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ABSTRACT ARTICLE HISTORY

Background and objectives: Obstetric and gynaecological care profoundly affects ~ Received 19 June 2025
s , . . . A . Accepted 18 January 2026
individuals’ health and well-being. However, many international studies reveal negative

and even dehumanizing experiences of this type of healthcare. This study documents KEYWORDS

recent experiences of obstetric and gynaecological care in Québec. We examine Obstetric and gynaecological
patient-healthcare provider interactions, respect for patient rights, whether patient care; respects of rights;
needs are met, and how these factors impact satisfaction with the treatment provided satisfaction with care; trust
and trust in the healthcare system. in the h‘ealthca_re system;
Methods: The PAROLES project is based on a self-report questionnaire posted online patients’ experiences
from July 2023 to January 2024. The sample comprises 1490 respondents who reported

1599 recent experiences of obstetric and gynaecological care. Descriptive analyses and

linear regressions were performed.

Results: Generally, patient-healthcare provider interactions were perceived positively,

but some significant shortcomings were revealed in terms of unmet needs for shared

decision-making and disrespected rights. Although patients were relatively satisfied

with their care, there was considerable distrust in the healthcare system. Meeting needs

in terms of shared decision-making and respecting rights were associated with overall

satisfaction and trust in the healthcare system.

Conclusion: The results uncover substantial inadequacies in obstetric and gynaecolo-

gical care in Québec. To optimize patient-healthcare provider interactions and better

meet patient needs, there must be greater respect for patients' rights.

Background

Gynaecology practice focuses on the female reproductive system (Cunningham et al., 2014). It includes
obstetric healthcare and the health and well-being of both patient and foetus through pregnancy, labour,
delivery, and the postnatal period (Cunningham et al., 2014). Taken together, obstetric/gynaecological
(OB-GYN) services play a vital role in the overall health of individuals. However, several studies have
uncovered suboptimal care and unsatisfactory or dehumanizing experiences for patients (Bohren et al.,
2015, 2019; Céardenas-Castro & Salinero-Rates, 2023; Chancogne & Lévesque, 2024; Lévesque et al., 2016;
Toupin & Lévesque, 2025; Vedam et al., 2019).

Factors that positively influence the obstetric/gynaecological experience

Researchers have identified several factors that promote positive experiences for OB-GYN patients. More
specifically, certain factors are associated with satisfaction, perceptions of high-quality service, and positive
experiences of care provision such as healthcare providers’ attention to patients' concerns (Aoude, 2023;
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Engeltjes et al., 2023; Trainor et al., 2020; Worabo et al., 2024), respectful, nonjudgmental treatment
(Bohren et al., 2020; Qaderi et al.,, 2021; Redshaw et al., 2019), continuous support and personalized
treatment (Cai et al., 2024; Redshaw et al., 2019), respect for patients' wishes (Aranda et al., 2024; Attanasio
et al., 2014; Aydin et al., 2022), and healthcare providers’ empathy (Aoude, 2023; Attanasio et al., 2014;
Engeltjes et al., 2023; Qaderi et al., 2021). Moreover, when healthcare providers prioritize clear communi-
cation (Aranda et al., 2024; Attanasio et al., 2014; Aydin et al., 2022; Qaderi et al., 2021; Redshaw et al.,
2019), strict confidentiality (Aranda et al., 2024; Qaderi et al.,, 2021), patients' physical and psychological
safety (Cai et al., 2024), and patients' personal control over decisions (Aoude, 2023; McCrea & Wright,
1999), the healthcare experience tends to be more positive.

Factors that negatively influence the obstetric/gynaecological experience

Factors that negatively affect the OB-GYN experience have also been identified. Failure to meet patients'
physical and relational care needs (e.g. the need to be heard and to express one’s feelings and fears while
feeling unheard, unseen, and ignored; physical separation from partners) was related to negative experi-
ences and feelings of isolation (Trainor et al., 2020). When healthcare providers overlook patients' feelings
and communicate inappropriately, notably by ignoring patients' worries and omitting to explain treat-
ments, patients can feel dissatisfied and neglected (Akbas, 2019). Unmet needs for safety, communication,
and pain management are also associated with patient dissatisfaction, and are related to high morbidity
rates (Brown, 2017).

Negative experiences in connection with disrespectful care, lack of emotional support, and poor
relationships with healthcare providers can exacerbate patients' feelings of helplessness and sow distrust
in healthcare providers, which in turn affects patients' future health-seeking behaviour (Vargas et al.,
2021). Perceptions of maltreatment, incompetence, and discrimination in the healthcare experience
continue to feed patients' fears and mistrust, even after recent healthcare experiences that were generally
positive (Prall et al., 2024).

Prevalence—studies on satisfaction and dissatisfaction with healthcare

Patients' satisfaction with OB-GYN care and the quality of their interactions with healthcare providers are
important indicators for evaluating and improving healthcare services. Across various studies conducted
worldwide, the majority of patients appear satisfied with the services received. A study conducted among
246 patients in an institution’s obstetrics/gynaecology clinics in the United States found that 91% of
participants felt listened to and 84% expressed satisfaction with treatment discussion (Bhuiyan & Loder,
2024). They also reported feeling respected and comforted during physical exams (96%). However, studies
have shed light on various disparities in different contexts, and documented sources of dissatisfaction often
relate to respect for privacy, communication with healthcare professionals, access to information regarding
their rights or care, and respectful attitudes toward patients (Birhanu et al., 2010; Kowalewska et al., 2014).
A study conducted in France among 627 women attending one of 25 maternity units found that over 11%
reported dissatisfaction due to disrespectful behavior from healthcare providers, most often involving
disregarding women’s pain or excluding them from decision-making (Gaucher et al., 2021).

Healthcare in Canada and Québec

Canada’s healthcare system is based on the Canada Health Act, which provides for universal insured health
services (Government of Canada, Library of Parliament, 2019). Although each province and territory
administers its own healthcare system, they must all conform with certain basic national principles: public
administration (administration and operation on a nonprofit basis by a public authority), comprehensive-
ness (insurance coverage for all medically necessary services provided by diverse entities), universality
(equal access for all residents), portability (continued coverage for travel within Canada), and accessibility
(access to medically necessary services based on need and not ability to pay) (Government of Canada,
2024). Like all the other provinces, Québec has its own particularities. Although the majority of costs for
obstetric/gynaecological care are covered by the Régime de l'assurance maladie du Québec (RAMQ;
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Québec’s health insurance plan') some population groups are excluded (e.g. individuals waiting for official
Québec status, certain individuals with internship or working permits). Moreover, some sexual health
services, such as contraception, are partially or entirely paid services, which limits access (Di Meglio &
Yorke, 2019). For obstetric care, Québec offers diverse forms of pregnancy follow-up (with obstetrician/
gynaecologists, family doctors, or midwives) and birthing facilities (hospital, birthing house, home)
(Gouvernement du Québec, 2018), but access to these services remains unequally distributed across the
province’s regions, with medical deserts in rural and remote areas (Gauthier et al., 2009).

Although Québec has a socially and culturally diverse population, it faces challenges in terms of its
trauma-informed care and intercultural approach, notably due to lack of training for care providers to
support diversified pathways. This impacts individuals who are, among others, transgender, nonbinary,
disabled, racialized, immigrants, or First Nations (Adams et al., 2024; Ghabrial et al., 2024; Scheim et al.,
2021; Wylie et al., 2021).

Empirical data on the experience of reproductive health care from the situated point of view of those
who receive it is lacking in Quebec. How obstetric and gynaecological care is carried out, participation and
decision-making autonomy, obtaining consent and respecting patients' rights are aspects of care that are
poorly documented. Therefore, the lack of quantitative data in Québec limits the understanding of how
patients experience healthcare provision and the impacts on their satisfaction with obstetric/gynaecological
care. The PAROLES project aims to fill this gap by gathering data on the personal experiences of
obstetrics/gynaecology patients.

Objectives

Based on patients' reports of recent healthcare experiences, this study had the following objectives: 1)
document patients' experiences of interactions with healthcare providers and the respect of their rights in
the area of obstetric and gynecological care; 2) evaluate the extent to which the healthcare that patients
received met their needs; and 3) determine levels of patient satisfaction and trust in Québec’s healthcare
system following a recent obstetric or gynecological healthcare experience.

Theoretical framework

The conceptual framework chosen for this project integrates two models: the Montreal Model and the
Theory of Patient-Centered Communication. The Montreal Model (Cote, 2024; Flora et al., 2015), also
known as the patient-partner model, is grounded in four core components. This model emphasizes the
value of patients' experiential knowledge, which is recognized as an essential complement to the scientific
expertise of healthcare professionals. The synergy between experiential and scientific knowledge enables
care that is better adapted to patients' needs. The care relationship (or care management) is approached as
a co-construction, in which both the patient and healthcare professionals engage in dialogue and
collaboratively develop care decisions. This necessitates a sharing of power, as well as a reframed concept
of responsibility, whereby the patient is not viewed as a passive recipient of care but as an engaged and
agentive partner. Finally, the model operates on multiple levels; it is not limited to the therapeutic
relationship itself, but also encompasses all care-related activities and structures, spanning organizational
and systemic domains. The Theory of Patient-Centered Communication (Epstein et al., 2005) posits that
effective medical communication prioritizes the patient’s perspectives, values, and needs. This theory also
highlights the importance of the patient’s active participation in health-related decisions, particularly those
concerning treatment goals. Within this dual conceptual framework, clinicians are encouraged to adopt an
empathic stance that fosters trust and emphasizes the patient-professional relationship, with the aim of
sharing both power and responsibility. This theoretical framework is therefore relevant to our study, as we
seek to document patients' perspectives regarding the respect of their rights and needs. In addition, we
assess the quality of shared decision-making between patients and healthcare professionals regarding the
treatment plan and recommendations, a central principle both of the Patient-Centered Communication
theory and the Montreal model. Finally, we take into consideration the interpersonal skills of the
professional, essential for understanding not only patients' level of satisfaction with their healthcare
experience, but also their overall trust in Québec’s healthcare system.
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Our research objectives include several concepts that we define here for consistent results interpreta-
tion. Experiences are understood as what individual patients undergo while receiving healthcare. In this
study, we focus on interactions with care providers and care providers’ respect of patient rights. Thus, the
participants described specific incidents (e.g. whether a right was transgressed) that occurred when they
received healthcare. Needs refer here to patients' expectations or preferences in connection with their
healthcare experiences. These needs are measured in terms of the subjective importance the participants
placed on various aspects of the experience. Interactions refer to discussions and behavioural interactions
between patients and care providers as observed and perceived by the patients (e.g. do care providers
explain medical exam results?). Rights are understood as basic and inalienable guarantees for individuals
during healthcare access and provision, as set forth in legal frameworks. In the present study, they include
the rights to information, consent, respect for dignity and intimacy, non-discrimination, and autonomy.
Patient satisfaction refers to the patient’s subjective evaluation of the overall reported healthcare experi-
ence. It is associated with several dimensions, including trust in the healthcare system and perceptions of
healthcare quality and the interpersonal skills and competence of healthcare providers.

Materials and methods
The PAROLES project

The PAROLES project was the outcome of the work of a research partnership team that brought together
researchers and representatives of community organizations and professional associations. It was funded
as part of a concerted action by the Fonds de recherche du Québec—Société et Culture (FRQ-SC; Québec
research fund—society and culture) and the Secrétariat a la condition feminine (Secretariat for women’s
affairs). As part of a three-phase project, this article addresses the first phase: a quantitative study of self-
reported experiences of OB-GYN care.

We conducted the study in several steps. First, we reviewed the literature to compile a list of the various
dimensions of obstetric/gynaecological care. We performed a second review to identify tools to measure
obstetric/gynaecological care, satisfaction with care provision, and obstetric/gynaecological violence. In
this step, we also obtained authorization by the Birth Place Lab, whose Principal Investigator, Saraswathi
Vedam, is collaborator on the PAROLES project, to use measurement tools developed in the Canadian
RESPCCT Study. Several discussions were held with researchers from other countries with expertise in
OB-GYN violence. Through these exchanges, we acquired tools and recommendations for our study.
Finally, questionnaire items were developed in French for each dimension of interest, most of which were
adapted from the RESPCCT Study (Vedam et al., 2017; Vedam et al., 2019).

The PAROLES project team drew on the expertise of research partners from community groups (e.g. an
organization for the defence of perinatal rights, a network of immigrant and racialized women, a disabled
persons defense group) and institutional groups (e.g. Ordre des infirmiéres et infirmiers du Québec
[Québec order of nurses], Collége des Médecins [College of physicians], Ordre des Sages-Femmes du
Québec [Québec order of midwives). These partners advised us on the relevance of our proposed items, the
absence of certain essential elements, and items to prioritize, which helped us identify key areas to address
in the Québec context. The team then presented the questionnaire to individuals with varying profiles who
had received obstetric/gynaecological care in Québec, and the content was subsequently reworked to
incorporate their comments. The questionnaire was translated into English and made available in both
English and French.

The questionnaire was designed to allow participants to respond in light of either a recent experience of
obstetric/gynaecological care (i.e. the last time they received care) or else a particularly memorable
experience of obstetric/gynaecological care that occurred in the part 7 years After responding to the
items for the selected experience category (recent or memorable), participants could respond again by
selecting the other category. Thus, they could report more than one healthcare experience. This study
focuses on the first category: recent experiences.

A structured outreach strategy developed in collaboration with a public communications firm was
implemented: several television, media and radio stations announced the study and explained how to
participate. Participants were also recruited through partner and community organizations, who relayed
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the call for participation to their members, contacts, and social media networks. Finally, social media
(Facebook and Instagram) were also used to convey the invitation to participate in a survey. The inclusion
criteria were aged 18 years and older and having received OB-GYN care in the last seven years in Québec.
Thus, cisgender women, trans men, and nonbinary individuals could participate. The self-report ques-
tionnaire was posted online on the Qualtrics platform from July 2023 to January 2024. Participants had to
read the information and consent form and sign digitally before responding. Given the sensitive nature of
certain questions, a list of psychosocial resources was provided. In all, 20 digital gift cards worth $50 each
were drawn by lot by the participants.

Measures

Sociodemographic variables

The questionnaire began with sociodemographic items to gather information on participants’ age (at the
time of questionnaire completion), country of birth, sexual identity, sexual orientation, highest education
level completed, and economic situation.

Shared decision-making

Seven items adapted from the RESPCCT Study - in British Columbia, Canada - (Vedam et al., 2017)
addressed interactions with healthcare providers. Participants indicated their degree of agreement with
each item (e.g. “They explained my test and exam results’) on a six-point Likert scale (Completely
disagree = 0; Disagree = 1; Disagree somewhat = 2; Agree somewhat = 3; Agree = 4; Completely agree = 5)
to rate their experience of the healthcare provision. Shared decision-making scores were calculated from
the sum of each item. Higher scores indicated greater shared decision-making. For the descriptive analysis
presentation, responses were dichotomized: Disagree (0-1-2 = 0) or Agree (3-4-5 = 1). Since this scale was
adapted from a previous project, we conducted an exploratory factor analysis to ensure that the adapted
items measured the same dimension. According to Kaiser criteria (eigenvalue > 1), all items showed good
factor loadings on one factor, supporting a unidimensional structure (loadings ranging from .75 to .86)
(Kaiser, 1960). This scale also showed good internal consistency (« =.81; w =.80). Inspired by Keshet
Korem, a PhD Candidate at the University of Haifa, we asked participants to rate the importance they
attributed to each of the items to which they responded ‘Disagree’ in order to assess individual needs in
relation to the interactions. Responses ranged from Not important = 0 to Extremely important = 5. For the
descriptive analysis presentation, responses were dichotomized: Not important (0-1=0) or Important
(2-3-4-5=1). When participants disagreed with an item but rated it as important, it was considered an
unmet shared decision-making need. Table 2 presents descriptive data for each item.

Disrespect of rights

To assess whether healthcare providers respected participants’ rights, we borrowed from a scale developed
for the RESPCCT Study that measures respect for confidentiality and consent (Vedam et al., 2019).
Although the laws for patient rights in Québec differ slightly from those in British Columbia, because they
fall under separate provincial jurisdictions, the rights to confidentiality and consent are the same for both
provinces. Participants responded to eight items with one of three choices (No=0; Yes=1; Does not
apply) (see Table 3). Two sample items are: ‘My confidential and personal information was disclosed
without my consent,” and ‘The healthcare providers asked for my permission before doing a vaginal exam.’
An exploratory factor analysis was conducted since the items were adapted. It showed two factors with
eigenvalues greater than 1. The first contained 5 items and reflects the construct of Violations of patient
rights and autonomy (factor loadings ranging from .58 to .83), while the second contained 3 items and
illustrates the construct of Provider consent-seeking behavior (factor loadings ranging from .71 to .89).
Both subscales showed acceptable internal consistency (Violations of patient rights and autonomy
subscale: « =.73; w =.74; Provider consent-seeking behavior subscale: a =.79; w =.75). A score for each
subscale based on the sum of each item was calculated. The Provider consent-seeking behavior subscale
items were reversed, so a higher score meant more rights were not respected, as the first subscale.
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Satisfaction and trust

Satisfaction with the care received was assessed in terms of perceived quality of care, perceived competence
of healthcare providers, and patients' trust in the Québec healthcare system following the reported care. A
sample item is: ‘After your last obstetric/gynaecological consultation, how would you rate the overall
quality of the care you received?’ Participants rated four items on a six-point Likert scale from Completely
dissatisfied (0) to Completely satisfied (5). For the descriptive analysis presentation, responses were
dichotomized: Dissatisfactory (0-1=0) or Satisfactory (2-3-4-5=1). The factor loadings, derived from
exploratory factor analysis, ranged from 0.75 to 0.91, supporting the unifactorial structure of the
instrument.

Analysis plan

Descriptive analyses were initially run using SPSS (dichotomized items), followed by four linear regres-
sions (quality of care; healthcare providers’ interpersonal skills; healthcare providers’ competence; trust in
Québec’s healthcare system) to assess whether interactions with healthcare providers and disrespect of
rights influenced patients' satisfaction with the care they received (continuous score). For the linear
regressions, we used the continuous scores for each studied dimension. The effect size was calculated using
the R* (coefficient of determination), i.e. the percentage of the dependent variable explained by the linear
model. According to Cohen’s (Cohen, 1988) criteria, an R? of 0.2 indicates a small size effect, while 0.5 and
0.8 indicate a medium and large size effect, respectively.

Ethics statement

The PAROLES project obtained ethics approval from the ethical research committee of the first author’s
university (CIEREH, No. 2023-5345).

Results
Participant description

The research team cleaned the data obtained from 1712 compiled questionnaires. Questionnaires contain-
ing sociodemographic data only (n = 185), non-serious (n = 10), incomplete (n = 338), or duplicate (n = 14)
entries were removed from the data set. An emphasis was placed on excluding any responses that may have
been provided by bots by checking completion time (treated in the previous step as part of incomplete
responses), response patterns (n = 1) and open-ended responses (n = 6). The final sample comprised 1158
individuals who reported a total of 1258 recent healthcare experiences, including 526 obstetric and 732
gynaecological. The reported experiences had to have occurred within the past seven years, including the
year of data collection, which spanned two years. Therefore, the reported experiences ranged from 2016 to
2023, the majority of which took place between 2020 and 2023 (78.3%). Most of the 1158 participants who
reported recent healthcare experiences were aged from 26 to 35 years (51%), were born in Canada (90%),
self-identified as women (94%), and reported heterosexual orientation (83%). Figure 1 presents a flowchart
explaining the composition of the sample. Table 1 presents the sociodemographic characteristics.

Interactions with healthcare providers and unmet needs for shared decision-making

Of the 1258 reports of recent care received, about 75% involved healthcare providers who checked to see
that the participants understood what was going to happen to them. About as many involved the following
healthcare situations: healthcare providers informed them about medical procedures; healthcare providers
were open and honest with them; and healthcare providers explained their test results (see Table 2). In
contrast, only half of the 1367 experiences involved healthcare providers who informed patients that they
could refuse the intervention, with about the same proportion for situations where patients felt they could
question or challenge the healthcare providers’ recommendations.
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1158 participants

1258 experiences

526 obstetric experiences 732 gynaecological experiences

Figure 1. Sample composition.

As mentioned above, when participants disagreed with an item that was rated as important, we
considered it an unmet need in shared decision-making. The proportions of unmet needs were similar
across items. When a given care interaction was not delivered by healthcare providers, it was rated as
important—and was therefore as an unmet need—in about 90% of cases. For example, 556 (49%) of
participants disagreed with the statement: ‘“They always made sure that I knew that I could refuse an exam
or a procedure.’” Of these, 476 (86%) participants rated this care interaction as important, indicating an
unmet shared decision-making need.

Disrespect of rights

In over half (52%) the reports of care, at least one patient right was disrespected. For Violations of patient
rights and autonomy subscale, 17% of individuals reported at least one right not being respected, while for
the items on the Provider consent-seeking behavior subscale, more than half of the sample (55%) reported
that the healthcare professional did not ask for prior consent. Table 3 presents the items on respect of
rights, when applicable to the reported experiences. We observe that the most often transgressed rights are
the right to consent to a vaginal exam (28% of transgressions), to consent to the presence of observers
(40%), and to consent to have medical students perform medical procedures (45%). The most often
respected rights are to the protection of personal information (93%), intimacy and dignity in connection
with nudity (93%), prior consent to sterilization (96%), prior consent to treatment (88%), and the freedom
to sign legal documents without restriction and in full knowledge of the facts (93%).

Satisfaction and trust

When asked about their most recent experience of obstetric or gynaecological care, the participants rated
three out of four experiences as satisfactory in terms of quality of care, with about the same ratings for the
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Table 1. Sample characteristics (N = 1158 individuals).

Variable n %

Age (years)

18 to 25 127 11.0
26 to 35 591 51.0
36 to 45 286 247
46 to 55 104 9.0
56+ 50 43
Gender

Woman 1093 94.4
Man 35 3.0
Non-binary 1 0.9
Genderfluid 4 03
Agender 2 0.2
Two-spirited 3 0.3
Questioning 5 0.4
Sexual orientation

Heterosexual 964 83.2
Homosexual 25 2.2
Bisexual 77 6.6
Asexual 7 0.6
Pansexual 58 5.0
Queer 9 0.8
Questioning 16 14
Place of birth

Canada 1039 89.7
Outside of Canada 119 10.3
Education

Primary school 5 0.4
High school 71 6.1

College 332 28.7
Undergraduate university studies 435 376
Graduate university studies 315 27.2
Perception of economic situation

Financially comfortable 334 28.8
Sufficient (to meet basic needs or those of the family) 731 63.1
Insufficient (to meet basic needs or those of the family) 93 8.0
n obstetric participants 526 418
n gynaecological participants 732 58.2

Table 2. Shared decision-making experiences and needs (n = 1258 experiences).
Recent care

Disagree, but important

Item Agree % (n') Disagree % (n") % (n")

The healthcare provider explained my treatment plan to me openly and 79.6 (917) 20.4 (235) 89.3 (209)
transparently.

They explained my treatment procedure. 77.0 (932) 23.0 (278) 90.6 (251)

They took the time to make sure that | understood what was happening 74.7 (906) 25.3 (307) 94.4 (289)
to me.

They always made sure that | was aware that | could refuse an exam or a 51.3 (585) 48.7 (556) 85.9 (476)
procedure.

They explained my test or exam results to me. 75.0 (826) 25.0 (275) 90.9 (250)

| felt that | could question the decisions and recommendations of the 49.7 (567) 50.3 (574) 87.7 (501)

healthcare provider(s).

Note: ' n does not add up to 1258 due to participants answering ‘non-applicable’.

interpersonal skills of healthcare providers. Satisfaction with healthcare providers’ competence exceeded
80% (see Table 4). Nevertheless, of the participants who reported recent care, only 62% trusted Québec’s
healthcare system after the experience (see Table 5).

Associations between treatment received, satisfaction, and trust

The linear regression results show that shared decision-making and disrespected rights significantly
predict satisfaction for all four items. Even if it was significant with the three other items, the prior
consent for Provider consent-seeking behavior subscale was not significantly associated with trust in
healthcare system. The four models explained from 22% to 44% of the variance in satisfaction
(see Table 6). Overall, the more the decision-making was shared, the greater the satisfaction, and the
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Table 3. Disrespect of rights.

Recent care
(n' = 1258 experiences)

No Yes

Item % (n) % (n) n (Applicable)

Violations of patient rights and autonomy subscale

My confidential and personal information was disclosed without my consent. 93.3 (1024) 6.7 (73) 1097

The healthcare providers entered the room and undressed me without asking me first. 93.0 (1066) 7.0 (80) 1198

They performed surgery on me without my consent so that | can’t have any more children 95.9 (909) 4.1 (39) 992
(sterilization).

| was forced to sign legal documents saying that | consented to procedures that | didn’t want or that ~ 93.0 (919) 7.0 (69) 1036
weren't explained to me.

| was forced to accept treatment or procedures (other than sterilization) that | didn’t want. 88.4 (879) 11.6 (115) 1041

Provider consent-seeking behavior subscale

The healthcare providers asked for my permission for other people (such as students or observers) to  60.0 (305)  40.0 (457) 791
assist with my treatment.

The healthcare providers asked for my permission for a student to examine me or to perform 453 (369) 54.7 (306) 702
procedures on me.

The healthcare providers asked for my permission before doing a vaginal exam. 27.8 (322) 72.2 (836) 1212

Note: ' n may not sum up to 1258 due to participants answering ‘non-applicable’.

Table 4. Satisfaction with care received and healthcare providers (n = 1258).

After your last obstetrics or gynaecology consultation, how would you rate the following overall? Satisfaction level

Dissatisfactory Satisfactory
Item % (n') % (n')
The quality of the care you received 25.2 (317) 74.8 (940)
The interpersonal skills of the healthcare providers (e.g. willingness to listen) 24.7 (309) 75.3 (944)
The competence of the healthcare providers 16.6 (208) 83.4 (1047)
Note: ' n does not add up to 1258 due to missing data.

Table 5. Trust in Québec’s healthcare system (n=1258).
After your last obstetrics or gynaecology consultation, how would you rate the following overall? Trust level

Distrust Trust Neutral
Item % (n') % (n') % (n')
Your trust in Québec’s healthcare system 23.1 (291) 62.2 (185) 14.7 (782)

Note: ' n does not sum up to 1258 due to missing data.

Table 6. Linear regression for satisfaction with shared decision-making and disrespected of rights (n = 818 experiences).

95% Cl
Estimate SE LL uL p R p
Quality of care received 39 <.001
Shared decision-making 451 .029 394 .508 <.001
Violations of patient rights and autonomy subscale -.184 .055 —-.292 -.077 <.001
Provider consent-seeking behavior subscale -.118 .047 =21 -.026 .012
Interpersonal skills of healthcare providers (e.g. willingness to listen) 44 <.001
Shared decision-making 472 .028 417 526 <.001
Violations of patient rights and autonomy subscale =17 .052 -274 —-.069 .001
Provider consent-seeking behavior subscale -.161 .045 —.249 -.073 <.001
Competence of healthcare providers 34 <.001
Shared decision-making 302 .026 251 352 <.001
Violations of patient rights and autonomy subscale -.293 .049 —.388 -.197 <.001
Provider consent-seeking behavior subscale -.168 .042 —-.250 -.086 <.001
Level of trust in Québec’s healthcare system 22 <.001
Shared decision-making 344 .033 .280 408 <.001
Violations of patient rights and autonomy subscale -.154 .062 =275 -.033 013
Provider consent-seeking behavior subscale -.056 .053 —-.160 .048 293

Note: n does not add up to 818 due to missing data on at least one variable of interest.

more that rights were disrespected or when prior consent was not obtained, the lower was the satisfaction.
These results are statistically significant for all four items: quality of care, F(2,815) =127.05, p <.001;
interpersonal skills of healthcare providers, F(2,815) = 157.94, p <.001; competence of healthcare provid-
ers, F(2,815) =103.11, p <.001; and trust in Québec’s healthcare system, F(2,815) = 56.40, p <.001. Table 6
presents the results.



10 (&) S.LEVESQUE ET AL.

Discussion

To document patients' experiences of obstetric and gynaecological care, we examined patient-healthcare
provider interactions, the alignment between these interactions and patients' needs, respect of patients'
rights, and patients' satisfaction and trust in Québec’s healthcare system.

The results shed light on some worrisome dynamics in the quality of interactions between patients and
healthcare providers and in the respect of patient rights. Although the majority of the reported interactions
were marked by transparent communication and appropriate interpersonal skills on the part of healthcare
providers, a significant portion of the provided care did not meet patients' needs or respect their rights,
such as the right to refuse treatment. Despite relatively greater respect of the rights to confidentiality,
intimacy, and consent to major procedures, we note that more than one out of ten participants reported
being forced to accept a treatment or procedure (other than sterilization) that they didn’t want.
Importantly, patient consent was not systematically sought or obtained for vaginal exams, the presence
of observers, or the participation of medical interns or students. The results also show the impact of needs
that are met and rights that are respected on patients' satisfaction with their care and trust in Québec’s
healthcare system. Thus, although the majority of participants rated their experiences as satisfactory, only
62% indicated that they trusted the system after their healthcare experience.

Our findings echo concerns identified in works addressing informed consent and patients' rights in
obstetric/gynaecological care. For example, other studies emphasized that explicit consent is essential for
all invasive obstetrical procedures, and that the omission of consent is associated with psychosocial
consequences such as birth-related trauma (Shalowitz & Ralston, 2023). Similarly, Dixon-Woods et al.
described how power disparities and disrespect for patient autonomy can result in patient perceptions of
coercive or incompletely informed consent, which foments distrust of healthcare systems (Dixon-Woods
et al., 2006). These results corroborate the importance of the patient-partner model, which argues that the
patient should be at the center of all healthcare (Cote, 2024; Flora et al., 2015). This model is based on
power sharing, where the patient's experiences are respected and valued, which helps to build a relation-
ship of trust not only with the healthcare professional, but also, in the long term, with the healthcare
system as a whole.

Our results enrich the growing body of research on how violations of patients' rights impair weaken
their satisfaction with and trust in healthcare systems. Mistrust can have negative effects in turn, such as
nonadherence to medical recommendations and lower use of medications and healthcare services
(Haywood et al., 2014). Studies focusing on racial discrimination have revealed that patients from
racialized and minority ethnic groups frequently mention instances of healthcare-based discrimination,
which significantly erode their trust in healthcare providers and institutions (Kaur et al., 2024).
Furthermore, the power dynamics that operate in patient-provider interactions play a key role in the
healthcare experience and rights awareness. A critical analysis pointed out that healthcare systems, while
officially promoting charters of patient rights, may use institutional logics and practices that reduce formal
civil rights to ‘patient experience problems’ (Kirkland & Hyman, 2021).

Theoretical and practical implications

Our results suggest several theoretical and practical implications, as well as recommendations for
improving the obstetric/gynaecological care experience. Better respect of patient rights, notably in the
areas of consent, intimacy, and confidentiality, would be paramount. Our results tend to show that the
effectiveness of the law is not optimal. patients' experiences of care do not correspond to the rights they
enjoy in Canadian health care, as defined by charters of rights, more specifically in regard to consent, the
right to obtain information, and the right to refuse treatments. Further studies are needed to better
understand the legal and ethical frameworks associated with reproductive health care, both from the
perspectives of those who receive the services and those who provide them. A more in-depth under-
standing of the effectiveness of the law in gynecological and obstetric care would also allow for more
adequate information to be provided to patients who feel they have been wronged.

Respect of rights was shown to significantly improve satisfaction and trust in healthcare providers
(Mahmoudi et al., 2017). According to the Person-Centered communication theory and the Montreal
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model in line with our findings, mechanisms to encourage trust, positive interactions, and empathy could
also promote patient satisfaction (Lan & Yan, 2017). In addition, involving patients more actively in
treatment decision-making would increase their satisfaction and feelings of empowerment, and hence
increase their trust in the healthcare system (Cote, 2024; Wang et al.,, 2024). Implementing these measures
would require mobilizing policy deciders and institutional managers to ensure that standards of practice
prioritize patients' rights.

Limitations

This study includes certain limitations that should be mentioned. Data were collected from a self-report
questionnaire, which can introduce social desirability biases that influence participants’ responses. In
addition, the reported care occurred within the seven years preceding data collection, which may also affect
participants’ ability to accurately recall their experiences. Moreover, the sample, while substantial, was
recruited mainly via social networks and partner organizations, which could introduce selection bias
against satisfaction with obstetric/gynaecological treatment. Furthermore, the sample is not representative
of the overall Québec population that has received obstetric/gynaecological care, notably in terms of age
(few participants older than 56 years), education level (a relatively well-educated sample), or country of
birth (overrepresentation of Canadian-born individuals). Furthermore, the majority of participants
identified as cisgender women, which limits the generalization of the findings and the applicability of
the conclusions to the experiences of trans men and nonbinary individuals. Finally, the absence of detailed
qualitative data on the healthcare experiences precludes a deeper, nuanced, and contextual understanding
of the dynamics that influenced the reported experiences.

Despite these limitations, this study has some noteworthy strengths. It is one of the first Québec studies to
document recent experiences of obstetric/gynaecological care using a quantitative analysis combined with a
participatory methodology that integrates community partners. The large and diversified sample, with individuals
from diverse demographic groups, allows valuable insights into the care that is received in Québec’s healthcare
system. Furthermore, the use of validated tools that are adapted to the local context thanks to a collaborative
process, including the input of experts and other interested parties, confers considerable credibility and relevance
on this study. Finally, the statistical analyses clearly determine associations between respect of rights, met needs
regarding shared decision-making, and patient satisfaction. The results advance the knowledge and suggest
approaches to improve practices, the organization of care, and healthcare policies.

Conclusions

Our results open up several avenues for future research. Qualitative studies could delve deeper into
individual narratives to better understand the underlying mechanisms of rights violations and dis-
satisfactory experiences, while exploring the dynamics that are specific to marginalized populations
such as trans, nonbinary, and racialized individuals and residents in remote regions. Longitudinal studies
could examine the long-term impact of interactions with healthcare providers and respect of rights on
mental health, trust in the healthcare system, and subsequent medical consultations. Lastly, intervention
studies could assess whether training programs centred on informed consent, an intercultural approach,
and respect of patient rights can improve patients' experiences and satisfaction. These works could inform
systemic reforms and help promote healthcare practices that are more equitable and respectful of the needs
and rights of all patients.

Endnote

1. The RAMQ is the provincial government organization responsible for administering Québec’s health insurance
system and prescription drug insurance plan.
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