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Background: It is increasingly evident that disrespect and abuse of women during facility-based
childbirth is a violation of a woman’s rights and a deterrent to the use of life-saving maternity care.
Understanding care providers’ perspectives of disrespect and abuse during facility-based childbirth
is an essential element to aid in fully comprehending the problem and its underlying complexities.
Objective: To explore care providers’ perspectives of disrespect and abuse during facility-
based childbirth.

Methods: This study used a qualitative descriptive design involving fifteen in-depth, semi-
structured, interviews conducted between 5 October 2019 and 25 January 2020 in north Showa
zone of Oromia region, central Ethiopia. Purposive sampling enabled health care professionals
working in maternity units of health facilities who have direct involvement in care of women
during pregnancy and labor to be recruited. Thematic analysis using Open Code software was used
to explore the perspectives of participants.

Results: Four themes were identified. 1) Disrespect and abuse breaches professional stan-
dards, 2) Disrespectful and abusive actions are justified at times to save the mother and her
baby, 3) Disrespect and abuse is used as a tool to assert power, and 4) Disrespect and abuse
arise from health system deficiencies.

Conclusion: Disrespect and abuse is triggered by underlying beliefs about risk versus care,
provider attitudes, stress and burnout, and health service structural issues including a lack of
medicines and supplies. A number of strategies could improve the quality of maternity care,
including training providers how to manage difficult and complex situations, addressing root
causes of disrespect and abuse, and increasing access to resources.

Keywords: health care workers, disrespect, human rights abuses, respect, birthing centers,
Ethiopia

Background
Almost half of the pregnancy-related deaths in the world are from Sub-Saharan
Africa." Most of these deaths occur during the intrapartum period, highlighting the
need to focus on this period of care. It is estimated that approximately four million
African women and babies would survive annually if 90% of families receive
known interventions.” The most effective and cost-efficient strategy for reducing
maternal and neonatal mortality in low resource countries is encouraging women to
give birth in a health facility with the assistance of a skilled birth attendant.’
However, women in developing countries have limited access to obstetric care for
several reasons including, but not limited to: gender discrimination, traditional beliefs,
financial constraint and lack of accessible and reliable transportation.*> Previous research
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has suggested that the treatment women receive in birthing
facilities may be substandard and serve as a deterrent to them
attending facility-based childbirth.® Poorer quality of care,”®
and poor health worker attitudes contribute to a woman choos-
ing to use a traditional provider.”'® Studies from southern
Ethiopia have concluded that women who chose not to give
birth in a health facility cited negative provider attitudes,'' poor
quality maternity services and limited availability of trained
staff'? as the primary reasons. According to the 2019 Ethiopian
demographic and health survey,'* 50% of births are not super-
vised by a skilled birth attendant and 48% of deliveries occur
outside a health care facility in Ethiopia. Consequently,
improving maternal and child health remains a challenge for
a nation where 401 women died per 100,000 live births in
2017,"* and 1 in every 30 children die within the first month."

Disrespect and abuse (D&A) of women during facility-
based childbirth is a violation of human rights and an indicator

of poor quality of care,"

and has been identified as a key
deterrent to facility based childbirth in developing nations.'®
The provider—lient relationship and experience of care is of
central importance, it impacts on access, compliance, quality,

and effectiveness,'’ *

as well as the care seeking practices of
women.” There is growing realization that any approach to
care that ignores the importance of this relationship and the
culture of care provision, is fundamentally flawed. This has led
to a recent global move towards a more person-centered
approach.”’

Healthcare providers play a central role in improving the
quality of maternity care and reducing maternal deaths.
Therefore, any research and strategy to address disrespectful
and abusive treatment must include the perspectives and
experiences of healthcare providers themselves. Previous stu-
dies conducted in Ethiopia have primarily focused on reports
from women, while few sought insights from practicing
providers.*? A better understanding of both perspectives is
essential to accurately understand the problem and underlying
complexities and identify the drivers of change to inform
improvement interventions. Therefore, this paper aims to
explore how providers perceive various actions that could be
classified as mistreatment by an independent observer,
researcher, or advocate.

Methods

Study Design

Interviews with health professionals were conducted as
part of a larger mixed methods study” that examined
disrespect and abuse of women during facility-based

childbirth in Ethiopia from the perspectives of women
and health care providers. A qualitative descriptive design
of care

was used to understand the perspectives

providers,”* and the phenomenon under investigation.*’

Study Setting

This study was conducted in north Showa zone of Oromia
region, central Ethiopia, located 110km to north of the
capital Addis Ababa. The total population is approxi-
mately 1.5 million and 48% are women.”® Afan Oromo
and Amharic are the main languages spoken. There are
three hospitals, 62 health centers and 268 health posts in
this zone. Study facilities were chosen based on their
number of staff and client volume.

Participants

Midwives, nurses, general practitioners, and obstetricians
working at maternity units of selected health facilities with
direct involvement in the care of women during pregnancy
and labor were enrolled in this study. Healthcare providers
who do not work at the maternity ward of the study
facilities were ineligible to participate. Participants worked
in two hospitals and three health centers with urban and
rural areas included. Health posts were not included as
they do not provide birthing care.

Recruitment of Study Participants

A project information flyer was posted in maternity units
and the project eligibility criteria was presented to staff,
following permission from administrators. Interested care
providers contacted the investigator, provided informed
consent, and participated in semi structured interviews.
Purposive sampling was used to enroll participants across
a range of health professions and experiences. Information
saturation (when ideas started to be repeated and no more
new ideas emerged) was used to determine the final num-
ber of in-depth interviews (IDIs).

Data Collection Tool and Procedures

The research team used previous systematic review findings
to develop a semi-structured interview guide that addressed
differing forms of disrespect and abuse that women may
experience during childbirth.?’*® Nine examples were
developed and used during the interviews to elicit responses
from participants about whether, when, and in what circum-
stances abuse and neglect occurs and whether each scenario
was viewed by the participant as acceptable or unacceptable
(Table 1). Fifteen IDIs were conducted from 5 October 2019
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Table | Sample Disrespect and Abuse Questions

No. | Questions

l. If a woman was pinched or slapped by a health worker during
her childbirth, would this be acceptable? When would it be
acceptable?

2. If a woman was yelled or shouted at by a health worker during
her childbirth, would this be acceptable? When would it be
acceptable?

3. If a health worker was mean and refused to help a woman
during her delivery, would this be acceptable? When would it

be acceptable?

4. If a health worker physically held a woman down during her
childbirth, would this be acceptable? When would it be
acceptable?

5. If a health worker threatens a woman by unfavorable
procedure like CS or referral or bad outcome for her or her
baby during her childbirth, would this be acceptable?

When would it be acceptable?

6. If a health worker disallowed a woman to deliver in a position
of her choice during her childbirth, would this be acceptable?
When would it be acceptable?

7. If a health worker performs a procedure without getting
consent during her childbirth, would this be acceptable? When

would it be acceptable?

8. If a health worker forcefully opens a woman’s leg during her
childbirth, would this be acceptable? When would it be

acceptable?

9. If a health worker disallowed a woman birth companion during
her childbirth, would this be acceptable? When would it be

acceptable?

to 25 January 2020. Participants were interviewed in private
rooms in health facilities during working hours. Interviews
lasted approximately 50 minutes. Care was taken to maintain
confidentiality of study participants by de-identifying inter-
view transcripts and maintaining privacy during interviews.
Healthcare providers were invited to reflect on the occur-
rence and “acceptability” of hypothetical mistreatment dur-
ing childbirth, rather than disclosing personal instances of
mistreatment. The interviews were audio (voice) recorded

with permission, with field memos also taken.

Data Analysis

A thematic analysis approach as described by Braun and
Clarke (2006) was used to identify key themes, richly
describe large bodies of qualitative data and highlight

similarities and differences in experiences.”” IDIs were
conducted in a local language (Afan Oromo or Amharic)
by the primary author, translated and transcribed simulta-
neously by the primary author and reviewed by another
experienced bilingual researcher in Ethiopia. De-identified
transcripts were stored on a password protected computer.
Open coding was performed line-by-line on the transcripts
by the primary author and the co-authors to develop an
initial thematic framework. Codes were then analyzed
alongside field memos to generate categories. Themes
were identified and representative quotes were selected to
illustrate the range of voices in each theme.

Reliability testing was conducted in two stages: (1) two
researchers jointly coded five transcripts and (2) then
independently coded four transcripts and discussed coding
decisions until consensus. A subset of the coded tran-
scripts was reviewed by an independent researcher to
check reliability of the coding. Open Code software ver-
sion 4.0.2.3 was used for the data analysis. This paper is
reported according to the consolidated criteria for report-
ing qualitative research (COREQ).*°

Results

A total of 15 IDIs were conducted and included in this
analysis: 11 midwives/nurses, three general practitioners
and one obstetrician participated. Table 2 reports socio-
demographic characteristics of participants (Table 2).

Views of Acceptability of Disrespect and
Abuse During Childbirth

A range of viewpoints emerged from the interviews with
care providers. These were arranged in four main themes,
each with a number of subthemes. (1) Disrespect and
abuse breaches professional standards, (2) Disrespectful
and abusive actions are justified at times to save the
mother and her baby, (3) Disrespect and abuse is used as
a tool to assert power, and (4) Disrespect and abuse arise
from health system deficiencies (Figure 1).

Disrespect and Abuse Breaches

Professional Standards

Disrespectful and abusive treatment during childbirth in
facilities not only violates the rights of women to respect-
ful care, but can also threaten their rights to life, health,
and bodily integrity. Participants were very clear that
D&A is not acceptable under any circumstance because
of three reasons. First, according to participants, D&A
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Table 2 Socio Demographic Characteristics of Study
Participants
Obstetrician General Midwives/
n=1 Practitioners Nurse
n=3 n=11
Age <30 0 0 3
(years) 30-39 0 2 6
40-49 | | 2
50+ 0 0 0
Marital Married | 3 I
status Single 0 0 0
Gender Female 0 0 5
Male | 3 6
Years of 04 | | 4
experience | 5-9 0 2 4
10-14 0 0 3
15+ 0 0 0
Facility Health 0 0 7
type centre
Hospital | 3 4
Facility Rural 0 | 5
location Semiurban 0 | 4
Urban | | 2

demonstrates a lack of understanding of the feelings of
others when care providers fail to empathize with the
woman and her circumstance. Secondly, participants
denounced D&A based on ethical principles. According
to these participants, D&A breaches professional standards

of clinical care. Thirdly, participants suggested D&A con-
tributes to an undesirable delivery outcome by affecting
the communication between the provider and the woman.
These participants prioritized respectful care as part of
professional practice and believed that understanding the
woman and treating her with respect contributes to good

rapport and a positive birth outcome.

Disrespect and Abuse Fails to

Acknowledge Women’s Circumstances
Women have a right to expect empathy from their health-
care provider. Only three of the participants, all of whom
were doctors, considered the majority of the presented
D&A scenarios as unacceptable One participant stressed
that providers should approach and treat all laboring
women with consideration and empathy.

I feel providers have to understand the woman if she does
not comply with their instructions. Because she is in an
immense pain and they do not know what she does. She
may not respond to your question or disappoint you with
inappropriate response. However, the provider has to be

patient. (male doctor, urban hospital)

Care providers will gain a woman’s cooperation if they
approach her with respect and patiently explain procedures
to her. A participant had also similar viewpoints where he
explained how providers should approach and treat

women:

Disrespect and abuse fails to acknowledge women’s circumstances I

Disrespect and abuse breaches
professional standards

Disrespect and abuse fails expectations of legal and ethical conduct ‘

Disrespect and abuse can lead to adverse healthcare outcomes ‘

Disrespectful and abusive actions are

Disrespect and abuse may be necessary for the safety of the mother and her baby ‘

justified at times to save the mother and

her baby

Disrespect and abuse may be necessary to avoid the personal professional
consequences of an adverse outcome

Disrespect and abuse arises from feelings of inferiority and professional inadequacy ‘

Disrespect and abuse is used as a tool

to assert power

Disrespect and abuse occurs when providers limit communication and opportunities
for mutual decision making

Disrespect and abuse arise from health

Disrespect and abuse arises from an unsupportive management and professional hierarchy I

system deficiencies

Disrespect and abuse exists when dissonance between knowledge and practice exists ‘

N ANVANIVANERVAN

Disrespect and abuse occurs when human and material infrastructure is limited ‘

Figure | Schematic presentation of the identified themes and subthemes.
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She will cooperate if you explain the importance of the
procedure to her baby. However, this depends on our
patience and approach. Thus, providers should avoid
bossy approach because women will feel looked down
on them. It is too much to expect the woman to tolerate
bad approach of providers on top of the labor pain. (male
doctor, urban hospital)

Labor pain or a lack of knowledge of the physiology of
childbirth might influence the woman’s interaction with
care providers. According to participants, providers have
to recognize this and treat women accordingly. These
participants believe that any “wrongdoing” of the women
could be due to lack of awareness or because of their
circumstances and care providers have to understand
them. A participant said,

Who can understand her situation without care providers?
Shouting does not help either, you have to be respectful in
your approach. Still if the woman does not cooperate, you
better inform her families to intervene rather than getting

into conflict with her. (male doctor, urban hospital)

Disrespect and Abuse Breach
Professional Standards of Legal and
Ethical Conduct

There were participants who considered the presented
D&A examples unacceptable from legal and ethical point
of view. These participants evaluate their actions in rela-
tion to the legal consequence they might have. As a result,
the majority of participants do not consider pinching or
slapping of a mother acceptable. Male providers in parti-
cular found it unacceptable to beat a laboring woman.
According to these providers, shouting at or beating
a woman for any reason is unethical and has legal

consequences.

Why on earth you raise your hand on a woman? It is
immoral and unethical to beat any woman let alone
a laboring mother who came to seek your help. It can
never be acceptable. (male midwife, urban hospital)
Another midwife had similar views

you cannot slap a woman,; it is violation of her rights and
you will be held accountable. (male midwife, urban
hospital)

Most of the respondents strictly practice the traditional
lithotomy position and have never assisted a mother in

other preferred birthing positions. However, they

considered tying a laboring woman to the delivery bed
with ropes to control her from leaving the delivery bed
inappropriate and illegal. A participant said,

She is a human being, not animal and never should be tied
to the bed. (male midwife, rural health center)

Another midwife said,

it is a crime to tie a laboring woman to a bed, she is not a threat
to anyone’s safety. (female midwife, rural health center)

Almost all participants considered performing a procedure
without getting consent acceptable for various reasons.
However, the only obstetrician in the study said:

It is not acceptable to perform any procedure without
getting a consent. You have to tell her what you are
going to do to the level she can comprehend. It is not
acceptable to perform a procedure without her knowledge.
If she refuses a medically indicated procedure you can
involve her family. If she still insists you will make her
sign and leave the hospital at her own risk. It is mandatory

to take a consent. (Obstetrician, urban hospital)

Participants were asked if it is acceptable for a health
worker to refuse to help a woman during her delivery.
All participants of the study, except one midwife, did not
consider withholding of care acceptable under any circum-
stance. They preferred transferring the woman to another
provider than abandoning her. A participant said:

Why you withhold the care that she came for? If you cannot
continue assisting her because of disagreement, transfer her
to another provider. You cannot simply abandon a laboring
mother; it is unethical. (male midwife, rural health center)

Another participant stated:

It is unethical. How would you sleep at night peacefully
after abandoning a laboring mother? If you cannot attend her
for any reason, you must make sure that another provider

oversees her. (female midwife, rural health center)

Disrespect and Abuse Can Lead to

Adverse Healthcare Outcomes

Some providers believed that disrespecting or abusing
a mother will affect the communication between the pro-
vider and the woman and will contribute to an undesirable
delivery outcome. According to these participants, if not
treated well, the woman may not comply, refuse to
undergo procedures, and puts her life in danger.
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Shouting at woman is not acceptable as it damages the
relationship and will contribute to bad outcome. (male
midwife, rural health center)

Other participant had similar viewpoints,

if you beat her, she will be angry and uncooperative. (Male
midwife, urban health center)

Participants considered disrespect and abuse as unaccep-
table They believed that D&A breaches professional stan-
dards as it fails expectations around legal and ethical
conduct, and fails to acknowledge women’s circumstance
and can lead to adverse outcome.

Disrespectful and Abusive Actions
are Justified at Times to Save the
Mother and Her Baby

Some participants considered the D&A examples accepta-
ble as they prioritize the medically indicated procedures
over patient-centered care. For these participants birthing
a live baby to a healthy mother is a top priority. Thus, they
are willing to do whatever it takes not to risk the lives of
either the baby or the mother.

Disrespect and Abuse May Be Necessary
for the Safety of the Mother and Her
Baby

Care providers focus on delivering a live baby to a healthy
mother and are willing to do whatever it takes. As a result,
they considered the disrespect and abuse examples accep-
table if the act prevents loss of the mother and her baby.

My primary aim is to deliver a live baby to a healthy
mother. She may be uncomfortable with my approach
but, I guarantee her a live baby and that is what matters
most for me. I will perform procedure without waiting for
her approval as long as it is medically indicated. (Female
midwife, urban hospital)

This may be the reason why all participants found it
acceptable to threaten a woman with a bad outcome or
unfavorable procedure or denial of care, forcefully open-
ing her leg and forcefully holding her down to the delivery
bed. They believed that these acts cause no harm to the
mother, but rather they make her cooperate and give birth
without a problem. According to the participants, any
psychological or emotional pain of the mother due to
these acts are less emotionally painful than losing a baby.

Mother should not lose her baby. So, it is ok to frighten her if
it contributes to safe delivery. I believe that the major thing
here is to get a live baby to a healthy mother, other issues
including respect come next. Do you think the mother will
be happy because you were respectful even if she loses her
baby? No way. So, first thing first. Give priority to deliver-
ing a live baby to a healthy mother. Because undesirable
outcome either for the mother or the baby is too costly for
the family. (female midwife, rural health center)

Threatening a woman with a bad outcome for her or her
baby is considered acceptable. According to some partici-
pants, it does not cause any physical harm to the woman.

A female midwife’s view supported this argument:

Threatening a woman with poor outcome for her or her
baby has no harm and will make her cooperative. If you do
not have her cooperation, you may lose the baby or even
the mother and that will be an absolute failure. (female
midwife, rural health center)

The intention determines the acceptability of an action,
according to participants. These participants recognized
that the actions are not respectful. However, they are ok
with them if the intention is to save the life the mother and
her baby.

Shouting at a woman is somehow a common practice in
our ward. It is acceptable if it for her own benefit, like to
make her concentrate and push. Otherwise, it is against her
right to shout at her for reasons not related to her. (female
midwife, rural health center)

Another participant had similar views,

No one is here to hurt or disrespect a woman intentionally.
We do everything for the sake of the mother and her baby.
After all we do not know these women personally and our
acts shouldn’t be taken personal as well. (doctor, urban
hospital)

Almost all participants believed that women should not be
allowed to leave the bed during the second stage of labor.
As a result, they considered forcefully holding her down to
the delivery bed acceptable as an act to save her baby.

The intention is to save her baby, not to limit her right to
move around. Because she may suffocate her baby if she
sits on it or may lose it to the ground while standing. She
may also experience severe genital tear if the baby comes
out forcefully. (female midwife, urban hospital)

Another participant justified the act by saying
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You can even do it with help of others. You do this for her
own sake, she will kill her baby otherwise. She has waited
for nine months to kiss her baby and you should not sit
and watch her kill it. (Male midwife, rural health center)

Similarly, even if they know they have to get consent,
participants considered doing medically indicated proce-
dures without the women’s consent as acceptable to save
a life.

Ethically it is inappropriate to touch a woman without her
consent let alone performing a procedure. However, if
a woman presents with a second stage of labor you do
not have time to explain everything to her, you have to act
instantly or else you will lose the baby. (male midwife,
urban hospital)

According to participants, saving the woman’s life is more
important than seeking her consent.

What will a woman lose if she undergoes a medically
indicated procedure without her knowledge? After all she
came to us to give birth and we have to make it happen by
any means. You may be wasting precious life saving time.

(female midwife, rural health center)

Six participants have considered slapping a woman accep-
table as a means to encourage her keep pushing.

If her baby is in distress and she is not pushing enough,
you can slap her thigh just to encourage her, or else she
will lose her baby in front of your eyes. You do not slap to
hurt her, except helping her out. (male midwife, urban
hospital)

Similarly, there was a participant who believed that slap-
ping a woman on her thigh is different from slapping her
in the face. Thus, it is acceptable to slap women on thigh
in order to encourage her or get compliance.

Slapping on the thigh is not disrespectful like the slap in
the face, we do this just to make her focused and get
compliance. (female midwife, urban hospital)

Disrespect and Abuse May Be Necessary
to Avoid Personal Professional

Consequences of an Adverse Outcome

Respondents described a common problem where women
in the second stage of labor refuse to push putting them-
selves and their babies at a higher risk. Participants
believed that it is their duty to help women avoid a bad
outcome, not only in the best interest of the mother and

baby, but also because bad outcomes reflect poorly on
them as healthcare professionals. As a result, providers
considered the D&A examples acceptable to avoid legal
consequences of undesirable delivery outcome.

If you fail you will be held accountable. So, you have to
make sure the woman gets her baby alive at any cost. She
will forget all the disrespect and abuse you are talking
about after she gave birth. However, is she lose her baby
while I am comforting her, rather than urging her to push,
I will be blamed. (female midwife, urban hospital)

This may help to explain why some respondents consid-
ered their profession as risky.

Maternal death is politicized, and you will be held accoun-
table if something went wrong in your hand. (female mid-
wife, urban hospital)

One provider considered slapping or pinching a woman
acceptable to avoid professional consequences of adverse

outcomes.

I pinch or slap her to deliver a live baby because I will be
responsible if she develops complication or lose her baby.
(female midwife, urban hospital)

Some providers considered yelling or shouting at the
women acceptable to save their career. They thought
shouting at a woman cannot cause any harm to the
woman, but rather it reminds her of the seriousness of
the situation and will make her cooperate and help them
escape consequences of undesirable delivery outcome.

If you do not yell or shout at her, she will ignore your
instructions and put you in trouble. If something wrong
happens to the mother or her newborn while you are in
charge, you will be scrutinized. So, you shout at her to
make her onboard [focus and push] and avoid undesirable
outcomes. (female midwife, urban hospital)

Forcefully holding down a woman to the delivery bed is
considered acceptable by the majority of the participants.
These providers feared responsibility of an undesirable
delivery outcome and thus they believed that a mother
should not be allowed to move out of the delivery bed
during the active phase of labor.

You have to hold her to the bed by any means. She will
accuse and put you in big trouble if she loses her baby and
nobody will be there in your defense. You have to make

sure things end well or else the consequence is not good
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for your career as a midwife. (female midwife, urban

hospital)

There were also participants who considered performing
a procedure without consent as acceptable to protect their
professional career. These participants argued that obtain-
ing consent from the woman consumes time and contri-
butes to the delay of care and potential complications.

I do not dare to risk a minute explaining procedures to her
because she has nothing to lose if the procedure is done for
her as long as it is medically indicated. However, if I keep
explaining things, I cannot timely do what I am supposed
to do, and things may get out of control and that will put
me in trouble. (female midwife, urban hospital)

Participants felt that disrespect and abuse may be neces-
sary at times to save the mother and her baby. They
perceived that it is necessary to ensure the safety of the
mother and her baby and avoid personal professional con-
sequences of an adverse outcome.

Disrespect and Abuse is Used as

a Tool to Assert Power

Some participants thought that disrespect and abuse arises
from feelings of inferiority and professional inadequacy of
care providers. Limited communication and lack of mutual
decision-making between providers and women and their
families was also mentioned as a reason for disrespect and

abuse.

Disrespect and Abuse Arises from
Feelings of Inferiority and Professional

Inadequacy

Some participants preferred not to attend certain clients
due to their personal attributes. They had a perception that
urban and educated women are not respectful and thus
they use disrespect and abuse as a tool to assert power.
These providers had a feeling that educated, rich women
look down on them whereas rural women are more sub-

missive and obedient.

I prefer attending to thousand rural women than a single
urban woman. Rural women are obedient whereas the
urban woman challenge you on everything you do. You
do not repeat instruction for rural women they comply
with the first order. What do you feel when some urban
women look down on you because of their economic

circumstance or educational level? It drives me crazy,

and I will retaliate by abandoning her or giving priority
for others. (male midwife, urban hospital)

Another participant had similar views,

Some urban women try to undermine us. They think they are
privileged and want us to do what we do not usually do for
others. [ will degrade her from humanity and teach her obedi-
ence and decency. (female midwife, urban health center)

Similarly, another participant said,

you must be blessed with patience to complete every
delivery process with success. From my experience, some-
times you need to be rough for missy kind of mothers.
(male midwife, from urban hospital)

Some participants believed that allowing a birth compa-
nion will interfere with their “work freedom.” This may be
because they are not confident that their treatment of the

woman is in line with professional standards.

We do everything in our power to disallow companions.
Because we do not want the companion to see how we
treat the woman in the delivery room. I am not confident
our practice is in line with the national guideline.
However, if she is alone, you can do whatever you like
in peace. She is in your hand (female midwife, urban
hospital)

Providers complained that they lack training and instru-
ments to assist women in positions other than the tradi-
tional lithotomy position. However, the only midwife who
is assisting women in their preferred birthing position said,

providers consider only what is comfortable for them.
Lithotomy is convenient for the provider to take the
baby. Other positions compromise providers comfort as
they require them to kneel or squat. Thus, providers use
lack of training and material to assist woman in other

positions as an excuse.
Another participant’s remark supports this argument.

It is not about the woman; it is comfortable for the provi-
der to assist and receive the baby. You can clearly see and
support her perineum to prevent tear. But when you are
asked about other positions you complain about lack of
instruments and training. (male midwife, rural health

center)

One participant totally disagreed with the importance of
supporting preferred birthing positions and blamed the
respectful care guideline for introducing “uncustomary”

practice.
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It is not practiced, and our women do not ask for it either.
Lithotomy is the only position they know. I gave birth in
lithotomy position. It is the protocol that has a problem,
why it requires us to do something that is not customary?
I am not doing it. (female midwife, urban hospital)

Disrespect and Abuse Occurs When
Providers Limit Communication and
Opportunities for Mutual Decision
Making

There were participants who believed that a woman has no
role in her care and should passively receive care.
According to these participants, women know little about
the physiology of pregnancy and childbirth and there is no
point in discussing it with them or explaining procedures
to them as they cannot understand the “complex” care. In
addition, interviewed providers indicated that laboring
mothers often do not know what is best for them. For
these main criterion  to

providers, the perform

a procedure is its indication, not the woman’s consent.

It is acceptable to perform a necessary procedure even if
the woman did not consent to it. I do not give her a chance
to ask a question or decline the procedure. Because it is
me who knows what works for her. (female midwife,

urban hospital)

When asked what they would need from a woman and her
family to provide supportive care, some participants
stressed that they prefer obedient clients and companions
that do not ask questions. According to these participants,
clients and companions should not be asked for consent as
they know little about the procedures and the provider
should be the sole decision maker in the care.

I am the professional and I am the only right person to
decide on procedures. What do the woman, or her family
know about the care that I ask them for a consent? (female

midwife, urban hospital)

Some participants indicated they do not explain proce-
dures to the women as they believe it is unnecessary and
out of their remit. According to these participants, the
primary aim of the care is to deliver the baby, not to
teach the woman about the care she is receiving. As
a result, explaining the care to the recipient is not seen
as their job.

I am a midwife not a teacher and thus I am not supposed to
explain everything to the women. (female midwife, urban
hospital)

A male midwife from same facility shared similar view,

I am not here to teach women, only to attend. It is too
much to ask a midwife to explain procedures to women.

Some even question the importance of obtaining consent.

Will the woman sit for exam after the procedure? Why
would I waste my time and energy explaining everything
to her then? (female midwife, urban health center)

Further still, some participants, not only withhold informa-
tion, but also, prefer not to hear from the woman or her
families at all.

Let alone explaining to her, I do not want to communicate
with her or her family. I just want her to deliver and leave.
(female midwife, rural health center)

For these participants disrespect and abuse arises from
feelings of inferiority and professional inadequacy or
when there is limited communication and mutual decision-

making between providers and women and their families.

Disrespect and Abuse Arise from

Health System Deficiencies

There were participants who thought disrespect and abuse
arises from an unsupportive management and professional
hierarchy. Others believed that dissonance between knowl-
edge and practice and limited human and material infra-
structure exacerbated disrespect and abuse.

Disrespect and Abuse Arises from an
Unsupportive Management and

Professional Hierarchy

Midwife participants were not happy with their relation-
ship with their supervisors. They perceived that supervi-
sors are not treating midwifery profession with the respect
they feel it deserves, and this in turn is making them
unkind to their clients.

The management is not fulfilling what we want to do our
work. That is why I feel my profession is neglected. To be
respectful, I have to be respected first. (female midwife,
urban hospital)
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Additionally, mistreatment of the low and middle level
providers by higher level providers was mentioned as
a reason why providers are not treating women better.

Higher level providers undermine the middle and lower-level
providers, the management favour higher level providers’
interest. This disappoints and influences our interaction
with women and contribute to their mistreatment. (female

midwife, urban hospital)

Midwives felt they spend most of their time with the
laboring mother and do the hard work. However, they do

not feel valued.

We are doing the hard job at the frontline, but I do not feel
valued as a professional and this has demotivated me

(male midwife, urban hospital)
Another participant expressed a similar view,

Neither we nor the mothers are happy with the care we are
providing. The way midwives are treated by the hospital
administration determines how midwives treat women.

(Male midwife, urban hospital)

As a result, some midwives felt forced to leave the mid-
wifery profession because they are tired of abusing inno-
cent labouring women.

To speak the truth, it is a novel work. In the contrary
though, we are not appreciated for what we are doing in
resource limited setup. That is why we beat a laboring
woman. [ would rather change my profession than abusing
a labouring woman who has nothing to do with my pro-

blem. (female midwife, urban hospital)

What another female midwife from a rural health center
said strengthens this argument.

Many midwives have joined the new innovative medical
education (NEME) program to become a doctor. Because
doctors enjoy better salary and working conditions com-
pared to midwives.

Another participant had similar perspectives,

[ have decided to change my profession not because I do not
like it but because the administration does not value it. I cannot
keep mistreating innocent women to took out my anger on the

administration. (male midwife, rural health center)

Disrespect and Abuse Exists When
Dissonance Between Knowledge and

Practice Exists

Participant midwives complained that they were not practicing
what they learned in college as the facilities have restricted
their job description to the delivery room. This may help
explain the fatigue participants developed on birthing care.

The hospital has restricted our role only to attending
delivery, nothing more. Who has the moral to judge me
if I disrespect and abuse women? I am tired of it. (female

midwife, urban hospital)
Another midwife from same facility said,

The hospital has anonymously decided that midwives can-
not hold managerial position and have to focus on attend-
ing labouring women. We cannot be head of the ward; we
cannot work in the gynaecology ward. That is why mid-
wives became hardhearted towards labouring mothers and

abuse them. (Male midwife, urban hospital)

Disrespect and Abuse Occurs When
Human and Material Infrastructure is
Limited

All study facilities have high client volume and a lack of
staff and supplies, according to participants. The delivery
ward regularly lacks supplies like medication and equip-
ment, sufficient staff proportional to the client volume and
enough space. Providers believed that they are not prop-
erly treating the women as per the guideline because of
this shortage of resources.

We cannot protect women’s privacy due to lack of screen
or curtain, and we cannot give them sufficient time due to
the workload. Thus, you cannot blame the providers for
such breach of privacy and women’s feeling of being
ignored. (male midwife, urban hospital)

The same participant further blamed the working condition
for mistreatment of women.

Providers do mnot intentionally disrespect or abuse
a woman, but the heavy workload and stressful working
environment will change their behavior and the way they

interact with women.

Another participant said her workload will not let her
assist women in a preferred birthing position.
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Even if I have the training and materials it takes to do so,
I am not doing it because I attend more than one woman at
a time, and it is not convenient. (female midwife, urban
hospital)

Because of the overwhelming workload, some participants
consider the regular care they provide as a favour to the
women. These participants do not consider birthing care as
the right of the women, rather a good will done to the

mother at their mercy.

We are overcrowded, and these made you feel that you are
doing favour to the mothers, not doing your job. As
a result, health workers attitude towards laboring women
is not good. (female midwife, urban hospital)

Providers described that the workload and shortage of
resources have made them behave differently. According
to these participants, providers are not happy with their
working conditions and take out their anger by disrespect-

ing and abusing women.

[ am not happy with the working environment at all. It is
stressful to work in a ward that is narrow, understaffed and
has a shortage of medical supplies. I yell at women to
takeout my anger, I am not happy. (male midwife, urban

hospital)

As discussed above, while some providers felt negatively
towards birth companions, others believed that birth com-
panions are advocates and a source of strength for the
laboring woman. Participants further described the impor-
tance of a companion in helping to convince the mother if
she refuses a procedure, and this will make providers’ job
easy.

Not only will the woman but also providers benefit from
presence of a birth companion. If they saw anything unac-
ceptable being done to the mother, companions may defend.
So, you will be mindful of your words and acts. This will

make the relationship smooth and the work fruitful.

However, women are being denied having a companion in

the study facilities due to “space constraints”.

A participant said,

It is the woman’s right to have a birth companion. But we
are not allowing them as the delivery room is too narrow.

(female midwife, rural health center)

Discussion

This study explored healthcare providers’ perceptions of
disrespect and abuse during childbirth. Participants per-
ceived variously that disrespect and abuse breaches pro-
fessional standards, may be necessary at times to save the
mother and her baby, may be used as a tool to ascertain
power, and occurs due to health system deficiencies. The
drivers of disrespect and abuse included stress and burn-
out, poor facility infrastructure including lack of medicines
and supplies, and provider perceptions of women as being
difficult. More than one of the above drivers were often at
any given time.

However, unlike a previous study from South Africa
where midwives reportedly used disrespect and abuse as
a way to establish and maintain social distance between
themselves and their clients,®’ the primary motivator for
the majority of our participants appears to be the desire to
see a positive birth outcome and to avoid being blamed for
a negative outcome. Midwives reported a strong sense of
accountability and responsibility for positive delivery out-
comes, and they explained that they would do “whatever it
takes” to deliver a live baby to a healthy mother.
According to these participants, disrespect and abuse
tends to occur in situations where the mother is not behav-
ing in a way that the provider perceives as beneficial to the
mother or baby. They reported that in such cases, yelling,
pinching, or slapping, carrying out procedures without
consent, threatening the mother to comply, forcefully
opening her legs, or holding her down to the delivery
bed are considered acceptable Following this perception,
disrespect and abuse is intertwined with a sense of profes-
sional responsibility for ensuring a physically safe birth for
the laboring women in their charge. These findings are
similar to a study from Ghana where midwives reported
feeling a strong sense of responsibility for the delivery
outcomes and as a result, yell at, and hit women to encou-
rage them to deliver a live baby to a healthy mother.>

Adding to this complexity, some midwives described
ways in which they felt urban women undermined them.
This particularly occurred when female providers believed
that women doubted their professional competence.
Female providers have low status within the health service
in Ethiopia, and arguably in society more generally. The
system is not sensitive to gender equality and females are
not fairly represented in tertiary education and the health
work force. Some participants suggested that the best way
to assert power or obtain compliance from a laboring
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woman is to yell at or abandon or even slap her. Studies
from different contexts have also reported similar
findings.?*!-?

Respectful care that prioritizes women’s dignity and

liberty,

woman, her family, and the providers can be promoted

and improved communication between the
with proper managerial support. Midwives expect their
supervisors to fairly distribute incentives and responsibil-
ities to all professional disciplines and avail resources to
provide supportive care. However, the majority of the
participating midwives reported administrative bias as
a source of discouragement that is preventing them from
properly fulfilling their responsibilities. They perceived
that administrators did not treat them as well as physicians.
Professional hierarchy is rarely seen as supportive by
healthcare providers but when present, good leadership
changes the experience of both women and care
providers.** Absence of good leadership affects the quality
of care rendered and may manifest through disrespect and
abuse of laboring women. Previous research has identified
that anxiety in providers is associated in particular with
conflicts at work between staff and supervisors.*> This
could help explain why more midwives, who reported
bias, than doctors have considered the disrespect and
abuse examples acceptable A study from Nigeria similarly
revealed that midwives found mistreatment to be accepta-
ble practice, compared to doctors.>® In this study, partici-
pant doctors did not report unfair treatment by facility
administration and workload. This is likely related to the
fact that they do not attend normal deliveries and are
called to the ward only for cesarean section or to handle
complications, an experience reported elsewhere in the
literature.®’

Women have the right to assume any position comfor-
table to them while giving birth in the facility and restrain-
ing a woman from choosing a birthing position of her
choice is violation of her right.*® Thus, alternative loca-
tions to the general labor and delivery floor have to be
provided for those women accustomed to squatting.
Unfortunately, only a single provider reported assisting
mothers in their preferred birthing position. Believing
they are acting to save the infant, other midwives not
only deny this right but also consider it acceptable to
forcefully hold down women to the delivery bed.
Confinement of women to bed during labor and delivery
has also been acknowledged as a common and normal
practice elsewhere®® because most providers consider
what is comfortable for them, not the woman. The

providers participating in this study also reported that
they limit birthing position to lithotomy for their own
comfort and use lack of training and instrument as an
excuse not to assist women in other positions.

Women have the right to be treated with respect and
consideration. Thus, care providers must acknowledge that
every woman is a person of value and is worthy of respect.
Words and non-verbal communication of providers must
honor the dignity of each woman. However, participants
did not seem to appreciate the psychological trauma of
non-dignified care where they threaten women with a poor
outcome or unfavorable medical procedures in order to get
compliance. Worse still these providers believe that threa-
tening has no harm to the mother. A South African study
also revealed that providers believe that threatening and
raising their voice are sometimes the only things that
work.**

Birthing care has to be participatory. The woman and
her family should actively engage in the care and be part
of decision making. It is important for midwives to colla-
borate with women in labor by inviting them to participate
and be responsible for their care during childbirth.*
However, women were not given the opportunity to clarify
doubts or ask questions. Doctors and midwives did not
provide important information on reasons for, or outcomes
of physical examinations, progress of labor and the health
of the baby, because providers believed women do not
understand explanations and are unable to participate in
decision-making. Thus, providers want women just to
follow their instructions. In addition, they discouraged
birth companions, thus not allowing for other people to
advocate on behalf of the labouring woman. Studies from
varying contexts have reported likewise.*'*°

It is too simplistic to attribute poor quality of care,
including lack of respectful care, solely to the healthcare
providers. However, the social, economic and health sys-
tem barriers healthcare providers experience in their daily
working lives can be significant. The task of practicing
midwifery in low-income countries appears to be more
difficult than ever, particularly in settings where resources
health limited.*
Understaffing and overcrowding on the labor ward can

for maternal care services are
create a stressful work environment.*” The participants of
the current study have blamed mistreatment during child-
birth on a disempowering health system where providers
are overworked, and facilities are understaffed and over-
crowded. Multinational research has indicated that disre-

spect and abuse is often a greater problem in developing
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countries where inadequate numbers of care providers
serve a large number of clients.*® Likewise, studies from
varying contexts have identified health systems con-
straints, staff shortages and lack of resources, as drivers
for disrespect and abuse.***° These conditions contribute
to healthcare providers’ feelings of impulsivity, lower
tolerance for aberration, and exhaustion, and can contri-
bute to transference of aggression to the woman.*

Limitations and Strengths of the
Study

This study was carried out in five health facilities among
self-selected participants in the North Showa zone.
Therefore, this may not reflect the perceptions of care
providers in other parts of Ethiopia. However, participants
with diverse age, education and years of experience were
involved in the study which contributes to the diversity of
perspectives included.

Conclusion and Recommendation

In addition to poor provider attitudes, our findings suggest
that health system constraints and working under high
levels of stress has influenced participants’ relationship
with women. Strengthening the health systems to address
the system-level stressors would enhance provider-client
relationship and improve quality of maternity care.
Furthermore, in-service provider training that focuses on
women’s perspectives, rights and cultural roles in society
is necessary to change attitudes. Supportive supervision
and mentoring could also help to empower providers to
manage difficult situations and develop positive coping
mechanisms for stress. Policies and procedures that
describe the responsibilities of healthcare providers in the
respectful maternal care process should be developed and
reinforced through education and audit processes.
Respectful care should be a central pillar of entry-level

nursing, midwifery and medical curricula.
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