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Abstract

Background: Although mistreatment of women during facility-based childbirth has received increasing recognition
as a critical issue throughout the world, there remains a lack of consensus on operational definitions of
mistreatment and best practices to assess the issue. Moreover, only minimal research has focused on mistreatment
in Latin America and the Caribbean, a region notable for social inequalities and inequitable access to maternal
health care.

Methods: In this article, we discuss the results of a literature review that sought to contribute to the determination
of best practices in defining and measuring the mistreatment of women during childbirth, particularly within Latin
America and the Caribbean. The review includes a total of 57 English, Spanish, and Portuguese-language research
publications and eight legal documents that were published between 2000 and 2017.

Results: While the typologies of “disrespect and abuse” and “mistreatment during facility-based childbirth” are most
frequently employed in global studies, “obstetric violence” remains the most commonly operationalized term in
Latin America and the Caribbean in both research and policy contexts. Various researchers have advocated for the
use of those three different typologies, yet the terms all share commonalities in highlighting the medicalization of
natural processes of childbirth, roots in gender inequalities, parallels with violence against women, the potential for
harm, and the threat to women’s rights. For measuring mistreatment, half of the research publications in this
review use qualitative methods, such as in-depth interviews and focus groups. After analyzing the strengths and
limitations of quantitative, qualitative, and mixed methods approaches to assessing mistreatment, we recommend
mixed methods designs as the optimal strategy to evaluate mistreatment and advocate for the inclusion of direct
observations that may help bridge the gap between observed measures and participants’ self-reported experiences
of mistreatment.

Conclusions: No matter the conceptual framework used in future investigations, we recommend that studies seek
to accomplish three objectives: (1) to measure the perceived and observed frequencies of mistreatment in maternal
health settings, (2) to examine the macro and micro level factors that drive mistreatment, and (3) to assess the
impact of mistreatment on the health outcomes of women and their newborns.
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Abstract in Spanish

Antecedentes: Aunque el maltrato durante la atención del parto en establecimientos de salud ha recibido
atención como un problema crítico en todo el mundo, no existe un consenso ni sobre las definiciones operativas
del maltrato ni sobre las mejores prácticas para evaluar el problema. Sólo algunas investigaciones se centran en el
maltrato en América Latina y el Caribe, una región que se caracteriza por las desigualdades sociales y el acceso
desigual a la atención materna en salud.

Métodos: Presentamos los resultados de una revisión bibliográfica que contribuye a determinar las mejores
prácticas en la definición y la medición del maltrato de las mujeres durante el parto. Generamos información que
puede informar la selección de mejores prácticas en la medición del maltrato, en particular en América Latina y el
Caribe. La revisión incluye un total de 57 publicaciones y ocho documentos legales en inglés, español y portugués
publicados entre 2000 y 2017.

Resultados: Aunque muchas investigaciones usan las tipologías de “falta de respeto y abuso” y "maltrato durante la
atención del parto,” el concepto de “violencia obstétrica” es el término más común en contextos de investigación y
de política en América Latina y el Caribe. A pesar de sus diferencias, los tres conceptos comparten elementos en
sus definiciones, como la medicalización de los procesos naturales del parto, sus raíces en las desigualdades de
género, los paralelos con la violencia contra la mujer, el potencial de daño y la amenaza a los derechos de las
mujeres. Para medir el maltrato, la mitad de las publicaciones en esta revisión utilizan métodos cualitativos, como
entrevistas en profundidad y grupos focales. Después de analizar las ventajas y limitaciones de los métodos
cuantitativos, cualitativos y mixtos, recomendamos el uso de diseños de métodos mixtos para evaluar el maltrato y
la inclusión de observaciones directas para superar la brecha entre las medidas observadas y las experiencias
reportadas de maltrato.

Conclusiones: Con independencia del método o del marco conceptual, recomendamos que las investigaciones
futuras alcancen tres objetivos: (1) medir la frecuencia reportada y la observada del maltrato en establecimientos de
salud materna, (2) examinar los factores macro y micro que causan el maltrato y (3) evaluar el impacto del maltrato
en los resultados en salud de las mujeres y sus recién nacidos.

Plain English summary
Although mistreatment of women giving birth in med-
ical facilities has received increasing global attention,
researchers have not yet agreed on a singular definition
of mistreatment or best practices in measuring it. By
examining the contexts, strengths, and limitations of
different investigations, this review generates informa-
tion to contribute to the determination of best practices
in defining and measuring mistreatment, particularly
within Latin America and the Caribbean, where min-
imal research has been conducted. Many definitions of
mistreatment used in existing research draw from three
concepts: “disrespect and abuse,” “mistreatment of women
during facility-based childbirth,” and “obstetric violence.”
Although these concepts have distinct definitions and
systems to classify the different forms of mistreatment,
all three concepts highlight the connection between
mistreatment and other forms of gender violence, the
medicalization of natural processes of childbirth, roots
in gender inequalities, and the threat to women’s rights
and health. Considering the results of different investi-
gations that sought to measure mistreatment, we found
that mixed method approaches are able to gain the most
comprehensive information and we recommend that fu-
ture studies incorporate direct observations to account for

gaps that have been documented between perceived and
observed frequency of mistreatment. Overall, we recom-
mend that future studies seek to: (1) measure the per-
ceived and observed frequencies of mistreatment in
maternal health settings, (2) examine the macro and micro
level factors that drive mistreatment, and (3) assess the
impact of mistreatment on the health outcomes of women
and their newborns.

Background
Numerous research studies have begun to document
mistreatment during facility-based childbirth as an ur-
gent issue that affects women throughout the world [1].
However, despite the increased recognition of the issue,
mistreatment of women during childbirth, also labeled
as obstetric violence, dehumanized care, or disrespect
and abuse, we argue that it continues to be a nascent
area of study and several gaps remain in existing litera-
ture. First, there has been minimal discussion regarding
best practices in measuring mistreatment. Currently,
there are several publications that have proposed defini-
tions and conceptual frameworks for understanding
mistreatment [2–5]. The World Health Organization
(WHO) also released a statement in 2015 that empha-
sized that “every woman has the right to the highest
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attainable standard of health, which includes the right to
dignified, respectful health care” [6], and identified five
areas of action in which researchers, policymakers, and
health professionals should work to reduce mistreat-
ment: (1) increasing support for research and action, (2)
creating programs to promote respectful, high quality
maternal health care, (3) developing rights-based frame-
works for action, (4) generating data on the prevalence
of disrespect and abuse and interventions to mitigate it,
and (5) driving intersectional initiatives that encourage
the participation of women [6]. The WHO has since
developed tools with a new typology for classifying
mistreatment based on results from an extensive, sys-
tematic literature review, which mark the first attempt
to standardize the measurement of mistreatment in
different clinical settings throughout the world [3, 7].
Although the WHO is conducting research in Ghana,
Guinea, Nigeria, and Myanmar to inform the design of a
direct observation tool and survey instrument that will
be tested in the second phase [7], researchers have yet to
reach a consensus on best practices or standardized
tools to measure mistreatment.
Second, existing studies on mistreatment have been

geographically limited. In particular, few studies have
purposively examined mistreatment in Latin America
and the Caribbean, a region notable for social inequal-
ities and inequitable access to quality maternal health
care [2, 8]. While many countries in Latin America and
the Caribbean have enacted measures to promote univer-
sal health coverage, a recent UNICEF-Tulane University
report documented vast inequities in maternal and repro-
ductive health throughout the region that stem from
social inequalities between the wealthy and the impover-
ished, between women of high and low levels of education,
between dominant and minority ethnic groups, and be-
tween urban and rural locations of residence [8]. Social in-
equalities are also reflected in the organization of national
health systems in various Latin American and Caribbean
countries, where health systems are organized into well-
funded and well-resourced social security systems for
those formally employed and into subsidized insurance
systems for those without formal employment that are
overseen directly by Ministries of Health—that often oper-
ate their own health facilities with lower levels of funding
and resources, as well as with lower quality services [9].
Many countries are working to reform these systems, yet
the social segmentation of health services remains a bar-
rier to the achievement of universal health coverage [9],
and creates unique contexts in which the mistreatment of
women during childbirth may take place.
This article aims to contribute to the determination of

best practices in defining and measuring the mistreatment
of women during childbirth. Drawing from an extensive
review of research literature and legal documents,

subsequent sections of the paper explore the contexts,
strengths, and limitations of the working definitions of
mistreatment as well as the various methodologies that
have been used to measure mistreatment in clinical set-
tings throughout the world. Although this review includes
research from all world regions, a particular focus is given
to implications for the study of mistreatment in Latin
America and the Caribbean. By analyzing the strengths
and limitations of different methodological approaches,
this article seeks to provide practical insight for the devel-
opment of future research and programmatic initiatives
that seek to measure the frequency and magnitude of mis-
treatment of women during childbirth.

Methods
In this article, we document the results of a literature re-
view that explored the working definitions of mistreat-
ment of women in childbirth as well as the methodologies
with which mistreatment has been assessed in previous re-
search studies throughout the world. We conducted
searches on Pubmed, Google Scholar, and Scielo, and only
retained literature published between the years 1998–
2017 in order to narrow our focus to current working
definitions and methodologies in the studies of mistreat-
ment. Searches included combinations of the following
key words: in English, disrespect and abuse, childbirth,
discrimination, humanization of childbirth, humanized
care, institutional violence, maternal health care, mis-
treatment, obstetric violence, respectful care; in Spanish,
abuso, atención en salud materna, discriminación, mal-
trato, parto humanizado, parto respetado, violencia, vio-
lencia obstétrica, salas de parto; in Portuguese, abuso,
desrespeito, humanização do nascimento, maternidades,
parto, saúde materna, violência institucional, violência
obstétrica.
Key word searches and snowball searches generated 57

articles—6 in Portuguese, 4 in Spanish, and 47 in Eng-
lish—That were eligible for synthesis and 8 documents
with legal definitions of obstetric violence or related
concepts that exist in Latin America and the Caribbean.
Eligibility was limited to research studies that purpose-
fully sought to: (a) define mistreatment, (b) measure the
frequency of mistreatment, (c) determine the most
prevalent forms of mistreatment in specific contexts, (d)
examine the drivers of mistreatment, (e) assess the ef-
fects of mistreatment on women’s health outcomes or
health behaviors, or (f ) gather data on women and
health care in Latin America and the Caribbean. In total,
65 articles and documents were included in the final
analysis. The synthesis excluded full-text articles that
discovered or documented mistreatment in the context
of studying quality of maternal health care or access to
care in general. The synthesis also excluded articles that
examined mistreatment or discrimination within other
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health care settings (such as sexual and contraception
health clinics, community health centers, or areas of
hospitals not related to maternal health), and among
other populations (such as men, children, or the elderly).
Searches and analysis took place between January 2016
and May 2017.

Terminology and Definitions of mistreatment
This section includes a total of 21 studies, statements,
commentaries, and 7 legal documents published be-
tween 1998 and 2017 that seek to define some aspect of
mistreatment in clinical maternal health care settings.
The majority of these publications (19) were published
in English—of which 8 were specific to Latin America—8
in Spanish, and 1 in Portuguese. The search for legal
documents was limited to Latin America and included
documents from Argentina, Brazil, Chile, Costa Rica, El
Salvador, Mexico, and Venezuela.
Within the past two decades, the mistreatment of

women during childbirth has been labeled and defined in
various ways. Publications included in our review have
referred to the phenomenon most frequently as “mistreat-
ment of women in childbirth at health facilities,” “obstetric
violence,” “disrespect and abuse,” “institutional violence,”
and “dehumanized birth,” among other terms. While these
labels have been used interchangeably at times, several au-
thors have argued for the recognition of nuances distinct
to each term, and increasing debate has arisen about what
to call mistreatment and how to construct a concise, yet
comprehensive definition that may be operationalized for
the development of study tools and health service
assessments.
In 2010, as part of the United States Agency for Inter-

national Development (USAID)‘s Translating Research
into Action project, researchers Bowser and Hill published
a landscape analysis that synthesized existing research
concerning “disrespect and abuse in facility-based child-
birth” [5]. One of the first comprehensive reviews on the
topic, the report proposed seven categories to organize
the various forms of disrespect and abuse documented by
previous studies: (1) physical abuse, (2) non-consented
care, (3) non-confidential care, (4) non-dignified care
(including verbal abuse), (5) discrimination based on spe-
cific patient attributes, (6) abandonment of care, and (7)
detention in facilities [5]. Since the publication of that
framework, those seven categories have constituted the
conceptual basis for various studies that are discussed in
subsequent sections of this article, and were referenced by
the WHO in their 2015 Statement on the prevention and
elimination of disrespect and abuse during facility-based
childbirth [6].
Bowser and Hill’s seven categories of disrespect and

abuse also formed the basis for another international
declaration, the White Ribbon Alliance’s Respectful

Maternity Care Charter: the Universal Rights of
Childbearing Women in 2011 [10]. Created by a multi-
stakeholder group of researchers and leaders from the
WHO, USAID, Family Care International, International
Confederation of Midwives, and other international or-
ganizations, the Respectful Maternity Care Charter
draws from international mandates to create a list of
seven rights that should be guaranteed to all women
during pregnancy and childbirth, and that specifically
address the seven categories of disrespect and abuse
listed by Bowser and Hill [10]. For example, to prevent
physical abuse against women during childbirth, the
Respectful Maternity Care Charter declares that women
have the right to “freedom from harm and ill treat-
ment” [10]. Other rights listed in the charter include
confidentiality and privacy, freedom from discrimin-
ation, information and informed consent, dignity and
respect, timely care, and self-determination and auton-
omy [10]. These rights have also served as a framework
for numerous study tools and interventions that seek to
reduce disrespect and abuse during facility-based
childbirth.
However, despite the widespread use of Bowser and

Hill’s categories of disrespect and abuse, various re-
searchers have highlighted important limitations to those
definitions. In their 2014 review, Freedman et al. argued
that the seven categories do not sufficiently differentiate
between the forms of disrespect and abuse that stem from
individual behaviors and the forms that arise from health
system deficiencies [4]. These authors expanded on the
seven categories, and created a new framework that con-
nects individual, structural, and policy level drivers of dis-
respect and abuse with the perceptions and norms of
health care providers and women using clinical maternity
services [4]. For example, individual level factors include
“behavior that all agree constitutes disrespect and abuse”
and “normalized disrespect and abuse: behavior that
women consider disrespect and abuse but providers do
not. Behavior that women consider normal or acceptable
but others consider disrespect and abuse” [4]. Structural
level factors include: “poor treatment or conditions caused
by system deficiencies and considered disrespect and
abuse by women and providers” and those same issues
which are considered to be acceptable [4]. Finally, policy
level drivers include “deviations from national standards
of good quality care” and “deviations from human rights
standards” [4]. In 2015, WHO researchers Bohren and
colleagues also highlighted limitations in Bowser and Hill’s
model, citing that the seven categories of disrespect
and abuse lack operational definitions that can be stan-
dardized and comparable between investigations [3].
Seeking to construct such operational definitions, they
published a systematic review that synthesized 65
English, Spanish, French, and Portuguese-language
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publications and proposed a classification system for
the “mistreatment of women in childbirth at health fa-
cilities” [3]. Their evidenced-based typology contains
seven overarching categories of mistreatment, with sev-
eral second and first order groups within the broader
categories: (1) physical abuse, including use of force
and physical restraint, (2) sexual abuse, including sec-
ond and first order categories of the same name, (3)
verbal abuse, including harsh language, threats, and
blaming, (4) stigma and discrimination, including dis-
crimination based on sociodemographic characteristics
and medical conditions, (5) failure to meet professional
standards of care, including lack of informed consent
and confidentiality, physical examinations and proce-
dures, and neglect and abandonment, (6) poor rapport
between women and providers, including ineffective
communication, lack of supportive care, and loss of au-
tonomy, and (7) health system conditions and con-
straints, including lack of resources, lack of policies,
and health facility culture [3]. In addition to these cat-
egories, the 2015 review emphasized that mistreatment
may stem from both intentional and unintentional ac-
tions of medical providers, as well as from conditions
within health systems and facilities [3].
Bohren et al. argue that “mistreatment” is a more inclu-

sive term than “disrespect and abuse” given its broader
scope of categories and emphasis on different sources of
mistreatment [3]. WHO researchers have since been using
the mistreatment typology as the basis for instruments in
the study that examines mistreatment in Ghana, Guinea,
Nigeria, and Myanmar, that is described elsewhere in this
article [7]. Ultimately, the WHO researchers hope the
mistreatment typology will enable the development of as-
sessment tools that can standardize the measurement of
mistreatment worldwide [11]. However, the mistreatment
typology has not gone without criticism; in their 2015
essay, researchers Jewkes and Penn-Kekana argue that the
definitions may in fact be too broad for operationalization
and that the mistreatment typology would benefit from a
more narrow focus on intentional use of violence and
structural deficiencies that amount to violence [1].

Terminology and definitions of mistreatment in Latin
America and the Caribbean
Within Latin America and the Caribbean, the majority of
legal and research discussions have not centered on mis-
treatment or disrespect and abuse, but rather on termin-
ology related to obstetric violence, dehumanized care, and
discrimination against certain populations in clinical
settings. For example, a study by Castro et al., based on a
review of 60 publications, identified six dimensions of
mistreatment that specifically affect indigenous and
Afrodescendant women in Latin America and the
Caribbean during pregnancy and childbirth and that

need to be understood and addressed as key drivers of
inequitable health outcomes: “patient-blaming, pur-
poseful neglect, verbal or physical abuse, disregard for
traditional beliefs, and the non-use of indigenous lan-
guages for patient communication. These obstacles pre-
vent delivery of appropriate and timely clinical care, and
also produce fear of shame, abuse, or ineffective treat-
ment, which, in addition to financial barriers, deter
women from seeking care” and fuel inequitable health out-
comes between minority and dominant ethnicities [2].
An emphasis on violence has been particularly common

among definitions of mistreatment that have emerged
from studies and policies in Latin America and the
Caribbean. At least since the 1990s, regional research
started to focus on mistreatment as a form of violence or
abuse that resembled other forms of violence against
women, with some forms specific to clinical maternity set-
tings, such as unnecessary cesareans or episiotomies and
unconsented intrapartum sterilizations [12–17]. Some of
these studies also discussed institutional and structural
violence from health systems that reflects gender inequal-
ities and power hierarchies within health facilities [15, 17].
Subsequently, in 2007, Venezuela became the first

nation in the world to legally define and outlaw “obstetric
violence,” which was outlined in the country’s Organic
Law on the Rights of Women to a Life Free of Violence
as: “the appropriation of women’s body and reproductive
processes by health personnel, which is expressed by a de-
humanizing treatment, an abuse of medicalization and
pathologization of natural processes, resulting in a loss of
autonomy and ability to decide freely about their bodies
and sexuality, negatively impacting their quality of life”
[18]. The law also specified acts that would constitute
obstetric violence including: obstructing the early attach-
ment of the child with his/her mother, performing cesar-
eans that were not medically indicated or consented, and
restricting women’s choices of birth positions, among
other acts [18]. Since the ratification of the law, Argentina
has also passed similar legislation defining and outlawing
obstetric violence [19], as have various states in Mexico
[20]. Other countries such as Chile and Costa Rica have
introduced relevant legislature, though they have not yet
become law [21, 22]. Furthermore, Brazil and Argentina
have passed legislation demanding the “humanization of
childbirth” [23, 24] and El Salvador passed the Law of
Gestational Security and the Empowerment of Child
Development in 2014, which calls for dignified treatment,
humanized care, cultural appropriateness, and freedom
from discrimination in maternal and reproductive health
services [25].
Most definitions of obstetric violence in Latin America

and the Caribbean have emphasized the medicalization
of the natural processes of childbirth and unbalanced
power dynamics between health personnel and women
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in labor. In their 2016 review, Sadler and colleagues ar-
gued that “although it has been often used as a synonym
for disrespect, abuse and mistreatment during childbirth
[…] obstetric violence has the potential for addressing
the structural dimensions of violence within the multiple
forms of disrespect and abuse” and—highlighting the
grassroots origins of the term as well as its explicit
connection with gender violence—they advocate for the
use of obstetric violence as a central concept for future
studies and interventions [26]. With this expanded em-
phasis on structural dimensions, the authors suggest that
obstetric violence would be the best term to accurately
convey mistreatment as forms of interpersonal and
structural violence that contributes to gender and social
inequalities and possibly detracts from health outcomes
[26]. According to the authors, the term obstetric vio-
lence most directly highlights the necessity to evaluate
biomedical systems and power structures within health
facilities that might place women in harm’s way [26].

Challenges to the definition of mistreatment
Overall, despite the increased discussion on terminology,
there remain central challenges to defining mistreat-
ment. First, the mistreatment of women during child-
birth is both a form of gender-based violence and a form
of institutional violence; mistreatment reflects gender
inequalities not only within intra-hospital dynamics, but
also in the allocation of health system resources and in
societies more broadly. As such, mistreatment is funda-
mentally an interdisciplinary topic that requires attention
from professionals in the fields of public health, human
rights, medicine and medical ethics, gender studies, and
other social sciences, such as anthropology, among others.
Existing definitions based on literature reviews, such as
the mistreatment typology developed by Bohren et al. [3],
have largely focused on health research and may have
overlooked legal documents or publications from other
fields [26]. There is a need for interdisciplinary collabor-
ation that can consolidate research and terminology from
different fields of study to create a definition that is truly
comprehensive.
Another challenge is establishing criteria for different

forms of mistreatment that allow for the comparison of
mistreatment between study sites, while also capturing
the nuances of mistreatment unique to each location
and study population. Critics have noted that the Bowser
and Hill definitions and Latin American obstetric vio-
lence laws do not sufficiently specify what acts constitute
abusive care [3, 27]. Without specific typology included
in the category definitions, researchers using the disres-
pect and abuse categories have used different criteria
and study methodologies to determine what constitutes
physical abuse or non-dignified care, for example, and
thus the comparability of studies has been limited [3].

However, as Jewkes and Penn-Kekana argue, the WHO’s
mistreatment typologies might be too broad to be effect-
ive [1] and their framework might overlook the unique
factors contributing to mistreatment against different
populations, such as indigenous and Afrodescendant
women in Latin America and the Caribbean.
Other overlooked nuances include the perspectives of

mistreatment and norms among medical personnel and
women using maternal health care services. Various
research studies throughout the world have documented
cases in which different forms of mistreatment become
normalized to the extent that women or health providers
do not view those issues as abusive [15, 28, 29]. How-
ever, to our knowledge, Freedman and colleagues have
proposed the only framework that accounts for devia-
tions between researchers’ definitions of mistreatment
and women and medical personnel’s perspectives of
those issues [4, 30]. These deviations carry important
implications for the development of interventions to
mitigate mistreatment and warrant consideration in the
construction of mistreatment terminology.
Finally, researchers have struggled to create termin-

ology that conveys mistreatment as a form of violence
without assigning blame to health care providers as a
group. For example, in their 2015 review on obstetric
violence in Brazil, Diniz et al. highlighted that initial
movements downplayed violence-centered terminology
and focused on terms such as “humanizing childbirth”
and “respectful birth,” in order to avoid hostility from
health care providers [31]. Jewkes and Penn-Kekana also
noted that the concept of intentional abuse of women
during childbirth has received resistance from medical
professionals, particularly those who already feel alien-
ated working in low-resource health systems [1]. Never-
theless, despite this resistance, it is important to define
and measure intentional violence as a component of
mistreatment in order to increase accountability within
health systems and accomplish meaningful change.
In addition to addressing the challenges listed previ-

ously, in this article we offer a few recommendations for
the future development of mistreatment definitions and
typologies. First, we recommend that future discussions
consider elements of definitions where there is already
consensus among researchers. Bowser and Hill’s disrespect
and abuse categories, the WHO researchers’ mistreatment
typologies, and Latin American obstetric violence frame-
works share numerous common elements including paral-
lels with violence against women, the medicalization of
natural birth processes, multi-level sources of mistreat-
ment, roots in gender inequalities, the potential for harm,
and the threat to women’s rights and bodily integrity [13].
Second, we recommend that future discussions connect
terminology with clear implications for action. For
example, Freedman et al. also link each component of
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their disrespect and abuse framework with implications
for formative research, epidemiological studies, and policy
initiatives [4]. We believe that this approach would be
beneficial for other frameworks and would aid the synthe-
sis not only of terminology but also of measurement
methodology.

Measurement of mistreatment
This section includes a total of 46 research studies and 2
research protocols published between 2002 and 2017 that
purposively seek to measure some aspect of mistreatment
in clinical maternal health care settings. We subdivided
the 48 publications into those that used quantitative
(14 studies), qualitative (23 studies), and mixed
methods (11 research studies and protocols). While the
majority of these articles—38 articles—were published
in English, another 7 were published in Portuguese, and
4 were published in Spanish.
Publications included a variety of countries through-

out the world. Twelve studies sought to measure mis-
treatment within Latin America and the Caribbean,
seven of which were qualitative and conducted in Brazil
[32–38], one qualitative and one quantitative in Mexico
[15, 39], two quantitative in Venezuela [40, 41], and
one qualitative in Argentina [42]. Twenty-five publications
focus on mistreatment in health facilities in one or more
African countries, including Tanzania [28, 43–49], Nigeria
[50–53], Ghana [54–57], Kenya [46, 58–60], Ethiopia
[46, 61, 62], Tunisia [63], Guinea [64, 65], Mali [66],
Madagascar [46], Rwanda [46], and South Africa [67].
Additionally, the two research protocols included in
this review examine mistreatment in countries from
both Africa and Asia, such as Kenya and Bangladesh
[68], as well as Ghana, Guinea, Nigeria, and Myanmar
[7]. Within Europe, countries of focus include Spain
[69], Serbia and Macedonia [70], the United Kingdom
[71], and Belgium, Iceland, Denmark, Estonia, Norway,
and Sweden [72]. Other countries of focus include India
[73], the United States [71, 74], Australia [71], and New
Zealand [71].

Quantitative methodologies for the measurement of
mistreatment
Among the 14 quantitative study publications, summa-
rized in Tables 1, 11 measure mistreatment exclusively
through the collection and analysis of surveys and struc-
tured questionnaires [39–41, 43, 44, 52–54, 61, 72, 74].
While most of those cross-sectional studies rely on ori-
ginal instruments, two of the studies analyze survey data
from larger cohort studies that examined women’s expe-
riences of maternal health care—the Oregon Pregnancy
Risk Assessment Monitoring System (PRAMS) study
[74] and the Belgium, Iceland, Denmark, Estonia,
Norway, and Sweden (BIDENS) cohort study group in

six European countries [72]. In addition to those 11
studies, another two publications report data from an in-
vestigation in Kenya that used both surveys and structured
direct observation checklists to assess mistreatment before
and after an intervention to improve respectful maternity
care [58, 59]. The remaining publication sought to report
the prevalence of mistreatment in maternity facilities in
five African countries by conducting structured clinical
observations of 2164 labor and birth processes [46].
The 14 quantitative studies use instruments that draw

from a variety of conceptual frameworks. Primarily, six
publications report study instruments based on Bowser
and Hill’s categories of mistreatment during childbirth in
health facilities [43, 44, 52, 58, 59, 61]. Another two in-
vestigations in Venezuela examine obstetric violence
using the country’s legal definition as a framework for
survey questions [40, 41]. The five-country, direct
observation study drew from the Respectful Maternity
Care Charter to create categories for direct observation
checklists [46] and the six-country cohort study in
Europe incorporated questions from the Norvold Abuse
Questionnaire (NorAQ) [72]. To ask participants about
different elements of mistreatment within their respect-
ive frameworks, surveys discussed in five publications
incorporated Likert scale questions [44, 53, 54, 58, 59]
and others asked simple “yes” or “no” (or in one case,
“experienced” or “not experienced”) about their topics of
focus [39, 41, 43, 52, 58, 59, 74].
Study populations also varied between the 14 quantita-

tive research publications. The majority of the quantitative
surveys sought to assess mistreatment from the perspec-
tives of women before or immediately after discharge from
maternity care facilities [39, 40, 43, 44, 58, 59, 61]. One of
these studies also included a follow up survey for a subset
of participants that was conducted around six weeks after
participants’ initial interview [43]. Similarly, three studies
surveyed women within six weeks after delivery or at mul-
tiple times during and after pregnancy to assess their per-
ceived experiences of mistreatment throughout the
maternal health care continuum [52, 72, 74]. In addition
to the three publications describing direct observations of
patients and health providers during labor and delivery,
two studies surveyed medical providers to measure atti-
tudes and discriminatory practices against people with
HIV [53] and to evaluate participants’ understanding of
national obstetric violence laws [41]. Finally, one study in
Ghana surveyed midwifery students to assess gained
insight on their exposure to and perceptions of mistreat-
ment during training [54].
The 14 publications documented numerous strengths

and limitations to quantitative approaches to measuring
mistreatment. A key practical strength, the use of surveys,
particularly patient exit surveys, has been shown to be
relatively low-cost and to allow researchers to gather data
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from larger samples of study participants [61]. Calculating
frequencies of mistreatment or discrimination in larger
study populations, researchers were able to demonstrate
the magnitude of the issue and highlighted specific areas
in which policymakers and health leaders might develop
interventions [43, 52, 59, 74]. Similarly, surveys with a
large sample of medical providers and students created
compelling evidence for areas to improve medical educa-
tion [41, 53, 54]. Rosen and colleagues’ approach of direct
observation checklists in a large multi-country study
population was particularly powerful in highlighting the
magnitude and frequency of mistreatment [46]. As Abuya
and colleagues demonstrate, assessing both investigator-
observed and participant-reported frequencies of mistreat-
ment is an effective strategy to monitor the effects of in-
terventions to improve respectful maternity care [58, 59].
Nevertheless, these quantitative methodologies may

be limited in their ability to assess the prevalence of
mistreatment or the root causes of mistreatment—given
the inherent limitation of cross-sectional studies to de-
termine cause-and-effect relationships. For example,
various surveys in this article examine the prevalence of
women’s perceived and reported experiences of mis-
treatment. However, the accuracy of results may be lim-
ited in circumstances when women are reluctant to
report mistreatment for fear of repercussions from
health providers [40, 59] or social desirability bias [53]
or in settings where mistreatment has become normal-
ized and accepted among patients [43, 44]. Participant
responses may also be subject to recall bias [52, 74] and
may report various forms of mistreatment that in fact
reflect the same event [43]. However, a 2013 study in
Tanzania conducted semi-structured interviews with
women suffering from obstetric fistula, and concluded
that women were able to recall their birth experiences
accurately for numerous years after those experiences
took place [45]. Another 2014 publication from Tanzania
found that reported rates of disrespect and abuse were sig-
nificantly higher among women participants who received
a follow-up interview five to ten weeks after completing
an initial exit survey [43]. While strategies that utilize
surveys as well as direct observation checklists may
help to address these issues, a key limitation remains in
the abilities of quantitative studies to capture the com-
plexities of mistreatment and to explain why partici-
pants’ perceived experiences might not align with
observed measures of mistreatment; they also offer lim-
ited insight on the structural and interpersonal drivers of
mistreatment—factors that must be addressed to accom-
plish sustainable change in health facility cultures and
providers’ practices. Furthermore, none of the publica-
tions in this review attribute suboptimal maternal or in-
fant health outcomes to experiences of mistreatment
[43, 44, 72].

Qualitative methodologies for the measurement of
mistreatment
In addition to the quantitative investigations, this re-
view found a total of 23 publications that reported data
from qualitative methodologies, summarized in Table 2.
While eight of the 23 publications gathered data pri-
marily through semi-structured, in-depth interviews
[28, 32–35, 38, 63, 67], one study used unstructured in-
terviews exclusively [71] and one publication reported
the results of focus group discussions [56]. Over half of
the publications—13 articles—described studies that in-
corporated a variety of qualitative methodologies. For
example, eight publications described the results of
studies combing focus group discussions and interviews
[45, 50, 51, 55, 57, 64, 65, 70]. Researchers in another
three investigations utilized both unstructured partici-
pant observations and unstructured or semi-structured
interviews [15, 36, 69]. Finally, two publications de-
scribed the results of full day “workshops” in which
participants participated in group discussions, role play,
and brainstorming, among other activities [37, 42].
As with the quantitative research studies, several investi-

gations constructed their conceptual frameworks from the
Respectful Maternity Care Charter [55], Bowser and Hill’s
seven categories of mistreatment [28, 56], and legal
frameworks on humanized maternity care [34, 35, 38].
Dissimilarly, four recent publications from the WHO
multi-country tool assessment describe studies that con-
struct and analyze questions using Bohren and colleagues’
mistreatment typologies [50, 51, 64, 65]. Researchers of
the remaining qualitative publications constructed original
frameworks based on literature reviews, personal experi-
ence, or results from previous studies regarding women’s
perceptions of maternal health care.
Similar to the quantitative research publications in-

cluded in this review, the qualitative investigations in-
cluded a diverse range of study populations. Eight of
the publications focused exclusively on the results of
interviews or focus groups with women who gave birth
in a medical facility, though the timing of data collec-
tion in these studies varied significantly. While three
studies interviewed women immediately after childbirth
[15, 34, 36], one study focused on women who had re-
ceived post-abortion care [42], and another four studies
collected data up to several years after women had
given birth [32, 57, 63, 71]. Four other publications ex-
amined study populations that exclusively included
health care personnel [35, 37, 38] or midwifery students
[56]. Additionally, 10 publications included a mix of
study populations, such as maternal health care pro-
viders and women who had recently given birth in a
medical facility [33, 67]. The four studies using Bohren
and colleagues’ mistreatment typology included health
care administrators, medical providers, and women
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who had given birth within the previous five years [50,
51, 64, 65]. Similarly, four studies included medical
providers, community members or key informants, and
women who had recently given birth [55, 70], with two
of those publications also gathering data from women’s
husbands [28, 45].
The 23 publications included in this review evidenced

numerous strengths and limitations to using qualitative
methodology to assess mistreatment. A primary strength
of interviews, participant observation, and focus groups
is the ability to gain insight on the roots of mistreatment
and nuances of mistreatment in different settings. By
gathering participant perceptions and lived experiences
of mistreatment, the qualitative studies produce infor-
mation about power structures within health facilities
and structural drivers of mistreatment [56, 67] and also
illuminate possible mechanisms through which mistreat-
ment might become normalized in health care settings
[15, 28, 32, 33]. In-depth qualitative data on perceptions
and experiences of mistreatment also provide insight on
the complex intersections of inequalities that drive mis-
treatment and increase some populations’ vulnerability
to discriminatory or abusive care [63, 70]. All of these
strengths are particularly notable among studies that
include multiple study populations, such as women,
medical providers, health facility administrators, and
community members [33, 67, 70]. Additionally, from a
practical perspective, one author noted that role play
and group exercises helped women to share more openly
about sensitive experiences [42]. Finally, although these
qualitative methodologies are not intended to produce
statistics or prevalence estimates for mistreatment, vari-
ous studies carry implications for political and program-
matic action and for transferring research findings to
other settings. Not only do some studies pinpoint areas
in which future research is needed, but the qualitative
studies also identify areas in which initiatives might seek
to improve medical training and health facility culture
[35, 55, 56].
Despite these strengths, these publications describe

notable limitations to the qualitative studies. Primarily,
various studies in the review have small sample sizes
[32, 34, 69] and the methodology does not allow for
comparative analyses between distinct groups of
women [45, 70]. Another notable limitation, as various
authors describe, women’s perceptions of their birth ex-
periences are subjective and might not provide an ac-
curate representation of the frequency of mistreatment
[28, 45, 57]. Moreover, among studies that interview
women several years after their birth experiences,
results may be subject to recall bias [28, 32, 57]. Al-
though several researchers attempt to prevent recall
bias by interviewing women immediately after child-
birth, results from this approach may be subject to

social desirability or courtesy bias, as women with
healthy newborns may not feel entitled to verbally ex-
press complaints [50, 57]. From a practical standpoint,
all of the qualitative methodologies described in the re-
view require an increased dedication of time and re-
sources. Another study was forced to abandon their
original design of focus groups to utilize in-depth inter-
views, as women participants felt uncomfortable shar-
ing their birth stories in group settings [57]. Finally, as
with the quantitative research publications, the 23
qualitative publications did not examine adverse health
outcomes that might stem from experiences of
mistreatment.

Mixed methodologies for the measurement of mistreatment
Finally, 11 publications reported on studies that used
or proposed mixed methodologies to measure mis-
treatment, summarized in Table 3. Two of these 11
publications described studies that conducted focus
group discussions and structured survey question-
naires among women who had given birth in local
medical facilities [75, 76]. Similarly, another two inves-
tigations relied primarily on survey questionnaires and
in-depth interviews to gather data [62, 66]. The
remaining publications describe multi-faceted studies
that incorporated four or more methodologies to as-
sess mistreatment among their respective study popu-
lations. For example, direct observation of labor and
delivery room proceedings, focus groups, surveys for
medical personnel, and patient exit surveys were used
by five investigations and protocols [49, 68], three of
which also conducted in-depth interviews [7, 47, 48].
Of note, this combination of methodologies is de-
scribed in the WHO protocol for standardizing a tool
for assessing mistreatment [7]. Another study protocol
includes a review of hospital service statistics, patient
records, and inventory, in addition to conducting sur-
veys, focus groups, interviews, and labor and delivery
room observations [60]. Finally, the final multi-faceted
investigation used observations, interviews, and sur-
veys, but also assessed mistreatment using mystery pa-
tients, quality schedules, and a review of hospital
records [73].
As with qualitative and quantitative publications, inves-

tigations and protocols’ conceptual frameworks drew from
original designs [62, 68, 73], the Bohren et al. mistreat-
ment typologies [7], and Bowser and Hill’s categories of
disrespect and abuse [49, 60, 66]. Another two publica-
tions incorporated the Cultural Health Capital framework
into their design and analysis [75, 76]. Although the 11
publications discussed a variety of research methods, three
investigations sought to gain comprehensive information
from a single study population such as women who had
given birth in a medical facility [62, 75, 76] and midwives
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[66]. Three other investigations used different methodolo-
gies to gather data from medical personnel and women
who had received maternal health care at various time
points (immediately after childbirth and various years
afterwards) [49, 68, 73]. In addition to those study popula-
tions, three studies included health facility administrators
[7, 47, 48] and one research protocol included national
level policymakers, health sector leaders, and community
members to the aforementioned groups [60].
Considering the results of these investigations, mixed

methodology approaches appear to be the most effective
strategy for measuring mistreatment of women during
childbirth at health facilities. By using direct observa-
tions as well as surveys and interviews, mixed methods
studies have demonstrated the potential to identify and
close gaps between observed and reported frequencies of
mistreatment [49]. Such multi-faceted approaches also
may be particularly powerful for comprehensively meas-
uring mistreatment before and after interventions [47,
48]; not only can they measure changes in the frequency
of mistreatment, but mixed methods can also assess
changes in hospital culture, perceptions of mistreatment,
and structural drivers of mistreatment. Another strength,
mixed methods approaches have potential to attain com-
prehensive data on mistreatment among specific popula-
tions such as women with HIV and women in contexts
of poverty [49, 73]. Finally, mixed methods approaches
have the potential to obtain comprehensive insight on
the frequency of mistreatment and multi-level factors
that drive mistreatment, such as structural factors con-
tributing to abusive care, medical education and prac-
tice, the perceptions and knowledge of medical
personnel, facility administrators, and patients, and
implications of mistreatment for women’s health prac-
tices. Each of these factors will require consideration
and attention in order to achieve meaningful impact on
mistreatment.
However, despite these strengths, the use of mixed

methods studies requires financial and human re-
sources that may be difficult to attain in low-resource
settings. The high level of required resources may also
restrict the sample size of investigations and thus limit
studies’ generalizability. Furthermore, studies that in-
corporate only surveys and qualitative methods may
still lack observed measures of mistreatment [66, 76],
and none of these 11 studies achieved measures of the
impact of mistreatment on health outcomes.

Discussion
Challenges to measuring mistreatment
There remain overarching challenges in the measurement
of mistreatment common to various methodological
approaches. Although numerous cross-sectional studies,
interviews, and focus groups have centered on women’s

reported experiences of mistreatment, we argue that
women’s voices and experiences should be kept central to
the development of all future research initiatives and
interventions to assess and mitigate mistreatment. As
Jewkes and Penn-Kekana state in their 2015 commentary,
“the essential feature of violence against women is that it
stems from structural gender inequality, i.e., women’s
subordinate position in society as compared to men” [1].
To address these inequalities, participatory initiatives
should strive to enable women to have an active voice in
determining the research and programmatic strategies to
promote respectful maternal health care. Nevertheless, a
key challenge lies in prioritizing women’s perspectives and
experiences, while simultaneously accounting for underre-
porting or inconsistent reporting that may occur in con-
texts where mistreatment has become normalized. Even if
experiences of certain forms of mistreatment do not affect
women’s perceptions of care, those issues still require at-
tention as they can perpetuate unjust power structures
within health facilities and possibly detract from optimal
health outcomes. Furthermore, inconsistent reporting may
reduce the comparability of results and the accuracy of
prevalence estimates.
One strategy to address this issue is the inclusion of out-

side perspectives in the form of direct observation check-
lists. However, this methodology may also be limited by
investigator subjectivity, particularly relating to patient-
provider interactions—such as language and tone—that
may be more subject to different interpretations based on
age, gender, and personal experience, thereby reducing the
comparability of results. In their five-country study, Rosen
et al. extensively trained medical professionals to act as
observers, but later noted that observers’ prior profes-
sional experiences could still impact the reliability of
results [46].

Methodological considerations for the study of
mistreatment
In this review, we detected several topics that existing re-
search initiatives have not yet explored. While a few stud-
ies have examined discrimination and mistreatment
against single mothers [63] or women with HIV [49], none
of the publications in this review give special consider-
ation to adolescents, who may be particularly vulnerable
to discriminatory care [5]. Of note, mistreatment against
adolescents may be especially relevant in Latin America
and the Caribbean, which currently has the highest pro-
portion of births attributed to adolescents of any region in
the world [8]. Similarly, more research is needed to
examine mistreatment among indigenous and minority
ethnicity women in Latin America and the Caribbean, as
regional research has discovered numerous issues of
discrimination that may affect these populations within
clinical settings [2]. Many of the investigations described
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in this review focus on peri-urban settings. However, to
gain a more comprehensive understanding of mistreat-
ment, more research is needed to assess mistreatment in
rural areas and in contexts with different percentages of
institutional deliveries.
Most importantly, there is a pressing need for research

initiatives to determine the impact of mistreatment on the
health outcomes of women and their newborns. As social
epidemiologist Nancy Krieger argues in a 2012 analytic
essay, approaches to studying discrimination and health
should incorporate an integrated social-ecological per-
spective that considers both individual and structural level
mechanisms through which discrimination may affect
health outcomes [77]. Discrimination and mistreatment
may affect health not only through direct interactions be-
tween healthcare providers and patients, but also through
systems in which patients are exposed to structural level
discrimination and subsequently come to embody mis-
treatment as suboptimal health outcomes. Evidence con-
cerning the direct health impact of mistreatment will be
invaluable in demanding urgency for the development of
programs and policies to eliminate mistreatment.
This review also sheds light on practical implications

for the timing and location of interviews, which may be
applicable to various methodological approaches. First,
existing studies that focus on women health service
users as a key study population have collected data from
a variety of points in time relative to women’s childbirth
experiences. While various survey-based investigations
have administered questionnaires as women are dis-
charged from health facilities, numerous qualitative inves-
tigations have entailed in-depth or semi-structured
interviews with women months and even years after their
experiences of accessing care. As discussed previously,
both approaches present strengths and limitations. While
exit interviews may help to reduce recall bias, women par-
ticipating in surveys and interviews conducted in health
facilities may be reluctant to complain or may fear that
health care providers may learn of their responses. As of
now, the ways in which time and women’s life circum-
stances impact reporting and perceptions of mistreatment
remain unclear. To better understand that issue and ob-
tain more comprehensive information, future investiga-
tions should strive to interact with women at more than
one point in time. That type of longitudinal approach
could also aid in gathering information about the associa-
tions of mistreatment with maternal and infant health
outcomes.

Limitations
This review has various limitations that should be noted.
First, literature searches were conducted in English, Span-
ish, and Portuguese and, although that is a strength, we
may have missed relevant publications in other languages.

Second, the review was not systematic and did not include
specific criteria to ensure the exclusive inclusion of high
quality articles. Third, the review only included a few
sources from grey literature, and we recommend that
future studies incorporate more publications from inter-
national agencies or non-governmental organizations in
their analyses. Finally, we did not gather the specific in-
struments used by each investigation in this review. As
many instruments drew from similar conceptual frame-
works, a review of instruments would be valuable to assess
the extent to which existing study results are already
comparable.

Conclusions
With this article, we aim at generating information that
will contribute to discussions on the development of ef-
fective methodologies to measure mistreatment of women
during childbirth. We recommend that future investiga-
tions strive to accomplish three goals: (1) measure the
participant-perceived and the investigator-observed fre-
quencies of mistreatment in maternal health settings, (2)
assess the macro and micro level factors that drive mis-
treatment, and (3) gauge the impact of mistreatment on
the health outcomes of women and their newborns. Such
complex and comprehensive investigations will likely re-
quire an intense dedication of time and resources; conse-
quently, we also advocate for increased funding and
resources dedicated to the study of mistreatment, particu-
larly in Latin America and the Caribbean, where more
data are needed.

Recommendations moving forward
A gold standard approach should incorporate a variety
of methodologies and gather insight from multiple per-
spectives, such as from investigators, health facility
personnel, and women using maternal health services.
Mixed methodologies, though often the most expensive
and logistically intensive, will constitute the most power-
ful strategy to gain comprehensive information on the
complex, dynamic issue of mistreatment. Furthermore,
although the current WHO protocol uses focus group
discussions and in-depth interviews solely to inform the
design of quantitative methodologies, we recommend
the inclusion of qualitative methods in all phases of in-
vestigations that assess mistreatment. As we have argued
before, mistreatment stems not only from the personal
prejudices and behaviors of medical personnel, but also
from unequal power dynamics within the medical field
and “fractured health systems” in which mistreatment
becomes embedded in the delivery of care [2]. Conse-
quently, efforts to measure mistreatment and assess the
effectiveness of interventions should consider structural
factors and changes within the culture of medical care,
which is why we recommend the use of qualitative
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methods as the most effective strategy to evaluate those
complex topics.
To counteract issues related to subjectivity, we also

recommend that investigations complement data based
on women’s perspectives with information from the view-
points of investigators, health care providers, and other
stakeholders. Data from these additional viewpoints is crit-
ical not only to contextualizing women’s experiences of
mistreatment, but also to gaining a comprehensive under-
standing of health facility culture and the mechanisms
through which mistreatment takes place. Unfortunately, it
may be impossible to determine completely objective esti-
mates of the prevalence of mistreatment, given the many
possible interpretations of some forms of abuse. However,
we argue that the most accurate estimates will result from
a triangulation of data from women’s reported experiences
of mistreatment, from the experience of health care pro-
viders, and from observations of mistreatment conducted
by researchers.
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