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Abstract

Introduction: It is essential that all pregnant women get quality and dignified care. But it does not seem to be happening. 
Although there is no consensus on what constitutes respectful or disrespectful care, emerging respectful maternity care (RMC) 
movement has mission of trying women centered, evidence based, and quality maternity care. 
Objectives: To collect information about burden of disrespectful care, interventions during pregnancy, birth, post birth which 
seem to violate woman’s rights, and are likely to affect woman’s life negatively, physically and mentally. 
Material and Methodology: Various studies related to maternity care were looked into by using search engines like Google 
scholar, NCBI, Pub med, upto, date etc. There were no inclusion or exclusion criteria for studies, reviews. Whatever was 
available was looked into. Local, national and international opinions were also searched and added. Self-experiences too were 
added. 
Results: Globally women’s health rights advocates have reported that disrespect and abuse during reproductive health care, 
especially to marginalized women who have limited resources, is widespread. What constitutes disrespectful and abusive 
care is really not clear but lack of privacy, non-consensual care, verbal, physical abuse, neglect or abandonment, detainment 
for non-payment of fees and so on seem to be part of every-day care. So how much is the burden is also lacking. So globally 
researchers are working on finding extent of disrespectful, abusive (D and A) maternity care. 
Conclusion: There is still no consensus on what constitutes, respectful or disrespectful, maternity care but whatever is 
believed to be disrespectful seems to be widespread global issue. It is essential that better designed studies are conducted. 
Studies need to incorporate cultural knowledge, responsiveness of health system, and health policies for delivery of quality 
maternal care with respect. 
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Introduction 

It is essential that everyone including pregnant 
women get services which satisfy them and their families 
and are technically sound. As such it has been opined 
that if Universal Health Coverage (UHC) and Sustainable 
Development Goals (SDGs) are to be achieved. It is essential 
that everyone including pregnant women get quality, 
dignified and equitable care [1]. On women’s international 
day, April 2014, with launch by the Center for Health and 
Gender Equity (CHANGE) in conjunction with other Sexual 

and Reproductive Health Rights and Maternal Health and 
Rights (IDMHR) organizations, there has been growing 
consensus among global health leaders for advocacy of 
comprehensive, quality, respectful reproductive health 
care for all the women [2]. Because mistreatment during 
reproductive health care is a serious violation of human 
rights. However for providing quality care it is essential to 
understand what quality means to women and girls, because 
it means different things to different people, health providers 
as well as health seekers. Quality care seems to mean that 
whatever is done is evidence based appropriate and does not 
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do any harm to women, physical and mental and women, feel 
satisfied. 
 

Objective 

To get information about burden of disrespectful, 
abusive care, interventions during reproductive health 
care, pregnancy, birth, post birth and beyond which violate 
women’s rights, affect their physical and mental health 
negatively. 

Material and Methods 

Review of published studies about maternity care was 
done by using various search engines like Google scholar, 
NCBI, PubMed, etc. There were no inclusion or exclusion 
criteria about inclusion of studies and reviews. Whatever 
could be accessed was looked into. Local, national and 
international opinions and self-experiences were also added. 

Results 

Overall available information suggests that women 
across the world experience mistreatment during pregnancy, 
abortion, and childbirth services. They suffer from physical, 
verbal abuse, discrimination, non-consented interventions, 
in health facilities across the world. But the magnitude of 
the problem is really neither well understood, nor well 
documented. Attempts at definition have been made. Obstetric 
violence is a specific type of violation of women’s rights, 
including the rights to equality, freedom from discrimination, 
lack of information, integrity, health, and reproductive 
autonomy called ‘maternity violence [3]. Khosla [4] coined 
the term ‘obstetric violence’, which meant ‘disrespectful and 
abusive‘(D&A) care that women experienced at healthcare 
facilities during pregnancy, birth and in the postpartum 
period’. Bohren [5] and Bowser [6] suggested D&A care, 
as mistreatment in human care as “interactions or facility 
conditions during maternity care that are humiliating to 
women or look undignified [7]”. Ogangah, et al. [8] reported 
that although recognized as an issue since the 1950s, it 
was not until 2007 that violations of care, D&A maternity 
services were recorded as part of violation of human rights. 
Diniz, et al. [9] reported that this aspect of health care began 
to be formally documented only in recent past. As the work 
on D&A is growing, defining and measuring this complex 
phenomenon is becoming a real challenge. Freedman, et 
al. [7] also opined that the definition and measurement of 
D&A were complicated because of the subjective nature of 
experience and the perception of normalization of some 
D&A practices. In many instances, women themselves did 
not perceive behaviors as D&A because their perception that 
was expected. Such practices are common in the health care 

context. Similarly, women sometimes perceived a behavior as 
an act of D&A that service providers did not, because it was 
engrained in their everyday practice. Gherardi [10] opined 
that D&A also included failure of adherence to evidence-
based best practices. Freedman & Kruk [11] suggested that 
a complete definition of D&A must capture the complex 
relationship among expectations, normalizations and rights, 
while acknowledging the link between individual actions 
and the systemic conditions that sustained it. Bohren, et al. 
[5] reported that evidence suggested that women across 
the world experienced mistreatment during childbirth, 
which included physical, verbal abuse, discrimination non-
consented procedures, and non-supportive care. Landscape 
analysis by Bowser and Hill [6] had brought the issue of D & 
A care to the attention of global community and review by 
Bohren, et al. [5] developed a typology of what constituted 
mistreatments. Still dilemma about what constitutes D, and 
A care continues. 

Frequency and Types

Rhiannon [12] reported that researchers have identified 
D &A maternity care widespread globally and they were 
working on finding out the real burden around the world. 
However it seems, as of now it is too complex to know the 
ground reality. Reasons are many. WHO [13] and Tuncalp [14] 
reported that over the years, a legal construct has emerged 
in Latin America that encompassed various elements of 
mistreatment of women during childbirth. Bohren, et al. [15] 
did a study in twelve health facilities, three per country in 
Ghana, Guinea, Myanmar, and Nigeria and found that more 
than a third of women reported experiencing mistreatment 
and were particularly vulnerable around the time of birth. 
Women who were younger and less educated were most at 
risk, suggesting inequalities in treatment. Understanding 
drivers and structural dimensions of mistreatment, like 
social inequalities, is also essential. In a study to explore the 
experiences of women giving birth in hospitals in different 
settings in Mozambique, prevalence of D & A maternity 
care was found to be 24% in the central hospitals and 80% 
in the district hospitals, included, lack of confidentiality, of 
privacy, being left alone, being shouted or scolded, and being 
given treatment without permission [16]. The differences in 
numbers might be due to human resources, infrastructure 
or behavioural issues too, which need to be understood if D 
and A care is to be eliminated. The findings of a recent study 
in Kenya revealed that 20% of women reported D&A care. 
They experienced feeling of getting humiliated during birth 
[1]. Exactly what made them feel humiliated was not clear. A 
2015 systematic review of 65 qualitative, quantitative, and 
mixed-methods studies proposed a seven-category model 
for classifying instances of disrespect and physical, sexual, 
verbal abuse or stigma and discrimination, failure to meet 
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professional standards of care like lack of informed consent 
and confidentiality, painful examinations and procedures or 
failure to provide pain relief, and neglect and abandonment, 
poor rapport between women and service providers; and 
health systems constraints [5]. In the study of 2016 women, in 
Ghana, Guinea, Myanmar, and Nigeria 838 (41.6%) reported 
physical, verbal, or stigma or discrimination, 282(14·0%) 
experienced physical abuse, most common being slapping, 
hitting, or punching with substantial variations. Across 
countries women who had caesarian births, as many as 13.4% 
had not consented. Those with vaginal birth with episiotomy 
were not asked consent and 33·8% of those asking for pain 
relief did not get anything for pain relief, 4·5% of who had VB 
did not have a provider present, with variations in countries. 
Most women, 93·8% did not have a birth companion present 
and quite a few were not allowed companion during labour 
birth (44·9%). Some of these issues like CS without consent 
have even legal implications. In Myanmar many women (38·8 
%) who had VB did not have access even to oral fluids and 
many were not allowed food, clear violation of human rights. 
Most women in Nigeria and Ghana were not told that they 
could mobilize, during labour and they did not mobilise [15]. 
These are the reasons why it becomes complex as women do 
not even know of possibilities. Most women (94·4%) were 
not asked their preferred birth positions and many (88·5%) 
reported no preferred birth position too. Almost all women 
(99·1%) with non-instrumental VB used the dorsal, supine, 
or lithotomy positions without knowing /or thinking of any 
other possibilities. Women also reported that providers 
did not listen or respond to their concerns. According to 
qualitative research, midwives and doctors described women 
as “uncooperative” and justified using physical and verbal 
abuse as “punishment” for non-cooperation to ensure “good 
outcomes [5,17]”. However this is not universal. Studies 
measured mistreatment using community-based surveys 
within a similar time period (2–12 weeks post-partum) in 
India, Brazil, and Tanzania which revealed lower frequencies 
of physical abuse and verbal abuse [18-21]. It may be women’s 
perception too which makes the numbers low. Afulani, et 
al. [21] measured person-centred care in Ghana, India, and 
Kenya, and reported that two-thirds of women said providers 
did not explain the purpose of examinations or procedures. 
Woman’s previous experiences with the health system and 
their perceptions of quality care at facilities were reported to 
influence care seeking for new-borns and children too. They 
demotivated mothers from utilizing public health facilities 
including long term services even for their children [22-25]. 
This aspect needs serious thinking for any health system 
to work to its optimum capacity. Schroll [26] reported that 
D&A could occur in low as well as high-income settings, 
in different forms depending on the context. Researchers 
reported that the health system constraints included lack 
of infrastructure to ensure privacy, supplies to ensure that 

standards of care were met; providers were not overly 
stressed to effectively attend to the needs of women and their 
babies. They also included lack of policies for appropriate 
behavior and facility cultures that promoted bribery and 
extortion; unclear fee structures or unreasonable requests to 
women by health workers [5]. Miller, et al. [27] reported that 
though sometimes effective, even lifesaving, when overused, 
some procedures, like enema, induction or augmentation of 
labour, continuous electronic fetal monitoring, episiotomy 
and CB lead to increase in sufferings of mothers and babies, 
including short term and long term sequlae but were used, 
without consultation and discussion with women. Research 
has shown wide variability in intrapartum practices across 
the hospitals, be it induction of labor, instrumental deliveries, 
medication during labor or CB or third stage management 
[28,29]. This could be due to various reasons including lack 
of knowledge, needed human resource, infrastructure or 
just the problem of right attitude. Sobby [30] reported that 
women undergoing CB in low and middle income countries 
faced around 100 times higher risk of death than women who 
had the procedure in the UK . In some regions around one 
third of CB babies did not survive. Also quarter of all maternal 
deaths in low and middle income countries were linked to 
CB (23.8%) and low quality care for those who reported late 
[30]. Health providers from low resource countries go by 
advocacy of rich countries without thinking of possibilities 
in low resource system where they live, do more harm than 
good, so it is essential that interventions are done to have the 
best in given circumstances unfortunately. Women hardly get 
an opportunity to decide about the management in countries 
where more complications are reported. A study in a Kenya 
also revealed that increase in facility births than infants born 
at home between 2009 and 2013 was not associated with a 
decline in perinatal mortality [31]. Mckenize [32] opined that 
for too long medical research focused on the quantity at the 
expense of the quality, more evident in the field of obstetrics. 
Kunkel, et al. [33] reported that Infants born in facilities had 
a 41% greater risk of perinatal mortality than infants born 
at home. Delays in referring and caring for complicated 
pregnancies, higher risk infants delivering at facilities, and 
poor quality of care in facilities were the major factors. Poor 
quality may include delays in reaching, inappropriate timely 
care due to lack of knowledge, skill or right attitude too. 

In a study of public health facilities in Uttar Pradesh, 
India, it was revealed that women who reported 
mistreatment during childbirth experienced complications 
more often during delivery and in the postpartum period 
[33]. Poor physical outcomes were not the only health 
impact of D&A maternity care, it adversely affected mental 
health by creating fear of childbirth. It affected sexuality and 
even desire to have future pregnancy [26,34]. It generated 
life-long feelings of guilt and grief in some women [35]. Reed, 
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et al. [36] reported that some women even shared that their 
experience with D&A care in childbirth actually triggered 
memories of sexual assault. Mothers were separated from 
their new-borns and detained in the hospitals until they paid 
for the delivery services [37]. In some health facilities helpers 
did not allow the mothers to breastfeed the baby unless they 
were given tips by the mother or family, more so if the baby 
was male and first child. As such with first child birth women 
have some difficulties in feeding the baby.

 Research about group antenatal care initiative 
(Pregnancy Circles) in which women with similar duration 
of pregnancy were brought together for antenatal care 
which included information sharing and peer support, 
revealed dissatisfaction with current practices, complete 
lack of patient-provider communication, less involvement 
in decision making, and higher chances of perceived 
discrimination in healthcare [38]. A perceived lack of privacy 
in group setting, the ramifications of recording blood 
pressure and urine checks to women, and the involvement of 
partners in sessions were identified as sticking points. 

Research is also lacking in pregnant women’s health 
needs, be it nausea, vomiting of pregnancy and many other 
issues [38]. This seems to be due to taking all such things 
as part and parcel of pregnancy, which is bound to be there, 
revealing lack of concern for wellbeing of women during 
pregnancies. There has been a staggering lack of investment 
in drug development for obstetric conditions, a major public 
health concern, especially because pregnancy complications 
are the leading causes of mortality of mother, babies and in 
children under five also globally. Health during pregnancy 
is known to be a major determinant of women’s long-term 
health and wellbeing [39]. There is mounting evidence of 
obesity, asthma and other disorders in babies of mothers 
who get antibiotics during pregnancy, labour. Yet antibiotics 
indicated / unindicted are being used during pregnancy, 
labour and postpartum without any discussion with the 
women [40]. 

A systematic mapping by Eleri, et al. [41] revealed that 
globally there was a critical need for better documentation 
of interventions. The Latin American Centre for Perinatology, 
Women and Reproductive Health have disseminated 
evidence-based practices during labour and delivery [8] 
and in the region, which increased health professionals’ 
knowledge of the benefits of continuous support during 
labour and delivery, eventually led to the passage of laws 
in Argentina and Uruguay that provided women with the 
right to be accompanied by a birth companion of their 
choice [42]. The initial laws paved the way for a broader 
legal focus on the experiences of women during birth. 
Five countries Venezuela, Argentna, Panama, Mexico City. 
Williams [43] reported that Bolivia implemented legislation 

addressing maternity violence in slightly different way, 
but the similarities suggested a shared regional legislative 
approach that may provide useful lessons for other countries 
to combat mistreatment of women during childbirth [44,45]. 
While this is likely to sure change but to a extent as more 
broader response from health systems is needed. WHO 
[46] reported that while working with individuals, families 
and communities to improve maternal and neonatal health 
a large body of literature revealed that cultural factors 
affected women’s use of services, Interventions around 
culture and maternal health services are heavily weighted 
in favour of evidence focusing on sub-populations in high-
income countries. WHO [46] also reported that it was also 
essential to evaluate the ways in which cultural factors could 
be systematically mainstreamed into programs to improve 
maternity services? These indicators do not fully reflect 
or correlate well with quality, nor accounted for women’s 
perceptions or experiences of care, particularly respect, 
communication, and emotional support [15,46]. 

Discussion 

D & A maternity care is not a new phenomenon. Women’s 
health and rights advocates have long reported about poor 
treatment during reproductive and maternity services, 
especially to poor and marginalized women. However this 
has become visible in recent past. There are still many 
invisible, not so obvious aspects with which many women 
suffer. Understanding drivers and structural dimensions of 
mistreatment, including gender and social inequalities is 
essential to ensure adequate accountability for the broader 
context. In addition to being a health issue, D&A care has 
negative economic implications. Interventions cost money 
and time of health providers, and these costs can even be 
greater if overuse of interventions caused avoidable harm 
or set off a cascade of interventions. They have long term 
sequlae too, cascade effect on life cycle, Providers’ neglect or 
abandonment, and can prevent timely or proper diagnosis 
and treatment of complications. By improving quality of 
care, facilities can minimize costs and increase efficiency 
also. There is a need to incorporate cultural knowledge and 
responsiveness to the development of health policies, and 
the delivery of culturally-competent maternal care with 
empathy. Any procedure to be done needed to be explained 
properly in a simple way which women understood. 
Women should be comfortable in asking questions, which 
sure needed to be answered. Pregnancy and birth are 
physiological processes. So all pregnant woman are not really 
sick persons and so not really patients. But some 10-15% 
does have complications which make them sick to be called 
patients. One must not do anything which makes pregnancy 
pathological. Health providers must always remember 
cascade effect, one ripple, leading to another. Women need 
support and assurance by someone they trust, who remains 
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with them, physically allowing them to move according 
to their choices with reassurance. It is essential to provide 
them the right information and grant privacy, in terms of 
service delivery. Midwives who provided services needed to 
be adequately trained and retrained and supported. Hunter, 
et al. [47] reported that findings from midwives derived 
accomplishment and job satisfaction from group ANC 
revealed that it empowered women and enhanced their care. 

The WHO Intrapartum care guidelines [48] 
recommended respectful maternity care that maintained 
“dignity, privacy, and confidentiality, ensured freedom from 
harm and mistreatment, and enabled informed choice and 
continuous support during labour and childbirth without 
stigma or discrimination. Human rights violation that 
undercut woman’s autonomy, which erode satisfaction and 
trust in the health system, ultimately leading to adverse 
health outcomes need to be studied.

 A technical consultation recommended that WHO 
initiate research to develop and validate tools to measure 
the mistreatment of women during childbirth [16]. Brizuela 
[49] opined that more research was needed to explore 
how women reported experiences of mistreatment during 
childbirth also further adaptation will be required to 
use these tools for facility-based assessment of women’s 
experiences within widely used mechanisms. Long-term 
improvements will require collaborative, multi-sector 
efforts with healthcare institutions. New guidelines and 
accountability procedures are needed and advocacy groups 
too, which inform women of their legal and human rights 
in maternity settings. Public health researchers needed 
to document and monitor women’s experiences of care. 
Some countries have made others are making laws about 
respectful care, empowering women and families to claim 
their rights to health care without discrimination. Also often 
when policies and programs meant for women and girls are 
made and designed, their voices are not heard. Women’s and 
girls’ opinions about their health and related issues must be 
valued so that they can best decide about their health. The 
legal concept of maternity violence can serve as a framework 
for combating systemic failures in implementation of 
quality maternity care by encouraging women to take their 
cases of rights violation to the courts, if the need be, clearly 
delineating responsibilities and obligations of healthcare 
providers. 

While legislations may not solve all the problems of 
stopping mistreatment, but will sure provide foundations 
on which to build societies that protected women rights 
and advocated dignified, quality maternity care as right 
of every woman. May be Doula movement can make some 
change. According to DONA International, Doulas are non-
clinical professionals who provided educational, emotional, 

and physical support to clients during pregnancy, labour, 
delivery, and postpartum [50]. Currently, there is no federal 
regulation of the Doula profession, and therefore, there are no 
universally-accepted competencies. Gebel, et al. [51] reported 
that in the United States, there were over 80 organizations 
and programs that trained or certified Doulas, and each had 
its own approach, scope of practice, and educational content. 
As Doula care is not currently a covered health service, the 
vast majority of Doulas make a living by serving clients who 
are able to pay out-of-pocket. Several states in America have 
introduced legislation related to Medicaid coverage. Doula 
services may have these effects by physical presence and 
moral support. Better communication also helps. A Cochrane 
review published in 2017 revealed continuous support 
during childbirth linked to benefits for birthing women, 
including higher patient satisfaction, increased like-hood of 
spontaneous VB, and shorter labors.

 Some studies have also found that Doula care was 
associated with decreased risk of preterm birth and 
postpartum depression, better infant APGAR scores, and 
higher breastfeeding rated in some populations. Many of 
these outcomes need more rigorous research to better 
understand how Doula care impacted short- and long-
term maternal and new-born health outcomes in different 
populations. Reductions in CB and preterm births in 
particular, can lead substantial cost savings for health care 
systems [52]. In addition to reducing costs, Doulas could 
offer a unique opportunity for health care systems to reduce 
workloads for nurses and frontline providers with many 
simultaneous responsibilities, retain patients for future 
pregnancies and other services, and attract new patients by 
providing a unique, valuable service with the shift towards 
value-based health care models. There is enough evidence 
to suggest that support during childbirth can decrease risk 
of cesarean and instrumental birth, as well as Intrapartum 
analgesia. 

Conclusion

Although there is still no consensus on what constitutes 
disrespectful, and respectful care, D&A maternity care is a 
widespread global issue. As the work on D&A is growing, 
defining and measuring this complex phenomenon are 
big challenges. Women’s and girls’ opinions about their 
health and related issues must be valued so that they can 
best decide about their health and help in complexity of 
understanding the complex problem and its burden. There is 
need to incorporate cultural knowledge, responsiveness into 
health system, development of health policies, for delivery 
of quality maternal care with respect, empathy and try 
have health providers with knowledge, skill, right attitude 
with infrastructure for them to serve pregnant women with 
respect.
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