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Objective: To evaluate the effects of the intervention on the prevention of mistreatment of women in gynecology and obstetrics units
in Guinea.

Material and Methods: A pre-post intervention study was conducted to assess the effects of the intervention. The study was carried
out on a sample of clients were interviewed before and after the training. The impact of provider training was analyzed using robust
Poisson regression models for binary variables.

Results: Multivariate analyses showed an association between the intervention and overall reduction in the risk of experiencing
violence or mistreatment of 43% in gynecology (adjusted RR = 0.57; 95% CI: 0.53-0.62) and 44% in obstetrics (adjusted RR = 0.56;
95% CI: 0.53-0.59). In gynecology, physical violence decreased by 30% and verbal violence by 22%. In obstetrics, decreases were
similar, with a 31% reduction in physical violence and a 27% reduction in verbal violence. All estimates were statistically significant
(p < 0.001) after adjustment for confounders.

Conclusion: The intervention contributed to a significant reduced mistreatment in gynecology and obstetrics services. Continued
professional training and community awareness are effective strategies for preventing obstetric and gynecological violence.

Keywords: cffect, mistreatment, physical violence, verbal violence, healthcare providers, Guinea

Background

Providing high-quality care for women’s health requires respectful and dignified treatment in gynecology and obstetrics
services."? Mistreatment during childbirth or gynecological care can result in adverse maternal and neonatal outcomes,
deter women from seeking care, and contribute to unintended pregnancies, unrecognized complications, and maternal or
infant mortality.'? Respectful maternal care emphasizes a patient-centered approach rooted in women’s fundamental
human rights.'

Since 2015, the World Health Organization (WHO) has used the term “mistreatment” rather than “obstetric violence”.
Such abuses constitute violations of human rights and contribute to high maternal mortality.>> Mistreatment in
gynecological and obstetrical units is recognized globally as a form of violence occurring in medical settings and is
condemned by the WHO.® It refers to abuses experienced by women during reproductive health care, including
gynecological consultations, childbirth, and postpartum care. These practices are exacerbated by insufficient provider
training, inadequate resources, lack of sanctions, and limited patient awareness of their rights.” '® Structural factors such
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as excessive workloads, needs for capacity building, and normalization of abusive practices also hinder efforts to
eliminate mistreatment in obstetric care.''

Despite limited systematic data collection, studies indicate a high prevalence of mistreatment in obstetric in Africa,
varying across countries and regions.'? '* Prevalence ranges from 20% to 98%, with an estimated average of 47% in East
Africa.'> Approximately 37% of women in low- and middle-income countries experience mistreatment obstetric.'®
Verbal abuse, in particular, reflects institutional culture, stress, and burnout-factors not easily changed through a single
intervention.'’

The lack of competence among healthcare professionals is a major barrier to quality care.'® Training programs
focused on respectful care and patient-centered communication have demonstrated significant reductions mistreatment
obstetric in various African settings.'>'">* Prior research shows that provider training and community awareness are
essential levers for reducing mistreatment and improving quality of care.*** Education on sexual and reproductive rights,
medical ethics, and communication supports lasting behavioral change.'®**** Likewise, awareness campaigns and
community involvement help identify, report, and prevent mistreatment obstetric.?>~

In Guinea, multiple studies have documented high levels of mistreatment in gynecology and obstetrics services,
including physical, verbal, and other forms of mistreatment.”**” A situational analysis documenting the prevalence and
typology of mistreatment in gynecology and obstetrics in Guinea was therefore conducted in 2023.27-** Lack of training
has been shown to be a key factor in the persistence of mistreatment of women.”**”* However, no study in Guinea has
evaluated the effectiveness of a combined provider community intervention to reduce mistreatment. To this end, an
intervention focusing on training healthcare providers and community health workers/community relays (CRs) as well as
community awareness-raising for the prevention of mistreatment was carried out in the same five health districts than in
the situational analysis in Guinea. This study aims to evaluate the effects of the intervention on the prevention of
mistreatment of women in gynecology and obstetrics units in Guinea.

Materials and Methods

Study Design

This was a quasi-experimental, before-and-after study without a control group was conducted to assess the effects of the
intervention in May and June 2025 in Guinea to evaluate the effects of the intervention. Data before the intervention was
collected as part of a situational analysis conducted in January and February 2023, the results of which were
published.”'®?” This analysis served as the basis for the design and implementation of an intervention, the program
described below being directly based on the findings of this initial assessment.

Description of the Intervention
The intervention proceeded in three successive stages.

e The first stage consisted of training healthcare providers at the intervention sites. The training lasted 30 days and
was facilitated by Amref Health Africa, researchers from the Center for Reproductive Health Research
(CERREGUI), and clinical specialists. The training focused on recognizing abuse in gynecology and obstetrics,
describing its manifestations, and implicating healthcare providers in combating these practices. Particular emphasis
was placed on women’s rights and the establishment of a mechanism for handling complaints from clients. -
The second stage involved the trained providers putting their knowledge into practice with clients in gynecology
and obstetrics services.

e The third stage involved raising awareness among women of childbearing age in the community, carried out by
community health workers and community relays (CHW/CR). We have added the following details: a total of 50
community health workers and community relays were mobilized. They reached approximately 2200 women
through educational talks and home visits. These activities were designed to inform women about their rights
and the availability of a recourse mechanism in cases of abuse. The women in the community who benefited from
the awareness campaign and the clients interviewed as they left the gynecology and obstetrics services were distinct
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but interconnected groups. The awareness campaign targeted a broader population in the communities served by the
health facilities, while the clients interviewed were specifically those who had received care at those same facilities.
The causal link between community awareness and the experiences of the interviewed clients can be explained by
several mechanisms (women’s autonomy, social pressure...). In addition, the fight against mistreatment in gynecol-
ogy and obstetrics was integrated as a continuing education module in health services and training institutions for
health professionals.

Study Setting

General Context

Guinea is located in West Africa and covers a total area of 245,857 km?, with an estimated population of 13.5 million in
2022.%® The socio-economic context is marked by a high level of poverty (55.2% of the population lives below the
poverty line). The country faces a high illiteracy rate (66%), affecting 73% of women and 53% of men, with a primary
school attendance rate of 86%. Only 68% of households have access to safe drinking water and 19% to electricity.
Women of reproductive age (15-49 years) are particularly vulnerable, and adolescents and young people have limited
access to sexual and reproductive health services (only 10 out of 38 health districts provide such services).”” The
proportion of women with no formal education is high (68.9%), which limits their ability to access and understand
information on sexual and reproductive health and rights, thereby restricting informed decision-making regarding their
care.”

The healthcare system in Guinea is organized into three levels: primary, secondary, and tertiary. At the primary level,
407 health centers and 1640 health posts provide frontline care, awareness-raising, and vaccination activities, with the
support of community workers and relays. The secondary level comprises 25 prefectural hospitals, 8 regional hospitals,
and 6 municipal medical centers. The tertiary level is limited to 3 national hospitals, all located in the capital.>

Specific Setting

The study was carried out in five prefectures representing Guinea’s four natural regions: Labé, Faranah, Boké, Dabola,
and Guéckédou. These sites were selected for their geographic and socioeconomic diversity, enabling documentation
of vulnerabilities affecting women of reproductive age. In each prefecture, data were collected in a regional or
prefectural hospital, an urban health facility, and a rural health facility. Data were obtained from patients upon
discharge from consultations or treatments within gynecology and obstetrics services, as well as from the surrounding
communities.

Study Population

Data were collected from women upon discharge from consultations or care in the gynecology and obstetrics departments
of the five selected prefectures. The inclusion criteria were: being between the ages of 18 and 49, having received
gynecological or obstetric care on the day of the survey, and having provided informed consent.

Sample Size and Sampling

The sample size was calculated using Schwartz’s formula for proportions, considering an expected prevalence of 45% of
abuse (based on the situational analysis), a margin of error of 5%, a 95% confidence interval, and an anticipated non-
response rate of 10%. The result was a minimum sample size of 380 participants for each period. We included 600
women before the intervention and 301 after; the latter number reflects the lack of financial resources at the time of data
collection. A total of 901 clients were interviewed at the end of their pre- and post-intervention consultations. Regional or
prefectural hospitals and rural health centers were selected purposively (Sannoun for Labé, Banian for Faranah, Kolaboui
for Boké, Bissikrima for Dabola, and Guéndembou for Guéckédou). Urban health centers were selected randomly using
RandomGenerator software. A systematic sampling method was applied, with every third patient leaving a gynecological

or obstetric consultation being invited to participate until the quota was reached at each site.
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Data Collection

The post-intervention data concerned exclusively the period after the intervention in order to minimize memory bias and
assess the direct impact of the intervention on recent practices. The questionnaire used was adapted from WHO-validated
tools for studying obstetric mistreatment and was pre-tested with clients (who were not included in the final sample) to
assess its clarity and cultural acceptability.

Study Variables
Dependent Variables
e Mistreatment: Number of instances of mistreatment (physical violence, verbal violence, and other forms of abuse)
reported before and after the intervention.
e Physical violence: Number of instances of physical abuse (pinching, kicking, slapping, hitting, tying, applying
abdominal pressure, or painful gynecological examination) reported before and after the intervention.
e Verbal violence: Number of verbal mistreatment incidents (yelling, scolding, insulting, mocking, making negative
remarks, threatening) reported before and after the intervention.
e Other types of mistreatments: Number of other mistreatment practices (stigmatization, lack of consent, lack of
discretion, lack of confidentiality, absence of pain relief during childbirth or after procedures, neglect, lack of
communication, lack of autonomy, informal payment) reported before and after the intervention.

Independent Variables
Age, religion, residence, education level, occupation, number of children, history of abuse, status of the health worker,
type of health facility, and reason for consultation.

Data Analysis

Data were collected via KoboCollect on tablets, then transferred to Stata for cleaning and analysis. The results
concerning maltreatment (presence or absence of each type of maltreatment) were treated as binary variable.
Indicators were described and compared between the situational analysis (before the intervention) and the post-
intervention assessment. Pearson’s chi-square test of independence was used to determine the statistical significance of
differences between the two periods.

The effect of training healthcare providers and raising community awareness was analyzed using a robust Poisson
regression model for binary outcomes. The vce(robust) option was applied to correct variance estimation errors. The
model was adjusted for several covariates (age, religion, residence, education, profession, number of children, history of
mistreatment, health worker status, health facilities, motive for consultation) to control for potential confounding factors.
Statistical significance was set at p < 0.05. All analyses were performed using Stata version 17.

Ethical Considerations

This study is based on the analysis of human data and was conducted in strict accordance with the ethical principles set
forth in the Declaration of Helsinki. The study protocol was approved by the National Ethics Committee for Health
Research of Guinea (Number 162/CNERS/21, November 1, 2021). Free and informed consent was obtained from all
participants prior to questionnaire administration. Confidentiality was ensured throughout the study, and all data were
anonymized. In addition to obtaining free and informed consent, the following measures were implemented to ensure the
well-being of participants during the interviews: a safe and confidential environment, training for interviewers, and the
right to refuse or discontinue participation.

Results

Flux Diagram
Figure 1 present the flow of participants in the quasi-experimental before-after study conducted without a control group.
A total of 916 individuals were assessed for eligibility and all received the intervention. Of these, 15 participants were
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Assessed for eligibility (N = 916)

l

Received Intervention (N = 916)

l

Excluded from Analysis (n = 15)

. .

Refusal cases Incomplete data
(n=8) (n=7)

l

‘ Included in Final Analysis (N = 901) ’

Figure | Flow diagram of participants in the quasi-experimental before-after study without a control group. Diagram showing participant eligibility assessment (N = 916),
intervention received (N = 916), exclusions (n = 15: 8 refusals, 7 incomplete data), and final inclusion in analysis (N = 901).

excluded from the final analysis, 8 due to refusing to participate and 7 with incomplete data. Consequently, 901
participants were included and analyzed in the final evaluation.

Description of the Study Population
The analysis included 600 patients surveyed before the intervention and 301 after the intervention in gynecology and
obstetrics departments.

The most represented age groups were 2024 and 25-29 years, both before (31.5% and 26.2%, respectively) and after
the intervention (27.2% and 25.3%, respectively). Regarding place of residence, 74.8% of patients lived in urban areas
before the intervention compared to 25.2% in rural areas. After the intervention, the proportion of urban residents slightly
decreased (71.8%), while rural residents increased (28.2%), a statistically significant difference.

Educational attainment also differed significantly between the two periods, with the proportion of clients with no
formal education decreasing from 44% before the intervention to 39.9% after, and an increase in clients with primary
education (24.5% before, 28.6% after). The most common occupations before and after the intervention were home-
maker, seamstress, and saleswoman. The majority of clients (approximately 59%) had two or more children in both
periods (Table 1).

Frequency of Mistreatment in Gynecology and Obstetrics
A significant decrease in mistreatment was observed after the intervention in both gynecology and obstetrics depart-

ments. Reported mistreatment decreased from 45.3% to 12.2% in gynecology and from 32.4% to 8.9% in obstetrics
(Figure 2 and Table 2).

Types of Mistreatments Reported by Clients
The study results show a significant reduction in mistreatment after the intervention, across all types of mistreatments. A marked
decrease was observed in physical violence (from 21.8% to 6.3%) and verbal violence (from 20.2% to 7%) (Figure 3). A notable
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Table | Sociodemographic Characteristics of Clients Upon Discharge from Consultations or Care in Gynecology and
Obstetrics Services

Features Before Intervention After the Intervention P Value
Hospital | HC Urban | HC Rural Total Hospital | HC Urban | HC Rural Total
(n=400) (n=100) (n=100) (N=600) (n=201) (n=50) (n=50) (N=301)
Age (in year) 0,131
18—19 years 60 14 16 90 (15,0) 30 11 9 50 (16,6)
20-24 years 112 41 36 189 (31,5) 47 17 18 82 (27,2)
25-29 years 112 18 27 157 (26,2) 52 13 1 76 (25,3)
30-34 years 74 13 12 99 (16,5) 38 4 5 47 (15,6)
2 35 years 42 14 9 65 (10,8) 34 5 7 46 (15,3)
Religion 0,449
None 0 0 0 0 | 0 0 1 (0,3)
Muslim 328 90 86 504 (84,0) 43 6 9 242 (80,4)
Christian 72 10 14 96 (16,0) 157 44 41 58 (19,3)
Residence < 0.001
Urban 347 99 3 449 (74,8) 168 48 0 216 (71,8)
Rural 53 | 97 151 (25,2) 33 2 50 85 (28,2)
Level of education 0,060
None 171 42 51 264 (44,0) 86 13 21 120 (39,9)
Primary school 92 24 31 147 (24,5) 51 16 19 86 (28,6)
Secondary 85 21 16 122 (20,3) 32 16 7 55 (18,3)
Vocational 27 10 | 38 (6,3) 22 | 3 26 (8,6)
Higher 24 3 0 27 (4,5) 10 4 0 14 (4,6)
Other | 0 | 2(0,3) 0 0 0 0
Profession 0,095
Housewife 108 27 32 167 (27,8) 54 11 11 76 (25,2)
Dressmaker 86 25 26 137 (22,8) 58 16 15 89 (29,6)
Saleswoman 95 24 23 142 (23,7) 43 I 1l 65 (21,6)
Student 48 I 7 66 (11,0) 19 10 3 32 (10,6)
Civil Servant 12 | | 14 (2,3) 11 0 | 12 (4,0)
Others 51 12 1 74 (12,3) 16 2 9 27 (9,0)
Number of children 0,073
0 child 85 16 13 114 (19,0) 29 16 9 54 (17,9)
| child 90 21 21 132 (22,0) 44 14 12 70 (23,3)
2 children and more 225 63 66 354 (59,0) 128 20 29 177 (58,8)

Note: Source: Author.
Abbreviation: HC, Health center.
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Figure 2 Mistreatment experienced by female clients in gynecology and obstetrics. Comparison of reported percentages of violence/mistreatment in gynecology and
obstetrics, before and after the intervention.

decline was also recorded in other forms of mistreatment, including lack of consent (from 13.5% to 3.3%), neglect and
insufficient privacy (from 38.3% to 9.6%) and breaches of confidentiality (from 4.3% to 2.7%) (Table 3). The results in
Table 3 reveals a statistically significant reduction in other types of mistreatments. Informal payment fell from 25.5% to 5.0%,
lack of communication (from 12.8% to 1.6%), lack of autonomy for women (from 16.0% to 2.6%) and lack of hygiene (from
16.8% to 0.7%). The significance threshold used was p < 0.003.

Effects of the Intervention on the Prevention of Mistreatment in Gynecological and

Obstetric Services

The analyses were adjusted for age, religion, residence, education, profession, number of children, history of mistreat-
ment, health worker status and health facilities to ensure the validity of the results. The effects were assessed using four
main indicators: overall mistreatment, physical violence, verbal violence, and other types of mistreatments. This
approach allowed for an objective evaluation of the changes brought about by the intervention in healthcare providers’
practices and clients’ experiences. Robust Poisson regression models were used with standard errors pooled by institution
(n=15) to account for the hierarchical nature of the data.

In gynecology: Clients interviewed upon discharge from healthcare facilities reported a 43% reduction in the risk of
violence/mistreatment after the intervention (RR = 0.57; 95% CI: [0.53-0.62]). The intervention also resulted in
a significant decrease in physical violence, with a 30% reduction in risk (RR = 0.70; 95% CI: [0.63-0.78]). Similarly,
verbal abuse declined by 22% (RR = 0.78; 95% CI: [0.69-0.87]). Clients also reported a 42% reduction in the risk of
other forms of violence (RR = 0.58; 95% CI: [0.52—0.61]) (Table 4).
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Table 2 Frequency of Mistreatment Experienced by Clients in Gynecology and Obstetrics

Mis Treatment from

Before Intervention (Situational Analysis) After Intervention (Post-Experimentation Research) P value
health worker
Hospital (n=400) IC ‘ HC* Urban (n=100) IC | HC* Rural (n=100) IC ‘ Total (N=600) IC Hospital (n=201) IC | HC* Urban (n=50) IC | HC* Rural (n=50) IC ’ Total (N=301) IC
Gynecology
Yes 99 (43,0) [0.37-0.50] ‘ 9 (36,0) [0.18-0.54] | 17 (81,0) [0.59-0.93] ‘ 125 (45,3) [0.29-0.68] 12 (12,9) [0.29-0.44] ‘ 0 0 ‘ 12 (12,2) [0.18-0.39] < 0.00!
Obstetrics
Yes 61 (35,9) [0.56-0.71] 20 (26,7) [0.62-0.82] 24 (30,4) [0.59-0.80] 105 (32,4) [0.34-0.61] 14 (13,0) [0.50-0.63] 1 (2,1) [0.46-0.82] 3 (6,4) [0.11-0.41] 18 (8,9) [0.54-0.73] < 0.00!

Note: Source: Author.

Abbreviations: HC, Health center; IC, Confidence interval.
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Figure 3 Types of gynecological and obstetric violence reported by clients. Comparison of reported percentages of physical and verbal violence in gynecology and

obstetrics, before and after the intervention.

In obstetrics: An overall reduction in the risk of mistreatment was observed after the intervention. The likelihood of

a woman experiencing mistreatment decreased by 44% compared to the situation before the intervention (RR = 0.56;
95% CI: [0.53-0.59]). Physical violence decreased by 31% (RR = 0.69; 95% CI: [0.64-0.76]). The intervention also
reduced the risk of verbal violence by 27% (RR = 0.73; 95% CI: [0.67—0.80]). Other forms of mistreatment declined by
45% (RR = 0.55; 95% CI: [0.53-0.58]) (Table 4).

Table 3 Types of Mistreatments Reported by Clients

Types of Mistreatments Before Intervention After Intervention P.value
(Situational Analysis) (Post-Experimentation Research)

Hospital HC* urban HC* rural Total Hospital HC* urban HC* rural Total

(n=400) (n=100) (n=100) (N=600) (n=201) (n=50) (n=50) (N=301)
(A) A notable decline recorded in the listed forms of mistreatment, including lack of consent, neglect and insufficient privacy and breaches of confidentiality
Violence
Physical Violence 84 (21,0 18 (18,0) 29 (29,0) 131 (21,8) 16 (7,9) 1 (2,0 2 (4,0) 19 (6,3) < 0.001
Verbal Violence 78 (19.5) 17 (17,0) 26 (26,0) 121 (20,2) 18 (9,0) 0 3 (6,0 21 (7,0) <0.001
Other types of mistreatment
Stigmatization or discrimination 4 (1,0) 2 (2,0) 2 (2,0) 8 (1,3) 4(2,0) 0 1 (2,0 5(1,6) 0,398
Lack of consent 67 (16,8) 6 (6,0) 8 (8,0 81 (13,5) 9 (4.5 0 1 (2,0) 10 (3,3) < 0.001
Lack of discretion (curtain/partition) and confidentiality 15 (3,8) 4 (4,0) 7 (7,0) 26 (4.3) 7 (3.5) 0 1 (2,0) 8(27) 0,001
Lack of pain relief during childbirth or after surgical procedures 9.28 (7,0) 1 (1,0) 11 (11,0) 40 (6,7) 6 (3,0) 0 0 6 (2,0) < 0.00!
Negligence (lack of attention from the service provider), 162 (41,0) 28 (28,0 40 (40,0) 230 (38,3) 26 (12,9) 0 3 (6,0) 29 (9.6) <0.00!

(Continued)
International Journal of Women’s Health 2026:18 https: 9
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Table 3 (Continued).

Types of Mistreatments Before Intervention After Intervention P.value
(Situational Analysis) (Post-Experimentation Research)

Hospital HC* urban HC* rural Total Hospital HC* urban HC* rural Total

(n=400) (n=100) (n=100) (N=600) (n=201) (n=50) (n=50) (N=301)
(B) A statistically significant reduction in types of mistreatments including informal payment, lack of communication, lack of ny for women and lack of hygiene
Lack of communication between service provider and woman 58 (14,5) 6 (6,0) 13 (13,0 77 (12,8) 5(2.5) 0 0 5(1,6) < 0.001
Lack of support during childbirth or after surgery 24 (7,0) 2 (2,0) 12 (12,0 38 (6,3) 3 (1,5) 0 0 3 (1,0 < 0.00!
Lack of autonomy for women 70 (17,5) 15 (15,0) 11 (11,0) 96 (16,0 8 (40) 0 0 8 (2,6) < 0.001
No bed or examination table available 67 (16,8) 13 (13,0) 14 (14,0) 94 (15,7) 2 (1,0 0 0 2(0,7) < 0.001
Lack of hygiene 64 (16,0) 18 (18,0) 19 (19,0) 101 (16,8) 2 (1,0 0 0 2(0,7) < 0.001
Informal payment 99 (25,0 19 (19,0) 35(35,0) 153 (25,5) 13 0 2 15 (5,0) <0.00!

Note: Source: Author.
Abbreviation: HC, Health center.

Table 4 Effects of the Intervention on Mistreatment in Gynecology and Obstetrics Reported by Clients Upon
Discharge from Health Facilities (Multivariate Analysis)

Types of Mistreatment Effects of the Intervention on Gynecological and Obstetric Violence
RR Unadjusted 1C 95% p-valeur | RR Adjusted IC 95% p-valeur
Gynecology
Mistreatment 0.26%** [0.15-0.46] | < 0.001 0.57%%* [0.53-0.62] | < 0.00I
Physical violence 0.30%* [0.15-0.61] 0.001 0.70%%* [0.63-0.78] | < 0.001
Verbal violence 0.4 1%* [0.22-0.77] 0.006 0.78%** [0.69-0.87] | < 0.001
Other types of Mistreatments 0.28%** [0.15-0.46) | < 0.001 0.58%** [0.52-0.61] | < 0.001
Obstetrics
Mistreatment 0.27%%* [0.17-0.43] | < 0.001 0.56%%* [0.53-0.59] | < 0.00I
Physical violence 0.3 %% [0.17-0.57] | < 0.001 0.69+%* [0.64-0.76] | < 0.001
Verbal violence 0.33%* [0.18-0.62] 0.001 0.73%%* [0.67-0.80] | < 0.001
Other types of Mistreatments 0.25%%* [0.16-0.42] | < 0.001 0.55%%* [0.53-0.58] | < 0.001

Notes: * p < 0.05; ** p < 0.01; *** p < 0.001. Source: Auteur.
Abbreviations: RR unadjusted, unadjusted relative risks; IC, Confidence interval.

Discussion
This study aims to evaluate the effect pre-post of an intervention focused on training healthcare providers and raising
community awareness to prevent gynecological and obstetric mistreatment in Guinea. The results demonstrated an
association between the intervention and a reduction in mistreatment in gynecological and obstetric services.
Multivariate analysis was associated with an overall reduction in the risk of experiencing mistreatment of 43% in
gynecology (adjusted RR = 0.57; 95% CI: [0.53—0.62]) and 44% in obstetrics (adjusted RR = 0.56; 95% CI: [0.53-0.59]).
In gynecology, reductions were observed for physical violence (30%; adjusted RR = 0.70; 95% CI: [0.63—0.78]), verbal
violence (22%; adjusted RR = 0.78; 95% CI: [0.69-0.87]), and other forms of mistreatment (42%; adjusted RR = 0.58;
95% CI: [0.52-0.61]). In obstetrics, similar effects were noted, with decreases of 31% for physical violence (adjusted RR
=0.69; 95% CI: [0.64-0.76]), 27% for verbal violence (adjusted RR = 0.73; 95% CI: [0.67—0.80]), and 45% for other
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forms of mistreatment (RR = 0.55; 95% CI: [0.53—0.58]). All these changes were significant (p < 0.001) after adjusting
for confounding variables.

Several mechanisms may explain these improvements. First, the intervention enhanced healthcare providers’ ability to
recognize mistreatment and increased awareness among women of reproductive age regarding their sexual and repro-
ductive health rights. This training strengthened providers’ competencies and encouraged behavioral change toward
clients. Second, the establishment of a confidential and respectful complaint mechanism for victims of gynecological and
obstetric mistreatment contributed to creating a more ethical work environment, reducing both verbal and physical abuse.
The intervention also appeared to foster collective awareness among healthcare providers about respectful daily practices.
Additionally, it sensitized healthcare professionals to women’s rights, which likely had a positive influence on their
attitudes toward respectful maternity care. Consequently, healthcare providers offered better services and informed
women more effectively about their rights. The study also revealed significant improvements in women’s attitudes
toward obstetric mistreatment after the intervention.

These findings are consistent with recent literature. A review showed that interventions focused on communication
and staff training significantly reduce abusive behavior in maternity wards.'? Other studies in Guinea have identified lack
of training, heavy workload, and insufficient supervision as contributing factors to violence, and have demonstrated that
targeted training improves caregiver—patient relationships.”* Moreover, participatory training programs in Sri Lanka and
Togo improved healthcare providers’ behavior and reduced obstetric mistreatment.*>*

Awareness-raising activities increased recognition of such mistreatment and empowered women to defend their rights
while encouraging healthcare professionals to provide respectful maternity care.’® Our results also align with a review
highlighting the effectiveness of multi-component interventions-combining staff training and community outreach-in
reducing mistreatment during maternal care by 18% to 66%.%° Some programs also show significant improvements in
communication and practices in obstetric services.>’ While others emphasize the importance of integrated approaches to
achieve lasting reductions in physical and verbal violence.*? These findings support the idea that continuous training and
community awareness are essential for establishing a culture of respectful care in gynecology and obstetrics services.

Strengths and Limitations

This study is among the first to evaluate the effects pre-post of an intervention combining training for healthcare
providers and community outreach to prevent mistreatment in gynecology and obstetrics services. The use of a pre-post
intervention study allowed for a direct assessment of the intervention’s association on reducing mistreatment. The study
was conducted in five health districts representing the four natural regions of Guinea, giving the results strong external
validity.

Despite including many relevant variables and providing a robust basis for conclusions, some limitations must be
acknowledged. The absence of a control group limits causal attribution exclusively to the intervention. Additionally, the
short-term evaluation (immediately post-intervention) prevents an assessment of the sustainability of behavioral changes
among healthcare providers. Though we adjusted our analyses, residual bias cannot be totally excluded. The women
interviewed may have underreported or overreported of mistreatment depending on their memory or perception of the
intervention.

Implications for Research and Practice

The results of this study have important implications for improving the quality of obstetric and gynecological care in
Guinea. The association to a significant reduction in mistreatment following the intervention confirms that combining
healthcare provider training with community awareness is an effective strategy for promoting respectful maternal care.
Future research should adopt longitudinal designs to assess the long-term sustainability of these effects.

Conclusion

This quasi-experimental, before-and-after study without a control study conducted in Guinea demonstrated the significant
association of an intervention combining healthcare provider training and community outreach in reducing mistreatment
in gynecology and obstetrics services. The results show a statistically significant decline in overall violence-including
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physical, verbal, and other forms in both specialties. However, the lack of a control group limit causal attribution.
Policymakers may consider integrating similar interventions, ideally with controlled designs to confirm effectiveness into
national maternal and reproductive health plans. Future studies should include control groups and longer follow up to
assess sustainability.
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