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Abstract
Background The majority of maternal deaths occur in low-income countries, and facility-based childbirth is 
recognised as a strategy to reduce maternal mortality. However, experiences of disrespect and abuse during 
childbirth are reported as deterrents to women’s utilisation of health care facilities. Health care providers play a critical 
role in women’s experiences during childbirth; yet, there is limited research on service providers’ views of disrespect 
and abuse in Ethiopia. Therefore, this study aimed to explore providers’ perspectives on disrespect and abuse during 
childbirth in a teaching hospital in Southwest Ethiopia.

Method Qualitative study was conducted in a tertiary teaching hospital in Jimma Ethiopia. In-depth interviews 
were conducted with 32 purposefully selected health care providers, including midwives, obstetrics and genecology 
resident’s, senior obstetricians and nurses. Interviews were audio-recorded, transcribed and thematically analysed 
using the qualitative data analysis software program MAXQDA.

Results Three major themes were identified from the health care providers’ perspectives: (1) respectful and abuse-
free care, (2) recognised disrespect and abuse; and (3) drivers of women’s feelings of disrespect and abuse. The 
first theme indicates that most of the participants perceived that women were treated with respect and had not 
experienced abuse during childbirth. The second theme showed that a minority of the participants recognised that 
women experienced disrespect and abuse during childbirth. The third theme covered situations in which providers 
thought that drivers for women felt disrespected.

Conclusion Most providers perceived women’s experiences as respectful, and they normalized, and rationalized 
disrespect and abuse. The effect of teaching environment, the scarcity of resources has been reported as a driver 
for disrespect and abuse. To ensure respectful maternity care, a collaborative effort of administrators, teaching 
institutions, professional associations and researchers is needed. Such collaboration is essential to create a respectful 
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Background
The majority (99%) of maternal deaths worldwide occur 
in low-income countries, and Sub-Saharan Africa 
accounts for 66% of maternal deaths [1]. In 2017, Ethio-
pia documented 401 maternal deaths per 100,000 live 
births [2]. Facility-based childbirth is recommended as 
a strategy for reducing the high maternal mortality in 
the past two decade [3]. In line with this recommenda-
tion, the Ethiopian government aims to improve women’s 
access to and utilisation of facilities for childbirth, and 
progress has been made towards this goal. For instance, 
the number of health care facilities and health profes-
sionals in Ethiopia has increased in the past decade [4, 5]. 
In addition, to reduce economic barriers to women’s util-
isation of health care facilities for childbirth in Ethiopia, 
women do not pay for maternal health services provided 
in public health care facilities [6]. However, despite these 
efforts, more than half (52% ) of Ethiopian women gave 
birth at home in the hand of untrained individuals: their 
relatives or traditional birth attendants [7].

Previous studies have shown that women’s utilisation of 
maternal health services for childbirth depends on their 
perceptions of the quality of interpersonal care during 
childbirth [8, 9]. Given that providers have a crucial role 
in lifesaving clinical care and the quality of interpersonal 
care during childbirth [10, 11], women’s perceptions of 
maternal health services and their inclination to suggest 
using such facilities to other women partly depend on 
their trust in providers [8].

Disrespect and abuse in health care facilities are known 
as barriers to women’s utilization of facilities for child-
birth [12]. This include women’s encounters or facility 
settings that are perceived to be undignified and that local 
consensus finds to be humiliating [13]. Bowser and Hill’s 
landscape analysis classified disrespect and abuse during 
childbirth into seven types: physical abuse, non-dignified 
care, neglected care, verbal abuse, non-confidential care, 
detention in a health care facility and discrimination [14].

Disrespect and abuse during childbirth is reported as 
a violation of a woman’s right to good quality and dig-
nified intrapartum care [15]. In Ethiopia a recent study 
of providers reported that disrespect and abuse as (1) 
a professional standards violation, (2) a way providers 
demonstrate power over women in health care facilities 
to overcome their feeling of inferiority related to urban, 
educated, and rich women and (3) a weakness of health 
care facilities [16]. The degree of disrespect and abuse 
was found to vary with the study setting and to be more 
common in hospitals than in health centres in Ethiopia. 

For example, a study in Addis Ababa, Ethiopia, shows 
that neglected care was reported by 14.1% of women 
in health centres and 63.6% in hospitals [17]. Addition-
ally, a study in the western part of Ethiopia indicate that 
women who gave birth in a health centers reported dis-
respect and abuse less frequently than women who give 
birth in hospital [18]. Another study in Ethiopian public 
health facilities found that health centres provided more 
respectful maternity care than hospitals [19].

Women’s experiences of disrespect and abuse during 
childbirth in health facilities have received global atten-
tion in the past ten years [15, 20]. The White Ribbon 
Alliance (WRA) developed a respectful maternity care 
charter [20], and the World Health Organization (WHO) 
endorsed a statement to combat disrespect and abuse 
during childbirth [15]. In 2015, Ethiopia developed strat-
egies to on a caring, respectful and compassionate (CRC) 
health workforce via a five-year health system transfor-
mation plan [5]. However, women still experience disre-
spect and abuse during childbirth in Ethiopia [9] and in 
many other countries [21, 22] even though every woman 
deserves and has the right to receive quality care during 
childbirth in health care facilities [23]. Prior studies in 
sub-Saharan Africa show the severity of the problem. The 
magnitude of disrespect and abuse in Sub-Saharan Africa 
ranges from 20% in Kenya [24] to 98% in Nigeria [25]. 
Similarly in Ethiopia the magnitude varies from 36.6% 
[19] to 98%[26] recent pooled prevalence of 49%[27]. A 
study in Ghana reported that 72% of midwifery student 
reported disrespect and abused practice [28]. Qualitative 
studies on the provider perspective in sub-Saharan Africa 
show the drivers and extent of disrespect and abuse [29, 
30]. Midwifery students in Ghana, for example, reported 
rationalization of disrespectful and abusive care; the cul-
ture of blame for poor maternal outcomes as a driver of 
disrespect and abuse [29]. A Tanzanian study looked at 
midwives’ practices and found both respectful and dis-
respectful care [30]. According to a study conducted in 
Zambia, on provider perspective on behavioral barriers 
for respectful practice reported were believing what they 
are expected to do, normalizing disrespect and abuse, 
believing that the costs of providing respectful care out-
weigh the benefits, and believing that they do not need to 
provide respectful care [31].

The provision of quality maternal health services 
demands a well-functioning health care facility and quali-
fied health care providers who can deliver effective, safe 
and compassionate care [32, 33]. It is reasonable to con-
clude that the competence and attitudes of health care 

teaching environment, ensure availability of resources, sustained in-service training for providers, and establishing an 
accountability mechanism for respectful maternity care.
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providers and the type of health care setting play criti-
cal roles in the quality of care and women’s experiences 
during childbirth. In Ethiopia, most studies have focused 
on women’s perspectives [9, 34, 35], with few qualitative 
studies conducted on providers and their views, experi-
ences and attitudes. Among the existing qualitative stud-
ies of providers’ perspectives on disrespect and abuse in 
Ethiopia, none have investigated disrespect and abuse 
in the context of a tertiary teaching hospital where pro-
viders from various professions and students work in 
the labour ward [16, 36]. Therefore, this study aimed to 
explore health professionals’ perspectives on disrespect 
and abuse in a tertiary teaching hospital in Southwest 
Ethiopia.

Method
Study design and period
A qualitative study was conducted from January to Feb-
ruary 2018 to obtain health care providers’ perspectives 
on women’s experiences of disrespect and abuse during 
childbirth.

Study setting
The study was conducted in Jimma University Medical 
Centre a tertiary teaching and referral hospital located in 
Jimma city 352 km southwest of Addis Ababa, Ethiopia. 
The Jimma University Medical Centre serves approxi-
mately 20  million people who reside in its catchment 
area. The population is diverse and consists of people 
from the three regional states of: Oromia, Southern 
Nations Nationalities and Peoples (SNNP) and Gambe-
lia, as well as from a nearby country: South Sudan. The 
obstetrics department had eight consultant obstetri-
cians, 33 resident physicians from year one to year four 
and 75 staff midwives and nurses during the data col-
lection period. There were also final-year undergraduate 

medicine students (medical interns) and midwifery and 
nursing students working in the department during the 
data collection period.

Study population
The study population included: Physicians (residents and 
senior obstetrician), midwives, nurses working in Jimma 
university medical centre. We interviewed who had at 
least six months of work experience in the labour ward 
and were working in the obstetric unit (i.e. labour ward, 
maternity ward, maternity operating theatre and mater-
nity recovery room) of Jimma University Medical Center 
(Table  1). We sampled participants purposively based 
on the above inclusion criteria. The first author (HMW) 
and a research assistance identified potential participants 
who met the inclusion criteria while conducting partici-
pant observation, explained the purpose of the study to 
the potential participants and obtained their written 
consent prior to their participation in an interview. The 
interviews ended after 32 participants had been inter-
viewed, as there were no new information emerging.

Data collection
Data were collected through face-to-face in-depth inter-
views using a semi-structured interview guide. Semi-
structured in-depth interviews are commonly used in 
qualitative research and it allows to gather open data, 
examine participants’ thoughts, feelings, and beliefs 
about specific topics, and explore deeper and sometimes 
sensitive issues [37] .

The guiding questions were developed based on the 
study’s objectives and existing literature on disrespect 
and abuse. The guide included probing questions that 
ensured an exploration of the participants’ views on 
women’s possible experiences of disrespect and abuse 
during childbirth. The interview guide was pre-tested 
with two health care providers (a midwife and a resident) 
to ensure the appropriateness of the guiding questions. 
The first author, (HMW), who has clinical experience in 
maternity and reproductive health and academic experi-
ence in midwifery and nursing education, conducted the 
interviews. The interviewer does not work at the study 
hospital; hence, she had no direct influence on the partic-
ipants’ responses or the study setting. Each interview was 
conducted in the participant’s local language, Amharic. 
The interview duration was between 40 and 45 min, and 
each interview was audio-recorded with the participant’s 
consent. The interview venue (the study hospital), date 
and time were all scheduled to suit the participants.

Data analysis
Two authors, HMW and BL (co-author with experience 
in qualitative research and with qualitative software 
training), both local language natives, conducted the 

Table 1 The sociodemographic and service-related 
characteristics of the participants who were working in a 
teaching hospital in Southwest Ethiopia
Characteristic Category N = 32
Sex Male 17

Female 15

Age (years) 22–24 7

25–29 18

30 and above 7

Service period (years) 1–2 6

3–5 17

6–9 4

10 and above 5

Profession Midwife 20

Physician (residents and 
obstetrician)

7

Nurse 5
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analysis. First, HMW transcribed the data verbatim, and 
then BL checked the transcripts. Two translators (who 
have English language expertise) translated the tran-
scripts from the local language into English, and HMW 
and B.L verified them for consistency. Braun and Clarke’s 
thematic analysis method was utilised, which consists of a 
six-step iterative process of (1) familiarisation, (2) coding, 
(3) generation of initial themes, (4) reviewing themes, (5) 
defining and naming themes and (6) writing-up [38, 39]. 
Thematic analysis allow researchers to immerse them-
selves in the data and generate themes inductively from 
the data’s. Furthermore, it allows to gain rich and useful 
insights into the context. It is useful for developing more 
nuanced interpretations of a phenomenon under study 
[38, 39].

HMW and BL repeatedly read the data to become 
familiar with it, understand it and become fully 
immersed in it. For the coding step, HMW and BL inde-
pendently coded the data and then discussed their find-
ings until they reached an agreement. Initial themes were 
produced inductively from the data. When developing 
the initial themes, the two authors HMW and B L itera-
tively assessed all the codes to identify patterns and then 
grouped (categorized) those patterns into more compre-
hensive patterns of meaning into themes that had been 
defined. Then, in the review step, the identified themes 
were checked and refined for accurate representation, 
overlap and broadness. The final themes were described 
during the defining and naming themes step. The final 
themes were interpreted according to the Bowser and 
Hill disrespect and abuse categories [14], and a code-
book was developed. Thus, the analytical process was six 
step thematic analysis method. The MAXQDA qualita-
tive analysis software program was used to organise data 
[41]. The two co-authors AKL (Physician researcher and 
expert of quality and patient safety) and LT (nurse and 
qualitative researcher) reviewed, discussed and approved 
each stapes of data analysis.

In this study trustworthiness of the findings assured 
base on : confirmability, transferability, dependability 
and authenticity [41–43] : Purposive sampling tech-
niques were employed; participants from three different 
professions and with different experiences in the mater-
nal health service were enrolled in the study to ensure 
authenticity. To ensure conformability of our finding we 
conducted member checking on the interview transcript 
by involving three participants from the three disciplines: 
midwifery, physician (resident), and nursing, before final 
conclusion. In addition, the data was independently anal-
ysed, and each evolving theme was discussed, and the dif-
ferences resolved at each step of data analysis to ensure 
dependability. Description of the study method: Setting, 
participant selection, data collection, and data analysis 
ensured transferability.

The Consolidated Criteria for Reporting Qualita-
tive Research (COREQ) checklist was used to guide the 
reporting of this study [44].

Anonymity of data was ensured by using a number for 
each transcript file instead of a name and other iden-
tifying information, and the transcripts were kept in a 
password-protected folder on the researcher’s (HMW) 
personal computer.

Ethical consideration
Ethics approval and consent
The Regional Committee for Medical and Health 
Research Ethics of South East Norway (REC), section B 
(ref 2017/1050b) and the Institutional Review Board of 
St. Paul’s Hospital Millennium Medical College, Addis 
Ababa, Ethiopia (reference number PM23179/25/9/2017) 
provided ethical approval for this study. The two ethical 
approval letters (from REC and St. Paul’s Hospital Mil-
lennium Medical College Institutional Review Board) 
and a support letter were submitted to the study hospi-
tal and permission was obtained from hospital Medical 
director. The study was voluntary and participants who 
agreed to take part in the study signed informed consent 
form. The audio interviews data and transcripts were 
numbered to protect the participants’ confidentiality and 
participants were given the assurance that their anonym-
ity would always be respected and protected. All methods 
were performed in accordance with the relevant guide-
lines and regulations.

Results
Participants’ sociodemographic and service-related 
characteristics
Thirty-two health care providers were included in the 
study until data saturation (Table  1). Of the 32 partici-
pants, five were working as both clinical and administra-
tive staff.

Providers’ perspectives on women’s experiences of 
disrespect and abuse during childbirth
The analysis of the interviews with the providers yielded 
three main themes. First, most of the participants per-
ceived that women were treated with respect and did not 
experience abuse during childbirth. However, the sec-
ond generated theme showed that a minority of the par-
ticipants recognised that women experienced disrespect 
and abuse. The third theme drivers for women feeling of 
disrespected (Table 2). Most of the participants believed 
that women experience their care during childbirth as 
respectful and free of abuse. More midwifes than other 
health care workers perceived that women experience 
care as respectful and free of abuse, while more residents 
than other health care workers perceived that women 
experience disrespect and abuse during childbirth in 
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some instances. Most female participants reported that 
women are not disrespected during childbirth, whereas 
most male participants reported that women sometimes 
experience disrespect and abuse and feel disrespected 
(Table 2).

Respectful and abuse-free care
Most of the participants perceived that women were nei-
ther disrespected nor abused during childbirth; instead, 
they perceived that the women received respectful and 
abuse-free care. Some participants connected respectful 
care to timely care.
Timely care Some participants perceived respectful care 
as timely clinical care and the fulfilment of a woman’s 
physiological needs during labour and birth. These par-
ticipants believed that women were not disrespected and 
abused when giving birth in the study hospital, and cited 
prompt care for their perception. They reported their 
own practice and that of their colleagues as timely, rou-
tine clinical care that women received during labour. For 
example:

‘I think our service is respectful. In this unit, women 
are not disrespected and abused during labor. 
We strive to provide timely care while women are 
admitted here for childbirth. You see, we check 
their health status as soon as they come to this 
labor ward, and we provide the necessary care right 
away.’(Participant code 7, Midwife female).

Some participants viewed respectful care as timely care 
for obstetric complications. They reported routine pro-
vision of necessary services based on a woman’s need at 
admission; thus, they believed disrespect and abuse of 
women during childbirth was unlikely in the study hospi-
tal, as the following quote describes:

‘Usually, when they (women) arrive at this labor 
ward with normal labor or obstructed labor, we give 
all essential care. Therefore, I believe respect means 
providing necessary treatment on time.’(Participant 
17, Resident, Male)

Abuse-free care
Some participants perceived women’s experiences as abu-
sive-free because they viewed the absence of verbal and 
physical abuse as the only indicator of respectful care. On 
the other hand, some participants witnessed and perpe-
trated verbal abuse and reported justifications for their 
practice and believe women experience as respectful.

A minority of participants believed that women did 
not experience disrespect and abuse during childbirth 
because they did not perpetrate or observe verbal and 
physical abuse of women during labour. These partici-
pants evaluated their practice and women’s experiences 
during labor and childbirth based on the presence or 
absence of verbal and physical abuse; they did not con-
sider other forms of disrespect and abuse in relation to 
women’s experiences and their practice. For example, one 
participant said:

‘We don’t hit or yell at women during labor, so I do 
not think women experience disrespect and abuse 
during labor in this hospital. Instead, I think women 
have respectful experience during labor.’ Participant 
8, Midwife, Female,)
”Yah I think our care for women during labor, 
respectful, because no shouting, scolding hitting 
women during labor in this unit " ( Participant 25 
,Midwife ,female )

On the other hand some participants justified their own 
practice of yelling at women by highlighting how some 
women refused to listen to the health care professionals 
during labour. Those participants perceived yelling at a 
woman as a consequence of the woman’s behaviour and 
the providers’ intentions for the safety of the woman and 
her baby. Due to these beliefs, they did not regard this 
practice as disrespect and abuse, with one participant 
saying:

‘In the labor ward, women are not disrespected and 
abused during labor. I can say that our care for the 
women was respectful. We yell at an uncoopera-
tive woman during labor due to her uncooperative 
behavior and to save the life of her unborn baby.’ 
(Participant 6, Midwife, female)

Some participants explained that the use of inappro-
priate words by providers during labour should not be 

Table 2 Themes and sub-themes of the providers’ perspectives 
on women’s experiences of disrespect and abuse during 
childbirth in a tertiary teaching hospital
Main theme Sub-theme
Respectful and abuse-free care Timely clinical care

Abusive- free care

Recognised disrespect and abuse Non-consented procedures

Insufficient information

Procedures performed 
without privacy

Verbal abuse of women

Neglect

Drivers of women’s feeling of disrespect 
and abuse

Teaching environment

Health system constraints

Unfulfilled expectations 
and preference
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perceived as disrespect and abuse. Instead, they per-
ceived it as the effect of workload-related stress on the 
provider, as the following quote demonstrates:

‘I don’t think women experience disrespect and 
abuse during childbirth in our unit. I believe our 
care is respectful. However, the work burden some-
times disappoints us, and we yell at women when 
they are uncooperative for our instructions.’ (Partici-
pant1, Midwife, Male )

Recognised disrespect and abuse
Participant residents and a minority of the participant 
midwives believed that women sometimes experience 
disrespect and abuse during childbirth. They identified 
their own and colleagues’ practices of performing non-
consented procedures, insufficient information for 
women before procedures, procedures performed with-
out privacy, verbal abuse of women and neglect as exam-
ples of disrespect and abuse.
Non-consented procedures In terms of performing non-
consented procedures, one participant shared the follow-
ing insight:

‘We’ perform some of the procedures during labor 
respectfully to women, and the other may be disre-
spectful. In particular, in the second stage of labor, 
women cry due to labor pain; and procedures are 
performed without consent.’(Participant 23, Mid-
wife, Male)

Insufficient information Some participants perceived 
that women may receive partially disrespectful care; for 
instance, there may be a lack of sufficient information 
provided to them before treatment. They reported how 
providers performed caesarean sections on women with-
out providing adequate information about the risks of the 
procedures. One participant said:

‘To some extent, our care is respectful, but I cannot 
say it is completely respectful care because some of 
our practices are disrespectful. For example, a cesar-
ean section is performed without sufficient explana-
tion of the procedure’s risk to the woman and her 
family.’ (Participant 32, senior obstetrician, Male)

Procedures performed without privacy Some partici-
pants believe women experience disrespect and abuse 
during childbirth due to violation of privacy while they 
admitted in the labour ward. They had witnessed physical 
examinations being conducted in view of numerous stu-
dents while the women were in the first stage of labour. 
Participants emphasised the scarcity of resources and the 

presence of students as contributing factors to this lack of 
privacy, with one participant saying:

‘Women’s privacy has not been maintained, so I 
cannot say our service is completely respectful. For 
instance, vaginal examination is performed in view 
of many students and other providers in the first 
stage room due to the scarcity of curtains.’ (Partici-
pant 26.Midwife, Male )

Verbal abuse of women A minority of participants 
reported that women sometimes experienced verbal 
abuse during childbirth and they perceive such women 
experience as disrespectful. For instance, they reported 
the practice of provider’s yelling when a woman could 
not understand their concerns and when a woman’s 
actions disappointed them. In addition, providers yelled 
at women when they were attempting to ensure the safety 
of the childbirth process. These participants perceived 
the verbal abuse that women sometimes faced during 
labour and childbirth as disrespectful, as the following 
quote demonstrates:

‘Women are occasionally disrespected during labor 
and childbirth because we sometimes yell at women 
when we perceive that they cannot understand our 
concern for a safe delivery.’ (Participant 29, Resident, 
Male)

Neglect Some participants reported that there were 
improvements in the care of women in the labour ward 
and perceived the provided care as both respectful and 
disrespectful. In these circumstances, participants linked 
women’s poor experiences with the negligent behaviour 
of providers. For example, a nurse reported that women’s 
experiences of disrespect were in part due to the negli-
gence of some providers:

‘It is partially disrespectful. When we compare cur-
rent practice of providers with the previous practice 
of providers, it is good. However, my coworkers do 
not have the same response toward their responsibil-
ity; some of them are negligent. Sometimes, due to 
the negligence of some providers, fatal consequences 
happen to women and their babies’ (Participant 18, 
Nurse, female)

Drivers for women feeling of disrespect and abuse
Participants highlighted circumstances that occurred 
during labour and birth that made women feel disre-
spected. More than half of the participant physicians 
(residents and obstetricians) and a minority of the par-
ticipant midwives reported that women’s feelings could 
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be related to the teaching environment, health system 
constraints, failure to full fill women expectation and 
preference.

Teaching environment
According to one participant, receiving care in a teach-
ing hospital had significant consequences on women 
experience:

‘Sometimes women feel disrespected because this 
hospital is a teaching hospital, and the environment 
may not be comfortable for them.’ (Participant 11, 
Midwife Male).

For example, participants perceived that women’s feelings 
of disrespect could be related to undergoing frequent 
examinations conducted by students. Those participants 
perceived this practice as a deviation from the recom-
mended standard procedure in addition to a driver for 
women’s feelings of disrespect. One participant shared:

‘Yeah, women feel disrespected due to the teach-
ing environment that leads to too frequent vaginal 
examinations that is performed less than 4 hours 
apart. However, vaginal examinations are recom-
mended every four hours during labor.’(Participant 
20, Midwife, Male)

Health system constraints
Some participant reported scarcity of resource make 
women to feel disrespected. One of the participants 
reported women’s feelings of disrespect being due to a 
lack of a bed at admission. As the participant reported, 
when there is a large number of admissions, there is a bed 
shortage:

‘I think there are some circumstances that make 
women feel disrespected because the hospital has a 
high caseload and have scarcity of resources. Some-
times women could not get a bed immediately upon 
admission. This experience may make women feel 
disrespected.’ Participant 21, Nurse, Male).

Unfulfilled expectations and preference
Some participants consider maintaining privacy as one 
of women’s expectations, and they consider not fulfilling 
women’s expectations as a driver of women’s feelings of 
disrespect. The participants described how women could 
feel disrespected due to their unfulfilled expectations of 
privacy during their admission to the hospital, as the fol-
lowing quote shows:

‘I think the women felt their experience in the hos-
pital was disrespectful because they expect physi-
cal privacy during labor. However, when they were 
admitted to labor wards, we could not protect their 
privacy while we are doing procedures.’ Participant 
20, Midwife, Male).

Participants also said that not respecting women’s pref-
erences made them feel disrespected. For example, they 
mentioned that it was disrespectful to not respect a 
woman’s preference for the mode of delivery, with one 
participant saying:

‘Women may feel disrespected because sometimes 
their choice is not respected. For example, in this 
unit when a woman wants a cesarean section, her 
choice was not accepted unless she has an indica-
tion.’ Participant 24, Midwife, female)

Discussion
The aim of this study was to explore the perspectives of 
health care providers on women’s experiences of dis-
respect and abuse during childbirth in a tertiary teach-
ing hospital in Southwest Ethiopia. Three major themes 
emerged from the providers’ perspectives: respectful and 
abuse-free care, recognised disrespect and abuse and 
drivers for women feeling of disrespect and abuse. Most 
of the providers who participated in the present study 
perceived the care that women received during childbirth 
as respectful. However, previous quantitative [34] and 
qualitative [35] studies found that women reported disre-
spected and abused during childbirth. A study conducted 
in Kenya reported similar discordance between women’s 
and providers’ opinions [45].

Some providers in this study believed women do not 
experience disrespect and abuse during childbirth, Most 
of those participants reported timely clinical care as a 
package of respectful care. However, respectful mater-
nity care in addition to right to timely care includes dig-
nity, respect, privacy, autonomy, right to information 
and informed consent, and being free from harm and 
ill-treatment [20]. This perception of providers may be 
linked with concept of safe motherhood that focuses on 
physical safety [20]. Another explanation may be that 
in the maternal health service settings, providers have 
been made accountable for pregnancy outcomes but 
not for the women’s experiences [46]. In fact, lack of an 
accountability mechanism for respectful maternity care 
was reported as a contributor to disrespect and abuse in a 
prior study [22].

In the present study, providers who recognized dis-
respect and abuse only reported non-consented care, 
lack of privacy, verbal abuse, and neglect as forms of 
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disrespect and abuse practices out of the seven known 
disrespect and abuse practices [14]. However, a prior 
quantitative study on women in the same facility reported 
seven forms of disrespect and abuse [34]. In addition, 
this difference might support the Freedman definitions, 
in which “normalized experience” is an experience that 
women consider disrespect and abuse and that may be 
normalized by their health care providers [13].

The minority of participants in the current study wit-
nessed and perpetrated verbal abuse of women; however, 
they did not perceive this as a disrespectful act towards 
the women. Those participants considered verbal abuse 
during labour as a consequence of a woman’s behaviour, 
and they emphasised that it was motivated by a pro-
vider’s intention to create a safe birthing process. Simi-
lar findings have been reported in prior studies in which 
provider’s normalised verbal abuse of women [47, 48]. A 
previous qualitative study conducted in Ethiopia found 
that midwives normalised verbal abuse, physical abuse 
and non-consented care, and the authors of that study 
mentioned the provider’s practices as intended for good 
outcomes [36]. In contrast to those this study finding, 
a quantitative study that involved women at the study 
hospital showed that 88.6% of women reported physi-
cal abuse as disrespect and abuse [34].The differences 
between the views of women in labour and the views 
of providers are of particular interest. Improvements in 
attitudes and, thus, care may result in more women seek-
ing to give birth in health care facilities, as is the recom-
mended practice [49].

Moreover, participants who perceived women as being 
disrespected during childbirth reported routine viola-
tions of women’s privacy that resulted from the pres-
ence of students and the scarcity of curtains. This finding 
aligns with those of prior qualitative and quantitative 
studies conducted in Ethiopia [34, 35]. The consistent 
practice of disrespect and abuse due to the situation of 
clinical setting and scarcity of resource leads to normali-
sation of poor practice [36]. In addition, such practices 
may have implications for the behaviour of the students 
assigned to the study hospital [14, 36, 50].

Some participants reported that women felt disre-
spected due to the excessive number of physical exami-
nations they underwent in teaching environment. These 
findings agree with those of a systematic review that 
highlighted the objectification of women [12] and those 
of a prior qualitative study that involved women in Ethio-
pia [35].

In a teaching hospital, one would expect the health 
care providers to maintain high standards and have 
knowledge-based and respectful attitudes and behav-
iours towards women giving birth. It is also reasonable 
to expect providers in teaching hospitals to be aware of 

the responsibility associated with being a role model to 
medical, nursing and midwifery students.

Even though our study was conducted in a hospital 
findings contrasts with those of other studies conducted 
in other regions and facilities in Ethiopia in which dis-
respect and abuse during childbirth have been reported 
to occur more often in hospitals than in health centres 
[17, 18]. The authors of those studies claimed that hospi-
tals have high caseloads and staff shortages, which make 
it difficult to provide adequate care. This difference in 
findings might be due to variations in the characteris-
tics of the facility, method and study participants in the 
different studies. For instance, in Ethiopia, hospitals are 
categorised as district, general, and specialised or teach-
ing. Non-teaching hospitals in Ethiopia are managed by 
full-time employee providers and sometimes face staff 
shortages. However, in teaching hospitals, in addition to 
full-time employee health care providers, trainees from 
diverse professions (e.g. residents, medical interns and 
trainee nurses and midwives) are assigned. Our study was 
conducted in a teaching hospital in which trainees from 
diverse professions were assigned and provided service in 
the same unit, and a shortage of staff may be unlikely.

Most participants in this study who perceived women 
as not being disrespected were female rather than male 
providers, which may partly indicate the relationship 
between gender and disrespect and abuse. Similarly, in 
another study in Ethiopia, male providers practice more 
respectful care than female providers [19]. Evidence sug-
gests that female midwives experienced moral distress 
and burnout as a result of challenges in reproductive, 
economic, social, and workplace, and that these chal-
lenges contributed to their poor professional behaviour 
[51].

Provider related factors, the teaching environment, a 
lack of resources main contributing factors to recognized 
disrespect and abuse practice as contributor for women 
felling of disrespect and abuse in this study. These aspects 
may need to be addressed to improve women’s experi-
ences and increase their willingness to give birth at a 
health care facility.

Limitations of the study
Most of the participants in the present study were mid-
wives. The findings may therefore be more relevant to 
midwives than to the other professions. Disrespect and 
abuse are sensitive topics to discuss with providers. 
Therefore, providers may have underreported their prac-
tice (social desirability bias).

Strengths of the study
Despite the above limitations, the richness of the find-
ings is a strength of this study. The use of purposive sam-
pling enabled us to capture the perspectives of various 
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professionals. Furthermore, this study is one of the few 
qualitative studies conducted in Ethiopia that provide 
findings on the viewpoints of health care providers on 
disrespect and abuse in a tertiary teaching hospital.

The participants in this study included health care 
providers from different professional. As a result, find-
ings related to their perceptions of disrespect and abuse 
may be transferred to various Ethiopian health care set-
tings. Our research team included midwives, a quality, 
and patient safety expert physician, a qualitative nurse 
researcher, and a public health professional, which aided 
in the interpretation of the findings.

Conclusions and recommendations
In this study, most of the providers (midwives and nurses 
did not acknowledge women’s experiences of disrespect 
and abuse during childbirth. This implies that midwives 
and nurses might have normalized poor practice due to 
repetition. The providers’ failure to recognize disrespect 
and abuse practice led them to continue it and failed 
to consider it as a problem in maternal health service. 
These might have a great impact on the quality of wom-
en’s experiences and shape the behavior of students who 
are usually assigned to observe and learn clinical skill in 
teaching hospitals.Therefore, implementation of con-
sistent ongoing in-service and pre-service training on 
may improve provider believes of disrespect and abuse 
and enable providers to recognise it when they see it. 
Accountability mechanism for respectful maternity care 
at the unit level, might enable the provider to consider 
it an essential component of maternity service and give 
attention to it.

Most participants reported that the teaching environ-
ment resulted in violations of privacy and result exces-
sive examinations that made women feel disrespected. 
Excessive examinations in front of numerous students 
without privacy may imply objectification of women. 
Stakeholders such as educational institutions, hospital 
administrator’s professional associations, and interested 
partners must design strategies to create a non-abusive 
teaching environment. This might include: alternative 
teaching approaches such as high-fidelity simulators for 
sensitive examination; developing guidelines and policies 
on respectful care that could be specifically implemented 
in teaching hospitals to improve women’s experiences as 
well as clinical learning.

The relationship between gender, disrespect, and abuse 
may be an area of future quantitative research with a 
large sample size. Furthermore, existing gender dif-
ferences in perspective and practice of disrespect and 
abuse necessitate designing interventions at the commu-
nity, educational institutions and health care facilities to 
improve respectful maternity care practice.

Interventions that ensure the consistent availability 
of supplies and equipment may improve women’s expe-
riences related to the scarcity of resource. A large-scale 
quantitative study of providers’ perspectives is impor-
tant for a better understanding of providers’ perceptions 
of disrespect and abuse. Therefore, improving women’s 
experiences during childbirth and provider practice in 
health care facilities in Ethiopia demands the efforts of 
managers, teaching institutions, professional associations 
and researchers through a holistic approach.
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