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Background: While infrastructure impacts are well documented, the consequences of armed conflict on working conditions of 
healthcare providers and experiences of women giving birth at health facilities remain under-explored.
Methodology: In 2023, we conducted a cross-sectional study in 28 health facilities in North and South Kivu provinces of Eastern 
Democratic Republic of Congo. To assess women’s experiences on the day of birth, we interviewed a representative sample of 231 
postpartum women using an structured tool adapted from the Demographic and Health Survey (DHS) Service Provision Assessment 
(SPA) including a 13-item person-centered maternity care (PCMC) score. We also interviewed a representative sample of 220 
maternity care providers on duty at the time of the assessment using a structured interview tool adapted from the DHS-SPA. 
Analysis was conducted using the Chi-square and T tests.
Results: PCMC scores averaged 24.5 out of 39, representing moderate patient-centered care. Scores were lowered by sub-optimal 
autonomy, privacy, and communication. In each province, half of the providers reported being satisfied with their workplace. More 
reported experiencing verbal abuse by other staff (41% v.28%, p=0.049) and by patients or family members (34% v 9%, p >0.001) in 
North Kivu compared to South Kivu. Approximately half of providers surveyed felt safe and protected from crime when in or traveling 
to/from their facility. In contrast, 92% of postpartum reported feeling safe at the facility.
Conclusion: Contextualized assessment tools and targeted investments are needed to protect, support, and motivate health workers to 
provide PCMC in Eastern Democratic Republic of Congo. Focus areas should include safer work environments, training on patient 
rights and respectful care, and feedback mechanisms to align services with women’s needs.
Keywords: quality of care, conflict affected zones, person-centered care, working conditions

Background
High-quality health services are essential for achieving universal health coverage and fulfilling the third Sustainable 
Development Goal (SDG 3).1,2 The Lancet Global Health Commission on High Quality Health Systems underscores that 
access to services alone does not guarantee effective care.3 Studies have documented significant disparities in the quality 
of maternal and neonatal health (MNH) services—both between and within countries of comparable income levels.4–7 
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Simulation models suggest that improving the quality of care alone, without increasing coverage, could prevent up to 
a quarter of maternal deaths, neonatal deaths, and stillbirths in low- and middle-income countries (LMICs).8,9 Moreover, 
enhanced quality positively affects care-seeking behaviors, influencing whether, when, and where women seek care.10

A core component of high-quality care is responsiveness to the needs and values of patients—manifested through 
compassion, respect, and dignity in service delivery.1 To evaluate healthcare quality, the World Health Organization 
(WHO) uses a framework that contains eight quality domains that should be assessed, improved and monitored within 
the health system.11 The health system provides the structure for access to high-quality care in the two important, inter- 
linked dimensions of provision and experience of care.11 This dual approach is particularly relevant in LMICs, where 
systemic constraints often hinder both technical care and respectful, person-centered interactions.12,13 Research has 
documented substantial disparities in these dimensions, including reports of mistreatment during childbirth and inade
quate neonatal care.13,14 Where disparities exist, measuring women’s experiences is essential to understanding and 
improving the quality of maternity services. The Person-Centered Maternity Care (PCMC) scale is a validated tool 
specifically developed to capture women’s experiences during childbirth in health facilities across LMICs.15–18 It 
assesses key domains such as dignity and respect, communication and autonomy, and supportive care, providing insights 
into how women perceive and are impacted by the care they receive, particularly in settings affected by fragility and 
crisis.

In the Democratic Republic of Congo (DRC), notable increases in the rate of institutional deliveries have not 
translated into commensurate improvements in outcomes, raising concerns about the quality of maternity care. For 
example, although the proportion of births at health facilities increased from 64% in 2007 to 85% in 2023, maternal 
mortality remains alarmingly high.19 In 2023, DRC was one of the four countries reporting more than 10,000 maternal 
deaths per year and accounted for 7.2% of all estimated global maternal deaths in 2023.20–22 Especially in the conflict- 
ridden Eastern provinces of DRC, health system disruptions due to prolonged insecurity undermine MNH service 
quality.23 While physical damage to facilities is well documented,23 the consequences of conflict on the safety and 
motivation of healthcare providers, their working conditions and environment, and patient’s experience of care on the day 
of delivery remain largely unexplored in such settings.24 In this study, we aimed to assess PCMC and document 
postpartum women’s and health providers’ perception of safety and the conditions of the health facility work environ
ment in conflicts affected zone of North and South Kivu, DRC. We hypothesize that the conflict-affected context shapes 
quality at multiple levels, directly influencing women’s experience of care and compromising person-centered care 
through the indirect effects on provider safety and working conditions.

Methodology
Our work is a cross-sectional study involving maternity health provider interviews and postpartum exit interviews with 
women who recently gave birth, conducted as part of a larger cross-sectional assessment of the quality of maternal and 
newborn care in health facilities in conflict-affected areas of North and South Kivu provinces in the Eastern region of the 
DRC. Data collection was conducted in South Kivu in February 2023 and in North Kivu in October 2023.The parent 
study included: (1) structured exit interviews with postpartum women upon discharge from the hospital; (2) structured 
interviews with maternity care providers; (3) facility inventories; and (4) observation checklists. Our analysis draws on 
data collected from (1) and (2). The study was reviewed and approved by the Johns Hopkins Bloomberg School of Public 
Health Institutional Review Board (IRB No:21922), and Université Catholique de Bukavu Ethical Committee in the DRC 
(UCB/CIES/NC/011/2023) and complied with the 1964 Declaration of Helsinki and subsequent amendments.25

Study Setting
Eastern DRC, including North Kivu and South Kivu provinces, is a region that has been plagued by decades of socio- 
political instability and insecurity. In North Kivu, the humanitarian situation is critical; in 2023, North Kivu was home to 
over 2.5 million internally displaced people, many of whom live in precarious conditions with limited access to basic 
health services.26 Health infrastructure is regularly affected by conflict-related destruction or abandonment, and health 
personnel often work in unstable environments with limited resources.26 Although similarly affected by the conflict, 
South Kivu faces slightly different dynamics marked by localized insecurity, structural poverty and weak governance. 
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Armed groups remain active, particularly in rural territories where health infrastructure is scarce and health districts 
cover large, hard-to-reach populations.26 In addition to the indirect dysfunction of the health system due to the weakening 
of the eastern region of the DRC by armed conflicts on the economic, political, social and infrastructure levels, this crisis 
also affects the functioning of the health system due to direct and targeted attacks on health facilities, health personnel as 
well as patients in health facilities at the time of the attacks.26

Study Population and Sampling
The assessment was conducted in all public and private facilities, integrated into the national system, in these provinces 
with an average of five or more births per day reported in the national health management information system in 2022.27 

Based on this criteria, 33 health facilities were selected (17 in South Kivu and 16 in North Kivu) (Figure 1). These 
included 28 secondary referral hospitals, 5 health centers and 5 referral health centers. However, due to ongoing conflict, 
five facilities (4 health centers and 1 referral health centers) in North Kivu were inaccessible at the time of data 
collection, resulting in a total of 28 facilities included in the study. Health centers represent the first level of care, 
delivering primary health care principally provided by general nurses, including basic emergency obstetric and newborn 
care (BEmONC). Health centers refer more complex cases to secondary referral hospitals, which offer a broader range of 
services including comprehensive emergency obstetric and neonatal care (CEmONC). In regions without secondary 
referral hospitals, some health centers are upgraded to referral health centers, which are staffed with doctors and have the 
surgical capacity required to provide CEmONC and are therefore qualified as referral health centers.

Characteristics of the selected health facilities are presented in Table 1. The majority are secondary referral hospitals 
(84.9% overall). In terms of management, nearly 57.6% of the facilities are privately managed, including those operated 
by faith-based organizations, which are integrated into the national health system. Facilities managed by government 
account for 39.4% of the sample.

Figure 1 Location of health facilities meeting study inclusion criteria in North and South Kivu provinces.
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At each facility, up to 15 women were invited to participate in structured exit interviews. A target of at least 9 
postpartum exit interviews with women leaving each facility after either vaginal or cesarean births was determined based 
on sample size calculations for the parent study; assuming a design effect of 1+ (m – 1)xrho using m = the average 
number of births per facility and rho = 0.1 correlation of quality-of-care outcomes within facility, we estimated that this 
would allow us to assess a range of primary dichotomous outcomes (eg adherence to specific standards of care) with with 
a margin of error of ±10 percentage points and a 95% confidence interval. The actual number of exit interviews depended 
on the number of eligible clients at the facility during the five days allotted for data collection at each facility. Married 
women and girls of any age (no age requirement as marriage is an indication of adulthood in local context) as well as 
unmarried girls (under 18 years old) who were accompanied by a parent or guardian who could provide consent who 
were discharged with their newborns within 72 hours of a live birth were invited to participate.

Up to eight maternity health providers at each facility were invited to participate in structured health provider 
interviews. The maximum sample size of eight was determined on the basis of national staffing guidelines for primary 
health care facilities and hospitals in the DRC,28 and the national team’s expectations regarding potential variation in 
hospital size and staffing. We excluded health providers if they: a). were trained in maternal and newborn care but not 
directly involved in clinical service provision (purely administrative roles, those working in other departments, etc).; and/ 
or b). had less than three months of service provision in their facility.

Data Collection
For postpartum exit interviews, clients were approached in the postpartum ward/room when preparing for discharge. 
Those willing to participate were asked to accompany a female study team member to a private room for informed 
consent and a brief (approximately 15 minutes) interview in their preferred language (French or Kiswahili).

Informed consent was obtained from all married participants (marriage is an indication of adulthood in local context, 
allowing for independent consent regardless of age). Participant assent and parent/guardian consent were obtained for all 
unmarried participants under 18 years of age. Respondents gave their consent either by written signature or by 
fingerprint, depending on their literacy level. Every precaution was taken to preserve the climate of trust and confidenti
ality of the information gathered.

All eligible MNH providers who were on duty on the days of the assessment were informed about the purpose of the 
study and then invited to participate. If more than eight MNH providers were on duty at the time of the assessment, 

Table 1 Health Facility Characteristics, n (%)

Characteristics Total 
(N=33)

North Kivu 
(N=16)

South Kivu 
(N=17)

Facility type

Secondary referral hospital 28 (84.9) 14 (87.5) 14 (82.3)

Referral health center 4 (12.1) 2 (12.5) 2 (11.8)

Health center 1 (3.0) 0 (0.0) 1 (5.9)

Managing authority

Government 13 (39.4) 7 (43.8) 6 (35.3)

Private 19 (57.6) 8 (50.0) 11 (64.7)

NGO 1 (3.0) 1 (6.2) 0 (0.0)

Annual delivery statistics from DHIS2

Median number of vaginal births per month in 2022* 90.8 (17–355) 96.1(40–355) 88.7 (17–174)

Average number of cesarean sections per month in 2022* 50.1 (0–164) 82.3(37–164) 28.1(0–96)

Note: *Median (Min-Max).
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participants were selected for interviews at random. At high volume facilities with 24/7 delivery services, skilled birth 
attendants on both day-shift and night-shift were invited to participate, as well as skilled birth attendants working across 
antenatal care, labor and delivery and postnatal care services. Those selected to participate agreed to a convenient time to 
speak with data collectors (eg start or end of shift) so that interviews did not interfere with patient care duties. The health 
provider interviews were conducted using a standardized questionnaire, originally developed in English and subsequently 
translated into French. The interview lasted about 25 minutes.

Data collection was conducted by eight teams, each composed of two people. One team member was responsible for 
the exit interviews and another for the interview with healthcare providers. Team members included public health 
professionals with 2+ years of research experience who underwent a 5-day training on the study procedures, including 
recruitment, informed consent, interviewing and data collection tools. Data were collected using a pre-tested electronic 
questionnaire deployed through the REDCap platform.29

Variables of Interest
The study builds upon a series Maternal and Newborn Health Quality of Care Surveys initially conducted by the USAID- 
funded Maternal and Child Health Integrated Program from 2010 to 2012 in seven African countries,30 and subsequently 
expanded in evaluations supported by the World Bank, UNICEF and USAID in Central and South Asia.31,32 The 
assessment tools were enhanced to incorporate client exit interviews and the health worker interview, using a structured 
instrument adapted from the Demographic and Health Survey Service Provision Assessment (SPA), revised in 202233 

with additional content added to capture health worker experiences, women’s perceptions of safety in the health facility 
and surrounding environment and considerations related to conflict-affected contexts.

The postpartum exit interviews inquired about women’s experience during labor and delivery, including the 13-item 
shortened PCMC scale, developed and validated by Afulani et al.34 Person-centered care takes into account respect and 
dignity, autonomy, communication, supportive care, and finally, trust. Each item is rated on a 4-point frequency scale: 0 
(“no, never”), 1 (“yes, sometimes”), 2 (“yes, most of the time”), and 3 (“yes, all the time”). The total score is obtained by 
summing the ratings of the 13 items, yielding an overall score ranging from 0 to 39. Scores are classified as: weak (<19.5 
points or <50%), moderate (19.5–29.25 points or 50–70%) or strong PCMC (>29.5 points or >75%). In addition, we also 
assessed women’s perceptions of safety in the health facility and surrounding environment.

MNH provider interviews gathered information on the participants’ characteristics, perception of the working 
environment (level of satisfaction with working in the facility, lack of respect for healthcare personal, abuse by other 
staff members/ by patients or family members and feels respected by colleagues/ the community) and their perception of 
safety, with additional items specifically addressing challenges in conflict-affected settings.

Data Analysis
The PCMC scale incorporated in the Demographic Health Survey (DHS) Service Provision Assessment has not been 
validated for cesarean births. Thus, this analysis focuses on the subset of respondents discharged within 24 hours after 
a vaginal birth. All MNH provider participants were included in the analysis. Data were analyzed using Stata 16 
software.35 Categorical variables were summarized using counts and proportions, and quantitative variables as means and 
standard deviations or medians with interquartile range (25th and 75th percentiles), depending on their distribution. The 
comparison between proportions of categorical variables were assessed using Pearson’s chi-square test or Fisher’s exact 
test, as appropriate. Comparison in means and median between the two subgroups (North Kivu, an area with many active 
conflicts to South Kivu, a relatively stable area) were evaluated using Student’s t-test and The Mann–Whitney U-test 
based on the conditions of application.

Results
Characteristics of Exit Interview Participants (Postpartum Women and Girls)
A total of 231 women and girls participated in the postpartum exit interviews (Table 2). Participants reported a median 
age of 25 years and approximately one quarter (26%) had a primary school level education. More than half of participants 
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were multiparous, with less than 25% primiparous. Less than 10% were not in a marital union. These characteristics did 
not differ between provinces. Nearly 20% of participants reported that they or a household member were displaced 
during the year prior to data collection, with significant differences in displacement by province (North Kivu: 25% and 
South Kivu: 14%; p=0.027). In addition, women in South Kivu more frequently had planned to give birth in the facility 
(93%) compared to those in North Kivu (80%; p=0.002).

Participant Experiences of Care During Birth Using the PCMC Scale
The overall average PCMC score was 24.5 out of 39, representing moderate patient-centered care (within range of 
50–75%). The overall PCMC score was statistically different by province (North Kivu: 20.5 and South Kivu: 27.9; 
p=0.024); nonetheless, both scores represented moderate PCMC. Significant differences were also identified for all but 
two item-specific scores (ie, participants felt they could ask all their questions and discuss how they were feeling with the 
health providers). Of note, higher PCMC scores were reported for every item in South Kivu (Table 3).

Table 2 Characteristics of Postpartum Exit Interview Participants (n=231), n (%) Unless Otherwise Noted

Indicator TOTAL North Kivu South Kivu p-value

Characteristics of postpartum women

Age (median, range)* 25 (14–43) 25 (16–43) 25 (14–40) 0.79*

Education level (n=203)

No school 0 (0.0) 0 (0.0) 0 (0.0) 0.99

Primary school 53 (26.4) 23 (26.4) 30 (26.1)

Secondary school 131 (64.8) 56 (64.4) 76 (65.2)

Higher education 18 (8.9) 8 (9.2) 10 (8.7)

Unknown 1(0.5) 1 (1.1) 0 (0.0)

Parity

Primipara (0) 50 (21.7) 21 (21.6) 29 (21.6) 0.56

Multipara (1–4) 128 (55.4) 57 (58.8) 71 (53.0)

Grand multipara (5+) 53 (22.9) 19 (19.6) 34 (25.4)

Civil status

Not in union 16 (6.9) 10 (10.3) 6 (4.5) 0.07

Currently married 160 (69.2) 60 (61.9) 100 (74.6)

Living with a man as if she were married 55 (23.8) 27 (27.8) 28 (20.9)

Displacement

Participant or household member displaced for 1 month or more in the past year 44(19.9) 25(25.8) 19(14.2) 0.027

Planned to deliver at the study facility

Yes 203 (87.9) 78 (80.4) 125 (93.2) 0.002

No, I had a hard time giving birth at home. 2 (0.9) 0 (0.0) 2 (1.5)

No (other reason) 26 (11.2) 19 (19.6) 7 (5.2)

Notes: *Medians (minimum-maximum) and the Mann Whitney Test for the variables age. n (%) and chi-squared test were reported for each variable.
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Characteristics of Health Providers
A total of 220 health providers were interviewed (116 in North Kivu and 104 in South Kivu) with a median age of 38.5 years 
and 13 years of professional experience (Table 4); there was no statistically significant differences in age or experience of 
providers by province. Among them, 81.4% were nurses, 18.2% physicians and only one was a specialist (obstetrician; 
0.4%). Health providers in South Kivu were more likely to be female (84%) compared to North Kivu (68%, p=0.007).

Table 3 Person-Centered Maternity Care Scale, Disaggregated by Province, n (%)

Indicator Score 
(Out of 3)

Province

North Kivu South Kivu p-value

Person-Centered Maternal Care Scale (13-item short scale), mean (standard deviation)

Respect and 
Dignity

Providers called participant by name (n=230) 1.7 (1.2) 1.5 (1.3) 1.8 (1.1) 0.024

Providers treated participant with respect (n=230) 2.7 (0.8) 2.4 (1.1) 2.9 (0.5) <0.001

Providers treated participant in a friendly manner (n=224) 2.1 (1.1) 1.9 (1.3) 2.2 (1.0) 0.026

Privacy During the examinations in the labor room, participant was draped with a cloth or 
blanket, or protected by a curtain, so as not to feel exposed (n=229)

1.7 (1.3) 1.3 (1.3) 1.9 (1.2) <0.001

Autonomy Participant felt that health workers involved them in decisions about their care 
(n=228)

1.9 (1.2) 1.6 (1.3) 2.2 (1.1) <0.001

Providers asked participant’s permission before performing tests and procedures 
on them (n=230)

1.7 (1.3) 1.4 (1.3) 1.9 (1.2) 0.002

During labor, participant felt that they could be in any position they wanted 
(n=228)

1.9 (1.4) 0.9 (1.3) 2.8 (0.7) <0.001

Communication Providers explained why tests or procedures were postponed (n=226) 1.1 (1.2) 0.7 (1.1) 1.3 (1.2) <0.001

Providers explained why and how they gave participant medication (n=229) 1.6 (1.3) 1.2 (1.2) 1.9 (1.2) <0.001

Participant felt they could ask all their questions to the health provider (n=216) 1.6 (1.3) 1.5 (1.2) 1.6 (1.3) 0.68

Supportive care Did healthcare providers discuss with you how you were feeling? (n=229) 1.6 (1.2) 1.5 (1.1) 1.7 (1.2) 0.26

When they needed help, participants felt that healthcare providers paid attention 
(n=229)

2.5 (0.9) 2.3 (1.0) 2.7(0.6) <0.001

Trust Participant felt that healthcare providers took the best care of them (n=230) 2.7 (0.7) 2.5 (0.9) 2.9 (0.5) <0.001

Mean score for person-centered maternal care, 0–39 (standard deviation) 24.5 (8.6) 20.5 (9.2) 27.9 (6.3) <0.001

Notes: Means (standard deviations) and Student’s t-test were reported for each variable. Cronbach’s alpha coefficient is 0.82.

Table 4 Characteristics of Interviewed Health Providers Across 28 Facilities (N=220), n (%) 
Unless Otherwise Noted

Indicator TOTAL North Kivu South Kivu p-value

(116 Facilities) (104 Facilities)

Characteristics of maternity care providers

Nurse/midwife 179 (81.4) 95 (81.9) 84 (80.8) 0.60

Physician-Generalist 40 (18.2) 20 (17.2) 20 (19.2)

Physician -specialist (Obstetrician) 1(0.4) 1(0.9) 0 (0.0)

(Continued)
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Perception of the Work Environment by MNH Providers
To understand the context of these PCMC scores, we assessed MNH providers’ perception of their work environment 
(Table 5). In each province, only half of the MNH providers reported being satisfied with their workplace. Furthermore, 
nearly 10% of MNH providers considered lack of respect to be a problem in their workplace, with significant differences 
between respect at the health facility in North Kivu (16.3%) and South Kivu (3.8%; p=0.006). Significantly more MNH 
providers reported experiencing verbal abuse by other staff members (41%) and by patients or family members (34%) in 
North Kivu compared to those in South Kivu, 28% and 9% respectively (p=0.049 and p<0.001). Very few participants 

Table 4 (Continued). 

Indicator TOTAL North Kivu South Kivu p-value

(116 Facilities) (104 Facilities)

Sex

Men 54 (24.6) 37 (31.9) 17 (16.4) 0.007

Women 166 (75.4) 79 (68.1) 87 (83.6)

Age (median, range) 38.5 (23–65) 38 (23–65) 39 (26–65) 0.85*

Years of experience (median, range) 13.1 (1–47) 12.9 (1–47) 13.35 (2–45) 0.89*

<5 29 (13.1) 16 (13.8) 13 (12.5) 0.87

5-9 60 (27.3) 30 (25.9) 30 (28.9)

10+ 131 (59.6) 70 (60.3) 61 (58.6)

Have you ever received on-the-job training, training updates

Yes 51 (23.2) 24 (20.7) 27 (26.0) 0.35

No 169 (76.8) 92 (79.3) 77 (74.0)

Received training on respectful maternal care

No training 151 (68.6) 86 (74.1) 65 (62.5) 0.11

Over the past 24 months 37 (16.8) 14 (12.1) 23 (22.1)

More than 2 years 32 (14.6) 16 (13.8) 16 (15.4)

Notes: *Medians (minimum-maximum) and the Mann Whitney Test for the variables age and year of experience. n (%) and 
chi-squared test were reported for each variable.

Table 5 Perception of the Work Environment by Maternity Care Providers, Disaggregated by Province (N=220), 
Data Reported as n (%)

Indicator TOTAL 
(n=220)

North Kivu 
(n=116)

South Kivu 
(n=104)

p-value

Level of satisfaction with working in the establishment

Satisfied 120 (54.6) 63 (54.3) 57 (54.8) 0.77

Neutral 27 (12.3) 12 (10.3) 15 (14.4)

Not satisfied 71 (32.2) 40 (34.5) 31 (29.8)

Refusal to answer 2(0.9) 1(0.9) 1 (0.9)

(Continued)
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reported experiencing physical abuse in both provinces. Despite report of verbal and physical abuse, over 90% of MNH 
providers believed they were generally respected by colleagues (92%) and the communities they serve (96%).

Perception of Safety by Maternity Care Providers and Postpartum Women
Table 6 outlines perceptions of safety from both the MNH provider and women’s perspectives. Only about half of MNH 
providers felt safe and protected from crime when they were in their facility (53%) or when traveling to and/or from it 

Table 5 (Continued). 

Indicator TOTAL 
(n=220)

North Kivu 
(n=116)

South Kivu 
(n=104)

p-value

Lack of respect for healthcare personnel

Disrespect is a problem in the health facility 23(10.4) 19 (16.4) 4 (3.9) 0.006

Having experienced abuse by other staff members

Physical abuse 8(3.6) 6(5.2) 2(1.9) 0.20

Verbal abuse 76(34.6) 47(40.5) 29(27.9) 0.049

Having experienced abuse by patients or family members

Physical abuse 7(3.2) 5(4.3) 2(1.9) 0.31

Verbal abuse 48(21.8) 39(33.6) 9(8.7) <0.001

Feels respected by colleagues (Strongly agree/agree). 202(91.8) 105 (90.5) 97(93.3) 0.46

Feels respected by the community (Strongly agree/agree). 212(96.4) 112 (96.6) 100(96.2) 0.87

Notes: n (%) and chi-squared test were reported for each variable.

Table 6 Health Providers’ and Postpartum Women’s Perception of Safety, Disaggregated by Province, n (%)

Surveys of Maternity Care Providers Exit Interviews with Postpartum Women

TOTAL 
(n=220)

North Kivu 
(n=116)

South Kivu 
(n=104)

p-value TOTAL 
(n=231)

North Kivu 
(n=97)

South Kivu 
(n=134)

p-value

Feel safe from crime and violence while in the facility

Completely agree / agree 117 (53.2) 47 (40.5) 70 (67.3) <0.001 213 (92.2) 85 (87.6) 128 (95.5) 0.09

Disagree/Strongly disagree 103 (46.8) 69 (59.5) 34 (32.7) 15 (6.5) 10(10.3) 5 (3.7)

Do not know / Prefer not to answer 0(0.0) 0 (0.0) 0 (0.0) 3 (1.3) 2 (2.1) 1 (0.8)

Feel safe from crime and violence when traveling to or from the facility

Completely agree / agree 110 (50.0) 45 (38.8) 65 (62.5) <0.001 199 (86.2) 83 (85.6) 116 (86.6) 0.27

Disagree/Strongly disagree 110 (50.0) 71 (61.2) 39 (37.5) 29 (12.5) 14 (14.4) 15 (11.2)

Do not know / Prefer not to answer 0(0.0) 0(0.0) 0(0.0) 3 (1.3) 0 (0.0) 3 (2.2)

The area surrounding this health facility is marked by repeated violence.

Completely agree / agree 135 (61.4) 84 (72.4) 51 (49.0) 0.001 43 (18.6) 16 (16.5) 27 (20.2) 0.76

Disagree/Strongly disagree 79 (35.9) 29 (25.0) 50 (48.1) 157 (68.0) 67 (69.1) 90 (67.2)

Do not know / Prefer not to answer 6 (2.7) 3 (2.6) 3 (2.9) 31 (13.4) 14 (14.4) 17 (12.7)

(Continued)
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(50%). In addition, a majority of providers reported that the area surrounding the facility was marked by repeated 
violence (61%) and that the level of violence in the area has increased significantly over the prior year (52%). These 
perceptions differed significantly by province, with more MNH providers in South Kivu reporting feeling safe and less 
reporting existing and/or increasing violence compared to North Kivu. However, postpartum women’s perceptions of 
safety did not align with the MNH providers. Overall, women more frequently reported feeling safe at the facility (92%) 
and while en route to or from the facility (86%). Reports also did not vary by province, with the exception of their 
perception of increased violence. Significantly more women in North Kivu reported significant increases in violence over 
the prior year (30%) compared to those in South Kivu (8%; p<0.001).

Discussion
Our study is the first to assess PCMC within the context of active conflict and offers critical insights into how women 
experience maternity care and how both women and health providers perceive the unstable geopolitical context. Our 
results show that maternity care is moderately person-centered according to the PCMC score, and the score is worse in 
facilities located in the province with ongoing conflict and fragile conditions (i.e, North Kivu). Indeed, armed conflict has 
significant consequences on the psychological health of the population, including post-traumatic stress and anxiety, 
which can be exacerbated by patients’ concerns about their health.36,37 Moreover, exposure to intense stress, violence and 
secondary trauma, health professionals in active conflict zones experience a deterioration in their psychological well- 
being, affecting their ability to provide adequate care.38–40 This can also lead to a progressive decline in the quality of 
care provided to populations, fatigue as well as a decline in their level of compassion towards patients. This may have 
a negative impact on the level of use and attendance of MNH services in conflict affected zones.

Women’s perception of care is often based more on how they are treated than on the technical quality of clinical 
management. As shown in previous studies, the decision to use a particular facility is strongly influenced by personal 
or second-hand experience or that of their relatives and neighbors, rather than by the care offered by the facilities or 
health providers.41 Moreover, many women resort to avoiding the nearest health facilities to seek better quality care 
further on, which underscores the need to improve the perceived and actual quality of care in local facilities.5,42 Thus, to 
improve the perceived quality of services and make them more women-centered, healthcare providers must be aware of 
women’s needs and preferences for maternal and newborn health services. This requires institutionalizing community 
engagement mechanisms such as regular dialogue, and feedback systems (suggestion boxes, patient administration 
services, listening and reporting units, and hospital hotlines). Additionally, there are social accountability mechanisms, 
such as community scorecards and citizen report cards, or more governance-centered interventions, like problem driven 
iterative adaptation, that can be used.43 In order to provide entry points to improve the care process by taking into 
account women’s perceptions and needs and thus improve person-centered care.

Although disparities were observed between provinces, lower scores were found in three main areas of the PCMC 
score: privacy during labor, autonomy (participation in decision-making, consent for procedures and freedom of move
ment during labor), and communication regarding delays and medications. These findings align with those from 
a multicenter study conducted in Kenya, Ghana, and India, where the lowest scores were also recorded for 

Table 6 (Continued). 

Surveys of Maternity Care Providers Exit Interviews with Postpartum Women

TOTAL 
(n=220)

North Kivu 
(n=116)

South Kivu 
(n=104)

p-value TOTAL 
(n=231)

North Kivu 
(n=97)

South Kivu 
(n=134)

p-value

The level of violence in this area has increased significantly over the past year.

Completely agree / agree 114 (51.8) 87 (75.0) 27 (26.0) <0.001 40 (17.3) 29 (29.9) 11 (8.2) <0.001

Disagree/Strongly disagree 87 (39.6) 25 (21.6) 77 (74.0) 148 (64.1) 48 (49.5) 100 (74.6)

Do not know / Prefer not to answer 19 (8.6) 4 (3.4) 15 (14.4) 43 (18.6) 20 (20.6) 23 (17.2)

Notes: n (%) and chi-squared test were reported for each variable.
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communication and autonomy. For example, more than 70% of women in India reported that providers never asked for 
their consent before procedures.16 Communication was also lacking in our context, with scores lower than those observed 
in South Kivu but comparable to the low levels reported in countries like Ghana or India, where more than half of the 
women stated they had not received explanations about procedures or medications.16 This weakness, common in many 
low-income settings, is also confirmed in the global review, where communication and autonomy were consistently the 
lowest-rated domains, with scores as low as 18.1/100 in some African studies.44

Although women are well represented in the health workforce overall as health providers in North and South Kivu, 
they were relatively less present in areas with ongoing active conflicts (in North Kivu). This may be attributed to gender 
differences in perceived safety, as previous studies have shown that female providers are less likely to work in insecure 
settings due to safety concerns.45 Indeed, this could well be explained by a disparity that has been observed according to 
gender and especially in areas with active conflicts where aggressions are more often frequent and reported by women 
than by men, whether from patients or other colleagues in terms of verbal violence and aggression, humiliation and 
shouting /screaming.24

Nearly half of healthcare providers surveyed were dissatisfied with their working conditions, and a significant 
proportion of them reported having experienced verbal abuse from their colleagues and the community; 
a phenomenon much more pronounced in North than in South Kivu. Although rare (3%), physical assaults were reported, 
with North Kivu again appearing more affected, both from colleagues and patients. This difference may be linked to the 
more persistent conflicts plaguing North Kivu.24,46

Similar violence targeting health workers by patients, colleagues, or armed groups has been documented in other 
conflict-affected countries like Uganda, Ethiopia, Syria, Yemen, Palestine, and Iraq.38,47–51 Indeed, to deliver quality 
care, healthcare providers must themselves be in good mental health and in a healthy environment, both severely 
compromised in conflict zones. Exposed to intense stress, violence, and secondary trauma, these professionals experi
enced a decline in psychological well-being, affecting their ability to provide adequate care.24,38–40

Unlike postpartum women who feel relatively safe inside facilities, providers remain vulnerable both at work and 
during commutes. Both groups report increasing insecurity around health centers, particularly in North Kivu—a region in 
near-constant conflict—compared to South Kivu.37 While some providers’ resilience enables them to manage stress 
constructively, contributing to the overall resilience of the healthcare system, these mechanisms should not lead to 
neglecting this crucial human resource, as they are not always sufficient to prevent burnout and compassion fatigue. This 
can also lead to a gradual decline in the quality of care provided to vulnerable populations.24,38,39,47,52,53

Our findings suggest that PCMC cannot be improved until healthcare providers have supportive and safe working 
environments. Furthermore, there is a need to understand patients’ experiences of care, while prioritizing patient and 
provider safety and supportive working environments. Improvements in the subdomain of privacy during labor, 
autonomy and communication could be indirectly enhanced when providers feel safe, supported, and have the time 
and resources for more supportive interactions with patients. Conflict-sensitive training for healthcare providers may also 
help them navigate these complex settings while maintaining standards of respectful care. Continuous professional 
development programs for maternity care providers should include modules on patients’ rights (autonomy, privacy, 
communication), active listening, and conflict resolution, particularly in conflict-affected settings where interpersonal 
trust is fragile.

The structural challenges in providing maternity care in DRC and other conflict-affected contexts begs the question as 
to whether the PCMC scale is a useful tool for improving maternal health services, especially when health systems may 
have limited capacity to provide any care. Centering patient experience is important for all health services; however 
contextual considerations related to security and health facility environment need to be considered. A systematic review 
of assessments using the PCMC scale revealed that only 3 of 41 studies globally were undertaken in conflict-affected 
regions since its development in 2017.44 All three studies were undertaken in the Amhara region of Ethiopia,54–56 which 
has experienced population displacement due to inter-communal conflicts;57 yet none addressed the effects of the conflict 
on the health system and health providers’ capacity to provide PCMC. Our study critically examines PCMC alongside 
the health facility environment and the security context and highlights not only areas for improvement within key 
domains of PCMC, but investment needed to ensure a safe and supportive workplace that is conducive to PCMC.

International Journal of Women’s Health 2025:17                                                                               https://doi.org/10.2147/IJWH.S559529                                                                                                                                                                                                                                                                                                                                                                                                   4341

Mwene-Batu et al

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)



Additional research is needed to assess the validity of the PCMC scale in conflict-affected contexts and determine if 
additional constructs need to be explored. Our study suggests that the layered dynamics resulting from living and 
working in a conflict-affected context (eg, structural challenges, possible psychosocial impacts on patients and health 
providers, and unsupportive workplace environments) may directly or indirectly impact PCMC. The inclusion of 
additional items related to these dynamics may make the PCMC scale more salient to stakeholders in such contexts. 
Our study also opted to use the short PCMC scale to minimize data collection burden; however, the short scale has not 
been evaluated in any other crisis-affected settings and merits further validation.44

Some methodological limitations should be considered when interpreting these findings of our study. A primary 
limitation is the potential for selection bias. First, there is a risk of selection bias, by excluding health facilities with fewer 
deliveries which may operate under different conditions, we may have inadvertently overlooked critical insights. 
Additionally, data collection was confined to selected health zones within the two provinces (South and North Kivu), 
chosen primarily for accessibility in terms of geography and security. This topographic restriction may limit the 
generalizability of the results to other, potentially more insecure or remote health areas. Another bias is that of the 
social desirability of the part of women which would have influenced on the one hand the responses of clients to avoid 
any conflict or accusatory remarks towards the health structure and the providers who are sometimes close to them. 
Finally, the exclusion of women with cesarean deliveries, and those experienced stillbirths and newborn deaths may also 
have contributed to selection bias; it is likely that experiences of care for these women differed from those included in 
our study. Future research is therefore needed to document experiences of care for all women giving birth at facilities in 
this context, particularly those with adverse birth outcomes.

Conclusion
This study highlights that maternity care on conflict-affected settings continues to face significant challenges in 
delivering person-centered care, particularly in terms of communication, privacy and autonomy and safety, which 
negatively affects the quality of care and further fragments an already weakened health system. Our findings underscore 
the importance of addressing provider safety and well-being, which are essential for ensuring service continuity and 
sustaining a resilient health system.

Prioritizing respectful and dignified care during and after childbirth is vital to improving maternal health in fragile 
settings. Governments and humanitarian actors should establish clear communication and support protocols that define 
how providers interact with women and families, ensure consistent counseling, and strengthen referral and follow-up 
systems. Mental health services should be integrated into routine maternal and newborn care, to address the psycholo
gical distress often linked to childbirth complications and conflict exposure. Promoting equity and access requires 
reducing financial and geographic barriers, supporting mobile and community-based outreach, and ensuring that margin
alized women (such as displaced or adolescent mothers) receive targeted support. Training providers in culturally and 
gender-sensitive practices, such as respectful communication, privacy protection, and inclusion of birth companions, can 
further enhance women’s experiences and contribute to better maternal outcomes.
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