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ABSTRACT
Introduction  Pregnancy and childbearing among 
adolescents—especially younger adolescents—
is associated with health complications and lost 
opportunities for education and personal development. 
In addition to established challenges adolescents and 
young women face in sexual and reproductive healthcare, 
evidence suggests that they also face mistreatment 
during childbirth.
Methods  This is a secondary analysis of the WHO study 
‘How women are treated during facility-based childbirth’ 
cross-sectional community survey in Ghana, Guinea, 
Myanmar and Nigeria. We used descriptive analysis to 
assess experiences of mistreatment among adolescents 
(15–19 years) and young women (20–24 years) and 
multivariable logistic regression models to assess the 
association between experiences of mistreatment and 
satisfaction with care during childbirth.
Results  862 participants are included (15–19 years: 287, 
33.3%; 20–24 years: 575, 66.7%). The most common 
mistreatment was verbal abuse (15–19 years: 104/287, 
36.2%; 20–24 years: 181/575, 31.5%). There were high 
levels of poor communication (15–19 years: 92/287, 
32.1%; 20–24 years: 171/575, 29.7%), lack of supportive 
care (15–19 years: 22/287, 42.5%; 20–24 years: 195/575, 
33.9%) and lack of privacy (15–19 years: 180/287, 62.7%; 
20–24 years: 395/575, 68.7%). Women who were verbally 
abused were less likely to report satisfaction with care 
(adjusted OR (AOR): 0.19, 95% CI: 0.12 to 0.31) and 
less likely to recommend the facility (AOR: 0.24, 95% CI: 
0.15 to 0.38). There were similar reports among those 
who were physically abused, had long waiting time, 
did not mobilise and did not give consent for vaginal 
examinations.
Conclusion  Our study shows that adolescents and young 
women mistreatment during childbirth, contributing to low 
satisfaction with care. It is critical to recognise adolescents 
and young women’s unique needs in maternal healthcare 
and how their needs may intersect with social stigma 
around sex and pregnancy.

INTRODUCTION
Across low- and middle-income countries, 
about 12 million adolescents aged 15–19 years 
give birth each year and at least 10 million 
unintended pregnancies occur each year in 
the same age group.1 Currently, maternal 
mortality remains one of the leading global 
causes of death among adolescents, especially 
in sub-Saharan Africa, and is considered an 

Key questions

What is already known?
	► Despite considerable progress in preventing adoles-
cent pregnancy over the past 25 years, an estimated 
12 million girls aged 15–19 years give birth each 
year.

	► Adolescents and young women are less likely than adult 
women to get the maternal healthcare and support they 
need in health facilities.

	► Adult women who experience mistreatment during 
childbirth are more likely to report low satisfaction with 
care, but the extent and type of adolescent experiences 
of mistreatment have not been explored.

What are the new findings?
	► This study explored the experiences of mistreatment 
during childbirth among adolescents (15–19 years) 
and young women (20–24 years), and their satis-
faction with care, using community-based cross-
sectional surveys in Ghana, Guinea, Myanmar and 
Nigeria.

	► We found that adolescent experiences of mistreat-
ment were common, particularly verbal abuse, poor 
communication, lack of supportive care and lack of 
privacy.

	► Adolescents and young women who reported expe-
riences of mistreatment—especially the better ed-
ucated young women—were more likely to report 
lower satisfaction with the care they received.
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urgent public health challenge.1 2 There are several factors 
contributing to adolescent pregnancy that vary between 
and within countries and communities, including the 
pressure of early marriage and early childbearing,3–6 
and limited prospects for education or employment that 
make early marriage or childbearing a preferred option.7 
According to the most recent estimates, the percentage 
of women aged 20–24 who gave birth before age 18 years 
is 5% in Myanmar, 17% in Ghana, 29% in Nigeria and 
40% in Guinea.8

Adolescents and young women who are pregnant 
require special attention due to additional needs around 
social support, and increased risks of serious severe and 
lasting health and social problems for both themselves 
and their babies.9 Compared with adult women, adoles-
cents and young women have higher risks of experiencing 
maternal complications such as eclampsia, obstructed 
labour and puerperal sepsis, as well as newborn compli-
cations such as low birth weight, preterm birth and 
severe neonatal complications.9 Disappointingly, their 
particular needs have largely been neglected and as a 
result, they are less likely than adult women to get the 
maternal healthcare and support they need from health 
services during pregnancy and childbirth.2 10 The lasting 
social and economic consequences for pregnant adoles-
cents, and especially unmarried pregnant adolescents 
are profound. For example, adolescent pregnancy often 
leads to discontinuation of schooling, thus jeopardising 
future education and employment,11 and girls pregnant 
before 18 years are more likely to experience intimate 
partner violence.12

The mistreatment of women during childbirth in health 
facilities has received increasing attention in recent 
years. A mixed-methods systematic review by Bohren 
and colleagues developed a typology of what constitutes 
mistreatment, including physical abuse, verbal abuse, 
stigma and discrimination, failure to meet professional 
standards of care, poor rapport between women and 
providers, and health system conditions and constraints.13 
To address these challenges, WHO issued a statement in 
2014 on the prevention and elimination of mistreatment 
during childbirth,14 as well as the 2018 recommenda-
tions on intrapartum care for a positive pregnancy expe-
rience, which specifically includes respectful maternity 

care.15 Recent evidence from a WHO multicountry study 
showed that over one-third of women of reproductive 
age (15–49 years) reported experiencing mistreatment 
during childbirth across four countries, Ghana, Guinea, 
Myanmar and Nigeria.16 This study found that compared 
with older women (≥30 years), adolescents (15–19 years) 
were almost twice as likely to experience physical abuse, 
and adolescents with no education were over three times 
more likely to experience verbal abuse.16 The reasons 
for poorer treatment of adolescents and young women 
during childbirth may be related to sociocultural and 
provider prejudices about their engagement in premar-
ital or early sex and are compounded by lower educa-
tional attainment, lower socioeconomic status and limited 
autonomy.17 18 Mistreatment of adolescents and young 
women during childbirth is thus doubly problematic, as 
it compounds existing health and social burdens faced by 
this age group.19 This poor quality care can have lasting 
detrimental impacts on future health-seeking behaviour 
and trust in the health system.

To address existing gaps in knowledge and provide 
information for future policy and programming on 
adolescents’ maternal health, this analysis aims to 
describe adolescent experiences of mistreatment during 
childbirth, their satisfaction with care, and explore 
factors that contribute to these experiences.

METHODS
Study design and setting
This is a secondary analysis of the cross-sectional, 
community-based survey component of the WHO multi-
country study ‘How women are treated during facility-
based childbirth,’ which was designed to develop and 
validate two tools (labour observation and community-
based survey) to measure the mistreatment of women 
during childbirth in health facilities in four countries 
(Ghana, Guinea, Myanmar and Nigeria).16 In advance 
of the measurement study, we conducted a formative 
phase consisting of systematic reviews13 20 and primary 
qualitative research17 21–26 to understand the context and 
develop the measurement tools.27 An author reflexivity 
statement reflecting on the dynamics of our international 
partnership is available in online supplemental appendix 
1.

This analysis focused on the cross-sectional, community-
based survey data only, and the detailed methodology 
has been published elsewhere.16 27 Data collection took 
place in Nigeria from 19 September 2016 to 26 February 
2017, in Ghana from 1 August 2017 to 18 January 2018, in 
Guinea from 1 July to 30 October 2017 and in Myanmar 
from 26 June to 5 September 2017. The study sites were 
located in urban areas and were both secondary and 
tertiary facilities with more than 200 births per month. 
Some facilities provided privacy with the use of curtains 
while some did not have curtains nor partitioning to 
allow for privacy. The selected facilities had well-defined 
catchment areas with a population of over a million and 

Key questions

What do the new findings imply?
	► While adolescents and young women should be supported to use 
their own agency in maternal healthcare seeking, it is critical for 
health workers and other stakeholders to recognise adolescents’ 
unique needs and how their needs may intersect with social stigma 
around sex and pregnancy in adolescence.

	► More work is needed to ensure that adolescent and young women’s 
needs and preferences are met in maternity care settings global-
ly, particularly around improving equitable and non-discriminatory 
care.
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facility-based childbirth in the catchment areas ranged 
from 35% to 90% across countries.16

Participants and sample size
Women were eligible for enrolment in the study if they 
were admitted for childbirth in a study health facility, 
were ≥15 years, provided written informed consent and 
able to participate and for those who could not read the 
consent form and sign, the contents of the consent form 
was read out to them and their relative and they were 
asked to thumb print to give their consent. Women were 
also eligible if they resided in the predefined facility catch-
ment area after birth (defined for each health facility) 
and provided sufficient contact information for follow-up 
after discharge. Women were not eligible if they were 
admitted for reasons other than childbirth, were a first-
degree relative of a facility employee (eg, mother, sister, 
daughter, cousin), were distressed or otherwise unable to 
reasonably provide consent or lived outside the prede-
fined catchment area for that health facility. The sample 
size for the community survey was 2672, out of which 862 
were adolescents or young women (n=287 aged 15–19 
years and n=575 aged 20–24 years), and included in this 
analysis.

Study procedures
All women admitted to the health facility during the 
study period were assessed for eligibility. Those who met 
the eligibility criteria and agreed to participate were 
enrolled, and contact information was obtained. For the 
community survey, women were contacted to schedule a 
time at up to 8 weeks postpartum for a face-to-face indi-
vidual interview. The women were contacted through 
the telephone numbers they provided before leaving the 
hospital and those who could not be reached through 
their telephone numbers were traced to their homes 
through the addresses they provided before leaving the 
hospital. Interviewers were trained female researchers 
who had a social science or public health background 
and were neither clinicians nor health workers. The 
choice of interviewers was to encourage women to speak 
more freely and openly about their care experience (eg, 
reduce the risk of social desirability bias). Recruitment 
continued until the planned per-facility sample size was 
reached.

Measurement, management and analysis
The community survey tool is publicly available and 
captures information on a woman’s sociodemographic 
information, obstetric history, birth experiences 
(including mistreatment, vaginal examinations, compan-
ionship and pain relief), childbirth outcomes, childbirth 
interventions, postpartum depression, future child-
bearing intentions and satisfaction with care.27 Data were 
collected using digital, tablet-based tools (BLU StudioXL 
2, Android OS; BLU Products, Miami, Florida, USA) 
and using OpenClinica open source software for data 
collection and management (Open Clinica, Waltham, 

Massachusetts, USA). Data were prospectively submitted 
to a WHO central server using a 3G-cellular connection 
or wireless internet.

We used descriptive analysis to assess the sociodemo-
graphic and obstetric characteristics of adolescents and 
young women by country for ages 15–24 years, and to 
explore adolescent experiences of mistreatment by 
country, disaggregated in 15–19 years and 20–24 years age 
groups. We used multivariable logistic regression models 
to assess adolescents’ and young women’s overall satis-
faction with the care thy received during childbirth. We 
chose an indicator from each domain of mistreatment to 
assess where there was sufficient sample (n>200 women) 
to assess the association with satisfaction with care. The 
outcome was using the 5-point Likert satisfaction of care 
scale: strongly agreed/agreed (referred to as ‘satisfied 
with care’) and strongly disagreed/disagreed/neutral 
(‘neutral or not satisfied with care’), while adjusting for 
marital status, education, previous birth and country. 
The neutral response option was grouped with ‘no’ as 
it has been shown in previous respectful maternity care 
cognitive testing that women may not express their 
concerns. Therefore, it would be best to dichotomise 
Likert scales to better understand responses across 
different contexts.28

Similarly, logistic regression was conducted to assess 
adolescents and young women’s recommendation of the 
health facility to others using the following outcomes: 
strongly agreed/agreed (‘will recommend the facility 
to others’) and strongly disagreed/disagreed/neutral 
(‘neutral or will not recommend the facility to others’), 
while adjusting for marital status, education, previous 
births and country. Similar to our previous analysis in this 
project,29 marital status, education, previous births and 
country were specified as independent variables based on 
the results of this project’s primary study.16 Furthermore, 
we aimed to explore if the dose-response relationship 
between these variables was amplified for this population 
of adolescent and young women, as compared with the 
larger population of women where findings have been 
published.29 Both models did not adjust for age due to 
homogeneity in the sample, and because adolescents and 
young women have been previously explored compared 
with the older women in the larger study.16 All data were 
analysed using Statistical Package for Social Sciences 
(SPSS) Windows 23 and SAS 9.4.

Patient and public involvement
A technical consultation with representatives from advo-
cacy groups, non-governmental organisations, research 
organisations, universities, professional associations and 
United Nations agencies was held at WHO in November 
2013 and informed the design of this study. Women 
who recently gave birth were involved in content validity 
testing and providing feedback on the validity testing of 
the community survey tool.
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RESULTS
We included all 862 adolescents and young women aged 
15–24 years in this analysis, representing 32.3% of the 
original sample of 2672 women. Table 1 shows the socio-
demographic characteristics of participants by country. 

Of the 862 participants, there were 287 (33.3%) between 
the ages of 15–19 years and 575 (66.7%) between the 
ages of 20 and 24 years. Most participants were married 
(n=723/862, 83.9%), except in Ghana where a compar-
atively smaller proportion of participants were married 

Table 1  Sociodemographic characteristics and obstetric history of adolescents aged 15–24 years, by country

Ghana, n (%), 
N=208

Guinea, n (%), 
N=359

Nigeria, n (%), 
N=89

Myanmar, n (%), 
N=206 Total n (%), N=862

Age

 � 15–19 years 60 (28.8) 173 (48.2) 15 (16.9) 39 (18.9) 287 (33.3)

 � 20–24 years 148 (71.2) 186 (51.8) 74 (83.1) 167 (81.1) 575 (66.7)

Marital status

 � Single 84 (40.4) 33 (9.2) 16 (18%) 5 (2.4%) 138 (16.0%)

 � Married 123 (59.1) 326 (90.8) 73 (82) 201 (97.6) 723 (83.9)

 � Missing/unknown 1 (0.5) 0 (0) 0 (0) 0 (0) 1 (0.1)

Educational status

 � No education 4 (1.9) 118 (32.9) 0 (0) 3 (1.5) 125 (14.5)

 � Some primary 
education

16 (7.7) 72 (20.1) 2 (2.2) 28 (13.6) 118 (13.7)

 � Some secondary 
education

100 (48.1) 114 (31.8) 14 (15.7) 60 (29.1) 288 (33.4)

 � Complete secondary 
education

71 (34.1) 40 (11.1) 60 (67.5) 89 (43.2) 260 (30.2)

 � Complete tertiary 
education

15 (7.2) 9 (2.5) 13 (14.6) 26 (12.6) 63 (7.3)

 � Vocational/unknown 2 (1.0) 6 (1.7) 0 (0) 0 (0) 8 (0.9)

Previous number of 
births

 � 1 183 (88.0) 273 (76.0) 76 (85.4) 171 (83.0) 703 (81.6)

 � 2 18 (8.7) 52 (14.5) 11 (12.4) 28 (13.6) 109{12.6)

 � 3 6 (2.9) 24 (6.7) 2 (2.2) 5 (2.4) 37 (4.3)

 � ≥4 1 (0.5) 10 (2.8) 0 (0) 2 (1.0) 13 (1.5)

Mode of birth

 � Vaginal birth 184 (88.5) 315 (87.7) 83 (93.3) 148 (71.8) 730 (84.7)

 � Caesarean section 24 (11.5) 43 (12.0) 6 (6.7) 58 (28.2) 131 (15.2)

 � Missing/unknown 0 (0) 1 (0.3) 0 (0) 0 (0) 1 (0.1)

No of babies*†

 � 1 (singleton) 205 (98.6) 353 (98.3) 88 (98.%) 203 (98.5) 849 (98.5)

 � 2 (twins) 3 (1.4) 4 (1.7) 1 (1.1) 3 (1.5) 11 (1.5)

Sex of baby*†

 � Female 99 (46.9) 161 (4.6) 47 (52.2) 98 (46.8) 401 (46.0)

 � Male 11 (52.6) 198 (4.8) 43 (47.8) 111 (53.1) 467 (53.6)

 � Unknown 1 (0.5) 2 (0.6) 0 (0) 0 (0) 3 (0.3)

Timing of breastfeeding initiation*

 � Within 1 hour 91 (43.8) 138 (38.4) 30 (33.7) 145 (70.4) 404 (46.9)

 � Between 1 and 24 
hours

87 (41.8) 187 (52.1) 46 (51.7) 41 (19.9) 361 (41.9)

 � Between 24 hours 
and 1 week

24 (11.5) 12 (3.3) 11 (12.4) 16 (7.8) 63 (7.3)

 � Missing/unknown 6 (2.9) 22 (6.2) 2 (2.2) 4 (1.9) 34 (3.9)

*At most recent birth.
†N=871 babies total (denominator).
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(n=123/208, 59.1%). Most participants had some or 
complete secondary education (n=548/862, 63.6%) 
across countries, except for Guinea where most had 
only primary or no education (n=190/359, 53.0%). Most 
participants had only one previous birth (n=703/862, 
81.6%) across countries, with 18.4% (n=159/862) having 
two or more previous births. Most participants had a 
vaginal birth for the most recent birth (n=730/862, 
84.7%).

Table 2 shows adolescent experiences of mistreatment 
during childbirth by country and age group. Experi-
ences of any physical abuse, verbal abuse, or stigma 
and discrimination were high across countries: 44.3% 
(127/287) among 15–19 year olds, and 36.5% (210/575) 
among 20–24 year olds. In Ghana, Guinea and Nigeria, 
experiences of any physical or verbal abuse or discrimi-
nation were consistently higher among 20–24 year olds 
compared with 15–19 year olds; however in Myanmar, 
experiences of any physical or verbal abuse or discrim-
ination was higher among 20–24 year olds. Across all 
countries, non-consented episiotomies were comparable 
across 15–19 year olds (n=20/287, 35.7%) and 20–24 year 
olds (n=47/575, 36.7%).

Among 802 (93.0%) of adolescents and young 
women who experienced at least one vaginal examina-
tion, approximately one-third reported experiencing a 
vaginal examination conducted without their consent 
(15–19 years: n=86/268, 32.1%; 20–24 years: n=155/534, 
29.0%), which is consistent across countries and age 
groups. Among 730 adolescents with a vaginal birth, 
11 (1.5%) gave birth without a staff member present. 
Some (63/862, 7.3%) adolescents or their babies were 
detained in the hospital for not being able to pay bills 
(15–19 years: n=26/287, 9.1%; 20–24 years: n=37/575, 
6.4%), and younger adolescents (15–19 years) in Ghana 
were particularly at risk (n=10/60, 16.7%). Most adoles-
cents did not have curtains, partitions or other privacy 
measures used (15–19 years: n=180/287, 62.7%; 20–24 
years: n=395/575, 68.7%), particularly in Ghana (15–19 
years: n=58/60, 96.7%; 20–24 years: n=137/148, 92.6%), 
Guinea (15–19 years: n=88/173, 50.9%; 20–24 years: 
n=107/186, 78.7%) and Nigeria (15–19 years: n=13/15, 
86.7%; 20–24 years: n=61/74, 82.4%).

Table  3 shows the relationship between adolescents 
and young women’s experiences of mistreatment and 
their overall satisfaction with the care they received, 
measured by their rating of overall satisfaction with their 
birth experience and whether they would recommend 
the health facility to others. Among the adolescents who 
experienced physical abuse, 12.8% (98/767) were satis-
fied and 13.7% (105/768) would recommend the facility 
to others. For those who experienced verbal abuse, 28.8% 
(221/767) were satisfied and 29.3% (225/768) would 
recommend the facility to others. Only 16% of those who 
waited for long periods of time were satisfied (125/767) 
and would recommend the facility to others (126/768). 
Those who had curtains used for privacy were more satis-
fied (416/762, 54.6%) and would recommend the facility 

to others (416/762, 54.5%). About half of adolescents and 
young women who did not give consent for vaginal exam-
inations were not satisfied with the care they received 
(355/708, 50.1%) or would not recommend the health 
facility to others (361/705, 51.2%). Similarly, just under 
half of adolescents and young women who were not told 
to mobilise (eg, to walk around or maintain upright posi-
tions during labour) were not satisfied with the care they 
received (293/652, 44.9%) or would not recommend the 
health facility to others (298/653, 45.6%).

Multivariable logistic regression models were used to 
evaluate the association between adolescents and young 
women’s experiences of mistreatment during child-
birth, and their overall satisfaction with the services they 
received, and whether they were likely to recommend the 
facility. Adolescents and young women who were physi-
cally abused were 68% less likely to report being satisfied 
with care (AOR: 0.32, 95% CI: 0.19 to 0.59) and 52% less 
likely to recommend the health facility to others (AOR: 
0.48, 95% CI: 0.27 to 0.84). Those who were verbally 
abused were 81% less likely to report being satisfied with 
care (AOR: 0.19, 95% CI: 0.12 to 0.31) and 76% less likely 
to recommend the health facility to others (AOR: 0.24, 
95% CI: 0.15 to 0.38). Adolescents and young women 
who reported providing informed consent for vaginal 
examinations were 47% less likely to report being satis-
fied with care received (AOR: 0.53, 95% CI: 0.33 to 0.60); 
there was no relationship to whether she would recom-
mend the health facility to others (AOR: 0.81, 95% CI: 
0.52 to 1.3). Adolescents and young women who expe-
rienced long waiting times before being attended to 
by health workers were 77% less likely to report being 
satisfied with care (AOR: 0.23, 95% CI: 0.14 to 0.38) and 
72% less likely to recommend the health facility to others 
(AOR: 0.28, 95% CI: 0.17 to 0.45), compared with women 
who reported shorter waiting times. Adolescents and 
young women who were told not to mobilise (walking 
and upright positions during early labour) or did not 
mobilise during labour were 58% less likely to report 
being satisfied with care received (AOR: 0.42, 95% CI: 
0.20 to 0.85); there was no relationship to whether she 
would recommend the health facility to others (AOR: 
0.74, 95% CI: 0.38 to 1.5).

As shown in online supplemental appendix 2, adoles-
cents and young women with less education were more 
likely to report satisfaction with care received (p=0.004) 
and those who initiated breast feeding within 1 hour were 
more likely to be satisfied with care received (p=0.016).

DISCUSSION
We explored adolescent experiences of mistreatment 
during childbirth, their satisfaction with care and factors 
contributing to these experiences. Our analysis shows that 
adolescents and young women experience high levels of 
mistreatment, particularly verbal abuse. We found that 
adolescents and young women who were physically or 
verbally abused and did not provide consent for vaginal 
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examinations were much less likely to report being satis-
fied with the care they received and less likely to recom-
mend the health facility to others.

In comparing this study sample to the population of 
all women of reproductive age in our larger study,16 our 
new analysis shows that adolescents and young women 
consistently experience higher levels of physical abuse, 
verbal abuse, stigma and discrimination, non-consented 
care and poor communication. For instance, over 20% 
of 15–19 year olds experienced physical abuse, compared 
with 11% of all women.16 Over 44% of 15–19 year olds 
experienced any physical or verbal abuse or discrimina-
tion, compared with 35% of all women.16 Adolescents 
and young women who experienced physical or verbal 
abuse were less likely to report satisfaction with care or 
to recommend the facility to others, which was similar to 
the relationship between mistreatment and satisfaction 
with care in the sample of all women.29 Our formative 
qualitative research conducted in the same countries 
posits some explanations for why adolescents and young 
women may be more likely to experience mistreat-
ment.17 21–25 In Nigeria, Guinea and Ghana, both women 
and health workers believed that adolescents and young 
women may be considered ‘difficult’ or ‘disobedient’ 
when in labour, thus justifying poor treatment for failing 

to listen to the health workers. Moreover, adolescents and 
young women shared their experiences of judgemental 
comments from health workers about their sexuality or 
sexual history at what was perceived to be a young age or 
while being unmarried. Health workers perceived labour 
pains as a consequence of ‘enjoying sexual activity’ and 
thus expected adolescents and young women to endure 
labour pains without complaint. While our qualitative 
research may propose some explanations for why adoles-
cents and younger women experience more mistreat-
ment compared with older women, these explanations 
should not be considered justification for mistreatment.

Moreover, recent research on adolescent sexual and 
reproductive health in Sub-Saharan Africa has illuminated 
the importance of understanding and responding to the 
intersecting identities, experiences and social condi-
tions that influence disadvantage.30–33 Chandra-Mouli et 
al (2021) argue that intersectionality has largely been 
ignored in the context of adolescent sexual and repro-
ductive health, thus representing a critical gap in ‘holistic 
understanding of the way in which social systems, power 
and identity’ interact in adolescents’ lives and health.30 
In our study, we were able to explore some of these social 
conditions (age, education, marital status, obstetric 
history), we did not have sufficient power to explore how 

Table 3  Associations of adolescent and young women’s experiences of mistreatment and satisfaction with care

Typology of 
mistreatment

Overall satisfaction with services received* (N=767)† Recommend the facility to others‡ (N=768)†

n (%) AOR (95% CI)§‡‡ n (%) AOR (95% CI)§‡‡

Physical abuse

 � No 669 (87.2) Ref 663 (86.3) Ref

 � Yes 98 (12.8) 0.32 (0.19 to 0.59)¶ 105 (13.7) 0.48 (0.27 to 0.84)¶

Verbal abuse

 � No 546 (71.2) Ref 543 (70.7) Ref

 � Yes 221 (28.8) 0.19 (0.12 to 0.31)¶ 225 (29.3) 0.24 (0.15 to 0.38)¶

Consent before vaginal examination** (n=708 for satisfaction, n=705 for recommend)

 � No 355 (50.1) 0.53 (0.33 to 0.60)¶ 361 (51.2) 0.81 (0.52 to 1.3)

 � Yes 353 (49.9) Ref 344 (48.8) Ref

Long wait times

 � Yes 125 (16.3) 0.23 (0.14 to 0.38)¶ 126 (16.4) 0.28 (0.17 to 0.45)¶

 � No 641 (83.6) Ref 641 (83.6) Ref

Being told to mobilise or mobilised during labour†† (n=652 for satisfaction, n=653 for recommend)

 � No 293 (44.9) 0.42 (0.20 to 0.85)¶ 298 (45.6) 0.74 (0.38 to 1.5)

 � Yes 356 (54.6) Ref 352 (53.9) Ref

Curtains, partitions or other privacy measures used (n=762 for satisfaction; n=764 for recommend)

 � No 346 (45.4) 0.85 (0.51 to 1.4) 348 (45.5) 0.73 (0.43 to 1.2)

 � Yes 416 (54.6) Ref 416 (54.5) Ref

*Denotes the percentage of women who were satisfied (strongly agree and agree) with their childbirth experiences.
†Where denominators differ from overall satisfaction (n=767) and recommend to others (n=768) due to unknown responses, this is indicated.
‡Denotes the percentage of women who would recommend (strongly agree and agree) the facility to others.
§ORs adjusted for marital status, education, previous births and country.
¶Significant at p<0.05.
**Consent defined as being informed and obtaining permission before vaginal examination.
††Among women with vaginal birth.
‡‡OR is not adjusted for age due to the homogeneity of sample of adolescent and young population.
AOR, adjusted OR.
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other social conditions (such as class, religion, ethnicity 
or race, dis(ability) status and age at marriage) might 
contribute to better or worse experiences for adoles-
cents during childbirth. More work is critically needed 
to further explore what groups of adolescents may expe-
rience greater risks of mistreatment during childbirth—
and their poorer experiences of sexual and reproductive 
healthcare broadly speaking—to generate actionable 
evidence to address these inequalities and ensure health-
care services are accessible and acceptable to all.

In Ghana, over 96% of 15–19 year olds and 92% 
of 20–24 year olds did not have curtains or privacy 
measures used, compared with approximately 8% of 
all women.16 In this context, most women in the study 
hospitals were admitted in labour to an open labour 
ward without private space, although some facilities had 
private birthing suites. Sometimes curtains were used to 
provide privacy, but they were typically folded and not 
used optimally. This is an important finding that needs 
urgent attention and action. Adolescents and young 
women are a special group that require optimal privacy 
to improve their experience of care and satisfaction with 
the services they receive, particularly during childbirth 
which may be a time of additional anxiety and stress. We 
suggest that to cater for adolescents’ need for optimal 
privacy, partitioning of the birthing suites should be done 
and there should be adequate provision and effective 
use of curtains. Non-consented care was a major occur-
rence that needs further attention, especially obtaining 
informed consent prior to performing vaginal examina-
tions and episiotomy. This is partly attributed to a lack of 
respect and autonomy for the adolescents and a lack of 
an adolescent-friendly environment.

Our paper presents one of the first analyses focused 
on adolescents and young women’s experiences of 
mistreatment during childbirth and shows clear rela-
tionships between younger age and poor care experi-
ences. Key strengths of this study included the use of 
evidence-informed tools and facilitation of interviews 
by non-clinical female data collectors (to reduce social 
desirability bias and potential under-reporting of nega-
tive birth or care experiences). A limitation of our study 
design is that all study sites were secondary and tertiary 
facilities, which means that the experiences reported by 
adolescents and young women may not be generalisable 
to other settings. As with all surveys using Likert scales, 
our use of Likert scales made it challenging to distinguish 
between strongly and weakly held opinions, limiting the 
precision in the participants’ ability to meaningfully 
distinguish between the five response options. We aimed 
to mitigate these limitations by having a clear group that 
agreed (strongly agreed/agreed) with the questions on 
their satisfaction with the care that they received and 
their willingness to recommend their health facilities 
to others. Other responses that is strongly disagreed/
disagreed/neutral were grouped together to reflect a 
range of results showing not optimal experiences. The 
study sample size was calculated for the study population 

aged 15–49 years, and this analysis represents 862 adoles-
cents and young women, or approximately one-third of 
the original sample size. As such, these results may be 
considered as hypothesis generating and indicate that 
further work is needed to unpack the complex determi-
nants influencing poorer treatment of adolescents and 
young women in maternity care globally. This includes 
more robust exploration of which groups of adolescents 
may be at higher risk of poor treatment based on their 
social position, such as socioeconomic status and class, 
religion, ethnicity or race, dis(ability) status and gender 
expression.

CONCLUSION
Adolescent morbidity and mortality from pregnancy and 
childbirth complications remain persistent global health 
problems. The high mistreatment and low satisfaction 
with childbirth in health facilities among adolescents 
and young women, as shown in this study, suggest that 
these young women are high-risk groups that consist-
ently receive poorer care compared with older women. 
Critical action is needed to ensure that existing mater-
nity health services are responsive to the unique needs of 
adolescents and young women. This may include paying 
particular attention to their needs and ensuring that 
adolescents and young women have access to interven-
tions that improve social and emotional support during 
labour and are potentially acceptable to youth, such as 
labour companionship.34

The most common form of mistreatment among 
adolescents and young women is verbal abuse which 
cuts across all age groups and across all countries. Other 
forms of mistreatment experienced by adolescents across 
countries were very high levels of poor communication, 
lack of supportive care and lack of privacy. Experiences 
of mistreatment greatly affects adolescents’ and young 
women’s satisfaction with the care they received, and 
more work is urgently needed to provide services that 
are more adolescent-friendly and non-judgmental. While 
adolescents and young women should be supported to 
use their own agency in maternal healthcare seeking, it 
is critical to recognise their unique needs and how their 
needs may intersect with social stigma around sex and 
pregnancy. More work is needed to ensure that adoles-
cents and young women’s needs and preferences are met 
in maternity care settings globally, particularly around 
improving equitable and non-discriminatory care.
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