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Background: The mistreatment and abuse of women during childbirth have been recognized as a major global health challenge, impeding facility-based delivery and contributing to the high maternal mortalities globally. The World Health Organization has specifically called for interventions to deal with obstetric violence. This scoping review consolidates the existing literature on interventions aimed at reducing obstetric violence and synthesizes existing knowledge on their impact in promoting respectful maternity care.

Methodology: Thirteen electronic databases were searched for relevant articles from January 2001 to March 2023. A total of 863 records were identified, and 72 full-text articles were retrieved for further screening. The review includes 16 studies, particularly from low- and middle-income countries, with interventions implemented at medical facilities and involving both women and healthcare providers. Eight of the studies were quantitative, three were qualitative and five used a mixed-methods approach.

Findings: The results reveal a promising trend in reducing obstetric violence through various interventions. Ten different types of interventions were identified, highlighting strategies to improve the quality of maternity care and enhance patient-centered care. Improved patient-provider communication skills, increased privacy measures, and reduced abuse and mistreatment emerged as common themes. Enhanced communication skills, including open discussions and the right to be informed, were crucial in reducing obstetric violence. Privacy measures, such as separate rooms, curtains, and birth companions effectively decreased incidents of non-confidential care. General abuse and mistreatment, including physical abuse and neglect, were also reduced, leading to improved perceptions of respectful care during childbirth.

Conclusion: Overall, the interventions had a favorable impact on obstetric violence reduction and women’s childbirth experiences. However, despite promising results, obstetric violence remains prevalent worldwide, necessitating more efforts to implement effective interventions. To the best of our knowledge, this is the first scoping review on obstetric violence interventions, providing a comprehensive overview of the state of the art. We suggest that further research is needed to explore new interventions, particularly gender-sensitive interventions, to contribute to a growing body of knowledge on the prevention of obstetric violence.
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Introduction

The Charter on the Universal Rights of Childbearing Women emphasizes the fundamental right to receive dignified and respectful sexual and reproductive healthcare, including during childbirth (1). Thus, mistreatment and violence during childbirth are considered a violation of women’s fundamental human rights. Worldwide, there is clear evidence that demonstrates that a substantial number of women experience poor standards of care and mistreatment during childbirth. These mistreatments, widely conceptualized as obstetric violence, have been recognized as a major global health challenge with devastating impacts on women’s and children’s health. According to Vacaflor (2), obstetric violence refers to ‘the violence exercised by health personnel on the body and reproductive processes of women (during pregnancy or childbirth), as expressed through dehumanizing treatment, medicalization abuse, and the conversion of natural processes of reproduction into pathological ones. Obstetric violence as a concept is relatively new in the global health literature with researchers adopting various terminologies such as ‘disrespect and abuse (D&A),’ ‘mistreatment and abuse,’ ‘dehumanized childbirth,’ and ‘disrespectful maternity care’ to describe violence and abuse in obstetric care. While these terminologies help to clearly categorize the different manifestations of violence, the term ‘obstetric violence’ emphasizes the ‘structural dimensions as a gender-based violence that intersects with institutional violence’ (3, 4). Nonetheless, all the terminologies acknowledge the harmful effects of violence, the dehumanization of childbirth and the violation of women’s rights and dignity. In this study, we use the term ‘obstetric violence’ interchangeably with the other terminologies to cover vast literature. Obstetric violence could manifest in the form of physical violence, denial of birth companion, intimidation, forced medical care, neglect or abandonment, lack of confidentiality, failure to seek consent, unjustified cesarean sections, restrictions on food and mobility, and excessive use of oxytocin to induce labor (3, 5–7). Women are often stripped of the agency to make decisions over their bodies, while some are subjected to dehumanizing treatments. The World Health Organization has recognized it as a torturous phenomenon that is very widespread and called for critical studies that interrogate obstetric violence and interventions to reduce it.

Mistreatment of women during childbirth has been recorded in both high-income (8, 9) and middle-to low-income countries (10–12). Recent studies on obstetric violence reveal a prevalence of 33% in Mexico, 44% in Argentina, 76% in Türkiye, 15% in India, and 17% in the United States (13–17). In Africa, some obstetric violence rates have also been reported: 20% in Kenya, 20–28% in Tanzania, 65.3% in Ghana, 78% in Ethiopia, and 98% in Nigeria (18–22). Similarly, a multi-country study conducted in four Sub-Saharan African countries found that 40% of women experienced obstetric violence during facility birthing (18). Research has also demonstrated that obstetric violence is associated with a higher risk of maternal problems such as obstructed labor and postpartum hemorrhage and even death (23). The psychological consequences of obstetric violence following childbirth include depression and post-traumatic stress disorder (PTSD) (24). The (anticipated) experience of obstetric violence prevents many women from utilizing facility-based services for childbirth (3). Violence during childbirth is the most cited reason for women’s refusal to reuse health facilities in subsequent pregnancies in Latin America (25). As a consequence, this increases women’s risks of preventable complications and maternal mortality. Hence, reducing maternal mortality requires the strengthening of institutional health, particularly of maternity care systems, and addressing barriers that limit access and reduce the quality of obstetric services.

While previous studies have made important contributions to the discourse in this field, the explicit focus on interventions to reduce the prevalence of obstetric violence has not been well articulated in the literature. Particularly, consolidated literature that documents existing interventions for obstetric violence and their effectiveness in reducing the occurrence of violence during obstetric care is scarce. Therefore, the present study reviews the available literature on obstetric violence interventions to examine existing interventions and their effectiveness. We explore the different types of interventions, their underlying theories of change, and their impact on patient knowledge, provider attitudes, communication, and overall quality of care. By examining these interventions, this review aims to provide a comprehensive overview of the strategies used to promote respectful and patient-centered maternity care.

The term ‘intervention’ is used in this study to refer to any actions, programs, or activities that are implemented with the primary aim of improving human health and achieving a better health outcome (26). In the context of obstetric violence, interventions can include programs, activities and actions aimed at reducing violence during childbirth. A review that explores the diverse programs, approaches or interventions builds an evidence base that illuminates the range of interventions used to address this critical global health challenge. This is an important contribution to a growing body of evidence in this field and one that seeks to improve reproductive health and women’s rights within the overall childbearing discourse. This review provides timely input to those seeking to design impactful interventions to address the problem of violence during childbirth to improve the quality of maternity care around the world.



Materials and methods


Inclusion and exclusion

This scoping review examined obstetric violence interventions and synthesized the impact of the interventions in dealing with abuse during childbirth. The study particularly examined a range of interventions implemented to reduce abuse and disrespect during childbirth, enhance patient-provider interactions, and improve the overall quality of obstetric care. We included all primary research (qualitative and quantitative) aimed at evaluating the impact of obstetric violence interventions and only academic peer-reviewed articles published in English. Due to the contemporary nature of the emergence of obstetric violence research, the timeline for the search was from January 2000 to March 2023. For inclusion, the study must have described the interventions that were implemented and utilized empirical data to measure post-intervention outcomes. The interventions must solely focus on dealing with obstetric violence. Studies that described obstetric violence interventions but did not implement the interventions nor evaluate the outcome were excluded. Furthermore, this study excluded publications that were merely based on secondary materials such as literature reviews, commentaries, systematic reviews and descriptions of policies and laws as well as study protocols.



Outcome of interest

The outcome of interest in this scoping review includes a comprehensive understanding of the impact and effectiveness of interventions targeted at reducing obstetric violence. The chosen outcomes align with Bowser and Hills’ (27) framework, which categorizes obstetric violence into distinct forms, allowing for a broader exploration of the interventions. Therefore, the key outcomes included addressing physical abuse, ensuring informed consent for medical procedures, preserving confidentiality, promoting dignified care, eliminating discrimination, and mitigating instances of abandonment or detention during childbirth. Studies included must have measured at least one of these outcomes. These outcomes collectively provide a deeper understanding of the effectiveness of interventions across various dimensions of obstetric violence, contributing valuable insights to the broader discourse on improving maternity care and fostering respectful practices worldwide.



Literature search

The review followed the four principal steps according to The Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) framework by Liberati et al. (28). These include identification, screening, eligibility, and inclusion. A systematic search was carried out on the Cumulative Index to Nursing and Allied Health Literature (CINAHL), EBSCOhost, PubMed, Web of Science, African online journals, Cochrane Library, SciVerse, Scopus, Google Scholar, PsychINFO, PsychArticles, Medical Literature Analysis and Retrieval System Online, and Maternity and Infant Care to retrieve relevant literature in November 2022. The search terms broadly combined using Boolean expressions formed the first stage of the searching and screening for this review. The search terms and their combinations (see Table 1) were adapted to the specifics of each electronic database.



TABLE 1 Complete list of keywords for search.
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Search strategy

The search generated a total of 888 items for screening in the first mapping phase. The results were combined with references suggested by experts and through bibliographic searches, which yielded six additional studies, making a total of 894 studies. A second search was conducted in March 2023 to include studies published from December 2022 to March 2023, but no new study was identified. During the screening, 31 duplicates were identified and deleted. Items identified in the search were then screened for inclusion in the mapping, initially based on title and abstract. The team screened the full text when inclusion or exclusion could not be determined from the title and abstract. The subsequent screening involved two team members (AAY, GJF) who independently screened the 72 items, compared results and resolved any differences in understanding the inclusion/exclusion criteria. The other team members (LA and BKA) were involved when AAY and GJF could not agree on any full-text item. In such cases, decisions were made in favor of an inclusive approach. After a thorough screening of the papers, a total of 16 items were included in the mapping. Figure 1 shows the flow diagram of the searching and screening strategy.
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FIGURE 1
 PRISMA flow chart.




Data extraction and analysis procedure

The following data were extracted for each selected study: name of the first author, year publication, country where the study was undertaken, information about the study (article type, design and aims), study population (sample size and targeted population), type of intervention, length of intervention, control group, data collection mode, measurement point, data analysis, outcome measures and a concise description of the findings of the study. Significant evidence relevant to the goal of the review was systematically extracted, appraised, and reported using the PRISMA-ScR checklist (28, 29). The outcomes of the extracted data were synthesized to answer the research question.




Results


General characteristics of the studies


Study design

Overall, 16 articles were included in the study, with the earliest study published in 2001 while the most recent studies were published in 2021. Thirteen of the reviewed studies employed a comparative before-and-after intervention evaluation approach (19, 30–41). Eight studies used quantitative data (19, 30, 31, 35–38, 40), five studies used a mixed-methods approach (32–34, 39, 41) and three studies collected qualitative data (42–44). The 16 studies were geographically diverse, conducted in 9 countries: Tanzania (n = 2), Kenya (n = 1), Ethiopia (n = 3), Ghana (n = 3), Sri Lanka (n = 2), Brazil (n = 2), South Africa (n = 1), Sudan (n = 1), and Sweden (n = 1). The publication timeline spanned two decades, from 2001 (39) to 2021 (31, 43). A detailed list of the studies and extracted data is presented in Table 2.



TABLE 2 Characteristics of included articles (n = 16).
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Participants and sample

All the included studies involved an intervention at a medical facility, comprising a total of 16 studies. The sampling process encompassed both women and/or medical staff. Specifically, women who had given birth were recruited after their discharge (30). Women between the ages of 15 and 45 who had delivered within 24–48 h at a participating facility were included (19). Women who had recently given birth at any of the 10 midwife-led obstetric units (MOUs) and subsequently visited primary healthcare facilities for a postnatal follow-up appointment within 3 days to 6 weeks post-delivery were included (35). One study selected a sample from 30 births that had been monitored using the Federal Ministry of Health of Ethiopia (FMoH) adopted Safe Childbirth Checklist (SCC) in the previous month (31). The majority of the studies focused on healthcare providers (19, 30–44). The length of intervention varied from half a day (37, 42) to around 3 years (39). One study measured the long-term impacts for 10–11 months following training with total data collected over a period of 27 months (31), while another study conducted workshops on abuse for healthcare staff (AHC) for 13 months (40). Additionally, one study assessed outcomes 10 months after the intervention (30).

Qualitative data in mixed methods and qualitative studies was derived from various empirical tools. These included direct observation of interactions between clients and providers (33), interviews with women after discharge to identify potential mechanisms of change (32), interviews conducted with women 3–6 h after delivery in one study [baseline N = 2000, (33)], community follow-up interviews with women conducted 4–6 weeks after delivery [baseline N = 70, (33)], structured focus group discussions (FGDs) with midwifery, gynecologists (32), FGDs with health professionals who were participants in RMC training (34, 42); in-depth interviews with participants of the RMC training (43), FGDs with health professionals with experiences supporting and listening to pregnant women during community engagement activities (31).




Factors influencing obstetric violence

The factors influencing obstetric violence can be categorized into technical and interpersonal aspects. Most acts of disrespect and abuse occurred within the interactions between healthcare providers and women. Interpersonal violence and abuse were found to be associated with several key issues addressed in the interventions. Firstly, non-confidential care was a prominent concern addressed in 11 studies (19, 30–34, 36, 39, 42–44). Secondly, the issue of non-dignified care was highlighted in seven interventions (19, 30, 32, 33, 36, 41, 43). Thirdly, non-consented care was addressed in seven studies (19, 30, 32–35, 44). Additionally, questions relating to feelings of neglect, humiliation, and disrespect (19, 32, 34, 35), verbal abuse (19, 34, 35, 41), detention (19, 32), abandonment (19, 32, 34), denial of the right to free care or denial of care (32, 44), and physical abuse (19, 30, 32, 34) were also examined in multiple studies. Table 3 shows the synthesis of the results.



TABLE 3 Synthesis of the factors whose association with OV was observed in the interventions.
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Obstetric violence interventions

In the 16 studies, a total of 10 different types of interventions were identified, ranging from collaborative building curriculum to childbirth checklists. The interventions included a variety of approaches, such as the implementation of client service charters, employing training programs for healthcare providers, using simulation-based team training, changing laboratory methodology, promoting humanization of childbirth initiatives, conducting forum play workshops, and providing communication skills training. Due to the diversity of studies, some research presents outcomes derived from several different approaches.



Respectful Maternity Care (RMC)

Four studies utilized an approach based on Respectful Maternity Care (RMC), combined with patient-centered care, client-provider interaction, and family participation, to address abuse and disrespect (32–34, 43). This approach recognizes that providing compassionate and respectful maternity care during pregnancy is crucial for improving the quality of maternal health services and reducing maternal mortality and morbidity. The World Health Organization (45) defines RMC as “the care organized for and provided to all women in a manner that maintains their dignity, privacy, and confidentiality, ensures freedom from harm and mistreatment, and enables informed choice and continuous support during labor and childbirth.”



The safe childbirth checklist

The Safe Childbirth Checklist collected data on privacy and the availability of a birth companion during labor and childbirth over a 27-month period from 17 health centers and three hospitals (31). This intervention was based on the Ethiopian government’s decision to motivate health professionals to adopt a Compassionate, Respectful, and Caring (CRC) approach. The goal was to institutionalize RMC by integrating, training, and empowering health professionals through life-testimonial video-based training that included participatory discussions, reflections, and local solutions to enhance RMC. Successful ideas for improving women’s care experiences were shared during staff meetings. This intervention involved the collaboration of all facilities at the district level from 12 to 15 months.



The PRONTO training kit

Afulani et al. (36, 41) implemented a collaborative approach using the PRONTO training kit. This low-tech, highly realistic simulation and team training, accompanied by facilitated debriefing, aimed to improve the identification and management of obstetric and neonatal emergencies, as well as team functioning. The PRONTO training kit included a hybrid birth simulator called the PartoPantsTM, which consisted of modified surgical scrubs with anatomical landmarks necessary for delivery. The intervention focused on enhancing the quality of care by emphasizing clinical knowledge and skills, teamwork and communication, and RMC. While RMC was emphasized throughout the PRONTO training, there were no explicit modules solely dedicated to RMC. The curriculum included simulation scenarios, debriefing guides, knowledge reviews, and interactive teamwork and communication activities.



Mother baby-friendly hospital initiative (MBFBF) 10 criteria – the change laboratory methodology

The interventions focused on implementing change: the Change Laboratory (CL) methodology (44). The research initially started in late 2016, and the CL principles were adopted 9 months later, following adjustments to better incorporate the conceptual framework. The CL methodology aimed to address 10 key challenges related to unfriendly childbirth care in hospitals. These challenges include issues such as freedom of movement, eating and drinking during labor and birth, respect for privacy, right to companionship, use of evidence-based care and prevention of inappropriate interventions, freedom from discrimination, freedom from physical and emotional abuse, access to appropriate pain relief, affordability or free care, cultural sensitivity, and ensuring appropriate care for the newborn, including facilitating skin-to-skin mother-baby contact.



The Staha project theory of change and open birth days

The Staha Project Theory of Change (30, 33), was developed through an iterative participatory process involving local community and health systems stakeholders. It consisted of two main components. Firstly, a client service charter was created to establish consensus on norms and standards that promote mutual respect and respectful care. The charter was adapted by the two groups and then revised based on feedback from another group of 70 stakeholders (86% provided feedback). Subsequently, the charter was disseminated to communities and displayed in health facilities within the intervention district. Secondly, a maternity quality improvement process was implemented to activate the content of the charter. Planned interventions included the implementation of the Health Workers for Change curriculum by Ratcliff et al. (33) and the Open Birth Days (OBD) intervention. These interventions aimed to increase patient knowledge about their rights, and birth preparedness, improve patient-provider and provider-administrator communication, and enhance women’s experiences and provider attitudes.



The Heshima’s project

Launched in 2011 in Kenya, the Heshima project included complementary interventions at community-level, facility-level, and policy-level (19). This project also performed quantitative and qualitative assessments to test associations between the implementation of D&A activities and trends in quality of care at intervention facilities. This project included an iterative three-tiered set of interventions of a process of learning-by-doing throughout its design, development and assessment, with the objective of identifying low-cost and feasible policy, facility and community interventions. Facility interventions, which began in six facilities for 20 months, were replicated and refined in seven facilities beginning in November 2012 and continued for 14 months. At the facility level, intervention activities included: training in promoting RMC, quality improvement teams, caring for carers, D&A monitoring, mentorship, and maternity open days. At the community level, interventions included workshops in the community, mediation/dispute resolution and counseling community members.



The CLEVER maternity care and humanization of childbirth

CLEVER Maternity Care stands for Clinical Care and obstetric triage and is about eliminating barriers to care, verifying and monitoring, reflexive and respectful care, and emergency obstetric simulation training (EOST). Oosthuizen and colleagues measured perinatal morbidity and mortality as proxies for quality obstetric care (35). The intervention was implemented in three phases: creating awareness, implementing core activities for behavioral change, and conducting follow-up on the baseline survey.

Humanization of Childbirth involves integrating the Japanese midwifery concept of a “safe and satisfied birthing experience.” This approach aims to empower women, promote active participation and decision making and ensure equality. It utilizes a decentralized system of birth and seeks to be evidence-based as well as financially feasible. A self-controlled experimental study before-and-after design was used to compare the delivery and childbirth situation in five municipalities in a Brazilian state (39). Data was collected at two time points: 1997 and 2000. The participatory intervention firstly consisted of several training activities, including seminars, workshops, in-service training, and training for trainers, and secondly by grouting the learning on participants’ conscious taking.




Forum play workshops

These trainings are based on the pedagogical work of Brazilian stage director, Augusto Boal (Theater of the Oppressed and Forum Theatre) and Paulo Freire, as well as on problem-posing dialogue and empowerment. These methods have been used over several decades on curricula and training development to promote participation, personal and collective reflection and transformative actions in oppressive or ethically complex contexts. The intervention consisted of providing workshops and training to strengthen participants’ abilities to recognize abuse in healthcare and to improve readiness to act in D&A situations (37, 40, 42).


Training on communication skills

This is a quasi-experimental study to improve patient providers’ communication in the labor ward at Omdurman Maternity Hospital, Sudan (38). A situation analysis prior to training, evaluating the existing communication skills of providers and patients’ satisfaction was carried out. A 10% sample of hospital deliveries and all healthcare providers (HCPs) were included in the study before and after the training. The study examined socio-demographic characteristics and evaluated the information given to patients upon admission to the labor ward, as well as the process for obtaining permission and consent for procedures, post-natal follow-up, and patients’ satisfaction before and after training.




Assessment of interventions: main outcomes

From our findings, the greater number of interventions reviewed demonstrated positive outcomes in reducing obstetric violence with only a few exceptions recording no changes post intervention. In the following section, we describe the outcomes of the various studies reviewed in this study.


Enhanced patient-centered communication skills

These interventions focused on improving communication between healthcare providers and women during childbirth. This included creating space for open discussions, encouraging questions, improving patient-provider communication, and guaranteeing women’s right to be informed. Some interventions even included activities such as organizing tours of the birthing ward and allowing cultural celebrations (31). These interventions resulted in increased empowerment, trust, empathy, emotional support, and a more inclusive and collaborative care environment, subsequently leading to an overall reduction in obstetric violence. The enhancement of patient-centered communication skills emerged as a key factor in achieving this reduction. Two specific communication skills were found to have a strong influence. Firstly, creating space for open discussion and encouraging questions empowered women throughout the entire process of childbirth. Several interventions underscored the significance of encouraging communication, recognizing its pivotal role in the childbirth process (31, 35, 36, 39, 42, 43). Secondly, improving patient-provider communication and the right to be informed was identified as crucial in reducing obstetric violence (19, 33, 35, 36, 38, 43). Furthermore, Ratcliffe and colleagues (33) noted a significant improvement in provider knowledge following RMC training. Specifically, there was a 5.4% increase in understanding their code of conduct, ethics, and patient rights. Additionally, a 6.8% increase was observed in their awareness that disrespect and abuse represent a global problem. Creating a trusting and safe environment, providing more empathy and emotional support, and promoting inclusivity, collaboration, and freedom of movement (such as allowing drinking or eating) were also noted as positive factors in reducing obstetric violence (19, 36, 42, 44). Specifically, Afulani et al. (36) observed an 87% increase in communication and autonomy. Indeed, they observed higher changes in the domain of communication and autonomy, with the score nearly doubling. Additionally, Mengistu et al. (31) observed that testimonial videos proved helpful for providers to understand their care from the perspective of their patients. At the same time, quality improvement training and coaching facilitated reflection on potential underlying causes of mistreatment and the development of effective solutions.



Increased birth companion and privacy

Interventions aimed at increasing confidentiality and privacy in childbirth settings implemented various strategies. These included organizational changes such as creating private or separate rooms for admissions, antenatal care, family planning, and postnatal care, which were previously provided in a single room (30, 31). Additionally, the use of curtains for delivery, examinations, and between beds was employed to enhance privacy (30, 44). A study by Miret et al. (32) assessed non-confidential care and reported a 54.8% reduction in events of non-confidentiality after the intervention, attributing it to the use of drapes or covering intimate parts and ensuring private health information was not discussed in a way that others could hear. Another intervention introduced changes where mothers no longer had to share rooms, allowing for greater privacy, especially when empty rooms were available (44). Some interventions also explored the possibility of having a birth companion in the delivery room, even when multiple women were delivering simultaneously. The findings indicated a positive shift, with a higher percentage of women having a birth companion at the endline compared to the baseline. Specifically, Afulani et al. (36) observed a noteworthy decrease in the proportion of women who reported never being allowed to have a companion during labor, declining from 32% at baseline to 10% at the endline. In the context of open labor wards, the introduction of the option to change birthing positions for enhanced privacy was implemented, as highlighted in the study by Dzomeku et al. (43). The findings suggest that a dedicated refresher training course focusing on provider attitudes, knowledge, and best practices holds the potential for a positive impact on the maternity care environment. Additionally, Ratcliffe et al.’s study (33) observed a significant improvement in patient knowledge following pre and post-tests administered during Open Birth Days sessions. The results demonstrated a noteworthy increase in awareness of various rights during labor and delivery, including the right to consent (rising from 30.1 to 57.8%), the right to be free from physical abuse (increasing from 79.5 to 86.9%), and the right to privacy (climbing from 68.2 to 81.9%) (33).

Several interventions focused on person-centered maternity care and observed positive changes. A study (36) reported significant improvements in person-centered maternity care features after the intervention, including increased introduction of providers, calling patients by their names, explaining the purpose of examinations, procedures, and medications, and obtaining permission. Overall, the average score for person-centered maternity care increased from approximately 43–72%, indicating a relative increase in dignity and respect, communication and autonomy, and supportive care (36). In the study conducted by Swanhnberg (37), participants reported increased involvement in cases of abuse and a higher rate of acting in support of patients after a workshop intervention. The intervention facilitated open discussion, increased awareness of abuse in healthcare, and addressed factors such as stress and lack of knowledge on how to respond to mistreatment. The workshop format, which included the physical use of bodies for learning and facilitated expression of emotions, was highly effective, according to participant feedback. Another study by Zbikowski et al. (40) found that participation in an educational workshop program improved self-reported ability to act according to moral beliefs in risk situations of abuse and enhanced empathy and communication skills among healthcare professionals.

The oldest study included in the report, conducted in 2001 by Misago et al. (39), highlighted several inadequate practices during childbirth, such as noisy and unventilated delivery rooms lacking privacy, restrictions on movement, unnecessary procedures, and unattended women delivering in labor rooms. However, positive changes were observed in hospitals that received “humanization of childbirth” training, including increased numbers of deliveries, frequent use of birth companions, and encouragement of women to bring a family member or significant other. Indeed, Misago and colleagues noted a significant change over time. In 1997, women in labor were frequently unattended, whereas by 2001, there was a noticeable shift, with women consistently accompanied by someone during labor. Only one out of 12 direct delivery observations identified an unaccompanied woman, highlighting a marked improvement in the presence of support during the childbirth process.

Umbeli et al. (38) reported that training in communication skills led to increased support and respect from providers according to patient perceptions. Providers also reported improved knowledge of various aspects of care after the training, informing women about the birth process more often. For example, improvements were seen in informing women on such aspects as fetal condition (from 65.8 to 96.2%), expected duration of birth (from 22.5 to 81.9%), and examinations/procedures (from 20.0 to 81.0%). In the study conducted by Mengistu et al. (31), significant improvements were observed in the percentage of births that received two important elements of respectful maternal care: privacy and birth companionship. Specifically, one district showed a notable increase, with short and long-term regression coefficients of 18 and 27%, respectively, indicating a positive trend over time. However, the results were mixed in the other two districts included in the study, suggesting that the interventions may have had varying effects in different settings.



Decrease of situations of disrespect and abuse

The interventions led to a decrease in the overall prevalence of disrespect and abuse, particularly neglect and physical abuse. Furthermore, the interventions significantly improved the perception of respectful care, with participants reporting excellent or very good ratings for the respect shown by providers and the overall quality of care for delivery.

In the study conducted by Kujawski et al. (30), the intervention showed a significant decrease in the percentage of women who experienced abuse and disrespect during childbirth. The results indicated a 3.39% decrease (p < 0.0001) in the overall prevalence of abuse and disrespect. When adjusting for covariates, the intervention was associated with 66% reduced odds (95% CI: 0.21–0.58, p < 0.0001) of women experiencing disrespect and abuse. Furthermore, women in the intervention facility were significantly less likely to report instances of neglect (OR: 0.36, 95% CI: 0.19–0.71, p = 0.045) and physical abuse (OR: 0.22, 95% CI: 0.05–0.97, p = 0.003) when compared to the control facility, after adjusting for all variables in the conceptual model (30). Additionally, the intervention was associated with an increased likelihood of pregnant women rating the respect shown by providers during their facility stay for delivery as excellent or very good (RR: 3.44, 95% CI: 2.45–4.84, p < 0.0001), as well as rating the overall quality of care for delivery as excellent or very good (RR: 6.19, 95% CI: 4.29–8.94, p < 0.0001).

Afulani et al. (36) observed similar trends with an increase in dignity and respect (15%), and a 55% increase in supportive care after RMC training. Additionally, as reported by Ratcliff et al. (33), reporting situations of D&A increased after intervention, going from no participants reporting these situations at baseline to 10% of women who attended the OBD (Open Birth Days) reporting feeling disrespected during labor and formally filed a complaint. A study (32) revealed that D&A decreased from 71.8% at baseline to 15% at endline with a change of 55% (mean difference: 0.56, 95% CI: 0.55–0.57). Similarly, Abuya and colleagues (19) observed that D&A decreased from 20 to 13% (p < 0.0004) and among four of the six typologies of D&A it was observed a decrease of 40–50% and an overall D&A decrease of 7% reported by postnatal women after their discharge from maternity units. Nonetheless, the frequency of typologies varied considerably in both the interviews and observations. Rates of verbal abuse, for instance, were several times higher than rates of physical abuse, in both interviews and observations. Therefore, some D&A typologies declined more than others, with the greatest decline in detention and physical abuse.

Indeed, certain studies only showed modest improvements in dimensions related to D&A. Asefa et al. (34) observed a marginal decrease in the belief that it is sometimes necessary for providers to yell at a woman during labor from 21.9% pre-test to 20.3% post-test, p = 1.00. Also, Afulani et al. (36) also observed the smallest changes in dignity and respect, but that might be explained by the relatively high scores at baseline. Zbikowski et al. (40) found that participation in an educational workshop program improved the self-reported ability to recognize abuse and act in situations of abuse by healthcare professionals. However, no change was observed in the number of reported occasions of abuse in healthcare between baseline and 1 year after the intervention (40). These findings suggest a notable enhancement in the perception of respectful care and the overall quality of care among women at the intervention facility when compared to the comparison facility with only one exception (40).





Discussion

This scoping review comprehensively synthesized existing literature on interventions aimed at reducing obstetric violence and assessed their effectiveness in promoting respectful maternity care during childbirth. In general, research on obstetric violence interventions is relatively new. Although obstetric violence is a global phenomenon with high prevalence cutting across cultures (14–22), the majority of the studies focusing on interventions were conducted in low- and middle-income countries (LMICs), particularly African Countries. While this expressly reveals Africa’s contribution to knowledge production on obstetric violence, it also points to the rigorous efforts being made to address the high maternal mortality rate on the continent. Sub-Saharan Africa currently accounts for two-thirds of the global Maternal Mortality Ratio (MMR) due to the low utilization of Skilled Birth Attendants (SBA) and poor obstetric care, making research on obstetric violence interventions germane (46, 47). In this review, most of the studies involved interventions at a health facility and the sample groups included both women and medical staff, with the majority focusing on healthcare providers. and were published over a range of 20 years, between 2001 and 2021.

Overall, the interventions demonstrated positive outcomes in reducing obstetric violence and enhancing the childbirth experience for women, particularly with integrated provider training contributing to improved childbirth experiences in resource-limited settings. Based on the results of this scoping review, factors influencing obstetric violence are mostly technical and interpersonal aspects. Non-confidential care, non-dignified care, non-consented care, feelings of neglect and disrespect, verbal abuse, detention, abandonment, and denial of the right to free care are the main issues addressed in various intervention programs.

Effective communication emerged as a crucial factor, highlighting the significance of open discussions, the right to be informed, and the promotion of women’s independence during childbirth. This emphasis on communication underscores the critical role of healthcare professionals’ ability to communicate with women both during and after childbirth, as highlighted in previous studies (48, 49). The identified lack of interpersonal communication skills and attitudes is recognized as a significant weakness in obstetric training (50). Established guidelines for enhancing the quality of obstetric healthcare in countries such as Canada, position communication as a central resource (51). Additionally, within the healthcare context, the element of self-presentation to patients is acknowledged as a key communication aspect for establishing a supportive relationship (52). Furthermore, previous research on obstetric violence has revealed that healthcare professionals often hold misconceptions about this issue. A study (3) conducted in Ghana found that a significant number of healthcare professionals do not perceive acts of mistreatment as abusive. Instead, they view such actions as a form of assistance or ‘help’ beneficial to the newborn, justifying their behavior. Similarly, in India, wrong perspectives on obstetric violence were identified as a major driver of these abuses within healthcare facilities (53). Hence, there is a crucial need for studies to specifically target the healthcare team, addressing and rectifying these misconceptions. Regarding the characteristics of the interventions in our scoping review, we identified a total of 10 different types of interventions across the 16 studies. These interventions assessed several strategies and approaches aimed at promoting respectful and patient-centered maternity care. When compared to pre-intervention, there was a significant improvement in patients’ understanding of the labor process in post-intervention. Higher levels of empathy for women and improved interpersonal relationships were reported by the providers. For example, in the study by Ratcliffe et al. (33), 98.2% of participants said that participation in the intervention improved the communication between patients and providers, and there was a 10.8% increase in providers who agreed that they were able to empathize with their patients. Enhancements in communication were observed and confirmed through direct assessments, as noted by both patients and staff. During childbirth, women reported feeling more in control and assured. Along with evaluations of improved happiness and perceived care quality, provider job satisfaction significantly rose relative to the baseline.

Unfortunately, studies are showing that obstetric violence is still widespread. For example, a study (54) revealed that, regardless of the quality of a healthcare system or a country’s economic well-being, almost two-thirds of the countries across the Eastern Mediterranean Region exhibited six out of seven types of disrespect and abuse during childbirth. Women faced various forms of mistreatment during labor, with physical abuse (particularly the excessive use of routine interventions) and non-dignified care (embedded in patriarchal socio-cultural norms) being most prevalent. In addition, numerous studies emphasize the alarming global spread of abusive and disrespectful practices toward women during childbirth (22, 55). Nevertheless, our scoping review’s findings offer a promising perspective, suggesting that interventions aiming at reducing obstetric violence show success and provide hope for the delivery of respectful care.

When considering the main outcomes of the interventions examined in our study, distinct themes emerge, highlighting the pivotal role of improved patient-centered communication skills and increased use of birth companionship and privacy, all of which contributed to a reduction in situations of abuse and disrespect. Primarily, the interventions underscored the significant refining of patient-centered communication skills as a critical factor in reducing obstetric violence. The establishment of a conducive space for open discussion, combined with the encouragement of questions and the right to be informed, emerged as the first two crucial skills in this context. These skills not only fostered women’s autonomy during childbirth but also significantly enhanced communication between patients and providers. Recognizing the importance of good communication between patients and healthcare providers during childbirth aligns with existing literature emphasizing its critical role in childbirth experiences (46, 47). Furthermore, our study’s findings regarding the positive impact of birth companions are consistent with (56) research in Palestine, revealing a 75% reduction in obstetric violence likelihood among women with birth companions. Additional helpful elements in reducing obstetric violence were building trust and a safe environment, offering more empathy and emotional support, and encouraging inclusivity, collaboration, and freedom of movement (such as allowing drinking or eating).

Again, interventions targeted at ensuring privacy demonstrated notable success in diminishing situations of non-confidential care. These measures include the establishment of separate rooms for admissions, antenatal care, family planning, and postnatal care, using curtains for delivery, vaginal examinations, and between beds, and allowing for changes in birthing positions. Studies demonstrate that obstetric violence often involves privacy breaches (7), categorized as common practices such as gross violations of privacy (26), health system incompetence, and lack of physical privacy in health centers for health examinations (24, 57, 58). Castro and Savage (59) also classify the general lack of privacy, the placement of multiple patients in a single hospital bed, insufficient resources for comfort, and the restriction of visitors or family members as typologies of obstetric violence. Considering these perspectives, our scoping review underscores the pivotal role of privacy maintenance as a key outcome of effective interventions. Consequently, our findings highlight the significance of structural investments and raising awareness among healthcare staff about ensuring privacy as primary factors in interventions aimed at reducing obstetric violence. Also, the interventions resulted in a reduction in the overall prevalence of abuse and disrespect, including both physical abuse and neglect. Participants consistently provided high ratings regarding the improvement of respectful care after interventions (30).

Overall, the interventions had a favorable impact on obstetric violence reduction and women’s childbirth experiences. To guarantee respectful and dignified care during childbirth, the results underlined the significance of patient-centered communication, improved privacy, and birth accompaniment, and addressing abuse and disrespect.



Conclusion

In conclusion, our scoping review examined the multifaceted landscape of obstetric violence interventions, presenting a comprehensive analysis of the available literature. The study identifies key outcomes across 10 interventions, shedding light on their impact on reducing disrespect and abuse during childbirth. Notably, interventions focusing on enhanced patient-centered communication skills, including open discussions and the right to be informed, increased privacy measures, and the involvement of birth companions emerged as pivotal factors in diminishing obstetric violence. Additionally, ensuring privacy through structural investments, such as separate rooms and curtains, significantly decreased instances of non-confidential care. The inclusion of birth companions not only resonated positively with women’s experiences but also demonstrated a substantial reduction in the likelihood of obstetric violence. Overall, the interventions showed positive outcomes. In essence, as obstetric violence continues to be a global health challenge, our study advocates for the continued exploration and implementation of effective interventions to ensure the well-being and rights of childbearing women worldwide.



Strengths and limitations

This is the first scoping review conducted on obstetric violence interventions in healthcare, providing a comprehensive overview of the intervention studies aimed at obstetric violence reduction. Obstetric violence poses a major threat to women’s reproductive wellbeing, contributing to the global high maternal mortality rate, and our study reveals the potential of interventions to deal with this great challenge. However, the studies included in this review were quite heterogeneous, making it difficult to compare, leading to the decision to undertake a scoping rather than a systematic review. Again, most of the included research focused on specific geographic regions, such as Africa and only studies published in English were included which restricts the generalizability of our findings. More often, health providers (rather than the mothers) were the ones who evaluated changes, gave their opinions, and in some cases, interviewed women about the changes, which could lead to research bias. Furthermore, only two studies included in the review had control groups (30, 35). We recommend that future studies on interventions should evaluate interventions more from women’s experiences, implement controlled-experimental trials with comparison groups, address possible social desirability effects and employ randomization in the sampling. Considering the fact that obstetric violence stems from structural and gender inequality, there is also a critical need for gender-based interventions that address gender stereotyping concerning motherhood, birthing and structural inequalities in health systems.
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Open Birth Days: e and Post Tests with 76
hesltheare profesionals or

Respectfl Materity care Workshaps Respectfol

disespectand abuse,
introduce  package of
interventions o reduce s
incidence, nd evaluste | maternitycare Workshop Action
theie ffectivencs. Plan (monthly monitoring):direct obscrvation of 59
tended Open

Bieth Days community fllow-up ineriews with

women, incuding 57 women who.

149 womer

including 25 women o atended Open
Bicth Days sructured providers nterviews with 55
esth care providers, ncuding 25 who particpated
i the Respectfol Maternity Care Workshop.

2 Women (Open Birth Days inersention) and helth
e providers nd sdministratos at he stdy fcly
disritoficils,and

National representatives (The Respectful Mternty
Care Workshop).

1. Baseline: 641 women and endlngs 728 women,

2 Policy makersevice cre provides

1. Quantittivestdy 2.
Comparive before-and:
afe evalation desgn.
™

. Mised methodssudy.
2 Comparative befoe-

164 service poviders
2 Serviceproviders (idwives, ntgrated emergency
andafercvaluaion surgclaficrs, nurses, gneral practioners, nd.
design. other health officers).
3. describe the ssons

learned in Respectl

Maternity Care tining

andis implementtion

from the perspectivs o

service providers

perceptionsand

experiences

1. Quantiativestudy.
2. Comparative before-
andafercvalusion

1. At bsseline 653 women snd afierimplementaton
Of CLEVER 679 women.

2 Mdvife led obstetric unt,
design withacontol

o,

3o detrmin the ffct

ofthe CLEVER Maternity

Can package,a muli-

faceted intervention to

improe respecful, qality

obweric care.

1215 women st bascline and 318 women at endlne,
2 Servie providers (midwives, medicaldoctos,
anesthetss, urses).

1. Quantiatve sudy.
2 Comparative before-
andaferevlusion
design,

3o cvaluse the effctof
integrated smultion:
based trainingon the
provision of respectfl

materniy are

. Quantitativesudy. 1,20 physiciansand 30 nurses.

2 Comparatv beore- 2. Physicansand nurses.
andafcrcalusion
design

3 Toasses the potential of
the Forum Play rining
method to ncrease safl-
awsrenes of absteric
vilence and promote
taking ction toreduce or
preventi.

. Mixed methods study.

2 Comparative before-
andaferevlusion
design.

3. Tocompare the delvery

1. Atth basclne 279 intrviews and abservations
were caried out, whereas at the ndline 345
interviews and observations wre conducted.

2 Health professonals.

and childbirt situaton
befreand aferthe
prjects ntrventon

1. Quantitative sty 1,225 healh care providers (120 pre - and 105 post)
and 4469 women (2000 pr - and 2469 post).
2 Regisrans house officers, midives,and data

colctors,

2 Comparativ beore-
andafcrcalusion
design

5 Toassesthempact of
hesthcae providers
ining on pate
provider’s communication
during chidbi

1. Qualiative study 123 nterention particpants (10 physicans and 13

nurses)

escach design.

2 Physicans, urses.
3 Toasessthe

accepuabiliy and ety

ofthe Forum play method

1o acklesbuse i heslh

1. Qualative rescarch
2 Descripive qualia

1. Miterention paricipant,
2 Midwivs

reseach design.
3o cxplore midwives
experiences of appying
Respectfl materniy care
Knowledge i their
professiona practice aficr
paricipating in' our-day
\rining program.

L. Quantitativesudy. 1,92 s members at baseline, 85 saf members

2 Comparatve before-  duringan inerventon, 79 staffmermbersafer the
andafercalusion interention and 78 saf members oneyear ollow-
design .

3 Toexploretowhat

extentthetervention

2 Womeris cinic st (hysicians, midives
ausilary nurses, secretaris).

using Forum ply

incresses the safs

awsrenes of shuse in

hesthcar and thie

abily totake aton

againt .

L Mised methodssudy. | 1LNR.

2. Paricipatoryacion 2. Cliicans and materniy hospitsl mansgers,

esesch,
5. Todevelop and

implement  Mother Baby-
Frendly Hospital Intiative

(MBEHI i anacademic
matenity hositalin
Brszl and evsuste how
changecouldbesustsned.
. Mised-methods sty
2. Comparative befoe-

143 providersfilled vt the sl administered
evluston forms nd 17 gave in-epth ntrviews.
andafercralusion 2 Service providers.
design

5 Tocxamine the

effecivencss of negraed

Simulstion traiing in

emergency obstericand

nconatal care and

respectul matrniy care

onproviders knowledge

andselfeffcacy and o

assessproviders
perceptionsf the
integrated tinin.

Methodology

1. Intervention type

2. Intervention length

3. Control group (yes/no)
4. Data collection mode
5. Measurement points

6. Data analysis

7. Outcome measures

1 he Staha inervention,
2.27months (he charerprocess took ver Gmonths +the
sty tesm asised i th fclation ofthe qualty improved.
process fo 11 months and ntevention managed
independentyby facilty mansgers or 10 mondhs).

e

. Exitinterview

5. Atbascline and 10months fe support fo the
itervention’s implementation ended.

& Mulivarable logistc reression 0 estimate a difference-in
iference modes enersizd lincar modes witha Poison
aisibuion

7. Esperience of distespectlorabusive actions during abor

and deliverys the asociation between the intervention and

delvery satistaction and qulityofcare,

1 Respectfl matenity care raining module with three core
components testmonial videosdeveloped fom key themes
dentiied by stffas expeiences o mathers, skl building.
Sesionson communication,and onsie cosching.

2 11 months.

3N,

4. Senor project fficer t the Institutefor Health Care
Improvement colected th dat and entred these nto
program databaseaspatoftheir routine work.

5. Monthly data collection.

6 Intrrupted tme sries nd rgression nalysis.

7. Faciy-Jeve sotons ppled o enhance the exprienceof
care were documented.Safe Childbinth Cheekist data
‘measuring privacy and bith companion offered during abor
and childbirth were collected over 27 months rom 17 hslth
centersand 3 hosptal,

1 Provision oftrainin, prepaction ofstandsed writen
uidelines and protocls,waiing room consiructon,availing
screning o curt

supportive supervision and mentoring,and staf motivaton
‘were the st ofterventions aplid o decrese disrespect
andabuse,

2. 6months.

equipment,essential drugsand supplies,

3N,
4 Quaniative data of women wer colleced during a et
imerview wsinganimerviewer-administered structured
questionnaire. Qualiaie partdata of hesthcae providers
‘were colleced through fce-o-fce interviews wsinga semi
structured ntervie.

5. Prcand-post intervention interview with women snd
ierview with 10 nformants hree heathcae providers,
four women development armyleaders, and three mothers
witht st thrce ANG vists i the hosptal) fo qultative
sudy.

6 Descriptive statsis and independent st o quaniatve
data and thematic nalysis fo qualitative data

7. Process measures e theavallaily of writen plicies,

protocols and monioring and evaluaton guidelines or

improving Respectl ateiy Car practice, avilblty of
Screns or curtain,the mumber of supportive supervisions
and mentorship conducted tc) and proportion of distspect
and abuse among pregnant nd aboring mothers Wivespect
and abuse, physical abuse,non-consented car,non-
confidential care, non-digniied car,discemination,
abandonment or denialofcare).

1 Two nterventions: (1) Open Birh Days, abirth
preparednessand atenatlcare dcation program, and 2) 3
Respectal Mateniy Care workshop for heslthare provides
based onthe Helth WorkersforChange curricum.

2 7months.

3N

.- and post-ests it paticipantsin Open Bithdays
and pre- and post.tsts with particpants inthe Respectul
Maternity Care Workshop were admiisered. Addidonally.
sty staff conductedperodic bservtionsof Open Birth
Days essions and short apen-ended nerviews wth
particpants, s well s regulas monitoring ofprogress toward
achicement o the RMC Workshop action pla.

5. and-postntevention measurements.

6. Descriptve statistis.

7. Health care providers and womer'sknowledge of patient
rights,womens knowledge of thelbor and delvery process,
providerand patentatiudes tovward each ther,
provider-paient communication, womens expeiences
oflaborand delivery: patient satiscton with car receved,
provider jostsfction, and the qualiy of

patentprovide

ceutionships.

1 Heshima prject. The inersention insolved working with
policymakers to encourage grete focus ondisrespectand
sbuse, aiing providers on respectfl materniy car,and
srengihening linkages beween the fcly and community
fo accountabilityand gorernance.

2,106 facites for 0months and 7 - fo 1 moth.

3N,

. Esitintrviews with women who ad just delvered and
bservation o women, from thei carylibor o postdelvery,
conducted by tained nursesand midives.

5. Preand postnterventon.

6.Chicsquare test,unadjusted and multvarist ogisic
generalied lincar mixe models (GLMM), with the facity s
a random ffect and all other vribles s fied s

7. Womerisdemographic and houschold characerstis
incuding thir soio-ccomomic sats, past servie

welzaton,chaacersicsofther delerics, theie perceived

qualty and saisfcton,and experiences of disrspectand
sbuse, Thee indicatos fo inial examination (non-
consensualcare, verbal abuse, lack of privacy,three during
dclvery (physical agression, verbal aggression lack of
privacy), and one fo postpartum car (bed sharing) were
observed and documented as wll

1 Respectfl Materity Care tiningfor sericeproviders.
234

3N,

4. - and- postsurveys and post nerventon fcus roups.
5. Pre-and -post Respectul Materiy Care ntevention
surveyand focus groups 2months afterthe nterventon.

. MeNemars et for quantitive dataand hybrd thematic
analysis for qualtatve dat.

7. The quantative sty asessed paricipants expeienceof
mistrcament f women n theirfclies and compared

particpant perceptons of Respectul Matenity Care beore

and afterthe ntrvention. igh questions reprsenting.
iferen catgorie of misteatment (non-consentd cares ack
ofnformation, privcy and conidentialy;physical abuse;
verbal abuses efusal of prference;nelec, and

discrnn

ion) were used o assess whether partcpants had
witnessed mistestmentof

women intheic hospital The quli

vesudy exlored

particpant perceptons of Respectul Maternity Care and the

challengesencountered when implementin .
1 CLEVER Matrniy Care package.

2.9months.

e

4 Thebaseline and end-lne surveys were condicted for both
thentervention nd nonintervention MOUs uing sl
sdministered surey oo,

5. - and - postnerventon messurment,

6 Weighted logstic regessons, odds o,

7. Experiencesrearding commuricaton,labr,clinical cre
and respectul care during confinement,clinical car received:
and dientstisaction,

1. Incgrted simulaton-based tsning o the provison of
respectfl materiy are.

2.2.day traiing and four 3. refrsher traning oncea
month,

3N,

4 Bt interviews with recntly delvered women pre.and:
postintervention

5. re-and- postintervention

6 Descriptve statstis chivsquared fest, tworsample st
ondinay et squares regreson.

7. Experiencesofcare using the person-centered maternity
aure sale

1. Inervenion sing ariciptory theste technique caled
Forum Ply for srvice provides.

2. Halfday workshops.

3%,

4. - and -post inersention surveys.

5. Beoreintervention nd -4 months afr the nerventon,

6. Chicsquare and Fishers exact et

7.4 questions sbout abus n health care,

1 Maternal and Cld HealthImprovement Poject This
projct focused on humanization f childbirh withtrsining-
based nerventon actvite.

2 Around 3yean

3N,

4. - and - post projectsurveys wsing Rapid
Anthropological Ascsment Procedure.

5. Beore and afc the rojct

6NR

7. Ten different instroments were used: commniy form F-1
wasappliedto s small number of ommunity leades
‘Mothers wer ntrviewed o dentiy healh prioiis, and
then tocollct acounts of childirth usng F-2. Men vere
imterviewed o thei heath priories and childirh-related
expericnces sing -3 Form 4 ws administered o8
comvenient sample of birth attendants,itherhospial trained
ortradiional, who were dentied through F:
spplcd to physiiansand other heslthproessionsls from the

s

municipalie. 6 and -5 were used by specaly eained
bservers in matenity wardsin the municipalies o collect
informationon birthing ssistance and practices. An
insentory of the same hospitals was recorded sing 7.
Interviews sbout matcrnaland nconstalmortlty sing -9
and F-10, wer conducted with every svable case that
occurred in 1995 and 199 forthe 1997 survey: and 1959 snd
1999 fo the 2000 survey

1. Tesningfo improving patentproviders commancation.
28

3N,

4. - and - pos inervenion nerviews.

SNR

6 Chisqure st

7. Information given to paientson admisson o sbor vard,
permision nd consent for procedure,postatal llow-up,
and patients stisfcton,

1 Forum Pla trsiningiterention toincresse avareness of
abuse i healhcare and promete taking action o reduce or
preventic

2 Halfday workshop.

N

. Focus groups.

5. Afe the intervention

6 Contentansyss.

7. Acceptbilitysnd easibility o the intrventio,

1 Respectl Materity Care modules (respectand dignty in
chidbint, communicaton during childbering womeris cire
focused antental care, ffctive, herntive bithing.
posiions).

2.4-day program.

3N

. In-depth inerviews.

5. Afeethe intervention.

6NR

7. Experiencesof aplying the acpired Respectfl matenity
care knowledge i dally materity care prsctices.

1 e improvised ol lay method Forum Play (£P),based
on techniques developed b Boalwith heslthcare saf

216 workshops for 3-35h na year.

3N

456l eported questionnaies.

5. Beore, during and e
.

6 Wicoson signed rank test and MeNemars st

7. The mumber of reported occasions of abuse i helthcare
and Forum Play partic

rvenion, snd one-yes olow-

bty o3¢t in those siuations.

1 Mother Bay-Frendly HospitalIntiatve (MBFHI).
2. Nine formalsssions were conducted,with a mesn durtion
of 100minand many informal mectings over the course of
2y

sNa.

. Observaton, nterviews focusgroups and hstrical and
documentary snalysis

SR

6. Thematc anslyss

7. Si

fon tbasline and changes inthe procss.
1. Incgrsted simulation trainingon emergency cbsetric and
nconatal careand espectfl materity care

2.2-day training and four 3. refshertrsining once a
month

3N

4 elfadminisered evalustion orms,in-depth nterviews
5. - and postnteventionslfadministered ealation,
Gmonth llov.up.Itevies one ek afrthe rining.

6 Descriptive quanttativeansysisand ramework

qul
7. Knowledge and conidence n emergency obsctri snd
nconatal care sl and espectfl materity care. Pesptions
ofthe aiing

-

Findings

6% rduced oddsof women experencing
disespect nd sbuse during childbit, The
biggestreductionsverefor physicalsbuse
andneglect.

Signifcan improvement inthe percentageof
biths with o lements of respectl
matenalcre - privacy and birth
companionshipofeed: was noted i one
disic, whilein the thertwo disicts,
esuls were mixed.

Disrspectand buse duing pregnancy and
chidbinth decresed from 71.8% at bscline
10/159% st the nd line with  559% change
(mesn diflerence: 036, 95% C1: 035057

Alongsid,the magnitode o thesubscles of
disespect and abuse (physcal buse, non-

consented

. non-confdental care, non
dignified care, discrimination, and neglected
care) was decreased at posttervention,
compared withthe baselne.

Comparisons befor andsfer the
intervention shved an incease i ptint
and provider knowledge of use ighsacross
mulipledimensions, s well s womeris:
Knowledge of the abor and delivery proces
Womenreported eeling beter prepaeed for
delivery and provider attitudestoward them
mprovd, with providersreportinghigher
levelsof empathy for the women they serve
and bete interpersonal elationships
Patients and providers eportedimproved
communication,which direct abserstions
confirmed. Addisoally, women reporied
fecing more emponered and confdent
during delvey.Provider ob stisaction

ly from baseine el

a5 diduser reports ofsatsfaction and.

increased substan

perceptions of cre qualy:

Overal disrespect and abuse decressed from
2010 13% (p <0.004) and among four of the
s typologies disrspect and sbuse decreased
from 4010 50%.Night it deliveies were
associated vith grestervebal and physical
abuse, Patientand nfun detsinment
declined dramaticaly from 80-05%, though
tble o the 2013

this s partilly
nationa free delvery care polcy:

“Thetesining improved he particpants
awarenes ofthe rightsofwormen durig.
chidbinth and thei perceptions nd atiudes
sbout Respecfl Maternty Care were
posiiney influcnced.
However,paticipantsbelieved that the
Respectol Materniy Care esining id ot
addressproviderrights. Siucturaland
sysemic sues wre the main hallenges
providers reported when trying to implement

Respectl Materaiy Care n ther contets.

“Ther was o significant change in the
proportions of responses with regardto
patents eceiving atention within 15 min of
arival both the ntevention and contol
aroup unisshowed a signifcantincrese n
posiiv responses (odds atios of 8.4 and 6.1,
respectil, and p values of 0001 and
00007, For asking permision before dong.
an examination, posiive communicaton,
respecul restment, and overal stisfaction,
onlyth ntervention group showed .
sgnificant posive change odds atios
ranging fom 2410 43:p 00018), with o
Sgniicantchange fo the contrl group
(odds atiosbetween 10 and
Lp200730).

‘Compared 10 the bseline women inthe
endline reported more respecfl care, The
average person-centered maternity car score
incressd from 50t baselin t0 72t
endline,
the subscles alo ncrased between baseine
and endline: 15% increse fordigaiy and
respect, 87 increas or communication and
autonomy; and 55% ncrease for supportive
care. These differences remsinedsgnificant

relative incess of #3%, Scores on

i mulivariste anslysis controling or
several potntislconfounders.
Atfolloe.p,pacticipants more fin
eported tht they had been nvobved in
sitations of obstetic violnce, indicating
new Knowledge of the phenomenon and/or
anncrease in thei abilly o conceptuaie i
“Thentervention ppearspromising for
improving he abiliis of healthere
providers o recognize obstetec vilenc,the

firstste i counteracing i,

Changes from s cultre of dehumarization
of cildbint to Whikdbieth a3
teansormativeexperince wee observed.

“The sudy showed tht tuining halth care
providers on communication skils hs an
efective improvement n helthcare
providers nowledge and practice toward
communication with ptints in many areas
during lbor esuling in good ptient
isaction, Howeses, improvement n

communication kil needs sustained n-
service rining.

“The intervention method simulateddislogue
and ciia eflction and inressed
particpants awarenes of the everyday.
nature of abuses expeienced by ptients.
Punicipants sppreciatd the partcpstory
formatof Forum Play, whichallowed them to
re-enact scenarios they had expeienced and
ehears eslistic actions o improve patent
car i these sittions,Sructural actors
were reportedasimitations o the
efectivencss of the ntervention,including
under-developed systemsfor protcting
patent ighs and rporting helt provider
abuses Nonethelss,the sty indicaes the
acceptability and feasibilty of atheate-bused
for reducing the
mistreatmentof patents by healthare
providerin i Lanka.

rsining ntrvent

Despite the report ofsome Respectfol
matenity care implementation challenges.
the midives notedthat the 4-day Respectfl
mateniy care rining hss had  positive
mpact o theis maternity caregiving practice
inthe hospia.Policis and programs imed
atadressing he sueofdisespect and
abusive practice during mternity care
Should adcate and inclde thebuiding of
facles that support aleentive birhing
positions nd the privacy of childbearing
‘women during chidbith

Anincrease inthe partc

slfeported
abilty toacinabuse i helthare relted
sitations, Howese, o change s obsrved n
the mumber of reported occasionsofbuse n
heslh carebetween bscline snd 1 year afer
thenterention. Health care taffs
paricipation i workshopsusing improvised
ol play can increase stffsperceived abilty
totake cton n sbuse i heslthcare

stations. The vluntary nature of he

intervention may have attaced those who,
were aleady avareofthe topic,and Hkely
explins the unchanged swarenes ofsbuse
in healt care.

Although hallenges remained,postive
changes induded a frendlicrenvtonmen,
mprosd patent privcy, and fewer
unecesary procedures. Resources relssed
by thesechangesallowed us,colboratel,
10 track the futherimplementation and

sustainabiltyof change.

Providr knowledge incresed rom an
average of 61.6% on the re-es 10 745% on
theposttst.Slfffcacy s increased
from anaverage of S /103t thepretst 0
9210t he posttest. Proces valation
datashowed that providers valed the
rsining, Over 95% of participantsagreed
that th trsning wasuseol o them and that
they would usethe ool learned n the
raing in thie pracice. Overl, providers
had posiive perceptions of the trining. They
notedimprovements i ther knowledge and
conidence o manage bstetric and neonatal
emergencies,as wll s ptient provider
communication and teamork.Many listed
respectul mternitycreclementsas what
was mostimpacful o them from the
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