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Editorial
Theo Gavrielides
Welcome to the last issue of 2018! It has been a busy year with two special issues and an
increase in both our readership and number of publications. It has also been a year during which
health inequalities continue to grow globally. And we do not need scientific evidence to conclude
that this is true independently of whether we belong to a developing or declining democracy.
We have been witnessing health inequalities for many decades through the way public services
are delivered, overt or hidden biases, costs and the continuous revision of national and
international policies and standards. Most of the times, this all comes down to who can afford
and who cannot. Although the majority of the public do not engage in readings about facts
and figures on wealth distribution, their living reality is what drives their fear and anxiety about
their health and their national healthcare service. I believe that this unavoidable and undeniable
truth gradually leads to apathy, disengaged and disappointed citizens.
And if we do look at published figures, they will tell us that despite the latest economic downturn,
the powerful became more powerful, and the powerless increased in numbers. For example, the
2017 Global Wealth Report showed that the wealth of the richest increased from 42.5 per cent at
the height of the 2008 financial crisis to 50.1 per cent in 2017. On the other hand, the poor became
poorer, with the world’s 3.5bn poorest adults having assets of less than $10,000. Collectively these
people, who account for 70 per cent of the world’s working age population, own just 2.7 per cent of
global wealth. Shockingly, the globe’s richest 1 per cent owns over 50 per cent of world’s wealth.
Concurrently with the decline in public trust in public healthcare provision globally, there has been
a rise of community voice and action. In a globalized world where the internet, social media
and borderless continents define how we send and receive information, the notion of community
had to redefine itself. It is no longer a place – it is a sense of belonging.
The transfer of knowledge and information has never been easier and it is within this philosophy
that our journal plays it role. By generating new knowledge on the issues and solutions that
impact on health as a global human right, we aim to improve our societies and redistribute
power. Knowledge is a form of power itself and therefore I am pleased to have edited six
excellent papers coming from all corners of the world.
The first paper “Perception of ethical climate and turnover intention among nursing staff: does
organizational cynicism mediate?” explores the mediating effect of organizational cynicism between
the relationship of perception of ethical climate and turnover intention among nurses working in public
sector hospitals. A quantitative approach was utilized and 872 questionnaires were distributed to
collect data from nursing staff working in Punjab region of Pakistan by using non-probability
multistage sampling technique. The results revealed a full mediating effect of organizational cynicism
between the relationship of perception of ethical climate and turnover intention. This paper aims
to foster a new debate in organizational studies related to cynicism, while helping nursing managers
to understand the significant factors which directly or indirectly affect the nursing attitude.
The second paper “Obstetric complications and delays in seeking emergency care in poor
settings of northern India” deals with the gap that exists between demand and supply of seeking
healthcare. The paper presents evidence that this very gap leads to high maternal mortality in
rural areas of Uttar Pradesh. It draws on the “three delays model” to understand the reasons
behind poor maternal health outcomes among 964 married women aged 15–34, who had given
birth in the last two years preceding the survey. The findings conclude that local health services
and trained human resources are mainly concentrated at towns and poor supply of drugs
and equipment in labour room is always in demand at primary level in the districts. Delays in
decision-making, travel and treatment compounded by the ignorance of obstetric complications
and poor healthcare infrastructure are the major contributing factors of maternal deaths.
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The subsequent paper “Medical students’ perception of sexual orientation in Sagamu,
Southwestern Nigeria: implications for access to HIV care” assesses the perception of
103 final-year medical students of Olabisi Onabanjo University, Nigeria on sexual orientation and
its implications on access to HIV care and support services. Data were collected using an
interviewer-administered questionnaire. They pointed out that more males (70 per cent) were
aware of the concept of sexual orientation than females (60.4 per cent). Most (94 per cent) males
and all female respondents felt homosexuality was against the order of nature. More females
(50.9 per cent) than males (48 per cent) felt gay doctors should not be employed in public
hospitals. Respondents had a poor perception of sexual orientation and there were no significant
differences between genders. The paper concludes that this could contribute to existing
stigmatization against individuals with minority sexual orientations, and thus it should be
addressed in the medical curriculum.
The paper “The moderating role of gender inequality and age among emotional intelligence,
homesickness and development of mood swings in university students” investigates the
relationship among emotional intelligence, homesickness and mood swings with 304 university
students. The results revealed that homesickness was positively significant associated with
negative effects, while emotional intelligence was associated with homesickness. The authors
conclude that the younger students who had experienced homesickness were more likely
to develop negative mood swings as compare to older students.
The paper “Reducing cancer health disparities among US Latinos: a Freireian approach”
applies Paulo Freire’s writings from Pedagogy of the Oppressed to critique current efforts to
reduce cancer health disparities (CHDs) among Latinos in the USA. The authors argue that
Freireian teachings can provide insight on ways to engage Latino communities in culturally
sensitive conversations that respect deeply rooted beliefs, and address the political and
socioeconomic inequities many continue to face. The paper suggests that public health
initiatives should incorporate Freireian principles of dialogical education and critical
consciousness in the development of cancer prevention and screening programs tailored to
Latinos in the USA to ensure program longevity and success. The originality of this paper lies in
its multi-layered analysis of different social and structural factors influencing CHDs among
Latinos in the USA, and is coupled with a historical overview of colonialism and oppression
in Latin America.
Subsequently, the paper “Unmet need among married women: examining socio- religious
influences on family planning use in Rwanda: 2005–2015” looks at the religious and
socio-demographic factors associated with an unmet need for family planning among married
Rwandan women. Issues around contraception and culture are explored using cross-section
data, which were extracted from 2005, 2010, 2014–2015 Rwanda DHS’ individual women
data sets. The paper points out that the unmet need for family planning among married
Rwandan women has significantly decreased over the past decade from 39.9 per cent in 2005 to
19.5 per cent in 2010 and 17.5 per cent in 2015. Overall, the likelihood of having an unmet need
for family planning, not using contraceptives and future intentions for not using contraception,
was found statistically high among Protestant women compared to Catholics and low-educated
women. The authors argue that public–religious collaboration to promote nationally natural family
planning services in all healthcare facilities is needed. Investing in behavioural change
programmes through mass communication seems deliberately prudent. Indeed, this paper
constitutes the first-ever effort to examine the influence of the socio-religious values on family
planning use among Rwandan fecund women.
I hope that you find the issue helpful in your research and practice. Your feedback is always
welcomed, and they can be sent to the editor-in-chief.
I very much look forward to another successful year, and indeed welcoming new papers and new
guest editors to our journal. To express an interest, please e-mail me directly at:
tgavrielides@emeraldgroup.com. We review papers on an ongoing basis and have a target of
returning them to the author within five to eight weeks of receipt. For more information on
how to submit your paper, visit: www.emeraldgrouppublishing.com/products/journals/author_
guidelines.htm?id=ijhrh
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Perception of ethical climate and turnover
intention among nursing staff: does
organizational cynicism mediate?
Yasin Munir, Muhammad Mudasar Ghafoor and Amran M.D. Rasli

Abstract
Purpose – The purpose of this paper is to explore the mediating effect of organizational cynicism between the
relationship of perception of ethical climate and turnover intention among nurses working in public sector hospitals.
Design/methodology/approach – A quantitative approach was utilized and 870 questionnaires were
distributed to collect data from nursing staff working in Punjab region of Pakistan by using non-probability
multistage sampling technique. A total of 711 questionnaires were returned out of which 668 questionnaires
were scrutinized. Additionally, confirmatory factor analysis and structural equation modeling were applied to
analyze the data.
Findings – The results revealed a full mediating effect of organizational cynicism between the relationship of
perception of ethical climate and turnover intention.
Research limitations/implications – The current study has adopted a multistage non-probability sampling
technique to collect data because the management of hospitals restricted researcher access to personal
information about the nurses. Therefore, at the first stage, the researcher used convenience sampling and at
the second stage, the researcher utilized quota sampling to collect the data. Moreover, the findings of the
current study are based on cross-sectional data because of the limited time and resources.
Practical implications – The current study fosters the ongoing debate in organizational studies related to
cynicism and it is noteworthy for the nursing managers to understand the significant factors which directly or
indirectly affect the nursing attitude.
Originality/value – The current study explored the mediating role of organizational cynicism between
perception of ethical climate and turnover intention in nursing profession to fill the research gap.
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1. Introduction
Ethical climate is considered a group-based phenomenon, while at the individual level, it is
termed as psychological climate or perception of ethical climate (Parker et al., 2003). Perception
of ethical climate is more comprehensive, easily understood and considered more calculative in
nursing (Eisenberg and Riley, 2001). Climate is considered a facet of individual-organization
dyads that relatively encompasses and over simplifies across organizations (Vashdi et al., 2012).
Some theorists hold the opinion that in order to enhance accuracy and predictability, climate
must recount to particular content and ought to involve a comprehensive and worldwide
perception regarding the organizational settings (Bowman and Knox, 2008). Additionally,
Denison (1996) argued that the entire climate may perhaps signify a particular “dimension” of the
organizational culture. Ethical climate is the particular kind of work climate. The construct of
“perception of ethical climate” and “ethical work climate” is commonly used as interchangeable
terms (Eisenberg and Riley, 2001). Perception of ethical climate emphasizes a shared perception
of group norms regarding different practices, policies and procedures of organizing and the
peculiarities of these norms about organizational ethics (Martin and Cullen, 2006).
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Victor and Cullen (1988) conceptualized, “caring,” “law and code,” “rules,” “instrument” and
“independent” as five fundamental dimensions of ethical climate. These dimensions indicate ethical
behaviors because individuals are encouraged to align their behaviors with the standards and values
of the organization. Moreover, ethical climate is a unidirectional construct to identify the presence of
policies and practices of code of ethics, corporate policies on ethical practices, “communication of
ethical expectations to employees” and top management attitude related to implementing the ethical
standards in organization (Schminke et al., 2005). When employees perceive caring climate in the
organization they believe that organization is following a code of ethics and implementing and
practicing ethical policies for the betterment of employees as well as “society at large.” “Independent
climate perceptions” refer to moral values of individuals, whereas “instrumental climate perception”
refers to frequent change of behaviors which are usually based on self-interest on the expenses of
others (Martin and Cullen, 2006). “Law and code climates” guide ethical norms and behaviors on the
basis of external codes (professional and religious codes).
Finally, the “rules climate perceptions” are determined as the focal moral rules governed by
policies and structure of the organization (Martin and Cullen, 2006). It has been drawn from the
extensive research on the healthcare sector into how the contribution of perception of ethical
climate has an effect with regard of various essential individuals and organizational outcomes
(Martin and Cullen, 2006). Many researchers agreed that perception of ethical climate minimizes
the negative attitude of employees as well as turnover intention (Martin and Cullen, 2006).
However, previous literature has linked the perception of ethical climate to favorable job
outcomes like job satisfaction and organizational commitment (Martin and Cullen, 2006). There is
a narrow research on public healthcare sector organizations, but even then the findings of that
limited research strongly match with the private sector results (Vashdi et al., 2012). Employee
perceptions of ethical climate refer to their manifestation and understanding of organizational
ethical code alignment that others are also using the same conduct (Ashkanasy et al., 2000).
A healthy, ethical climate could also minimize the negative attitude of employees in the organization
(Menzel, 1995). Only a few studies have found that managers have less positive inclination toward
an ethical climate of their organization (Vigoda-Gadot and Kapun, 2005). However, the likelihood of
ethical sensitivity is larger in the public sector and can never be overlooked. In the USA, managers
of public sector unanimously discarded the claim that government ethics are lower than the
business morality (Bowman and Knox, 2008). In developing countries like Pakistan the research
regarding the role of ethical climate in influencing organizational cynicism and turnover intension is
more relevant since the nursing staff is facing many ethical dilemmas and nursing has become the
least sought after profession. For this reason, a study of ethical climate in the hospital setting in a
country such as Pakistan could shed light as a factor on organizational cynicism and some of the
nursing turnover experienced in healthcare settings there. Therefore, the aforementioned
information provides the context for our study of ethical climate and its relationship to organizational
cynicism and nursing turnover in Pakistan.

2. Theoretical support and hypotheses development
This study applies Blau’s social exchange theory which is based on the tendency of expectations
of people and it is also referred to as the expectations of future return of benefits given. Moreover,
in management studies, social exchange theory deals with the nature of social exchange
among employees and its consequences on work attitudes and behaviors. For example, social
exchange theory has been used to explain justice, mistreatment like incivility, bullying,
undermining, turnover intentions. Similarly, cynicism is characterized as a negative attitude which
is the result of poor social exchange among employees. In particular, Johnson and O’Leary-Kelly
(2003) pointed out that cynicism is the reaction of distributive and procedural violations among
social exchange of employees.
2.1 Perception of ethical climate and organizational cynicism
Bart and Cullen (1987) defined perception of ethical climate as “the shared perceptions of what is
ethically correct behavior and how ethical issues should be handled” (p. 52) within organizations.
On the other hand, Dean et al. (1998) defined organizational cynicism as a negative attitude
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toward one’s employing organization comprising three dimensions: a belief that the organization
lacks integrity; negative affect toward the organization; and tendencies to disparaging and critical
behaviors toward the organization that are consistent with these beliefs and affect. According to
Karatepe and Agbaim (2012), ethical climate mitigates negative attitude among employees
toward the institute and their colleagues. The authors found a strong negative association
between ethical climate and negative attitudes. Similarly, Wilson et al. (2013) conducted a study in
healthcare organizations and found that ethically distressed healthcare staff is frustrated and
disappointed. The authors argued that poor ethical climate increases ethical concerns that affect
not only healthcare professionals and administrators, but also the hospital’s reputation.
In addition, Wojtowicz et al. (2014) conducted a study in healthcare on Canadian baccalaureate
novice nurses. The authors reported significant moral distress due to a cynical attitude of the staff.
Likewise, Stachowicz-Stanusch and Simha (2013) conducted a study in Poland based on 200
healthcare professionals of seven hospitals and found a negative significant relationship between
caring, instrumental, independence, law and code and rules climate. Nurses encounter serious
ethical problems in providing patient care services. These ethical problems in practice can result
in ethics-related stress in healthcare providers. Ethics-related stress is an occupational stress
that is the emotional, physical and psychosocial consequence of moral distress. The main
reason for poor ethical climate often stems from personal mismatch and contradiction of an
individual’s beliefs and action that may cause cynical attitude including doubt, fear and frustration
(Austin et al., 2005).
Lack of rules and regulations and lack of caring climate may possibly be linked to the cause of
ethical distress in nurses which result in nurses having a cynical attitude. The experience of the
lack of ethical climate can cause a wide array of negative emotional and psychological
consequences. The emotional effects of moral distress can include frustration, anger and moral
outrage and negative attitudes (Austin et al., 2005). When nurses find themselves in morally
distressing situations, they may experience cynical attitudes and they may distance themselves
physically and emotionally from nurses and hospitals.
Moreover, Bulutlar and Öz (2008) found a strong negative association between perception of
ethical climate (rules and regulations climate, law and code climate, caring climate, instrumental
climate and independent ethical climate) and negative attitudes. Similarly, Beck et al. investigated
the relationship of perception of ethical climate and employee outcomes. The authors found that
perception of ethical climate is a strong predictor of employee attitudes and Dean et al. (1998)
characterized organizational cynicism as negative attitude toward one’s employing organization.
Likewise, Stledger et al. found that perception of ethical climate reduces frustration and
disillusionment among nurses. Therefore, on the basis of theoretical support the researchers
believe that it is essential to investigate the link between perception of ethical climate and
organizational cynicism. Thus, the researchers hypothesized that:
H1. There is a significant negative relationship between perception of ethical climate and
organizational cynicism.
2.2 Perception of ethical climate and turnover intention
Turnover intentions are defined as employees’ state of mind to leave an organization
(Singh et al., 1996). Hart (2005) contended that hospital ethical climate explained 25.4 percent
of the variance in positional turnover intentions and 14.7 percent of the variance in professional
turnover intentions. Rules and legal issues are considered widespread grounds of ethical
distress, hospital policies and laws that most often restrict healthcare providers or nurses from
taking possible action (Austin et al., 2005). Nurses acknowledged that the major cause of
their distress is hospital policies, which sometimes compel them to avoid their moral obligations
and to quit the hospital (Wilson et al., 2013).
It has been investigated through different studies that lack of rules and regulations climate, lack
of law and code climate, lack of caring climate, poor instrumental climate and lack of
independent ethical climate create emotional fatigue and job dissatisfaction which causes
turnover intention (Stachowicz-Stanusch and Simha, 2013). Similarly, Mulki et al. found a
strong negative correlation between perception of ethical climate and turnover intention.
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Likewise, Demirtas and Akdogan examined the relationship of perception of ethical climate
and turnover intention. The authors found that perception of ethical climate to be a strong
predictor of turnover intention. Additionally, Johnson et al. (2010) stated that after regulating
the characteristics of the nurse–hospital relationship, 11 percent intend to leave their job
because of poor care and lack of independent ethical climate in hospital. Moreover,
Stachowicz-Stanusch and Simha (2013) found a strong relationship between perception of
ethical climate and turnover intention. Similarly, Tamborini et al. examined the relationship of
perception of ethical climate and turnover intention and found a strong negative correlation.
Furthermore, McCarthy and Deady (2008) found that 13 percent left the nursing position
while 5 percent quit their profession altogether because of ethical distress or poor ethics
at work. From the above findings, it can be logically argued that improving ethical climate
of the hospitals may be essential for addressing turnover intensions of nurses. This notion
supports the hypothesis to investigate the relationship of perception of ethical climate and
turnover intention:
H2. There is a significant negative relationship between perception of ethical climate and
turnover intention.
2.3 Organizational cynicism and turnover intention
Shahzad and Malik found that negative attitude strongly predict turnover intentions. In another
study, Khan found a strong relationship between cynicism and turnover intention. In addition,
Laschinger et al. found that cynicism is the strongest predictor of turnover intentions. Likewise,
Leiter and Maslach analyzed that cynicism is a strong predictor of turnover intentions. Suzuki
et al. (2010) found that 4.6 percent of novice nurses intend to quit their jobs during the first 15months. Further, the author concluded that cynicism was revealed to be the most significant
factor affecting the turnover intention of novice nurses. Theoretically, this behavior has drawn
substantial interest from researchers and academicians.
Therefore, it is necessary to investigate the relationship of organizational cynicism and turnover
intention. Cynicism is taken as an attitudinal contaminant of burnout and an outlook of role
conflict or role ambiguity which is widespread in professions and it needs to be addressed as a
major task (Andersson, 1996). Therefore, human services are taken as an occupational field
that is prone to create organizational cynicism. It was observed that the probability of
detachment between effort and effect (outcome) was recognized as a major predecessor of
employee cynicism related to employment. In particular, those who look after disable patients
must accept the reality that disabled patients may not fully recover, and have little optimism
about change in their health because of their services (Suzuki et al., 2010). Furthermore,
Meyerson actively participated by providing evidence of multi-dimensionality of cynicism. The
author is considered among the few quantitative researchers into occupational cynicism and
supposed that in order to get an understanding of the relationship between employees and
co-workers, direct observation for a long time period foresaw the better perception of their
cynical expressions related to work problems. It was investigated that cynicism was expressed
more often in the form of cynical remarks or jokes. The individual is labeled as an organizational
cynic who is confident to ask questions and raise the voice of others who were reluctant to
express their feelings. The material of jokes and dialogues considered the major source of
unmet expectations and frustration and turnover intention. Thus, the following hypothesis is
derived from aforementioned literature:
H3. There is a significant positive relationship between organizational cynicism and turnover
intention (Figure 1).

3. Methodology
3.1 Participants and procedure
Currently, 8,692 registered nurses are working in public hospitals in Punjab province of
Pakistan. In the current study, 870 questionnaires were administrated among nurses in district
headquarters hospitals of the Punjab, Pakistan. The present study calculated the sample size by
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Figure 1 Proposed model

Predictor
Perception of Ethical
Climate
▪ Caring Climate
▪ Law and Code Climate
▪ Rules Climate
▪ Instrumental Climate
▪ Independent Climate

Mediator

Outcome

Organizational
Cynicism

Turnover
Intention

using the sample criteria suggested by Ruane. He suggested using the sampling ratios for various
population sizes, namely, 50, 30, 10, 1 and 0.025 percent sampling ratios for a population size of
500, 1,000, 10,000, 150,000 and 1 million, respectively. However, if the population size is very
small (up to 200), in that case, Ruane suggests doing a census. A total of 668 completed
questionnaires were selected after addressing the missing values, out of which 290 respondents
were in the range of 20-24 years old and 108 nurses were in the range of 25-29 years old while
196 were 30-35 years old and the remaining 74 nurses were 36 years old or greater. Further
information was obtained about the nature/type of contract of nurses, 25.3 percent were
permanent and 15.1 percent were contractual while 59.6 percent were trainee/novice nurses.
Additionally, a multistage non-probability sampling was employed to target the population. At the
first stage, district headquarters were selected on the basis of convenience sampling. At the
second stage, questionnaires were administrated by using quota sampling. A quota of 87 nurses
was fixed and data were obtained from ten district headquarters hospitals to achieve the desired
sample size. The reason for using quota sampling is to ensure that the sample is a true
representation of the entire population. Additionally, it also allows us to study traits and
characteristics of each subgroup.

3.2 Measurement
3.2.1 Perception of ethical climate. The construct of the perception of ethical climate will be
operationalized by using the measures of 26 items developed by Victor and Cullen (1988) to
investigate the extent to which healthcare professionals perceived that healthcare sector has
strong or weak ethical climate by. In the present study, ethical climate will be operationalized by
using its five components, i.e., caring climate, law and code climate, rules climate, instrumental
climate and independent climate. A sample item of perception of ethical climate is: “What is best
for everyone in the hospital is the major consideration here.” Omari examined the reliability of this
instrument and reported the value of Cronbach’s α to be 0.81. In another instance, a study
conducted by Riley examined a reliability of this instrument and found to be 0.88 the value
of Cronbach’s α.
3.2.2 Organizational cynicism. In the current study, organizational cynicism is operationalized by
using the measures of Dean et al. (1998). They operationalized organizational cynicism into three
forms, i.e. cognitive, affective and behavioral. According to Dean et al. (1998), organizational
cynicism is a negative attitude toward one’s employing organization comprising three dimensions: a
belief that the organization lacks integrity; negative affect toward the organization; and tendencies
to disparaging and critical behaviors toward the organization that are consistent with these beliefs
and affect. They developed 14 items to measure organizational cynicism. A sample item is “I believe
that my hospital says one thing and does another.” Shahzad and Mahmood (2012) utilized this
instrument and reported Cronbach’s α to be 0.83 in their study. Another instance, Neves (2012)
reported the value of Cronbach’s α to be 0.77 in his study.
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3.2.3 Turnover intention. The construct of turnover intention is operationalized with six items by
using the measures developed by Wayne et al., to measure nurse’s turnover intention.
Respondents gave their opinion from 1 as strongly disagree with 7 as strongly agree. A sample
item to operationalize the turnover intention is “I often think about quitting my job at my hospital.”
Lee et al. utilized this instrument and reported the value of Cronbach’s α to be 0.89.
Another instance, Galletta et al. found the reliability of this instrument and reported the value of
Cronbach’s α to be 0.89.

4. Data analysis
Table I shows that the mean value of perception of ethical climate is 3.98 which is close to 4 it
means the majority of the respondents were agreed and 0.348 is the standard deviation of
perception of ethical climate which shows 34.8 percent variation among responses. Moreover,
perception of ethical climate negatively and significantly correlated (r ¼ −0.50**, −0.34**) with
organizational cynicism and turnover intention at p o0.01, respectively. The mean value
of organizational cynicism is 1.85 close to 2 it means the majority of the respondents were
disagreed and 0.258 is the standard deviation of organizational cynicism which shows
25.8 percent variation among responses. Moreover, organizational cynicism positively and
significantly correlated (r ¼ 0.56**) with turnover intention at p o0.01 while the mean value of
turnover intention is 1.86 which is close to 2, it means the majority of the respondents were
disagree and total variation among their responses is 10.3 percent.
4.1 Confirmatory factor analysis (CFA)
In the current study, a CFA was tested in the form of five different models to compare the best
model for the perception of ethical climate. The criteria for eliminating the item were set on the
basis of the factor loadings (FL) and the residual values of the each item. The FLW 0.30 or above
was selected to retain the item while ±2.80 was selected the standard value of each residual to
delete the items. Table II shows CFA of five-factor model (independence ethical climate, caring
climate, rules and regulations, instrumental, law and code climate) of perception of ethical climate.
To compare five-factor model with other models, the researchers investigated four-factor model
(independence ethical climate, caring climate, rules and regulations climate and instrumental
climate). Additionally, three-factor model (independence ethical climate, caring climate and rules
and regulations climate) was tested and dramatically the results of three-factor model were
reduced from four-factor model but the χ2 value was significantly improved that shows the
chances of better fit. Furthermore, two-factor model (independence ethical climate and caring
climate) was tested and the results were compared with other models. Another attempt was
made, a single factor model of perception of ethical climate was tested and all 25 items were
loaded on a single factor. After applying the χ2 difference test, a single factor model was selected
to examine the further analysis of perception of ethical climate. Moreover, Table III shows the FL,
average variance extraction and construct reliability of the scale.
4.2 Path analysis
In the current study, all the direct effects were investigated by using structural equation
modeling (SEM) as shown in Table IV and then organizational cynicism was incorporated in
Table I Correlation analysis
Time 1
Variables

Mean

SD

PEC

OC

TI

PEC
OC
TI

3.98
1.85
1.86

0.348
0.258
0.103

1
−0.501**
−0.337**

1
0.560**

1

Notes: PEC, perception of ethical climate; OC, organizational cynicism; TI, turnover intention. **po0.01
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Table II Results of confirmatory factor analysis
Variables

χ2

Perception of ethical climate
5-factors model
779.33
4-factors model
366.60
3-factors model
304.24
2-factors model
172.77
1-factor model
86.68
Organizational cynicism
2-factors model
181.989
1-factor Model
93.353
Turnover intention
1-factor model
25.350

df

χ2/df

RMSEA

GFI

CFI

NFI

258
144
74
29
23

3.021
2.546
4.111
5.958
3.769

0.055
0.048
0.068
0.086
0.064

0.919
0.947
0.941
0.953
0.977

0.943
0.965
0.953
0.956
0.985

0.917
0.943
0.938
0.948
0.985

57
22

3.193
4.243

0.057
0.070

0.959
0.976

0.966
0.976

0.951
0.969

7

3.621

0.063

0.987

0.993

0.991

Notes: n ¼ 668. GFI, goodness of fit index; NFI, normed fit index; CFI, comparative fit index; RMSEA, root
mean square error of approximation

between the relationship of perception of ethical climate and turnover intention. Moreover,
when organizational cynicism was tested in between the relationship of perception of ethical
climate and turnover intention, the direct relationship of perception of ethical climate was
insignificant (β ¼ −0.049; p o 0.05). Table V shows the total effect (β ¼ −0.258; p o 0.05) of
perception of ethical climate on turnover intention along the mediating effect of organizational
cynicism while the direct effect (β ¼ −0.049; p o 0.05) of perception of ethical climate and
turnover intention are less than the indirect effect (β ¼ −0.209; p o 0.05) as shown in Table V.
Results indicate full mediation which shows that there is the strong mediating effect of
organizational cynicism between the relationship of perception of ethical climate and turnover
intention in nursing staff.

5. Discussion
To address this research question, two hypotheses were investigated. First, there is a significant
negative effect on perception of ethical climate of organizational cynicism. Findings indicate
statistically significant negative effect on perception of ethical climate of organizational cynicism.
Results demonstrate that when the ethical climate in hospital increases, it reduces negative
attitude among nursing staff. The results of the current study are consistent with the previous
studies ( Johnson and O’Leary-Kelly, 2003; Fleming, 2005; Cole et al., 2006; Feldman, 2000;
Fleming, 2005; Vashdi et al., 2012) and strengthen their findings. Additionally, Lee et al. pointed
out that distress and negative emotions resulted in establishing the poor ethical climate that
further effects employee attitude. Similarly, Karatepe and Agbaim (2012) found that healthcare
professionals encounter serious ethical problems in providing their services. These ethical
problems in practice result in cynical attitude.
Similarly, Wojtowicz et al. (2014) pointed out that ethical climate reduces doubt, fear, frustration
and cynical attitudes among employees. In other study, Stachowicz-Stanusch and Simha (2013)
argued that the perception of ethical climate strongly predicts employee attitude while they
expect strong socialization with each other. However, due to the political and economic instability
of Pakistan, it was expected that there may be a poor correlation between perception of ethical
climate and organizational cynicism. The possible reason of strong negative correlation between
perception of ethical climate and organizational cynicism may be the time duration of data
collection. At that time a well-known political party, “Pakistan Muslim League Nawaz” (PMLN)
came into power after 14 years. The new Govt. significantly improved the climate of public health
sector and made better changes in the healthcare system. Because the top management of
PMLN belongs to Punjab province, whenever it comes to power, significant changes are made.
Furthermore, the results found strong negative correlation between perception of ethical
climate and organizational cynicism (r ¼ −0.337, p o 0.05). Second, in the current study,
it was hypothesized that there is a significant negative effect of perception of ethical climate on
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Table III Results of CFA
Items

FL

AVE

CR

Perception of ethical climate
“In this hospital, people are expected to follow their own personal and moral beliefs”
“In this hospital, people are guided by their own personal ethics”
“People are expected to do anything to further the hospital’s interests, regardless of the consequences”
“Each person in this hospital decides for themselves what is right and wrong”
“The most important concern in this hospital is each person’s own sense of right and wrong”
“The major responsibility of people in this hospital is to control costs”
“In this hospital, it is expected that you will always do what is right for the customers and public”
“The most efficient way is always the right way in this hospital”
“The most important concern is the good of all the people in the hospital as a whole”
“In this hospital, people look out for each other’s good”
“Our major concern is always what is best for the other person”
“What is best for everyone in the hospital is the major consideration here”.
“Successful people in this hospital go by the book”
“People in this hospital strictly obey the company policies”
“It is very important to follow the hospital’s rules and procedures here”
“Everyone is expected to stick by hospital rules and procedures”
“People here are concerned with the hospital’s interests to the exclusion of all else”
“There is no room for one’s own personal morals or ethics in this hospital”
“In this hospital, people are mostly out for themselves”
“Work is considered substandard only when it hurts the hospital’s interests”
“In this hospital, people protect their own interests above all else”
“In this hospital, the law or ethical code of their profession is the major consideration”
“People are expected to comply with the law and professional standards over and above other considerations”
“In this hospital, the first consideration is whether a decision violates any law”
“In this hospital, people are expected to strictly follow legal or professional standards”

0.70
0.81
0.68
0.66
0.78
0.81
0.80
0.69
0.77
0.71
0.83
0.74
0.87
0.86
0.82
0.80
0.74
0.65
0.70
0.83
0.76
0.69
0.61
0.83
0.88

0.84

0.99

Organizational cynicism
“I often talk to others about the ways things are run in my hospital”
“I see little similarity between what my head nurse says it will do and what it actually does”
“I exchange “knowing” glances with my coworkers”
“I often experience tension when I think about my hospital”
“My hospital expects one thing of its employees, but rewards another”
“When my hospital says it’s going to do something, I wonder if it will really happen”
“I criticize my hospital’s practices and policies with others”
“I often experience aggravation when I think about my hospital”
“My hospital’s policies, goals, and practices seem to have little in common”
“I complain about how things happen in my hospital to friends outside the organization”
“I often experience irritation when I think about my hospital”
“I often experience anxiety when I think about my hospital”
“I find myself mocking my hospital’s slogans and initiatives”

–
0.58
0.69
0.74
0.72
–
0.63
0.72
–
–
0.73
0.81
0.74

0.75

0.94

Turnover intention
“I am actively looking for a job outside my hospital”
“I often think about quitting my job at my hospital”
“As soon as I can find a better job, I’ll leave my hospital”
“I think I will still be working at my hospital one year from now”
“I am seriously thinking about quitting my job at my hospital”
“I am confident that I will be able to work for my hospital as long as I wish”

0.87
0.81
0.91
0.85
0.72
0.62

0.74

0.93

Notes: FL, factor loadings; AVE, average variance extraction; CR, construct reliability

turnover intention among nursing staff. The findings of the current study show strong
negative correlation between perception of ethical climate and turnover intention while the
coefficient of regression (β ¼ −0.07; P o 0.05) is also significant and has a negative impact.
This means that when ethical climate in hospital increases, the intention among employees to
quit the hospital is decreased.
The findings of the current study are consistent with previous studies (Schminke et al., 2005;
Martin and Cullen, 2006; Martin and Cullen, 2006). Moreover, Beeri et al. found that caring
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climate, instrumental climate, rules and regulation climate, ethical work climate reduced turnover
intention among nursing staff. Furthermore, Victor and Cullen (1988) argued that the three
standards of ethical behavior for employees wishing to maximize own interest, desire to do good,
and an abstract desire to do what is right irrespective of the outcome or the impact on others
that yields nurses to retain their job in the hospital and reduces their turnover intentions. Victor
and Cullen (1988) examined the relationship of ethical climate with turnover intention among
nursing staff.
According to their analysis, ethical climate negatively and significantly affects turnover intentions.
Moreover, Victor and Cullen (1988) investigated the perception of ethical climate with turnover
intention, identifying “caring,” “law and code,” “rules,” “instrument” and “independent” as five
fundamental dimensions of ethical climate. These dimensions indicate ethical behaviors because
individuals are encouraged to align their behaviors with the standards and values of the
organization. They found that perception of ethical climate is a significant predictor of turnover
intention. Moreover, Beeri et al. analyzed perception of ethical climate as a unidirectional
construct to identify the presence of policies and practices of code of ethics and their relationship
with turnover intention, and found a strong negative impact on the perception of ethical climate on
turnover intention. Schminke et al. (2005) concluded that when employees perceive rules and
regulations and caring climate in the organization they believe that the organization is following a
code of ethics and implementing and practicing ethical policies for the betterment of employees
as well as society at large. It is then that they become loyal to the organization resulting in
reducing turnover intentions.
5.1 Implications
The findings of the present study have several theoretical implications. The current study
extended the predictors and outcome of organizational cynicism in nursing profession.
The present study has extensive implications in terms of theoretical, methodological and
contextual in the subject of organizational behavior and organizational development in the field of
human resource management. The major theoretical contribution of this study is that the
researchers explored the mediating role of organizational cynicism between the relationship of
perception of ethical climate and turnover intention.

Table IV Standardized estimates of path analysis
Indications of relationship of variables
TI
OC
TI

←
←
←

Standardized estimate
−0.049
−0.393
0.531

PEC
PEC
OC

SE

CR

p

Results

0.009
−1.596 0.110 Insignificant
0.028 −10.255
***
Significant
0.012
18.275
***
Significant

Notes: PEC, perception of ethical climate; OC, organizational cynicism; TI, turnover intention

Table V Direct, indirect and total effects of constructs
Time 1
Endogenous variables

Effects

Organizational cynicism

Direct effect
Indirect effect
Total effect
Direct effect
Indirect effect
Total effect

Turnover intention

PEC

OC

−0.393
0.000
−0.393
−0.049
−0.209
−0.258

0.000
0.000
0.000
0.531
0.000
0.531

Notes: PEC, perception of ethical climate; OC, organizational cynicism; TI, turnover intention
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Methodologically, the present study provides reliable and validated instruments for investigating
these variables in developing countries having collectivist society. Additionally, in previous studies
( James, 2005), the majority of the researchers adopted a conventional approach and used
analysis of variance to analyze the control variables. In the current study control variables are
tested by using a path analysis in AMOS. In previous studies ( James, 2005), the researchers
investigated moderated mediation by using hierarchical moderated regression analysis while in
the current study SEM is used to test the moderated mediation which is a more powerful tool to
investigate moderated mediation. Another methodological issue of common method variance
which has been reported in many studies (Laschinger and Grau, 2012; Wilson et al., 2013;
Wojtowicz et al., 2014; Laschinger and Fida, 2013; Suzuki et al., 2010) is analyzed by using SEM
and no variance was found in the results. Moreover, the researchers further validated the
instrument of variables which are mentioned in the conceptual framework.
The findings of the current study have several implications for the human resource directors and
head nursing staff. First, the results found strong negative correlation among perception of ethical
climate, organizational cynicism and turnover intention. It is evident that by increasing ethical
climate in hospitals, nursing directors can significantly reduce negative attitude and turnover
intention among nurses. For instance, by improving caring climate, strictly implementing rules and
regulations, establishing law and code, developing instrumental climate and providing an ethical
climate in hospital nursing managers can reduce the cynical attitude of nurses toward their
hospital and colleagues. As well the management of hospital can retain their skilled nurses for a
longer period of time.
Second, the current study found a significant relationship between organizational cynicism and
turnover intention. A critical challenge to the healthcare sector is an ongoing nursing shortage and
high turnover of nurses. Such matters have high costs for hospitals as well as nursing staff.
Recent studies have confirmed that in developing countries where growth of population is large,
these challenges would continue during the coming years. For the survival of healthcare
organizations the hospital management should take steps to decrease the turnover intention
among nurses. The findings of the current study show when organizational cynicism increases,
turnover intention is also increased. Cynicism is the reaction of frustration, disillusionment and
stress. Therefore, the hospital management should conduct stress management programs to
reduce the cynical attitude among nursing staff.
Fifth, results suggested the significant intervening effect of organizational cynicism between
perception of ethical climate and turnover intention. Although ethical climate directly affects the
turnover intention among nurses, the hospital management should address the role of
organizational cynicism by formulating coping strategies to reduce the negative attitudes
among nursing staff. Moreover, the managers should conduct seminars, conferences and
workshops to enhance the positivity and character building of nursing staff not only within
hospital premises but also in society at large. Thus, the nursing staff could identify themselves
as professionals, because nursing profession in Pakistan is disregarded and negatively
portrayed by the people.
5.2 Limitations
First of all, the research was quantitative in nature using survey questionnaires. It would be better
if it was complemented with some form of qualitative methods to have a better understanding of
the interplay between ethical climate organizational cynicism and turnover intention.
Second, the population of the group surveyed is limited to the Punjab region in Pakistan, which
might not represent the other provinces which have different socio-economic and cultural values.
In addition, the nurses’ overloaded work, to some extent, might affect their questionnaire
response which could cause biasness.
5.3 Directions for future research
The present study offers theoretical, methodological and contextual future directions based
on the findings of this study. Contextually, the researchers think that contextual factors
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(political, economic and social) also affect the organizational cynicism. Therefore, the current
study offers a research question:
RQ1. Do political, economic and social factors significantly affect the organizational cynicism in
healthcare services?
One-third of the sample of the current study is based on the population of Punjab public district
headquarters hospitals. The results of the current study can be generalized in other provinces of
Pakistan. The future study should address this issue in private hospitals as well to get a clearer
picture of organizational cynicism among the nursing staff. Finally, this model can be tested in
other stakeholders of nursing staff like doctors, paramedical staff and administrative staff to get a
better perspective of the environment within the medical sector.
5.4 Conclusion
From aforementioned discussion, the researchers concluded that the perception of ethical
climate mitigates cynical attitude and turnover intention among nursing staff and also
organizational cynicism fully mediates the relationship between perception of ethical
climate and turnover intention. Therefore, it is the responsibility of top hospital management
to build a climate fostering care, rules and regulations, laws and codes, instrumental and
independent ethics.
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Obstetric complications and delays in
seeking emergency care in poor settings
of northern India
Nizamuddin Khan

Abstract
Purpose – Huge gap exists between demand and supply of seeking health care leads to remain high
maternal mortality in rural areas of Uttar Pradesh, India. The purpose of this paper is to make an effort in
this direction.
Design/methodology/approach – This paper draws on Three Delays Model to understand the reasons
behind poor maternal health outcomes among 964 currently married women aged 15–34, given birth in last
two years preceding the survey including six case studies in poor settings of Northern India.
Findings – Receiving minimum four antenatal care and identifying the severity of obstetric complications
during pregnancy was quite low (7 and 34 per cent, respectively). Major delay in seeking care in district was
decision delay (average four days) followed by arranging transportation (average 4 hours) and start treatment
within an hour after reaching health facility. Health services and trained human resources are mainly
concentrated at towns and poor supply of drugs and equipment in labour room is always in demand at
primary level in the district in area. Delays in decision making, travel and treatment compounded by ignorance
of obstetric complications and poor healthcare infrastructure are the major contributing factors of maternal
deaths in the district in area.
Originality/value – Interventions to improve timely seeking of medical care for obstetric complications may
need to more effectively target husbands and family members rather than women. Strengthening of primary
and secondary level facilities and timely referral to tertiary level care can play a crucial role in improving
obstetric care in the district in rural areas.
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Introduction
Global attention to safe motherhood has grown significantly in the past decade. About 800 women
die from pregnancy or childbirth related complications around the world every day (WHO, UNICEF,
UNFPA and the World Bank Estimates, 2012). Although the reduction of maternal mortality
levels is a key Millennium Development Goal (MDG), community-based evidence on obstetric
complications and maternal care-seeking behaviour remains limited in low-resource countries
(The Millennium Development Goal Report, 2010; Haines and Cassels, 2004). As the world moves
from the MDGs to the Sustainable Development Goals (SDGs), high mortality continues in
some populations, presenting a major challenge to one of the strategic cornerstones of the SDGs
agenda – reducing inequities – “leaving no one behind” (UN, 2014; UNDP, 2016). The challenge to
replicate this success for all populations by 2030 is complex but not insurmountable.
Women die because of complications during pregnancy, delivery and the postnatal period.
The major complications that account for 80 per cent of all maternal deaths are postpartum
haemorrhage, infections (usually after childbirth), high blood pressure during pregnancy
(pre-eclampsia and eclampsia) and unsafe abortion (Filippi et al., 2000). Factors that prevent
women from seeking care during pregnancy and childbirth are poverty, lack of information,
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distance, inadequate services and harmful traditional practices (Ronsmans and Graham, 2006;
Murray, 1996). Poor women, particularly those living in remote areas, are least likely to receive
adequate health care (Mavalankar and Rosenfield, 2005; Johnston et al., 2003). Millions of births
are not assisted by a midwife, a doctor or a trained nurse (Carroli et al., 2001). Most maternal
deaths are preventable, if they can have access to maternal and child health care and skilled
birth attendance and post-delivery care for mother and new-born at the right time without delay
(Filippi et al., 2000; Carroli et al., 2001; Chakraborty et al., 2003; Ali et al., 2005).
Maternal and new-born health in India is of global importance as the estimated number of
maternal deaths in India is 115,000 annually, over 20 per cent of the global burden of maternal
mortality, with wide variations by state (State of the World’s Mothers Report , 2013; Vital Statistics
Division, 2011). Uttar Pradesh (UP) is the most populous state (200 million) in India with around
17 per cent of the country’s population, and higher percentage of maternal deaths (29 per cent)
(Census 2011; Office of the Registrar General, 2012/2013).
India’s Child Survival and Safe Motherhood and Reproductive and Child Health programs have
envisaged promoting better antenatal care (ANC), increasing the number of institutional
deliveries, and increasing the availability of emergency obstetric care (Uttar Pradesh Population
Policy, 2000). The National Rural Health Mission, launched in 2005, consistently reiterates the
government’s commitment to establish a continuum of care for mothers, new-borns and children
through Accredited Social Health Activists (ASHAs) in rural areas.
The maternal mortality ratio (MMR) in UP was 359 (number of maternal deaths per 100,000 live
births) in 2007–2009, the second highest in the country (Vital Statistics Division, 2011).
However, since 2007 there has been a significant decline in the MMR in the state, estimated
258 in 2012–2013 (Vital Statistics Division, 2011). Still regional variations exist in the MMR in
UP, varying from 151 in the western region to 366 in the eastern region (Devipatan region).
Bahraich is one of the districts in eastern region where infant and maternal mortality is the
highest (Patricia and Roger, 2010).
This paper draws on the Three Delays Model; delay in seeking care, delay in arrival at a health
facility, and delay in the provision of adequate care (Deborah et al., 1997) to understand the
reasons behind poor maternal health outcomes for women living in rural areas in Bahraich District
of UP.

Materials and methods
Study area
Bahraich district with a population of 3.5 million is one of the Northern districts in the Indian state
UP. The sex ratio ( females per 1,000 males) in the district is 891, showing a strong bias towards
male children, and a manifestation of gender inequality in the area (Patricia and Roger, 2010).
Bahraich is considered a “high focus district”, for its poor maternal and neonatal health indicators
in UP state. Ninety-two per cent of the population lives in rural areas, yet government health
facilities show a strong urban bias. Even rural health facilities are generally located only in larger
villages. These rural health facilities often lack basic equipment and sufficient human resources
(Office of the Registrar General, 2012/2013).
Eligible respondent
Currently married woman aged 15–34 years who had given birth in the two years preceding the
survey date was considered as eligible respondent.
Sample size
A total of 964 women from 1,000 sampled households were successfully interviewed. In the first
stage, 50 villages were selected using probability proportional to size methodology. All the
households in the selected villages were listed and grouped into households having an eligible
woman. In the second stage, all the households with eligible women constituted the sampling
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frame and 20 households were selected using circular systematic random sampling approach for
interview. Information was collected at the family and individual level using a household
questionnaire and women questionnaire, respectively.
Health facility audit
To understand the availability of comprehensive obstetric care facilities, all government health
facilities conducting deliveries in the district were audited to assess the availability of
infrastructure, human resources, functional equipment in the labour room and drugs and
medicines. In all, 113 public health facilities (one district hospital, six CHCs, 10 block PHCs,
44 additional PHCs and 52 Sub Centres) were audited.
Case studies
To understand obstetric care in detail, a verbal autopsy of six cases of maternal death that
occurred in the three months preceding the survey date were also conducted.
Ethical consideration
Prior to data collection, the study protocols were reviewed and approved by the Population
Council’s Institutional Review Board in New York. Informed consent was taken from all
respondents before the interview.
Data collection
Data collection was carried out during the months of July–September 2011 by an independent
research organisation. Questionnaires were pretested for appropriateness and local language.
Data collection was carried out by six interview teams; each team comprised four female
interviewers, a female field editor (who reviewed completed questionnaires) and a male supervisor
( for overall team management). The principal investigator and six field coordinators supervised
the data collection to ensure the quality of the information gathered.
Analytical approach
The analytical approach includes the simplest forms of quantitative (statistical) analysis, involving
frequency distribution using Statistical Package for the Social Sciences (SPSS), version 15.0, besides
triangulation of both qualitative (case studies) and quantitative findings. Data analysed were on
awareness, prevalence and care-seeking practices of obstetric complications. Further data analysed
for a sample of women who had experienced obstetric complications and sought treatment in line
with the three-delay model–deciding to seek appropriate medical help for an obstetric emergency;
reaching an appropriate obstetric facility; and receiving adequate care when a facility is reached.

Results
Respondents’ profile
Almost one-third of respondents were Muslims and one-fourth were from scheduled castes/tribes
in the district (Table I). Only 27 per cent were literate, 21 per cent had access to a mobile phone and
around 38 per cent had exposure to mass media (reading newspaper/listening radio/watching
television at least once a week). The mean age of women was 25 years, and the average
age of initiating cohabitation was 17 years. The mean number of children ever born was 3.3.
Only one-third of women had received ANC in the first trimester and a negligible proportion
(7 per cent) had received the minimum four ANC during pregnancy. Among the deliveries occurred
at home (63 per cent), 12 per cent were assisted by a skilled birth attendant and 15 per cent had
received postnatal care within six weeks of delivery.
Awareness of obstetric complications
Almost three-fourths of women were aware of at least one obstetric complication in the district.
One-third of women could spontaneously report at least three pregnancy and post-delivery
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Table I Socioeconomic and demographic profile of 964 currently married women aged
15–34 who have given birth in last two years of preceding the survey date
Selected background characteristics

Per cent

Number

Religion
Hindu
Muslim

68.1
31.9

656
308

Ethnicity
SC/ST
Other

23.2
76.8

224
740

Age
Mean (SD)

25.2 (4.6)

964

Education
Illiterate
Literate

72.7
27.3

701
263

Age at starting cohabitation
Mean (SD)

16.6 (5.2)

964

Children ever born
Mean (SD)
Exposure to any mass mediaa
Per cent women who own mobile
Antenatal check-up in first trimester
Minimum four antenatal check-ups
Institutional delivery
Delivery assisted by Doctor/Nurse/LHV/ ANM)
Post-delivery stay at facility in hours2 Mean (Median)
C-section deliveryb
Postnatal care (within 42 days after delivery)

3.3 (2.1)
37.8
20.7
34.4
7.0
36.7
48.5
10 (5)
4.3
15.3

964
364
200
332
67
354
468
354
15
147

Notes: aReading newspaper/listening radio/watching television at least once a week; bout of those had
institutional delivery (N ¼ 354)

complications (Table II). Severe abdominal pain (44 per cent) and severe weakness (35 per cent)
were the most commonly reported pregnancy related complications. Severe abdominal pain
(43 per cent), high fever (41 per cent), excessive vaginal bleeding (32 per cent) and severe
headache (20 per cent) were most commonly reported post-delivery complications. reported
spontaneously. Among women who had received an ANC, only 43 per cent were advised by
health workers about the place of treatment if complications developed during pregnancy.
Friends/relatives and family members (67 per cent) were the major source of knowledge of
obstetric complications in the district rather than health care providers (34 per cent).
Prevalence of obstetric complications
Overall 67 per cent of women reported experiencing at least one complication during pregnancy
or the post-partum period. More than half reported at least one problem during pregnancy,
23 per cent reported a delivery related problem while 42 per cent reported at least one postnatal
problem (Table II). Convulsions and excessive bleeding were the two most important causes of
maternal death, reported in 8 per cent and 14 per cent of cases during pregnancy and delivery or
post-delivery period, respectively. The most commonly reported complications during pregnancy
were severe weakness (25 per cent) and severe abdominal pain (20 per cent). Malodorous/foul
smelling vaginal discharge (21 per cent) and high fever (22 per cent) due to infection were
frequently reported problems during the first week of post-partum period.
Seeking care for obstetric complications
Among the study participants, 67 per cent have been developed obstetric complications
during pregnancy, delivery or post-delivery period. Among women with complications,
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Table II Per cent knowledge and experience of obstetric complications during pregnancy, delivery and post delivery period
Obstetric complications
Vaginal bleedinga
Severe headache
Blurred vision
Convulsions/Loss of consciousness
Swollen hands/face
High fever
Difficulty in breathing
Severe weakness
Severe abdominal pain
Watery discharge/leakage
Accelerated/reduced foetal movement
Labour lastingW12 hours
Placenta not delivered after 30 minutes
Retained placenta
Malodorous/foul smelling vaginal discharge
At least one
At least two
At least three
None
Number of women

Pregnancy
Knowledge
Experienced
15.9
12.5
8.5
4.1
17.3
17.6
8.1
35.1
44.0
16.6
15.4
–
–
–
–
76.9
60.7
34.9
23.1
964

Delivery
Knowledge
Experienced

5.5
13.5
12.2
3.7
15.7
15.1
7.7
24.9
19.8
9.2
4.5
–
–
–
–
52.0
33.2
18.6
48.0
964

21.9
14.3
–
8.6
–
24.5
–
–
–
–
–
21.7
17.5
–
–
64.7
33.3
9.6
35.3
964

5.2
9.7
–
7.7
–
3.2
–
–
–
–
–
10.5
2.0
–
–
22.5
9.2
2.8
77.5
964

Post-delivery
Knowledge
Experienced
32.4
20.4
8.2
11.9
10.2
41.2
–
–
43.0
–
–
–
–
18.7
4.6
77.2
63.2
35.0
22.8
964

8.8
11.5
4.4
4.0
3.9
21.8
–
–
3.0
–
–
–
–
1.0
21.1
42.0
19.9
8.6
58.0
964

Note: aVaginal bleeding during pregnancy period, severe vaginal bleeding during delivery period and heavy/excessive vaginal bleeding during post
delivery period

two-thirds reported severe obstetric complications (excessive vaginal bleeding, convulsions,
severe abdominal pain, high fever/chills after delivery). Once they perceived severity of
complication due to excessive vaginal bleeding, convulsions, severe abdominal pain, severe
headache and high fever, 61 per cent sought treatment from trained health professionals
(Figure 1).
Women who had given birth in a facility reported more obstetric complications (75 per cent)
as compared to those who delivered at home (62 per cent). Most frequently reported reasons
cited by women for not seeking treatment for obstetric complications were the perception
that treatment was not necessary or the condition was not serious (60 per cent) and
cost-related considerations (24 per cent). Service-related barriers to seeking care
included transportation and access issues (16 per cent), family opposition (12 per cent)
and concerns related to treatment quality were also mentioned as other reasons for not seeking
the treatment.
Delays in seeking care for obstetric complications
All types of complications perceived severe (excessive vaginal bleeding, convulsions, severe
abdominal pain, high fever, severe headache) by women were examined to illustrate the delays
in obtaining appropriate obstetric care. Table III provides information on delays in getting
adequate care as reported by 426 women who perceived severe complications during
pregnancy, delivery or post-delivery period and experienced delays in; Decision-making about
treatment seeking after recognition of the complication, Arranging means of transport/road
connectivity to the health facility, and Receiving treatment after reaching the health facility or
facilities visited.
Decision delay
The first delay refers to the delay in recognising emergency obstetric complications and making a
prompt decision to seek care. Data reveal that 55 per cent took 2–7 days while another
41 per cent took more than a week to recognise the complications. Moreover, after recognising
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Figure 1 Health care seeking among women with obstetric complications

All women who have given birth in
last two years preceding the survey
(N = 964)

Women with obstetric complications
67% (N = 645)

Perceived less severe
complications
34% (N = 219)

Sought treatment
71% N = (155)

Treatment by qualifiedb
number of health
professional
0% (N = 0)

Perceived severea
complications
66% (N = 426)

Sought treatment
83% N = (354)

Treatment by qualified/trainedb
number of
health professional
61% (N = 216)

Notes: aExcessive vaginal bleeding, convulsions, severe abdominal pain,
high fever/chills after delivery; bGovernment doctor, private doctor with
MBBS degree, staff nurse/lady health visitor (LHV)/auxiliary nurse
midwife (ANM)

the complication, 42 per cent had taken a decision in 4–7 days, and 27 per cent decided after a
week to seek treatment at a clinic/hospital.
Only a quarter of women reported being involved in taking the decision to seek care. Husbands
and in-laws were the main decision makers in the family for seeking care (67 per cent). Overall,
four days were taken to take a decision to seek care (Figure 2). Few case studies of maternal
deaths are described below the delay in decision making. The pathway to care seeking in health
facilities is shown in Figure 3.
Case 1: my wife was seven months pregnant…
My wife told me about weakness and abdominal pain in the seventh month of pregnancy but I did
not pay attention. Again, after three days she complained to me about the same problem, but
I did not give it attention as I was quite busy in my furniture work. I told her (my wife) if it is not
bearable then, we can go to the doctor immediately, else we can go to the doctor after I finish my
work after two days. After 10 days of her first complaint, she had vaginal bleeding in the
afternoon. I immediately rushed to the village doctor. The doctor advised me to take her to
hospital. I reached the CHC in the evening, but there was no doctor. Without wasting time, I took
her to the district hospital on my motorbike. By the time I reached the hospital my wife was
semiconscious and she was not even able to talk. Doctors immediately attended to her and
asked for her ultrasound and other tests. The doctor said that there is a dead child inside her
womb and they have done the operation. I could not save my wife as she died after one day in
hospital. Doctors told me that I was late in bringing her to hospital as the problem was there from
the last one month. She was 31 years old and had three children. It was her fourth pregnancy.
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Table III Delays in the search for, access to, and provision of adequate care among
women who had perceived severe complications during pregnancy, delivery and
post-delivery period
Per cent

Number

Time elapsed to recognise severity of complication
Within a day
2–3 days
4–7 days
After a week

4.2
17.5
37.8
40.5

18
75
161
173

Time elapsed between realizing that complication is severe and seeking help
Within a day
2–3 days
4–7 days
After a week

8.5
23.4
41.5
26.6

36
100
177
113

Time elapsed for arranging the transport
o1 hour
1-2 hours
2-5 hours
W5 hours

18.5
34.1
38.2
9.2

79
145
163
39

Time elapsed to reach hospital/clinic
o1 hour
1–2 hours
2–5 hours
W5 hours

17.5
22.3
44.5
15.7

75
95
190
67

Mode of transportationa
Private car/tempo
Public transport (train/taxi/bus/tempo)
Tractor
Motorbike
Bicycle/cycle rickshaw
Other (boat/bullock cart/Walking/palki)

6.1
30.0
5.6
18.9
26.0
21.2

26
128
24
81
111
90

Time elapsed for receiving adequate and appropriate treatment
Immediately/within 30 minutes
31–59 minutes
1–2 hours
2–3 hours
More than 3 hours
Reached at night, examined only in morning

20.5
24.3
22.4
18.6
8.6
5.6

87
104
95
79
37
24

24.8
61.5
13.7

106
262
58

100.0

426

Number of facilities visited
1
2
3 or more
Total women who perceived severe complication and decide to seek help in
hospital/clinic

Notes: Excessive vaginal bleeding, convulsions, severe abdominal pain, high fever, severe headache.
a
Per cent may not add 100 due to multiple responses

Case 2: my wife had a first pregnancy within a year after marriage…
My wife had her first pregnancy within a year of marriage and did not have any problem till the
seventh month. During the eighth month of pregnancy, she complained that there was no
movement of the foetus, but we ignored it and took it lightly. My mother used to narrate her own
experiences of giving birth at home. In the ninth month, labour pain started three days before the
expected date of delivery, but we did not think to take her to a health facility as we were planning
to have a home delivery. After three days when there was no increase in labour pain then we took
her to sub centre and had the delivery but it was stillbirth. After delivery, the ANM referred
her to the district hospital as she had high fever and excessive bleeding. After three days she took
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Figure 2 Multiple delays in seeking maternal care

Decision delay
Average
number of
days – 4
(Interplay of
whole family
member)

Treatment
delay

Travel delay

Delay in
arranging
transport

Average
number of
hours – 2.5

Average
number of
hours – 4

Average
number of
minutes – 45

4 days 7 hours

Median time for:
Decision delay – 7 days
Transport arrangement delay – 7 hours
Travel delay – 2 hours
Treatment delay – 52 minutes

Figure 3 Path way to seek care in health facility for obstetric complications before maternal
death

Case study 1

Case study 2

Case study 3

Case study 4

Village
doctor

ASHA

ASHA

TBA

SC

PH

CHC

CHC

DGH
DGH

Delay in
decision to
seek proper
care (15
days)

Delay in
decision to
seek proper
care (7
days)

Delay in
decision to
seek proper
care (5 days)

DGH

Delay in
decision to
seek proper
care (3 days)

Case study 5

Case study 6

PHC

Village
doctor

Time taken
to reach
facility by
bicycle
(3 hours)

PHC

Traditional
healer

CHC

DGH

Delay in decision to seek
proper care (14 days)

Notes: SC, sub centre, PHC, primary health centre, DGH, district government hospital,
PH, private hospital, TBA, traditional birth attendant

her last breath in the hospital as the hospital could not save her life due to delay in taking her
to hospital.
In both the cases, there was major decision delay. Abdominal pain, convulsions and vaginal
bleeding are the most dangerous signs during the later stages of pregnancy. Case 3 was
also a similar case of delay in recognising the symptoms and hiding the pregnancy…
“My daughter-in-law aged 18 years was first time pregnant. We did not even inform to ASHA as
in our family tradition, till four months of pregnancy we do not disclose this news to
anybody outside the family” told by mother-in-law. Cultural belief, pregnant women’s lack of
decision-making power and lack of awareness of pregnancy related complications were the
major challenges in rural areas.
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Travel delay
The second delay refers to reaching the health facility to seek care after the decision is taken.
Usually this is due to the long distance to the health facilities, difficulty in getting transport, and
associated costs. In majority of the cases it took up to two hours to arrange for transportation, while
38 per cent could arrange transport in 2–5 hours, and 9 per cent took 5 hours or more (Table III).
In 45 per cent of the cases, the time taken to reach the hospital/clinic was 2–5 hours, while
16 per cent took 5 hours or more. Pregnant women were taken to health facilities by a variety of
means of transport: most often by public transport (30 per cent) followed by bicycle/cycle rickshaw
(26 per cent), on foot/bullock cart (21 per cent) and motorbike (19 per cent).
Travel delays were considerably shorter than decision delays, being measured more in hours than
in days. In the district, finding a transport in an emergency rather than the length of the journey
was the main issue. This was true even though the majority of those delivering in a health facility
did not choose a health centre or clinic, but rather a hospital, which would typically be far away for
many, but could be counted on to provide emergency services and appropriate care.
Case 4: my wife was 34 at the time of her death…
My wife was 34 years old when she died. She left four children at home. When she was pregnant
with a fifth child, we planned for an institutional delivery, but it ended up as home delivery
attended by a traditional birth attendant as her labour pain started at night and we could not
arrange transport. Both mother and baby were normal after birth till the next evening. Suddenly
she started shivering and complained about pain in the abdomen. I rushed to arrange transport
and money for treatment. Many people who provide vehicle on hire were not ready to go at night.
It took me almost 3–4 hours to negotiate and arrange a transport. By that time my wife’s
condition was worse. We rushed to the CHC first, but the doctor immediately referred her to the
district hospital. It took almost 3 hours from home to the district hospital. On the way to Bahraich,
new-born died and my wife became unconscious by the time we admitted her in the district
hospital. After an hour, the doctor informed us that she had died due to heavy bleeding.
Case 5: I went to search for vehicle…
I (deceased’s husband) went to find a vehicle, but could not get it in time. Then, I decided to
take my wife on bicycle to Bondi (a town with a PHC). It took longer than usual as we could not
get any public transport. Doctors tried but could not save her life and she died in the hospital
within three hours. She gave birth at home and her delivery was normal. Doctor said that she
had high blood pressure and due to sudden development of complications during travel, they
could not save her.
Treatment delay
The third delay pertains to receiving appropriate treatment on arrival at the health facility.
Data show that more than half the women received treatment after waiting time of more than an
hour. However, some of the respondents perceived that although women sought and received
immediate treatment, the treatment was often substandard in terms of improper diagnosis and
ineffective medication to address the complication. Arrival at the health facility did not ensure that
a woman would receive appropriate treatment. The data further reveal that three-fourths of the
cases went to a facility where the required care was not available. They then decided to go or
were referred to another facility (Table III).
Table IV summarises availability and functioning of components identified as critical for basic
emergency obstetric care (BEmOC) and comprehensive emergency obstetric care (CEmOC).
As Table IV shows, only district hospital has all the required facilities for CEmOC in the district.
There are 61 health facilities including all CHC, PHC and district hospital (DH). Out of these, a little
more than half (33) were conducting normal deliveries. There are 310 sub centres (SC) in the
district but only 17 SCs (6 per cent) were conducting normal deliveries. Not a single CHC or PHC
except district hospital was equipped with all the required services. Two CHCs had six
components and three had five. The situation of PHCs was found to be similar. The main gaps
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Table IV Number of health facilities by type that provide emergency obstetric care procedures
Services

DH

CHCs

PHCs

SCs

BEmOC services
Normal delivery
Assisted vaginal delivery
Parenteral antibiotics
Parenteral oxytocin drugs
Parenteral anticonvulsants for pre-eclampsia
Manual removal of retained placenta
Removal of retained products of conception (MVA/D&C)
Neonatal resuscitation and thermal protectiona
All the above services
At least 6 of above services
At least 5 of above services
None

1
1
1
1
1
1
1
1
1
0
0
0

5
1
5
4
2
3
1
5
0
2
3
1

28
0
23
23
6
19
3
25
0
5
3
26

17
SNA
SNA
SNA
SNA
SNA
SNA
SNA
0
2
6
46

CEmOC services (in addition to above)
Caesarean section
Blood transfusion

1
1

0
0

SNA
SNA

SNA
SNA

Other essential services
Arrangement for referral cases needing specialist care
Facilities functioning 24 X 7
Health facilities assessed

1
1
1

4
5
6

3
25
54

SNA
SNA
52

Note: aTechnically, this is not part of basic emergency obstetric care but it has been considered as part of
essential obstetric care. SNA, service not available

included removal of retained products of conception and the ability to conduct assisted vaginal
deliveries. None of the PHCs had this facility. Referral facilities to rush complicated cases were
available only at four CHCs, two Block PHCs and Additional PHCs.
Case 6: my daughter married at 14 years and after marriage…
My daughter married at the age of 14 years. Her first pregnancy turned into miscarriage when she
was 17 years old. When she became pregnant again, we took her to traditional healer (Ojha) and
village doctors for a safe pregnancy. She complained of water discharge in the ninth month of
pregnancy. We took her to the PHC. The ANM gave some medicine but she did not have any
relief from medicine. After three days, we took her to the Ojha for treatment. He gave her some
jadi-buti (traditional herbs). She mentioned that she had got some relief after taking jadi-buti. After
a week, suddenly she had scanty bleeding and informed us that there was no movement of
the foetus. We hired a vehicle and took her to the PHC, but the ANM referred her to the CHC.
At the CHC the doctor came after two hours and gave some injections and saline water.
We spent the whole night there but her bleeding did not stop. Doctor came in the morning and
referred her to the district hospital. We reached the district hospital at around 11 a.m. The doctor
attended to her and told that there was a dead child inside her womb. After delivery, she
was not conscious but her eyes were turning. On the third day in hospital her condition was very
serious/critical as her body was hot. By evening she died and the irony is that the doctors blamed
us for her death saying we had delayed in bringing her to hospital.
In the above case, wrong decisions and delay in treatment could be the reasons for her death as
realized by her family members.
The overall delay was 15 days in Case 1 as the family first approached a village doctor then the
CHC and finally the district government hospital. Case 2 also started from ASHA then Sub Centre
and finally decided to go to the district hospital, which took seven days to decide and reach to
appropriate health facility. Similar stories were also revealed in other case studies, which started
by approaching unqualified doctors followed by qualified health practitioners. In Case 6 the family
started treatment from different types of health practitioners and finally after two weeks reached
the CHC but unfortunately the family was again referred to the district hospital.
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Discussion
ANC refers to pregnancy-related health care, and usually provided by a doctor, an auxiliary nurse
midwife (ANM), or other health professional and is a gateway to healthy maternal care. Women’s
awareness of different obstetric complications during pregnancy, delivery and the postpartum
period was low in the district, and it varied considerably by specific complication. The median
month of pregnancy when the first visit was made was at five months. Early registration of
pregnancy enhances contact between health care provider and client (Varma et al., 2010). Nearly
half of the women studied had not received any ANC. This means that there was rare contact with
the available health facilities in the district to prevent complications. Even after recognising the
problem they could not approach a health clinic or reach the facility on time. Key reasons for not
having ANC were: “Did not feel it is necessary”, “Facility too far”, “Costs too much” and “No one
was there to accompany”. Most of the earlier recommendations rested on the hypothesis that
obstetric complications could be prevented or predicted by diligent care during pregnancy and
hence the emphasis on ANC in the developing world (Moore, 2000). WHO’s new ANC model
increases the number of contacts a pregnant woman has with health providers throughout her
pregnancy from four to eight. Other studies highlighted that such interventions were ineffective in
preventing or reducing maternal deaths (Rosenfield and Maine, 1985; Greenwood et al., 1987;
Greenwood et al., 1990; Goodburn et al., 2000).
Women’s awareness of different danger signs during pregnancy, delivery and the postpartum
period, which requires visits to a health facility or contacting a health care provider, was quite low.
Effective treatment for maternal complications depends not only on the health system, but also on
women’s care seeking. However, many symptoms of complications were self-reported, hence is
difficult to quantify the gravity of each complication. Although women recognised the severity of
their complications, this recognition did not translate to prompt seeking of medical care since
health care decisions were made by others (Khan and Ram, 2009). Among women with
complications, it is the husband or the immediate family members who make the crucial decision
of when a pregnant woman should go for care (Khan and Ram, 2009; Ahmed et al., 2010).
Making the decision (average four days) followed by arranging transport and reaching
appropriate health facility (average 4 hours) and starting treatment within an hour was the major
delay in seeking care in the district (Figure 2). However, a considerable proportion of women did
not go for care as they perceived the complication started as routine, and didn’t become severe
until it lasted for several days. For example, bleeding is very common throughout pregnancy, and
doesn’t always signal a problem, unless there is excessive bleeding, or persists for over 12 hours.
In more than two-third of cases, husband or in-laws decided whether to seek care or not. If the
decision maker is not at home during the time of the occurrence of illness, considerable time is
lost in care seeking. Even when a decision to seek care was made, the first choice was often
inappropriate as in half of the cases unqualified health practitioners (village doctor) were brought
home, showing lack of awareness and delaying treatment at a facility. Women and family
members often did not realise the seriousness of the illness and hence the valuable time was lost
reaching an appropriate health facility. Effective treatment for maternal complications depends
not only on health system but also on a woman’s actions.
However, the complication started as routine, and didn’t become severe until it lasted for long.
Lack of health care facilities in nearby areas and ultimate referral to the district head quarter was
also the key reason for decision delay as reported by family members. Unless there is an absolute
need they want to avoid unnecessary visits to health clinics.
Evidence shows that lack of mobility and transportation, and inability to reach an appropriate
health facility during an obstetric emergency contribute signiﬁcantly to maternal and neonatal
mortality in rural areas (Afsana, 2004; Khan and Pradhan, 2013). A large proportion of women
were taken to health facility on two wheelers (motor bike/cycle) in the district, which may be risky
for a pregnant woman. Distance and lack of transportation could have a dual effect in influencing
families who postpone decision to seek care (Figure 3). Out of six cases narrated in this study,
many had encountered substantial further delays in reaching an appropriate health facility.
Delay in arrival at a health facility due to lack of access from remote rural areas, type of transportation,
delayed referral and distance were crucial factors for the second delay. Serious supply-side issues in
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healthcare in the area, including lack of health personnel, distance to facilities, and continued
unnecessary referrals to higher-level facilities, it could be a health system problem causing delay
seeking care and avoiding unnecessary visits to health units. Risk perception is a consistent tension
in the field of maternal health. Arrival at a health facility does not ensure that a woman will receive
appropriate treatment. The data further reveal that in three-fourths of the cases who went to a facility,
the required care was not available. These cases were either referred to a higher facility or the family
decided to go to a higher facility for care. Lack of specialised care and the non-availability of blood
transfusion facilities at the CHC were reasons for referrals.
Health services and trained human resources are mainly concentrated in the block headquarters
and poor supply of drugs and equipment in the labour room are common at primary care level
(Chowdhury et al., 2007). Blood transfusion is one of the key life-saving interventions that should
be available at first-level referral health care facilities providing EmOC (WHO, 2005; Nahar et al.,
2011). Apart from district government hospitals, CHCs can just manage basic EmOC with certain
limitations, while there are significant gaps in providing EmOC in all the PHCs (Khan, 2011).
The problem of availability of transportation in the rural areas of the district, as well as the absence
of any transport arrangement or ambulance at the facility, makes it difficult for women to access
BEmOC and CEmOC at the time of need.
The time from the onset of a complication to the death of a woman varied between the six cases
(Figure 3) of maternal death citing delay in reaching health facility. The findings suggest that in all
the six cases, the district hospital was the only destination to provide comprehensive emergency
obstetric care despite the availability of many CHCs and PHCs in the district. While this is true, it
seems that a considerable problem in the area is over-referral, particularly from lower-level
hospitals/clinics to district hospitals. Because of the large distances between villages and higher
level hospitals, the delay it takes to go to a first clinic and then be referred to another far away to
another facility is dangerous in the case of an obstetric emergency.

Conclusions
Delays in decision making, travel and treatment compounded by ignorance of obstetric
complications and poor healthcare infrastructure are the major contributing factors of
maternal deaths in the district. Supply of drugs and equipment in labour room and trained
human resources on emergency obstetric care are the key issues which should be
strengthened at primary level. Interventions to improve timely seeking of medical care for
obstetric complications may need to more effectively target husbands and family members
rather than women.
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Medical students’ perception of sexual
orientation in Sagamu, southwestern
Nigeria: implications for access to
HIV care
Oluwafolahan Oluwagbemiga Sholeye, Victor Jide Animasahun and Abimbola A. Oyelekan

Abstract
Purpose – The prevalence of Human Immunodeficiency Virus (HIV ) is about four times higher among
individuals with same-sex orientation as against the general population. This may be partly due to judgmental,
heteronormative attitudes among health workers, thereby affecting access to care. Therefore, the purpose of
this paper is to assess the perception of final-year medical students of Olabisi Onabanjo University, Nigeria on
sexual orientation and its implications on access to HIV care and support services.
Design/methodology/approach – A cross-sectional descriptive study was conducted among final-year
medical students. Data were collected using an interviewer-administered questionnaire and analyzed using
SPSS 20. Relevant descriptive and inferential statistics were calculated. Participation was fully voluntary.
Findings – More males (70 percent) were aware of the concept of sexual orientation than females
(60.4 percent). Most (94 percent) males and all female respondents felt homosexuality was against the order
of nature. More males (76 percent) than females (62.3 percent) felt men having sex with men and
homosexuality were synonymous. More females (50.9 percent) than males (48 percent) felt gay doctors
should not be employed in public hospitals.
Originality/value – Respondents had a poor perception of sexual orientation and there were no significant
differences between genders. This could contribute to existing stigmatization against individuals with minority
sexual orientations. It should be addressed in the medical curriculum.
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Introduction
Over the years, several cultures and societies promoted heterosexuality as the norm, while
condemning any other form of sexual orientation, both covertly and overtly. A limited
understanding of the concept of sexual orientation, gender stereotypes and the complexities
inherent in sexual diversity have contributed to society’s perception of minority orientations and
its attendant social, economic and health consequences (Siegel and Lowe, 1994; Minton and
MacDonald, 1984; Reynolds and Pope, 1991). According to the American Psychological
Association (2012), “sexual orientation refers to the sex of those to whom one is sexually and
romantically attracted.” It is said to occur along a continuum and may be difficult to categorize in
some individuals.
Over two and a half decades ago, Fay et al. (1989) reported that 20.3 percent of adult males in
the USA had experienced sexual contacts with other men to the level of an orgasm, at some
point in their lives. About 7 percent of them had such contacts after their 19th birthday.
A significant increase in the proportion of reported female–female sexual contact during
adulthood, alongside a stable prevalence of male–male sexual contact, was suggested by
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preliminary findings from a study of sexual behavior in the USA between 1930 and 1990
(Turner et al., 1995). Although same-gender sexual activities have been reported virtually in all
societies, it is seldom associated with a gay identity in Africa, where many men having sex with
men (MSM) also have sex with women (sometimes in multiples), get married and have children as
any heterosexual male will do (Anyamele et al., 2005). Despite the denial of the existence of sexual
orientations other than heterosexuality, clear evidence of the practice of same-sex contacts has
emerged over the years in Sub-Saharan Africa. Geibel et al. (2007) reported about 739 MSM who
were selling sex in and around Mombasa, Kenya. MSM contact locations, including public parks,
brothels and night clubs, were identified and trained peer enumerators were able to contact
484 male sex workers in a single day. A similar study in Kenya also identified 425 male sex
workers, with only 21.2 percent knowing that latex condoms should be used with water-based
lubricants and as many as 35 percent were unaware of the possibility of Human
Immunodeficiency Virus (HIV ) transmission via unprotected anal sex (Geibel et al., 2008).
A study among undergraduate students of a tertiary institution in southwest Nigeria reported a
prevalence of 1.1 percent for same-sex sexual attractions, while 10.7 percent of respondents
were equally attracted to people of both sexes. Only 65.8 percent were exclusively attracted to
members of the opposite sex. Self-reported homosexual and bisexual orientations were 0.7 and
4.9 percent, respectively, among respondents (Boladale et al., 2015).
In Nigeria, HIV prevalence among individuals with same-sex orientation has been documented to
be 17.2 percent as against 3.1 percent in the general population (Schwartz et al., 2014). A similar
scenario has been reported in Ghana, where the prevalence of HIV infection among MSM is
17 percent compared to 1.3 percent in the general population (Kushwaha et al., 2017).
Population-based estimates of HIV prevalence among MSM in Abuja, Ibadan and Lagos were
found to be 34.9, 11.3 and 15.2 percent, respectively (Vu et al., 2013). This can be attributed to
several factors in the society at large, including the unfriendly social and legal environment in the
country, as evidenced by the widespread discrimination and social stigmatization suffered by
people with minority orientations (Sekoni et al., 2015). Other contributory factors include the poor
attitude of health workers and a limited engagement of MSM in HIV prevention programs
(Schwartz et al., 2014). Discrimination contributes to increased vulnerability of MSM to HIV
infection as it brings about stress, social isolation and low self-esteem, which may lead to risky
sexual behaviors (National AIDS Trust, 2003; Kushwaha et al., 2017; Hagopian et al., 2017).
A well-documented risk among Lesbian, Gay, Bisexual and Transgender (LGBT) groups is
the avoidance of routine healthcare services, as a result of perceived discrimination and
stigmatization by health workers. Young persons with minority sexual orientations are particularly
vulnerable to the adverse consequences of poor health-seeking behaviors, in addition to
intra-personal and societal pressures arising from their sexual identity (Dahan et al., 2007;
Mays and Cochran, 2001; Hagopian et al., 2017; Kushwaha et al., 2017). In Nigeria, LGBT
people encounter situations in which they are sometimes refused care as a result of their sexuality
and prejudices of healthcare providers (Alimi et al., 2017).
The legal and political environment in many Sub-Saharan African countries, including Nigeria, has
deepened the existing social stigmatization and widespread discrimination against individuals
with minority orientations (Sholeye et al., 2011; Hagopian et al., 2017). Although many countries
claim to be working on stigma reduction, their laws can be best described as having harsh
anti-homosexuality content (Hagopian et al., 2017). The Federal Government of Nigeria placed a
ban on all activities perceived to be encouraging same-sex relationships, including organizations
protecting the rights of individuals involved and all those supporting their course. The Same-Sex
Marriage (Prohibition) Act, signed into law on January 7, 2014, was supposed to place a ban on
same-sex marriage, but in reality, has far-reaching consequences on the wellbeing and safety of
members of the LGBT community. State-supported mob actions against people, perceived to
have minority sexual orientations, have been reported by human rights organizations (Human
Rights Watch, 2016). However, this is not the case in Cameroon (Park et al., 2013) where the
government placed MSM as a high priority group to access friendly HIV prevention programs.
There is a higher risk of HIV transmission during unprotected anal intercourse compared to other
forms of sexual intercourse (Park et al., 2013). It is a well-established risk factor for HIV
transmission among MSM; the practice of unprotected receptive anal intercourse is estimated to
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double the vulnerability of MSM to HIV compared with those who only practice unprotected
insertive anal intercourse (Geibel, 2012). HIV prevalence among MSM in three Nigerian cities
(Abuja, Lagos and Ibadan) was reported to be four to ten times higher than the general population
and linked to their sexual behavior (Vu et al., 2013). Substance abuse, peer influence,
transactional sex, apathy toward condom use, incorrect and inconsistent use of condoms and
condom-compatible lubricants contribute greatly to the increased prevalence of HIV among
MSM compared to the general population (Park et al., 2013; Geibel et al., 2008).
In order to achieve the goal of reducing the burden of HIV in the general population, HIV control
among this group of people with minority sexual orientation is imperative. This is because majority
of MSM engage in concurrent casual sexual relationships with both men and women in addition
to commercial sex (Guo et al., 2011; Park et al., 2013). Hence, they serve as an important link in
the epidemiological chain of HIV transmission.
Confidentiality and holistic care aimed at providing safe and friendly environment for accessing HIV
prevention services protect MSM and their partners from acquiring HIV infection (Park et al., 2013).
Medical students in their final year represent an important pool of future health professionals in a
resource-limited setting like Nigeria. Their perception of sexual orientation may affect the quality of
HIV counseling and care services provided, when they become practitioners.
This study therefore assessed the perception of final-year medical students on sexual orientation
and its implications for HIV control in Sagamu, Ogun State, Nigeria.

Methods
The study was carried out in the Faculty of Clinical Sciences, Obafemi Awolowo College of Health
Sciences, Olabisi Onabanjo University Teaching Hospital, Sagamu. It is the first state-owned
teaching hospital in Nigeria and the only public teaching hospital in Ogun State, southwest,
Nigeria. It serves as a training center for undergraduate and postgraduate medical and allied
health sciences students. Sagamu is a peri-urban town with a heterogeneous population. It has
an estimated land area of 614 km2 and a population of 253,412 people according to the 2006
census. It is a transit zone between Lagos, south-east, South-south and other south-western
parts of Nigeria. It is situated within the Sagamu Local Government Area (LGA), one of the
20 LGAs, making up Ogun State.
A cross-sectional descriptive study was carried out among final-year medical students of Olabisi
Onabanjo University, Sagamu, Nigeria, who consented to participation. Of all the 110 final-year
students approached, 105 were willing to participate in the study and were therefore recruited. Data
were collected with the aid of a semi-structured, self-administered, 16-item questionnaire, which had
been pretested and adjusted appropriately prior to commencement of the study. The questionnaire
comprised mainly of two sections, which were socio-demographic characteristics and perception of
sexual orientation. The section on perception of sexual orientation contained six open-ended
questions, while others were of the multiple choice type. Data were analyzed using IBM SPSS version
16.0. Only 103 fully filled questionnaires were analyzed. The open-ended responses on definition of
concepts were grouped as appropriate and inappropriate. Responses to other open-ended
questions were grouped according to thematic focus and reported accordingly. Relevant descriptive
statistics were calculated and presented as frequencies and proportions. χ2 test was used to
determine association between categorical variables, with level of significance ( p) set at ⩽0.05.
Written informed consent was obtained from respondents prior to commencement of the study.
Participation was fully voluntary, as respondents were free to withdraw from the study at any point,
without any fear of victimization. Strict confidentiality was also ensured throughout the course of the
study. Ethical approval was obtained from the Ogun State Health Research Ethics Committee,
Ogun State Ministry of Health, Abeokuta. The authors observed all ethical principles as stated in the
Declaration of Helsinki (World Medical Association, 2000).

Results
There were 50 (48.5 percent) male and 53 (51.5 percent) female respondents. Respondents were
aged between 23 and 31 years, with a mean of 26.7 ± 1.6 years. About 65 percent had heard of
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the term sexual orientation but only 4.9 percent admitted they had been taught in class.
More males (70 percent) than females (60.4 percent) were aware of the concept of sexual
orientation. In all, 53 percent of respondents felt sexual orientation was strictly an individual’s
interpretation of his or her sexual activity and 21 percent felt it was limited to an individual’s
expression of sexual activity. Only 23.3 percent of respondents properly perceived the meaning
of sexual orientation; 49.5 percent were aware of the correct meaning of bisexuality; and
18 percent of respondents felt it is referred to a situation in which the individual had both male and
female genitalia. In all, 97 percent (94 percent of males vs 100 percent of females) felt same-sex
sexual contacts were against the order of nature and 68.9 percent felt MSM and homosexuality
were synonymous, while 6.8 percent of respondents felt the term MSM was an attempt to deny
homosexuality. More males (46.0 percent) than females (45.3 percent) felt people had a right to
choose any sexual orientation they wanted; 65 percent felt doctors should not be advocates of
equal sexual rights; 49.5 percent felt doctors who are homosexual should not be employed in
public hospitals; 79.6 percent said they would be uncomfortable under the tutelage of a gay
teacher; 83.5 percent said they could not be roommates to a gay student; 83.5 percent felt the
Nigerian society discriminated against same-sex sexuality; and 30.1 percent (20 percent of
males, vs 39.6 percent of females) would not be comfortable attending to a gay patient.
There was no significant difference ( pW 0.05) between the responses of male and female
students, except for that assessing their level of comfort or discomfort attending to a gay patient
( p ¼ 0.030) (see Table I).

Discussion
The tendency to see orientations other than heterosexuality as being non-existent or abnormal in
certain African societies has been documented in literature (Sholeye et al., 2011; Ntozini and
Ngoangweni, 2016; Alimi et al., 2017). With an overwhelming majority (97.1 percent) of
respondents perceiving homosexuality to be against the order of nature and about two-thirds
being uncomfortable having a gay teacher, the fear of discrimination and stigmatization,
expressed by LGBT individuals, may not be unfounded (Passman, 2017). In Sub-Saharan Africa,
such negative perception of same-sex sexuality is common and, oftentimes, associated with
societal pressures to “convert’ the affected individuals to heterosexuality (Ntozini and
Ngoangweni, 2016). The position statement of the American Psychological Association which
emphasizes that homosexuality is not a mental disorder and that mental health professionals
cannot change the sexual orientation of their clients is germane (American Psychological
Association, 1988). The perception of homosexuality as unnatural has not changed the fact that it
does exist and is likely under-estimated in many societies including Nigeria. As far back as three
decades ago, researchers from the developed countries reported the active involvement of boys
and male adolescents in prostitution for several reasons (Allen, 1980; Earls and David, 1989).
Some of these young males were full-time street and bar-based sex workers, some were full-time
call boys, while some others were part-time sex workers, including students and employed
youths, as documented in a three-year study of male prostitutes (Allen, 1980). Allman et al.
(2007), in a study among MSM in Nigeria, reported 66 percent of respondents being
self-identified as bisexuals, while 31 percent self-identified as homosexuals, with concurrent
partnerships and an underground sexual network, worsened by social stigmatization and
widespread discrimination. These therefore stress the need for specific interventions directed at
this vulnerable group, to reduce the risk of HIV transmission among them.
The proportion of respondents who said they would not be comfortable attending to a gay patient
confirmed the previously documented discrimination by healthcare providers against members of
the LGBTI community, who may eventually resort to risky behaviors, including drug and alcohol
abuse (Dahan et al., 2007). It also buttresses findings from an insightful qualitative study among
MSM in Lagos (southwest) and Abuja (north-central) Nigeria, in which all respondents reported: fear
of disclosing their sexual preferences, the attendant stigma and harassment from doctors and other
health workers (Family Health International, 2009). This further confirms previously documented
findings by researchers, concerning the existing homophobia in the health sector (Alimi et al., 2017).
Homophobia has been severally described, but a consistent one is the fear (often irrational) or
hatred of gay people and those perceived to be gay, lesbian or bisexual (Hunt and Cowan, 2006).
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Table I Awareness and perception of sexual orientation
Variable

Male
n ¼ 50 (%)

Female
n ¼ 53(%)

Awareness
Yes
No

35 (70.0)
15 (30.0)

32 (60.4)
21 (39.6)

χ2 ¼ 0.810
p ¼ 0.368

Admitted to being taught in class
Yes
3 (6.0)
No
47 (94.0)

2 (3.8)
51 (96.2)

χ2 ¼ 0.276
p ¼ 0.599

Correctly defined sexual orientation
Yes
10 (20.0)
No
40 (80.0)

14 (26.4)
49 (92.6)

χ2 ¼ 1.832
p ¼ 0.176

Homosexuality is against the order of nature
Yes
47 (94.0)
No
3 (6.0)

53 (100.0)
0 (0)

χ2 ¼ 3.275
p ¼ 0.070

MSM and homosexuality are synonymous
Yes
38 (76.0)
No
12 (24.0)

33 (62.3)
20 (37.7)

χ2 ¼ 2.267
p ¼ 0.132

Sexual orientation is a human right issue
Yes
23 (46.0)
No
27 (54.0)

24 (45.3%)
29 (54.7%)

χ2 ¼ 0.005
p ¼ 0.942

Doctors should not be advocates of equal rights
Yes
35 (70.0)
No
15 (30.0)

32 (60.4)
21 (39.6)

χ2 ¼ 0.770
p ¼ 0.380

Gay doctors should not be employed
Yes
24 (48.0)
No
26 (52.0)

27 (50.9)
26 (49.1)

χ2 ¼ 0.157
p ¼ 0.692

Uncomfortable having a gay teacher
Yes
37 (74.0)
No
13 (26.0)

45 (84.9)
8 (15.1)

χ2 ¼ 1.885
p ¼ 0.170

Cannot be roommate with a gay student
Yes
41 (82.0)
No
9 (18.0)

45 (84.9)
8 (15.1)

χ2 ¼ 0.158
p ¼ 0.691

Society discriminated against same-sex sexuality
Yes
40 (80.0)
No
10 (20.0)

46 (86.8)
7 (13.2)

χ2 ¼ 0.710
p ¼ 0.399

Uncomfortable with a gay patient
Yes
10 (20.0)
No
40 (80.0)

21 (39.6)
32 (60.4)

χ2 ¼ 4.709
p ¼ 0.030

Test statistic

There is therefore an obvious need for health workers and counselors to understand the
complexities of human diversity, as regards sexual orientation and other matters (Reynolds and
Pope, 1991). Sometimes homophobia is fueled by a perceived vulnerability to HIV infection, among
health workers. Poor perception of sexual orientation can also affect the quality of HIV counseling
and care. Counselors who adopt a judgmental, heteronormative attitude risk alienating clients;
thus, negating the benefits of counseling and causing a drag in the progress of HIV control
programs (Rebe and McIntyre, 2014). Studies have shown a low uptake of health services among
members of the LGBTI community in many developing countries, particularly those of Sub-Saharan
Africa, due to several factors, fueled by legal and systemic difficulties. Open discussion of their
sexual preferences during medical consultations could evoke rebuke, denial of care by health
workers or even an arrest by law enforcement agents (Kenya Human Rights Commission, 2011;
Lane et al., 2008; Kushwaha et al., 2017). The adoption of a non-homophobic attitude by health
workers, alongside a consciousness of the possible interference of one’s own attitude with sound
clinical judgment, is advocated to improve the quality of medical consultations involving LGBT
persons (Dahan et al., 2007). The LGBT Foundation and NHS England developed a guideline for
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use by nursing staff while dealing with issues regarding patients’ sexual orientation. It is expected to
protect clients’ orientations and gender identities (Passman, 2017). Discrimination on the basis of
actual or perceived sexual orientation is against the principle of equity, advocated in the Alma-Ata
Declaration, which sought to achieve the goal of health for all through primary healthcare
(World Health Organization, 2008).
The proportion (49.5 percent) of respondents who felt that doctors who are gay should not be
employed in government hospitals shows the discrimination, based on sexual orientation, among
medical professionals. It contravenes international agreements, conventions and best practices,
such as the resolution adopted by the Human Rights Council of the United Nations General
Assembly (2016). Some country-specific legislation and guidelines, such as the Equality Act of
the UK, the diversity and inclusion policy of the British Medical Association (2005, 2016), have
helped to resolve issues arising from discrimination on the basis of sexual orientation. For over a
decade, the Northern Ireland division of the British Medical Association (2006) has been
addressing issues of equality and diversity among doctors and their effect on working conditions.
With over 80 percent of respondents being unwilling to have gay students as roommates, it is
obvious that a homophobic attitude is prevalent among the study participants. This buttresses
the findings from a study on disclosure of sexual orientation by medical students and residency
applicants, in which 95 percent of respondents failed to disclose their orientation, due to several
reasons. Among medical school applicants, 17 percent were uncomfortable divulging such
sensitive information, while 15 percent feared they would be discriminated against and denied
admission if their orientation was known (Merchant et al., 2005).
Discrimination based on perceived sexual orientation of adolescents in Washington has also been
found to be associated with bullying and reduced quality of life (Patrick et al., 2010). In Nigeria, the
criminalization of same-sex sexual contacts, poor social acceptance and the strict legal sanctions
against all other forms of orientation apart from heterosexuality have far-reaching consequences
on HIV control activities among these groups (Allman et al., 2007; Schwartz et al., 2014;
Alimi et al., 2017).
Findings from this study also support the proposition of researchers who conducted a study among
medical students. The need to incorporate the concept of diversity, including sexual orientation, into
the medical curriculum was stressed (Elam et al., 2001). There is little evidence on the most
appropriate means of educating medical students about sexual orientation and the special needs of
people with same-sex sexuality (Dahan et al., 2007). However, the obvious gap in the curricula of
various health professions in the Sub-Saharan African region, as documented in literature, needs an
urgent attention. Several avenues exist for providing education and insightful learning experiences on
sexual orientation and diversity, in the course of training various categories of health workers.
The existing courses can be revised to include topics that showcase the importance of equity
and social justice to health and healthcare delivery (Muller, 2015; American Psychological
Association, 2012). Behavior change communication may be necessary for health workers,
particularly in the context of the generalized homophobic environment in which most of them work in
Nigeria. Emphasis should be placed on the fundamental right to health of individuals with minority
sexual orientations. This will make the desired attitudinal change more achievable for health workers.
Although this study only involved final-year medical students, the findings shed light on the
perception of would-be health workers on sexual orientation and its implications for the control of
HIV infection in the larger society. Its quantitative nature placed a limit on the extent to which
certain issues could be explored. There may therefore be a need for a more detailed qualitative
research on the subject matter. That notwithstanding, the study provides baseline information for
more exploratory research on the attitude and practice of medical and health sciences students,
regarding sexual orientation and its implications for achieving universal health coverage, as is
being propagated by the Nigerian Federal Government.

Conclusion and recommendation
Respondents had poor perception of sexual orientation, which could worsen the already existing
discrimination against individuals with minority sexual orientations, particularly regarding access
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to qualitative prevention and management. It is important that individuals access the best
possible HIV preventive and supportive services, without the fear of discrimination based on real
or perceived sexual orientation. The medical curriculum should include training on inclusivity,
diversity, right of expression and association, as well as professionalism over bias as regards HIV
counseling and care irrespective of sexual orientation. The resolution of the Human Rights
Council of the United Nations General Assembly should be disseminated among students of the
various professional groups, which make up the health sector, as well as health workers. This will
ensure that issues of diversity and inclusion are seen as fundamental human rights. It will go a
long way in improving access to care for LGBT persons and subsequently reduce the
transmission of HIV to the barest minimum within key populations. It is achievable and the time for
action is now.
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Abstract
Purpose – The purpose of this paper is to examine the moderating role of the demographic variables in
emotional intelligence, homesickness and the development of mood swings in university students.
Additionally, the paper investigates the relationship among emotional intelligence, homesickness and mood
swings in university students.
Design/methodology/approach – Purposive sampling technique was employed based on a
cross-sectional design. The sample comprised 304 university students (male students, n ¼ 210, female
students, n ¼ 94). Three scales were used to measure the homesickness, emotional intelligence and positive
and negative mood swings in university students.
Findings – The results revealed that homesickness was positively and significantly correlated with mood
swings (r ¼ 0.34, po0.001) and negative mood swings (r ¼ 0.49, po 0.001). The result also displayed that
emotional intelligence was correlated with homesickness (r ¼ −0.15, po0.05), positive mood swings
(r ¼ 0.33, po0.05) and negative mood swings (r ¼ −0.24, po0.05). The results of the analysis revealed that
demographic variables such as age and gender were the moderator between homesickness and
development of mood swings. The results also revealed that demographic variable such as gender was the
moderator between emotional intelligence and mood swings. This study recommended that those younger
students who had experienced homesickness were more likely to develop negative mood swings as
compared to older students.
Social implications – The study also recommended that those young students who had emotional
intelligence were less likely to develop negative mood swings as compared to older students.
Originality/value – The study further recommended that those female students who had experienced
homesickness were more likely to develop positive mood swings as compared to male students.
Recommendations of the currents study are that university students can benefit equally but female students
can benefit more from an intervention addressing homesickness. This study would be helpful in pedagogical
and clinical settings to raise the awareness to effectively deal with their children.
Keywords Emotional intelligence, Gender inequality, Homesickness, Mood swings
Paper type Research paper
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Homesickness is an ailment that affects a great number of college students. There is a lack of
literature on homesickness and related psychological constructs for its occurrence, resulting in a
substantial gap in researchers’ understanding of the phenomena. Advances in research on this
topic may aid in both the development and improvement of treatments, helping students to be
more successful academically and socially, which could result in lower college transfer and
dropout rates. Furthermore, it can help the students to face the consequences for being away
from the home. Moreover, it helps them to adjust in a better way in the new place and focus on
the studies in a better way (Arbuckle, 2003).
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Student life is the duration which is full of stress and strains due to certain aspects including
work load, assignment load, and exam anxiety and most importantly being away from the home.
These factors altogether influence the output and performance of the students which may result
in mood swings, distress and low concentration on the studies. The work load on postsecondary
students is more as compared to the lower level students. Post secondary covers the
adolescents, which is the period of psychological and physical development and adolescents
face more mood swings and other psychological problems. This may even result in burnouts in
them in which mood swings play an important role (Arbuckle, 2003).
Homesickness results in a number of consequences affecting mental and psychological health.
The first and most important consequence of homesickness is mood swings. Homesickness is
more common in university students as compared to adults. Homesickness is a cause of mood
swings which may occur several times in a day or an hour. One has no control on mood swings
and can be induced any time. Students face problems due to mood swings as it may occur
during the lecture or in a party or while being in a seminar. Mood swings are the very first
symptom for identifying homesickness. In its initial level, it occurs with gaps after a week or two,
but later becomes more frequent as the intensity of the homesickness increases. It includes the
effects of sadness, anger or even crying at some times which occurred as a result of
homesickness (Van Tilburg et al., 1999).
Another important outcome of the homesickness is the onset of depression and anxiety.
Continuous feelings of sadness and loneliness result in depression. Depression is further
categorized as mild to severe. Severe depression leads to different serious psychological as well
as biological diseases. The lack of concentration on the work or studies is due to depression
(Verschuur et al., 2004). Anxiety is a condition of nervousness or an unease of a bad outcome.
It badly affects the academic outcome. Anxiety results in muscle tension and an increase in the
thoughts for something to happen. Continuous anxiety results in a feeling of nervousness every
time and hence affects the overall performance of the students. This continuous anxiety ends up
with anxiety disorder.
Mood swings are the rapid change of the mood in a short period of time. It occurs usually in
extreme forms. It is also defined as the change in mood in a short period of time with no specific
reason. These swings may be once in a week or periodically which may lead to severe
psychological disorder.
The inability to maintain the routine due to change in the feeling as good or bad and changes in
feelings are known as the mood swings. One himself/herself is unable to understand this abrupt
change in the mood because it is not in his/her control. At once, he/she may feel good and on the
very next moment he/she becomes sad without any visible reason.
The period of isolation from the friends and loved ones results in recklessness and volatility. Due to
change in moods, one may move away from the friends and family, resulting in isolation. As the
isolation increases, the recklessness or carelessness nature is promoted which results in more
frequent mood swings. Mood can be defined as a state of mind or a prevailing emotion or feeling.
Each mood is distinct yet it may blend with the other mood resulting in a spectrum of moods.
When this blend of moods becomes unusual, then it results in mood swings (Mansell et al., 2007).
Previous studies have explained that age differences exist on mood swings (Thurber and Sigman,
1998; Brewin et al., 1989). One of the most important reasons of mood swings is the feeling of
isolation and homesickness. Homesickness induces mood swings which may occur once a week
in its initial state, but if not overcome can occur several times a day or even hours. Homesickness is
the feeling of distress and anxiety due to separation from the home (Thurber and Sigman, 1998).
Young students show more mood swings due to homesickness as compared to adult students.
This may affect their academic performance too. Therefore, recurrent thoughts of the home is a
major cause of inducing mood swings among university students (Brewin et al., 1989).
Another important factor causing mood swings is the onset of depression. Depression in its initial
form may induce mood swings and is known as the first symptom of the mood swings.
But depression and mood swings are reciprocal to each other. Sometimes, depression is caused
by mood swings, while on the other edge it is depression causing mood swings because some
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symptoms of mood swings are also the symptoms of depression as well, for example, fatigue.
Fatigue can be caused as a result of mood swings or may be as a result of depression. At times,
both mood swings and depression can be the reason for fatigue (Ghaffar and Feinstein, 2007).
Previous studies have explained that gender differences exist on emotional intelligence (Berrocal
and Pacheco, 2006; Imran et al., 2013; Abdullah et al., 2004; Ahmad et al., 2009; Ahammed
et al., 2011; Petrides et al., 2004; Nasir and Masrur, 2010; Jorfi and Jorfi, 2012). If we look
through social perspective, women are seen as better in regulating their emotions and said to be
better than men in the level of emotional intelligence, whereas men are asked to ignore their
emotions of sadness, fear, anxious, etc. Men are taught to wear a mask of “masculinity traits;”
therefore, they are seen as less emotional than women. In the biological perspective, women are
more emotionally competent to feel empathy than males, while male brain is better in
understanding and constructing systems. But there is a difference between both genders about
perceiving and understanding emotions (Berrocal and Pacheco, 2006; Imran et al., 2013;
Abdullah et al., 2004); females have slightly better level of emotional intelligence than males.
Abdullah et al. (2004) told that females have a better emotional intelligence level than males.
Emotional intelligence has a negative relation with homesickness. emotional intelligence is the ability to
understand the emotions of oneself and to understand the emotions of the others. In homesickness,
low emotional intelligence cause homesickness and may increase it too. The higher the rate of the
emotional intelligence, the more is the ability of a person to cope with the problems. In students,
homesickness is very common but emotional intelligence helps them to deal with this homesickness.
Homesickness causes stress which later becomes a severe cause of mood swings. However,
emotional intelligence helps to overcome homesickness as it has the ability to deal with emotions and
it is the awareness to one’s own emotions and insight to deal with them (Saklofske et al., 2012).
Emotional intelligence has a negative relation with mood swings. In this research, homesickness
is the reason for the induction of mood swings but emotional intelligence helps in overcoming
these mood swings as emotional intelligence is the ability to monitor and understand one’s own
emotions and the emotions of the others to discriminate the emotions and use information to
guide one’s behavior. This information is useful in overcoming the mood swings as the behavior is
being monitored by the amount of emotional intelligence (Mayer and Salovey, 1993).
The recent research was designed to measure the underlying contribution of two theoretically
suitable but previously overlooked variables to the prediction of homesickness of Pakistani
students. This current study elaborated future consequences of homesickness. It was assumed
that the relationship of three variables, emotional intelligence, homesickness and mood swings
would change with demographic variables such as age and gender in Pakistani students.
The current study investigated the moderating role of demographic variables among emotional
intelligence, homesickness and mood swings in Pakistani students.

Method
Objectives
1. to study the moderating role of gender in the relationship between homesickness and mood
swings among university students;
2. to study the moderating role of age in the relationship between homesickness and mood
swings among university students; and
3. to investigate the moderating role of age in the relationship between emotional intelligence
and mood swings among university students.
Hypotheses
H1. There is a positive relationship between homesickness and mood swings among university
students.
H2. There is a negative relationship among emotional intelligence, homesickness and mood
swings in Pakistani students.
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H3. There is a positive impact of homesickness on negative mood swings among university
students.
H4. There is a negative impact of emotional intelligence on homesickness and mood swings
among university students.
Sample
Purposive sampling technique was used based on a cross-sectional design. A purposive sample
technique (male ¼ 210, female ¼ 94) was employed based on the cross-sectional design to
sample out 304 university students. Students were incorporated in present research from grade
12 to 16 with age ranged 18−39. Students were selected from different schools of twin cities
Rawalpindi and Islamabad in Pakistan.
Instruments
Following instruments were employed in current study.
Positive and Negative Affect Scale (PANAS). It was developed by Watson et al. to measure
negative and positive mood swings. It has two sub-scales. One subscale represents positive
mood swings (2, 4, 6, 7, 8, 11, 13, 15, 18, and 20) and the other represents the negative mood
swings (1, 3, 5, 9, 10, 12, 14, 16, 17, and 19). The PANAS consists of 20 items. High score on
subscale indicates more prevalence of positive and negative mood swings, whereas low score
indicates less prevalence of positive and negative mood swings.
Homesickness questionnaire. It was developed by Archer et al. (1998) to measure homesickness
in university students. It consists of 28 items. It has two sub-categories. One subscale represents
attachment to old home (1, 2, 3, 4, 5, 6, 7, 8, 9, 10, 13, 14, 15, 16, 19, 21, 22, 25, and 26) and the
other represents the sickness of the new place (11, 12, 17, 18, 20, 23, 24, and 27). Responses
are given on a four-point Likert scale from “strongly disagree” ¼ 1 to “strongly agree” ¼ 4. Higher
scores on subscale indicate more prevalence of homesickness, whereas lower scores indicate
less prevalence of homesickness.
Emotional intelligence scale. It was developed by Wong and Law to measure individual differences
in the ability to recognize and regulate emotions in one and others. It consists of 16 items.
Responses are given on a six-point Likert scale from “strongly disagree” ¼ 1 to “strongly agree” ¼ 6.
Higher scores on subscale indicate more prevalence of emotional intelligence, whereas lower scores
indicate less prevalence of emotional intelligence.
Procedure
In the present study, data of 304 students were collected from different public and government
universities of Rawalpindi and Islamabad. The permission was taken by the authorities of the
universities to conduct this research by telling them the purpose of the research and its benefits
with the assurance that the data will be kept confidential. The informed consent was given to the
student before the administration of the test which includes demographic information and
questionnaires for the research purpose. Before administering the test, the students were
informed by the way of solving the test and general instruction about the test so that they can
easily understand the questionnaire and completely understand the test. There was no time limit.
Scales were collected after being filled. In the end, the students were acknowledged for their
active and volunteer participation. The actual purpose of the research was not disclosed,
however, briefing was given to them in the end of the data collection. At the end, they were also
acknowledged for their corporation and willingness for the participation in the study. The data
were analyzed on SPSS 20.

Results
The data of the current study were analyzed on SPSS-20 to find the relationship among
emotional intelligence, mood swings and homesickness. The moderating role of demographic
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variables such as age and gender was checked in the relationship among emotional intelligence,
homesickness, and mood swings. α reliability was also checked to see the reliability of the
homesickness scale, emotional intelligence questionnaire and PANAS along with the sub-scales.
Cronbach’s α reliability
Table I reveals that α coefficient of the homesickness scale is highly significant along with the
sub-scales (0.78 and 0.84). The table also displays that α coefficient of the emotional intelligence
scale is highly significant (0.88). The table further reveals that α coefficient of the “Positive and
Negative Mood” scale is highly significant (0.83) along with the sub-scales (0.73 and 0.82).
Construct validity of the scales
Table I reveals that homesickness was positively and significantly correlated with its sub-scales
Attachment to old home (r ¼ 0.95, po0.001) and Sickness of the new place (r ¼ 0.87, po0.001).
The table also reveals that the mood swing scale was positively correlated to its sub-scales (r ¼ 0.75,
po0.001 and r ¼ 0.73, po0.001). Hence, it is shown that the scale is quite valid.
Correlation among homesickness, mood swings and emotional intelligence
Table I reveals that homesickness was positively and significantly correlated with mood swings
(r ¼ 0.34, po 0.001) and negative mood swings (r ¼ 0.49, po 0.001). This proved H1.
Table I also displays that emotional intelligence was negatively and significantly correlated with
homesickness (r ¼ −0.15, p o0.05), positive mood swings (r ¼ 0.33, p o0.05) and negative
mood swings (r ¼ −0.24, po 0.05). This proved H2.
Table II reveals that skewness and kurtosis values of data showed normality of homesickness,
emotional intelligence and positive and negative mood along their sub-scales for university students.
Table I Correlation matrix among homesickness, emotional intelligence and positive and
negative mood along their sub-scales for university students
Variables

M

(1) Homesickness
(2) Attachment to old home
(3) Sickness of the new place
(4) Emotional intelligence
(5) Positive and negative mood
(6) Positive mood
(7) Negative mood

SD

α

1

2

3

4

5

6

7

63.21 13.22 0.87 − 0.95** 0.87** −0.15* 0.34** 0.04
0.49**
16.55 5.42 0.84
−
0.67** −0.06 0.37** 0.11
0.45**
44.13 8.49 0.78
−
−0.28** 0.22** −0.11
0.44**
68.16 13.13 0.88
−
0.06
0.33** −0.24**
52.26 10.87 0.79
−
0.75** 0.73**
31.29 7.49 0.73
−
0.11
23.29 8.04 0.82
−

Notes: n ¼ 304. The values in gray highlights show inter-subscale correlation as an indicator of construct
validity of respective scale. *p o0.05; **po0.01; ***p o0.000

Table II Skewness and kurtosis for homesickness, emotional intelligence and positive and
negative mood along their sub-scales for university students
Variables
(1) Homesickness
(2) Attachment to old home
(3) Sickness of the new place
(4) Emotional intelligence
(5) Positive and Negative Mood
(6) Positive mood
(7) Negative mood

n

Min

Max

M

SD

S

K

303
303
303
304
301
302
301

30
8
20
24
23
11
10

94
32
67
94
89
47
47

63.21
16.55
44.13
68.16
52.26
31.29
23.29

13.21
5.41
8.48
13.13
10.87
7.49
8.03

−0.093
0.283
−0.222
−0.561
−0.058
−0.372
0.301

−0.438
−0.546
0.036
0.107
0.066
−0.271
−0.693

Notes: n ¼ 304. S, Skewness, k, Kurtosis
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Table II reveals that homesickness was a significant predictor for positive mood swings (B ¼ 0.18,
p o0.000) in Pakistani university students. Results also revealed that gender was a significant
predictor for positive mood swings (B ¼ −0.39, ns) in Pakistani university students. The results
indicated that the interaction between homesickness and gender was a significant predictor for
positive mood swings (B ¼ −2.02, p o 0.000) in Pakistani university students. The first objective
of this study which states “To study the moderating role of gender in the relationship between
homesickness and mood swings among University students” was proved.
A significant slope in Figure 1 displayed that those female students who had experienced
homesickness were more likely to develop positive mood swings as compared to male students.
Table reveals that homesickness was a significant predictor for negative mood swings
(B ¼ −0.301, p o 0.000) in Pakistani university students. Results also revealed that age was a
significant predictor for negative mood swings (B ¼ 5.11, p o0.001) in Pakistani university
students. The result indicated that the interaction between homesickness and age was a
significant predictor for negative mood swings (B ¼ 4.45, p o0.000) in Pakistani university
students. The second objective which states “To study moderating role of age between
homesickness and mood swings among university students” was proved.
A significant slope in Figure 2 displayed that those young adults’ students who had experienced
homesickness were more likely to develop negative mood swings as compared to age late
adults’ students.
Table reveals that emotional intelligence was a significant predictor for negative mood swings
(B ¼ 0.259, ns) in Pakistani university students. The results also revealed that age was a
significant predictor for negative mood swings (B ¼ 5.11, ns) in Pakistani university students.
The result indicated that interaction between emotional intelligence and age was a significant
predictor for negative mood swings (B ¼ −5.130, po 0.05) in Pakistani university students.
Figure 1 Moderating role of gender in the relationship between homesickness and mood
swings among university students

Positive mood swings
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Figure 2 Moderating role of age in the relationship between homesickness and mood
swings among university students
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The third objective which states “To investigate moderating role of age in the relationship between
emotional intelligence and mood swings among University students” was proved.
A significant slope in Figure 3 displayed that those young adults’ students who had emotional
intelligence were less likely to develop negative mood swings as compared to late adults’ students.

Discussion
The current study was designed to investigate the relationship among emotional intelligence,
homesickness and mood swings in university students. Additionally, the study examined the
moderating role of demographic variables such as gender and age in the relationship among
emotional intelligence, homesickness and mood swings in university students.
H1 was proved in the current study. Results shown in Table I revealed that homesickness
was positively and significantly correlated with mood swings (r ¼ 0.34, p o 0.001) and
negative mood swings (r ¼ 0.49, p o 0.001). A numbers of prior researchers’ findings are
consistent with our study on homesickness and mood swings which also elaborated the
positive relationship.
H2 was accepted in the current study. Results shown in Table I also displayed that emotional
intelligence was negatively and significantly correlated with homesickness (r ¼ −0.15, po 0.05),
positive mood swings (r ¼ 0.33, po 0.05) and negative mood swings (r ¼ −0.24, po 0.05).
Findings of previous studies are consistent on emotional intelligence, homesickness and mood
swings which explained negative relationship (Saklofske et al., 2012; Mayer and Salovey, 1993).
The emotional intelligence is the ability to understand the emotions of self and to understand the
emotions of the others. In homesickness, low emotional intelligence causes homesickness and
may increase it too. Higher the higher the rate of the emotional intelligence, the more is the ability
of a person to cope with the problems. In students, homesickness is very common but emotional
intelligence helps them to deal with this homesickness. Homesickness causes stress which later
when becomes a severe cause of mood swings. But emotional intelligence helps to overcome
homesickness as it has the ability to deal with emotions as it is the awareness to one’s own
emotions and insight to deal with them (Saklofske et al., 2012). Emotional intelligence has a
negative relation with the mood swings. In this research, homesickness is the reason for the
induction of mood swings but emotional intelligence helps in overcoming these mood swings as
emotional intelligence is the ability to monitor and understand one’s own emotions and the
emotions of the others to discriminate the emotions and use information to guide one’s behavior.
This information is useful in overcoming the mood swings as the behavior is being monitored by
the amount of emotional intelligence (Mayer and Salovey, 1993).
The first objective which states “To study moderating role of gender between homesickness and
mood swings among university students” was proved in the present study. Results shown
in Table III revealed that Homesickness was a significant predictor for positive mood swings

Negative mood swings

Figure 3 Moderating role of age in the relationship between emotional intelligence and
mood swings among university students
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Table III The moderating role of gender in the relationship between homesickness and
mood swings among university students
DV

IV

Positive mood swings

Homesickness
Gender
Homesickness × Gender
Constant

B

SE

Β

ΔR2

ΔF

0.18
−0.39
−2.02
20.041

0.05
0.91
0.56
83.765

0.327***
−0.24
−3.58***

0.042

13.19***

Notes: n ¼ 304. *po0.05; **po 0.01; ***p o0.000

(B ¼ 0.18, po 0.000) in Pakistani University students. Results also revealed that gender was a
significant predictor for positive mood swings (B ¼ −0.39, ns) in Pakistani university students. The
result indicated that interaction between homesickness and gender was a significant predictor for
positive mood swings (B ¼ −2.02, p o0.000) in Pakistani university students. The results of prior
research works are consistent on homesickness and mood swings which also explained that
homesickness was a positive trigger for mood swings (Van Tilburg et al., 1996).
The second objective which states “To study moderating role of age between homesickness
and mood swings among University students” was proved in the present study. Results shown
in Table IV revealed that homesickness was a significant predictor for negative mood swings
(B ¼ −0.301, p o 0.000) in Pakistani university students. Results also revealed that age
was a significant predictor for negative mood swings (B ¼ 5.11, p o 0.001) in Pakistani
university students. The result indicated that interaction between homesickness and age was a
significant predictor for negative mood swings (B ¼ 4.45, p o 0.000) in Pakistani university
students, which also explained that homesickness was a positive trigger for mood swings.
Previous studies explained that age differences exist on mood swings (Thurber and Sigman,
1998). Young students have shown more mood swings due to homesickness as compared
to adult students. This may affect their academic performance too. Therefore, recurrent
thoughts of the home are the major cause of inducing mood swings among university students
(Brewin et al., 1989).
The third objective which states “to investigate moderating role of age between emotional
intelligence and mood swings among University students” was proved in the current study.
Results shown in Table V revealed that emotional intelligence was a significant predictor for
negative mood swings (B ¼ 0.259, ns) in Pakistani university students. Results also revealed that
age was a significant predictor for negative mood swings (B ¼ 5.11, ns) in Pakistani university
students. The result indicated that interaction between emotional intelligence and age was a
significant predictor for negative mood swings (B ¼ −5.130, po 0.05) in Pakistani university
students. The findings of previous studies are consistent on emotional intelligence and mood
swings which explained a negative relationship (Saklofske et al., 2012; Mayer and Salovey, 1993).
Emotional intelligence is the ability to understand the emotions of oneself and to understand the
emotions of the others. The higher the rate of the emotional intelligence, the more is the ability of a
person to cope with the problems. In students, homesickness is very common but emotional
intelligence helps them to deal with this homesickness. Homesickness causes stress which later
becomes a severe cause of mood swings. But emotional intelligence helps to overcome
Table IV The moderating role of age in the relationship between homesickness and mood
swings among university students
DV

IV

Negative mood swings

Homesickness
Age
Homesickness × age
Constant

B

SE

Β

ΔR2

ΔF

−0.301
5.11
4.45
45.064

0.099
2.28
1.28
6.456

−0.527***
0.128**
0.604***

0.038

12.055***

Notes: *po 0.05; **p o0.01; ***po0.000
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Table V Moderating role of age in the relationship between emotional intelligence and
mood swings among university students
DV

IV

Negative mood swings

Emotional intelligence
Age
Emotional intelligence × age
Constant

B

SE

Β

ΔR2

ΔF

0.259
−2.190
−5.130
7.993

0.206
2.6
2.59
15.250

0.422
−0.051
−0.670*

0.012

3.924*

Notes: *p o0.05; **po0.01; ***po 0.000

homesickness as it has the ability to deal with emotions as it is the awareness to one’s own
emotions and insight to deal with them (Saklofske et al., 2012). Emotional intelligence has a
negative relation with the mood swings. In this research, homesickness is the reason for the
induction of mood swings but emotional intelligence helps in overcoming these mood swings as
emotional intelligence is the ability to monitor and understand one’s own emotions and the
emotions of the others to discriminate the emotions and to use information to guide one’s
behavior. This information is useful in overcoming the mood swings as the behavior is being
monitored by the amount of emotional intelligence (Mayer and Salovey, 1993).
Implications of present studies
The findings of the study has important roots for the further studies and betterment of the
students as homesickness is faced by almost every person in their lifespan which is a condition of
distress due to temporary or permanent detachment from the home. It is more common in
adolescents, especially students. The study will help the students to be aware of the fact that they
are facing homesickness for being away from the home and the possible ways to overcome this.
The introduction of a new term “emotional intelligence” to the students will help them understand
emotional intelligence and its better use. The research will also help to adjust in the new settings
especially in hostels for the education purpose. Homesickness affects the academic purpose;
therefore, it is necessary to educate the students that homesickness causes mood swings which
may get severe and cause serious psychological problems. The study gives a way for further
modifications in the study of finding more ways of overcoming homesickness as well finding the
more consequences of homesickness other than mood swings. The study can also be helpful for
the parents and teachers to help the students facing homesickness by improving their emotional
intelligence with counseling.

Conclusion
Homesickness is very common among adolescents as compared to the adults. Students
face homesickness being away from the home mainly because of the educational purpose. This
homesickness may result in mood swings among them. But this homesickness and mood
swings can be controlled by the help of emotional intelligence which is the ability of understanding
one’s emotions and the emotions of the others and used to modify behavior and thinking. Higher
the level of the emotional intelligence, the less is the homesickness and mood swings. Therefore,
emotional intelligence has a moderating role in the relationship between homesickness and
emotional intelligence.
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Introduction
Reducing health disparities in the USA has been an important public health goal for over two
decades. In 2008, the US Department of Health and Human Services (HHS) released the third
version of the Healthy People initiative, a comprehensive set of national public health objectives
that envision “a society in which all people live long, healthy lives” (HHS, 2008). Known as Healthy
People 2020, these revised guidelines highlight the need to not only eliminate disparities, but also
achieve health equity and improve the health of all citizens. Additionally acknowledged are the
complex dynamics that influence health disparities among underserved and disadvantaged
populations. Among these groups are Latinos, who represent the largest minority group in the
USA (US Census Bureau, 2018).
In 2016, 55.2 million Latinos lived in the USA, accounting for 17.3 percent of the total population
(US Census Bureau, 2018). Although commonly agglomerated under one ethnic group, US
Latinos stem from a myriad of backgrounds. The majority of Latinos are of Mexican origin
(64 percent), followed by Puerto Ricans (9.5 percent), Cubans (3.7 percent), Salvadorans
(3.7 percent) and Dominicans (3.3 percent); the remaining 14.3 percent represent all other
Spanish-speaking countries from Central and South America (Stepler and Brown, 2015).
Documentation status also differs by country of origin: in 2012, it was estimated that 5.8 million
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Mexicans, 675,000 Salvadorans, 525,000 Guatemalans, 350,000 Hondurans, 170,000
Dominicans, 150,000 Colombians, 130,000 Ecuadorans and 120,000 Peruvians were
undocumented (Passel and Cohn, 2014). Meanwhile, although Puerto Rican migratory
patterns are not affected by documentation status due to their US citizenship, its recent
economic recession led a 7 percent decline in its total population between 2010 and
2015 – accounting for approximately 250,500 individuals, the majority migrating stateside
(Krogstad, 2015). These numbers have rapidly grown after Hurricane María hit the island on
September 20, 2017, with some estimating up to 200,000 moving to Florida a mere two months
after the storm (Sesin, 2017).
In addition to sub-ethnic diversity, differences in healthcare access, socioeconomic status,
acculturation, and preferred language each uniquely contribute to the health disparities and
political and socioeconomic inequities US Latinos face. Having a thorough understanding of
these factors is particularly important in chronic diseases such as cancer, the leading cause of
death among Latinos (Murphy et al., 2013). As such, the following essay applies Paulo Freire’s
contributions to critical pedagogy to reflect on and problematize current efforts to reduce
cancer health disparities (CHDs) among Latinos in the USA. It will first describe how cancer
impacts Latinos, taking into account how different factors influence disparities and inequalities
among US Latinos. This will be followed by a brief historical overview of colonialism in Latin
America, leading to a discussion of Freire’s writings on oppression, critical consciousness,
praxis and dialogical education. His approaches will then be applied to efforts to reduce CHDs
among US Latinos, discussing the strengths and weaknesses in current public health initiatives.
It will conclude by suggesting ways to improve programs and interventions tailored to reducing
CHDs among Latinos, elaborating on programmatic successes and applying Freireian
concepts to these approaches.

CHDs among US Latinos
Latinos in the US face many CHDs. Although Latinos have lower incidence and mortality rates
than Whites for breast, lung, colorectal and prostate cancers, they are more likely to be
diagnosed with advanced stages of disease (National Cancer Institute, 2012). However, due to
difficulties in maintaining accurate records of cancer deaths among migrating Latino populations,
survival rates may be inflated (American Cancer Society (ACS), 2015). Latinos also have
disproportionately higher incidence and mortality rates of cancers caused by infectious diseases,
such as cervical, stomach and liver cancers (ACS, 2015). Additionally, because Latinos are
younger than the general population in the USA, a larger proportion of cancer diagnoses occur in
younger age groups – 25 percent of cancer diagnoses among Latinos occur in persons less than
50 years old, while only 12 percent occur in non-Hispanic whites (ACS, 2015).
Research highlights multiple factors that influence CHDs among US Latinos. Among these is
language, which has been perceived as a barrier to accessing cancer information among
predominantly Spanish-speaking Latinos (Díaz et al., 2013). While 89 percent of US-born
Latinos report speaking only English or doing so very well, only 34 percent of those born
outside the USA do so (Stepler and Brown, 2015). These differences can affect access to and
understanding of cancer information: one study found that Spanish-speaking Latinos were
63 percent more likely to find it difficult to understand sought cancer information than
English-speaking Latinos (Vanderpool et al., 2009). They were also 65 percent more likely to
report it taking a lot of effort to search for cancer information. Language has also been
documented to affect patient-provider communication and contribute to poor cancer screening
rates (Díaz et al., 2013; Becerra et al., 2015).
Healthcare access also impacts cancer prevention, screening and treatment service utilization
(ACS, 2015). Yet, in 2015, 16 percent of Latinos reported having no health insurance during the
previous 12 months; another 19 percent went without health insurance at some point during the
year (Latino Decisions, 2015). Comparisons between US and foreign-born Latinos highlight
additional disparities: only 78 percent of foreign-born Latinos had health insurance in 2015
compared to 87 percent of those born in the USA (Latino Decisions, 2015). Furthermore,
12 percent of those with health insurance coverage are on Medicaid, while another 19 percent
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are on Medicare, which may impact the type of care received. Undocumented Latinos face
further barriers to healthcare access, as they are ineligible for Medicare and health insurance
through the Affordable Care Act, while Medicaid access is limited to certain emergency services
(US Centers for Medicare and Medicaid Services, 2014). As such, many are limited to receiving
care at low-cost and free clinics. Also important in cancer rates among Latinos is acculturation –
the process by which immigrants adopt the customs, attitudes, beliefs and behaviors of a new
culture (Abraído-Lanza et al., 2005). Although acculturation has been seen to improve access to
healthcare services, cancer screenings and HPV vaccine uptake, it has also been reported to
increased uptake of behaviors linked to cancer, such as smoking, poor dietary behaviors and
increased alcohol consumption (Lara et al., 2005).
Notwithstanding these important distinctions, the vestiges of Latin America’s shared colonial
history have influenced overarching cultural values present in many Latin American communities,
such as machismo – male gender-role identities influenced by the interaction of sociocultural and
behavioral components (Torres, 1998) – and fatalismo – beliefs that events are predetermined or
externally caused and cannot be prevented or changed (Flórez et al., 2009). Although these
values do not always lead to negative health outcomes (Torres, 1998; Flórez et al., 2009; Erwin
et al., 2010), they have been documented to impact Latino CHDs (Goldman et al., 2009;
Otero-Sabogal et al., 2003). For example, a qualitative study exploring stigma and
misperceptions about colorectal cancer risk and screening among Puerto Rican
and Dominican men in the USA highlighted machismo as an influential barrier to getting
screened (Goldman et al., 2009). Similarly, fatalismo has been associated with decreased breast
and cervical cancer screenings (Otero-Sabogal et al., 2003). The following section provides a
brief historical overview on Latin American colonialism and oppression, describing how these
have influenced values such as machismo and fatalismo. This historical and political overview also
serves to contextualize the emergence of critical thinkers and community organizers in Latin
America post-Second World War, such as Brazilian educator Paulo Freire, whose teachings may
provide insight on ways to improve the socioeconomic and political inequalities US Latinos
continue to face today.

Colonial oppression, Freire and critical consciousness
Between the late 1400s and 1800s, the vast majority of Latin American countries remained under
Spanish or Portuguese colonial rule. These patriarchal Catholic monarchies maintained their
power through cultural hegemony, described by Chasteen (2001, p. 69) as “a form of political
power [that] is resilient and does devastating damage to people at the bottom. When they accept
their inferiority and […] ‘know their place,’ they accept their own subjugation.” This patriarchal
structure is still present in Latin America’s cultural fabric and is manifested through familial,
religious, educational and other social structures. Within many of these structures, male
superiority continues to take a leading role, contributing to the perpetuation of machismo
(Quiñones Mayo and Resnick, 1996).
As these countries sought independence in the 1800s, ensuing conflicts pitted liberal and
conservative ideologies against each other, perpetuating a subordinate identity to US and
European countries and maintaining hierarchical race and class relations as they were (Chasteen,
2001). Although most Latin American countries achieved their independence (with the exception
of the US Commonwealth of Puerto Rico), colonial influences still contribute to the internalization
of oppression among many Latin Americans and prolong a sense of deference and silencing
among the marginalized (Lacerda, 2014). In regards to fatalismo as a ramification of internalized
oppression, Paulo Freire (1970) writes (p. 43):
Fatalism in the guise of docility is the fruit of a historical and sociological situation, not an essential
characteristic of a people’s behavior. It almost always is related to the power of destiny or fate or
fortune – inevitable forces – or to a distorted view of God.

During Latin America’s neocolonial period in the late 1800s and early 1900s, US presence in
Latin America grew through policies like the Monroe Doctrine and the Roosevelt Corollary.
These policies, coupled with the Great Depression and subsequent world wars, contributed to
a growing a sense of nationalism in Latin America that embraced transculturation and mixed
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racial identities (Chasteen, 2001). However, nationalism did not erase internalized racism that,
alongside the expansion of industrial jobs across Latin American countries, contributed to the
growth of shantytowns around the continent. As industrialization lost momentum post–Second
World War and the Cold War began, Latin American countries – many US allies during the
war – failed to receive economic aid upon the enactment of the US Marshall Plan. Many of these
factors influenced a period of revolution in the 1950s and 1960s, led by a number of
revolutionaries influenced by Marxist ideologies and liberation theology. During this time, many
religious and political leaders took inspiration from Paulo Freire’s work to empower peasants in
northeastern Brazil.
Freire, arguably the most influential contributor to critical pedagogy, explored the process of
achieving critical consciousness through his writings while in political exile in Chile. At the core of
his groundbreaking work is the importance of mobilizing communities without a voice by helping
them recognize their oppressive realities and consequently enact change (Freire, 1970). While a
substantial part of Freire’s work consisted of teaching Brazilian and other Latin American
peasants to become literate through raising their critical consciousness, a cursory view of his
work can lead to a limited interpretation of what this process entailed.
Freire’s work was written in a time of political revolution. His desire to educate as a form of
liberation stems from the oppression many of his Brazilian countrymen had faced for decades.
Freire was instrumental in Brazil’s 1950s mass educational movement (Movimento de Cultura
Popular), which aimed to motivate peasants and the illiterate to become aware of their
democratic rights and consciously partake in the voting process (Mies, 1973). Within the span of
45 days in 1962, he and his team taught 300 peasants and workers to read and write. However,
his methods did not stop at alphabetization: Freire’s method of awakening critical consciousness
enabled the illiterate to become agents capable of changing their current state of oppression.
By 1964, 90,000 newly literate, eligible voters understood power structures and started
organizing themselves (Mies, 1973). This mass mobilization contributed to his arrest in 1964
during Brazil’s coup d’etat, escaping prison and fleeing to Chile 70 days later.
It is not surprising, then, that Freire denounced a “state of oppression that gratifies the oppressor”
in the preface of Pedagogy of the Oppressed (1970, p. 19). His work emphasizes the duality of
the oppressed: oppression that stems from colonization and other social inequities present in
Latin America, and internalized oppression that contributes to fatalistic beliefs that reality is “the
way it must be.” Thus, his denunciation of oppression radicalizes by generating critical
consciousness and embracing transformation, leading to a liberation of the self and others.
According to Freire, praxis – the process of critically reflecting and acting upon the world – is
transformative, enabling self-affirmation and promoting a sense of freedom that creates action
(Freire, 1970). As such, Freire argues that the oppressed must want to change their reality in
order for oppression to end and to evoke change. The educator’s role is to facilitate praxis: to
facilitate the process of turning thought and education into action that enacts change.
Freire also emphasizes the dual nature of praxis: both action and reflection must co-exist.
Action alone leads to activism, which fails to be in partnership with the oppressed, while
reflection alone leads to verbalism: empty words that fail to transform (Freire, 1970).
Furthermore, he highlights the importance of humility among the oppressors who align with the
oppressed; one cannot impose change or determine how the oppressed work as a community.
In allowing people to critically assess their realities without imposing solutions, barriers can be
overcome creatively and in unison.
Per Freire, praxis cannot be achieved through traditional teaching methods, which he refers to as
the banking concept of education, where information is presented as a discourse and meets the
educator’s goals. Instead, Freire promotes dialogical education, where the educator engages
with individuals in a dialogue that is reflexive and acknowledging of their truths (Freire, 1970). This
dialogical approach sees education as a form of liberation, as it allows the oppressed to vocalize
their realities and work collectively to critically reflect and act upon it. On the differences in these
concepts, Freire (1970, p. 77) states:
We must never merely discourse on the present situation, must never provide the people with programs
which have little or nothing to do with their own preoccupations, doubts, hopes and fears – programs
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which at times in fact increase the fears of the oppressed consciousness. It is not our role to speak to the
people about our own view of the world, nor to attempt to impose that view on them, but rather to
dialogue with the people about their view and ours. We must realize that their view of the world,
manifested variously in their action, reflects their situation in the world. Educational and political action
which is not critically aware of this situation runs the risk either of “banking” or preaching to the desert.

Critiquing current US Latino cancer programs through a Freireian lens
Freire’s educational philosophy has inspired work in many fields (Spencer et al., 2010; Minkler and
Cox, 1980), including efforts to reduce health disparities among US Latinos through the use of
promotores. Promotores, also known as community health workers or health advocates, are
typically community members trained to provide health education and prevention in culturally and
linguistically appropriate manners (Office of Minority Health (OMH), 2015). They play important roles
in connecting local residents with necessary health and social services, empowering communities
through leadership and capacity-building (Spencer et al., 2010). Promotores are instrumental in
efforts to support access to health insurance programs (OMH, 2015). Their importance in Latino
health initiatives has also been recognized by HHS, calling for the Promotores de Salud/Community
Health Workers Initiative to help achieve Healthy People 2020 goals (OMH, 2015).
Promotores have been very successful at educating underserved Latino communities about
CHDs. The majority of these programs have been tailored to serve Latinas in the USA, with some
promoting messages to increase knowledge and attitudes for breast, cervical and colorectal
cancers (Molokwu et al., 2015; Scheel et al., 2015; Fernández et al., 2009), while others focus on
increasing preventive and screening services for the aforementioned cancers (Mojica et al., 2015;
Parra-Medina et al., 2015; Thompson et al., 2014; O’Brien et al., 2010; Erwin et al., 2010;
Morález et al., 2012; Larkey et al., 2012; Byrd et al., 2013; Sauaia et al., 2007). A successful
example of using promotores is AMIGAS, a bilingual, multi-site cervical cancer screening
educational intervention available through the US Centers for Disease Control and Prevention
(Byrd et al., 2013). This program saw statistically significant increases in Pap smears among
participants randomized to receive cervical cancer screening education by a promotora
(Byrd et al., 2013).
However, one cannot forget Freire argues empowerment comes from praxis. As the use of
promotores in Latino communities has been introduced in the medical services model, their role
tends to be compartmentalized to educating about a specific disease. Initiatives described in the
literature primarily focus on either educating about cancer prevention and specific types of cancer
screenings, or helping individuals navigate the medical system to access services. Only one study
was found to measure the impact of social engagement and knowledge as a way to improve
mammography intentions among predominantly Mexican American women in Yakima Valley,
Washington (Scheel et al., 2015). Although the role of promotores has undoubtedly assisted
thousands of Latinos in accessing necessary healthcare and increasing knowledge and attitudes
about screening and prevention efforts, many times it stops at service provision or patient
navigation. This approach, which is often disease-specific and biomedically focused, limits the
ability of communities to empower themselves in relation to the structural constraints that lie at the
root cause of health disparities (Spencer et al., 2010).
Freire also argues that knowledge not only empowers, but creates a space for critical
consciousness to grow. Knowledge, then, becomes a resource in efforts to eliminate social
conditions as fundamental causes of disease (Link and Phelan, 1995). According to Link and
Phelan, avoiding or minimizing disease risk requires access to resources such as knowledge,
power, money, and social networks; without these, the association between disease and
inequities persists. These resources are crucial because they are transportable – they allow for
individuals to critically assess their environments and reduce their risk for multiple diseases.
Again, efforts to educate Latinos about cancer that limit knowledge acquisition to cancer control
and prevention facts fail to engage participants in critical assessments of the realities perpetuating
these disparities. Without the ability to critically assess and raise ones critical consciousness,
there is no praxis, which leads to a limited ability in reducing health disparities and improving
health equity.
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This inability to raise critical consciousness is coupled with structural barriers that continue to
oppress by not empowering people to change their social, economical and political realities (Minkler
and Cox, 1980; Link and Phelan, 1995). In the case of cancer, current structures continue to
oppress Latinos lacking the transportation or health insurance to seek access to care, or those who
cannot communicate with their provider because of language barriers, low education levels, or fear
of questioning authority – a remnant of patriarchy and machismo. Existing structures also make it
difficult for underserved Latinos who participate in cancer screening programs, but cannot afford
subsequent surgery or treatment and do not know where to go – thus perpetuating a fatalistic view
of cancer. These structures also impede the adoption of prevention efforts in neighborhoods that
lack infrastructures promoting physical activity. In the words of Freire (1970, p. 55):
Indeed, the interests of the oppressors lie in “changing the consciousness of the oppressed, not the
situation which oppresses them.” […] The oppressed are regarded as the pathology of the healthy
society, which must therefore adjust these “incompetent and lazy” folk to its own patterns by changing
their mentality. These marginals need to be “integrated,” “incorporated” into the healthy society they
have “forsaken.” The truth is, however, that the oppressed are not “marginals,” are not people living
“outside” society. They have always been “inside” – inside the structure which made them “beings for
others.” The solution is not to “integrate” them into the structure of oppression, but to transform that
structure so that they can become “beings for themselves.”

Oppressive power dynamics are also present in anti-immigration policies and messages of racial
intolerance. In 2015, 36 percent of Latinos reported having been treated unfairly because of their
ethnicity, while another 48 percent reported being Latino as the main reason they were treated
unfairly at a healthcare setting, job, store, restaurant and/or by law enforcement (Latino Decisions,
2015). These dynamics are also likely to contribute to silencing among many Latinos: only
13 percent indicated they were extremely or very likely to vote in the next election; 16 percent to
attend a meeting to talk about political or social concerns; and 15 percent to participate in a rally
march, demonstration or protest (Latino Decisions, 2015). As long as these structures and beliefs
continue to exist, Freireian approaches can provide insight to ways to address them. However, this
approach requires that public health efforts move beyond disease treatment and prevention to
include social justice and mobilization as core pieces of interventions targeting Latinos. By serving
as facilitators in the process of raising critical consciousness, researchers and practitioners can
assist Latino communities in finding their voice and increasing their visibility. This, in turn, can enable
communities to embrace a liberating sense of collective action that promotes social activism. This is
particularly important for organizations seeking visibility and active community support to provide
cancer screenings and other health services to undocumented and marginalized Latinos.
It would be incorrect to attribute these structural barriers to the many programs directed at
improving CHDs among Latino communities, as these frequently work within the confines of
time-bound funding mechanisms targeting specific types of cancers and screening efforts
(Spencer et al., 2010). Koskan et al. (2013) discuss issues pertaining to the sustainability of
initiatives using promotores, citing funding as the most influential barrier to program longevity.
They also highlight the importance of ensuring that long-term sustainability is discussed at the
design phase of programs using promotores, particularly if these are linked to short-term
grant-funded research initiatives. Therefore, it would be beneficial for public health researchers
and practitioners invested in using promotores as a vehicle to reduce CHDs to embrace
community-based participatory research (CBPR) approaches and engage in conversations with
communities before implementing these programs, a dialogical approach that is at the core of
Freire’s work (Quiñones Mayo and Resnick, 1996).
The intent in highlighting the limitations of current public health approaches to reduce CHDs
among Latinos is not to deter these programs or initiatives, but to build on ways to improve them.
Public health programs and interventions wanting to reduce CHDs and improve health equity
should heed to Freire’s message that being in praxis goes beyond verbalizing or rationalizing
disparities: it requires communities to critique their realities and enact change to achieve equity.
This is echoed in a review of public health programs using Freireian popular education and
empowerment to promote health outcomes, where the author concludes that these approaches
are paramount to community solidarity and self-belief, “which are essential pre-requisites to
group action to address basic inequities” (Wiggins, 2011).
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While limited, there are some cancer programs tailored to Latinos that exemplify how to
understanding Freire’s concepts of praxis and dialogical education can influence programmatic
design. Two programs were found to integrate Freireian principles through the PEN-3 model in
the development of breast and cervical cancer programs tailored to Latinas (Scarinci et al., 2012;
Erwin et al., 2010). The PEN-3 model centralizes the importance of culture in explaining health
outcomes in three domains, one of which contains factors that influence cultural empowerment
(Airhihenbuwa, 1989, 1992; Airhihenbuwa and Webster, 2004). Both programs acknowledged
the importance of embedding health and social issues unrelated to cancer in their programmatic
design. For example, Scarinci et al. (2012) implemented educational sessions on building
self-esteem, goal-setting and personal responsibility into their cervical cancer program for Latina
immigrants. Meanwhile, Erwin et al. (2010) emphasize not to isolate conversations about cancer
from global health conversations, acknowledging that Latinas suffering from cancer disparities
face multiple structural barriers to improving their health.
Freire’s dialogical approach toward educating and empowering communities also requires a full
understanding of a group’s social and environmental contexts, as well as their perceptions of
these contexts. Erwin and colleagues’ work with Latinas in Kansas and New York City also
highlights that a successful intervention will avoid conceptualizing cultural values as innately
positive or negative, instead working with communities dialogically to embrace their beliefs and
use these to design interactive lessons (Erwin et al., 2010). For example, they utilize focus group
discussions to explore the positive, negative and neutral influences of cultural values like
machismo in the lives of the Latinas they served, using these in messages of empowerment.
Instead of focusing on the negative aspects of machismo, they bolstered ideas that support the
inclusion of men in conversations about the importance of breast and cervical cancer screenings.
It is also possible to develop programs that promote social justice as a way to improve health
outcomes – which is at the core of praxis. In a review of the literature, Wiggins (2011) identified
programs with an emphasis on empowerment that also measured an impact on health
outcomes. Among these programs was Poder es Salud, where community health workers were
essential in achieving the primary goal of increasing social capital among Latino and African
American communities in Portland, Oregon (Farquhar et al., 2008). The program used Freireian
techniques to educate community health workers on leadership, advocacy, community
organizing and other social initiatives. Findings demonstrated increases in social support
( po 0.003) and self-reported physical health ( p o0.004), as well as decreases in depressive
symptoms ( po 0.003) among participating community members (Michael et al., 2008). This
CBPR project was led by the county health department in collaboration with local universities and
community organizations, emphasizing the importance of communities working together to
tackle health disparities.

Revisiting Freireian efforts to address CHDs among Latinos in the USA:
implications and recommendations
Although the use of promotores to reduce health disparities stems from a Freireian philosophy,
the implementation of this approach has slowly been stripped away from its transformative roots.
Freire’s writings on oppression and the facilitative role of the researcher bring back the
transformative nature of these programs by taking a holistic approach to reducing CHDs.
Furthermore, because it was developed in response to oppressive systems and patriarchal
values embedded in Latin America, Freire’s work truly captures the tensions some Latin
Americans face when critically assessing their environments. Understanding and revisiting these
arguments is paramount in applying a Freireian lens to programs and interventions designed to
reduce CHDs among Latinos in the USA. Doing so opens doors to research that can empower
Latino communities to not only partake in cancer prevention and screening behaviors, but also to
critically assess the realities surrounding social and structural barriers to care. This, in turn, can
provide an opportunity for further community organizing that influences change.
Freire’s philosophical underpinnings can serve as a foundation to engage Latino communities in
conversations that are culturally sensitive and cognizant of multifaceted structural barriers to
healthcare. In encouraging communities to achieve praxis and enact change, Freire emphasized
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that researchers and leaders cannot unveil the world for the oppressed: the oppressed must do
so for themselves and on their own time. As such, public health practitioners wishing to engage
Latino communities should not impose the rejection of “oppressive” beliefs and adoption of
“progressive” ones. Instead, they should engage in dialogical approaches – such as those
presented in CBPR – that allow communities to better understand their realities and choose to
transform them. This transformative perspective requires researchers to leave preconceived
ideas aside and meet communities where they are. For example, although beliefs of machismo
and fatalismo have been identified by some as cultural aspects among Latinos that limit the
effectiveness of cancer screenings and treatment (Goldman et al., 2009; Otero-Sabogal et al.,
2003), community members may fail to view these beliefs as negative. They may also choose to
dispel the negative aspects of these values and embrace the positive ones, such as the role of
men as respectful, dignified and honorable protectors of the family (Torres, 1998) or the belief that
“God is in control” and that doctors are “instruments of God” (Leyva et al., 2014). Thus, adopting
Freireian dialogical approaches can help avoid misconceptions in how public health should
approach fatalismo and machismo in cancer control and prevention efforts, which may lead to
inappropriate and culturally insensitive interventions (Erwin et al., 2010; Abraído-Lanza et al.,
2007). It can also help communities challenge their beliefs and decide on ways to transform them.
Freire’s writings also allow public health researchers and practitioners to acknowledge the
diversity among Latinos in the USA. His emphasis to work alongside communities to facilitate
change enables dialogue that highlights the unique struggles a myriad of Latinos face. Because
this communication is at the core of his approach, it discourages initiatives with blanket solutions
that view all Latino communities as having the same disparities. Instead, it encourages
interventions and systems that meet local needs, which may range from an English-language
intervention focused on engaging acculturated families from El Salvador and Honduras in efforts
to improve access to healthy foods and places to exercise, to a Spanish-language campaign
informing recently relocated Puerto Ricans in Florida how to access preventive healthcare
services and register to vote. Cancer programs wanting to engage in these transformative
approaches should consider embedding CBPR communication modalities (Sullivan and Siqueira,
2010), intervention mapping (Bartholomew et al., 1998) and other participatory mechanisms into
their programs. Doing so promotes communication between the community and researchers
that allows individuals to take ownership of their health and their specific needs.
Freire’s dialogical, participatory approach can also assist in the longevity of efforts to reduce
CHDs and improve health equity, as it ensures communities are invested in improving their
realities once researchers and educators are no longer there. Echoing Koskan et al. (2013),
Wiggins (2011) highlights that a major limitation in public health programs implementing Freireian
principles to empower individuals is program longevity. Similarly, Erwin et al. (2010) state that
linkages to services must be established through community partnerships prior to implementing
outreach efforts; failing to do so limits how local level programs can impact policy level barriers to
cancer care. Programs must thus work alongside communities and engage them in
consciousness raising, not only educating them about ways to prevent and treat cancer, but
also on how to critically assess the barriers impeding their access to quality care and prevention
services. By doing so, knowledge can become a transferable resource that allows community
members to engage in social change. Researchers and practitioners invested in these
approaches should also leverage partnerships with local governments and community
organizations as ways to facilitate sustainability and capacity building and foster dialogue.
Lastly, social media can also play an enormous role in Freireian efforts to raise critical
consciousness, allowing those who have been historically oppressed to engage in conversations
that will mobilize others and foment social and structural changes. Social movements have
already been propelled on social media platforms (González-Bailón and Wang, 2016), such as
those seen during the Arab Spring, Black Live Matter and #MeToo. These platforms can also
provide a space for users to engage in conversations about structural and social barriers to
cancer and other important health disparities. Future public health researchers should explore
ways to utilize Facebook, Instagram, Snapchat and similar dialogical platforms to promote
messages linking reduced CHDs to improved health equity and empowerment using Freireian
approaches. This research can also be used to inform programs that integrate the use of
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promotores both in-person and on social media as a way to further empower and engage
Latinos. In this way, promotores can reach a broader audience in ways that still encourage
Latinos in the USA to take an active role in improving their health and wellbeing.

Conclusions
Cancer has the unique ability to act as a vehicle to unite and empower Latino communities.
A myriad of US organizations use empowering language when discussing cancer, evoking
messages of unity and fighting back, such as the American Cancer Society’s® “fight against
cancer” and the Breast Cancer Research Foundation’s “Cancer divides. We unite.” Efforts to
reduce CHDs among Latinos in the USA can thus create a sense of community that cultivates
health equity and social justice by implementing the aforementioned Freireian approaches in
public health programs and initiatives. Furthermore, these principles provide public health
practitioners with a platform that prevents compartmentalizing issues within a specific disease,
while serving as a blueprint for establishing sustainable, long-term community partnerships.
Ultimately, these approaches ensure programs build strong, empowered community
members who understand their world. In doing so, we may give credence to the saying that
“knowledge is power.”
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Abstract
Purpose – The purpose of this paper is to determine the socio-religious factors associated with unmet need
for family planning among married Rwandan women, and examine individual and contextual characteristics of
married fecund women influencing their contraceptive use and future intentions to use contraception.
Design/methodology/approach – This study employed merge data, which were extracted from 2005,
2010, 2014–2015 Rwanda Demographic And Health Survey’s individual women data sets. Characteristics of
married fecund women with unmet need for family planning were compared using Pearson’s χ2 test. A binary
logistic regression analysis was applied to examine the influence of socio-religious factors on contraceptive
use, and future intentions to use contraception among married fecund women.
Findings – Unmet need for family planning among married Rwandan women has significantly decreased
over the past decade, from 39.9 percent in 2005 to 19.5 percent in 2010 and 17.5 percent in 2015. Women
who are Protestants, residing in rural area, and having five or more children were significantly more likely to
have an unmet need for family planning. Overall, the likelihood of having unmet need for family planning, not
using contraceptives and future intentions for not using contraception was found statistically high among
Protestant women compared to Catholics and low-educated women.
Research limitations/implications – Unmarried women and men are not included to examine their role
play and characteristics influences on family planning use in Rwanda. Investing in education of girls should be
a priority for the future, without that there will not be equality in reproductive health and rights. Factors behind
the recent slow motion of family planning initiatives need to be addressed in order to meet the reproductive
needs and rights of all women.
Practical implications – Public-religious collaboration to promote nationally Natural Family Planning in all
healthcare facilities is extremely needed. Since the family planning initiatives have been recently very slow,
investing in behavioral change programs through mass communication seems deliberately prudent.
Social implications – Investing in behavioral change programs and promoting sexual and reproductive
health education would improve women’s social well-being.
Originality/value – This is the first-ever effort to examine the influence of the socio-religious values on family
planning use among Rwandan fecund women.
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Future contraceptive intentions, Religious belief, Unmet need
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Over the last decade, Rwanda has known a tremendous increase in the use of modern family
planning. However, the modern contraceptive prevalence rate (CPR) increased from 4 percent in
2000 to 48 percent of married women in 2015 (NISR, 2016), while the country’s family planning
target is to achieve 70 percent by 2020 (Brunie et al., 2013). Despite this dramatic rise, nearly 19
percent of Rwandan married women still have an unmet need for family planning (NISR, 2016);
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that is, the proportion of currently married women who want to postpone their next birth for two
or more years or who do not want any more children but are not using any contraceptive method
(Bradley et al., 2012). As a consequence, almost half (47 percent) of all the pregnancies in
Rwanda are unplanned each year, and despite a highly restrictive law, an estimated 22 percent of
all unintended pregnancies end in induced abortion (Basinga et al., 2013). The unmet need for
family planning and CPR are normally meant to be used together, to help guarantee that family
planning services are available, accessible and rights-base (UNFPA, 2010). Accordingly, in 2006,
unmet need for family planning was added to the fifth Millennium Development Goal (MDG) as an
important indicator for measuring progress in family planning and reproductive health services
(Kols et al., 2008). More often, unmet need for family planning is grappled with the lack of access
to contraceptive supplies and services in developing countries (Sedgh et al., 2016), but non-use
of contraception may be due to demand side reasons, including concerns about side effects,
cultural and religious opposition to contraception, objection from a partner or lack of knowledge
(World Bank, 2010). For instance, in Rwanda, the major challenges hampering family planning
programs are: very low involvement of male in family planning, fear of side effects, difficulty
reaching out to adolescents and healthcare facilities operated by Catholic Church not offering
modern contraceptives (Tuyishime, 2017).
The role of religion in family planning has been studied and documented for many years, yet
religious opposition to artificial contraception remains a still under-explored issue. Religious
beliefs and practices have been for so long considered as a potential influence on health and
welfare of citizens in many parts of the globe through their views, work and specially their attitudes
towards family planning uptake and ideal family size (Bakibinga et al., 2016). Globally, an
estimated 84 percent of world population is religiously affiliated (Pew Research Center, 2012),
about 92 percent of people in low-income countries say religion is important to them; thus,
religious beliefs and traditions are intertwined with their behaviors, culture, gender roles and life
choices. Therefore, religious leaders and institutions have a significant potential to influence global
health and development work to achieve MDGs through universal access to reproductive health
and family planning services (U. WFDD UAP, 2014). In Rwanda, about 97 percent of total
population adhere to a religion; Roman Catholics account for just 44 percent of citizens,
Protestants 38 percent, and 18 percent for other remaining religious denominations (Maurice,
2015; US Bureau of Democracy Human Rights and Labour, 2013). The World Health
Organization estimates that approximately 40 percent of health services in Sub-Saharan Africa
are offered by church-based organizations (Irh, 2013); this is consistent with the healthcare
sector in Rwanda, where 30 percent of country’s healthcare facilities are operated by faith-based
organizations (Maurice, 2015).
In early 2000s, nearly 60 percent of those faith-linked healthcare centers (mostly Catholic) have
resisted offering artificial contraceptives (Belohlav and Nolan, 2013), which might likely have
contributed to the total fertility rate increased to 6.1 percent in 2005 (NISR, 2005) from 5.8 percent
in 2000 (NISR, 2000). Research shows that religious strictures against family planning are critical
barriers to modern contraceptive use and fertility control (Bakibinga et al., 2016; Agadjanian, 2013;
Agadjanian and Yabiku, 2014; Hirsch, 2008; McQuillan, 2004; Obasohan, 2015; Srikanthan and
Reid, 2008; Wusu, 2015). Yeatman and Trinitapoli in their studies, found evidence that church
leaders’ attitudes toward family planning may be more influential predictor of contraceptive use than
religion denomination (Agadjanian, 2013; Yeatman and Trinitavpoli, 2008). Even Papal Encyclicals
(1930, 1968, 1995) have articulately reaffirmed the Roman Catholic Church’s constant teaching on
birth control and abortion, that it is intrinsically sinful to use contraception to prevent new human
beings from coming into existence (Clague, 2014; M. of G. Will, 1968).
The Catholic Church of Rwanda has enforced the law banning artificial contraceptive methods in its
all healthcare centers and hospitals since 2016. The church has always taught that artificial
contraception is immoral with many side effects, but approves of Natural Family Planning (NFP)
methods, which allow married couples to keep an open mind to natural life (Ducayne, 2016).
However, this stance on modern contraceptives could surely translate into dramatic slowdown of
modern contraceptive prevalence, in turn, impact fertility. As of 2010, contraceptive prevalence in
Rwanda has been very slow with only a 3 percent rise, compared with 42 percent just one decade
earlier (Brunie et al., 2013; Tuyishime, 2017) while unmet need for contraception remained stagnant
at 19 percent (NISR, 2016). Most religious leaders, adherents and traditions have widely different
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views on family planning and contraceptive use (U. WFDD UAP, 2014). Many Protestants or
Christian’s churches broadly support family planning and modern contraception, but Pentecostal
and Evangelical groups mostly oppose all artificial birth control techniques, and do not support the
provision of contraceptive services, notably the condom distribution to unmarried couples (Barrett
et al., 2014; UNFPA, 2016). Family planning is often wrongly equated with abortifacients or
sterilization, which contributes to overall religious opposition to contraception (U. WFDD UAP,
2014). Regarding the stance of Muslim, Islam’s holy book Qur’an does not forbid birth control, nor
does it ban married couples to space their births or stop childbearing (Roudi-Fahimi, 2004).
Moreover, Muslims and Christians, and all other religious groups believe that children are
magnificent gifts of God to man (Maguire, 2003). However, married couples ought to consider in
accord with their religious traditions and socio-economic well-being, whether using contraception
would respect the sanctity of humanv life and the will of God.
Even when women wish to stop or delay childbearing, but not using family planning, religious and
socio-cultural factors can exert substantial influence over women’s attitudes and behaviors to
avoid artificial contraceptives for fear of condemnation (Clague, 2014). Therefore, individual and
community factors should be weightily considered in family planning programs (Ejembi et al.,
2015). To understand the socio-religious influences on family planning use in Rwanda; this paper
first determined the religious and socio-demographic factors associated with unmet need for
family planning among married Rwandan women. Next, this study aimed to examine individual
and contextual characteristics of married women influencing their contraceptive use and future
intentions to use contraception.

Methods
Data and sample
This research paper employed the pooled women’s data sets from three successive Rwanda
Demographic and Health Surveys (RDHS), conducted between 2005 and 2015 that were
obtained on request from dhsprogram.com. Analyses in this study were restricted to nationally
representative cross-sectional samples of 5,458; 6,834 and 6,890 married fecund women
across the country drawn from the 2005, 2010, 2014–2015 RDHS, respectively. The sample
design is more detailed in the 2005; 2010; 2014–2015. RDHS final reports (NISR, 2005, 2016;
Moh, 2010). The demographic and health survey used a standardized women’s questionnaire to
gather information on women’s characteristics, reproductive health, family planning, fertility, etc.
Dependent and independent variables
Dependent variables: this analysis used three outcome variables of interest obtained from RDHS
individual women’s data sets including: Unmet Need for Family Planning (unmet need for spacing and
unmet need for limiting), Contraceptive Use by Method Type which was purposively dummy coded
Non-user vs User, and Future Intentions to Use Contraception was also dummy coded Non-intender
vs Intender in order to facilitate the interpretation of all associative findings. Unmet need for family
planning is defined as a proportion of fecund women, who are not using contraception but who wish
to postpone their next birth (spacing) or stop childbearing altogether (limiting) (NISR, 2016).
Independent variables: religion was modeled in this study as a possible predictor variable
(Catholic, Protestant and other religions) of contraceptive use among women of reproductive age that
can hypothetically explain their demand or unmet need for family planning. Other key predictor
variables are: age group of women (15–19, 20–24, 25–29, 30–34, 35–39, 40–44 and 45–49),
number of living children (0, 1, 2–4, 5+), place of residence (urban, rural), education level of women (no
education, primary, secondary, higher), and wealth quintile (poorest, poorer, middle, richer, richest).
Statistical analyses
This study used both descriptive and logistic regression techniques to analyze and interpret a
large data set of multiple indicators based on the 2005, 2010, and 2014–2015 RDHS
woman’s questionnaires. The descriptive statistics were used to describe the religious and
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socio-demographic characteristics of married fecund women for each consecutive survey
(RDHS). Subsequently, Pearson χ2 was used to determine whether the selected factors of study
interest were significantly associated with unmet need for both spacing and limiting among
fecund married women. A binary logistic regression was applied to examine the influence of the
socio-religious values on contraceptive use (non-user as reference and user) and women’s future
intention to use contraception (non-intender as reference and intender) for each survey year.
All the statistical analyses are performed by using IBM SPSS statistics version 20.

Findings
The religious and socio-demographic characteristics of married fecund women for each
successive survey were provided in Table I. Most respondents were either Roman Catholic or
Protestant, alongside other small religions. The proportion of Catholic respondents decreased
from 44.6 percent in 2005 to 42.0 percent in 2010 and 38.2 percent in 2015, while Protestants
increased progressively from 37.7 percent in 2005 to 40.2 percent in 2010 and 45.2 percent in
2015. Other minority religion accounted for nearly same proportion in 2005, and 2010
(17.7 percent and 17.8 percent, respectively), and not less than 16.6 percent in 2015.
Though most respondents were in their early reproductive age; 25–29 and 30–34 years old.

Table I Religious and socio-demographic characteristics of fecund married Rwanda
women
2005 RDHS
Women (n)

2015 RDHS
Women (n)

%

Religion
Catholic
Protestant
Other

44.6
37.7
17.7

2,435
2,057
966

42.0
40.2
17.8

2,869
2,750
1,215

38.2
45.2
16.6

2,632
3,114
1,144

Age
15–19
20–24
25–29
30–34
35–39
40–44
45–49

1.1
17.5
22.9
20.3
14.7
13.3
10.2

61
953
1,251
1,108
805
726
554

1.2
14.3
25.8
21.3
16.2
11.3
10.0

83
974
1,760
1,454
1,110
769
684

1.2
12.3
22.7
24.6
17.9
12.9
8.5

81
845
1,562
1,695
1,234
887
586

Residence
Urban
Rural

18.8
81.2

1,026
4,432

15.3
84.7

1,046
5,788

22.5
77.5

1,549
5,341

Education
No education
Primary
Secondary
Higher

29.0
61.1
9.1
.8

1,584
3,335
496
43

19.3
69.3
9.5
1.9

1,318
4,736
651
129

15.9
69.6
11.1
3.4

1,098
4,792
766
234

Wealth
Poorest
Poorer
Middle
Richer
Richest

19.9
19.5
19.1
21.3
20.3

1,087
1,064
1,041
1,160
1,106

19.4
19.8
19.8
20.1
20.9

1,323
1,353
1,352
1,375
1,431

18.7
20.3
19.9
19.2
21.8

1,288
1,402
1,369
1,326
1,505

6.0
15.4
50.2
28.4
100.0

328
840
2,738
1,552
5,458

6.2
16.6
50.4
26.8
100.0

426
1,133
3,441
1,834
6,834

5.1
17.7
55.3
21.9
100.0

353
1,217
3,813
1,507
6,890

Living children
0
1
2–4
5+
Total

%

2010 RDHS
Women (n)

Characteristics

%
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Over 77.5 percent of married women resided in the rural area. Slightly more than six-tenth of
married women had primary education; the proportion of women for all five wealth quantiles was
quite similar with nearly 20 percent of the study population, and over half of married women had
2–4 living children in each survey.
Table II displays the empirical relationship between married women’s religious characteristics and
other selected factors determining their unmet need for family planning at the time of 2005, 2010
and 2015 RDHS. Generally, religious status of married women with unmet need for contraception
was significantly related to all socio-economic status in each survey, except in 2014–2015
where women’s religion was significantly associated with only their age group. Unmet need
prevalence was higher among Protestant women (50 percent) at the age 20–24 and those with
more education (75 percent), Catholics residing in rural area (43.8 percent) and those who were in
poorer household wealth group (48.5 percent), while the proportion of married women with no
child was 55 for both Catholics and Protestants, but zero percent among other religions. Overall
for the three surveys, the percentage of married fecund women with unmet need declined slowly
for Catholics from 41.3 percent in 2005 to 38.9 percent in 2010 and 32.7 percent in 2015; for
other religions from 18.2 percent in 2005 to 17.8 percent in 2010 and 14.7 percent in 2015,
while the percentage of Protestant women increased markedly from 40.5 percent (2005) to
43.3 percent (2010) and 52.6 percent in 2015.
As Table III shows, the proportions of having unmet need for family planning were significantly
associated with the selected women’s religious, demographic and socio-economic factors in all
three surveys. The results revealed that estimates of married Rwandan women with unmet need
have dropped dramatically from 39.9 percent in 2005 to 19.5 percent in 2010 and falling slightly
to 17.5 percent in 2015 likewise. The unmet need again accounted for by an entire decline in both
spacing and limiting ( from 23.1 percent vs 16.8 percent in 2005 to 9.6 percent vs 9.9 percent in
2010 and 9.3 percent vs 8.2 percent in 2015). Total unmet need (spacing plus limiting) was
highest among Protestant women, rural women, women with five children and above, and
decreased gradually with the year of survey. The level of unmet need for either spacing or
limiting was more significant among Protestants (43 percent in 2005, 21 percent in 2010 and
20.2 percent in 2015) than Catholics (37 percent in 2005, 18 percent in 2010, and 15.1 percent in
2015) and other religions (41 percent in 2005, 19.5 percent in 2010 and 15.5 percent in 2015).
There was minimal variation in unmet need by women’s wealth quintiles. The level of unmet need
seemed to decline with increasing educational attainments and rise with the age of women.
Table IV presents the results of statistical association between married women’s religious and
socio-demographic characteristics and contraceptive use analyzed through binary logistic
regression. Most of selected factors had the strongest net association with contraceptive use,
except women‘s age groups in 2005 RDHS were not statistically significant. The results indicated
that in 2005 (AOR ¼ 0.687; p o0.001, 0.813), 2010 (AOR ¼ 0.668; p o 0.001) and 2015
(AOR ¼ 0.683; p o 0.001), Protestant women were less likely to use contraception than Catholics
and others. Young women were more likely to be non-users of contraceptive methods than older
ones in all surveys. The likelihood of being non-user was higher among rural women than urban
residents. Predictably, education and number of living children were significantly associated with
then use of contraception among fecund married women. Women with primary, secondary and
higher education were more likely to use contraceptive methods than those with no education.
For wealth quintiles, married women in all five wealth categories had almost the same likelihood of
using a contraceptive method. Women with two or more living children were less likely to be
contraceptive non-users than women having one or no child.
Table V shows that married women’s future intentions to use family planning were more evidently
influenced by their age groups and number of living children status compared with other
characteristics. Protestants were significantly less likely (AOR ¼ 0.736; po 0.001 in 2005, AOR
¼ 0.789; po 0.05 in 2010, and AOR ¼ 0. 658; p o0.001 in 2015) intended to use contraception
than Catholic women and other religions. Women aged 40–44 and 45–49 years were found less
likely (AOR ¼ 0.051; po 0.001 in 2005, AOR ¼ 0.044; po 0.001in 2010, and AOR ¼ 0.030,
po 0.001 in 2015) having future intention to use contraception compared to young women aged
15–19. For urban women, the odds of non-intenders were 1.0–1.3 times higher compared to
rural residents. Although highly educated women were more likely to use contraceptives in the
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Age groups
15–19
20–24
25–29
30–34
35–39
40–44
45–49
Residence
Urban
Rural
Education
No education
Primary
Secondary
Higher
Wealth
Poorest
Poorer
Middle
Richer
Richest
Living children
0
1
2–4
5+
Total

Characteristics

44.4
50.0
45.8
35.9
38.2
36.4
31.6
41.2
40.3
45.0
38.5
37.2
75.0
41.3
36.2
39.5
44.1
40.8
50.0
49.2
41.2
36.1
900
40.5

38.9
32.4
38.1
42.5
43.1
44.8
53.6
30.0
43.8
36.2
44.2
40.5
0.0
44.5
48.5
43.0
35.8
34.6
50.0
32.2
40.6
45.2
919
41.3

Catholic

0.0
18.6
18.1
18.7
404
18.2

14.1
15.3
17.5
20.1
24.5

18.9
17.4
22.3
25.0

28.8
15.9

16.7
17.6
16.1
21.6
18.7
18.8
14.8

2005 RDHS
Religion
Protestant
Other

0.001

0.000

0.008

0.000

0.000

p-value

26
264
1,152
781
2,223
100.0

467
437
440
492
387

393
1,830
0.008
694
1,377
148
4

18
352
509
468
343
324
209

Total

23.5
41.5
38.6
39.1
527
38.9

45.7
38.5
38.4
37.2
31.5

33.4
42.2
25.8
36.4

37.9
39.1

20.0
33.1
35.3
36.5
40.3
45.7
45.7

41.2
39.6
45.8
41.2
586
43.3

42.7
44.7
39.2
39.4
50.9

47.0
41.3
50.6
36.4

47.9
42.6

80.0
48.1
48.7
45.7
39.9
37.5
35.1

2010 RDHS
Religion
Catholic
Protestant

35.3
18.9
15.6
19.7
241
17.8

11.6
16.8
22.4
23.4
17.6

19.5
16.5
23.6
27.3

14.2
18.3

0.0
18.8
16.0
17.7
19.8
16.8
19.2

Other

0.158

0.001

0.014

0.298

0.083

p-value

17
159
661
517
1,354
100.0

337
309
255
231
222

169
1,185
0.014
338
916
89
11

5
154
300
293
243
208
151

Total

27.3
33.3
31.7
34.5
408
32.7

32.5
33.9
34.1
37.7
24.9

28.9
34.8
26.6
25.0

26.7
34.2

80.0
24.8
27.3
29.3
36.1
37.6
45.1

45.5
56.6
52.0
52.3
656
52.6

51.7
51.7
50.4
49.5
60.4

56.2
50.7
56.9
65.0

58.2
51.2

20.0
61.2
58.1
56.8
49.2
48.9
35.2

2014-15 RDHS
Religion
Catholic
Protestant

27.3
10.1
16.3
13.2
183
14.7

15.8
14.4
15.5
12.7
14.7

14.9
14.5
16.5
10.0

15.1
14.6

0.0
14.0
14.6
13.9
14.8
13.5
19.7

Other

0.351

0.258

0.366

0.068

0.000

p-value

Table II Proportions of married women with an unmet need for family planning in religious groups, defined by social and demographic characteristics

11
159
712
365
1,247
100.0

292
292
226
220
217

251
996
0.366
249
869
109
20

5
121
253
324
244
178
122

Total
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Rwanda
Religion
Catholic
Protestant
Other
Age group
15–19
20–24
25–29
30–34
35–39
40–44
45–49
Residence
Urban
Rural
Education
No education
Primary
Secondary
Higher
Wealth
Poorest
Poorer
Middle
Richer
Richest
Living children
0
1
2–4
5+

Characteristics
16.8
16.6
16.2
18.8
4.9
5.1
8.0
12.2
23.4
35.0
34.1
17.3
16.7
23.0
15.0
10.3
4.7
17.6
16.9
18.0
16.8
14.9
0.9
4.0
12.4
34.9

23.1
20.4
26.8
22.2
18.0
30.7
32.4
29.6
18.3
8.4
2.9
19.1
24.0
19.8
25.6
18.8
4.7
24.8
22.9
23.8
24.9
19.0
5.2
26.8
28.9
14.8

2005 RDHS Unmet Need
for spacing
for limiting

6.1
30.8
41.3
49.7

42.4
39.8
41.8
33.9
33.9

42.8
40.6
29.1
9.4

36.4
40.7

22.9
35.8
40.4
41.8
41.7
43.4
37

37
43
41

39.9

Total

0.000

0.000

0.000

0.000

0.000

0.000

328
840
2,738
1,552

1,087
1,064
1,041
1,160
1,106

1,584
3,335
496
43

1,026
4,432

61
953
1,251
1,108
805
726
554

2,435
2,057
966

5,458

Women (n)
p-value

3.8
12.7
11.5
5.4

12.8
11.5
9.0
7.6
7.1

8.8
10.3
6.9
4.7

8.5
9.7

4.8
14.5
13.8
11.4
6.1
3.3
1.0

7.9
11.5
9.1

9.6

0.2
0.9
7.3
22.5

11.9
10.9
9.7
9.0
8.0

16.6
8.7
6.3
3.9

7.3
10.4

1.2
0.9
3.0
8.4
15.4
23.1
20.9

10.1
9.5
10.4

9.9

4
13.6
18.8
27.9

24.7
22.4
18.7
16.6
15.1

25.4
19
13.2
8.6

15.8
20.1

6
15.4
16.8
19.8
21.5
26.4
21.9

18
21
19.5

19.5

2010 RDHS Unmet Need
for spacing for limiting Total

0.000

0.000

0.000

0.029

0.000

0.000

p-value

426
1,133
3,441
1,834

1,323
1,353
1,352
1,375
1,431

1,318
4,736
651
129

1,046
5,788

83
974
1,760
1,454
1,110
769
684

2,869
2,750
1,215

6,834

Women (n)

2.8
11.9
10.8
5.2

11.9
10.5
9.0
7.4
8.1

9.9
9.4
9.0
6.4

9.2
9.4

2.5
13.3
13.6
12.0
7.3
2.3
.3

6.8
12.2
7.3

9.3

0.0
0.5
7.2
18.7

9.3
9.7
7.3
8.7
6.0

11.9
8.1
5.1
2.1

6.5
8.7

1.2
.8
2.0
6.5
12.0
16.8
19.8

8.3
8.0
8.2

8.2

2.8
12.4
18
23.9

21.2
20.2
16.3
16.1
14.1

21.8
17.5
14.1
8.5

15.7
18.1

3.7
14.1
15.6
18.5
19.3
19.1
20.1

15.1
20.2
15.5

17.5

2014-15 RDHS Unmet Need
for spacing for limiting Total

0.000

0.000

0.000

0.003

0.000

0.000

p-value

353
1,217
3,813
1,507

1,288
1,402
1,369
1,326
1,505

1,098
4,792
766
234

1,549
5,341

81
845
1,562
1,695
1,234
887
586

2,632
3,114
1,144

6,890

Women (n)

Table III Percentage distributions of married Rwandan women according to whether they have an unmet need to delay a birth (Spacing) or to stop childbearing
(Limiting)

Table IV Adjusted odds ratios of contraceptive use among married Rwandan women by
socio-religious factors
Characteristics

2005 RDHS
Adjusted OR (95% CI)

2010 RDHS
Adjusted OR (95% CI)

2014-15 RDHS
Adjusted OR (95% CI)

Religion
Catholica
Protestant
Other

1.000
0.687*** (0.581, 0.813)
0.908 (0.745, 1.106)

1.000
0.668*** (0.597, 0.748)
0.774*** (0.671, 0.894)

1.000
0.683*** (0.612, 0763)
1.051 (0.906, 1.219)

1.000
1.460 (0.433, 4.924)
1.327 (0.393, 4.479)
1.295 (0.382, 4.393)
1.320 (0.386, 4.512)
1.220 (0.355, 4.191)
0.875 (0.252, 3.039)

1.000
0.735 (0.402, 1.344)
0.651 (0.356, 1.189)
0.542* (0.294, 0.998)
0.572 (0.308, 1.060)
0.386** (0.206, 0.720)
0.204*** (0.109, 0.384)

1.000
0.655 (0.360, 1.194)
0.555 (0.306, 1.009)
0.459* (0.251, 0.837)
0.450** (0.244, 0.827)
0.438** (0.236, 0.812)
0.224*** (0.120, 0.419)

Residence
Urbana
Rural

1.000
0.695*** (0.575, 0.840)

1.000
1.067 (0.897, 1.269)

1.000
0.951 (0.813, 1.112)

Education
No educationa
Primary
Secondary
Higher

1.000
1.589*** (1.315, 1.920)
3.267*** (2.484, 4.297)
9.805***(4.662, 20.621)

1.000
1.313*** (1.149, 1.500)
1.726*** (1.376, 2.166)
2.201*** (1.412, 3.432)

1.000
1.185* (1.030, 1.363)
1.286* (1.032, 1.601)
1.704** (1.209, 2.400)

Wealth
Pooresta
Poorer
Middle
Richer
Richest

1.000
1.347* (1.041, 1.744)
1.340* (1.035, 1.736)
1.312* (1.016, 1.695)
2.302*** (1.769, 2.995)

1.000
1.240** (1.056, 1.455)
1.565*** (1.331, 1.840)
1.844*** (1.567, 2.171)
1.814*** (1.500, 2.194)

1.000
1.128 (0.964, 1.321)
1.330*** (1.133, 1.560)
1.452*** (1.232, 1.711)
1.417*** (1.161, 1.731)

Age groups
15–19a
20–24
25–29
30–34
35–39
40–44
45–49

Living children
0a
1.000
1.000
1.000
1
5.432*** (2.650, 11.136) 73.781*** (32.579, 167.089) 52.920*** (24.708, 113.344)
2–4
10.973*** (5.448, 22.101) 128.579*** (56.766, 291.241) 93.157*** (43.433, 199.805)
5+
14.682*** (7.129, 30.237) 156.226*** (68.282, 357.438) 111.329*** (51.300, 241.603)
Notes: aReference or indicator variable: for religion, the reference is Catholics; other variables are non-user/
user binary variables, with non-user as the reference level. Statistical significance (p-value): *po0.05;
*p o0.05; ***po0.001

future compared to least educated ones. The results also indicated that women with two to four
living children were significantly 1.6–2.2 times more likely (AOR ¼ 2.231; po 0.001 in 2005,
AOR ¼ 1.677; po 0.001 in 2010, AOR ¼ 1.701 ; po 0.001 in 2015) and women with five plus
children were 2.2–3.8 times (AOR ¼ 3.812; p o0.001 in 2005, AOR ¼ 2.410; po 0.001 in 2010,
and AOR ¼ 2.279; p o0.001 in 2015) more likely intending to use contraception in the future than
women (non-users) with no child.

Discussion
This cross-sectional study of three successive RDHS (2005, 2010 and 2014–2015) examined the
socio-religious and other selected factors affecting unmet need for family planning, contraceptive
use and future intention to use contraception among fecund married women. The findings revealed
that four in ten women were identified as either Roman Catholics or Protestant followers, which
confirmed the most recent statistics on the religion in Rwanda published by World
Atlas (2017). Analyses of this study found a statistically significant association between
women’s religious and socio-demographic status and their unmet need for family planning.
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Table V Adjusted adds ratios of socio-religious factors with no future contraceptive intentions among married Rwandan women
Characteristics

2005 RDHS
Adjusted OR (95% CI)

2010 RDHS
Adjusted OR (95% CI)

2014-15 RDHS
Adjusted OR (95% CI)

Religion
Catholica
Protestant
Other

1.000
0.736*** (0.659, 0.883)
0.866 (0.717, 1.046)

1.000
0.789* (0.634, 0.982)
0.999 (0.752, 1.326)

1.000
0.658*** (0.537, 0.806)
1.013 (0.756, 1.358)

Age groups
15–19a
20–24
25–29
30–34
35–39
40–44
45–49

1.000
0.483* (0.237, 0.982)
0.310*** (0.151, 0.634)
0.181*** (0.088, 0.374)
0.125*** (0.060, 0.261)
0.051*** (0.025, 0.108)
0.012*** (0.005, 0.026)

1.000
1.354 (0.501, 3.660)
0.875 (0.329, 2.324)
0.400 (0.150, 1.069)
0.124*** (0.046, 0.331)
0.044*** (0.016, 0.118)
0.010*** (0.004, 0.028)

1.000
0.552 (0.163, 1.866)
0.300* (0.090, 0.999)
0.192** (0.057, 0.643)
0.081*** (0.024, 0.271)
0.030*** (0.009, 0.103)
0.005*** (0.001, 0.018)

1.000
1.002 (0.824, 1.218)

1.000
1.176 (0.845, 1.638)

1.000
1.340* (1.008, 1.779)

1.000
1.310*** (1.130, 1.518)
1.596** (1.184, 2.151)
2.494 (0.766, 8.123)

1.000
1.373** (1.087, 1.734)
1.525 (0.996, 2.335)
2.115 (0.920, 4.862)

1.000
1.221 (0.963, 1.549)
1.241 (0.845, 1.823)
1.663 (0.905, 3.056)

1.000
0.995 (0.813, 1.218)
0.951 (0.776, 1.166)
1.014 (0.831, 1.238)
0.936 (0.739, 1.185)

1.000
0.829 (0.608, 1.129)
0.762 (0.556, 1.045)
0.697 (0.508, 0.957)
0.536 (0.370, 0.777)

1.000
1.045 (0.788, 1.386)
1.100 (0.822, 1.472)
1.075 (0.799, 1.448)
1.024 (0.714, 1.468)

1.000
1.491** (1.115, 1.992)
2.231*** (1.672, 2.929)
3.812*** (2.756, 5.272)

1.000
0.948 (0.632, 1.423)
1.677** (1.153, 2.440)
2.410*** (1.600, 3.631)

1.000
0.963 (0.662, 1.401)
1.701** (1.188, 2.436)
2.279*** (1.508, 3.446)

Residence
Urbana
Rural
Education
No educationa
Primary
Secondary
Higher
Wealth
Pooresta
Poorer
Middle
Richer
Richest
Living children
0a
1
2–4
5+

Notes: aReference or indicator variable: other variables are non-user-does not intend to use one in future
(non-intenders)/non-user-intends to use a method (intenders) binary variables, with non-intenders as the
reference level. *po0.05; **po 0.01; ***po0.001

Hence, considering seriously women’s socio-religious concerns and investing in education of girls
would improve outcomes and access to reproductive health services (Ndaruhuye et al., 2009).
The results of this study showed that Protestant women consistently reported higher unmet
needs prevalence compared to Catholics and other religions, thus, reflecting earlier research
found also higher contraceptive prevalence among Catholics than other religions in Sub-Saharan
Africa (Agadjanian, 2013). Despite Catholic Church’s opposition to modern contraception, there
is snub evidence that Catholics are supportive to church teaching stance on artificial
contraceptives or more likely turning to natural fertility-based methods instead. This finding may
also reflect the Rwanda Ministry of Health’s effort to establish the secondary health posts near all
health facilities operated by Catholics offering modern family planning services (Maurice, 2015;
Wadhams, 2010). Still, unmet need among Protestants was slightly higher for spacing birth than
limitation, because most of Christians believe that having children are superb gifts of God
and often seen as symbols of wealth (UNFPA, 2016; Maguire, 2003; Wadhams, 2010).
However, unmet need rate among married has decreased sharply from 39.9 percent in 2005 to
19.5 percent in 2010 and marginally to 17.5 percent in 2014–2015, which is consistent with the
latest RDHS results (NISR, 2005, 2016; Moh, 2010). Notably, high level of unmet need among
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least educated and poorest women implies the need to improve women’s education and
empowerment, which might contribute to effective use of family planning services (Belohlav and
Nolan, 2013; N daruhuye et al. 2009).
The binary logistic regression results of contraceptive use among married women shows strongly
statistical association with religious and selected socio-demographic factors. Moreover,
contraceptive use rate among Protestants was significantly lower than Catholics and other
religions, which notably seems to be less influence of Roman Catholic Church regarding birth
control (Ducayne, 2016; Wadhams, 2010; Westoff, 2013). The chance of being non-users is 0.6
times less for Catholics compared to Protestants. Certainly, the likelihood of being non-user was
high among the young and women with no child, perhaps due to socio-religious prospects of
having more children in the future (UNFPA, 2016; Godwin et al., 2015). The odds of using
contraception increased strongly among urban women and those with much better education
due to rapid social and economic changes underway in Rwanda (Ndaruhuye et al., 2015).
Previous researchers found that women’s socio-economic status matters, urban women or
highly educated women have more often exposure to mass media, which have been proven to
have a potential influence on women’s reproductive behavior and fertility change (Ndaruhuye
et al., 2015; FHI, 2010). Contraceptive prevalence was relatively the same among all married
women’s wealthiest quantiles, suggesting that Rwanda has made more progress in expanding
coverage of contraceptive services over the past decade (UNFPA, 2017).
Understandably, future contraceptive intentions were strongly associated with women’s age and
having more than two children. The likelihood of future intention to use contraception decreases
gradually with women’s age groups and slightly among multiparous women. Recent RDHS
surveys have found comparable results, suggesting of how securely demand of family planning
may change in the future (NISR, 2000, 2005, 2016; Moh, 2010). As previous studies have shown,
most of the married women were not using contraceptives, but intending to use family planning
methods in future because of fertility-related reasons (FHI, 2010).

Conclusion
Overall, outcomes of this study have been able to establish a statistically significant association
between women’s socio-religious characteristics and their family planning use. One key priority
for the future; invest in education of girls, without that there will not be equality in reproductive
health and rights. The government should closely collaborate with religious-based organizations
to provide an inclusive platform for NFP promotion in all healthcare facilities to increase coverage
of family planning services. While unmet need for family planning among married women have
been more stagnant since 2010, investing in behavioral change programs through mass
communication (Westoff and Koffman, 2011) training of community health workers and
educating women on family planning values would seem strategically practical. Additional
research could further our understanding about; factors behind recent slow motion of Rwanda’s
family planning initiatives and men involvement in family planning programs.
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