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Beyond Maternal Mortality: A Systematic
Review of Evidences on Mistreatment
and Disrespect During Childbirth in Health
Facilities in India

Suresh Jungari1 , Baby Sharma1, and Dhananjay Wagh1

Abstract
The aim of this systematic review is to examine current evidence on the nature and extent of disrespect and abuse (D&A),
mistreatment and practices of respectful maternity care of women during childbirth in India. Electronic databases were searched
for published studies relevant to the topic. The search was conducted from May to September 2018. Preferred Reporting Items
for Systematic Reviews and Meta-Analyses (PRISMA) guidelines were used to conduct the review. A results synthesis was done
using the Bowser and Hill landscape analytical framework for D&A of women during childbirth. Eleven studies are included in this
review of which six were cross-sectional, four were qualitative, and one used a mixed-method approach. The type of abuse most
frequently reported was the lack of respect and dignity (nondignified care) experienced by the women, usually in the form of
negative and unfriendly attitudes of the providers. The least frequent form of mistreatment was physical abuse and detention in
the facilities. The frequency of reported D&A was high, ranging from 10% to 77.3%. These behaviors were influenced by lack of
education and empowerment of the women, their low socioeconomic status, poor training of providers and supervision, and a
lack of accountability. Overall, disrespectful and abusive behavior had adverse impact on the utilization of health facilities for
childbirth. It created a psychological distance between women and health providers. To our knowledge, this is the first systematic
literature review to be conducted on respectful maternity care in India.
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mistreatment, disrespect and abuse (D&A), childbirth, dignity, health facility, India, quality of care

Background

Mistreatment of women in health facilities during childbirth

has drawn public attention and is a growing area of interest for

researchers (Bohren et al., 2015; Miller et al., 2016; World

Health Organization [WHO], 2014). Worldwide, many women

experience disrespectful, abusive, or neglect during treatment

at childbirth. These practices violate a woman’s basic human

rights. They deter women from seeking maternal health-care

services and can have serious implications for their health and

well-being. Recently, many studies reported mistreatment of

women in India during childbirth, which ranged from physical

abuse, mistreatment, verbal abuse and nondignified care (Bhat-

tacharya & Ravindran, 2018; Saxena, Srivastava, Dwivedi, &

Bhattacharyya, 2018; Sen, Reddy, & Iyer, 2018).

Giving birth to child is a significant life event for women.

However, motherhood also brings many challenges to new

mothers. Giving birth is sometimes a traumatic experience,

resulting in post-traumatic stress for a few women. Most

health-care providers tend to think of birth trauma in terms of

physical injury, often overlooking the psychological effects.

Up to one third of women view their labor and delivery as

traumatic. An estimated 2–6% of women experience the full

range of symptoms of post-traumatic stress disorder (PTSD).

It is estimated that about 20–50% of women view labor

and the delivery of their children as a traumatic birth

experience (Ayers, Bond, Bertullies, & Wijma, 2016; Ayers,

Joseph, McKenzie-McHarg, Slade, & Wijma, 2008; Slade,

2006). Further, globally, the percentage of women who expe-

rience the full constellation of traumatic births ranges from 1%
to 9% (Bell & Andersson, 2016; Soet, Brack, & DiIorio, 2003;

Waldenström, Hildingsson, Rubertsson, & Rådestad, 2004).

There have been a substantial number of studies that reported

neglect during childbirth and lack of health care which can lead

to a traumatic birth experience (Beck, 2006; Waldenström
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et al., 2004). Other factors in traumatic birth experiences were

the complicated deliveries and lack of support from family and

partner (Grekin & O’Hara, 2014; Seng, Low, Sperlich, Ronis,

& Liberzon, 2011). A traumatic birth experience can have

several negative health outcomes for both mother and infant.

Women who have had a traumatic birth experience report hav-

ing fewer subsequent children and reduced breastfeeding

(Beck, 2018). Childbirth-related post-traumatic stress disorders

impact relationship between partners (Campbell & Renshaw,

2016; Fredman et al., 2016).

Of an estimated 303,000 maternal deaths that occurred

worldwide in 2015, nearly 99% occurred in low-and middle-

income countries or LMICs (Ishola, Owolabi, & Filippi, 2017).

About 830 women die from pregnancy or childbirth-related

complications every day. Pregnancy-related complications

remain the foremost cause of deaths among women in the

reproductive age-group. Most of these deaths are preventable

if the women are provided appropriate and timely care (The

White Ribbon Alliance [WRA]). In 2015, the United Nations

launched the global strategy for women’s, children’s, and ado-

lescents’ health for the years 2016 to 2030 with the aim of

reducing the global maternal mortality ratio (MMR) to fewer

than 70 per 100,000 live births (Shakibazadeh et al., 2018).

India contributed 17% to the global burden of maternal

deaths (WHO, 2016). The WHO estimates that each hour,

nearly five women die in India due to childbirth-related com-

plications, meaning 45,000 women die annually during child-

birth. MMR is high, estimated at 130 maternal deaths per

100,000 live births (Registrar General of India, 2018). Com-

mitment to Goal 5 of the Millennium Development Goals has

led the Indian government to introduce several health system

reforms with the aim of reducing MMR by 75% to 100 per

100,000 live births and creating universal access to reproduc-

tive health (Chattopadhyay et al., 2018). However, the review

study of Balakrishnan and Khanna (2016) found that the risks

of maternal deaths are worsened by inadequate health-

promoting practices and institutional regimes of care that do

not support quality in maternal health care, including inade-

quate antenatal care which increases obstetric risks.

The experience of giving birth has a lifelong impact on the

overall health and well-being of women. It can either be an

empowering life event or the cause of a traumatic syndrome

(Halperin, Sarid, & Cwikel, 2015). Several programs have been

implemented by the Government of India to accelerate utiliza-

tion of institutional birth facilities. These have resulted in more

than 75% of births taking place in institution in India

(International Institute for Population Sciences & ICF, 2017).

Experiences of previous births affect subsequent birth

experiences: The fear of pain and negative experiences with

the providers often dominate women’s experiences of labor

(Nilsson & Lundgren, 2009).

Quality of care provided during childbirth is a critical deter-

minant of increasing utilization of maternal health-care ser-

vices and preventing maternal mortality and morbidity (Jha

et al., 2016). Overemphasis on institutional delivery conceals

women’s experiences with the health system, which is

manifested in the poor quality of their interactions with staff

and their engagement with biomedical technologies and prac-

tices and the continuum of care (or the lack of it) according to

Melberg, Diallo, Ruano, Tylleskär, and Moland (2016) and Jha

et al. (2016). Moreover, the notion of a successful childbirth

cannot be solely demarcated as the survival of the infant and

the mother. It should also include practices that are safe and

human, such as appropriate place of birth, the presence of

supportive kin, and respect and dignity of women during labor

(Chattopadhyay et al., 2018; McCourt, Rayment, Rance, &

Sandall, 2016).

India has a diverse population. The country is made up of

various kinds of geographical locations which are home to

multiple caste groups and religions. Health inequalities among

these groups are evident. Women from the lower social caste

groups are discriminated against and deprived of basic health

services (Haddad, Mohindra, Siekmans, Màk, & Narayana,

2012; Jungari & Bomble, 2013; Vart, Jaglan, & Shafique,

2015). Women from the scheduled castes and scheduled tribes

experience greater morbidities and mortality than other caste

groups in India (Jungari & Chauhan, 2017; Mohindra, Haddad,

& Narayana, 2006). Muslim women tend to receive less atten-

tion and more negligence from health-care providers and face

higher odds of disrespect during childbirth. However, it must

be mentioned here that the experiences of other religious

minority groups in India were not studied.

In 2010, a landscape report by Bowser and Hill, “Exploring

Evidence for Disrespect and Abuse in Facility-Based Child-

birth,” summarized the available knowledge and evidence on

the topic. While the review revealed a relative lack of formal

research on the topic, the authors’ in-depth search of published

and technical literature, as well as interviews and discussions

with content experts, led to the definition of seven major cate-

gories of disrespect and abuse (D&A) that childbearing women

encounter during maternity care. These categories overlap and

occur along a continuum—from subtle disrespect and humilia-

tion to overt violence. They include physical abuse, noncon-

sented clinical care, nonconfidential care, nondignified care

(including verbal abuse), discrimination based on specific

patient attributes, abandonment or denial of care, and detention

in facilities.

Recent studies have used different methodologies and con-

ceptual frameworks to highlight the global prevalence and

nature of D&A in health facilities during childbirth (Sando

et al., 2017; Warren et al., 2013). However, the Bowser and

Hill landscape analytical framework is the most frequently

applied for reporting systematic reviews in developing coun-

tries (Ishola et al., 2017). Therefore, this study uses the Bowser

and Hill landscape analytical framework to present the results.

To date, there has been no effort to summarize the evidence

of experiences of disrespect, mistreatment, and abuse of

women during childbirth in the health facilities of India. To

our knowledge, this is the first formal review which has synthe-

sized evidence of respectful maternity practices in Indian set-

tings. In this context, the aim of current review is to examine
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current evidences on the nature and extent of D&A of women

during childbirth in health facilities in India.

Method

A systematic review of published quantitative and qualitative

literature between January 2008 to September 2018 was con-

ducted. The Bowser and Hill, a landscape report (Exploring

Evidence for Disrespect and Abuse in Facility-Based Child-

birth, 2010) classification formed the basis of synthesis in this

review because it provided a framework for the classification,

contributing factors and consequences of D&A during child-

birth. Our analyses were conducted using Bowser and Hill’s

framework dimensions to describe and understand the nature of

D&A faced by women during childbirth.

Search Strategy

Potentially relevant articles for systematic review were identi-

fied by searching bibliographical databases (PubMed, Embase,

MEDLINE, Scopus, ScienceDirect, and Web of Science), the

WHO, Cumulative Index of Nursing and Allied Health (pro-

vided by EBSCO Information Service). Also accessed were

reports of WRA, U.S. Agency International Development

(USAID), Health Policy Project, and Google Scholar resources.

These platforms helped in the search for citations for this

review. A full-search strategy for each database was developed

using key words or free text terms in various combinations for

the concepts: quality of care, disrespect or abuse, mistreatment

during labor, providers’ attitude, experience of women during

intrapartum care, and childbirth. Medical Subject Heading or

equivalent indexing terms were used to capture all relevant

terms used by authors.

Inclusion and Exclusion Criteria

First, we screened the titles and abstracts of identified citations

for potential inclusion in the review. Full texts were sought

only for the relevant articles. Studies were eligible for inclusion

if they were conducted in India and reported on indicators and

contributing factors as well as consequences or investigated

quality of care which was, directly or indirectly, related to the

D&A of women during childbirth. Studies which aimed to

understand and explore actual experiences of women during

childbirth and reported any form of D&A or reported reasons

for nonutilization or delayed utilization of skilled delivery ser-

vices involving any form of D&A were also included. Studies

published prior to 2008 were excluded from this review.

Appraisal of Quality

The studies include in the review were subjected to an appraisal

process to assess their relevance, reliability, and accuracy. The

Critical Appraisal Skills Programme tool was used for this

purpose. The studies were assessed as being of high, medium,

or low quality. Some studies were excluded from the appraisal

because they did not satisfy the norms.

Data Extraction

Data were extracted using a standardized form for information

such as the name of first author, year of publication, location of

the study and its settings, study design, description of the study,

sample size, demographics, type and characteristics of D&A

experienced by the women, type of analysis carried out, results

of analysis, and the limitations of the study.

Data Synthesis

The Bowser and Hill framework, a landscape report (Exploring

Evidence for Disrespect and Abuse in Facility-Based Child-

birth, 2010) was used for data synthesis. The framework cate-

gorized the D&A into seven domains as mentioned earlier. The

contributing factors were categorized into individual and com-

munity, policy, governance, providers and service delivery fac-

tors and underutilization of skilled delivery services. The

results were collated and analyzed with respect to these cate-

gories to fulfill the key objectives of the review. For quantita-

tive synthesis, we reported the type of D&A experienced under

each category in percentages. For qualitative synthesis, we

quoted the participants followed by the authors’ analysis to fit

the report of D&A in the appropriate theme.

Results

The initial search yielded 302 citations and the updated search

provided an additional 49, making it a total of 351. From these,

46 were removed because they were duplicates. After screening

the titles and abstract of the 305 studies which remained, 284

records were removed because they did not satisfy the eligibil-

ity criteria for this review. Thus, 21 potentially relevant articles

were identified for a full-text review of which 11 studies met

the inclusion criteria (Figure 1).

Of these 11 studies, included, 6 were cross-sectional, 4 qua-

litative, and 1 used mixed methods (qualitative and quantitative).

Seven of the 11 studies were conducted in Uttar Pradesh in North

India (Bhattacharyya, Issac, Rajbangshi, Srivastava, & Avan,

2015; Bhattacharya & Ravindran, 2018; Dey et al., 2017; Dia-

mouund-smith et al., 2017; Raj et al., 2017; Sudhinaraset, Tre-

leaven, Melo, Singh, & Diamond-Smith, 2016); 2 in

Chhattisgarh, East of Central India (Jha et al., 2016; Jha, Lars-

son, Christensson, & Skoog Svanberg, 2017); 1 study was done

in Jharkhand, Eastern India (Bhattacharyya, Srivastava, & Avan,

2013); and 1 study was done in Assam in Northeast India (Chat-

topadhyay, Mishra, & Jacob, 2017). Two of the studies were

done in a rural setting (Chattopadhyay et al., 2017; Bhattachar-

yya et al., 2013) and three in slums (Diamond-Smith, Treleaven,

Murthy, & Sudhinaraset, 2017; Sudhinaraset et al., 2016).

About 57% of the women reported experiencing any form of

mistreatment during pregnancy (Sudhinaraset et al., 2016). Most

of participants (77.3%) self-reported their mistreatment, and the

remaining were reported by observers who were witness to the

mistreatment of the women (Dey et al., 2017). One in five (20.9%)

reported mistreatment by their providers during childbirth which

Jungari et al. 3



included discrimination and abuse. Women were significantly

more likely to report mistreatment when their provider was a

nurse instead of physician or midwife (Raj et al., 2017). As

reported by Jha, Larsson, Christensson, and Skoog Svanberg

(2017), women who had vaginal births at Community Health

Centres were least satisfied with services pertaining to “Meeting

with the baby” (mean score 1.4, SD .6). The study Diamond-

Smith, Treleaven, Murthy, and Sudhinaraset (2017) reported that

24.2% of the providers expected payment or bribes and 4.3% of

the women reported unnecessary separation from their babies.

With the help of the Bowser and Hill framework, the results of

our analysis are reported under the following subdomains. A

summary of study characteristics presented in Table 1.

Physical and Verbal Abuse

Physical abuse is any nonaccidental act or behavior causing

injury, trauma, or other physical suffering or bodily harm,

while verbal abuse is a form of abusive behavior involving the

use of wrong language. Verbal abuse occurs when a person

forcefully criticizes, insults, or denounces someone else, the

act characterized by underlying anger and hostility. It is a

destructive form of communication intended to harm the self-

respect of the other person and produce negative emotions. A

qualitative study found that most commonly type of abuse

reported by focus group participants was verbal abuse, which

included “scolding” of patients and shouting at them (Sudhi-

naraset et al., 2016).

Diamond-Smith et al. (2017) reported physical abuse

(15.5% of study population) and verbal abuse (28.6%). Beating

and verbal abuse occur during labor which also sometimes

directed at the accompanying relatives (Chattopadhyay et al.,

2017). The participants described a range of provider’s beha-

viors inside the labor room: from being polite and considerate

to being abusive and cruel. The women’s description of the

treatment revealed use of discourteous language, insinuations

about sex and babies, threats of physical injury, and, some-

times, even assault by the providers. The respondent women

also recalled how some care providers tried to stop other pro-

viders in engaging in such (abusive) behavior.

Figure 1. PRISMA flowchart of search and study inclusion process.
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p
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d
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d
la

ck
o
f
sk

ill
fo

r
p
o
st

d
el

iv
er

y
co

u
n
se

lin
g

T
h
e

d
at

a
w

er
e

an
al

yz
ed

th
em

at
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n
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h
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n
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u
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d
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b
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u
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p
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f
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d
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p
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d
en

ie
d
,

co
m

p
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p
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at
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b
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p
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m
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p
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d
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b
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d
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b
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at
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p
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at
ic

al
ly

U
rb

an
sl

u
m

p
o
p
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al

.
(2

0
1
6
)

O
n
e

d
is

tr
ic

t
o
f

C
h
h
at

ti
sg

ar
h
,

st
at

e
in

In
d
ia

,

Q
u
al

it
at

iv
e

in
-d

ep
th
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b
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p
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h
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p
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b
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p
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p
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b
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q
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d
u
e
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p
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e
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d
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p
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.5

%
p
h
ys

ic
al

ab
u
se

,
2
8
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They use dirty words (about sex leading to pregnancy and child-

birth). This is a private matter, and everyone has to sleep with a

man to have a baby. However, it should not be spoken like this in

front of all to hear . . . But there are some good people too. One

Sister (nurse-midwife) she immediately scolded this other Sister.

She said, “This is no way to talk.” So, it is mostly your luck, what

kind of provider you get (laugh). (Jha et al., 2016)

Nonconsented Care

Consented care happens when an individual has the capacity

to make a voluntary and informed decision to consent to or

refuse a particular treatment, test, or examination. The indi-

vidual’s decision must be respected. Violation of this right

is called nonconsent care. Here, absence of information or

processes for informed consent to common procedures

around the time of childbirth in various settings (e.g., cae-

sarean sections, episiotomies, hysterectomies, blood transfu-

sions, sterilization, use of intrauterine device [IUD], or

augmentation of labor) are referred to as nonconsented care

(Bowser & Hill framework, 2010). Diamond-Smith et al.

(2017), in their study, reported that 10.5% of the women

were not given the choice of delivery position or were

ignored if they asked.

The women in the study also said that a postpartum IUD

to prevent further pregnancy was been inserted in their bodies

after the birth of their baby without consulting the women or

their families. The women were informed about it by the

nurse-midwife only at the time of their discharge from the

hospital.

She (Nurse-midwife) told me at the time of discharge that copper-T

was put for me immediately after childbirth. I was surprised

because they had not asked me. I thought that maybe they asked

my family, so I did not say anything. Now I know they did not ask

anyone. They just put it themselves . . . That was very bad I think. I

have to go to hospital for my check-up. I will go and tell them to

remove it. (Jha et al., 2016)

Nonconfidential Care

Lack of privacy includes both lack of physical privacy in

facilities where women who are in labor often deliver in

public view (without any barriers to protect their privacy).

Lack of privacy is also evident when patient-related informa-

tion, such as the HIV status, age, marital status, medical

history, and so on can be easily accessed by anyone. This

is known as nonconfidential care in the Bowser and Hill

framework (2010). The study by Jha et al. (2017) reported

that 57% women were least satisfied with the privacy they

were given while breastfeeding their children (mean score

1.3, SD .4). Most qualitative studies found that along with

the care processes, women were also not granted privacy

during childbirth, especially in labor rooms, which is an

essential aspect for treatment of women during childbirth

(Bhattacharyya et al., 2013).

Nondignified Care

Nondignified care during childbirth is described as intentional

humiliation, blaming, rough treatment, scolding, shouting, and

publicly divulging private patient information. It is important

to note that a woman’s description and perception of nondigni-

fied care may be very context-specific, so that an example of

treatment given to one woman may not be relevant to others

(Bowser & Hill framework, 2010). Qualitative study with

grounded theory approach states that the women reported

experiencing mild to severe compromise of their personal dig-

nity during childbirth (Jha et al., 2016). The layout of the labor

room was described by the women as tables being arranged in

such a manner that the care providers could get a clear view of a

woman’s perineum, even from their seats. Even though there

were curtains between two tables, they were always pushed

aside. All the women could see each other. Once the women

are inside the labor room, they were expected to uncover their

lower bodies, irrespective of the advancement of labor.

Although male relatives were not allowed to enter the labor

rooms, male doctors and nurses were excused from this restric-

tion. The women experienced deep shame.

When I asked for some curtains to be pulled before I lifted my

clothes for internal check-up, she (care provider) became very

angry. She did not understand what value a woman attaches to her

dignity. She said, “You think you are the only one with shyness,

and shame? So many other women came, who were checked like

this but did not complain. Lie down quietly.” She did not even

speak appropriately. I felt very bad. (Jha et al., 2016)

It was mostly the women who had delivery complications

who reported that the doctors and other supporting staff

behaved arrogantly with them. They told us rudely about the

difficulty in conducting normal delivery—they said if you want

the mother and baby, agree to the surgery or take them some-

where else (Bhattacharyya et al., 2015).

Discrimination

Discriminating against women or their families during childbirth

on grounds of the woman’s ethnicity, age, language, HIV/AIDS

status, traditional beliefs and preferences, economic status, and

educational level is referred as discrimination (Bowser & Hill

framework, 2010). Diamond-Smith et al. (2017) found that

16.8% of the women surveyed reported discrimination during

childbirth. One in five women (20.9%) experienced mistreatment

by their health provider during their delivery. The mistreatment

reported by them includes abuse, failure to meet the necessary

standards of care, and stigma and discrimination (Raj et al., 2017).

A mixed-method study by Sudhinaraset, Treleaven, Melo,

Singh, and Diamond-Smith (2016) reported that lower caste

women were more likely to report various types of mistreat-

ment—mostly in the form of discrimination—as compared to

women of other castes. Several women felt the quality of care in

government facilities, as experienced by the poor, are substan-

dard when compared with the experiences of those from middle
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or higher socioeconomic status who received better treatment

and faced fewer barriers to accessing care in the public sector.

A 28-year-old respondent from Uttar Pradesh said,

For [higher socio-economic status] government health facilities are

very good. For us, poor people, it is not so good. We are abused. If

you ask anything to them they would shout back at you. They think

they are big shots and know each and everything. What would a

poor man do in such situations? We have to keep mum. (Age 28,

from rural Uttar Pradesh; Sudhinaraset et al., 2016)

Abandonment/Neglect

Abandonment means women being left alone during labor and

birth, as well as the failure of providers to monitor the women’s

health and intervene in life-threatening situations (Bowser &

Hill framework, 2010). Diamond-Smith et al. (2017) reported

that 10.2% of women felt that they were abandoned or ignored

by their providers. About 10% of the women reported experi-

encing threats of withholding treatment, being abandoned or

ignored, delivering alone, or being denied their preferred

choice of position for delivery (Sudhinaraset et al., 2016).

However, abandonment and neglect were reported only in two

studies. Neglect in a health-care setting is often difficult to

report due the crowding in hospitals.

Detention in Facilities

Restraining women in the health facilities where they had recently

delivered, as well as their babies, usually due to failure to pay is

referred as detention in facilities (Bowser & Hill framework,

2010). About 24.2% of women reported demands for payment

of bribe. Further, 12.2% of the women reported threats for with-

holding treatment and unnecessary separation from their babies

(4.3%) when they failed to make payment on time. The women

reported detention in facilities for failure to pay their bills and that

of their babies (Diamond-Smith et al., 2017). The concise results

and critical findings are presented in Table 2 and 3 respectively.

Discussion

Respectful maternity care (RMC) is a health-care topic that is

receiving increasing attention globally. Our systematic review

suggests that D&A and mistreatment of women during child-

birth in health facilities is a regular occurrence in India. Over-

all, the nature of mistreatment reported was verbal and physical

Table 2. Concise Results of Included Studies.

Authors (Year) Main Results

Sudhinaraset, Treleaven, Melo, Singh, and
Diamond-Smith (2016)

Strong evidence on high levels of mistreatment, that is, over 57% of women reported any form of
mistreatment. Lack of respectful patient–provider relationships. Providers set expectations
and norms on behaviors during delivery, while women are often misinformed.

Diamond-Smith, Treleaven, Murthy, and
Sudhinaraset (2017)

The women who were less empowered reported the highest level of mistreatment, whereas the
women who had more equitable views about the role of women were less likely to report
experiencing mistreatment during childbirth. Thus, there is a direct corelation between
women’s health and the women empowerment.

Chattopadhyay, Mishra, and Jacob (2017) Poor and indigenous women who disproportionately use state facilities report obstetric violence,
improper pelvic examinations, beating, and verbal abuse during labor, with sometimes the
shouting directed at accompanying relatives (supporters).

Jha et al. (2016) Although the labor rooms are functional, but there is a need for improvement of interpersonal
processes, information sharing, and sensitive treatment of women seeking childbirth services in
public health facilities.

Jha et al. (2017) Lack of privacy, improper handling, abandoned of care, unnecessary separation from the baby, and
lack of postpartum care.

Bhattacharyya, Srivastava, and Avan (2013) Lack of faith, no privacy, and monetary incentives were asked that exceed the main expenditure.
Diamond-Smith, Sudhinaraset, Melo, and

Murthy (2016)
Lack of support, lack of information, women were not allowed to accompany anybody to labor

room for emotional support and encouragement.
Bhattacharyya, Issac, Rajbangshi, Srivastava,

and Avan (2015)
Lack of skilled delivery due to physical infrastructure, irregular supply of water and electricity,

shortage of medicines, supplies, poor access to gynecologist and anaesthetist, no
confidentiality.

Bhattacharya & Ravindran, 2018 Any abusive behavior was 28.8%. Nondignified care including verbal abuse and derogatory insults
related to the woman’s sexual behavior (19.3%), physical abuse (13.4%), neglect or
abandonment (8.5%), nonconfidential care (5.6%), and feeling humiliation due to lack of
cleanliness bordering on filth (4.9%). Women were abused during labor or delivery irrespective
of their sociodemographic background.

Raj et al. (2017) There is strong evidence that one in five women (20.9%) reported mistreatment by their provider
during childbirth, including discrimination and abuse. Women were significantly more likely to
report mistreatment when their provider was a nurse rather than a physician or midwife.

Dey et al. (2017) Around 77.3% of participants self-reported mistreatment and whereas observers reported 22.4%
of women being mistreated. Physical abuse, harsh delivery practices, and absence of the
provider at crucial stage ranged from fair to poor.

Jungari et al. 9



abuse, nonconsented care, nonconfidential care, nondignified

care, discrimination based on specific patient attributes, aban-

donment of care, and detention in facilities. Our review shows

that the most common type of mistreatment was nondignified.

Physical abuse and detention in health facilities were the least

common (as reported in only one study). However, it needs

mention here that there is a strong likelihood that cases of

mistreatment of women in health facilities are underreported

for various reason, including a perception among parents that

such treatment is normal and hence should not be seen as mis-

treatment (Sen et al., 2018). These cases surface only when the

women patients are specifically asked about it.

Evidence suggests that fear of D&A that women too often

encounter in facility-based maternity care is a stronger deter-

rent to the use of skilled care in a country like India, which has

a high burden of maternal mortality, than commonly recog-

nized barriers, such as cost, distance or addressing unmet needs

for family planning all of which also have the potential to

significantly reduce maternal mortality.

The review also indicates that women from poor households

and lower castes faced more discrimination and nondignified

care than their counterparts from the richer and higher castes.

Thus, the more disadvantaged women are more vulnerable in

terms of health status and poor maternal and child health (Jun-

gari & Bomble, 2013; Jungari & Chauhan, 2017; Mohindra

et al., 2006; Thorat & Neuman, 2012). Mistreatment of poor

and lower caste women exacerbates their deprivation of insti-

tutional services. Therefore, efforts are necessary to mitigate

discrimination and mistreatment during childbirth.

The caste system is deeply rooted in India which is reflected

in the country’s health systems where lower caste women suf-

fer more than women from the general category. Mistreatment

of women is frequent in both private- and public-sector facil-

ities. Hence, interventions must focus on both sectors in India’s

health-care system to improve behavior with patients.

India’s primary health-care facilities are burdened by the

patient load. The number of health-care personnel is not suffi-

cient to cater to the numbers. The lack of health personnel in

India’s health facilities, especially in government-run hospitals,

places a burden on the available personnel. This suboptimal

human resources situation, as well as lack of proper training,

may be one reason for the disrespect or mistreatment of women

in health facilities. Previous studies have also reported poor

infrastructure, lack of training for health workers, and shortage

of trained health professionals in the government health sector

(Iyer, Sidney, Mehta, & Mavalankar, 2016; Mavalankar, 2016).

Improving primary health-care services and training to enhance

the sensitivity of health-care personnel and health workers will

contribute to the reduction in patient mistreatment.

In addition, mistreatment of women during labor and child-

birth is not properly defined because of which it is difficult to

measure the numbers and severity of mistreatment. No uniform

methods or scales are available in India that can measure its

prevalence. Issues pertaining to the measurement of D&A dur-

ing pregnancy are critical in many ways. The review shows that

different studies have adopted several approaches—qualitative

and quantitative—to study the phenomena of D&A during preg-

nancy. But no scales have been used to measure them (Sen et al.,

2018; Sharma, Powell-Jackson, Haldar, Bradley, & Filippi,

2017), which is why measuring the nature of mistreatment in

health facilities is sometimes challenging (Afulani, Diamond-

Smith, Phillips, Singhal, & Sudhinaraset, 2018; Sen et al., 2018).

D&A of women at childbirth in India has not been extensively

researched and comprehensively documented. Studies available

in the public domain do not examine the concept of RMC in

substantial detail. Thus, more research is needed to fully under-

stand the issue. To provide respectful and nonabusive care during

childbirth, health systems must be responsive to the specific needs

of women at childbirth and provide care in a manner that ensures

respect for their sexual, reproductive health, and human rights.

This review revealed that there is a lack of formal studies on

the subject of RMC in the Indian context. Thus, there is a need

for studies, qualitative as well as qualitative, to generate more

robust evidence of mistreatment. Further, more studies were

conducted in Northern Indian and hence future research must

focus on India’s southern parts to obtain a comprehensive under-

standing of the issues related to mistreatment and violence expe-

rienced by women during childbirth in health facilities. Future

research should also seek to understand the views and experi-

ences of women, their families, and health-care providers. Such

an approach will significantly contribute to the development and

implementation of appropriate interventions and policies.

Limitations of the Study

The review may not be an adequate representation of India

because most studies included in it were conducted in North India.

The results and findings of this review may be slightly biased

toward the north Indian context. The situation of south Indian

childbearing women may be different from that of the counter-

parts in north India. Further, the studies included in this review do

not use the same definitions. Hence, the differences in the pre-

valence of mistreatment and abuse of women patients in health

facilities may be attributable to the absence of uniform definition

and understanding. Although the study used the Bowser and Hill

framework to present the results, we used only the first dimension

of the framework. Other dimensions, which explore the factors

and consequences of D&A, were not considered in this study.

Table 3. Critical Findings.

� Abuse and mistreatment in health facilities during delivery has
been reported in both public and private health facilities in
India.

� Most repeatedly reported was nondignified care and the least
commonly reported were physical abuse and detention in
facilities, mentioned only in one study.

� Lower caste women were more likely to report various types
of mistreatment compared to women of other caste that
chiefly include discrimination.

� Definitional and measurement of incidences of mistreatment
and abuse during childbirth in facilities is lacking.
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Conclusion

Verbal and physical abuse, lack of privacy and confidentiality,

maltreatment, detainment in facilities, and negative and

unfriendly staff attitudes are barriers to utilization of skilled

delivery services. This systematic review presents analyzed

data on an extensive range of disrespectful and abusive beha-

viors experienced by women during childbirth in India, as well

as the contributing factors and consequences. Although the

strength of the evidence is not robust, the factors influencing

disrespectful and abusive conduct, which were revealed in this

review, suggest that interventions for empowering women and

educating them on their rights, and strengthening health sys-

tems to respond to the specific needs of women during child-

birth are essential. The study also highlighted the need for

health-care quality-improvement programs in India to address

nonclinical aspects of care because women want to be treated

humanely during their stay in health facilities. They expect

respectful treatment, privacy, and emotional support. There-

fore, it is necessary that training programs for health-care per-

sonnel include elements of interpersonal care and

communication skills. In addition, implementing and enforcing

policies on RMC are vital.

Raising awareness among health-care providers about the

need to exhibit respectful attitudes and behavior toward women

is important for increasing a woman’s confidence in the quality

of care and treatment that she will receive. She must expect the

same degree of comfort and emotional support at a health

facility as she would get in her home.

The findings of this review contribute to knowledge

about the barriers to the utilization of health facilities for

delivery. Understanding women’s perceptions about good

care and addressing them in quality assurance programs can

not only bridge the supply and demand gap but also increase

facility-based delivery by assuring safe, affordable, and

respectful care. Further research is required to provide a

more rigorous and evidence-based understanding of the

issue of D&A of women that women in India experience

during childbirth.

Implications for Policy, Practice, and Research

� The prevalence of disrespect and abuse in the health

facilities during delivery has been evident. Women from

lower socioeconomic background and lower caste

women are affected most. Hence, policies must address

the health-care provider’s issues at both private and pub-

lic health facilities.

� Training health-care providers about the respective

maternity practices and creating awareness among preg-

nant women about the healthy practices will be practical

strategy.

� Identify the various forms of violence and abuse expe-

rienced by pregnant and delivering women.

� Exploring the health-care providers (midwives, doctors,

and clinicians) opinion and perception about violence

taking place in the labor rooms.

� More research is needed to find the complex factors

affecting the violence during delivery.

� Both qualitative and quantitative studies should be

undertaken to examine the various dimension of disre-

spect and abuse in health facilities during delivery.
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(2012). “Health divide” between indigenous and non-indigenous

populations in Kerala, India: Population based study. BMC Public

Health, 12, 390.

Halperin, O., Sarid, O., & Cwikel, J. (2015). The influence of child-

birth experiences on women’s postpartum traumatic stress symp-

toms: A comparison between Israeli Jewish and Arab women.

Midwifery, 31, 625–632.

Ishola, F., Owolabi, O., & Filippi, V. (2017). Disrespect and abuse of

women during childbirth in Nigeria: A systematic review. PLoS

One, 12, e0174084. doi:10.1371/journal.pone.0174084

Iyer, V., Sidney, K., Mehta, R., & Mavalankar, D. (2016). Availability

and provision of emergency obstetric care under a public–private

partnership in three districts of Gujarat, India: Lessons for Univer-

sal Health Coverage. BMJ Global Health, 1, e000019. doi:10.

1136/bmjgh-2015-000019

Jha, P., Christensson, K., Svanberg, A. S., Larsson, M., Sharma, B.,

& Johansson, E. (2016). Cashless childbirth, but at a cost: A

grounded theory study on quality of intrapartum care in public

health facilities in India. Midwifery, 39, 78–86. doi:10.1016/

j.midw.2016.04.012

Jha, P., Larsson, M., Christensson, K., & Skoog Svanberg, A. (2017)

Satisfaction with childbirth services provided in public health

facilities: Results from a cross-sectional survey among postnatal

women in Chhattisgarh, India. Global Health Action, 10, 1386932.

doi:10.1080/16549716.2017.1386932

Jungari, S., & Bomble, P. (2013). Caste-based social exclusion and

health deprivation in India. Journal of Exclusion Studies, 3, 84–91.

Jungari, S., & Chauhan, B. G. (2017). Caste, wealth and regional

inequalities in health status of women and children in India.

Contemporary Voice of Dalit, 9, 87–100. doi:10.1177/

2455328X17690644

International Institute for Population Sciences & ICF. (2017).

National Family Health Survey (NFHS-4), 2015–16. Mumbai,

India.

Mavalankar, D. (2016). Doctors for tribal areas: Issues and solutions.

Indian Journal of Community Medicine: Official Publication of

Indian Association of Preventive & Social Medicine, 41, 172.

doi:10.4103/0970-0218.183587

McCourt, C., Rayment, J., Rance, S., & Sandall, J. (2016). Place of

birth and concepts of wellbeing: An analysis from two ethno-

graphic studies of midwifery units in England. Anthropology in

Action, 23, 17–29. doi:10.3167/aia.2016.230303

Melberg, A., Diallo, A. H., Ruano, A. L., Tylleskär, T., & Moland, K.

M. (2016). Reflections on the unintended consequences of the

promotion of institutional pregnancy and birth care in Burkina

Faso. PLoS One, 11, e0156503. doi:10.1371/journal.pone.0156503

Miller, S., Abalos, E., Chamillard, M., Ciapponi, A., Colaci, D.,
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(2004). A negative birth experience: Prevalence and risk factors

in a national sample. Birth, 31, 17–27. doi:10.1111/j.0730-7659.

2004.0270.x

Warren, C., Njuki, R., Abuya, T., Ndwiga, C., Maingi, G., Serwanga,

J., . . . Olenja, J (2013) Study protocol for promoting respectful

maternity care initiative to assess, measure and design interven-

tions to reduce disrespect and abuse during childbirth in Kenya.

BMC Pregnancy and Childbirth, 13, 21. doi:10.1186/1471-2393-

13-21

World Health Organization. (2014). The prevention and elimination of

disrespect and abuse during facility based childbirth: WHO state-

ment. Retrieved from http://www.who.int/reproductivehealth/

topics/maternalperinatal/statement-childbirth/en/

World Health Organization. (2016). Health in 2015: From MDGs,

Millennium Development Goals to SDGS, sustainable development

goals. Retrieved from http://www.who.int/gho/publications/mdgs-

sdgs/en/

Author Biographies

Suresh Jungari, PhD, is an assistant professor at Interdisciplinary

School of Health Sciences, Savitribai Phule Pune University. His

research interest focuses on maternal and child health, gender issues

in the maternal health, and male participation in maternal health. His

current research at university focus on violence against pregnant

women in urban slums of Pune city. He has published his research

in various national and international journals.

Baby Sharma, MSc, in Health Sciences research student at Interdis-

ciplinary School of Health Sciences, Savitribai Phule Pune University.

Dhananjay Wagh, MPH, is a student at Interdisciplinary School of

Health Sciences, Savitribai Phule Pune University.

Jungari et al. 13

View publication statsView publication stats

http://www.censusindia.gov.in/vital_statistics/SRS_Bulletins/MMR%20Bulletin-2014-16.pdf
http://www.censusindia.gov.in/vital_statistics/SRS_Bulletins/MMR%20Bulletin-2014-16.pdf
http://www.censusindia.gov.in/vital_statistics/SRS_Bulletins/MMR%20Bulletin-2014-16.pdf
http://www.who.int/reproductivehealth/topics/maternalperinatal/statement-childbirth/en/
http://www.who.int/reproductivehealth/topics/maternalperinatal/statement-childbirth/en/
http://www.who.int/gho/publications/mdgs-sdgs/en/
http://www.who.int/gho/publications/mdgs-sdgs/en/
https://www.researchgate.net/publication/336689052


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 266
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 175
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50286
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 266
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 175
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50286
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 900
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 175
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50286
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputConditionIdentifier (CGATS TR 001)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /CreateJDFFile false
  /Description <<
    /ENU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /ConvertToRGB
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements true
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 9
      /MarksWeight 0.125000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /UseDocumentProfile
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
  /SyntheticBoldness 1.000000
>> setdistillerparams
<<
  /HWResolution [288 288]
  /PageSize [612.000 792.000]
>> setpagedevice


