BANC approach has been a positive milestone for South Africa. 
Studies show that many African countries such as Ghana, Kenya, Tanzania and others have 
seen positive results with the implementation of the WHO FANC model [1, 8, 17]. Although 
South Africa is still experiencing numerous challenges with the BANC approach, there is 
hope that this country will also achieve positive results as the country continues to adjust and 
improve the BANC approach to suit its circumstances.
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Abstract

The rationale of any national screening programme is to recognise the benefits for public 
health, to assess a predominantly healthy population including pregnant women and to 
detect risk factors for morbidity in order to provide timely care interventions. The focus 
of antenatal care screening is to identify wider determinants of health that may have an 
impact on a pregnant woman’s well-being that includes the physical, psychological, social 
and religious factors. Psychosocial risks, among others, include poor socioeconomic condi-
tions such as poverty, lack of social support, general health inequalities, domestic violence 
and a history of either personal or familial mental illness, all of which have the capacity to 
influence a pregnant woman’s decision to utilise health care services. This chapter high-
lights the antenatal care process, the importance of psychosocial care during pregnancy, 
maternal risks during pregnancy, the impact of pregnancy on maternal well-being, the 
possible psychosocial risk factors during pregnancy, psychosocial assessment, psychoso-
cial care as a missing piece of the antenatal care puzzle, the presentation of the results of a 
study on psychosocial risk assessment and support and further outlining various antena-
tal care approaches that could be adopted to offer pregnant women holistic care.

Keywords: antenatal care screening, pregnancy, psychosocial care, psychosocial 
support, women

1. Introduction

This chapter presents a discussion pertaining to psychosocial care for women during pregnancy. 
Pregnancy as a developmental phase involves both physiological and psychological adapta-
tions that are acceptable to a certain extent, but if excessive, may lead to pathological changes. 
Psychosocial stressors experienced during pregnancy encompass life experiences that include 
changes in personal life, job status, family makeup, housing and the possibility of domestic 
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violence [1]. While risks cannot be totally eliminated once pregnancy is established, they can be 
reduced through effective, accessible and affordable maternity health care. Numerous studies 
reveal significant depressive symptoms in pregnant women that are associated with sociode-
mographic and economic status and that depression during pregnancy may negatively influ-
ence psychosocial adjustment [2, 3]. Research findings also recommend an integrated approach 
to antenatal care that focuses on both the physiological and psychosocial dimensions.

2. Antenatal care as a process

Antenatal care has been described as one of the effective forms of preventative care. It involves 
screening symptomatic and asymptomatic pregnant women, with the aim of detecting and 
thereby preventing both maternal and neonatal adverse events. The introduction of antenatal 
care in 1910 in the Royal Adelaide Hospital in Australia has played an important role in pre-
venting high maternal and perinatal mortality rates. Antenatal care should ideally be geared 
towards the promotion of health and the prevention of physical and psychosocial problems [16].

The psychopathology of pregnancy needs to be understood in terms of the adjustment that 
all women have to make when they conceive, as pregnancy is also an adaptive process. A 
pregnant woman should carry the baby safely through to delivery and adjust to the sacrifices 
that motherhood demands. The challenges that face her, include the acceptance of the preg-
nancy by the family; development of an attachment to the baby and preparation for birth; and 
adjustment to the changes in her physical appearance, and to development and maintenance 
of a positive relationship with the father of the baby. Many women respond to this complex 
process with grief and anger, especially when the pregnancy is unplanned and unaccepted. 
Unmanaged grief or anger might ultimately lead to maternal depression [17].

Pregnancy can be enhanced through a coordinated antenatal care programme, which includes 
both medical and psychosocial care. As such, pregnant women’s mental health should be a 
primary concern for all midwives due to a reported high prevalence of depressive and anxiety 
disorders in women. Hollander and Langer [18, 19] reported a 21% incidence of depression and 
34% anxiety disorders in women, which may be exacerbated by pregnancy. Pregnancy-specific 
anxiety may occur as the woman worries about her pregnancy, physical changes and delivery.

Antenatal preparation should be offered to all women during pregnancy as a national policy. 
Screening during pregnancy is crucial, with the aim of detecting and preventing both mater-
nal and neonatal adverse events and instituting early intervention. During screening, mid-
wives should actively listen to the concerns and needs of pregnant women to be able to assess 
them comprehensively.

The findings of a cross-cultural survey by Namagembe [20] on the extent of physical and emo-
tional abuse on African American, White American and Hispanic women during pregnancy 
indicated that one in four women gave a history of battering and physical abuse. The implica-
tion for this was that many women’s community subsystems of safety and physical environ-
ment are not in harmony and that battering and physical abuse during pregnancy might lead to 
a significant delay in obtaining antenatal care by 6.5 weeks as compared to non-abused women.

Selected Topics in Midwifery Care16

During childbirth, women may look upon their midwives as their advocates despite the exist-
ing medically inclined maternity care context. The challenge faced by midwives is the provi-
sion of comprehensive and holistic maternity care. This challenge can be achieved through the 
maintenance of a woman-centred, individualised and caring approach, which needs a caring 
and responsive midwife. Midwifery care should involve the physical, emotional, social, spiri-
tual and psychological elements for it to be regarded as comprehensive [14].

3. The importance of psychosocial care during pregnancy

Psychosocial morbidity is not given enough recognition, it is not thought to be self-limiting 
as it is the care that is attributed to normal emotionality of pregnancy, and it is less frequently 
identified, especially if there is no continuity of care by the same midwife or clinician. Pereira 
et al. [4] reported that antenatal depression affects 4–16% of women, domestic violence during 
pregnancy rates at 16% and postnatal depression affects 15–20% of postpartum women.

Historically and contemporarily [4], much of what constitutes antenatal care throughout the 
world remains strongly rooted in the medical model within which it developed. Widespread, 
institutionalised routine antenatal care began around 80 years ago, focusing on mass screen-
ing with the aim of reducing maternal and perinatal morbidity and mortality under medical 
supervision [5] What is of concern within the context of antenatal care are the beliefs and 
assumptions that continue to underpin the structure and content of antenatal care.

Traditionally, antenatal care consists of a prescribed set of acts with a focus on the clinical 
physiological monitoring and screening of pregnant women. This approach was based on the 
notion by Oakley (1984) that pregnancy is a state of pathology rather than a normal physi-
ological and developmental stage [5]. As further stated by Chitra and Gnanadurai [1], “ante-
natal care is usually offered in a form of routine physical assessment and care with limited or 
no psychosocial assessment and care”.

Inadequate psychosocial risk assessment may lead to lack of psychosocial support afforded 
to the pregnant women. Pregnant women who lack psychosocial support may experience 
stress during their pregnancy and childbirth. These changes may increase the woman’s vul-
nerability to depression, which may in turn have adverse effects on both maternal and foetal 
well-being [6]. Unrelieved stress can also increase vulnerability to physical and emotional 
problems, for example, insomnia, fatigue, development of ulcers and heart problems [7].

Supportive care during childbirth may have long-term positive effects and may protect some 
women from a long-lasting negative birth experience. The latter was found in a longitudinal 
cohort study on “why some women change their opinions about childbirth over time” [8]. 
Mixed feelings were elicited from women regarding their attitude towards childbirth, chang-
ing from positive to less-positive opinions based on, for instance, dissatisfaction with intra-
partum care and lack of support for psychosocial problems such as single marital status or 
the presence of depressive symptoms. Changing from negative to less-negative feelings was 
associated with less worry about birth in early pregnancy and a more positive experience of 
support by the midwife.
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According to O’Keane and Marsh [9], psychosocial support not only lowers prematurity and 
low birth weight rates but also inspires healthier behaviours and lifestyle among pregnant 
women and discourages behaviours like smoking, substance abuse and poor nutritional 
intake, which can have other detrimental effects on the mother and baby. Psychosocial sup-
port calls for a multi-level approach, consisting of strengthening partners and families and 
enhancing system capacity by ensuring the availability of resources. Interventions need to 
bolster the support provided within the woman’s existing social network in order to maintain 
the woman’s cultural beliefs and values.

Dodd et al. [10] tested a hypothesis on the relationship between psychosocial stress, social 
support, self-efficacy and circulating pro- and anti-inflammatory cytokines in women 
throughout pregnancy. Pregnant women within the study completed the Denver Maternal 
Health Assessment. The conclusion was that high social support was associated with low 
stress scores. Elevated stress scores positively correlated with higher levels of pro-inflamma-
tory cytokine interleukin-6 (IL-6) and tumour necrosis factor-α (TNF-α).

A longitudinal community-based study conducted by Gelder et al. [11] through the use of the 
Edinburgh Postnatal Depression Scale (EPDS) revealed that women who lacked social support 
showed more symptoms of depressed mood. The maternal depressive mood had a negative 
impact on breastfeeding, the experiences of motherhood and the relationship with partners.

Appropriate psychosocial assessment is important for designing relevant intervention strate-
gies and for public health policy formulation [12]. Ethically, psychosocial risk assessment 
should be linked to a plan of care through the provision of appropriate psychosocial support. 
The plan of care should ensure that the maternal referral arrangements are in place at the par-
ticipating facilities. The plan of care should be coordinated with all appropriate disciplines.

Irrespective of how maternity care providers perceive antenatal care, the important issue to be 
taken into consideration is the woman. From a psychosocial point of view, for midwives using 
a midwifery model, antenatal care is a time of building a relationship with each woman and 
her family. It is a time when a partnership is developed and negotiated; expectations, roles 
and responsibilities are identified; options are discussed and choices are made by women and 
supported by midwives.

While not neglecting physical safety, antenatal care should be emotionally, socially, culturally 
and religiously acceptable to the woman. Physical care alone is not sufficient for the woman, 
as her needs and expectations are unique. The effectiveness of antenatal care as a central focus 
is still being discussed by midwives, obstetricians, medical anthropologists, sociologists and 
women’s organisations. Handley [13] cited Oakley (1984) in her book “Captured Womb” and 
wrote extensively on pregnancy, antenatal care and childbirth. She argues the importance of 
antenatal care but also believes that antenatal care is something that is done in an attempt to con-
trol the behaviour of women’s bodies, an intervention offered to women that does not benefit 
all women, but probably a few who do not know what to expect from an antenatal care service.

Purdy (2001) as cited by Woodward [14] defines medicalisation as the process that transpires 
when health practitioners treat natural bodily functions as if they were diseased. Purdy fur-
ther stated that it is essential that conventional medicine re-evaluates its health care model 
towards the needs of patients and not its own.
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Conventional medicine must also accept other health care practices such as midwifery-led 
maternity care as a valid source of healthcare, especially to address psychosocial risk factors. 
Women’s health problems, including pregnancy, should cease to be medicalised.

Parry [15] in a study exploring whether Canadian women’s choice of midwifery care identi-
fies a resistance to the medicalisation of pregnancy and childbirth came to the conclusion that 
women have a desire for personal control of their pregnancy as reflected in this comment:

“I just wanted to be in control of what was going on with my body, It scares me that they will push 
you when you are in your most vulnerable state, because it is more convenient for their schedule”. 
Participants further related how midwifery care met their needs for control over their bodies, their preg-
nancies and their experiences with childbirth, notwithstanding a sentiment that medical interventions 
also have a place in pregnancy and childbirth.

An ideal option for effective antenatal care is the incorporation of psychosocial care as a 
component of antenatal care, acknowledging the women’s own experiences of pregnancy [2]. 
Midwifery, which means “to be with women”, is based upon a philosophy of care in which 
the management of pregnancy is shared between the midwife and the woman, with a focus 
on informed choice, shared responsibility, mutual decision making and women articulating 
their health needs.

4. Maternal risks during pregnancy

According to Baldo [7], maternal risk is defined as the probability of experiencing various 
levels of injuries or even dying as a result of pregnancy or childbirth. Physiological and psy-
chosocial risk screening should therefore be conducted during the first and subsequent visits 
of antenatal care as part of a comprehensive assessment during antenatal care.

The opinions of Handwerker (1994), Lupton (1999) and Saxell (2000) as cited by Refs. [1, 21] 
were that risk assessment during childbirth is made more complex by the differences in the 
perceptions of risks between midwives and pregnant women, as risk from a midwife’s per-
spective is based on her specialised knowledge and training, epidemiology, personal values 
and experience, whereas a woman’s understanding of risk is far more contextual, individual-
ised and embedded in her social environment and everyday life experience.

Historically, the definition of maternal risk emphasises mainly medical factors and includes 
few psychological and socioeconomic factors. To add to this, the interest of midwives seems 
to be directed towards foetal well-being and the newborn child, ignoring the psychosocial 
needs of the mother. Furthermore, when a woman reports for delivery, her family member’s 
concern is mostly on the well-being of the newborn rather than on the maternal well-being.

Psychosocial factors are an important area to assess during pregnancy. Various studies, for 
example, those of [12, 22–24] demonstrate that stress, depression, alcohol abuse and lack of 
social support during pregnancy are commonly associated with low birth weight and perina-
tal morbidity and mortality. Furthermore, in this era of HIV/AIDS, psychosocial problems are 
common among affected populations. These issues may have an indirect influence by affect-
ing antenatal care attendance, the woman’s coping capacity and the physiology of pregnancy.
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Most of the risk assessment systems in midwifery care focuses on physical characteristics 
such as age, parity and education; however, these assessment systems are not exclusively 
suggestive of a risk for maternal morbidity and mortality as they mostly exclude psychosocial 
factors. A review of several studies by Hamid et al. [25] on the perceptions of antenatal care 
by women suggests that there are several psychosocial risk factors that need to be taken into 
consideration in order to ensure a safe pregnancy and delivery. Psychosocial interventions 
have proved to be beneficial in providing comprehensive antenatal care.

Furthermore, a systematic review of 16 studies on antenatal screening for postnatal depres-
sion by Hamid et al. [25], which involved 23,000 participants, revealed that the proportion of 
women who are at risk for postnatal depression was between 10 and 67%. The authors further 
commented that the preliminary evidence suggested that the introduction of screening tools 
to aid early detection and diagnosis of depression has helped to raise awareness among health 
care providers regarding social and psychological maternal risk factors.

5. Possible psychosocial risk factors during pregnancy

Psychosocial risks are described as the demands or challenges that are psychological or social 
in origin, having the potential to directly or indirectly alter homeostasis during pregnancy and 
childbirth [21]. They relate to a combination of the affective states and cognitive factors of anxiety, 
depression, self-esteem mastery and perceived stress as measured by the scale of Gunn et al. [30].

According to Glazier et al. [28], a psychosocial problem may occur in response to an exposure 
to a stressful life event, for example, unemployment. The psychosocial response will, how-
ever, be determined by the effect it has on an individual, for example, loss of self-esteem and 
feelings of worthlessness.

Fawole et al. [29] have identified the following as some of the psychosocial risk factors that a 
woman may have experienced or may experience during pregnancy: woman battering; fam-
ily violence or intimate partner abuse; sexual abuse and harassment; discrimination; gender 
inequality; past history of depressive disorders; absent/abusive or non-supportive spouse; 
marital difficulties; pregnancy occurring below 18 years of age, which antedates social devel-
opment; unintended, unplanned or unwanted pregnancy; maternal or paternal unemploy-
ment; adverse life events, for example, loss of spouse; socio-economic factors, for example, 
poverty; barriers to accessing health care services, for example, distance travelled and trans-
port unavailability; medical disorders, for example, hypertension and HIV/AIDS and poor 
quality of interaction with health care providers that may lead to non-compliance to planned 
interventions and defaulting treatment.

6. The impact of pregnancy on maternal well-being

6.1. The physiological effect of pregnancy

Pregnancy may have an enormous psychological and physiological effect on a woman’s body 
and mind. This is due to suppression of the hypothalamic-pituitary-adrenal axis, which leads 
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to dramatic changes in oestrogen and progesterone levels. Changes in these hormone levels 
may alter a pregnant woman’s coping mechanisms. The physical discomfort of pregnancy, 
accompanied by anticipation of childbirth and the responsibility of parenthood, often causes 
anxiety and emotional changes [27].

6.2. Stress alters physiology

There is a growing body of data suggesting that psychosocial factors such as high stress and 
low social support negatively affect the success of pregnancy. The findings of a survey by 
Shamim ul Moula [26] to address relationships between psychosocial variables and serum 
inflammatory markers during pregnancy support the notion that prenatal stress alters mater-
nal physiology and immune function in a manner that is consistent with an increased risk 
of pregnancy complications such as preterm delivery and pregnancy-induced hypertension. 
The conclusion based on the findings of the above survey was a need for the development of 
strategies for supporting maternal mental health.

6.3. The impact of psychosocial stress on maternal and foetal well-being

It is clear that birth and infant development are affected by prenatal events that could lead to 
maternal stress. Maternal psychosocial stress has been recently identified as a factor in early 
foetal development. There is growing evidence that perinatal psychological and environmen-
tal stressors are detrimental to pregnancy success and infant outcomes. Stress is often defined 
as events, situations, emotions and interactions that are perceived as negatively affecting the 
well-being of an individual or that cause responses that are perceived as harmful [10].

A direct relationship is said to exist between maternal psychological stress and low birth 
weight, prematurity and intra-uterine growth retention. This is related to the release of cat-
echolamines that results in placental hypo-perfusion and consequent restriction of oxygen 
and inhibition of nutrients to the foetus, leading to foetal growth impairment [27].

6.4. The relationship between antenatal depression and postnatal depression

There is considerable evidence that postnatal depression is a public health care challenge 
as it can become chronic, can damage the relationship between the woman and her partner 
and might have adverse consequences for the emotional and cognitive development of the 
newborn. Regular assessment of mood during pregnancy should be routine for all women to 
establish the risk for depression, as postnatal depression can recur. Antenatal mood assess-
ment is one of the most robust predictors of postnatal depression, as 50% of postnatal depres-
sion is reported to have begun during pregnancy [27].

There is evidence from research that women with antenatal psychosocial risk factors are more 
likely to have a postnatal mood disorder, and as such, antenatal assessment can be beneficial 
for these women. The early identification and management of psychosocial risk factors have 
been shown to be beneficial in various studies. For example, in the study by Ref. [29], regard-
ing the review of existing tools that are used to assess psychosocial morbidity in pregnant 
women, and a study by Gunn et al. [30] on anxiety and depression during pregnancy, out-
comes were improved by minimising the occurrence of postpartum depression.
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poverty; barriers to accessing health care services, for example, distance travelled and trans-
port unavailability; medical disorders, for example, hypertension and HIV/AIDS and poor 
quality of interaction with health care providers that may lead to non-compliance to planned 
interventions and defaulting treatment.

6. The impact of pregnancy on maternal well-being

6.1. The physiological effect of pregnancy

Pregnancy may have an enormous psychological and physiological effect on a woman’s body 
and mind. This is due to suppression of the hypothalamic-pituitary-adrenal axis, which leads 
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to dramatic changes in oestrogen and progesterone levels. Changes in these hormone levels 
may alter a pregnant woman’s coping mechanisms. The physical discomfort of pregnancy, 
accompanied by anticipation of childbirth and the responsibility of parenthood, often causes 
anxiety and emotional changes [27].

6.2. Stress alters physiology

There is a growing body of data suggesting that psychosocial factors such as high stress and 
low social support negatively affect the success of pregnancy. The findings of a survey by 
Shamim ul Moula [26] to address relationships between psychosocial variables and serum 
inflammatory markers during pregnancy support the notion that prenatal stress alters mater-
nal physiology and immune function in a manner that is consistent with an increased risk 
of pregnancy complications such as preterm delivery and pregnancy-induced hypertension. 
The conclusion based on the findings of the above survey was a need for the development of 
strategies for supporting maternal mental health.

6.3. The impact of psychosocial stress on maternal and foetal well-being

It is clear that birth and infant development are affected by prenatal events that could lead to 
maternal stress. Maternal psychosocial stress has been recently identified as a factor in early 
foetal development. There is growing evidence that perinatal psychological and environmen-
tal stressors are detrimental to pregnancy success and infant outcomes. Stress is often defined 
as events, situations, emotions and interactions that are perceived as negatively affecting the 
well-being of an individual or that cause responses that are perceived as harmful [10].

A direct relationship is said to exist between maternal psychological stress and low birth 
weight, prematurity and intra-uterine growth retention. This is related to the release of cat-
echolamines that results in placental hypo-perfusion and consequent restriction of oxygen 
and inhibition of nutrients to the foetus, leading to foetal growth impairment [27].

6.4. The relationship between antenatal depression and postnatal depression

There is considerable evidence that postnatal depression is a public health care challenge 
as it can become chronic, can damage the relationship between the woman and her partner 
and might have adverse consequences for the emotional and cognitive development of the 
newborn. Regular assessment of mood during pregnancy should be routine for all women to 
establish the risk for depression, as postnatal depression can recur. Antenatal mood assess-
ment is one of the most robust predictors of postnatal depression, as 50% of postnatal depres-
sion is reported to have begun during pregnancy [27].

There is evidence from research that women with antenatal psychosocial risk factors are more 
likely to have a postnatal mood disorder, and as such, antenatal assessment can be beneficial 
for these women. The early identification and management of psychosocial risk factors have 
been shown to be beneficial in various studies. For example, in the study by Ref. [29], regard-
ing the review of existing tools that are used to assess psychosocial morbidity in pregnant 
women, and a study by Gunn et al. [30] on anxiety and depression during pregnancy, out-
comes were improved by minimising the occurrence of postpartum depression.
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Recommendations from a survey by Namagembe [20] were that a search for battering and 
abuse should be carried out during the antenatal assessment of pregnant women and mid-
wives should have knowledge of the appropriate interventions and be familiar with the 
resources for referral. The increased cost and complications that may arise as a result of any 
delays should be a concern for maternal-child health professionals. Routine antenatal and 
postnatal screening for psychosocial distress has been supported by investigators as a preven-
tive measure for postnatal depression [28].

7. Psychosocial assessment

Psychosocial assessment is defined by Chitra and Gnanadurai [1] as an evaluation of an indi-
vidual’s mental health, social status and functional capacity. The individual’s physical status, 
appearance and modes of behaviour are observed for factors that may indicate or contribute 
to emotional distress or mental illness. Observation includes posture, facial expressions, man-
ner of dress, speech and thought patterns, degree of motor activity and level of consciousness. 
The individual is questioned concerning patterns of daily living, including work schedule 
and social and leisure activities. Data should include the individual’s response to and meth-
ods of coping with stress, relationships, cultural orientation, unemployment or change of 
employment, change of residence, marriage, divorce or death of a loved one [30].

The above-listed risk factors can directly or indirectly affect the outcome of pregnancy in a nega-
tive way [7]. A meta-analysis of perinatal depression identified depression as a major complica-
tion of pregnancy affecting 14.5% of pregnant women [19].

8. Psychosocial care as a missing piece of the antenatal care puzzle

Traditionally and in many contemporary contexts, including in South Africa, antenatal care con-
sists of a prescribed set of acts based around the clinical monitoring and screening of all pregnant 
women. This establishment of routine care was based on the notion that pregnancy is a state of 
pathology rather than normal physiology. There is evidence of a focus on technological domi-
nance and a focus on the detection of obstetric and medical conditions occurring during preg-
nancy. This is based on a review of seven guidelines for antenatal care from the USA, Canada, 
Australia and Germany and mostly reflects expert opinion rather than scientific evidence [21].

For example, antenatal care in South Africa is provided at the primary, secondary and tertiary 
levels of care in both the public and private health care systems. Basic antenatal care services 
include physical examination, weight measurement, urinalysis, blood pressure monitoring, 
blood investigations and health information and are supposedly provided at all levels of ante-
natal care as routine practice.

The ongoing debate on antenatal care regarding its frequency, content, continuity, quality 
and effectiveness in reducing maternal and neonatal morbidity and mortality led to a new 
evidence-based protocol on the frequency of antenatal care. This is the result of randomised 
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trials carried out in the United Kingdom and Zimbabwe and of the World Health Organisation 
trials in Thailand, Argentina, Cuba and Saudi Arabia during 1996 [31].

The new schedule, as recommended by WHO [30], consists of four visits during pregnancy, the 
first one being early in pregnancy, with subsequent visits at 26, 32 and 36 weeks. This schedule 
is designed for the pregnant woman at low risk. These fewer antenatal visits led to poorer 
psychosocial outcomes and drew attention to greater maternal satisfaction with the routine 
care that was previously provided. The question is whether there would be an opportunity for 
the midwives to address psychosocial care within this regime.

Baldo [7] in a review of the antenatal care debate quoted Mcllwaine (1980) highlighting that 
he was amazed that pregnant women came for antenatal care and waited in the clinic for 
2 hours, only to be seen for 2 minutes by someone laying his or her hands on them, and 
then leave. The reason for this is the traditional focus on the biophysiology of pregnancy. 
The author recommended that antenatal care appointments should be structured, focused 
and advocated for longer first appointments to allow comprehensive assessment in order to 
address both physiological and psychosocial risk factors.

The Changing Childbirth report explicitly confirmed that women should be the focus of 
antenatal care to enable a woman to make informed decisions based on her needs, having 
discussed her matters with the midwife involved. Key aspects of care valued by women are 
reported to be respect, competence, communication, support and convenience [32].

The above are supported by the researcher’s findings from a phenomenological study on the 
expectations of antenatal care by pregnant women. Most women were happy with the physi-
cal health care but were dissatisfied with interpersonal aspects, for example, involvement, 
guidance and communication from the health care providers [33].

As a midwifery lecturer, the researcher often accompanied students for clinical facilitation. 
On guiding students on psychosocial care of women in the antenatal care clinic, women fre-
quently verbalised social and emotional concerns. The researcher’s further experience is that 
if psychosocial assessment is indeed conducted on a pregnant woman, it usually elicits the 
woman’s current active and significant psychosocial challenges.

The following are common remarks that were expressed by women during their antenatal 
visits while the researcher was engaged in student accompaniment.

A woman carrying her first pregnancy at age 25, gravida 1 para 0, from one of Gauteng’s 
provincial hospital’s antenatal clinic remarked:

“No one ever asked me this. Why don’t everyone do like this? I think I am lucky today, I had so much 
to ask or discuss previously but there was just no one to listen to me. I moved from a black hospital to a 
one for whites thinking things will be better but it’s the same. We come here, they quickly check the baby, 
and within 30 minutes you are gone with so much to share, as if the baby is the only one important”. 
She then asked for the lecturer’s and the student’s contact numbers for further consultation.

A pregnant woman, 42 years old, was asked if the pregnancy was planned at this vulnerable 
age as her first child was 20 years old. Her response was that she had lost a husband 5 years 
ago and had recently remarried. She was coping but her challenge was that the first child was 
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Recommendations from a survey by Namagembe [20] were that a search for battering and 
abuse should be carried out during the antenatal assessment of pregnant women and mid-
wives should have knowledge of the appropriate interventions and be familiar with the 
resources for referral. The increased cost and complications that may arise as a result of any 
delays should be a concern for maternal-child health professionals. Routine antenatal and 
postnatal screening for psychosocial distress has been supported by investigators as a preven-
tive measure for postnatal depression [28].

7. Psychosocial assessment

Psychosocial assessment is defined by Chitra and Gnanadurai [1] as an evaluation of an indi-
vidual’s mental health, social status and functional capacity. The individual’s physical status, 
appearance and modes of behaviour are observed for factors that may indicate or contribute 
to emotional distress or mental illness. Observation includes posture, facial expressions, man-
ner of dress, speech and thought patterns, degree of motor activity and level of consciousness. 
The individual is questioned concerning patterns of daily living, including work schedule 
and social and leisure activities. Data should include the individual’s response to and meth-
ods of coping with stress, relationships, cultural orientation, unemployment or change of 
employment, change of residence, marriage, divorce or death of a loved one [30].

The above-listed risk factors can directly or indirectly affect the outcome of pregnancy in a nega-
tive way [7]. A meta-analysis of perinatal depression identified depression as a major complica-
tion of pregnancy affecting 14.5% of pregnant women [19].

8. Psychosocial care as a missing piece of the antenatal care puzzle

Traditionally and in many contemporary contexts, including in South Africa, antenatal care con-
sists of a prescribed set of acts based around the clinical monitoring and screening of all pregnant 
women. This establishment of routine care was based on the notion that pregnancy is a state of 
pathology rather than normal physiology. There is evidence of a focus on technological domi-
nance and a focus on the detection of obstetric and medical conditions occurring during preg-
nancy. This is based on a review of seven guidelines for antenatal care from the USA, Canada, 
Australia and Germany and mostly reflects expert opinion rather than scientific evidence [21].

For example, antenatal care in South Africa is provided at the primary, secondary and tertiary 
levels of care in both the public and private health care systems. Basic antenatal care services 
include physical examination, weight measurement, urinalysis, blood pressure monitoring, 
blood investigations and health information and are supposedly provided at all levels of ante-
natal care as routine practice.

The ongoing debate on antenatal care regarding its frequency, content, continuity, quality 
and effectiveness in reducing maternal and neonatal morbidity and mortality led to a new 
evidence-based protocol on the frequency of antenatal care. This is the result of randomised 
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trials carried out in the United Kingdom and Zimbabwe and of the World Health Organisation 
trials in Thailand, Argentina, Cuba and Saudi Arabia during 1996 [31].

The new schedule, as recommended by WHO [30], consists of four visits during pregnancy, the 
first one being early in pregnancy, with subsequent visits at 26, 32 and 36 weeks. This schedule 
is designed for the pregnant woman at low risk. These fewer antenatal visits led to poorer 
psychosocial outcomes and drew attention to greater maternal satisfaction with the routine 
care that was previously provided. The question is whether there would be an opportunity for 
the midwives to address psychosocial care within this regime.

Baldo [7] in a review of the antenatal care debate quoted Mcllwaine (1980) highlighting that 
he was amazed that pregnant women came for antenatal care and waited in the clinic for 
2 hours, only to be seen for 2 minutes by someone laying his or her hands on them, and 
then leave. The reason for this is the traditional focus on the biophysiology of pregnancy. 
The author recommended that antenatal care appointments should be structured, focused 
and advocated for longer first appointments to allow comprehensive assessment in order to 
address both physiological and psychosocial risk factors.

The Changing Childbirth report explicitly confirmed that women should be the focus of 
antenatal care to enable a woman to make informed decisions based on her needs, having 
discussed her matters with the midwife involved. Key aspects of care valued by women are 
reported to be respect, competence, communication, support and convenience [32].

The above are supported by the researcher’s findings from a phenomenological study on the 
expectations of antenatal care by pregnant women. Most women were happy with the physi-
cal health care but were dissatisfied with interpersonal aspects, for example, involvement, 
guidance and communication from the health care providers [33].

As a midwifery lecturer, the researcher often accompanied students for clinical facilitation. 
On guiding students on psychosocial care of women in the antenatal care clinic, women fre-
quently verbalised social and emotional concerns. The researcher’s further experience is that 
if psychosocial assessment is indeed conducted on a pregnant woman, it usually elicits the 
woman’s current active and significant psychosocial challenges.

The following are common remarks that were expressed by women during their antenatal 
visits while the researcher was engaged in student accompaniment.

A woman carrying her first pregnancy at age 25, gravida 1 para 0, from one of Gauteng’s 
provincial hospital’s antenatal clinic remarked:

“No one ever asked me this. Why don’t everyone do like this? I think I am lucky today, I had so much 
to ask or discuss previously but there was just no one to listen to me. I moved from a black hospital to a 
one for whites thinking things will be better but it’s the same. We come here, they quickly check the baby, 
and within 30 minutes you are gone with so much to share, as if the baby is the only one important”. 
She then asked for the lecturer’s and the student’s contact numbers for further consultation.

A pregnant woman, 42 years old, was asked if the pregnancy was planned at this vulnerable 
age as her first child was 20 years old. Her response was that she had lost a husband 5 years 
ago and had recently remarried. She was coping but her challenge was that the first child was 
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rejecting both the new husband and the pregnancy. This was a reflection of another need for 
psychosocial support that could have been achieved through a proper psychosocial assess-
ment by a midwife and appropriate referral offered.

9. Why should psychosocial risks be screened during antenatal care?

The concept of psychosocial stressors during pregnancy encompasses life experiences, includ-
ing among others, changes in personal life, job status, family makeup, housing and domes-
tic violence [1]. All these require adaptive coping mechanisms on the part of the pregnant 
woman, which can be achieved through the support of the midwife.

Risk screening, according to Refs. [1, 7], involves using a list of risk factors and some form of 
scoring system to classify pregnant women into specific risk categories, typically high risk or low 
risk, using cutoff points or thresholds. The focus of risk screening is to detect early symptoms 
and to predict the likelihood of complications. The intention of risk assessment is to predict prob-
lems before they occur and, as such, take appropriate action by providing optimal maternal care.

Bibring (1959) as cited by Stahl and Hundley [16] was among the first psychoanalytic writers 
to claim that “pregnancy is a psychobiological crisis affecting all expectant mothers, no matter 
what their state of psychic health is. As [with] every normal crisis that constitutes a turning 
point in life, it precipitates an acute disequilibrium…may lead to a new level of psychological 
maturity and integration. The outcome of this crisis might have a profound effect not only on 
the woman herself but also on the mother-child relationship”.

A cross-sectional study to identify a relationship between life stress, perceived social support 
and symptoms of depression and anxiety was conducted by Waldenstrom [34]. Based on her 
findings, it was recommended that psychosocial assessment of pregnant women and their 
partners may facilitate interventions to augment support networks and as such reduce the 
risk of psychosocial stress.

The New Antenatal Care Model proposed by WHO [35] recommends a set of activities dur-
ing each visit for those women who are identified to be at low risk by screening for condi-
tions likely to increase adverse outcomes of pregnancy, providing therapeutic intervention 
known to be beneficial and educating women about safe birth. However, the model does not 
emphasise psychosocial issues but proposes that some time should be set aside during each 
visit to discuss the pregnancy and related issues. Emphasis was put on the importance of 
communication.

As a measure to promote psychosocial risk assessment, a new approach to psychosocial 
risk assessment during pregnancy (ANEW) was implemented in Australia during 2000, 
in a form of a project to provide an alternative way to psychological risk screening in 
pregnancy. A training programme in advanced communication skills and common psy-
chosocial aspects of childbirth was offered to midwives and doctors at the Mercy Hospital 
for women, with the aim of improving the identification and support of women with psy-
chosocial needs in pregnancy [36]. The outcome of the programme was that it improved the 
ability of the health care professionals to identify and care for women with psychosocial 
needs.
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A randomised controlled trial examining the effectiveness of the Antenatal Psychosocial Health 
Assessment (ALPHA) form in detecting psychosocial risk factors in pregnant women revealed 
that 72.7% of the women in the ALPHA group showed interest in discussing psychosocial 
issues The experimental group was twice as likely to declare psychosocial problems as the 
control group (based on odds ratio 1.8, 95% confidence interval and 1.1–3.0, ρ = 0.02).

Two-thirds of health care providers in the ALPHA group found the form easy to use, and 86% 
said they would use it if it were recommended as standard practice. The conclusion of the trial 
showed that the assessment of psychosocial well-being during antenatal care was acceptable 
to both women and health care professionals [4, 31] in a project on antenatal psychosocial risk 
assessment in Australia, stating that antenatal depression, domestic violence and postnatal 
depression occurred more frequently than gestational diabetes, placenta praevia, pre-eclamp-
sia and other obstetric and medical conditions, but most midwifery care settings still do not 
routinely screen for psychosocial problems.

As stated in Ref. [5] and other literature, for example, Hall (2001) as cited in Ref. [5], the pro-
cedures that are commonly undertaken to monitor pregnancy are aimed at reducing morbid-
ity and mortality, but have been found to often cause physical, social and emotional harm. 
The physiological care that is routinely offered during antenatal care clearly illustrates that 
the scope of antenatal care is primarily derived from a medical perspective. The implication 
is that routine antenatal care fails to meet reasonable expectations and the needs of women.

Midwives are urged to overcome the perception in literature and media that health care pro-
viders are unkind, rude, unsympathetic and uncaring, as negative emotions such as anger may 
arise when a woman receives insensitive care. Delwo [37] concluded her study of Swedish 
women’s satisfaction with medical and emotional aspects of antenatal care by urging mid-
wives working in antenatal care to support pregnant women and their partners in a profes-
sional and friendly way in order to increase their satisfaction with care. They also advised that 
identifying and responding to women who are dissatisfied with their antenatal care could help 
to improve their satisfaction.

10. A study on psychosocial risk assessment and support during 
pregnancy conducted in Gauteng Province, South Africa

The aim of this study was to develop guidelines for the enhancement of psychosocial risk 
assessment of pregnant women, with a focus on the provision of psychosocial support.

It was hoped that the results of the study would provide evidence that could motivate interven-
tions aimed at closing the gap between the routine assessment of physiological risks factors and 
the assessment of psychosocial risk factors during antenatal care. This would provide a basis for 
midwives to implement an appropriate action should any psychosocial risk be identified. Once 
formally tested, such guidelines could be incorporated into national guidelines for best practice.

10.1. Ethical considerations

Ethical clearance was obtained from the University of the Witwatersrand Human Research 
Ethics Committee, protocol number M081013. Participation was voluntary. Anonymity and 
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rejecting both the new husband and the pregnancy. This was a reflection of another need for 
psychosocial support that could have been achieved through a proper psychosocial assess-
ment by a midwife and appropriate referral offered.

9. Why should psychosocial risks be screened during antenatal care?

The concept of psychosocial stressors during pregnancy encompasses life experiences, includ-
ing among others, changes in personal life, job status, family makeup, housing and domes-
tic violence [1]. All these require adaptive coping mechanisms on the part of the pregnant 
woman, which can be achieved through the support of the midwife.

Risk screening, according to Refs. [1, 7], involves using a list of risk factors and some form of 
scoring system to classify pregnant women into specific risk categories, typically high risk or low 
risk, using cutoff points or thresholds. The focus of risk screening is to detect early symptoms 
and to predict the likelihood of complications. The intention of risk assessment is to predict prob-
lems before they occur and, as such, take appropriate action by providing optimal maternal care.

Bibring (1959) as cited by Stahl and Hundley [16] was among the first psychoanalytic writers 
to claim that “pregnancy is a psychobiological crisis affecting all expectant mothers, no matter 
what their state of psychic health is. As [with] every normal crisis that constitutes a turning 
point in life, it precipitates an acute disequilibrium…may lead to a new level of psychological 
maturity and integration. The outcome of this crisis might have a profound effect not only on 
the woman herself but also on the mother-child relationship”.

A cross-sectional study to identify a relationship between life stress, perceived social support 
and symptoms of depression and anxiety was conducted by Waldenstrom [34]. Based on her 
findings, it was recommended that psychosocial assessment of pregnant women and their 
partners may facilitate interventions to augment support networks and as such reduce the 
risk of psychosocial stress.

The New Antenatal Care Model proposed by WHO [35] recommends a set of activities dur-
ing each visit for those women who are identified to be at low risk by screening for condi-
tions likely to increase adverse outcomes of pregnancy, providing therapeutic intervention 
known to be beneficial and educating women about safe birth. However, the model does not 
emphasise psychosocial issues but proposes that some time should be set aside during each 
visit to discuss the pregnancy and related issues. Emphasis was put on the importance of 
communication.

As a measure to promote psychosocial risk assessment, a new approach to psychosocial 
risk assessment during pregnancy (ANEW) was implemented in Australia during 2000, 
in a form of a project to provide an alternative way to psychological risk screening in 
pregnancy. A training programme in advanced communication skills and common psy-
chosocial aspects of childbirth was offered to midwives and doctors at the Mercy Hospital 
for women, with the aim of improving the identification and support of women with psy-
chosocial needs in pregnancy [36]. The outcome of the programme was that it improved the 
ability of the health care professionals to identify and care for women with psychosocial 
needs.
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that 72.7% of the women in the ALPHA group showed interest in discussing psychosocial 
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control group (based on odds ratio 1.8, 95% confidence interval and 1.1–3.0, ρ = 0.02).

Two-thirds of health care providers in the ALPHA group found the form easy to use, and 86% 
said they would use it if it were recommended as standard practice. The conclusion of the trial 
showed that the assessment of psychosocial well-being during antenatal care was acceptable 
to both women and health care professionals [4, 31] in a project on antenatal psychosocial risk 
assessment in Australia, stating that antenatal depression, domestic violence and postnatal 
depression occurred more frequently than gestational diabetes, placenta praevia, pre-eclamp-
sia and other obstetric and medical conditions, but most midwifery care settings still do not 
routinely screen for psychosocial problems.

As stated in Ref. [5] and other literature, for example, Hall (2001) as cited in Ref. [5], the pro-
cedures that are commonly undertaken to monitor pregnancy are aimed at reducing morbid-
ity and mortality, but have been found to often cause physical, social and emotional harm. 
The physiological care that is routinely offered during antenatal care clearly illustrates that 
the scope of antenatal care is primarily derived from a medical perspective. The implication 
is that routine antenatal care fails to meet reasonable expectations and the needs of women.

Midwives are urged to overcome the perception in literature and media that health care pro-
viders are unkind, rude, unsympathetic and uncaring, as negative emotions such as anger may 
arise when a woman receives insensitive care. Delwo [37] concluded her study of Swedish 
women’s satisfaction with medical and emotional aspects of antenatal care by urging mid-
wives working in antenatal care to support pregnant women and their partners in a profes-
sional and friendly way in order to increase their satisfaction with care. They also advised that 
identifying and responding to women who are dissatisfied with their antenatal care could help 
to improve their satisfaction.

10. A study on psychosocial risk assessment and support during 
pregnancy conducted in Gauteng Province, South Africa

The aim of this study was to develop guidelines for the enhancement of psychosocial risk 
assessment of pregnant women, with a focus on the provision of psychosocial support.

It was hoped that the results of the study would provide evidence that could motivate interven-
tions aimed at closing the gap between the routine assessment of physiological risks factors and 
the assessment of psychosocial risk factors during antenatal care. This would provide a basis for 
midwives to implement an appropriate action should any psychosocial risk be identified. Once 
formally tested, such guidelines could be incorporated into national guidelines for best practice.

10.1. Ethical considerations

Ethical clearance was obtained from the University of the Witwatersrand Human Research 
Ethics Committee, protocol number M081013. Participation was voluntary. Anonymity and 
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confidentiality were maintained throughout the research process. The ethical principles of 
autonomy, beneficence, non-maleficence and justice were observed accordingly.

10.2. Research context and methods

A mixed-method research was used for this study. A sequential explanatory design was 
employed, whereby quantitative data were first collected and analysed, followed by qualitative 
data collection and analysis in two consecutive phases [38]. The investigation was conducted 
within the following contexts:

10.3. Sampling and data collection

Sampling was purposive for all data sources, which were midwifery education and train-
ing regulations from the South African Nursing Council; midwifery education and training 
records of the three nursing colleges providing basic nurse education in Gauteng Province 
in South Africa; records of antenatal care for women attending government antenatal facili-
ties in Gauteng Province were reviewed to establish the inclusion of psychosocial care; the 
administration of questionnaires to pregnant women attending antenatal care in Gauteng 
Province clinics; focus group discussions with both midwives and pregnant women at the 
antenatal care clinics; a survey to establish the extent of psychosocial assessment and psy-
chosocial care by midwives during pregnancy, through a self-administered questionnaire; 
and in-depth interviews conducted with midwifery experts from various settings at which 
midwifery was offered, for example, universities, nursing colleges and midwifery obstetric 
units (MOUs).

10.4. Data analysis

10.4.1. Quantitative data analysis

Quantitative data were analysed using Stata Release 10 statistical software. Data analysis 
generally included summary statistics (mean, standard deviation for continuous variables, 
frequencies and percentages for discrete variables) and Cronbach’s alpha for internal consis-
tency. Confidence intervals of 95% were used to report for discrete variable.

10.4.2. Qualitative data analysis

Qualitative data analysis occurred concurrently with data collection. To enhance the depth of 
qualitative analysis, multiple approaches to data analysis were used (e.g., constant compari-
son, thematic analysis and framework analysis) comparing themes and categories as a form 
of across-case analysis technique [38]. The stages that were involved in reducing data were 
examining, categorising and tabulating data [39].

Data analysis was systematic, sequential, verifiable and continuous in order to minimise poten-
tial bias. A “Framework Analysis” was mostly used in qualitative data analysis.
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10.5. An overview of study findings and discussion

10.5.1. Quantitative results

The findings confirmed that women experience stressful life events during pregnancy as illus-
trated in Table 1.

The response from 300 participants was that 184 (61.3%) were experiencing stressful life 
events during the current pregnancy, whereas 116 (38.6%) did not experience any stressful 
life events. Among those who experienced stressful life events, 72 (24%) experienced two 
events and 44 (14%) experienced three or more stressful life events. This provides evidence 
of the importance of assessing women psychosocially as almost all women present with psy-
chosocial problems.

The SANC Regulations, the curriculum and learning guides display a broad approach to 
psychosocial care as the focus is on holistic care. Written tests, examinations and clinical 
tools implemented at the colleges address psychosocial care to a minimal level. The Gauteng 
antenatal care guideline policy, the Guidelines for Maternity Care in South Africa (2015) and 
the midwifery competency register do not reflect psychosocial content in their guidelines 
or psychosocial criteria to be met during antenatal care. The antenatal card does not reflect 
guidelines on psychosocial care, as midwives recorded what they perceived as relevant to be 
assessed psychosocially.

Pregnancy stressful life events Women’s responses n (%)

Yes No

1.1. Have you experienced death of a spouse or family member? 82(27) 218(73)

1.2. Have you gone through a divorce or marital separation? 26(9) 274(91)

1.3. Were you retrenched or fired from work? 37(12) 264(88)

1.4. Have you been a victim of rape or sexual assault? 15(5) 286(95)

1.5. Have you ever experienced any pregnancy loss? 60(20) 242(80)

2. Was the pregnancy planned? 140(46) 162(54)

3. Have you been sick during this pregnancy? 141(47) 160(53)

If yes, what was the illness? Note response to the questions below

4. Have you ever attempted suicide? 15(5) 285(95)

5. Have you ever been diagnosed with a mental health condition? 14(5) 286(95)

6. Have you been hospitalised for a mental health problem? 16(5) 284(95)

7. Did you attend any mental health counselling session? 27(9) 274(91)
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autonomy, beneficence, non-maleficence and justice were observed accordingly.

10.2. Research context and methods

A mixed-method research was used for this study. A sequential explanatory design was 
employed, whereby quantitative data were first collected and analysed, followed by qualitative 
data collection and analysis in two consecutive phases [38]. The investigation was conducted 
within the following contexts:

10.3. Sampling and data collection

Sampling was purposive for all data sources, which were midwifery education and train-
ing regulations from the South African Nursing Council; midwifery education and training 
records of the three nursing colleges providing basic nurse education in Gauteng Province 
in South Africa; records of antenatal care for women attending government antenatal facili-
ties in Gauteng Province were reviewed to establish the inclusion of psychosocial care; the 
administration of questionnaires to pregnant women attending antenatal care in Gauteng 
Province clinics; focus group discussions with both midwives and pregnant women at the 
antenatal care clinics; a survey to establish the extent of psychosocial assessment and psy-
chosocial care by midwives during pregnancy, through a self-administered questionnaire; 
and in-depth interviews conducted with midwifery experts from various settings at which 
midwifery was offered, for example, universities, nursing colleges and midwifery obstetric 
units (MOUs).

10.4. Data analysis

10.4.1. Quantitative data analysis

Quantitative data were analysed using Stata Release 10 statistical software. Data analysis 
generally included summary statistics (mean, standard deviation for continuous variables, 
frequencies and percentages for discrete variables) and Cronbach’s alpha for internal consis-
tency. Confidence intervals of 95% were used to report for discrete variable.

10.4.2. Qualitative data analysis

Qualitative data analysis occurred concurrently with data collection. To enhance the depth of 
qualitative analysis, multiple approaches to data analysis were used (e.g., constant compari-
son, thematic analysis and framework analysis) comparing themes and categories as a form 
of across-case analysis technique [38]. The stages that were involved in reducing data were 
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10.5. An overview of study findings and discussion
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10.5.2. Qualitative findings

The findings from the focus group discussions within this study also indicated that psycho-
social assessment and care were important during pregnancy. The respondents further high-
lighted the importance of an appropriate guideline and a record for psychosocial assessment 
and care as reflected within the following responses:

Respondent 1: “If you look now the state of affairs of our antenatal card it just says social…(empha-
sizing), and you can ask anything… there is nowhere psychosocial issues are recorded”.

Respondent 2: “Yes, something like TICK, TICK, will help maybe something like a checklist to ask 
relevant questions, with a checklist I think we would be made aware of the things that we normally 
don’t ask”.

“Yes, (All participants) the checklist will remind us to go deeper, you know beyond the surface, to go 
deeper than the care that we normally give because it’s useless to pretend as if everything is fine whereas 
the patient has a big problem that can lead to complications, but once we have something that will guide 
us to ask something, even if you don’t ask all the questions, but you know maybe you can highlight, and 
maybe you pick up something, that will be very helpful”.

Respondent 3: “There must be a tool because on the green card is just a small line, where we ask for 
example, it is not written clear, just says “social”… therefore if there was a guideline regarding what 
should be done it will be appropriate for the pregnant women”.

The concern about the need for training and support for midwives and other health profes-
sionals undertaking care to pregnant women [40] led to the development of a psychosocial 
risk assessment tool that was also based on the findings of the study. Furthermore, there 
are few studies worldwide reporting the development, evaluation and implementation of 
screening tools for psychosocial risk factors in pregnant women and subsequent intervention 
and prevention programs [45]. The assessment tool developed from the findings of this study 
is currently being piloted in 21 Community Health Centers in Gauteng Province as a 3-year 
project (2017–2019). The aim of the pilot study is to evaluate the tool, modify it and incorpo-
rate it as part of routine antenatal care. The long-term plan is to have a policy developed that 
integrates psychosocial risk assessment and support with routine physical care.

Based on the increasing international move to standardise as routine the psychosocial assess-
ment and depression screening of all pregnant women and offer relevant support [40–42], 
different options need to be considered in order to enhance psychosocial care. Some of the 
interventions that are applied in certain countries globally are reflected in Table 2.

10.6. Group antenatal care

Based on the shortage of midwives or clinicians reported in this and other studies, and cou-
pled with a limitation in psychosocial care, group antenatal care might be another option.

Group antenatal care originated a decade ago in Minnesota, USA, during the early 1970s. 
It was introduced in Denmark in 1998, followed by Sweden in 2000. It is offered concur-
rently with traditional antenatal care. Antenatal visits are carried out in groups of 6–8. There 
is evidence that this approach increases networking between pregnant women, women are 
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able to validate and sort information within the group and it also allows a midwife to devote 
more time to pregnant women by saving about 3 hours per woman [47]. Groups may address 
common psychosocial problems, and those who need further individual consultation can be 
offered the same, which will probably not be often, with routine individualised care.

The Schindler-Rising model of “centering pregnancy”, one of the recommended models for 
antenatal care, is presented in Figure 1.

Type of intervention Description

Group antenatal care (Centering Pregnancy, USA) Consist of a group facilitated by the clinician that lasts 
approximately 90–120 minutes. This allows a discussion 
of a wide range of pregnancy-related issues that include 
psychosocial issues [43].

Hawaiian-style “Talkstory” The talk-story is integrated into the woman’s antenatal and 
postnatal assessment and care and involves an exchange of 
thoughts between the woman and midwife. It is based on 
the woman’s values, beliefs and experiences, acknowledging 
custom and culture.

A psychosocial risk assessment model (PRAM) 
Australia

Offers a conceptual framework, measures and methods 
suitable for a brief psychosocial assessment of pregnant and 
postpartum women [44].

ALPHA tool (Canada) 35 items used to detect 15 risk factors for postnatal adverse 
psychosocial outcomes [31].

KINDEX (University of Konstanz, Germany) Assess 11 risk arears during pregnancy, the presence of 
psychosocial factors and the experience of adversities by 
women [45].

Has been applied in European countries.

Antenatal risk questionnaire (ANQR) Composed of 12 items retrieved from the original 23 
pregnancy risks [46].

Table 2. Interventions to enhance psychosocial care.

Figure 1. “Centering pregnancy”.
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Figure 2. The “talkstory” process.

A “centering pregnancy” model is an innovative model for prenatal care. It focuses on 
“woman-centred care” by integrating antenatal care, health information and group support. 
It acknowledges a woman as an expert regarding her needs. The approach is practised, for 
example, in Canada, where women are involved in their basic assessment by weighing one 
another, checking one’s own urine sample, and intragroup checking of blood pressure. Each 
woman also records results in her own antenatal card [47].

Although the “centering pregnancy” model might free midwives or clinicians from routine 
investigations and as such allow them more time to address issues like psychosocial care, it 
carries a limitation in a sense that women should be literate, and the process should still be 
supervised by a midwife or a clinician until women are familiar with all aspects.

10.7. The Hawaiian-style “talkstory”

A Hawaiian-style “talkstory” originated from a needs-assessment project undertaken in Hawaii 
during 2000, where women indicated that their psychosocial needs were largely unmet.

A Hawaiian-style “talkstory” could offer an ideal approach in offering culturally focused 
antenatal care as it is a culturally based interactive communication approach, aimed at 
addressing the pregnant woman’s psychosocial needs. It could be mostly effective during 
the initial antenatal care booking as the woman is taking the lead in sharing her childbirth 
experiences. Figure 2 explains the talkstory process as a guideline for midwives who might 
be interested in its implementation.
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10.8. The success of the “talkstory” approach

The “talkstory” approach, as illustrated in Figure 3, served as an ideal way of assessing 
women psychosocially. It offers an opportunity to provide the woman with relevant health 
information and to validate myths or misconceptions about childbirth that the woman might 
be having, while also addressing her expectations. This is a type of psychosocial assessment 
and care that is women-centred, through placing an emphasis on a woman’s own beliefs, 
offering her autonomy and a right to informed choice [48].

A “talkstory” is an ideal approach during the initial contact of the woman and the midwife 
or a clinician, and as such it might promote communication between the two; it needs some 
time and requires a midwife or clinician who is skilled in listening and who has an ability to 
convey compassion, acceptance and encouragement to the woman. This approach might be a 
challenge in institutions experiencing the shortage of staff.

The implementation of psychosocial care incorporates adherence to the following principles: 
human rights and equality, justice and confidentiality. Measures to be put in place as part of psy-
chosocial support are availability of referral resources (social, mental, economic and judicial); 
the assessor should be well informed about the options of referral and to consider the possibility 
of the accompaniment of the woman throughout the process as a form of continuity of care and 
as stated by the United Nations Entity for Gender Equality and the Empowerment of Women.

11. Conclusion

The issue of psychosocial risk assessment and support seems to be a concern both nationally and 
internationally. The process of adapting to pregnancy and the resulting life changes are often 
difficult, even if the pregnancy is planned as pregnancy involves intense emotional, spiritual, 
psychological and social factors that need a midwife’s caring awareness and responsiveness. 

Figure 3. Outcomes achieved through the “talkstory process”.
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A pregnant woman should be assisted to recognise and incorporate these changes into her 
self-image, her social network and her lifestyle. When the pregnancy is unplanned, the psy-
chosocial changes may be more profound and lead to uncertainty, anxiety and depression [19].

There is a growing need for understanding the place and significance of maternal psychology 
and other psychosocial factors in the management of pregnant women by midwives or clini-
cians. Strategies for supporting maternal and foetal mental health need to be developed, as 
the importance of a good-quality pregnancy extends beyond antenatal care. Psychosocial risk 
assessment during pregnancy is further considered as the first strategy to support maternal 
well-being as this will allow the pregnant woman to cope with her pregnancy [26].

In theory, risk assessment is a logical tool for rationalising service delivery to ensure that 
those in greater need receive special attention and care. However, it is becoming increasingly 
clear that with incorrect and inadequate psychosocial risk assessment, scarce resources may 
be diverted away from pregnant women who are in real need. However, in the absence of 
evidence of an effective risk screening process, risk assessment cannot be relied on as a basis 
for matching needs and care in maternity services [7]. Ideally, psychosocial risk assessment 
should be included within the overall risk assessment or could be administered as a separate 
tool in the form of a checklist.
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cians. Strategies for supporting maternal and foetal mental health need to be developed, as 
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well-being as this will allow the pregnant woman to cope with her pregnancy [26].
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those in greater need receive special attention and care. However, it is becoming increasingly 
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be diverted away from pregnant women who are in real need. However, in the absence of 
evidence of an effective risk screening process, risk assessment cannot be relied on as a basis 
for matching needs and care in maternity services [7]. Ideally, psychosocial risk assessment 
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tool in the form of a checklist.
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Abstract

Achieving adequate pregnancy weight gain is critical to optimize infant and maternal 
outcomes. Extremes of pregnancy weight gain—excessive and inadequate—can jeopar-
dize the health of the mother and her baby. Excessive pregnancy weight gain is associ-
ated with increased risk of pregnancy complications, cesarean delivery, and an overly 
large infant. In the longer term, women with excessive gain during pregnancy are prone 
to retain pregnancy weight and are at risk for life-long obesity and diabetes. Inadequate 
gain is associated with negative infant outcomes such as low birth weight, growth restric-
tion, and increased risk for cardiovascular disease as an adult. Worldwide, more women 
are entering pregnancy overweight or obese. This trend is a more recent phenomenon 
even in developing countries. Some countries or regions have guidelines for pregnancy 
weight gain but others do not. The 2009 United States Institute of Medicine Guidelines 
are presented and discussed for the general population or women during pregnancy as 
well as for less clear-cut cases, such as twins and women with extreme obesity. Midwives 
and health workers need to be comfortable discussing guidelines for pregnancy weight 
gain in their settings—whether in a classroom, home, or clinic.

Keywords: pregnancy weight gain, gestational weight gain, postpartum weight 
retention, prepregnancy body mass index, postpartum weight retention

1. Introduction

Achieving adequate pregnancy weight gain (PWG) is critical to optimize infant and maternal 
outcomes [1]. In developed countries, excessive pregnancy weight gain (PWG) is more likely 
[2–6] while women in lower-resource countries are more likely to experience inadequate 
PWG [7–9]. Inadequate PWG is mainly associated with poorer infant outcomes, preterm 
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birth, suboptimal infant birth weight [10–12], and greater risk of infant death [13]. Excessive 
PWG is also associated with negative infant outcomes (e.g., excessive infant birth weights 
[11, 14]), but in mothers, it increases the likelihood of delivery complications including cesar-
ean delivery [14–16], postpartum weight retention [11, 17], and subsequent obesity [18–20]. 
In the longer term, inadequate and excessive PWG appear to alter the fetal intrauterine envi-
ronment, resulting in obesity in childhood [21–23], adolescence [24, 25], and type 2 diabetes, 
and atherogenic profiles in adulthood [26, 27]. Therefore, optimizing PWG improves not 
only maternal health but that of the next generation.

2. Pregnancy weight gain: physiology and composition

Pregnancy boasts an astounding array of physiologic and developmental changes that sup-
port the fetus from conception to birth. Physiologic changes include those necessary for fetal 
sustenance and growth; adequate oxygenation of the maternal/fetal dyad during pregnancy; 
and future provision for newborn nutrition via lactation after delivery. Throughout preg-
nancy, the mother’s metabolism adjusts based on hormonal changes of pregnancy, fetal 
requirements, her nutritional intake, and her level of physical activity. These changes are 
reflected in pregnancy weight gain (PWG), which includes gains in maternal and fetal fat 
mass and fat-free mass (protein, skeletal tissue), as well as the placenta and amniotic fluid 
[1, 28]. A complete review of pregnancy physiology is beyond the scope of this chapter. 
However, it is important for midwives and health-care workers to understand how aspects of 
pregnancy physiology affect PWG.

The appearance of pregnancy-associated hormones and concurrent increases in existing hor-
mones have multi-factorial influences on PWG. Referred to as the hormone of pregnancy, 
human chorionic gonadotropin (hCG) can be detected within days of embryo implantation. 
Serum concentrations of hCG rise steeply and peak about 60 days after conception—about 
7 weeks after the first day of the last menstrual period (LMP) [29].

The dramatic surge of hCG in early pregnancy along with increases in other maternal hor-
mones such as estrogen and progesterone are believed to contribute to the common experi-
ence of “morning sickness” which often starts at the fifth week after the last menstrual period 
(LMP), peaks at 8–12 weeks, and resolves by 16–18 weeks in only a small number of women 
in whom the symptoms persist past 20 weeks of gestation. Such vomiting (emesis) can result 
in small weight loss in the first half of pregnancy. As long as the mother is not dehydrated 
and has not lost more than 5% of her initial body weight, non-pharmacologic relief measures 
should be offered and she can be reassured that hyperemesis will not negatively impact the 
pregnancy outcome if her pregnancy weight gain normalizes. Such measures include gin-
ger, chamomile, vitamin B6, and/or acupuncture [30]. One study showed that nausea and 
vomiting in pregnancy minimized the risk of excessive PWG, particularly in women with 
high prepregnancy body mass indices (BMIs) [31]. However, if the mother has severe nausea 
and vomiting (hyperemesis gravidarum) resulting in electrolyte imbalance, dehydration, and 
weight loss greater than 5% of her prepregnancy weight, she will require medical treatment 
inclusive of intravenous fluids [32]. Severe nausea may also be a sign of other illnesses, such 
as gastroenteritis (stomach bugs), migraines, or gallbladder or pancreas disease [33].
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Within a week of conception, the placenta begins to secrete another new hormone, human 
placental lactogen (hPL), thought to influence several metabolic processes associated with 
PWG. hPL blunts maternal insulin actions to ensure that sufficient protein and other energy 
sources are available to the fetus. The rate of HPL secretion parallels placental growth result-
ing in increasing insulin resistance making increased nutrition available to the fetus as the 
pregnancy progresses. In addition, hPL promotes maternal lipolysis which increases the cir-
culating levels of free fatty acids to accommodate fetal nutritional and maternal metabolic 
needs [33, 34]. If a lipid panel (cholesterol, triglycerides, and other lipid fractions) is done for 
some reason during pregnancy, midwives and health-care workers should expect that levels 
will be elevated. This is evidence of the increased availability of energy being made available 
to the fetus during pregnancy!

Increased levels of progesterone and estrogen, both steroid hormones, contribute and respond 
to changes in PWG. Both hormones are initially synthesized by the corpus luteum of the ovary 
until about 7–9 gestational weeks when a “luteal-placental” shift occurs and the placenta takes 
over their production [35]. Increased hormone levels of estrogen influence carbohydrate, lipid, 
and bone metabolism [29] and promote growth of the uterus and breast tissue. High levels 
of progesterone (“pro-gestation”) maintain the pregnancy by keeping the distended uterus 
in a quiescent state and suppress the mother’s immune response to the fetus so that it is not 
rejected. Progesterone and estrogen contribute to the decrease in maternal vascular resistance 
to accommodate the notable increase (40–50% above her baseline) of maternal blood volume 
for better transit of nutrients and oxygen [33, 35]. Increased maternal blood volume contrib-
utes to PWG as does increased extracellular volume (edema).

Pyrosis (heartburn) affects 50–80% of women in late pregnancy. It occurs when progester-
one relaxes the lower esophageal sphincter (opening) and a burning sensation occurs as 
the acidic content of the mother’s stomach irritates the esophagus [33]. In some cultures it 
is believed that mothers with heartburn in pregnancy will have infants with thick heads of 
hair! Nonpharmacologic approaches for women with heartburn include advice to eat smaller, 
more frequent meals, avoid trigger foods (e.g., high in fat or spicy foods), and avoid eating 
too close to bedtime or at times that they plan to be recumbent. The first-line pharmacologic 
approach is oral antacids containing cations of sodium bicarbonate (baking soda), calcium 
carbonate (TUMS), or magnesium salts which are widely available in stores and clinics. 
Antacids that contain calcium or magnesium are recommended as calcium is often needed 
and magnesium may reduce the incidence of preeclampsia [36]. If these do not work, women 
may also be given more targeted agents like H2 receptor agonists (cimetidine or ranitidine) or 
proton-pump inhibitors (omeprazole) by their midwife or clinic [33, 36]. Although no woman 
wants to experience heartburn in pregnancy, she can be reassured that it may stimulate more 
healthy eating behaviors and therefore may limit the possibility of excessive PWG.

Pregnancy is a teachable moment in which women are more likely to adopt risk-reducing behav-
iors and to pursue learning about their health and its effects on the growth and development of 
the fetus [37–39]. Midwives and other health-care workers are well positioned to provide accu-
rate advice and counseling on PWG that can positively impact the outcome of the pregnancy. In 
a study of Hispanic women in Los Angeles, 18.8% of the women did not recall any discussions 
about PWG with health-care providers during pregnancy. Among those who had such discus-
sions, only 42% reported receiving weight gain advice within the Institute of Medicine (IOM) 
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the acidic content of the mother’s stomach irritates the esophagus [33]. In some cultures it 
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more frequent meals, avoid trigger foods (e.g., high in fat or spicy foods), and avoid eating 
too close to bedtime or at times that they plan to be recumbent. The first-line pharmacologic 
approach is oral antacids containing cations of sodium bicarbonate (baking soda), calcium 
carbonate (TUMS), or magnesium salts which are widely available in stores and clinics. 
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and magnesium may reduce the incidence of preeclampsia [36]. If these do not work, women 
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wants to experience heartburn in pregnancy, she can be reassured that it may stimulate more 
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Pregnancy is a teachable moment in which women are more likely to adopt risk-reducing behav-
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a study of Hispanic women in Los Angeles, 18.8% of the women did not recall any discussions 
about PWG with health-care providers during pregnancy. Among those who had such discus-
sions, only 42% reported receiving weight gain advice within the Institute of Medicine (IOM) 
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guidelines [1], 16.5% below guidelines, and 10% above. The other women (13.5%) who reported 
having the discussion did not recall the recommended weight gain amount. Compared with 
women who received accurate advice on PWG, women who reported advice below IOM guide-
lines were 1.7 times more likely to gain less than the recommended amount and those who 
reported advice above IOM guidelines were 2.0 times more likely to gain excessive PWG [40]. 
This demonstrates that (1) health-care workers must be knowledgeable on PWG recommenda-
tions, (2) accurate PWG information should be a routine part of pregnancy care, and (3) when 
accurate advice is given, women are more likely to gain appropriately during pregnancy.

2.1. Composition of pregnancy weight gain

Pregnancy weight gain is the sum of maternal, placental, and fetal components. Over the 
course of pregnancy, protein, fat, water, and minerals are deposited in the fetus, placenta, 
amniotic fluid, uterus, mammary gland (breasts), blood, and adipose (fat) tissue. The prod-
ucts of conception (placenta, fetus, amniotic fluid) comprise approximately one-third of the 
total pregnancy weight gain [28] (Table 1).

2.1.1. Body water

Total body water accumulation is highly variable during pregnancy. Healthy women accu-
mulate an additional 7–8 L of water which is distributed in the fetus (32%), blood (17%), 
amniotic fluid (10%), uterus (10%), breasts (4%), and in women with no edema or just mild 
leg swelling (20%) throughout the maternal tissues. Visible leg edema or noted changes like 
rings being too tight occur in 50–85% of women during pregnancy. However, some women 
accumulate much more water by the end of pregnancy. This can be as much as more than 
3–4 L over typical water accumulation. Overweight women have greater generalized edema 
than underweight women [28] as do some women with hypertensive disorders (chronic/
gestational hypertension and preeclampsia) during pregnancy. Previous definitions of pre-
eclampsia included excessive edema in the diagnosis [41] but this is not current practice [42]. 
In of itself, excessive edema can be uncomfortable and unsightly, but in the absence of com-
plications, it does not warrant the use of a diuretic (water pill).

2.1.2. Protein

The normally nourished body has little capacity to store protein [28]. Therefore, additional 
protein accumulated occurs predominantly in late pregnancy when the fetal needs are greatest 
[29]. In contrast to water accumulation, which is mostly maternal during pregnancy, protein 
is accumulated predominantly in the fetus (42%) and less so in the uterus (17%), blood (14%), 
placenta (10%), and breasts (8%) [28]. A Cochrane review of studies of protein and energy 
intake in pregnancy concluded that dietary advice was effective to increase pregnant wom-
en’s energy and protein intake and that balanced energy/protein supplementation improves 
fetal growth and therefore may reduce the risk of perinatal death. However, high-protein or 
balanced-protein supplementation alone was not beneficial and could be harmful to the fetus 
[43]. Other factors that require increased demand for protein such as infections and mild-
to-moderate energy deficits (common in developing countries) should also be appropriately 
considered in assessing protein and energy needs [44] (Appendix A).
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2.1.3. Fat

Fat accumulation in pregnancy supports the production of steroid hormones (estrogen 
and progesterone) and provides energy for the mother and her baby. Most of the fat 
accumulated (approximately 3.3 kg) goes to maternal stores, providing an energy reserve 
of approximately 30,000 kcal. Maternal fat stores are gained primarily between the 10th 
and 30th weeks of gestation before fetal energy demands are at their peak [29] and are 
stored more as visceral rather than subcutaneous fat [45]. Women with appropriate access 
to food during pregnancy will notice that their hips, back, and lower body feel fuller or 
more rounded, even before there is abdominal evidence of the pregnancy. If the mother 
gains within recommendations for her prepregnancy BMI, fat accumulation is inversely 
related to BMI. Therefore, obese women gain significantly less fat than underweight and 
normal-weight women. However, in the context of excessive gain, this results in addi-
tional visceral fat accumulation which portends higher risk of life-long obesity and other 
co-morbidities.

2.1.4. Placenta

Pregnancy weight gain is influenced not only by changes in maternal physiology and metabo-
lism but also by placental metabolism. When blood flow is persistently reduced on both sides 
(fetal and maternal) of the placental exchange, growth restriction results due to decreased 
oxygen and nutrient access by the fetus. In such cases, the placenta mobilizes some nutrients 
from maternal stores [46]. Conversely, when there is a surplus of nutrients as in the case 
of maternal diabetes, excessive PWG, or maternal obesity, fetal overgrowth is more likely. 

Tissues and fluids Weight gained (g) Weight gained (lb)

Fetus 3400 7.5

Placenta 650 1.4

Amniotic fluid 800 1.8

Uterus 970 2.1

Mammary glands 405 0.9

Blood 1450 3.2

No edema or leg edema only 7675 –

Extracellular extravascular fluid 1480 3.3

Maternal fat stores 3345 7.4

Total weight gained (no edema) 12,500 27.6

Generalized edema 7675 –

Extracellular extravascular fluid 4697 10.4

Maternal fat stores 2128 4.7

Total weight gained (edema) 14,500 32.0

Source: Adapted from Hyttena and Chamberlain [28]. Table 7.11, Analysis of weight gain; p. 195.

Table 1. Tissues and fluids and weight gained by 40 weeks of gestation.
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guidelines [1], 16.5% below guidelines, and 10% above. The other women (13.5%) who reported 
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lines were 1.7 times more likely to gain less than the recommended amount and those who 
reported advice above IOM guidelines were 2.0 times more likely to gain excessive PWG [40]. 
This demonstrates that (1) health-care workers must be knowledgeable on PWG recommenda-
tions, (2) accurate PWG information should be a routine part of pregnancy care, and (3) when 
accurate advice is given, women are more likely to gain appropriately during pregnancy.
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Pregnancy weight gain is the sum of maternal, placental, and fetal components. Over the 
course of pregnancy, protein, fat, water, and minerals are deposited in the fetus, placenta, 
amniotic fluid, uterus, mammary gland (breasts), blood, and adipose (fat) tissue. The prod-
ucts of conception (placenta, fetus, amniotic fluid) comprise approximately one-third of the 
total pregnancy weight gain [28] (Table 1).

2.1.1. Body water

Total body water accumulation is highly variable during pregnancy. Healthy women accu-
mulate an additional 7–8 L of water which is distributed in the fetus (32%), blood (17%), 
amniotic fluid (10%), uterus (10%), breasts (4%), and in women with no edema or just mild 
leg swelling (20%) throughout the maternal tissues. Visible leg edema or noted changes like 
rings being too tight occur in 50–85% of women during pregnancy. However, some women 
accumulate much more water by the end of pregnancy. This can be as much as more than 
3–4 L over typical water accumulation. Overweight women have greater generalized edema 
than underweight women [28] as do some women with hypertensive disorders (chronic/
gestational hypertension and preeclampsia) during pregnancy. Previous definitions of pre-
eclampsia included excessive edema in the diagnosis [41] but this is not current practice [42]. 
In of itself, excessive edema can be uncomfortable and unsightly, but in the absence of com-
plications, it does not warrant the use of a diuretic (water pill).

2.1.2. Protein

The normally nourished body has little capacity to store protein [28]. Therefore, additional 
protein accumulated occurs predominantly in late pregnancy when the fetal needs are greatest 
[29]. In contrast to water accumulation, which is mostly maternal during pregnancy, protein 
is accumulated predominantly in the fetus (42%) and less so in the uterus (17%), blood (14%), 
placenta (10%), and breasts (8%) [28]. A Cochrane review of studies of protein and energy 
intake in pregnancy concluded that dietary advice was effective to increase pregnant wom-
en’s energy and protein intake and that balanced energy/protein supplementation improves 
fetal growth and therefore may reduce the risk of perinatal death. However, high-protein or 
balanced-protein supplementation alone was not beneficial and could be harmful to the fetus 
[43]. Other factors that require increased demand for protein such as infections and mild-
to-moderate energy deficits (common in developing countries) should also be appropriately 
considered in assessing protein and energy needs [44] (Appendix A).
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to food during pregnancy will notice that their hips, back, and lower body feel fuller or 
more rounded, even before there is abdominal evidence of the pregnancy. If the mother 
gains within recommendations for her prepregnancy BMI, fat accumulation is inversely 
related to BMI. Therefore, obese women gain significantly less fat than underweight and 
normal-weight women. However, in the context of excessive gain, this results in addi-
tional visceral fat accumulation which portends higher risk of life-long obesity and other 
co-morbidities.
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Pregnancy weight gain is influenced not only by changes in maternal physiology and metabo-
lism but also by placental metabolism. When blood flow is persistently reduced on both sides 
(fetal and maternal) of the placental exchange, growth restriction results due to decreased 
oxygen and nutrient access by the fetus. In such cases, the placenta mobilizes some nutrients 
from maternal stores [46]. Conversely, when there is a surplus of nutrients as in the case 
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Tissues and fluids Weight gained (g) Weight gained (lb)

Fetus 3400 7.5

Placenta 650 1.4

Amniotic fluid 800 1.8

Uterus 970 2.1

Mammary glands 405 0.9

Blood 1450 3.2

No edema or leg edema only 7675 –

Extracellular extravascular fluid 1480 3.3

Maternal fat stores 3345 7.4

Total weight gained (no edema) 12,500 27.6

Generalized edema 7675 –

Extracellular extravascular fluid 4697 10.4

Maternal fat stores 2128 4.7

Total weight gained (edema) 14,500 32.0

Source: Adapted from Hyttena and Chamberlain [28]. Table 7.11, Analysis of weight gain; p. 195.

Table 1. Tissues and fluids and weight gained by 40 weeks of gestation.

Pregnancy Weight Gain: The Short Term and the Long Term
http://dx.doi.org/10.5772/intechopen.79066

41



However, it is unlikely that varying levels of blood flow and nutrients alone are responsible 
for fetal undergrowth or overgrowth. It has been recently postulated that the placenta has 
independent nutrient sensor functions [47]. According to this hypothesis the maternal supply 
of nutrients and oxygen are actively regulated by placental nutrient transporters. Therefore, 
beyond passive filtering of available maternal substrate, the placenta has an active role up- or 
down regulating transport proteins according to the maternal environment.

2.1.5. Fetus

As noted previously, the fetus demands most of the later pregnancy maternal intake of pro-
tein. The rapid rate of fetal growth during the last half of gestation dictates changes in basal 
metabolism, protein, and mineral accumulations. About 60% of the increase in mother’s basal 
metabolic rate (BMR) occurs during the last half of gestation, when the fetal tissue synthesis 
is the greatest [29]. As there is no evidence that pregnant women store protein early in gesta-
tion for later fetal demands, the increased requirements of late pregnancy must be met by 
increased maternal intake.

The term fetus has more body fat than most other mammalian species. At birth the human 
fetus has approximately 12–16% body fat while laboratory animals may have just 1–2% body 
fat at birth. After 30 weeks of gestation, a small loss of maternal body fat occurs while fetal fat 
mass increases. During this period, 94% of all fat deposition in the fetus occurs [46].

2.2. Pregnancy weight gain recommendations

Midwives and other health workers must be familiar with PWG recommendations specific to 
their region and know how to apply these based on their assessment of the mother’s prepreg-
nancy weight category. In the United States, pregnancy weight gain guidelines were first estab-
lished by the Institute of Medicine in 1990 [48] and were revised in 2009 due to the increasing 
prevalence of obesity and new knowledge regarding pregnancy [1]. A key change in the revised 
guidelines was the use of World Health Organization (WHO) body mass index (BMI) catego-
ries instead of categories based on tables used by the US-based Metropolitan Life Insurance 
Company. One significant result of the application of the WHO BMI categories was that fewer 
women are categorized as underweight prior to pregnancy (Table 2). This is important as the 
prior underweight BMI cut-off (<19.8) inappropriately classified younger adolescents as under-
weight when their prepregnancy BMI was actually appropriate for their age [49, 50].

Another significant change was the addition of a specific and narrower range of recom-
mended gain for women who are obese at the onset of pregnancy (Table 3). Table 3 presents 
the application of the WHO BMI categories, recommended PWG, and rates of PWG for sec-
ond and third trimesters.

In many cultures, mothers are encouraged to “eat for two” starting in early pregnancy. 
However, for all but very underweight women, the first trimester through the first half of preg-
nancy does not require greater food intake but should be focused on the avoidance of harmful 
substances (e.g., alcohol and nicotine) and more attention to the quality of maternal nutri-
tion rather than increasing the quantity of food. Additional energy intake is recommended 
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more so in the second and third trimesters when greater than 90% of fetal growth occurs. 
Approximately an additional 340 and 450 kcal are recommended during the second and third 
trimesters, respectively [51]. However, in well-nourished women, optimal weight gain and 
outcome of pregnancy can be attained over a very wide range of energy intakes. Many women 
sustain a pregnancy with a successful outcome on less than the recommended energy intake 
[29]. This probably reflects different adaptive strategies (reduced physical activity, more effec-
tive use of nutrients, etc.) that can be used to meet the additional energy demands of pregnancy.

2.2.1. Global considerations

Worldwide, pregnancy weight gain guidelines may differ from the 2009 IOM guidelines or in 
some cases, countries may not have PWG guidelines. Although adverse effects are associated 
with extremes of PWG, there are no WHO guidelines at global or European levels, nor consensus 
on recommended weight gain in obese women [52]. In 2016, WHO European Region Member 
States (n = 53) were queried to assess whether there were recommendations in place on appropri-
ate PWG. Two-thirds of the countries (36 countries) reported having national recommendations 
on appropriate pregnancy weight gain; one-fifth (12 countries) did not have PWG recommenda-
tions; and five countries did not respond. Of the 36 countries with recommendations, two-thirds 

BMI category IOM 1990 (kg/m2) IOM 2009 (kg/m2)

Underweight <19.8 <18.5

Normal weight 19.8–26 18.5–24.9

Overweight 26.1–29 25–29.9

Obese class I >29 30–34.9

Obese class II – 35–39.9

Table 2. Comparison of Institute of Medicine (IOM) and World Health Organization (WHO) BMI categories.

Total weight

Pregnancy weight

Gain

Rates of weight gain 2nd and 3rd trimester1

Prepregnancy BMI (kg/m2) Range (kg) Range (lbs) Mean (kg/week) Mean (lb/week)

Underweight <18.5 12.5–18 28–40 0.51 1

Normal 18.5–24.9 11.5–16 25–35 0.42 1

Overweight 25.0–29.9 7–11.5 15–25 0.28 0.6

Obese >30 5–9 11–20 0.22 0.5

Calculations assume a 1.1–4.4 lbs/0.50–2 kg weight gain in the first trimester.
Adapted from Institute of Medicine [47]. Table S-1 New Recommendations for Total and Rate of Weight Gain during 
Pregnancy, by Prepregnancy BMI.

Table 3. Institute of Medicine recommended weight gains for pregnancy 1.
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fat at birth. After 30 weeks of gestation, a small loss of maternal body fat occurs while fetal fat 
mass increases. During this period, 94% of all fat deposition in the fetus occurs [46].

2.2. Pregnancy weight gain recommendations
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their region and know how to apply these based on their assessment of the mother’s prepreg-
nancy weight category. In the United States, pregnancy weight gain guidelines were first estab-
lished by the Institute of Medicine in 1990 [48] and were revised in 2009 due to the increasing 
prevalence of obesity and new knowledge regarding pregnancy [1]. A key change in the revised 
guidelines was the use of World Health Organization (WHO) body mass index (BMI) catego-
ries instead of categories based on tables used by the US-based Metropolitan Life Insurance 
Company. One significant result of the application of the WHO BMI categories was that fewer 
women are categorized as underweight prior to pregnancy (Table 2). This is important as the 
prior underweight BMI cut-off (<19.8) inappropriately classified younger adolescents as under-
weight when their prepregnancy BMI was actually appropriate for their age [49, 50].

Another significant change was the addition of a specific and narrower range of recom-
mended gain for women who are obese at the onset of pregnancy (Table 3). Table 3 presents 
the application of the WHO BMI categories, recommended PWG, and rates of PWG for sec-
ond and third trimesters.

In many cultures, mothers are encouraged to “eat for two” starting in early pregnancy. 
However, for all but very underweight women, the first trimester through the first half of preg-
nancy does not require greater food intake but should be focused on the avoidance of harmful 
substances (e.g., alcohol and nicotine) and more attention to the quality of maternal nutri-
tion rather than increasing the quantity of food. Additional energy intake is recommended 
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more so in the second and third trimesters when greater than 90% of fetal growth occurs. 
Approximately an additional 340 and 450 kcal are recommended during the second and third 
trimesters, respectively [51]. However, in well-nourished women, optimal weight gain and 
outcome of pregnancy can be attained over a very wide range of energy intakes. Many women 
sustain a pregnancy with a successful outcome on less than the recommended energy intake 
[29]. This probably reflects different adaptive strategies (reduced physical activity, more effec-
tive use of nutrients, etc.) that can be used to meet the additional energy demands of pregnancy.
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Worldwide, pregnancy weight gain guidelines may differ from the 2009 IOM guidelines or in 
some cases, countries may not have PWG guidelines. Although adverse effects are associated 
with extremes of PWG, there are no WHO guidelines at global or European levels, nor consensus 
on recommended weight gain in obese women [52]. In 2016, WHO European Region Member 
States (n = 53) were queried to assess whether there were recommendations in place on appropri-
ate PWG. Two-thirds of the countries (36 countries) reported having national recommendations 
on appropriate pregnancy weight gain; one-fifth (12 countries) did not have PWG recommenda-
tions; and five countries did not respond. Of the 36 countries with recommendations, two-thirds 
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reported recommendations based on prepregnancy BMI for singleton pregnancies, with 21 of 
those countries using WHO BMI categories. Thirteen countries based their recommendations 
on the 2009 IOM ones, with four of the thirteen countries modifying guidelines based on IOM 
guidance. Six countries reported not using WHO BMI categories. Furthermore, three countries 
said they have different recommendations for each obese class [52].

Some countries utilize prenatal weight gain grids/charts to show the mother how much she should 
gain based on her weight category and her trends of PWG. The Rosso and Mardones chart is 
used in most Chilean prenatal clinics, attended by the majority of the country’s middle- and low-
income women. Other Latin American countries, that is, Argentina, Brazil, Ecuador, Panama, 
and Uruguay, have also been using this weight gain chart in their prenatal care programs [53, 54]. 
The Rosso and Mardones chart categorizes maternal nutritional status early in pregnancy based 
on weight/height, expressed either as the percentage of standard weight (PSW) or body mass 
index (BMI). The chart shows the desired trend of desirable gestational weight gains for each 
of these categories. Similar style grids are used in publically funded clinics in many areas of the 
United States [55, 56] (Appendix B). The graphical depiction of maternal nutritional status and 
trending PWG patterns are useful for workers and patients with varying literacy levels.

2.2.2. Asian women

There is increased attention to pregnancy weight gain guidelines that account for ethnic char-
acteristics and population-based differences. For instance, even with typically lower BMIs, 
many Asian groups have a higher proportion of body fat (more often in the waist area [central 
obesity]) and therefore have greater risk of type 2 diabetes and cardiovascular disease than 
European groups. In 2004, WHO experts discussed this issue and recommended lower BMI 
cut-offs for Asians in that there is a different correlation between BMI, body fat deposition, 
and health risk than Europeans [57]. The WHO Asian BMI classification (underweight, <18.5; 
normal weight, 18.5 to <23; overweight, 23 to <27.5; obese, ≥27.5) narrows the range of nor-
mal weight and substantially lowers the thresholds for overweight and obese BMI categories, 
thereby identifying a larger proportion of persons who in actuality are at a higher risk for 
cardiovascular disease and type 2 diabetes (Table 3).

The WHO Asian BMI categories subsequently spurred interest in studying whether there 
should also be PWG recommendations specific for Asian women [6, 58–61]. Multi-ethnic 
Asian (Chinese, Malay, Indian) women in Singapore (n = 1529) were studied to assess PWG 
ranges for optimal infant outcomes (size of infant appropriate for gestational age [AGA] vs. 
large or small for gestational age [LGA or SGA]) and maternal outcomes (cesarean vs. vaginal 
delivery). Outcomes for underweight women were best when they gained more weight as per 
the IOM guidelines (12.9–23.9 kg vs. 12.5–18 kg) and less weight if overweight (2.6–14.0 kg 
vs. 7–11.5 kg) or obese (−5.0 to 7.0 kg vs. 5–9 kg). Of note, the optimum range for Singaporean 
women in the obese category suggested that even weight loss during pregnancy was associ-
ated with optimum maternal and fetal outcomes.

In this chapter, the IOM 2009 guideline for PWG is used because it is considered to be appli-
cable to various racial and ethnic groups. However, researchers realize that much further 
study needs to be done as there are body composition characteristics unique to different racial 
and ethnic groups which many necessitate recommendations specific to certain groups.
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2.2.3. Total pregnancy weight gain

Total PWG is the amount of weight a woman gains between conception and the onset of labor 
[1]. Obtaining an accurately measured weight at both conception and the onset of labor can be 
difficult if the woman was unsure when conception occurred or due to the lack of awareness 
of her weight prior to pregnancy. Further, discrepancies between weight reported on a home 
scale as compared to a clinic or hospital scale are well known. Some women may not have a 
home scale and because of limited access to health facilities may have little idea of their weight.

However, total PWG is best defined as final pregnancy weight minus her prepregnancy 
weight. Initial weight can be a prepregnancy weight that is (1) reported by the woman, (2) 
measured in the clinic, (3) identified from the woman’s medical charts at the date closest to 
conception, or (4) measured at the first prenatal/study visit. The determination of the final 
pregnancy weight can also be problematic. Hospital emergency departments/birth facili-
ties may not routinely weigh women as part of the labor admission process. However, the 
woman’s self-reported weight is more accurate than estimation by the health-care workers 
and so should be considered [62, 63].

2.2.4. Body mass index

Body mass index (BMI) is but one measure of body composition—specifically fat composi-
tion. Other methods to assess body fat composition (e.g., skin fold thickness, underwater 
weighing, magnetic resonance imaging, dual energy X-ray absorptiometry [DEXA], and ultra-
sound) are less used in pregnancy because they are either not practical, potentially harmful, 
or confounded by pregnancy changes such as increases in total body water by 5–8 L [28, 64].

At present, BMI is the most commonly used method of assessing body fat composition world-
wide. The BMI categories recommended by the WHO indicate degrees of thinness and fatness 
and in so doing identify individuals and/or populations at risk for cardiovascular disease, type 
2 diabetes, and other related health conditions [65]. For policy purposes, BMI categories are 
applied to population data to inform and initiate policy, to facilitate prevention programs, and 
to measure the effect of interventions. BMI categories are also used to identify high-risk indi-
viduals for screening; identify individuals for absolute risk assessment; determine the type and 
intensity of treatment; and monitor individuals for effects of treatment over time [57] (Table 4).

Midwives and health-care workers must see that accurate assessment of the mother’s pre-
pregnancy BMI is a key starting point on the road map to positive perinatal outcomes: a 
healthy weight-term infant, avoidance of pregnancy complications (hypertension and diabe-
tes), increased likelihood of vaginal delivery, optimization of breastfeeding, and reduction of 
postpartum weight retention and subsequent life-long obesity.

Determination of the mother’s prepregnancy BMI is body mass category based on her height 
and weight. As discussed earlier, assessment of the woman’s prepregnancy weight is deter-
mined based on the best available reported or measured weight; e.g., first prenatal visit espe-
cially if in first trimester, or most recent clinic weight prior to the pregnancy. There are many 
BMI calculators that are easily available to midwives and health-care workers. Body mass index 
is based on a mathematical computation using the woman’s height. The formula is kg/m2 = BMI 
where kg is a person’s weight in kilograms and m2 is their height in meters squared. This can 
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reported recommendations based on prepregnancy BMI for singleton pregnancies, with 21 of 
those countries using WHO BMI categories. Thirteen countries based their recommendations 
on the 2009 IOM ones, with four of the thirteen countries modifying guidelines based on IOM 
guidance. Six countries reported not using WHO BMI categories. Furthermore, three countries 
said they have different recommendations for each obese class [52].
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mal weight and substantially lowers the thresholds for overweight and obese BMI categories, 
thereby identifying a larger proportion of persons who in actuality are at a higher risk for 
cardiovascular disease and type 2 diabetes (Table 3).

The WHO Asian BMI categories subsequently spurred interest in studying whether there 
should also be PWG recommendations specific for Asian women [6, 58–61]. Multi-ethnic 
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2.2.3. Total pregnancy weight gain

Total PWG is the amount of weight a woman gains between conception and the onset of labor 
[1]. Obtaining an accurately measured weight at both conception and the onset of labor can be 
difficult if the woman was unsure when conception occurred or due to the lack of awareness 
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mined based on the best available reported or measured weight; e.g., first prenatal visit espe-
cially if in first trimester, or most recent clinic weight prior to the pregnancy. There are many 
BMI calculators that are easily available to midwives and health-care workers. Body mass index 
is based on a mathematical computation using the woman’s height. The formula is kg/m2 = BMI 
where kg is a person’s weight in kilograms and m2 is their height in meters squared. This can 
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also be determined by using printed body mass index tables (Appendix C) to using one of the 
many free smartphone apps.

2.3. Recommendations in special populations

The 1990 IOM recommendations included considerations for “special populations.” For 
instance, women of shorter stature were advised to gain at the lower end of the range for 
their prepregnant BMI based on their greater risk for emergent cesarean delivery. However, 
subsequent analyses did not report that this risk was modified by lower PWG.

Other special populations mentioned in the 1990 guidelines were pregnant adolescents, vari-
ous racial or ethnic groups, and pregnancies with multiple fetuses. The 2009 IOM guidelines 
obviated the concern of recommending too high PWG in the developmentally normal, slim 
adolescent by use of the WHO BMI cut-offs in which such adolescents are now classified as 
normal weight rather than underweight. The 2009 guidelines have provisional guidelines for 
women with multiple (twins, triplets, etc.) gestations but were not able to address the extremes 
of prepregnancy BMI such as very high (super obese) or very low prepregnancy BMI categories.

2.3.1. Twin pregnancy

Recommended PWG in twin pregnancies is higher than in singleton (single fetus), pregnancies 
and consistent with singleton pregnancy, is inversely related to prepregnancy BMI category. 
In other words, a normal-weight woman expecting twins should be advised to gain more than 

Classification BMI (kg/m2)

Principal cut-off points Asian cut-off points

Underweight <18.50 <18.50

Severe thinness <16.00 <16.00

Moderate thinness 16.00–16.99 16.00–16.99

Mild thinness 17.00–18.49 17.00–18.49

Normal range 18.50–24.99 18.50–23.00

Overweight ≥25.00 >23.00–27.5

Pre-obese 25.00–29.99

Obese ≥30.00 >27.5

Obese class I 30.00–34.99

Obese class II 35.00–39.99

Obese class III ≥40.00

Source: Adapted from Organization WH [56, 64].

Table 4. International classification of adult body mass index.
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her overweight counterpart expecting twins, but her recommendation is greater than if she 
was only expecting one baby The IOM was unable to conduct the same level of analysis for 
women with twins as it did for women with singletons (single fetuses), so the following pro-
visional guidelines were proffered: normal-weight women should gain 17–25 kg (37–54 lbs), 
overweight women, 14–23 kg (31–50 lbs), and obese women, 11–19 kg (25–42 lbs) during the 
term [1]. There was insufficient information with which one can develop even a provisional 
guideline for underweight women with multiple fetuses.

2.3.2. Prepregnancy extreme obesity

Obesity at the onset of pregnancy is associated with the increased risk of pregnancy compli-
cations (gestational diabetes, hypertension, cesarean delivery) and poorer neonatal outcomes 
(stillbirth, congenital anomalies) [66, 67]. Since 2006, the increase in adult obesity in devel-
oped countries has slowed, but more women in developing countries are obese at the onset of 
pregnancy [68, 69]. The estimated prevalence of obesity exceeded 50% in women in Kuwait, 
Kiribati, Federated States of Micronesia, Libya, Qatar, Tonga, and Samoa [70]. Further, there 
are more women worldwide who are in a BMI category of extreme obesity (≥40 kg/m2).

Although the 2009 IOM guideline improved upon the 1990 ones in that there was a specific 
recommendation for obese women (5–9 kg), it was not stratified by the severity of obesity 
(Table 3). This is problematic in that pregnancy and newborn complications increase further 
in higher categories of obesity [71, 72]. Retrospective studies of pregnant women with severe 
obesity have been conducted to assess the relationship between degrees of PWG with perina-
tal outcomes [71–73]. A review of 10 such studies included nearly 740,000 obese women from 
three countries (United States, Sweden, and Germany). For the outcomes of small for gesta-
tional age, large for gestational age, and cesarean delivery, the authors concluded that that 
PWG guidelines may need modification for the severity of obesity as the lowest combined 
risk was with weight gain of 5–9 kg in women with class I obesity, from 1 to less than 5 kg for 
class II obesity, and no gestational weight gain for women with class III obesity [74]. Another 
review and meta-analysis of 18 studies reported that women in higher obese categories who 
gained less than the IOM guidelines were less likely to have gestational hypertension, pre-
eclampsia, cesarean delivery, and fewer large for gestational age infants than obese women 
who gained within the guidelines [75]. In summary, it appears that women in more severely 
obese categories can safely gain less than the IOM guidelines or even gain minimally overall.

For obese women, it is not uncommon to see weight loss in the first trimester and even up to 
mid-pregnancy. Besides nausea (with or without vomiting) which may blunt appetite and 
decrease weight, the “teachable moment” of pregnancy spurs many women to choose food 
more carefully as they shift their attention to nutritional needs of their growing baby. Weight 
loss during pregnancy can be alarming to the mother and her family, but the midwife or 
health worker can provide reassurance that as long as she is well hydrated, some weight loss 
will not harm her baby. In fact, some obese women improve their nutritional habits enough 
that they gain well within the guidelines and then after the birth of the infant find themselves 
to weigh slightly less than they were at the beginning of the pregnancy!
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her overweight counterpart expecting twins, but her recommendation is greater than if she 
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overweight women, 14–23 kg (31–50 lbs), and obese women, 11–19 kg (25–42 lbs) during the 
term [1]. There was insufficient information with which one can develop even a provisional 
guideline for underweight women with multiple fetuses.
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Obesity at the onset of pregnancy is associated with the increased risk of pregnancy compli-
cations (gestational diabetes, hypertension, cesarean delivery) and poorer neonatal outcomes 
(stillbirth, congenital anomalies) [66, 67]. Since 2006, the increase in adult obesity in devel-
oped countries has slowed, but more women in developing countries are obese at the onset of 
pregnancy [68, 69]. The estimated prevalence of obesity exceeded 50% in women in Kuwait, 
Kiribati, Federated States of Micronesia, Libya, Qatar, Tonga, and Samoa [70]. Further, there 
are more women worldwide who are in a BMI category of extreme obesity (≥40 kg/m2).

Although the 2009 IOM guideline improved upon the 1990 ones in that there was a specific 
recommendation for obese women (5–9 kg), it was not stratified by the severity of obesity 
(Table 3). This is problematic in that pregnancy and newborn complications increase further 
in higher categories of obesity [71, 72]. Retrospective studies of pregnant women with severe 
obesity have been conducted to assess the relationship between degrees of PWG with perina-
tal outcomes [71–73]. A review of 10 such studies included nearly 740,000 obese women from 
three countries (United States, Sweden, and Germany). For the outcomes of small for gesta-
tional age, large for gestational age, and cesarean delivery, the authors concluded that that 
PWG guidelines may need modification for the severity of obesity as the lowest combined 
risk was with weight gain of 5–9 kg in women with class I obesity, from 1 to less than 5 kg for 
class II obesity, and no gestational weight gain for women with class III obesity [74]. Another 
review and meta-analysis of 18 studies reported that women in higher obese categories who 
gained less than the IOM guidelines were less likely to have gestational hypertension, pre-
eclampsia, cesarean delivery, and fewer large for gestational age infants than obese women 
who gained within the guidelines [75]. In summary, it appears that women in more severely 
obese categories can safely gain less than the IOM guidelines or even gain minimally overall.

For obese women, it is not uncommon to see weight loss in the first trimester and even up to 
mid-pregnancy. Besides nausea (with or without vomiting) which may blunt appetite and 
decrease weight, the “teachable moment” of pregnancy spurs many women to choose food 
more carefully as they shift their attention to nutritional needs of their growing baby. Weight 
loss during pregnancy can be alarming to the mother and her family, but the midwife or 
health worker can provide reassurance that as long as she is well hydrated, some weight loss 
will not harm her baby. In fact, some obese women improve their nutritional habits enough 
that they gain well within the guidelines and then after the birth of the infant find themselves 
to weigh slightly less than they were at the beginning of the pregnancy!
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2.3.3. Prepregnancy underweight

Maternal underweight (low BMI) at the onset and during pregnancy is a key determinant of 
poor fetal outcomes. The prevalence of low BMI is higher in developing nations with subop-
timal access to food and greater risk for diarrheal diseases but is also present in developed 
nations in women with eating disorders or dependence on alcohol or other substances. One 
such negative outcome is intrauterine growth restriction (IUGR) or low birth weight (LBW, 
less than 2500 g). IUGR and LBW occur as a result of maternal, placental, and fetal factors [76].

Intrauterine growth restriction is associated with increased perinatal morbidity and mortal-
ity, and newborns with low birth weight have increased risk for the development of adult 
metabolic syndrome. One of the most cited examples of the long-term outcomes of mater-
nal undernutrition is the Dutch Famine Birth Cohort Study [77]. In the winter of 1944/1945 
the Nazi occupation turned a once prosperous country to one plagued by famine. Official 
food rations were below 1000 calories/day resulting in inadequate PWG and low birth 
weight infants. The offspring have been followed over subsequent decades. As middle-aged 
adults they were more likely to be obese [78] and have atherogenic lipid profiles [79]. This is 
explained using the fetal origin hypothesis [27], also referred to as the “thrifty phenotype” 
hypothesis, in which fetal reprogramming necessary to survive low food availability ended 
up being a longer-term disadvantage when food was more abundant.

Resting metabolic rate varies among pregnant women. Overweight women enter pregnancy 
with ample fat stores and their resting metabolism increases in an attempt to diminish further 
accumulation of fat stores [80]. Conversely, underweight women with limited food supply 
and the demands of hard physical labor frequently enter pregnancy with minimal maternal 
fat reserves. Their only option is to reduce their resting metabolic rate to conserve energy for 
their fetus [81, 82]. This permits delivery of a viable infant who may or may not be growth 
restricted, depending on the severity of the situation. Such strategies enable women to sustain 
a pregnancy under a wide range of conditions, including suboptimal nutrition. However, at 
some point, the physiological capacity of the body to adjust its metabolism and accommodate 
fetal growth will be compromised; nutrients are preferentially diverted to the mother at the 
expense of fetal growth.

Health workers may want to consider the positive deviance approach based on the premise 
that solutions to a community’s problem may exist within the community [83]. Positive devi-
ance refers to the uncommon yet healthy practices that permit some persons to thrive while 
similarly positioned neighbors do not. One example was when program planners in Vietnam 
observed that mothers who fed their children less typical foods like shrimp and greens from 
the rice paddies instead of rice only were able to protect them from malnutrition [84]. A simi-
lar approach could be taken in communities in which access to sufficient energy, nutrient, and 
protein stores during pregnancy is suboptimal. There may prove to be “positive deviants” 
or women who have identified less common but effective means of optimizing pregnancy 
weight.
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3. Influences on pregnancy weight gain

Midwives and health workers must consider that there are factors that influence PWG that 
are modifiable and those which are not modifiable. Further, modifiable factors such as food 
intake and physical activity are intertwined and are influenced by body habitus and age. 
It is also critical to be aware that appropriate PWG decreases the risk of pregnancy-related 
diseases such as gestational hypertension and gestational diabetes.

3.1. Prepregnancy body mass index

Achieving a normal prepregnancy BMI has a significant influence on appropriate PWG [1]. 
High (obese and overweight) prepregnancy BMI is a recurring key determinant of excessive 
gain among White [85–88], Black [89], Hispanic [90–93], and multiethnic women [2, 3, 94]. 
Specifically, overweight BMI has been the most commonly reported determinant of excessive 
PWG in all ethnicities [2, 4, 31, 88].

As noted previously, more women in developing countries are overweight or obese at the 
onset of pregnancy [68, 69] and therefore are more likely to have excessive PWG. Globally, 
the impact of excessive PWG may pose an even greater threat to maternal and infant long-
term health in resource-poor settings undergoing various phases of the nutrition transition 
[95]. The nutrition transition is marked by shifts in diet from traditional foods to a more 
Western-type diet along with decreasing physical activity that propagates obesity and 
nutrition-related non-communicable diseases, such as cardiovascular disease and diabetes. 
As reproductive-age women in these settings were previously exposed to undernutrition and 
are now becoming overweight/obese, excessive PWG may further lead toward the heightened 
risk of maternal and offspring obesity and nutrition-related diseases [69].

Conversely, underweight BMI has been implicated in the increased risk of inadequate gain 
[31] but with less frequency in developed countries. Even with the “globesity epidemic,” there 
are countries like India in which 42% of mothers are underweight and give birth to 20% of the 
world’s babies. In poor-resource areas, women begin pregnancy with low BMI and gain little 
weight during pregnancy [7].

3.2. Maternal age

Adolescents and younger women [4, 31, 91, 96] are more likely to gain excessively. Though 
related to concurrent maturation, it is of concern because of the risk of postpartum weight 
retention and the potential for young women to move to a high BMI category by the next 
pregnancy [97]. There is less consistency in older women. Deputy et al. [31] reported that 
inadequate PWG was more likely in multi-ethnic women 35 and older while Puerto Rican 
women over 30 years of age were at 2.5 times greater risk for excessive PWG than younger 
women [90].
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are now becoming overweight/obese, excessive PWG may further lead toward the heightened 
risk of maternal and offspring obesity and nutrition-related diseases [69].

Conversely, underweight BMI has been implicated in the increased risk of inadequate gain 
[31] but with less frequency in developed countries. Even with the “globesity epidemic,” there 
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Adolescents and younger women [4, 31, 91, 96] are more likely to gain excessively. Though 
related to concurrent maturation, it is of concern because of the risk of postpartum weight 
retention and the potential for young women to move to a high BMI category by the next 
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3.3. Parity

Even one pregnancy changes the fatness of a woman’s body. One arm of the CARDIA 
study showed that White and Black women with a single pregnancy had pregnancy-related 
increased adiposity as compared to women who remained nulliparous [98]. Parity has a 
significant relationship to PWG independent of other known influences. In women from 
England, parity contributed most greatly to PWG followed by birth weight and BMI [85]. 
Adolescent primiparas gained 5.28 pounds more than multiparas [99]; had twice the likeli-
hood of excessive PWG than multiparas [96]; and large multiethnic studies have also reported 
primiparity versus subsequent births as a covariate for excessive PWG [2, 3, 100].

3.4. Hypertension and gestational diabetes

A relationship between hypertension in pregnancy and excessive PWG has been observed in 
women of diverse ethnicities [3, 99, 101, 102]. Midwives and health workers must be aware 
of both modifiable and non-modifiable factors associated with pregnancy-related hyperten-
sion. Compared to White women, Black women consistently have more pregnancy-related 
hypertension independent of other factors [103–105]. In Hispanics, findings are less con-
sistent: from reports of lower risk [106] to differential risk, higher risk for certain types of 
hypertension (e.g., preeclampsia but not gestational hypertension) [107]. In all ethnicities, 
pregnancy-related hypertension is more common in primiparas [102] and in women with a 
family history of hypertension [108].

High prepregnancy BMI and excessive PWG are modifiable factors that appear to have inde-
pendent as well as synergistic influences on hypertension in pregnancy. Women with exces-
sive PWG had a three-fold risk of hypertension and four-fold risk of preeclampsia compared 
to women who gained appropriately [109], and women with obese BMI had 2.5-fold higher 
odds of having pregnancy-related hypertension with excessive PWG compared to those who 
gained adequately [110].

Increased risk for gestational diabetes mellitus is associated with excessive PWG in early 
pregnancy [111]. However, once diagnosed with gestational diabetes, women may be more 
likely to gain inadequately [92, 93] or adequately [90] overall due to dietary and exercise 
modifications. Therefore, the diagnosis of gestational diabetes is really an opportunity to opti-
mize pregnancy health through monitoring dietary intake and being more intentional to add 
physical activity as a means of controlling blood-sugar levels.

4. Postpartum effects of excessive pregnancy weight gain

Excessive PWG in women of all prepregnancy BMI categories exerts negative effects on the 
mother and her infant. Women with excessive gain are at greater risk for cesarean delivery 
[14–16] and more likely to have pregnancy complications [15]. Infants of women with exces-
sive PWG are more likely to be overweight by 7 years of age [22] and to be obese by adoles-
cence [25]. If this adolescent is female, then she begins pregnancy in a high BMI and is already 
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at greater risk for excessive PWG. After delivery, women with excessive PWG are more prone 
to postpartum weight retention [11, 17] and more likely to become overweight or obese by the 
next pregnancy [19, 112, 113].

Postpartum weight retention is defined as the weight change from preconception to the first 
year postpartum. Postpartum weight retention includes PWG, the early postpartum weight 
loss (from delivery to 6 weeks of postpartum), and late postpartum loss (subsequent weight 
changes in the postpartum year [114]. Early postpartum weight loss is from the combined 
weight of the infant, placenta, amniotic fluid, and water accumulated during pregnancy. 
Depending on the size of the infant and amount of water accumulated, the loss will be about 
7 kg (15 lb). However, with an average PWG of 12–14 kg, 4–6 kg is the maternal fat gain, often 
referred to as “baby fat.” Therefore, late postpartum weight loss requires loss of maternal fat 
that was acquired to support the pregnancy. With excessive PWG, there is even greater fat 
deposition and the mother has yet more weight to lose.

The pattern of postpartum weight changes was examined in multi-ethnic women (n = 985) 
aged 18–41 years with 2 consecutive births between 1980 and 1990 [18]. Early postpartum 
weight change (6 weeks of postpartum) was similar in all four groups. However, the under-
weight and normal-weight groups lost more late postpartum weight even though their aver-
age PWG was greater. The higher (overweight and obese) BMI groups gained less during 
pregnancy but had diminished weight loss in the later postpartum period. This demonstrated 
that early postpartum loss is simply a reversal of physiological processes of pregnancy but 
late postpartum loss requires an alteration in maternal fat stores.

Another multi-ethnic study of young women aged 14–25 years (n = 427) reported that nearly 
two-thirds had excessive PWG. Of those, 33% of the young women moved to a higher BMI 
category in the first-year postpartum resulting in 68% being overweight or obese [97].

Excessive PWG is the single greatest contributor to postpartum weight retention and sub-
sequent life-long obesity and related co-morbidities [19, 113]. However, this is further com-
pounded by acculturation/globalization, for example, acquisition of Western patterns of 
eating and more sedentary work [68, 69, 115]; ethnicity, as women of color are less likely to 
lose postpartum weight or to gain weight in the postpartum period [116, 117]; short interpreg-
nancy interval [118]; and lower socioeconomic status [119].

Obviously, diminishing postpartum weight retention is greatly dependent on gaining appro-
priately during pregnancy and not “eating for two.” Health workers and midwives should 
prepare pregnant women for exclusive breastfeeding for at least 6 months not only for the 
well-known health benefits to the baby but for the increased metabolic expenditure needed 
for lactation [120]. In women who exclusively breastfed for even 6 months, postpartum weight 
retention was eliminated in women with average PWG and any weight gain was reduced in 
all but women with BMI ≥35 kg/m2 [121]. Each additional week of breastfeeding resulted 
in an additional postpartum loss or 1.5 lb [97]. In the longer term, breastfeeding has effects 
on the mother’s health beyond postpartum. Middle-aged women who never breastfed were 
compared to those who breastfed for even 3 months and had waist circumferences of 6.5 cm 
greater, 28% more central obesity, and therefore greater risk for cardiovascular disease [122]. 
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3.3. Parity
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of both modifiable and non-modifiable factors associated with pregnancy-related hyperten-
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sive PWG had a three-fold risk of hypertension and four-fold risk of preeclampsia compared 
to women who gained appropriately [109], and women with obese BMI had 2.5-fold higher 
odds of having pregnancy-related hypertension with excessive PWG compared to those who 
gained adequately [110].

Increased risk for gestational diabetes mellitus is associated with excessive PWG in early 
pregnancy [111]. However, once diagnosed with gestational diabetes, women may be more 
likely to gain inadequately [92, 93] or adequately [90] overall due to dietary and exercise 
modifications. Therefore, the diagnosis of gestational diabetes is really an opportunity to opti-
mize pregnancy health through monitoring dietary intake and being more intentional to add 
physical activity as a means of controlling blood-sugar levels.

4. Postpartum effects of excessive pregnancy weight gain

Excessive PWG in women of all prepregnancy BMI categories exerts negative effects on the 
mother and her infant. Women with excessive gain are at greater risk for cesarean delivery 
[14–16] and more likely to have pregnancy complications [15]. Infants of women with exces-
sive PWG are more likely to be overweight by 7 years of age [22] and to be obese by adoles-
cence [25]. If this adolescent is female, then she begins pregnancy in a high BMI and is already 
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at greater risk for excessive PWG. After delivery, women with excessive PWG are more prone 
to postpartum weight retention [11, 17] and more likely to become overweight or obese by the 
next pregnancy [19, 112, 113].

Postpartum weight retention is defined as the weight change from preconception to the first 
year postpartum. Postpartum weight retention includes PWG, the early postpartum weight 
loss (from delivery to 6 weeks of postpartum), and late postpartum loss (subsequent weight 
changes in the postpartum year [114]. Early postpartum weight loss is from the combined 
weight of the infant, placenta, amniotic fluid, and water accumulated during pregnancy. 
Depending on the size of the infant and amount of water accumulated, the loss will be about 
7 kg (15 lb). However, with an average PWG of 12–14 kg, 4–6 kg is the maternal fat gain, often 
referred to as “baby fat.” Therefore, late postpartum weight loss requires loss of maternal fat 
that was acquired to support the pregnancy. With excessive PWG, there is even greater fat 
deposition and the mother has yet more weight to lose.

The pattern of postpartum weight changes was examined in multi-ethnic women (n = 985) 
aged 18–41 years with 2 consecutive births between 1980 and 1990 [18]. Early postpartum 
weight change (6 weeks of postpartum) was similar in all four groups. However, the under-
weight and normal-weight groups lost more late postpartum weight even though their aver-
age PWG was greater. The higher (overweight and obese) BMI groups gained less during 
pregnancy but had diminished weight loss in the later postpartum period. This demonstrated 
that early postpartum loss is simply a reversal of physiological processes of pregnancy but 
late postpartum loss requires an alteration in maternal fat stores.

Another multi-ethnic study of young women aged 14–25 years (n = 427) reported that nearly 
two-thirds had excessive PWG. Of those, 33% of the young women moved to a higher BMI 
category in the first-year postpartum resulting in 68% being overweight or obese [97].

Excessive PWG is the single greatest contributor to postpartum weight retention and sub-
sequent life-long obesity and related co-morbidities [19, 113]. However, this is further com-
pounded by acculturation/globalization, for example, acquisition of Western patterns of 
eating and more sedentary work [68, 69, 115]; ethnicity, as women of color are less likely to 
lose postpartum weight or to gain weight in the postpartum period [116, 117]; short interpreg-
nancy interval [118]; and lower socioeconomic status [119].

Obviously, diminishing postpartum weight retention is greatly dependent on gaining appro-
priately during pregnancy and not “eating for two.” Health workers and midwives should 
prepare pregnant women for exclusive breastfeeding for at least 6 months not only for the 
well-known health benefits to the baby but for the increased metabolic expenditure needed 
for lactation [120]. In women who exclusively breastfed for even 6 months, postpartum weight 
retention was eliminated in women with average PWG and any weight gain was reduced in 
all but women with BMI ≥35 kg/m2 [121]. Each additional week of breastfeeding resulted 
in an additional postpartum loss or 1.5 lb [97]. In the longer term, breastfeeding has effects 
on the mother’s health beyond postpartum. Middle-aged women who never breastfed were 
compared to those who breastfed for even 3 months and had waist circumferences of 6.5 cm 
greater, 28% more central obesity, and therefore greater risk for cardiovascular disease [122]. 
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Therefore, beyond the direct positive effect on postpartum weight retention, and the benefits 
to the infant, breastfeeding positively influences the mother’s trajectory of cardiovascular risk.

5. Conclusions

Achieving appropriate pregnancy weight gain is necessary to optimize maternal, infant, and 
population health but it is not easily done. Promoting healthy weight gain during pregnancy 
is an investment in both the mother’s longevity and the next generation. As health work-
ers, we see the individual and societal outcomes when women gain too much or too little in 
pregnancy. Women who gain too much suffer the health consequences from obesity and its 
associated morbidities. Women who gain suboptimally have infants with more susceptibility 
to disease and death. The platform of excessive pregnancy weight gain is that up to 50% of 
women in certain countries start pregnancy overweight or obese. Though the first wave of 
obesity seen in developed countries is slowing, the developing countries have now taken the 
globesity baton as they transition to Western eating and more sedentary lifestyles. Women 
who are young, in their first pregnancy, and who start pregnancy with a high body mass 
index are much more likely to gain excessively and their more complicated pregnancies come 
at a cost to their health in the short term and long term. Women who do not have proper 
access to food and start pregnancy undernourished may ultimately not be able to supply the 
necessary nutrients for optimal growth and development of their infant.

During pregnancy, it is customary for women to solicit and process advice. Pregnancy weight 
gain is a topic in which women must receive advice that is based on evidence. As health workers 
we are the source of this evidence, whether from a local ministry of health or from a weight gain 
guideline that is recognized as applicable to women of your area. Basic pregnancy weight gain 
guidelines are as follows: women who are underweight or normal weight need to gain more 
pregnancy weight than do overweight and obese women. Overweight and obese women do not 
need additional fat stores as do women in lower BMI categories. Most of the weight gained in 
pregnancy should be from mid-pregnancy to term as this is the period of fetal growth. In early 
pregnancy, some women may not gain any weight or may even lose some weight. This is accept-
able as long as there are no signs of dehydration or disease. All women need a balance of energy 
and protein in the second and third trimesters for the rapidly developing fetus. Avoiding exces-
sive gain will dramatically lessen the chance of retaining weight during postpartum and ending 
up in a high BMI category by the next pregnancy. Exclusive breastfeeding for at least 6 months 
benefits the infant, increases maternal metabolism and has protective effects for cardiovascular 
disease in middle age. Pregnancy weight gain is important in the short term and in the long term.
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pregnancy, some women may not gain any weight or may even lose some weight. This is accept-
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and protein in the second and third trimesters for the rapidly developing fetus. Avoiding exces-
sive gain will dramatically lessen the chance of retaining weight during postpartum and ending 
up in a high BMI category by the next pregnancy. Exclusive breastfeeding for at least 6 months 
benefits the infant, increases maternal metabolism and has protective effects for cardiovascular 
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Abstract

Studies have shown that many women worldwide experience mistreatment during preg-
nancy and childbirth. However, there are few quantitative estimates of the prevalence 
of mistreatment of women during facility-based childbirth in many developing coun-
tries including Ghana. Based on a cross-sectional retrospective survey of 253 randomly 
selected women who gave birth between November 2017 and April 2018 in a second-tier 
referral hospital in Ghana, this study examines mistreatment of women by midwives 
during childbirth and associated factors. Bivariate and logistic regression analyses were 
performed at 95% confidence level and p < 0.05. Results show that 83% of women were 
mistreated. Manifestations of mistreatments included detention for non-payment of 
bills (43.1%), non-confidential care (39.5%), abandonment (30.8%), verbal abuse (25.3%), 
discrimination (21.3%), physical abuse (14.2%) and non-consented care (13.3%). Factors 
that significantly independently predicted mistreatment after potential confounders 
were controlled for were being HIV positive (aOR: 0.11; 95% CI = 0.022–0.608; p = 0.011), 
being attended by a midwife rather than an obstetrician/gyneacologist (aOR: 0.07; 95%  
CI = 0.018–0.279; p < 0.01), and a woman’s husband earning lower monthly income. There 
is need for interventions to train midwives and other maternity care service providers in 
patient-centered care and interpersonal communication so as to minimize mistreatment 
of women during childbirth.
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1. Introduction

Worldwide, a growing body of research suggests that, many women experience poor treat-
ment during childbirth [1–4]. While the WHO [5] continues to emphasise that every woman 
has the right to the highest attainable standard of health, which includes the right to dignified 
and respectful healthcare, many women are reported to experience disrespectful and abusive 
treatment during pregnancy and childbirth in health facilities worldwide [1–4]. Such mis-
treatment includes physical abuse, non-consented care, non-confidential care, non-dignified 
care including verbal abuse, discrimination based on specific attributes, abandonment of care 
and detention in health facilities [1–4].

Mistreatment of women in health facilities during childbirth is particularly worse in 
many low-income countries in Africa [6, 7]. For instance, a recent study showed that the 
prevalence of any form of mistreatment in an exit survey among a sample of 641 women 
who recently delivered in healthcare facilities in Kenya was 20% [8]. Another study 
revealed that 15% of women who delivered in a referral hospital in Tanzania reported 
experiencing one or more forms of abusive and disrespectful care, and this proportion 
reached to 78% among women who delivered in healthcare facilities in Ethiopia [2]. A 
systematic review also mentions in southeastern Nigeria that mistreatment of women 
in a teaching hospital was almost universal such that all of the women reported at least 
one kind of mistreatment during childbirth [9]. Women commonly reported physical 
abuse (35.7%), including being “restrained or tied down during labour” (17.3%) and 
being “beaten, slapped, or pinched” (7.2%); while being “sexually abused by a health 
worker” was reported by 2.0% of the women [9]. Similarly, a qualitative study exploring 
mistreatment of women in rural Tanzania estimated that 19.5% of women who reported 
experiencing any form of mistreatment during childbirth in the facility increased to 28.2% 
during a follow up survey of same women within 5–10 weeks postpartum [10]. Some 
18.9% of the women reported receiving non-dignified care; 13.8% reported being abused 
verbally; 15.5% reported being neglected; and 5.1% reported being abused physically 
[10]. In Ghana, previous qualitative research has also documented that mistreatment dur-
ing facility-based delivery is a salient issue, that sometimes prevent women from seeking 
skilled birth services [4, 11, 12].

Given the potential for mistreatment during childbirth to undermine future use of skilled 
birth services in health facilities, the WHO [5] has called for greater research, action, advo-
cacy and dialogue on this important public health issue, in order to ensure safe, timely, and 
respectful care during childbirth for all women. Likewise, respectful care is a key component 
of both the mother-baby friendly birth facility initiative currently being implemented in many 
low-income settings, and the WHO’s vision for quality of care for childbearing women and 
newborns [5]. To date, however, there have been few quantitative estimates of the prevalence 
of mistreatment of women during facility-based childbirth in Ghana and the determinants of 
such mistreatment [4, 13]. This knowledge gap could potentially hamper efforts to ensure that 
all women receive respectful and dignified care during pregnancy and childbirth in Ghana. 
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The study reported in this chapter was therefore undertaken to respond to the WHO’s call 
for greater research on the topic of mistreatment of women during childbirth. Specifically, the 
objective was to determine the prevalence and forms of mistreatment of women by midwives 
during childbirth and associated factors. Results, which are presented and discussed below, 
suggest that mistreatment of childbearing women in health facilities is indeed an impor-
tant issue in contemporary midwifery and nursing care in Ghana that needs to be urgently 
addressed.

The rest of the chapter proceeds as follows. The empirical research methods are next described. 
Results are then presented, followed by a discussion of the results. The final section concludes 
with some recommendations.

2. Materials and methods

2.1. Study design

A health facility-based retrospective cross-sectional quantitative survey was conducted. 
Validated survey questionnaires were used to collect data to estimate the prevalence of 
mistreatments women received during their most recent childbirth, and also determine the 
association between various exposure variables and the outcome of interest—mistreatment.

2.2. Study setting

Empirical research was conducted in Ghana, a low-income country in West Africa. Ghana is 
one of the countries in Africa where maternal mortality remains a challenge. For instance, out 
of 5247 deaths among women aged 15–49 in 2014, 12.1% (634) were pregnancy-related [4]. 
Low levels of health facility delivery are partly responsible for this relatively high number of 
maternal deaths [11, 12]. Recent data suggest that out of 794,000 live births annually in Ghana, 
only 76% are attended by skilled professionals [14]. Despite the fact that the Government 
of Ghana has implemented initiatives to increase facility-based delivery, including making 
antenatal care and skilled delivery free [15], giving special attention to pregnant women to 
easily complete the processes of the National Health Insurance Scheme (NHIS) registration 
and waiving enrolment fees into the NHIS, as well as scaling up safe motherhood and child 
survival interventions [16], many women in Ghana still give birth outside health facilities 
without skilled care [14]. Recent studies have suggested poor quality of maternal healthcare 
services and mistreatment of women as key reasons why some women in Ghana do not 
deliver in health facilities [4, 11, 12].

Within Ghana, empirical data collection took place in the Tema General Hospital in the Tema 
Metropolis of the Greater Accra region. The population of the Tema Metropolis, according 
to the 2010 Population and Housing Census, is 292,773, representing 7.3% of the region’s 
total population [17]. Females represent 52.2% of the total population of the metropolis. Also, 
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nearly all of the population in the metropolis lives in urban localities [17]. The Metropolis has 
five government health facilities, 58 private health facilities, four quasi-government facilities 
and 32 community-based health planning and services (CHPS) zones [18]. The Tema General 
Hospital serves as the main referral Hospital in the Metropolis with regard to maternal 
healthcare for both private and public health facilities [18]. This is the main reason why it 
was chosen for this study. The maternity block of the Hospital has a total of 294-bed capacity 
[18]. The facility recorded 7000 deliveries in the year 2016, of which 2035 were deliveries by 
caesarean section and 41 maternal deaths [18].

2.3. Study population

The study’s population comprised all women who had given birth at the Tema General 
Hospital between November 2017 and April, 2018. However, women who had compli-
cated births as well as women who had stillbirths were excluded. We excluded these cat-
egories of women because complicated or stillbirths may typically require additionally 
invasive interventions which could unduly affect women’s judgement about mistreatment. 
Besides, women who go through complicated birth or stillbirth may experience physical 
and emotional stress, which could also affect their judgement about mistreatment during 
childbirth.

2.4. Sample size estimation

A minimum sample size of 230 was first estimated using Cochran’s statistical formula for cross-
sectional studies [19]. The sample size estimation was based on the following assumptions:

1. Confidence level was set at 95%.

2. Prevalence of mistreatment of women in the sample was assumed to be 20%. This assump-
tion was based on a recent study in Kenya which found overall prevalence of mistreatment 
to be 20% [8].

3. Margin of error (5% = 0.05).

The minimum sample size of 230 was adjusted upward by 10% to cater for possible incom-
pleteness of data. Thus, the final sample size for the study was 253.

2.5. Sampling procedure

A simple random sampling method was used to select the 253 respondents. To ensure that each 
qualified potential respondent in the sampling frame had equal chance of being included in 
the study, the register of all women who had given birth in the facility between November 2017 
and April, 2018 and were attending child welfare clinic (CWC) at the Tema General Hospital 
was obtained from the senior nursing officer of the maternity unit. Using the inclusion and 
exclusion criteria outlined above, the names of all women who had live and  uncomplicated 
births were compiled in excel spreadsheet. In all, a total of 2357 potentially qualified women 
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were identified. Each of the 2357 women was then given a unique number, starting from 0001 
to the last woman on the list i.e. 2357. The numbered list was then exported into a Google-
based random number generator software and the 253 respondents were randomly selected. 
Following this selection, a visit was made to the CWC of the Tema General Hospital to meet 
each selected woman on the day she was scheduled to attend the CWC. During this meeting, 
we explained the purpose of the study to selected women as well as how they were selected. 
The women were then given time (2 weeks) to decide their participation. After the 2 weeks, 
each woman was contacted via telephone. Where the decision was in favour of participa-
tion, a date and interview venue were agreed upon between the authors and each woman. 
Most women agreed to do the interview during their next visit to the CWC, which happened 
between May and July 2018. However, for any selected woman who did not come to the CWC 
in the course of the study (there were 3 such cases) or opted not to take part in the study (there 
were 4 such cases), such women were replaced by repeating the random selection process on 
the remainder of the women not selected in previous round/s of random selection.

2.6. Data collection methods and instruments

Data was collected through face-to-face survey from May to July, 2018. A structured, closed-
ended questionnaire was designed for the data collection. The questionnaire focused on 
collecting information on a number of issues including socio-demographic characteristics, 
reproductive and maternal health history, and experiences of mistreatment during childbirth. 
We adopted and adapted several validated questions from previous researchers [1–3, 8, 20, 21], 
based on Bowser and Hill’s [22] typology of mistreatment. Our operational definitions of the 
specific components of mistreatment we were interested in are summarised in Table 1. The 
questionnaires were in English, but were asked in English and three other local dialects (Ga, Twi, 
and Ewe) depending on which one a respondent was fluent in. The second author who collected 
the data speaks all three local dialects fluently.

Category of mistreatment Example

Physical abuse Hitting, roughly forcing legs apart for delivery

Non-consented care No informed consent for procedures, such as when provider elects to 
perform unnecessary episiotomy

Non-confidential care No privacy (spatial, visual, or auditory)

Non-dignified care Humiliation by shouting, blaming, or degrading

Discrimination based on specific patient 
attributes

HIV status, ethnicity, age, marital status, language, economic status, 
educational level, etc.

Abandonment of care Facility closed despite being 24/7, or if open, no staff can or do attend 
delivery

Detention in facilities Not releasing mother until bill is paid

Table 1. Type and definition of mistreatment.
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2.7. Pre-test and quality assurance

The questionnaires were pre-tested in the CWC of another public health facility in the Tema 
Metropolis using 20 randomly selected mothers who gave birth between November 2017 and 
April 2018. The pretest enabled ambiguities in the wording of some questions to be corrected. 
The pretest also enabled us estimate the average time required to complete each question-
naire. In addition to the pretesting, other quality assurance measures were implemented. 
Data collected by the second author were checked every day by the first author to ensure 
accuracy and completeness. Errors that were detected were discussed and where needed, 
follow up interviews were made to correct any such errors.

2.8. Data processing and analysis

2.8.1. Data entry and processing

The completed questionnaires were hand-coded and entered into Microsoft Excel. The data 
were then exported to Stata 15 version software for further cleaning. Cleaning of the data 
was done by running frequencies on each variable. This checked inconsistently coded data. 
Inconsistently coded data were double checked with raw data from the questionnaire, and all 
inconsistencies and errors were resolved.

2.8.2. Variables

The dependent variable in this study is mistreatment of women during childbirth. 
Mistreatment was defined as specific behaviours of providers, which are related to any of 
the seven categories of mistreatment listed in Table 1, and expressed towards mothers in 
ways that are disrespectful or humiliating [23]. Questions on mistreatments were measured 
as dichotomous, such that any respondent who reported experiencing any of the seven cat-
egories of mistreatment in Table 1 was considered mistreated.

A number of independent variables expected to influence mistreatment were also measured. 
These included socio-demographic characteristics such as age, marital status, income level, edu-
cational level and religion. Other maternal and health system factors included mode of deliv-
ery, type of birth attendant, HIV status and antenatal care (ANC) attendance during pregnancy.

2.8.3. Statistical analysis

Descriptive statistical analysis (frequency, mean and standard deviation) was performed to 
describe important characteristics of respondents as well as estimate prevalence and forms 
of mistreatment women received during childbirth. Bivariate and logistic regression analy-
ses were then performed to examine factors associated with mistreatment of women during 
childbirth. Statistical significance was considered at 95% confidence level and a p < 0.05.

2.9. Ethical issues

Ethical approval was sought and obtained from the Ghana Health Service Ethical Review 
Committee. In addition, administrative consent and approval to conduct the study in the 
hospital was sought and obtained from the director of medical services of the Tema General 
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Hospital. Participation in the study was entirely voluntary, and this was communicated to all 
selected respondents. Before interviews were conducted, each participant signed or thumb 
printed an informed consent form to confirm their voluntary consent to participate in the 
study. However, respondents were told that they could withdraw consent and discontinue 
their participation in the study without any adverse consequences. Also, as some aspects of 
the mistreatment some women received were emotionally traumatising for them to recount 
during our study, we ensured that all such women were referred to a clinical psychologist 
based at the same health facility for counselling. However, this process was entirely volun-
tary, and no woman was referred if she did not want to see the psychologist. In addition, 
interviews were conducted in a private room where maximum anonymity and confidentiality 
were ensured. No direct compensation or benefits were paid to respondents. However, each 
respondent received age and sex-appropriate toy for their baby worth only GHȻ5 ($1).

3. Results

3.1. Socio-demographic characteristics of respondents

Questionnaires were successfully completed for all the 253 respondents. Table 2 shows the 
background characteristics of respondents. The mean age was 28.1 years (SD = ± 6.0). The 
majority (34.4%) were aged 24–29 years. The majority (32.4%) also attained secondary school 
education, while only 9.9% had no formal education. Also, 69.6% were heterosexually mar-
ried, and most marriages (65.7%) were monogamous. Christians were in the majority (87.4%). 
In terms of parity, majority (86.2%) of the respondents had between 1 and 3 children.

Characteristics Frequency Percent (%)

Age

15–19 13 5.15

20–24 63 24.90

25–29 87 34.39

30–34 49 19.37

35–39 26 10.28

40–44 15 5.93

Level of education

No formal education 25 9.88

Primary 36 14.23

JHS 81 32.02

Secondary 82 32.41

Tertiary 29 11.46

Marital status

Married 176 69.57

Separated 14 5.53
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Characteristics Frequency Percent (%)

Co-habiting 28 11.07

Single 35 13.83

Type of marriage

Monogamous 134 65.69

Polygamous 70 34.31

Religious affiliation

Christianity 221 87.35

Islamic 29 11.46

Traditional 3 1.19

Residence

Urban 241 95.26

Rural 12 4.74

Ethnicity

Ga 54 21.43

Twi 56 22.22

Fante 36 14.29

Ewe 47 18.65

Others 59 23.41

Occupation

Trading 100 39.53

Housewife 53 20.95

Seamstress 28 11.07

Hairdresser 23 9.09

Civil servants 25 9.88

Others 24 9.49

Monthly income (GHȻ)

No salary 57 22.53

<GHc500 165 65.22

GHc500–1000 22 8.70

>GHc1000 9 3.56

Parity

1–3 children 218 86.17

4–7 children 35 13.83

Dependents

1–3 dependants 169 85.79
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Characteristics Frequency Percent (%)

4–7 dependants 28 14.21

Husbands’ level of education

No formal education 17 6.85

Primary 17 6.86

JHS 62 25.00

Secondary 99 39.92

Tertiary 53 21.37

Husband’s occupation

None 21 8.30

Trading 49 19.37

Civil servant 39 15.42

Farmer 16 6.32

Others 128 50.59

Husband’s monthly income (GHȻ)

100–500 111 50.45

500–1000 77 35.00

1000–1500 21 9.55

2000–2500 11 5.00

Table 2. Socio-demographic characteristics.

Figure 1. Prevalence of mistreatment.
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3.2. Prevalence of mistreatment

Figure 1 summarises the prevalence of mistreatment among the women surveyed. The overall 
prevalence of mistreatment was 83.0%. This included those who suffered at least one form of 
mistreatment in the facility during their most recent childbirth. The most common form of 
mistreatment was detention for long hours for non-payment of medical bills (43.1%), followed 
by non-confidential care (39.5%), abandonment (30.8%), verbal abuse (25.3%), discrimination 
(21.3%) and physical abuse (14.2%) (see Table 3).

Table 3. Types of mistreatment women received.

Table 4. Multiple experiences of mistreatments.
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Characteristics Mistreated

Yes No Chi-square

P-value

Age

15–19 7(58.33) 5(41.67) 0.046*

20–24 58(92.06) 5(7.94)

25–29 74(85.06) 13(14.94)

30–34 36(73.47) 13(26.53)

35–39 19(73.08) 7(26.92)

40–44 10(66.67) 5(33.33)

Marital status

Married 140(79.55) 36(20.45) 0.205

Separated 9(64.29) 5(35.71)

Co-habiting 20(74.43) 8(28.57)

Single 30(85.71) 5(14.29)

Type of marriage

Monogamous 105(78.36) 29(21.64) 0.072

Polygamous 62 (88.57) 8(11.43)

Level of education

No formal education 20(80.00) 5(20.00) 0.048*

Primary 72(88.89) 9(11.11)

JHS 30(83.33) 6(16.67)

Secondary 65(79.27) 17(20.73)

Tertiary 19(65.52) 10(34.48)

Residence

Urban 198(82.16) 43(17.84) 0.228

Rural 7(58.33) 5(41.67)

Religious affiliation

Christianity 181(81.10) 40(18.10) 0.677

Islamic 22 (75.86) 7(24.14)

Traditional 6(54.55.00) 5(45.45)

Occupation

Trading 85(85.00) 15(17.0) 0.384

Housewife 46(86.79) 7(13.21)

Seamstress 22(78.57) 6(21.43)
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Characteristics Mistreated

Yes No Chi-square

P-value

Hairdresser 17(73.91) 6(26.09)

Civil servants 17(68.00) 8(32.00)

Others 18(75.00) 6(25.00)

Monthly income (GHȻ)

No salary 51(89.47) 6(10.53) 0.045*

<GHc500 138(83.64) 27(16.36)

GHc500–1000 16(72.73) 6(27.27)

>GHc1000 6(54.55) 5(45.45)

Ethnicity

Ga 44(81.48) 10(18.52) 0.849

Twi 46(82.14) 10(17.86)

Fante 29(80.56) 7(19.44)

Ewe 39(82.98) 8(17.02)

Others 52(88.14) 7(11.86)

Parity

1–3 children 180(82.57) 38(17.43) 0.646

4–7 children 30(85.71) 5(14.29)

Dependents

1–3 dependants 138(81.66) 31(18.34) 0.425

4–7 dependants 21(75.00) 7(25.00)

Husbands’ level of education

No formal education 11(64.71) 6(35.29) 0.056

Primary 11(64.71) 6(35.29)

JHS 57(91.94) 5(8.06)

Secondary 77(77.47) 22(22.22)

Tertiary 40(75.47) 13(24.53)

Husband’s occupation

None 14(66.67). 7(33.33) 0.151

Trading 43(87.76) 6(12.24)

Civil servant 30(76.92) 9(23.08)

Farmer 10(62.50) 6(37.50)

Others 103(80.47) 25(19.53)
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Characteristics Mistreated

Yes No Chi-square

P-value

Husband’s monthly income (GHȻ)

100–500 97(87.39) 14(12.61) 0.002*

500–1000 64(83.12) 13(16.88)

1000–1500 12(57.14) 9(42.86)

2000–2500 6(54.55) 5(45.45)

Table 5. Socio-demographic factors associated with mistreatments (bivariate analyses). *p < 0.05

Characteristics Mistreated

Yes No Chi-square

P-value

ANC attendance

Yes 201(84.10) 38(15.90) 1.000

No 9(62.29) 5(35.71)

Age of the baby (n = 200)

1–3 months and below 120(85.71) 20(14.29) 0.201

4–6 months 90(79.65) 23(20.35)

Mode of delivery

Vaginal delivery 141(85.98) 23(14.02) 0.088

Caesarean section 69(77.53) 20(22.47)
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Obstetrician/gyneacologist 64(77.11) 19(22.89) 0.000*

Midwife 146(85.88) 24(14.12)

HIV status

Negative 151(95.32) 9(4.68) 0.009*

Positive 73(78.49) 20(21.51)

Had episiotomy

Yes 193(83.55) 38(16.45) 1.000

No 6(54.55) 5(45.45)

Had a bed

Yes 202(84.17) 38(15.83) 0.220

No 8(61.54) 5(38.46)

Table 6. Maternal and health system factors associated with mistreatment (bivariate analyses). *p < 0.05
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Characteristics Mistreated
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As shown in Table 4, many women experienced multiple forms of mistreatment during their 
most recent health facility delivery. The majority of women (25.7%) suffered from two types 
of mistreatment; 17.4% suffered three types of mistreatment; 11.1% suffered four different 
types of mistreatment; and 5.5% suffered five types of mistreatment. Only 0.8% of the women 
suffered six types of mistreatment, with no respondent reporting suffering all the seven types 
of mistreatment studied.

3.3. Factors associated with mistreatment

Table 5 presents information on bivariate analysis investigating the association between 
socio-demographic factors and mistreatment based on chi-square test of independence. 
Age of mother (p = 0.046), mother’s level of education (p = 0.048), mother’s monthly income 
(p = 0.045), and husband’s monthly income (p = 0.002) were statistically significantly associ-
ated with mistreatment of women during their most recent childbirth in the Tema General 
Hospital. In addition to the socio-demographic factors, other maternal and health system fac-
tors were assessed. The results are shown in Table 6. A woman’s HIV status (p = 0.009), as 
well as type of birth attendant during childbirth (p < 0.01) were statistically associated with 
mistreatment.

In total, six (6) factors showed statistical association with mistreatment at the bivariate level. 
These were pulled into a logistic regression model in a second round of analysis. A simple 
logistic regression analyses model, followed by a multiple logistic regression analyses model, 
were then performed on the six variables. The results are shown in Table 7. After adjusting 

Table 7. Predictors of mistreatment during childbirth (logistic regression analysis). *p < 0.05
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for potential confounders, husband’s income, HIV status and type of birth attendant during 
childbirth independently predicted mistreatment. Specifically, the odds of being mistreated 
were significantly lower for HIV negative women compared to HIV positive women (cOR: 
0.22; 95% CI = 0.065–0.746; p = 0.015). This relationship was still statistically significant after 
potential confounders were adjusted for (aOR: 0.11; 95% CI = 0.022–0.608; p = 0.011). Women 
whose births were attended by obstetricians/gyneacologists were also significantly less likely 
to report mistreatment compared to those whose birth were attended by midwives (cOR: 0.09; 
95% CI = 0.026–0.291; p < 0.01). This relationship was still strongly statistically significant after 
other factors were adjusted for (aOR: 0.07; 95% CI = 0.018–0.279; p < 0.01). Also, as a woman’s 
husband’s monthly income increases, the odds of the woman reporting mistreatment reduces, 
although the relationship was generally very weak.

4. Discussion

This study is among the first in Ghana to quantitatively estimate the prevalence of mistreat-
ment of women during health facility-based childbirth and associated factors. Findings 
suggest that, the overall prevalence of mistreatment of women during their most recent child-
birth in the Tema General Hospital was high (83%), with most of the mothers experiencing 
detention (43.1%) due to lack of fee payment, non-confidential care (39.5%), neglect/aban-
donment (31.8%), verbal abuse (25.3%), discrimination (21.3%), physical abuse (14.2%), and 
non-consented care (13.3%). Many women also experienced multiple forms of mistreatment. 
The main factors that significantly predicted mistreatment were being HIV positive, being 
attended by a midwife rather than an obstetrician/gyneacologist, and a woman’s husband 
earning lower monthly income.

A number of our findings above deserves further commentary. Compared to other previous 
studies in Africa [8, 9], the 83% prevalence of mistreatment in this study is relatively high. It 
is however not surprising as evidence from a recent systematic review suggests that mistreat-
ment is increasing in many low-income settings especially in urban areas [13]. With increasing 
population in many urban areas in SSA amid declining human and financial resources for 
health as well as deteriorating health infrastructure, there are suggestions that congestion 
in maternity wards, under-staffing, and over working of health staff, may be compromising 
quality of maternity care, including mistreatment of women during childbirth [21, 24–26]. It is 
also possible that mistreatment may not be increasing per se; just that many urban women are 
becoming increasingly aware of their rights as patients partly because of improvements in for-
mal education. This is more likely in the present study given that the majority of women had 
some formal education. Be that as it may, the relatively high prevalence of mistreatment in 
this study is a cause for concern. Mistreatment of women in health facilities during childbirth 
does not only violate the rights of women to respectful care, but can also threaten women’s 
rights to life, health, bodily integrity, and freedom from institutional violence [5]. Thus, not 
only is mistreatment a public health issue but it also becomes a human rights and an equity 
issue [10]. As a number of studies have shown, women who experience mistreatment from 
midwives or other maternity care providers in a health facility setting are often less likely 
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for potential confounders, husband’s income, HIV status and type of birth attendant during 
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4. Discussion
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suggest that, the overall prevalence of mistreatment of women during their most recent child-
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non-consented care (13.3%). Many women also experienced multiple forms of mistreatment. 
The main factors that significantly predicted mistreatment were being HIV positive, being 
attended by a midwife rather than an obstetrician/gyneacologist, and a woman’s husband 
earning lower monthly income.

A number of our findings above deserves further commentary. Compared to other previous 
studies in Africa [8, 9], the 83% prevalence of mistreatment in this study is relatively high. It 
is however not surprising as evidence from a recent systematic review suggests that mistreat-
ment is increasing in many low-income settings especially in urban areas [13]. With increasing 
population in many urban areas in SSA amid declining human and financial resources for 
health as well as deteriorating health infrastructure, there are suggestions that congestion 
in maternity wards, under-staffing, and over working of health staff, may be compromising 
quality of maternity care, including mistreatment of women during childbirth [21, 24–26]. It is 
also possible that mistreatment may not be increasing per se; just that many urban women are 
becoming increasingly aware of their rights as patients partly because of improvements in for-
mal education. This is more likely in the present study given that the majority of women had 
some formal education. Be that as it may, the relatively high prevalence of mistreatment in 
this study is a cause for concern. Mistreatment of women in health facilities during childbirth 
does not only violate the rights of women to respectful care, but can also threaten women’s 
rights to life, health, bodily integrity, and freedom from institutional violence [5]. Thus, not 
only is mistreatment a public health issue but it also becomes a human rights and an equity 
issue [10]. As a number of studies have shown, women who experience mistreatment from 
midwives or other maternity care providers in a health facility setting are often less likely 
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to go to a health facility again in subsequent childbirth [4, 11, 12]. This suggests a need for 
interventions to raise awareness among maternity care providers about the potential adverse 
effect mistreatment of women could have on utilisation of skilled birth services in the future, 
and the need to treat women with respect and dignity during childbirth.

This study also indicated that 43% of women who were detained after delivery were as a 
result of non-payment of medical bills. This is an important factor especially in SSA where 
women are not as economically empowered as men, and one would therefore expect to find 
many women with very low monthly income. This seems to be the case in this study where 
women appeared to earn far lower monthly incomes than their husbands, and where hus-
bands’ monthly income was a significant determinant of mistreatment. Indeed, in an Ethiopian 
study, women with higher monthly incomes were less likely to experience mistreatment as 
compared to those with a lower monthly income [7]. In countries that still have a user-fee sys-
tem, poor women may be detained in hospitals after delivery for failure to pay the required 
bills. A recent study in Ghana indicated that 22% of the women in the sample were detained 
in health facilities after delivery for nonpayment of fees [9]. Our finding in relation to the 
relatively high detention rate of women after birth is however surprising given that Ghana 
has since 2005 implemented a user-fee exemption policy for skilled delivery services. It could 
be the case that there are other informal charges not covered under the user-fee exemption 
policy. This is more likely given that previous research in Ghana has reported the existence of 
informal charges in many health facilities despite the existence of the NHIS and the user-fee 
exemption policy for delivery services. Our findings here would suggest a need to relook at 
the user-fee exemption policy for maternal healthcare services to ensure that services are truly 
free for women. Also, ensuring timely enrolment of all pregnant women on the NHIS through 
the user-fee exemption policy could lessen the financial burden mothers and families may go 
through during childbirth.

Again, non-consented care (no informed consent before procedures), non-confidential care, 
performing vaginal examination in the presence of other people, including patients, as well as 
disclosure of medical history without consent were other forms of mistreatment mothers went 
through during delivery. These findings could be due to under-staffing, lack of resources and 
smaller size of the labour ward and delivery rooms in the hospital. The findings here imply 
that, expanding the staffing numbers and labour ward and partitioning the rooms with low-
cost curtains may have a great bearing on ensuring privacy and respectful maternity care.

Another important finding relates to the fact that women who were HIV positive were more 
likely to report being mistreated compared to those who were HIV negative. This is not so 
surprising given that HIV/AIDS is still largely a highly moralising and stigmatising disease 
in many contexts in Africa. Our result here however does suggest a need for maternity care 
providers to be less judgmental and discriminatory when dealing with HIV positive mothers. 
Rather, compassionate and dignified care needs to be emphasised in the care delivery process.

Finally, women whose births were attended by obstetricians/gyneacologists were also sig-
nificantly less likely to report mistreatment compared to those whose births were attended 
by midwives. Given that majority of births in this study, and indeed in most parts of Ghana 
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and SSA are attended by midwives, our finding here is very concerning. Lack of cultural 
competency, limited training on patient-centred care as well as low staffing numbers and 
work overload among midwives are possible factors that could contribute to midwives inad-
vertently mistreating women during childbirth. This would again suggest a need to further 
strengthen the core training curriculum of midwives to emphasise patient-centred care and 
interpersonal communication and relationships in addition to increasing the staffing numbers 
and expanding infrastructure to enhance the interaction between midwives and women dur-
ing childbirth. Regular on-the-job training of midwives to improve the cultural competency 
skills alongside improved supervision and greater accountability in the labour wards could 
all help lessen mistreatment.

Although findings from this study would provide useful information that could guide policy 
and practice to reduce mistreatment of women in health facilities during childbirth, the study 
has some limitations. A major limitation is the cross-sectional retrospective survey design 
that was used, which did not offer opportunities for observational and longitudinal analysis 
to be done. Observing the interactions between women and maternity care givers would 
particularly have provided important nuances and as well introduce validation mechanisms 
into the data collection process. Also, there could be recall bias as respondents were made 
to recall events that happened in the past 6 months prior to this study. These limitations 
aside, we believe important lessons could be learnt from our study. Also, our findings could 
form the basis for a large-scale, more elaborate study using both qualitative and quantita-
tive methods along with health facility audits, to determine the scale of mistreatment of 
women during childbirth in both urban and rural health facility contexts, and the drivers of 
mistreatment.

5. Conclusion

This study aimed to examine the prevalence of mistreatment of women during childbirth in 
health facilities in Ghana, and the factors associated with such mistreatment. Results revealed 
the prevalence (83%) of mistreatment of women during childbirth in the Tema General 
Hospital to be high. The specific types of mistreatments varied from woman to woman, but 
the most prevalent forms were detention, physical mistreatment (hitting, slapping, pinching, 
legs held and forced apart), and verbal abuse (shouted at, insulted, and reprimanded). A 
number of factors have been identified to be statistically related to mistreatment, including 
husbands’ monthly income, being HIV positive, and being attended in childbirth by a mid-
wife as against an obstetrician/gynaecologist.

Taken together, the results and discussions in this study add to a growing body of evidence 
across Africa including in Nigeria [1], Tunisia [2], Ethiopia [7, 20, 25], Kenya [8, 24], and Guinea 
[21] that suggests mistreatment of women during childbirth as an important public health and 
human rights issue. Our study, together with evidence from previous research within Africa, 
gives an indication of the factors that may be contributing to mistreatment of women during 
childbirth. We think the widespread nature of the phenomena of mistreatment of women 
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thus far in many countries in Africa has clear implications for midwifery and future research. 
First, we think our findings provide a basis for large-scale further quantitative and qualitative 
studies in different contexts in Ghana and in other African countries to estimate the prevalence 
and forms of mistreatment of women during childbirth, identify important determinants, and 
explore detailed contextual, structural and personal level explanatory factors as well as rel-
evant remedial policy options and interventions. Second, and beyond this proposed research 
agenda, we think the time has come for this evidence to be taken up more seriously not just 
by individual countries like Ghana or health facilities like the Tema General Hospital, but also 
by midwifery training institutions and professional bodies in different African countries such 
as the Ghana College of Nurses and Midwives and the West African College of Nurses and 
Midwives. In addition to a need for critical self-reflection and professional re-orientation of 
the practice of contemporary nursing and midwifery care within these training institutions 
and professional organisations to uphold human rights and patient dignity, there should also 
be professional ethics training for midwives as part of both the core curriculum for train-
ing midwives and routine in-service or on-the-job training. This training could also include 
patient-centred care and interpersonal communication and relationships building.

Given that women who experience mistreatments from healthcare providers are less likely to 
go to the health facility again during future pregnancy and childbirth, our results also have 
specific practical implications for the Ghana Health Service more generally, and the Tema 
General Hospital more specifically. It is important that interventions are put in place to train 
service providers in patient-centred care and interpersonal communication and relationships 
so as to minimise mistreatment. Specifically, the Tema General Hospital, together with the 
Ghana Health Service (GHS), and the Ministry of Health (MoH) should strengthen education 
of both patients and healthcare providers on patients’ rights and responsibilities under the 
Patients’ Charter, and to establish reporting mechanisms in the hospital so that women who 
suffer unjust mistreatments during childbirth could feel free to report and be responded to 
appropriately. A sanctions regime, including temporary suspension and total dismissal from 
work, should also be considered in this regard to deter healthcare providers who unjusti-
fiably mistreat women. Before the above recommendations are implemented however, we 
recommend expansion in health infrastructure especially in urban areas as well as increasing 
the human resource base especially the number of midwives so as to reduce work overload 
and overwork. Finally, there is a need for both public and private sector health facilities that 
provide maternity care to women to liaise with the GHS and the MoH to ensure that the free 
maternal health benefit package under the NHIS is comprehensive and covers all women in 
order to eliminate all informal payments. Also, sanctions should be meted out to healthcare 
providers who charge unofficial fees. This could help reduce the phenomenon of maternity 
detention after birth, which contributes to mistreatment.
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Abstract

Ensuring healthy lives and promoting the well-being for all at all ages is essential to 
sustainable development. The UN’s adoption of the sustainable development goals 
(SDGs) in September 2015 reaffirmed the reduction of maternal and newborn mortality 
as global priorities in the coming decade. The World Health Organisation Safe Childbirth 
Checklist has been developed to ensure the delivery of essential maternal and perinatal 
care practices. The Safe Childbirth Checklist aims to help frontline health workers to 
prevent avoidable childbirth-related mortality and morbidity. The Checklist addresses 
the major causes of maternal death (haemorrhage, infection, obstructed labour and 
hypertensive disorders), intrapartum-related stillbirths (inadequate intrapartum care), 
and neonatal deaths (birth asphyxia, infection and complications related to prematurity). 
Successful completion of checklist items by healthcare workers will help keep the woman 
and baby safe as the checklist catalogues a core set of practices that are proven to reduce 
maternal and newborn harm. The practices described in the checklist items should be 
conducted at every birth. This chapter utilises experiences gained in Cameroon, Ghana, 
Nigeria and Zambia during the Pfizer Independent Grant for Learning and Change 
supported Medical Women’s Association of Nigeria Improving Maternal Health in sub-
Saharan Africa project to describe the checklist and how it can be used to deliver lifesav-
ing midwifery care and enhance maternal health.
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1. Introduction

The high rate of maternal mortality and morbidity, especially in developing countries calls 
for international concern. Although the ongoing Sustainable Development Goals (SDGs) has 
included its prevention as one of the major indicators for measuring global development by 
the year 2030; success can only ensue if the challenges faced by low-resource settings are 
recognised and tackled. In about 130 million births per year, an estimated 303,000 result in the 
mother’s death, and 2.6 million in stillbirths [1]. The majority of these deaths, mostly prevent-
able, occur in low-resource settings [2, 3]. The World Health Organisation (WHO) thus devel-
oped the Safe Childbirth Checklist to support the delivery of essential birth practices for the 
prevention of maternal and newborn deaths [4]. The Safe Childbirth Checklist summarises 
the major direct causes of maternal death such as haemorrhage, hypertensive disorders, 
infections, and obstructed labour. The Checklist also addresses intrapartum-related stillbirths 
resulting from inadequate care during labour and delivery and neonatal deaths arising from 
birth asphyxia, complications related to prematurity, and infections. It was developed from 
evidence-based birth practices and tested in 10 countries across Asia and Africa [4]. Africa and 
Asia contribute over 90% of the world’s maternal and perinatal deaths.

Childbirth is a complex but physiological process necessitating, sometimes difficult, some-
times complicated steps that prevent adverse outcomes for the mother and her newborn 
child. Healthcare givers may find it difficult to simply remember all of the relevant infor-
mation, and performing all the steps perfectly and in the precise order may become chal-
lenging especially in the busy labour ward. The WHO Safe Childbirth Checklist is a simple 
quality improvement tool that reminds healthcare workers to deliver high-quality care from 
when the woman is admitted, through childbirth, until the woman and baby are safely 
discharged home.

Checklists prompt users to remember to carry out essential tasks and have long been funda-
mental to maintaining safety when flying aeroplanes [5]. In other settings, professionals are 
successfully using checklists to organise large amounts of complex information, to remind 
themselves to perform crucial duties, and to ultimately do their jobs more effectively and 
proficiently [5]. In recent years, research on checklists in the health sector has been associ-
ated with improved safety with trials of checklist programmes in intensive care medicine and 
surgery demonstrating significant reductions in complications and deaths [6].

Thus, the WHO, together with obstetricians, paediatricians, nurses, midwives, patient safety 
experts, developed the WHO Safe Childbirth Checklist and an implementation guide [4] to 
help healthcare workers improve adherence to proven maternal and newborn care practices. 
Identifying effective methods to save lives at birth is a global priority to support progress 
towards the SDGs. The Safe Childbirth Checklist (Figures 1 and 2) is a list of evidence-based 
practices derived from WHO guidelines [7–15] that target the major global causes of maternal 
deaths (haemorrhage, hypertensive disorders, infection, and obstructed labour), intrapartum-
related stillbirths (inadequate intrapartum care) and neonatal deaths (intrapartum-related 
events, infection and complications of prematurity). Each checklist item is a critical action or 
practice that, if missed or left undone, can lead to severe harm for both the mother and or the 
newborn.
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infections, and obstructed labour. The Checklist also addresses intrapartum-related stillbirths 
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birth asphyxia, complications related to prematurity, and infections. It was developed from 
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Asia contribute over 90% of the world’s maternal and perinatal deaths.
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times complicated steps that prevent adverse outcomes for the mother and her newborn 
child. Healthcare givers may find it difficult to simply remember all of the relevant infor-
mation, and performing all the steps perfectly and in the precise order may become chal-
lenging especially in the busy labour ward. The WHO Safe Childbirth Checklist is a simple 
quality improvement tool that reminds healthcare workers to deliver high-quality care from 
when the woman is admitted, through childbirth, until the woman and baby are safely 
discharged home.

Checklists prompt users to remember to carry out essential tasks and have long been funda-
mental to maintaining safety when flying aeroplanes [5]. In other settings, professionals are 
successfully using checklists to organise large amounts of complex information, to remind 
themselves to perform crucial duties, and to ultimately do their jobs more effectively and 
proficiently [5]. In recent years, research on checklists in the health sector has been associ-
ated with improved safety with trials of checklist programmes in intensive care medicine and 
surgery demonstrating significant reductions in complications and deaths [6].

Thus, the WHO, together with obstetricians, paediatricians, nurses, midwives, patient safety 
experts, developed the WHO Safe Childbirth Checklist and an implementation guide [4] to 
help healthcare workers improve adherence to proven maternal and newborn care practices. 
Identifying effective methods to save lives at birth is a global priority to support progress 
towards the SDGs. The Safe Childbirth Checklist (Figures 1 and 2) is a list of evidence-based 
practices derived from WHO guidelines [7–15] that target the major global causes of maternal 
deaths (haemorrhage, hypertensive disorders, infection, and obstructed labour), intrapartum-
related stillbirths (inadequate intrapartum care) and neonatal deaths (intrapartum-related 
events, infection and complications of prematurity). Each checklist item is a critical action or 
practice that, if missed or left undone, can lead to severe harm for both the mother and or the 
newborn.
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Figure 1. The WHO Safe Childbirth Checklist.
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Figure 2. The WHO Safe Childbirth Checklist adapted for UPTH ©Rosemary Ogu.
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2. Methodology

This chapter utilises experiences gained in Cameroon, Ghana, Nigeria and Zambia during the 
Pfizer Independent Grant for Learning and Change supported Medical Women’s Association 
of Nigeria Improving Maternal Health in sub-Saharan Africa project to describe how the 
checklist can be used to deliver lifesaving midwifery care and enhance maternal health. This 
chapter also outlines the ‘how to use the checklist’ as elucidated in the WHO implementation 
guide in this chapter [4].

3. How to use the Checklist

This segment describes how to use the checklist to deliver life-saving birth practices. Tips on 
how to effectively use the checklist as a quality improvement tool, advocating and getting 
supplies for use in maternity units are included.

3.1. Pause points

The checklist is envisioned to be used at four points in time; these points are called ‘pause points’. 
At each pause point, a set of essential practices; also known as the ‘checklist items’ should be 
completed. Each checklist item should be marked with a pen when that item is completed. The 
healthcare worker who is caring for the woman and baby at the time a pause point occurs should 
be responsible for completing the checklist then. Labour ward staff in Port Harcourt Nigeria 
found the checklist facilitated best practices and improved patient satisfaction with care [16].

Checklist users may be nurses, midwives, physicians, or other clinicians; as seen in Cameroon, 
Ghana and Nigeria. In Lusaka- Zambia, none of the sampled institutions were using the check-
list. The recommended approach for using the checklist is for healthcare workers to first conduct 
their normal practice and then use the checklist to verify that the checklist items have been cor-
rectly performed. One checklist should be used for every mother and her baby; in Port Harcourt; 
the checklist was modified to include the mother’s name and folder number (Figure 2).

There are four pause points. Pause points are therefore the specific point in time when staff 
are asked to temporarily stop whatever else they are doing and verify or check that essential 
clinical practices have been completed [4]. Pause points thus happen at critical moments in 
care when complications can be averted, or adequately treated; or when it is expedient for 
healthcare workers to check the woman and baby. The four pause points are:

1. at the time of admission;

2. just before the woman starts pushing (or before caesarean section);

3. within 1 h after birth; and

4. before discharge from the facility.

These pause points may not all occur in the same room. For instance, at the University of Port 
Harcourt Teaching Hospital Obstetric Unit in Nigeria and the Yaounde Gynaeco-Obstetric 
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and Paediatric Hospital, Yaounde, Cameroon; pause point 1 takes place at the admission desk, 
pause point 2 occurs in the labour room, pause point 3 in the postpartum bay, and pause point 
4 occurs in the postpartum ward. In other facilities that are small, or those implementing the 
recent recommendation that women should labour and deliver in the same room and on the 
same bed, all pause points will occur in a single area. If the pause points occur in separate 
areas, it is vital that the checklist accompany the woman and baby when they are moved from 
one area to the other. In our experiences, this is achieved by keeping the checklist with the 
woman’s chart or inside her medical record folder.

3.2. Checklist items

The ‘checklist items’ are the set of evidence-based obstetric practices that should be carried 
out. They specifically address the major global causes of maternal and newborn deaths and 
comprise a core set of evidence-based practices that have been proven to reduce and prevent 
maternal and newborn harm. These practices are to be carried out at every birth. Supplemental 
information is available in the checklist for many items in order to improve care. This infor-
mation is located adjacent to the checklist item it describes. For instance, the supplemental 
information for checklist items relating to medications describes the indications for antibi-
otic use. Dosages and treatment courses for all medications should be aligned with WHO or 
local guidelines. Every effort should be made to have supplies and consumables available for 
use when needed; otherwise, the indication will be present, but the health caregiver cannot 
implement the needed evidence base practice because the necessary supplies are unavailable. 
Our experiences show that in all instances, advocacy is necessary for improved supplies of 
equipment, tools, and consumables. Refresher courses periodically for health workers are 
also necessary to update and refresh knowledge.

After repeated use of the checklist, users may come to memorise the supplemental informa-
tion. In these situations, users should still run the checklist by reviewing and marking each 
checklist item to be sure that all essential practices are conducted.

Each item on the Safe Childbirth Checklist is described in detail below.

3.2.1. Pause point 1: on admission

At the time of admission; evaluation of the mother is essential to review her general status, 
discover and manage complications that she may already have. An evaluation also confirms if 
referral to another facility is indicated. At this pause point, the woman and her companion are 
counselled for labour and delivery, educated about the danger signs and what to do thereafter.

3.2.1.1. Does mother need referral?

This checklist item ensures that mothers with indications for referral are promptly referred. 
Presentation in extremis is one reason why women die in health facilities. This must be 
avoided at all times. The WHO Checklist implementation guide [4] advises the skilled birth 
attendant confirm whether the mother needs a referral to another facility by reviewing the 
facility’s criteria for a referral. If indicated, the guide [4] further advises the healthcare worker 
to take immediate action to organise a safe transfer.
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The healthcare worker should inform the mother and birth companion about the need for 
the referral so they can act fast. Informing healthcare workers at the facility to which the 
mother is being referred enable the receiving facility to prepare and in a position to deliver 
care as soon as the mother arrives. This is imperative to save lives and minimise morbidity 
and mortality. A list of indications for referral in the admission area helps healthcare workers 
to quickly identify mothers that should be referred. Ensuring communication tools/means 
of transportation are available is essential in reducing maternal morbidity and mortality as 
experiences show that after referral; mothers in low resource settings may find it difficult to 
go to the referred facility due to financial constraints.

3.2.1.2. Partograph started?

The partograph is a tool that graphically represents the events in labour and thus assesses 
the progress of labour. The partographs alert and action lines enable birth attendants to 
recognise and take action to prevent and manage prolonged and obstructed labour. The use 
of the partograph prevents prolonged labour, reduces operative intervention, and improves 
neonatal outcomes [7]. The skilled birth attendant should fill out a partogram first page for 
every patient who comes on admission in the labour ward and start the partograph when 
active labour is established or when a mother’s cervical dilation is 4 cm or more. Every 
30 min, the mother’s heart rate, number of contractions in 10 min, and the foetal heart rate 
should be checked and charted on the partograph. The mother’s temperature should be 
checked every 2 h and plotted while her mother’s blood pressure is checked and plotted 
every 4 h. If at the time of admission, the mother is not in active labour, then the partograph 
is attached to her chart or medical record folder. The partograph is then started when her 
cervical dilatation reaches 4 cm. Refresher courses on the use of partograph should be organ-
ised periodically for obstetric unit staff to enhance the use of the partograph in adequately 
monitoring labour.

3.2.1.3. Does mother need to start antibiotics?

Antibiotics prevent and treat bacterial infections. Antibiotics should ideally be stocked in the 
labour ward and administered as soon as indicated to improve outcomes. Antibiotic treat-
ment prevents infection-related complications in the mother, the foetus, and in the newborn. 
The skilled birth attendant should confirm whether the mother needs antibiotics at the time 
of admission and if indicated; for example, if the mother has a temperature of or greater than 
38°C, rupture of the membranes greater than 18 h or foul-smelling vaginal discharge; the 
antibiotics should be immediately administered. In Cameroon, use of the checklist in about 
1000 deliveries revealed that infections complications are less when the checklist is in use 
compared to when the checklist is not in use.

3.2.1.4. Does mother need to start magnesium sulphate?

Magnesium sulphate is the gold standard for the prevention of Eclampsia. Pre-eclampsia is a 
severe form of hypertension or very high blood pressure in pregnancy (≥160/110 mmHg) with 
its associated complications of abruptio, eclampsia and stroke for the mother, and intrauterine 
foetal death for the baby. Prophylactic treatment of pre-eclampsia with magnesium sulphate and 
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otic use. Dosages and treatment courses for all medications should be aligned with WHO or 
local guidelines. Every effort should be made to have supplies and consumables available for 
use when needed; otherwise, the indication will be present, but the health caregiver cannot 
implement the needed evidence base practice because the necessary supplies are unavailable. 
Our experiences show that in all instances, advocacy is necessary for improved supplies of 
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tion. In these situations, users should still run the checklist by reviewing and marking each 
checklist item to be sure that all essential practices are conducted.

Each item on the Safe Childbirth Checklist is described in detail below.

3.2.1. Pause point 1: on admission

At the time of admission; evaluation of the mother is essential to review her general status, 
discover and manage complications that she may already have. An evaluation also confirms if 
referral to another facility is indicated. At this pause point, the woman and her companion are 
counselled for labour and delivery, educated about the danger signs and what to do thereafter.

3.2.1.1. Does mother need referral?

This checklist item ensures that mothers with indications for referral are promptly referred. 
Presentation in extremis is one reason why women die in health facilities. This must be 
avoided at all times. The WHO Checklist implementation guide [4] advises the skilled birth 
attendant confirm whether the mother needs a referral to another facility by reviewing the 
facility’s criteria for a referral. If indicated, the guide [4] further advises the healthcare worker 
to take immediate action to organise a safe transfer.
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go to the referred facility due to financial constraints.
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antihypertensive treatment prevents these complications. At this pause point at the time of admis-
sion, the Skilled birth attendant should confirm from the blood pressure reading and presence of 
proteinuria on urinalysis whether the mother needs magnesium sulphate and antihypertensive 
treatment. If yes, i.e. the mother has diastolic blood pressure equal to or greater than 110 mmHg 
with proteinuria of 3+, or if her diastolic blood pressure is equal to or greater than 90 mmHg 
with proteinuria of 2+ and any signs of pre-eclampsia (epigastric pain, severe headache or visual 
disturbance), the magnesium sulphate and antihypertensive agent should be urgently admin-
istered. Magnesium sulphate should continue for 24 h after childbirth or after the last convul-
sion. High blood pressure should be confirmed by the measurement of blood pressure on more 
than one occasion. If the mothers systolic blood pressure is equal to or greater than 160 mmHg, 
antihypertensives should be administered to lower and maintain blood pressure to just below 
150/100 mmHg. If magnesium sulphate can only be administered after the patient has procured 
it, the patient financial constraints imply indicated magnesium sulphate is not administered 
when needed and foetomaternal outcomes remain poor similar to the experiences in India [17].

3.2.1.5. Does mother need to start antiretrovirals?

Transmission of HIV from positive mothers to their babies can occur during childbirth. 
Antiretroviral treatment (ART) reduce this risk. The skilled birth attendant should confirm 
whether the mother needs antiretrovirals at the time of admission and, if indicated, the antiret-
rovirals should be immediately administered. If the mother’s HIV status is unknown, then an 
HIV test should done. If a pregnant woman tests HIV-positive, then antiretroviral drugs should 
be administered and continued throughout labour, delivery, breastfeeding, and thereafter.

3.2.1.6. Confirm supplies are available near bedside to clean hands and wear gloves for each 
vaginal exam

This checklist item is so very necessary because healthcare workers with unclean hands can 
spread infections to mothers and babies. Practicing good hand hygiene prevents these infec-
tions. Puerperal sepsis is a major global cause of morbidity and mortality for mothers and 
babies. Healthcare workers should thus always thoroughly wash their hands with soap and 
clean water before and after they make contact with clients. If water is unavailable, as can 
happen in low resource setting; an alcohol-based hand rub should be used. Advocacy for 
hygiene supplies (i.e. soap, clean running water, or alcohol-based hand rub, clean gloves) 
must be included in the engagement with heads of facilities. Availability at all times promotes 
healthcare workers adherence to good hand hygiene practices. Correct techniques for hand 
hygiene should be practiced. This is so very important to improve outcomes. Availability of 
the checklist and its use in a setting of a dearth of clean water and consumables implies that 
foetomaternal outcomes will remain poor.

3.2.1.7. Encourage birth companion to be present at birth

Available evidence show that birth companions can help to improve health outcomes by 
providing support to the mother during the childbirth process. Birth companions can help 
to recognise danger signs, and thus alert the healthcare worker. A birth companion could be 
a family member, husband, partner, friend, community health worker, or facility staff. The 
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checklist implementation guide advocates that skilled birth attendant should encourage the 
presence of a birth companion during labour, birth, and the postpartum and postnatal peri-
ods [4]. The implementation guide [4] further encourages that a birth companion is present at 
the time of admission; and if a birth companion is not present at the time of admission, then 
the mother should be encouraged to identify one; the birth companion should be counselled 
on danger signs and encouraged to stay through the entire childbirth process.

3.2.1.8. Confirm that mother or companion will call for help during labour if needed

At the time of admission; the checklist encourages the healthcare worker to confirm that the 
parturient or birth companion will call for help if needed, if she feels like pushing and if 
any danger signs develop during labour: bleeding, severe abdominal pain, severe headache 
or visual disturbance, or inability to urinate. This is imperative as these danger signs por-
tend complications which: are unpredictable, may happen at any time during childbirth and 
become more challenging to manage the longer they go undetected and untreated. It is thus 
crucial that healthcare workers detect and manage complications early. ‘Danger signs’ are 
signs and symptoms that reveal a complication may be developing or is already present. 
Many times, healthcare workers will recognise danger signs directly. However, due to the 
busy nature of the labour ward, the health worker is preoccupied at the instance a danger 
sign develops in a mother or baby. Thus, it is essential the parturient and her birth companion 
are vigilant and alert the healthcare workers. Findings reveal that many women are unaware 
of the danger signs in labour [18–20]. Mothers and birth companions should therefore be 
educated to recognise danger signs and to alert a healthcare worker immediately.

3.2.2. Pause point 2: just before pushing (or before caesarean)

After admission, the foetomaternal vital signs are monitored routinely. A deliberate check 
should be taken at pause point 2 which is the next pause point after admission; just before 
pushing or before a caesarean section. This allows the detection of complications that can 
occur during labour and enables the treatment. This pause point helps to prepare for the 
routine events and possible crisis situations that can occur.

3.2.2.1. Does mother need to start antibiotics?

As stated above, antibiotics help to prevent and treat infections. The Skilled birth attendant 
should confirm whether the mother needs antibiotics at the time that pushing starts or just 
before caesarean and, if indicated, the antibiotics should immediately be administered. The 
indications for antibiotics are a maternal temperature of 38°C or higher, membranes rupture 
greater than 18 h or foul-smelling vaginal discharge. All women undergoing caesarean deliv-
ery should receive antibiotics before skin incision.

3.2.2.2. Does mother need to start magnesium sulphate and antihypertensive treatment?

This question must be asked at this pause point as hypertensive disorders of pregnancy is a global 
cause of maternal mortality and morbidity. Between the time of admission and just before pushing; 
pre-eclampsia can arise. Prophylactic treatment with magnesium sulphate and antihypertensive 
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antihypertensive treatment prevents these complications. At this pause point at the time of admis-
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proteinuria on urinalysis whether the mother needs magnesium sulphate and antihypertensive 
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with proteinuria of 3+, or if her diastolic blood pressure is equal to or greater than 90 mmHg 
with proteinuria of 2+ and any signs of pre-eclampsia (epigastric pain, severe headache or visual 
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istered. Magnesium sulphate should continue for 24 h after childbirth or after the last convul-
sion. High blood pressure should be confirmed by the measurement of blood pressure on more 
than one occasion. If the mothers systolic blood pressure is equal to or greater than 160 mmHg, 
antihypertensives should be administered to lower and maintain blood pressure to just below 
150/100 mmHg. If magnesium sulphate can only be administered after the patient has procured 
it, the patient financial constraints imply indicated magnesium sulphate is not administered 
when needed and foetomaternal outcomes remain poor similar to the experiences in India [17].
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Transmission of HIV from positive mothers to their babies can occur during childbirth. 
Antiretroviral treatment (ART) reduce this risk. The skilled birth attendant should confirm 
whether the mother needs antiretrovirals at the time of admission and, if indicated, the antiret-
rovirals should be immediately administered. If the mother’s HIV status is unknown, then an 
HIV test should done. If a pregnant woman tests HIV-positive, then antiretroviral drugs should 
be administered and continued throughout labour, delivery, breastfeeding, and thereafter.

3.2.1.6. Confirm supplies are available near bedside to clean hands and wear gloves for each 
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This checklist item is so very necessary because healthcare workers with unclean hands can 
spread infections to mothers and babies. Practicing good hand hygiene prevents these infec-
tions. Puerperal sepsis is a major global cause of morbidity and mortality for mothers and 
babies. Healthcare workers should thus always thoroughly wash their hands with soap and 
clean water before and after they make contact with clients. If water is unavailable, as can 
happen in low resource setting; an alcohol-based hand rub should be used. Advocacy for 
hygiene supplies (i.e. soap, clean running water, or alcohol-based hand rub, clean gloves) 
must be included in the engagement with heads of facilities. Availability at all times promotes 
healthcare workers adherence to good hand hygiene practices. Correct techniques for hand 
hygiene should be practiced. This is so very important to improve outcomes. Availability of 
the checklist and its use in a setting of a dearth of clean water and consumables implies that 
foetomaternal outcomes will remain poor.

3.2.1.7. Encourage birth companion to be present at birth

Available evidence show that birth companions can help to improve health outcomes by 
providing support to the mother during the childbirth process. Birth companions can help 
to recognise danger signs, and thus alert the healthcare worker. A birth companion could be 
a family member, husband, partner, friend, community health worker, or facility staff. The 
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checklist implementation guide advocates that skilled birth attendant should encourage the 
presence of a birth companion during labour, birth, and the postpartum and postnatal peri-
ods [4]. The implementation guide [4] further encourages that a birth companion is present at 
the time of admission; and if a birth companion is not present at the time of admission, then 
the mother should be encouraged to identify one; the birth companion should be counselled 
on danger signs and encouraged to stay through the entire childbirth process.

3.2.1.8. Confirm that mother or companion will call for help during labour if needed

At the time of admission; the checklist encourages the healthcare worker to confirm that the 
parturient or birth companion will call for help if needed, if she feels like pushing and if 
any danger signs develop during labour: bleeding, severe abdominal pain, severe headache 
or visual disturbance, or inability to urinate. This is imperative as these danger signs por-
tend complications which: are unpredictable, may happen at any time during childbirth and 
become more challenging to manage the longer they go undetected and untreated. It is thus 
crucial that healthcare workers detect and manage complications early. ‘Danger signs’ are 
signs and symptoms that reveal a complication may be developing or is already present. 
Many times, healthcare workers will recognise danger signs directly. However, due to the 
busy nature of the labour ward, the health worker is preoccupied at the instance a danger 
sign develops in a mother or baby. Thus, it is essential the parturient and her birth companion 
are vigilant and alert the healthcare workers. Findings reveal that many women are unaware 
of the danger signs in labour [18–20]. Mothers and birth companions should therefore be 
educated to recognise danger signs and to alert a healthcare worker immediately.

3.2.2. Pause point 2: just before pushing (or before caesarean)

After admission, the foetomaternal vital signs are monitored routinely. A deliberate check 
should be taken at pause point 2 which is the next pause point after admission; just before 
pushing or before a caesarean section. This allows the detection of complications that can 
occur during labour and enables the treatment. This pause point helps to prepare for the 
routine events and possible crisis situations that can occur.

3.2.2.1. Does mother need to start antibiotics?

As stated above, antibiotics help to prevent and treat infections. The Skilled birth attendant 
should confirm whether the mother needs antibiotics at the time that pushing starts or just 
before caesarean and, if indicated, the antibiotics should immediately be administered. The 
indications for antibiotics are a maternal temperature of 38°C or higher, membranes rupture 
greater than 18 h or foul-smelling vaginal discharge. All women undergoing caesarean deliv-
ery should receive antibiotics before skin incision.

3.2.2.2. Does mother need to start magnesium sulphate and antihypertensive treatment?

This question must be asked at this pause point as hypertensive disorders of pregnancy is a global 
cause of maternal mortality and morbidity. Between the time of admission and just before pushing; 
pre-eclampsia can arise. Prophylactic treatment with magnesium sulphate and antihypertensive 
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medicines will help prevent maternal and perinatal mortality and morbidity. The Skilled birth 
attendant should confirm whether the mother needs magnesium sulphate and antihypertensive 
treatment at the time that the second stage starts, and if indicated, magnesium sulphate should 
be administered immediately and blood pressure lowered with antihypertensives. Magnesium 
sulphate should continue for 24 h after childbirth or 24 h after the last convulsion.

3.2.2.3. Confirm essential supplies are at the bedside and prepare for delivery

The time of highest risk for complications in the mother and her newborn is the moment of birth 
and the first few minutes after birth. Availability of functioning equipment and supplies is key 
to preventing maternal and neonatal mortality and morbidity at this time. Crisis situations can 
evolve quickly, and healthcare workers will not have enough time to prepare once in a crisis 
situation. Therefore, preparations must be made beforehand for both routine care and potential 
crisis situations at every birth. Specifically, healthcare workers must prepare essential supplies 
and also prepare themselves to take essential actions. Advocacy to hospital managers should be 
undertaken [21], and innovation for supplies availability periodically carried out. The essential 
supplies must always be available, functioning and ready to use before the birth occurs.

Confirm that a ready packed delivery tray is available by the bedside. The tray should contain 
the following essential supplies: Gloves; Episiotomy and cord scissors, cord clamp, Syringe 
and Oxytocin, a clean towel to dry the baby immediately after birth, a suction device, and 
bag-and-mask. Confirm actions to prevent post-partum bleeding: administer 10 IU of oxy-
tocin intramuscularly to the mother within 1 min of delivery; clamp and cut the cord before 
ensuring complete delivery of the placenta by controlled cord traction; massage the uterus 
immediately after the delivery of the placenta. These components of the active management 
of the third stage of labour help the uterus to contract and prevents bleeding.

The use of clean towels to dry the baby helps retain warmth while the suction device clears secre-
tions from the baby’s mouth and nose. These simple devices and actions help keep the baby alive.

As described in the WHO checklist implementation guide [4]; at pause point 2, the skilled 
birth attendant should review the steps involved in care for the baby immediately after birth 
to ensure a successful transition to extrauterine life.

3.2.2.4. Assistant identified and ready to help at birth if needed

Recall in pause point 1, the moment of childbirth and the first few minutes after are the time 
of highest risk for complications in the mother, and the baby. If a crisis occurs, the presence of 
an available assistant helps. They can assist in assessing the mother or baby, starting IV fluids, 
administering medications, organising referrals and calling for additional help.

3.2.2.5. Is the mother bleeding abnormally?

Obstetric haemorrhage is a major cause of maternal morbidity and mortality that must be 
detected and treated as soon as possible. It occurs because of uterine rupture, abruptio placenta, 
and placenta praevia. At this pause point; also assess the pulse of the mother: the first signs of 
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hypovolemic shock is a rising pulse rate. The skilled birth attendant should thus assess the mother 
for abnormal bleeding at this pause point just before pushing and if the mother is bleeding abnor-
mally: call for help, expedite delivery and treat the specific cause of the abnormal bleeding.

3.2.3. Pause point 3: soon after birth (within 1 h)

At this pause point; complications that can occur soon after delivery can be detected and 
treated promptly if the mother and baby are reviewed soon after birth (within 1 h). This point 
also provides opportunity to educate the mother (and her companion) about danger signs for 
which she should call for help.

3.2.3.1. Is the mother bleeding abnormally?

Postpartum haemorrhage is a dreaded cause of morbidity and mortality. It is a major com-
plication that must be detected and treated early if mortality and morbidity are to be averted. 
Postpartum bleeding can occur because of uterine atony, retained placenta or placental frag-
ments, a vaginal tear, a cervical tear, or uterine rupture. Abnormal bleeding is defined as 
blood loss of 500 ml or any blood loss in which the mother’s condition deteriorates. Thus, 
action must be taken at lower blood loss if a mother is severely anaemic. The skilled birth 
attendant should assess the mother for abnormal bleeding soon after birth (within 1 h) and if 
the mother is bleeding abnormally: massage the uterus, administer more uterotonic such as 
oxytocin, misoprostol, IV fluids, and treat the specific cause of the abnormal bleeding.

3.2.3.2. Does mother need to start antibiotics?

The Skilled birth attendant should confirm whether the mother needs antibiotics soon after birth 
(within 1 h) and, if indicated; for instance, if the mother’s placenta was removed manually, she 
sustained a third or fourth degree perineal tear, or she has a temperature of 38°C or higher and 
chills, or foul-smelling vaginal discharge; the antibiotics should be administered immediately.

3.2.3.3. Does mother need to start magnesium sulphate and antihypertensive treatment?

A systolic blood pressure of more than 160 mmHg requires antihypertensive medications 
to lower and prevent eclampsia. Hypertensive disorders in pregnancy after delivery of the 
baby is a challenge; over 30% of eclamptic fits occur after childbirth. Thus, the Skilled birth 
attendant should confirm at this pause point whether the mother needs magnesium sulphate 
and antihypertensive treatment and, if indicated, the magnesium sulphate should be admin-
istered immediately. Remember to continue the magnesium sulphate for 24 or until 24 h after 
the last fit in mothers who had eclampsia.

3.2.3.4. Does baby need referral?

At this pause point after delivery, babies with complications should be reviewed and if nec-
essary; referred to another facility. The Skilled birth attendant should thus confirm if baby 
needs referral within 1 h of delivery and expedite the process of a safe transfer. Pasting a list 
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medicines will help prevent maternal and perinatal mortality and morbidity. The Skilled birth 
attendant should confirm whether the mother needs magnesium sulphate and antihypertensive 
treatment at the time that the second stage starts, and if indicated, magnesium sulphate should 
be administered immediately and blood pressure lowered with antihypertensives. Magnesium 
sulphate should continue for 24 h after childbirth or 24 h after the last convulsion.

3.2.2.3. Confirm essential supplies are at the bedside and prepare for delivery

The time of highest risk for complications in the mother and her newborn is the moment of birth 
and the first few minutes after birth. Availability of functioning equipment and supplies is key 
to preventing maternal and neonatal mortality and morbidity at this time. Crisis situations can 
evolve quickly, and healthcare workers will not have enough time to prepare once in a crisis 
situation. Therefore, preparations must be made beforehand for both routine care and potential 
crisis situations at every birth. Specifically, healthcare workers must prepare essential supplies 
and also prepare themselves to take essential actions. Advocacy to hospital managers should be 
undertaken [21], and innovation for supplies availability periodically carried out. The essential 
supplies must always be available, functioning and ready to use before the birth occurs.

Confirm that a ready packed delivery tray is available by the bedside. The tray should contain 
the following essential supplies: Gloves; Episiotomy and cord scissors, cord clamp, Syringe 
and Oxytocin, a clean towel to dry the baby immediately after birth, a suction device, and 
bag-and-mask. Confirm actions to prevent post-partum bleeding: administer 10 IU of oxy-
tocin intramuscularly to the mother within 1 min of delivery; clamp and cut the cord before 
ensuring complete delivery of the placenta by controlled cord traction; massage the uterus 
immediately after the delivery of the placenta. These components of the active management 
of the third stage of labour help the uterus to contract and prevents bleeding.

The use of clean towels to dry the baby helps retain warmth while the suction device clears secre-
tions from the baby’s mouth and nose. These simple devices and actions help keep the baby alive.

As described in the WHO checklist implementation guide [4]; at pause point 2, the skilled 
birth attendant should review the steps involved in care for the baby immediately after birth 
to ensure a successful transition to extrauterine life.

3.2.2.4. Assistant identified and ready to help at birth if needed

Recall in pause point 1, the moment of childbirth and the first few minutes after are the time 
of highest risk for complications in the mother, and the baby. If a crisis occurs, the presence of 
an available assistant helps. They can assist in assessing the mother or baby, starting IV fluids, 
administering medications, organising referrals and calling for additional help.

3.2.2.5. Is the mother bleeding abnormally?

Obstetric haemorrhage is a major cause of maternal morbidity and mortality that must be 
detected and treated as soon as possible. It occurs because of uterine rupture, abruptio placenta, 
and placenta praevia. At this pause point; also assess the pulse of the mother: the first signs of 
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hypovolemic shock is a rising pulse rate. The skilled birth attendant should thus assess the mother 
for abnormal bleeding at this pause point just before pushing and if the mother is bleeding abnor-
mally: call for help, expedite delivery and treat the specific cause of the abnormal bleeding.

3.2.3. Pause point 3: soon after birth (within 1 h)

At this pause point; complications that can occur soon after delivery can be detected and 
treated promptly if the mother and baby are reviewed soon after birth (within 1 h). This point 
also provides opportunity to educate the mother (and her companion) about danger signs for 
which she should call for help.

3.2.3.1. Is the mother bleeding abnormally?

Postpartum haemorrhage is a dreaded cause of morbidity and mortality. It is a major com-
plication that must be detected and treated early if mortality and morbidity are to be averted. 
Postpartum bleeding can occur because of uterine atony, retained placenta or placental frag-
ments, a vaginal tear, a cervical tear, or uterine rupture. Abnormal bleeding is defined as 
blood loss of 500 ml or any blood loss in which the mother’s condition deteriorates. Thus, 
action must be taken at lower blood loss if a mother is severely anaemic. The skilled birth 
attendant should assess the mother for abnormal bleeding soon after birth (within 1 h) and if 
the mother is bleeding abnormally: massage the uterus, administer more uterotonic such as 
oxytocin, misoprostol, IV fluids, and treat the specific cause of the abnormal bleeding.

3.2.3.2. Does mother need to start antibiotics?

The Skilled birth attendant should confirm whether the mother needs antibiotics soon after birth 
(within 1 h) and, if indicated; for instance, if the mother’s placenta was removed manually, she 
sustained a third or fourth degree perineal tear, or she has a temperature of 38°C or higher and 
chills, or foul-smelling vaginal discharge; the antibiotics should be administered immediately.

3.2.3.3. Does mother need to start magnesium sulphate and antihypertensive treatment?

A systolic blood pressure of more than 160 mmHg requires antihypertensive medications 
to lower and prevent eclampsia. Hypertensive disorders in pregnancy after delivery of the 
baby is a challenge; over 30% of eclamptic fits occur after childbirth. Thus, the Skilled birth 
attendant should confirm at this pause point whether the mother needs magnesium sulphate 
and antihypertensive treatment and, if indicated, the magnesium sulphate should be admin-
istered immediately. Remember to continue the magnesium sulphate for 24 or until 24 h after 
the last fit in mothers who had eclampsia.

3.2.3.4. Does baby need referral?

At this pause point after delivery, babies with complications should be reviewed and if nec-
essary; referred to another facility. The Skilled birth attendant should thus confirm if baby 
needs referral within 1 h of delivery and expedite the process of a safe transfer. Pasting a list 
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of referral criteria in the postnatal area can serve as a useful reminder for healthcare workers 
and enable them to quickly identify babies who should be referred. The reason for referral 
should be made known to the mother and to healthcare workers at the receiving facility. 
Arrangements for the fastest means of transportation should be planned ahead of time.

3.2.3.5. Does baby need antibiotics?

Within 1 h after childbirth, the Skilled birth attendant should confirm whether the baby needs 
antibiotics and, if indicated, the antibiotics should be administered immediately to prevent infec-
tion related complications. Indications for antibiotics in newborns include maternal antibiotics 
administration, neonatal temperature <35°C or ≥38°C, neonatal respiratory rate >60 per minute 
or <30 per minute, chest indrawing, grunting, or convulsions; or poor movement on stimulation.

3.2.3.6. Does baby need special care or monitoring?

This checklist item is necessary because some babies may have risk factors that do not meet 
the criteria for referral, but for which special care or monitoring is yet required. Thus to be 
safe, such babies must receive special care. The indications are listed on the checklist and 
include baby is born more than 1 month early, has a low birthweight <2500 g, needs antibiot-
ics or required resuscitation to help cry or breathe at birth.

3.2.3.7. Start breastfeeding and skin-to-skin contact (if mother and baby are well)

The Skilled birth attendant should confirm that breastfeeding and skin-to-skin contact have been 
started soon after birth (within 1 h). This is a practice that is free; every effort should be made 
to ensure it is carried out. Early breastfeeding is best. Evidence shows that early breastfeeding 
within 1 h of birth stimulate uterine contraction through oxytocin release, prevent postpartum 
haemorrhage and helps the baby to establish good bonding with the mother. Similarly, skin-
to-skin contact of the baby with the mother is the best method for keeping the baby warm and 
helps to promote bonding between the baby and the mother. Complications can quickly occur if 
a baby’s core temperature falls below the normal range. Skin-to-skin contact is done by placing 
the baby’s skin against the mother’s skin, and a clean sheet or blanket wrapped around them.

3.2.3.8. Confirm mother/companion will call for help if danger signs present

This checklist item reiterates the importance of danger sign awareness in newborns/mothers. 
Thus mothers (and birth companions) should be educated to recognise danger signs and to 
alert a healthcare worker immediately they discover a danger sign such as fast breathing or 
difficulty breathing, fever, unusually cold, not feeding well, less activity than normal, or the 
whole body becomes yellow. Also danger signs in mothers such as severe headache or visual 
disturbance, bleeding, severe abdominal pain, difficulty breathing, chills or fever or difficulty 
emptying her bladder.

3.2.4. Pause point 4: before discharge

The condition of mother and baby can deteriorate fast; the healthcare worker should check the 
mother and baby for signs or symptoms such as breathlessness, jaundice, poor suck, feeling 
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tired or too weak to get out of bed. The checklist items at this pause point ensure that the mother 
and baby are reviewed and evaluated before discharge, and adjudged mother and baby are 
healthy before discharge. This point also reminds the healthcare worker to arrange for follow-
up care, ensure family planning options have been discussed and offered, and further educate 
the mother (and her companion) about possible danger signs after discharge from facility.

3.2.4.1. Confirm stay at facility for 24 h after delivery

This checklist item is to ensure mothers and newborns are at a place where care can be given 
should any complication arise. Evidence shows that half of all maternal deaths and 40% of neo-
natal deaths occur during the first 24 h after childbirth. The WHO, therefore, recommends that 
the mother and her newborn be observed in the health facility for at least 24 h after childbirth 
(before discharge). This is the ideal. However, our experiences reveal that lack of bed space in 
postnatal wards implies well mothers are discharged home early before 24 h after delivery.

3.2.4.2. Does mother need to start antibiotics?

This checklist item is at this pause point because puerperal sepsis is a major cause of mater-
nal mortality and morbidity. The Healthcare worker should therefore confirm if the mother 
needs antibiotics before discharge and, if indicated, the discharge should be delayed while the 
antibiotics should be administered immediately. Indications for antibiotics include a maternal 
temperature of 38°C or higher, chills or foul-smelling vaginal discharge. Mastitis or infection 
of a caesarean section wound are troublesome conditions which may not be present at the 
time of discharge; thus women should be educated and counselled to report at the facility if 
these problems occur after discharge.

3.2.4.3. Is mother’s blood pressure normal?

Before discharge of the mother, the Healthcare worker should check to ensure that the blood 
pressure is normal as preeclampsia can arise after childbirth and one-third of all the eclamp-
tic seizures appear during the postpartum period. Also, following postpartum haemorrhage, 
normal blood pressure is a sign of stable condition. Thus all mothers must have a blood pres-
sure check at the time of discharge.

3.2.4.4. Is mother bleeding abnormally?

The healthcare worker should ascertain whether the mother’s bleeding is controlled before 
discharge and whether the pulse is normal. Examine the mother’s abdomen to be sure the 
uterus is contracted and check blood loss from the vagina. If the mother’s pulse rate is high, it 
may indicate that she is still bleeding, the mother should be treated, and not discharged. No 
mother with a high pulse rate or bleeding should be discharged.

3.2.4.5. Does baby need to start antibiotics?

Bacterial infections are a major cause of death in newborn babies. The healthcare worker 
should confirm whether the baby needs antibiotics before discharge and, if indicated, 
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of referral criteria in the postnatal area can serve as a useful reminder for healthcare workers 
and enable them to quickly identify babies who should be referred. The reason for referral 
should be made known to the mother and to healthcare workers at the receiving facility. 
Arrangements for the fastest means of transportation should be planned ahead of time.

3.2.3.5. Does baby need antibiotics?

Within 1 h after childbirth, the Skilled birth attendant should confirm whether the baby needs 
antibiotics and, if indicated, the antibiotics should be administered immediately to prevent infec-
tion related complications. Indications for antibiotics in newborns include maternal antibiotics 
administration, neonatal temperature <35°C or ≥38°C, neonatal respiratory rate >60 per minute 
or <30 per minute, chest indrawing, grunting, or convulsions; or poor movement on stimulation.

3.2.3.6. Does baby need special care or monitoring?

This checklist item is necessary because some babies may have risk factors that do not meet 
the criteria for referral, but for which special care or monitoring is yet required. Thus to be 
safe, such babies must receive special care. The indications are listed on the checklist and 
include baby is born more than 1 month early, has a low birthweight <2500 g, needs antibiot-
ics or required resuscitation to help cry or breathe at birth.

3.2.3.7. Start breastfeeding and skin-to-skin contact (if mother and baby are well)

The Skilled birth attendant should confirm that breastfeeding and skin-to-skin contact have been 
started soon after birth (within 1 h). This is a practice that is free; every effort should be made 
to ensure it is carried out. Early breastfeeding is best. Evidence shows that early breastfeeding 
within 1 h of birth stimulate uterine contraction through oxytocin release, prevent postpartum 
haemorrhage and helps the baby to establish good bonding with the mother. Similarly, skin-
to-skin contact of the baby with the mother is the best method for keeping the baby warm and 
helps to promote bonding between the baby and the mother. Complications can quickly occur if 
a baby’s core temperature falls below the normal range. Skin-to-skin contact is done by placing 
the baby’s skin against the mother’s skin, and a clean sheet or blanket wrapped around them.

3.2.3.8. Confirm mother/companion will call for help if danger signs present

This checklist item reiterates the importance of danger sign awareness in newborns/mothers. 
Thus mothers (and birth companions) should be educated to recognise danger signs and to 
alert a healthcare worker immediately they discover a danger sign such as fast breathing or 
difficulty breathing, fever, unusually cold, not feeding well, less activity than normal, or the 
whole body becomes yellow. Also danger signs in mothers such as severe headache or visual 
disturbance, bleeding, severe abdominal pain, difficulty breathing, chills or fever or difficulty 
emptying her bladder.

3.2.4. Pause point 4: before discharge

The condition of mother and baby can deteriorate fast; the healthcare worker should check the 
mother and baby for signs or symptoms such as breathlessness, jaundice, poor suck, feeling 
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tired or too weak to get out of bed. The checklist items at this pause point ensure that the mother 
and baby are reviewed and evaluated before discharge, and adjudged mother and baby are 
healthy before discharge. This point also reminds the healthcare worker to arrange for follow-
up care, ensure family planning options have been discussed and offered, and further educate 
the mother (and her companion) about possible danger signs after discharge from facility.

3.2.4.1. Confirm stay at facility for 24 h after delivery

This checklist item is to ensure mothers and newborns are at a place where care can be given 
should any complication arise. Evidence shows that half of all maternal deaths and 40% of neo-
natal deaths occur during the first 24 h after childbirth. The WHO, therefore, recommends that 
the mother and her newborn be observed in the health facility for at least 24 h after childbirth 
(before discharge). This is the ideal. However, our experiences reveal that lack of bed space in 
postnatal wards implies well mothers are discharged home early before 24 h after delivery.

3.2.4.2. Does mother need to start antibiotics?

This checklist item is at this pause point because puerperal sepsis is a major cause of mater-
nal mortality and morbidity. The Healthcare worker should therefore confirm if the mother 
needs antibiotics before discharge and, if indicated, the discharge should be delayed while the 
antibiotics should be administered immediately. Indications for antibiotics include a maternal 
temperature of 38°C or higher, chills or foul-smelling vaginal discharge. Mastitis or infection 
of a caesarean section wound are troublesome conditions which may not be present at the 
time of discharge; thus women should be educated and counselled to report at the facility if 
these problems occur after discharge.

3.2.4.3. Is mother’s blood pressure normal?

Before discharge of the mother, the Healthcare worker should check to ensure that the blood 
pressure is normal as preeclampsia can arise after childbirth and one-third of all the eclamp-
tic seizures appear during the postpartum period. Also, following postpartum haemorrhage, 
normal blood pressure is a sign of stable condition. Thus all mothers must have a blood pres-
sure check at the time of discharge.

3.2.4.4. Is mother bleeding abnormally?

The healthcare worker should ascertain whether the mother’s bleeding is controlled before 
discharge and whether the pulse is normal. Examine the mother’s abdomen to be sure the 
uterus is contracted and check blood loss from the vagina. If the mother’s pulse rate is high, it 
may indicate that she is still bleeding, the mother should be treated, and not discharged. No 
mother with a high pulse rate or bleeding should be discharged.

3.2.4.5. Does baby need to start antibiotics?

Bacterial infections are a major cause of death in newborn babies. The healthcare worker 
should confirm whether the baby needs antibiotics before discharge and, if indicated, 
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antibiotics should be administered immediately, the discharge should be delayed and spe-
cial care or monitoring should be given. Indications for antibiotics in newborns include: 
maternal antibiotics administration, neonatal temperature <35°C or ≥38°C, neonatal respira-
tory rate >60 per minute or <30 per minute; chest indrawing, grunting, or convulsions; or 
poor movement on stimulation, umbilicus redness extending to skin or draining pus; poor 
movement on stimulation; or has stopped breastfeeding well. It is imperative that babies 
with infection or risk factors for infection are treated immediately to prevent infection-
related complications.

3.2.4.6. Is baby feeding well?

This checklist item prompts the healthcare worker to confirm before the mother and baby 
are discharged from the birth facility; that adequate breastfeeding has been established. In a 
baby; the signs of feeding well are active breastfeeding every 1–3 h with urination and bowel 
motions. If the newborn is not feeding well, the healthcare worker should delay discharge and 
assist the mother in establishing good feeding.

3.2.4.7. Discuss and offer family planning options to mother

This checklist item ensures the healthcare worker will remember to offer family planning 
options to the mother before her discharge. Recall that after a live birth, the recommended 
interval before attempting the next pregnancy is around 2 years. Family planning helps to 
prevent unwanted pregnancies and safeguards the mother. The healthcare worker should 
confirm that family planning options have been discussed with and offered to the mother 
before discharge. Family planning options include intrauterine devices, implantable rods, 
long-acting injectable progesterone (Depo-Provera), oral contraceptives, tubal ligation and 
condoms. Intra-uterine devices can be inserted immediately after childbirth, during or 
after the 6 weeks postpartum visit. Implantable devices (Implanon, Jadelle) can be inserted 
immediately after childbirth or after the puerperium. Breastfeeding mothers are generally 
advised not use combined hormonal contraceptives before 6 months postpartum. Health 
care workers using Checklist should also take the opportunity before discharge of the 
mother to discuss optimal birth spacing and schedule a tubal ligation procedure for moth-
ers who wish.

3.2.4.8. Arrange follow-up and confirm mother/companion will seek help if danger signs appear 
after discharge

This checklist item ensures the healthcare worker arranges for routine follow-up for both the 
mother and baby. This must be arranged for before the mother-baby pair are discharged from 
the hospital. A healthy mother and baby at the time of discharge may develop complications 
after they have returned home. Mothers (and birth companions) should thus be educated to 
recognise danger signs themselves so care can be requested promptly: The danger signs are: 
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bleeding, severe abdominal pain, severe headache or visual disturbance, difficulty breathing, 
fever or chills, difficulty emptying bladder, or epigastric pain in the mother while in the baby; 
fast breathing or difficulty breathing, unusually cold, fever, stopping to feed well, less activity 
than normal, or whole body becoming yellow.

4. Discussion

Using the WHO Safe Childbirth Checklist serves as a powerful reminder of all that needs to 
be done during the critical period of childbirth. It also highlights the deficiencies in maternity 
service delivery: the dearth of manpower resources; the absence of antibiotics, anticonvul-
sants, antihypertensives and oxytocics; the lack of necessary supplies and commodities such 
as gloves, antiseptic lotions, clean towels, swabs, syringes; the unavailability of water supply 
and electricity; and the sociocultural determinants that make women present to health facili-
ties in extremis.

Gaining, and sourcing for dedicated healthcare workers to champion the cause of the child-
birth checklist revealed the dearth of human resources for health. Advocacy and dedication 
are vital at this point to introduce the checklist for use in maternity settings. Making the 
checklist available at the point of care is the next hurdle. Simple paper and ink may not be 
available, but a satisfactory buy-in by the facility managers ensure the checklist is printed 
and available at the necessary points. The need to ensure the available number of healthcare 
workers using the childbirth checklist can satisfactorily carry out the evidence base practices 
lead to training and workforce skills enhancement. This strengthened the services provided 
at the facilities.

On admission, using the checklist immediately exposes the absence of facility guidelines and 
criteria on whom to refer; thus effectively using the checklist strengthens the facility to pro-
vide guidelines and facility criteria for referral. At the same time; risk factors for poor mater-
nal/perinatal outcomes such as prolonged drainage of liquor, fever, high blood pressure and 
proteinuria are easily detected because the healthcare worker must check these in order to 
tick the checklist. Same for the use of partograph; to tick the checklist, the healthcare worker 
has to open and use the partograph. To tick and confirm that mother or companion will call 
for help during labour if needed, the healthcare worker has to first counsel and educate the 
mother and her companion on the danger signs in pregnancy; these are usually not routinely 
done. Users of the checklist in Port Harcourt, Nigeria, and Yaounde, Cameroon, confirmed 
that the checklist helped them to counsel patients better.

At the various pause points: just before pushing (or before caesarean), soon after birth, or 
just before discharge; using the checklist helps to prepare for a safe, positive childbirth expe-
rience thus averting morbidity and mortality. Although the childbirth checklist does not 
introduce any new interventions for safe childbirth; the use reveals when the evidence-based 
interventions for safe childbirth were not being implemented; partographs not being used, 
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antibiotics should be administered immediately, the discharge should be delayed and spe-
cial care or monitoring should be given. Indications for antibiotics in newborns include: 
maternal antibiotics administration, neonatal temperature <35°C or ≥38°C, neonatal respira-
tory rate >60 per minute or <30 per minute; chest indrawing, grunting, or convulsions; or 
poor movement on stimulation, umbilicus redness extending to skin or draining pus; poor 
movement on stimulation; or has stopped breastfeeding well. It is imperative that babies 
with infection or risk factors for infection are treated immediately to prevent infection-
related complications.
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This checklist item prompts the healthcare worker to confirm before the mother and baby 
are discharged from the birth facility; that adequate breastfeeding has been established. In a 
baby; the signs of feeding well are active breastfeeding every 1–3 h with urination and bowel 
motions. If the newborn is not feeding well, the healthcare worker should delay discharge and 
assist the mother in establishing good feeding.
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This checklist item ensures the healthcare worker will remember to offer family planning 
options to the mother before her discharge. Recall that after a live birth, the recommended 
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prevent unwanted pregnancies and safeguards the mother. The healthcare worker should 
confirm that family planning options have been discussed with and offered to the mother 
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long-acting injectable progesterone (Depo-Provera), oral contraceptives, tubal ligation and 
condoms. Intra-uterine devices can be inserted immediately after childbirth, during or 
after the 6 weeks postpartum visit. Implantable devices (Implanon, Jadelle) can be inserted 
immediately after childbirth or after the puerperium. Breastfeeding mothers are generally 
advised not use combined hormonal contraceptives before 6 months postpartum. Health 
care workers using Checklist should also take the opportunity before discharge of the 
mother to discuss optimal birth spacing and schedule a tubal ligation procedure for moth-
ers who wish.

3.2.4.8. Arrange follow-up and confirm mother/companion will seek help if danger signs appear 
after discharge

This checklist item ensures the healthcare worker arranges for routine follow-up for both the 
mother and baby. This must be arranged for before the mother-baby pair are discharged from 
the hospital. A healthy mother and baby at the time of discharge may develop complications 
after they have returned home. Mothers (and birth companions) should thus be educated to 
recognise danger signs themselves so care can be requested promptly: The danger signs are: 
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bleeding, severe abdominal pain, severe headache or visual disturbance, difficulty breathing, 
fever or chills, difficulty emptying bladder, or epigastric pain in the mother while in the baby; 
fast breathing or difficulty breathing, unusually cold, fever, stopping to feed well, less activity 
than normal, or whole body becoming yellow.
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service delivery: the dearth of manpower resources; the absence of antibiotics, anticonvul-
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ties in extremis.
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birth checklist revealed the dearth of human resources for health. Advocacy and dedication 
are vital at this point to introduce the checklist for use in maternity settings. Making the 
checklist available at the point of care is the next hurdle. Simple paper and ink may not be 
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at the facilities.
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nal/perinatal outcomes such as prolonged drainage of liquor, fever, high blood pressure and 
proteinuria are easily detected because the healthcare worker must check these in order to 
tick the checklist. Same for the use of partograph; to tick the checklist, the healthcare worker 
has to open and use the partograph. To tick and confirm that mother or companion will call 
for help during labour if needed, the healthcare worker has to first counsel and educate the 
mother and her companion on the danger signs in pregnancy; these are usually not routinely 
done. Users of the checklist in Port Harcourt, Nigeria, and Yaounde, Cameroon, confirmed 
that the checklist helped them to counsel patients better.

At the various pause points: just before pushing (or before caesarean), soon after birth, or 
just before discharge; using the checklist helps to prepare for a safe, positive childbirth expe-
rience thus averting morbidity and mortality. Although the childbirth checklist does not 
introduce any new interventions for safe childbirth; the use reveals when the evidence-based 
interventions for safe childbirth were not being implemented; partographs not being used, 
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handwashing not being carried out, anticonvulsants not being administered for women with 
severe preeclampsia, active management of the third stage of labour not being rigorously 
followed; antibiotics not administered religiously before caesarean sections and skin contact 
for babies following deliveries not being implemented. These were the experiences we had 
as users of the checklist in sub-Saharan Africa. All in all; the evidence-based practices for safe 
childbirth were not being religiously implemented across the obstetric units mostly because 
of financial constraints and a dearth of human resources. The workforce skills upgrade was 
the first to improve; however skills alone is not enough to change outcomes; it improved 
satisfaction with work done; with care received, but with overall morbidity and mortality 
reduction, the change is not readily visible.

To enable visible change in maternal and perinatal morbidity and mortality outcomes, users of 
the checklist must in addition to workforce skills training and coaching, advocate for supplies 
and commodities availability. When antibiotics, anticonvulsants, oxytocics, antiseptics, water, 
electricity and safe childbirth checklist are available, effective delivery of services, counselling 
and respectful maternity care leads to improved maternal and perinatal outcomes.

5. Conclusion

Using the Safe Childbirth Checklist ensures the delivery of essential maternal and perinatal 
midwifery care practices. The Safe Childbirth Checklist addresses the major causes of mater-
nal deaths, intrapartum-related stillbirths, and neonatal deaths and enables the caregiver to 
anticipate and avert complications. It also enables the caregiver to acknowledge the limita-
tions/gaps in the currently available health service delivery unit and advocate for supplies and 
equipment. It has the potential to facilitate compliance with best practices for the delivery of 
evidence-based better birth. Complications from obstetric haemorrhage, infection, obstructed 
labour, hypertensive disorders, inadequate intrapartum care, birth asphyxia, infection, and 
complications related to prematurity can be minimised if the tenets of the checklist are fol-
lowed. Its use in obstetric units is therefore advocated.

Acknowledgements

The authors thank Pfizer for the Pfizer Independent Grant for Learning and Change (Pfizer 
IGLC) ID Number 33584051; the World Health Organisation Patient Safety and Quality 
Improvement Unit, Geneva, Switzerland; Dr Clarissa Fabre & Dr Shelley Ross of Medical 
Women International Association for their support.

Conflict of interest

The authors declare no conflict of interest.

Selected Topics in Midwifery Care108

Author details

Julius Dohbit1, Vetty Agala2, 3, Pamela Chinwa-Banda4, Betty Anane-Fenin5, 
Omosivie Maduka3, 6, Ufuoma Edewor3, Ibimonye Porbeni3, Fru Angwafo1 
and Rosemary Ogu3, 7*

*Address all correspondence to: rosemary.ogu@uniport.edu.ng

1 The Yaounde Gynaeco-Obstetric and Paediatric Hospital, The University of Yaounde I, 
Yaounde, Cameroon

2 Department of Community Medicine, University of Port Harcourt Teaching Hospital, 
Port Harcourt, Nigeria

3 Medical Women’s Association of Nigeria, Rivers State Branch, Port Harcourt, Nigeria

4 Ministry of General Education, Lusaka, Zambia

5 Department of Obstetrics and Gynaecology, Cape Coast Teaching Hospital, Cape Coast, 
Ghana

6 Department of Preventive and Social Medicine, University of Port Harcourt, Port Harcourt, 
Nigeria

7 Department of Obstetrics and Gynaecology, University of Port Harcourt, Port Harcourt, 
Nigeria

References

[1] WHO. WHO Maternal Mortality Factsheet 2015. Available from: http://www.who.int/
mediacentre/factsheets/fs348/en/ [Cited: July 29, 2018]

[2] Ogu RN, Agholor KN, Okonofua FE. Engendering the attainment of the SDG-3 in Africa: 
Overcoming the socio-cultural factors contributing to maternal mortality. African 
Journal of Reproductive Health. 2016;20(3):62-74

[3] Ogu RN, Ntoimo LF, Okonofua FE. Perceptions of women on workloads in health 
facilities and its effect on maternal health care: A multi-site qualitative study in Nigeria. 
Midwifery. 2017;55(12):1-6

[4] WHO. WHO Safe Childbirth Checklist Implementation Guide: Improving the Quality 
of Facility-Based Delivery for Mothers and Newborns [Internet]. 2015. Available from: 
http://www.who.int/patientsafety/implementation/checklists/childbirth-checklist_
implementation-guide/en/ [Cited: July 26, 2018]

[5] Gawande A. The Checklist Manifesto: How to Get Things Right. New York: Metropolitan 
Books; 2010

[6] Barnes C, Berry W, Edmondson L, et al. Safe Surgery Checklist Implementation Guide. 
Boston, MA: Ariadne Labs; 2015. Available from: www.SafeSurgery2015.org

Improving Maternal Health: The Safe Childbirth Checklist as a Tool for Reducing Maternal…
http://dx.doi.org/10.5772/intechopen.82616

109



handwashing not being carried out, anticonvulsants not being administered for women with 
severe preeclampsia, active management of the third stage of labour not being rigorously 
followed; antibiotics not administered religiously before caesarean sections and skin contact 
for babies following deliveries not being implemented. These were the experiences we had 
as users of the checklist in sub-Saharan Africa. All in all; the evidence-based practices for safe 
childbirth were not being religiously implemented across the obstetric units mostly because 
of financial constraints and a dearth of human resources. The workforce skills upgrade was 
the first to improve; however skills alone is not enough to change outcomes; it improved 
satisfaction with work done; with care received, but with overall morbidity and mortality 
reduction, the change is not readily visible.

To enable visible change in maternal and perinatal morbidity and mortality outcomes, users of 
the checklist must in addition to workforce skills training and coaching, advocate for supplies 
and commodities availability. When antibiotics, anticonvulsants, oxytocics, antiseptics, water, 
electricity and safe childbirth checklist are available, effective delivery of services, counselling 
and respectful maternity care leads to improved maternal and perinatal outcomes.

5. Conclusion

Using the Safe Childbirth Checklist ensures the delivery of essential maternal and perinatal 
midwifery care practices. The Safe Childbirth Checklist addresses the major causes of mater-
nal deaths, intrapartum-related stillbirths, and neonatal deaths and enables the caregiver to 
anticipate and avert complications. It also enables the caregiver to acknowledge the limita-
tions/gaps in the currently available health service delivery unit and advocate for supplies and 
equipment. It has the potential to facilitate compliance with best practices for the delivery of 
evidence-based better birth. Complications from obstetric haemorrhage, infection, obstructed 
labour, hypertensive disorders, inadequate intrapartum care, birth asphyxia, infection, and 
complications related to prematurity can be minimised if the tenets of the checklist are fol-
lowed. Its use in obstetric units is therefore advocated.

Acknowledgements

The authors thank Pfizer for the Pfizer Independent Grant for Learning and Change (Pfizer 
IGLC) ID Number 33584051; the World Health Organisation Patient Safety and Quality 
Improvement Unit, Geneva, Switzerland; Dr Clarissa Fabre & Dr Shelley Ross of Medical 
Women International Association for their support.

Conflict of interest

The authors declare no conflict of interest.

Selected Topics in Midwifery Care108

Author details

Julius Dohbit1, Vetty Agala2, 3, Pamela Chinwa-Banda4, Betty Anane-Fenin5, 
Omosivie Maduka3, 6, Ufuoma Edewor3, Ibimonye Porbeni3, Fru Angwafo1 
and Rosemary Ogu3, 7*

*Address all correspondence to: rosemary.ogu@uniport.edu.ng

1 The Yaounde Gynaeco-Obstetric and Paediatric Hospital, The University of Yaounde I, 
Yaounde, Cameroon

2 Department of Community Medicine, University of Port Harcourt Teaching Hospital, 
Port Harcourt, Nigeria

3 Medical Women’s Association of Nigeria, Rivers State Branch, Port Harcourt, Nigeria

4 Ministry of General Education, Lusaka, Zambia

5 Department of Obstetrics and Gynaecology, Cape Coast Teaching Hospital, Cape Coast, 
Ghana

6 Department of Preventive and Social Medicine, University of Port Harcourt, Port Harcourt, 
Nigeria

7 Department of Obstetrics and Gynaecology, University of Port Harcourt, Port Harcourt, 
Nigeria

References

[1] WHO. WHO Maternal Mortality Factsheet 2015. Available from: http://www.who.int/
mediacentre/factsheets/fs348/en/ [Cited: July 29, 2018]

[2] Ogu RN, Agholor KN, Okonofua FE. Engendering the attainment of the SDG-3 in Africa: 
Overcoming the socio-cultural factors contributing to maternal mortality. African 
Journal of Reproductive Health. 2016;20(3):62-74

[3] Ogu RN, Ntoimo LF, Okonofua FE. Perceptions of women on workloads in health 
facilities and its effect on maternal health care: A multi-site qualitative study in Nigeria. 
Midwifery. 2017;55(12):1-6

[4] WHO. WHO Safe Childbirth Checklist Implementation Guide: Improving the Quality 
of Facility-Based Delivery for Mothers and Newborns [Internet]. 2015. Available from: 
http://www.who.int/patientsafety/implementation/checklists/childbirth-checklist_
implementation-guide/en/ [Cited: July 26, 2018]

[5] Gawande A. The Checklist Manifesto: How to Get Things Right. New York: Metropolitan 
Books; 2010

[6] Barnes C, Berry W, Edmondson L, et al. Safe Surgery Checklist Implementation Guide. 
Boston, MA: Ariadne Labs; 2015. Available from: www.SafeSurgery2015.org

Improving Maternal Health: The Safe Childbirth Checklist as a Tool for Reducing Maternal…
http://dx.doi.org/10.5772/intechopen.82616

109



[7] World Health Organisation. World Health Organization partograph in management of 
labour. Lancet. 1994;343:1399-1404. DOI: https://doi.org/10.1016/S0140-6736(94)92528-3

[8] WHO, United Nations Population Fund, UNICEF. Pregnancy, Childbirth, Postpartum 
and Newborn Care: A Guide for Essential Practice. Geneva: World Health Organization; 
2015. ISBN: 9789241549356

[9] World Health Organisation. WHO Recommendations for Prevention and Treatment of 
Pre-eclampsia and Eclampsia. Geneva: World Health Organization; 2011. ISBN: 978924 
1548335

[10] World Health Organisation. WHO Guidelines on Basic Newborn Resuscitation. Geneva: 
World Health Organization; 2012. ISBN: 9789241503693

[11] World Health Organisation. WHO Recommendations on Postnatal Care of the Mother 
and Newborn: Highlights from the World Health Organization 2013 Guidelines. Geneva: 
World Health Organization; 2015. ISBN: 9789241506649

[12] World Health Organisation. Consolidated Guidelines on the Use of Antiretroviral Drugs 
for Treating and Preventing HIV Infection. Geneva: The World Health Organization; 
2016. ISBN: 9789241549684

[13] World Health Organisation. Guidelines for the Treatment of Malaria. 3rd ed. Geneva: 
World Health Organization; 2015. ISBN: 9789241549127

[14] WHO Recommendations on Interventions to Improve Preterm Birth Outcomes. France: 
World Health Organization; 2015. ISBN: 9789241508988

[15] WHO. Medical Eligibility Criteria for Contraceptive Use. 2015. Available from: http://
apps.who.int/iris/bitstream/10665/181468/1/9789241549158_eng.pdf

[16] Ogu R, Tobin-West C, Orazulike N, John O, Maduka O, Inimgba N, et al. Improving 
maternal health: Implementing the WHO Safe Childbirth Checklist facilitates compli-
ance with best practices. British Journal of Obstetrics and Gynaecology. 2017;124:26-35. 
DOI: 10.1111/1471-0528.8_14571

[17] Semrau KEA, Hirschhorn LR, Marx Delaney M, Singh VP, Saurastri R, Sharma N, et al. 
Outcomes of a coaching-based WHO Safe Childbirth Checklist Program in India. The 
New England Journal of Medicine. 2017;377(24):2313-2324

[18] Ogu RN, Orazulike NC. Reducing maternal mortality: Awareness of danger signs in 
pregnancy. Asian Journal of Medicine and Health. 2017;6(1):1-8

[19] Bogale D, Markos D. Knowledge of obstetric danger signs among child bearing age 
women in Goba district, Ethiopia: A cross-sectional study. BMC Pregnancy and 
Childbirth. 2015;15:77

[20] Bililign N, Mulatu T. Knowledge of obstetric danger signs and associated factors among 
reproductive age women in Raya Kobo district of Ethiopia: A community based cross-
sectional study. BMC Pregnancy and Childbirth. 2017;17:70

[21] Okonofua F, Randawa A, Ogu R, Agholor K, Okike O, Abdus-salam RA, et al. Views of 
senior health personnel about quality of emergency obstetric care: A qualitative study in 
Nigeria. PLoS One. 2017;12(3):e0173414

Selected Topics in Midwifery Care110

Chapter 6

Forensic Midwifery

Sevde Aksu

Additional information is available at the end of the chapter

http://dx.doi.org/10.5772/intechopen.82222

Provisional chapter

DOI: 10.5772/intechopen.82222

© 2016 The Author(s). Licensee InTech. This chapter is distributed under the terms of the Creative Commons  
Attribution License (http://creativecommons.org/licenses/by/3.0), which permits unrestricted use,  
distribution, and reproduction in any medium, provided the original work is properly cited. 

Forensic Midwifery

Sevde Aksu

Additional information is available at the end of the chapter

Abstract

Midwifes who have an important role in “Mother and Child Health Services” in the 
world; is not included as a specialist area of forensic midwifery within the specialties of 
forensic sciences. We can see that studies of forensic midwifery are only implemented by 
forensic obstetric gynecology and forensic nursing. The midwife is one of the health per-
sonnel who can see the first forensic evidence, who first see the individual in most judi-
cial cases, who first contacts the family or relatives, touches his or her equipment during 
the examination, and contacts the laboratory specimens taken individually. The purpose 
of this chapter is informing about content and characteristic of forensic midwifery that 
cannot find an application field in the world, attracting attention to forensic midwifery 
and stating that forensic midwifery can contribute to assessment of forensic apparitions.

Keywords: midwife, forensic midwifery, criminal cases, forensic midwifery roles, 
expertise

1. Introduction

When the health level of the countries and the effectiveness of the health services are evalu-
ated; it is seen that the most important difference between the developing countries and the 
developed countries is in the field of “Mother and Child Health.” The midwife is one of the 
most important members of the health care profession in terms of duties, powers and respon-
sibilities [1].

By the World Health Organization (WHO); “A person trained to provide necessary care 
and counseling during pregnancy, childbirth and postpartum period, having normal births 
on his own responsibility, taking care of the newborn” [2]. According to the International 
Confederation of Midwives (ICM) the midwife; is a reliable and responsible professional who 
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ated; it is seen that the most important difference between the developing countries and the 
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provides maternity care during pregnancy, childbirth and postnatal periods, performs birth on 
its own responsibility, provides neonatal care, and cooperates with women throughout life [3].

The aim of midwifery profession as a professional health discipline; advocate, practitioner, 
educator and researcher [4].

It should not be forgotten that midwives in the world have played a key role in the develop-
ment of forensic nursing in recent years as a unifying and supporting role between medicine 
and the forensic. Forensic midwifery; the collection and protection of biological and physical 
evidence, the support and rehabilitation of victims and their relatives, the writing of a forensic 
report, the training and counseling of midwives/nursing services, and the role and respon-
sibilities of preventing violence, as well as of victims of violence, trauma and other criminal 
events and trauma.

Despite the fact that the duties and responsibilities of forensic nurses in the world are defined 
within the scope of professional qualifications and ethical principles, there are no laws and 
regulations regarding forensic midwifery, so their fields of study cannot go beyond academic 
studies.

In this section we will examine the duties and responsibilities of the midwife who will meet 
forensic events.

2. Method

This chapter gives information about the scope and characteristics of forensic midwifery 
discipline, draws attention to forensic midwifery within the fields of forensic sciences and 
contributes significantly to the diagnosis, treatment and evaluation of forensic cases. This 
literature search included the midwives’ duties and competences in terms of the factors affect-
ing the health of women and pregnant women and having forensic dimensions (violence 
against women and pregnant women, etc.). Searches were conducted in PubMed, Cochrane 
and ScienceDirect, and included studies published in Turkey, English 2000–2018. Further 
studies were retrieved by detailed searches of the reference lists of identified articles.

3. Definition of forensic midwifery

Midwives, field work areas (obstetrics and gynecology clinics, child care and intensive care, 
child care centers, reproductive health clinics, family health centers, etc.) and legal responsi-
bilities are taken into consideration.

The midwife is one of the health personnel who can see the first forensic evidence, who first 
see the individual in most judicial cases, who first contacts the family or relatives, touches 
his or her equipment during the examination, and contacts the laboratory specimens taken 
individually [5].
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According to Hammer, during the forensic investigations where the midwives and nurses are 
not involved, the team members may not understand the emotional pain and trauma expe-
rienced by the victims when performing the legal procedures. Again according to Hammer, 
some characteristics of those who make medical examinations or who have the authority to 
impose legal sanctions are likely to be at risk of receiving improper care by the victims, their 
families and the factions. The approach of midwives to their emotional pain and trauma from 
the point of view of the mission of their profession is important in communicating with the 
victim and gathering evidence [6].

In this respect, the main duty of women and child health midwives in forensic events; it 
should not be forgotten that it will have important roles in history taking, physical exami-
nation, identification of evidence, collection of evidence, storage of evidence, provision of 
evidence protection chain, registration of evidence [7].

In this context forensic midwifery is; “Who monitors and reports traumatic injuries of victims 
(all age groups of women, pregnant women, postpartum, 0–6 age group) who are applying 
midwifery education and the knowledge and experience of clinical midwife practitioners 
using legal procedures for forensic medicine, the application area of forensic sciences work-
ing on the forensic cases, collecting evidence, analyzing the facts and evidence, taking part in 
the examination team of the sexual crime unit, working in a defendant and witness protection 
program, witnessing as an expert in the court and conducting scientific researches related to 
forensic midwifery studies” [8].

4. States showing characteristics of forensic midwifery

4.1. Violence against women

The midwife is in a far more strategic position, preventing the violence against women and 
the grounds for serving women in violent situations. Therefore, midwives have important 
duties in the early detection of cases of violence against women, and in the fact that women 
have acceptable ways of coping with the situation they are in, providing physical and psy-
chological help [9].

WHO has listed the obligations of health workers in combating domestic violence against 
women as follows [10]:

• First, in the families where violence behaviors are experienced, the causes of violence and 
the assessment of possible risk factors.

• Emergency medical treatment for cases experiencing violent behavior and creation of 
social support environment.

• Police support in case of violence, participation of social workers, cooperation of health 
workers in cooperation with center help.
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provides maternity care during pregnancy, childbirth and postnatal periods, performs birth on 
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According to Hammer, during the forensic investigations where the midwives and nurses are 
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Midwife is a position that can provide adequate care for the victims, as well as nursing and 
emergency health nurses and public health nurses, in terms of domestic violence.

The first time the woman reports violence to her:

• The woman is examined, the trauma of the body is identified and the first intervention is 
made for the treatment.

• Make laboratory tests, radiological examinations and/or consultations as required.

• The hospital police are informed. The police station in the hospital starts the necessary 
judicial proceedings. This fact is considered a forensic case when the patient’s health is 
impaired, when another person’s careless, careless or negligent behavior or deliberate 
action is held responsible.

• The report records the examination findings.

• Fill in the registration form for domestic violence against women.

• If the patient decides on inpatient treatment, he will pay the appropriate service. If the hos-
pital conditions are not sufficient for the patient and the physician considers it necessary, 
the patient will be referred to an advanced center. No patient can be discharged without 
urgent care without stabilization. In cases where necessary care is not provided, the patient 
and the relatives refer to the cause of the referral in detail and send the patient/injured 
with a suitable vehicle or ambulance after consultation with the interested physician in the 
hospital and the care guarantee.

• If the patient does not need to be hospitalized, the risk assessment is done. If the risk is not 
considered, the prescription is arranged and, if necessary, a follow-up plan is initiated by 
informing about the legal rights and the institutions that may be applied if there is a risk 
of violence again.

• If violence is considered to be a risk, the woman will be guided by the police to the institu-
tions affiliated to the ‘Social Services and Child Protection Agency’ [11].

Midwives are also exposed to violence against women and violence against pregnancy in 
the work areas of nurses. Domestic violence during pregnancy; spouse/partner is defined 
as the threat of physical, sexual, economic or psychological/emotional violence applied by 
parents, siblings or other relatives to the pregnancy [12]. Increased maternal, fetal and new-
born morbidity and mortality were associated with pregnancies exposed to physical, sexual 
and psychological violence during pregnancy. Domestic violence rates during pregnancy in 
international studies range from 1 to 20% due to cultural differences [13]. It shows that vio-
lence in marriage continues in pregnancy and that it is not obstructive to pregnancy in terms 
of physical violence [14]. According to WHO, it is inevitable for women to be exposed to 
violence during their pregnancies, as the search for domestic violence in communities cannot 
be done. Despite the prepared protocol, guidelines or special trainings on the subject, it is not 
routinely used by midwives, nurses and physicians [15].
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In terms of midwives, the reasons for this situation; difficulties in defining violence, lack of 
information and education on family and pregnancy violence, lack of maintenance continu-
ity, lack of time, recognition of social taboos and violence, evaluation of the evaluation out-
side of the tasks, authorities and responsibilities of the evaluation. However, the majority of 
women experiencing domestic violence in pregnancy acknowledge that the midwife profes-
sion is responsible for defining violence, providing first aid and adequate care. Midwives 
that working in women’s health and maternity areas will create in their relationships with 
women; identification of the violence, evaluation of the incident, maintenance continuity and 
collection of evidence [13].

In this regard, midwives working in primary care should be able to identify risk groups and risk 
factors, particularly at the level of interrelationships between individuals, families and persons, 
to prevent domestic violence and direct women to supportive services to prevent the crisis [16].

Rape crimes show a ratio approaching 3% of all crimes per year in the World. The vast major-
ity of those who have been attacked are concerned that the legal and medical systems may 
be inadequate and that this attack cannot be provoked by family members and society as evi-
denced by the family members and society, prefer to keep secret. In addition to the delays in 
the application of the forensic examination, the forensic examination equipment and devices 
may be inadequate, and the lack of knowledge and experience of the health care person-
nel may result in inadequate evidence [17]. A victim of sexual assault can cause tragic and 
traumatic events as well as almost sexual assault in a hospital where they are referred to on 
complaint. On the other hand, victims are kept in emergency services for hours, sometimes 
not available, and the fact that the clinics are referred to other cities or districts for reasons 
of inadequacy, while the judicial proceedings and the necessary evidence for the courts to 
be convened with appropriate methods must be meticulously and promptly collected. It is 
important to educate midwives who have been trained to ensure that the needs of all victims 
of child or women exposed to sexual assault in this stage are met accurately and completely.

The scope of the examination for sexual violence is also defined below:

• Informing the patient and taking his/her request.

• Taking the detailed history of the patient, including events that can be classified as sexual 
violence.

• Exact “top to bottom” physical examination.

• Detailed examination of the sexual organs and anus region.

• Recording and classification of identified injuries.

• Collection of identified medical samples for diagnostic purposes.

• Acquisition of forensic specimens.

• Influence of the obtained evidence in terms of the protection, packaging and delivery of 
necessary places.
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• Investigation of psychological support possibilities and provision of magic (may be close to).

• Implementation of regulations regarding patient follow-up after examination.

• Bringing together all documents related to the patient and archiving.

• Preparation of medical and judicial reports (Authorized institutions) [18, 19].

According to Royal Midwifery College, the importance of ebelerin in the medical approach 
to violence victimized pregnancies is emphasized [20]. It also describes the approach of 
Ebecer from the forensic clinic staff as a professional healthcare provider to victims of sexual 
abuse according to the Guidelines for Forensic Clinical Approach to the Irish National Sexual 
Assault Victims [21].

“The role of health personnel in combating domestic violence against women and procedures 
to be implemented” is given for the personnel (doctors, nurses, nurses) who work in emer-
gency services of institutions and hospitals in countries. However, these trainings should not 
be limited to the staff working in the emergency service but should be given to the women 
and children who work in the health field in all steps.

4.2. Substance dependency in pregnancy

Abuse of the substance is an important public health issue that concerns societies all over 
the world. There is also an increase in the use of drugs in females, such as smoking and 
alcohol. Cigarettes, alcohol and substance abuse are common in pregnant women who are 
particularly exposed to violence, and there are delays in taking prenatal care or applying to 
a health institution.

Substance use during pregnancy, maternal risks, fetal physical and mental problems increase, 
antenatal follow-up is also missing compared to other pregnancies. According to the 2005 
National Survey on Drug Use and Health (NSDUH), among women between 15 and 44 years 
of reproductive age, the rate of substance use in pregnant women is 4% and in non-pregnant 
women is 10% [22]. It is estimated that between 20 and 30% of cigarette consumption, 15% of 
alcohol consumption, 3–10% of cannabis use, and 0.5–3% of cocaine use are among pregnant 
women [23]. When substance use in pregnancy is encountered, a multidisciplinary approach 
should be included in the patient evaluation of the midwives, together with the obstetrician, 
psychiatrist, public health specialist and pediatrician.

The most used items in pregnancy are alcohol, cocaine, opiates, amphetamines and cigarettes. 
Although the mechanism of fetal alcohol consumption, fetal pathophysiology and teratoge-
nicity is not well known, alcohol itself or its metabolite acetaldehyde is considered to be one 
of the main factors affecting fetal development. The limit value that will lead to anomaly 
formation has not yet been determined. Alcohol affects the growth and development of the 
fetus by reducing protein synthesis [24].

Alcohol increases spontaneous abortion and stillbirth during pregnancy. Alcohol use in west-
ern societies is the leading cause of mental retardation. In the United States, 1 in 100 births 
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is affected by it. If the mother consumes 4 drinks per day during pregnancy, the risk of fetal 
alcohol syndrome is 20%, 8% is 50% in domestic.

The definition of fetal alcohol syndrome (FAS) was first described in 1973. It contains a num-
ber of congenital anomalies that are associated with chronic alcohol use during pregnancy.

This syndrome should contain one or more items from each group of statements collected in 
the three main headings.

1. Intrauterine and/or postnatal growth retardation

2. Craniofacial anomalies

3. MSS dysfunctions [24, 25].

Alcohol dependence should be explained to the mother, frequent prenatal control should be 
done during the pregnancy, ultrasonographic examination should be repeated for follow-up. 
The patient should be included in counseling and rehabilitation programs.

Cocaine-induced cardiovascular effects in pregnancy are more pronounced due to increased 
progesterone. For the first time in 1985, the relationship between cocaine use and fetal anom-
aly in humans has begun to be investigated. One study shows an increase in the risk of minor 
anomalies by 1.6, major anomalies by 4.99, and urogenital anomalies by 6.5 times. Its use in 
pregnancy is a serious public health problem in terms of maternal, fetal and neonatal risks. 
The risk of placental abruption in cocaine-using pregnancies is significantly higher. This can 
be explained by reduced placental perfusion due to increased vasoconstriction in uterine ves-
sels. Premature rupture of membranes, premature labor, intrauterine growth retardation, and 
the incidence of meconium and spontaneous abortion in amniotic fluid have also increased 
in cocaine-exposed pregnancies. Migraine attacks and hyperthermia are also detected during 
the mother’s pregnancy. The fetus increases the risk of intrauterine cerebral infarction and 
urinary tract anomaly. Sleeping, eating disorders, hypertension, tremor can be seen in long-
term follow-ups of these children. The rate of cognitive impairment in adolescents increased 
in these children. HIV and other infections may also be passed on to the child during maternal 
pregnancy [26].

Opiates, including morphine and codeine, are obtained from the poppy called Papaver som-
niferum. Opioid includes synthetic narcotics such as heroin, meperidine, fentanyl, propoxy-
phene and methadone. According to 2010 National Survey on Drug Use and Health, the rate 
of drug use in the United States is 4.4%, and heroin use is 0.1%. Perinatal complications of 
opioid use include intrauterine growth retardation, preterm delivery, fetal death, small head 
circumference, low Apgar score, meconium in amnios fluid, premature rupture of membranes 
and chorioamnionitis [27].

Amphetamines stimulate the sympathetic nervous system by increasing neurotransmitter 
release from the presynaptic terminal. Oral, iv or smoking can be taken. In a study involving 
women who did not use amphetamine in their pregnancy and those who did not, there was an 
increase in anemia, preterm birth, meconium amniotic fluid, and intrauterine growth retardation 
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rates according to the control group. Its use in pregnancy poses significant risks to both mother 
and fetus. In addition, when children who were exposed to intrauterine amphetamine were 
examined, a 1-year delay was found in school achievement at 14–15 years of age [28].

About 250 million women smoke in the world. Nicotine and carbon monoxide adversely 
affect the development of fetus. Nicotine reduces vasoconstriction and uterine artery blood 
flow, while carbon monoxide reduces oxygen transport to fetal tissues. Circadian cyanide 
levels are higher in smokers and this substance has toxic effects on dividing cells. There is 
a relationship between low cigarette smoking, ectopic pregnancy, fetal growth retardation, 
ablative placenta, preterm birth, early rupture of membranes and low birth weight in preg-
nancy. Perinatal mortality is more than 150% [29].

Use of drugs by the health personnel and their awareness of the effects on the pregnant, fetus 
and newborn may enable them to be vigilant in this regard and take an active role in the poli-
cies to be set up for the prevention. In the determination of maternal substance and metabolites 
used in the baby, blood, urine, gaita saliva and hair analysis should be done besides mother’s 
story. Although urine and blood tests provide information on the substance currently being 
used, hair analysis also gives an idea of the use of substances in the past. It is stated that new-
born infants should not be satisfied with urine analysis but also meconium examination should 
be done. There are research findings indicating that substance metabolites have been detected 
in meconium of negative cases [29].

Knowledge of the characteristics of women with substance abuse is important for early detec-
tion and intervention of risk groups. These features:

• Women who have not had a positive relationship with their parents.

• Those who have not seen a positive parental role model.

• Those who have lived in an environment where domestic violence has been practiced.

• Those who have experienced physical, emotional and sexual abuse and neglect in the fam-
ily environment.

• Parents are drug addicts.

• In marriage, they are abused by their wives. Detection of pregnant women in early period 
and pregnant women using substance should be taken into intensive prenatal care pro-
gram and substance use in pregnancy should be informed about adverse effects on fetus 
and mother.

5. Forensic midwifery roles and responsibilities

Forensic midwifery is a new concept and is a concept used together with medicine, law and 
criminology. It can also be seen as an example of innovation in terms of expanding the roles 
of midwives in the field of women’s health and safety.
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In this respect, the tasks of forensic midwifery; suspicion of violence against women and 
children, identification of statements, gathering of evidence, crisis intervention, and directing 
the necessary actions.

In this regard, midwives can work in emergency rooms, suicide prevention centers, rape cri-
sis centers, crime scene investigations, death investigations, prisons, law offices and forensic 
pathology laboratories and at the same time as expert witnesses in court [17].

While the forensic midwife performs its roles and responsibilities, she is accompanied by a 
forensic team consisting of forensic scientists, forensic scientists, psychologists, gynecologists, 
social workers, members of the judiciary (judges, prosecutors, lawyers) and security members 
(police, gendarmerie) can work. In addition, forensic nurses can work with Forensic Medicine 
Institution, Forensic Medicine Institutes and expert institutions [30–33].

5.1. Collection of physical evidence

Evidence collection is one of the processes that are important in a review and the midwife is 
part of this process. The midwives should be sure that nothing has been missed by taking part 
in each of the techniques and stages of evidence collection. Criminal cases such as murder, rape, 
rape, traffic accidents are first applied to emergency services. Forensic midwives are inadver-
tently served by the investigator/investigator when a victim is brought to the emergency service. 
At this stage, the midwives evaluate and record all the data about the victim and the medical 
conditions, bruising, cuts, lacerations and places that require treatment. Forensic examinations 
may be assisted by civil servants in the case of saliva, sirens, lead, the removal of bullets from 
the body, and the evaluation of clothes and items of the victim for further examination. When 
physical evidence is collected, gloves must be worn to minimize contamination and to observe 
basic techniques and procedures. Anything remaining at the scene must be collected, and evi-
dence that DNA analysis can be performed should be obtained by appropriate techniques.

They have more favorable conditions than other healthcare team members, such as having 
nursing nurses on the collection, preservation and storage of medical evidence. The mid-
wives’ sensitive attitudes about the collection, preservation and protection of forensic evi-
dence provide for the identification and reporting of healthier and richer evidence in the 
judicial investigation process [34–36].

5.2. Record of evidence

It must be ensured that the medical records that are held are legally available. It should be 
avoided that the terminology is such as to ignore the evidence. The victim must use his/her 
expressions directly when taking the statement. The prescribed medical treatments should 
be recorded, the bruises and injuries should be indicated by color, number and size [34–36].

5.3. Storage of evidence

Health care institutions should develop procedures for recording and tracking suspect deaths. 
Standard practice procedures should be developed and the team should know how to act in a 
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rates according to the control group. Its use in pregnancy poses significant risks to both mother 
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Knowledge of the characteristics of women with substance abuse is important for early detec-
tion and intervention of risk groups. These features:

• Women who have not had a positive relationship with their parents.
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• Those who have experienced physical, emotional and sexual abuse and neglect in the fam-
ily environment.
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Forensic midwifery is a new concept and is a concept used together with medicine, law and 
criminology. It can also be seen as an example of innovation in terms of expanding the roles 
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In this respect, the tasks of forensic midwifery; suspicion of violence against women and 
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In this regard, midwives can work in emergency rooms, suicide prevention centers, rape cri-
sis centers, crime scene investigations, death investigations, prisons, law offices and forensic 
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physical evidence is collected, gloves must be worn to minimize contamination and to observe 
basic techniques and procedures. Anything remaining at the scene must be collected, and evi-
dence that DNA analysis can be performed should be obtained by appropriate techniques.

They have more favorable conditions than other healthcare team members, such as having 
nursing nurses on the collection, preservation and storage of medical evidence. The mid-
wives’ sensitive attitudes about the collection, preservation and protection of forensic evi-
dence provide for the identification and reporting of healthier and richer evidence in the 
judicial investigation process [34–36].

5.2. Record of evidence

It must be ensured that the medical records that are held are legally available. It should be 
avoided that the terminology is such as to ignore the evidence. The victim must use his/her 
expressions directly when taking the statement. The prescribed medical treatments should 
be recorded, the bruises and injuries should be indicated by color, number and size [34–36].

5.3. Storage of evidence

Health care institutions should develop procedures for recording and tracking suspect deaths. 
Standard practice procedures should be developed and the team should know how to act in a 
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suspicious situation. All health professionals should know how to protect evidence and how 
to behave in judicial cases and follow these procedures [34–36].

5.4. Provision of evidence protection chain

As you walk through the evidence, each person should record the date and time they opened 
the package. In this way, the disappearance of evidence can be prevented. You should be 
asked to write the name, surname, job and department you are evaluating. The duration of 
the evidence chain and evidence must be kept as short as possible. Precautions must be taken 
to ensure that the evidences are not altered and that they are not affected by external condi-
tions when the collected evidence is sent into or out of the institution [34–36].

5.5. Testimony in court

Forensic examinations can be witnessed in courts. If the midwife is called as a witness to a 
court; should be consistent with the written statements and the resulting physical evidence 
collected. The use of improper terminology can make it more difficult to enlighten. The terms 
used in the emblem should be in a way that everyone understands, and the possible causes 
and mechanisms of injury should be understood and explained appropriately. It should be 
avoided to give an idea about the issues outside the field of expertise. By following these steps 
and collecting the appropriate evidence, the victim’s fear of the legal system can be avoided 
[37, 38].

In this context, we can list the specific areas where judges can fulfill their roles and responsi-
bilities as follows;

5.6. Clinical forensic midwifery

Midwives working in emergency services intervene especially in victims of trafficking or vic-
tims. Forensic midwives working in this location are responsible for the care and treatment 
of the patient during the period between the hospital and the discharge of the patient, the 
collection and storage of the forensic evidence, the accurate and complete medical records, 
the taking of the prosecutor’s office and court order for biological and chemical examinations, 
to be properly removed and stored, and to collect information and evidence in accordance 
with the relevant regulations [30, 32, 34, 37, 38].

5.7. Sexual assault examination midwifery

They are specializing in special care and treatment for victims of sexual assault. Among his 
tasks are; to investigate sexually transmitted diseases and to advise the victim on this issue, 
to collect, store and transmit the forensic evidence, to help the victim, to evaluate the injuries, 
to take medical narratives, to make physical examinations, to record criminal information.

The legal process midwife should be a professional who is helping the family in this abusive 
process, treating medical records and photos in child abuse, monitoring criminals in hospi-
tals, watching victims in courts or nursing homes [31, 32, 34].
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5.8. Pediatric forensic midwifery

This field of midwife is responsible for monitoring the possibility of events such as acceptance 
and evaluation of child abuse and neglect cases, treatment, referral to preventive service units, 
domestic violence, battered child syndrome and sudden child death, monitoring and rehabili-
tation of the victim. Midwives are responsible for providing care to children who need help 
with issues such as abuse, neglect and violations of human rights. While they should provide 
care for children, it should be carefully assessed to see if there are any signs and symptoms of 
children experiencing ill-treatment [36, 37].

5.9. Obstetrics and gynecology forensic midwifery

This field-based midwife is responsible for taking and recording accurate and complete sto-
ries about the physical and psychological trauma of women, domestic violence, assessment 
of substance abuse in pregnancies, general follow-up of pregnant women allegedly trauma-
tized, low, early or stillbirth- and as a witness when necessary [36, 37].

5.10. Midwifery in rape crisis centers

The nurse working in this area is required to make a visit to sexually assaulted persons, to 
ensure that evidence is collected and maintained in a proper and appropriate manner, to 
provide information to the victim and his relatives at every stage of the treatment, to ensure 
that the victim is safe to leave the center, to serve him in the rehabilitation and presentation of 
the place to stay at the center until he comes from the center [36, 37].

5.11. Expertise

Forensic midwives should be able to function in the application of neglect and malpractice 
and medical records.

6. Discussion

Midwives’ activities are medical interventions and the conditions of activity and legal compli-
ance are the same. Midwives who provide health care are the persons who are trained to pro-
vide medical services, are authorized to take medical care in the area where they are qualified 
and responsible for this action. Therefore, the important duties of the midwife in the diagno-
sis, treatment, rehabilitation of the factors that affect the health of women and pregnant (such 
as violence, rape, dependence) and the transfer of information between institutions (such as 
forensic institutions) are determined by the laws and regulations of the countries. The concept 
of forensic midwifery is important in terms of the effective use of the roles of advocates, 
practitioners, educators and researchers. Therefore, although the duties and responsibilities 
of the forensic nurses in the world are defined within the scope of occupational characteristics 
and ethical principles, they should add studies on the forensic midwives to the theoretical and 
practical applications of midwives working in the field of women’s health.
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tasks are; to investigate sexually transmitted diseases and to advise the victim on this issue, 
to collect, store and transmit the forensic evidence, to help the victim, to evaluate the injuries, 
to take medical narratives, to make physical examinations, to record criminal information.

The legal process midwife should be a professional who is helping the family in this abusive 
process, treating medical records and photos in child abuse, monitoring criminals in hospi-
tals, watching victims in courts or nursing homes [31, 32, 34].
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domestic violence, battered child syndrome and sudden child death, monitoring and rehabili-
tation of the victim. Midwives are responsible for providing care to children who need help 
with issues such as abuse, neglect and violations of human rights. While they should provide 
care for children, it should be carefully assessed to see if there are any signs and symptoms of 
children experiencing ill-treatment [36, 37].

5.9. Obstetrics and gynecology forensic midwifery

This field-based midwife is responsible for taking and recording accurate and complete sto-
ries about the physical and psychological trauma of women, domestic violence, assessment 
of substance abuse in pregnancies, general follow-up of pregnant women allegedly trauma-
tized, low, early or stillbirth- and as a witness when necessary [36, 37].

5.10. Midwifery in rape crisis centers

The nurse working in this area is required to make a visit to sexually assaulted persons, to 
ensure that evidence is collected and maintained in a proper and appropriate manner, to 
provide information to the victim and his relatives at every stage of the treatment, to ensure 
that the victim is safe to leave the center, to serve him in the rehabilitation and presentation of 
the place to stay at the center until he comes from the center [36, 37].

5.11. Expertise

Forensic midwives should be able to function in the application of neglect and malpractice 
and medical records.

6. Discussion

Midwives’ activities are medical interventions and the conditions of activity and legal compli-
ance are the same. Midwives who provide health care are the persons who are trained to pro-
vide medical services, are authorized to take medical care in the area where they are qualified 
and responsible for this action. Therefore, the important duties of the midwife in the diagno-
sis, treatment, rehabilitation of the factors that affect the health of women and pregnant (such 
as violence, rape, dependence) and the transfer of information between institutions (such as 
forensic institutions) are determined by the laws and regulations of the countries. The concept 
of forensic midwifery is important in terms of the effective use of the roles of advocates, 
practitioners, educators and researchers. Therefore, although the duties and responsibilities 
of the forensic nurses in the world are defined within the scope of occupational characteristics 
and ethical principles, they should add studies on the forensic midwives to the theoretical and 
practical applications of midwives working in the field of women’s health.
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7. Conclusion

The addition of forensic midwifery to the undergraduate and postgraduate midwife education 
curriculum, the issuance of necessary laws and regulations on the subject and the regulation of 
scientific research, courses and seminars will contribute to the development of forensic midwifery.

In this respect, forensic midwives, midwives with licensed professional licenses should be 
formed. In addition, after attending regular undergraduate midwifery trainings, they must 
become specialized and participate in courses in the field of forensic sciences and must be 
trained on issues such as the protection of physical evidence, identification of injury, and 
detection of laws.

As a new area of expertise, forensic midwifery serves as a bridge to closing the gap between 
law and medicine. The need for a forensic midwife will become more and more likely to 
perceive and accept the critical and important role of the forensic midwife in establishing the 
link between civil servants, lawyers, other health professionals, the law and the health system 
within the justice system [38].
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7. Conclusion

The addition of forensic midwifery to the undergraduate and postgraduate midwife education 
curriculum, the issuance of necessary laws and regulations on the subject and the regulation of 
scientific research, courses and seminars will contribute to the development of forensic midwifery.

In this respect, forensic midwives, midwives with licensed professional licenses should be 
formed. In addition, after attending regular undergraduate midwifery trainings, they must 
become specialized and participate in courses in the field of forensic sciences and must be 
trained on issues such as the protection of physical evidence, identification of injury, and 
detection of laws.

As a new area of expertise, forensic midwifery serves as a bridge to closing the gap between 
law and medicine. The need for a forensic midwife will become more and more likely to 
perceive and accept the critical and important role of the forensic midwife in establishing the 
link between civil servants, lawyers, other health professionals, the law and the health system 
within the justice system [38].
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