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Abstract

Background: Facility-based childbirth has increased globally. Unfortunately, there have also been reports of women
experiencing disrespect and abuse by healthcare providers during childbirth. This study aimed to measure the
prevalence of self-reported disrespect and abuse (D&A) by healthcare providers of women during childbirth in
health facilities in Tanzania, and to clarify the factors related to D&A.

Methods: A cross-sectional survey was conducted in public health facilities of three regions in Tanzania from
September 2016 to October 2016. Nurses and midwives who had ever conducted deliveries completed a 22-item
section about D&A and three sections about working conditions and environment. A model for predicting D&A
based on several factors such as their characteristics, working conditions, and working environment was developed
by conducting multiple regression analysis.

Results: Thirty public health facilities in three regions within Tanzania were selected to reflect different levels of
hospitals. Among 456 participants (nurses, midwives, and nursing assistants), 439 were included in the analysis.
Average number of self-reported D&A out of 22 items was five, and nearly all participants (96.1%) reported enacting
one form of D&A at the least and two forms of D&A at the most. About 25–44% of D&A items were in the forms
related to women’s experiences with childbirth psychologically. Moreover, at least 10–30% of the participants
enacted some form of D&A which could directly affect the well-being of mothers and babies. D&A scores increased
with an increase in ‘working hours per week’ and ‘taking a break during evening shifts’. D&A scores decreased with
an increase in the scores of the ‘two components of the Index of Working Satisfaction (professional status and
interaction between nurses)’, and ‘any type of supervision for new nurse-midwives’.

Conclusion: Most studies about D&A of healthcare providers previously focused on the reports of women. To our
knowledge, this is the first report that focused on D&A reported by healthcare providers. Working conditions and
systems including personal relationships with colleagues were both positively and negatively related to D&A of
healthcare providers rather than the provider’s individual and facility structural characteristics.

Keywords: Disrespect and abuse, Mistreatment, Maltreatment, Respectful maternity care, Quality care, Childbirth,
Intrapartum care, Tanzania
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Background
On September 25, 2015, 17 new sustainable develop-
ment goals (SDGs) were adopted by the United Nations’
member states as a 15-year global guide [1]. The new
SDGs focus more strongly on equity and people-
centeredness from a human rights perspective [2]. As
the SDGs evolved from the Millennium Development
Goals, improving maternal and perinatal mortality has
remained as one of the unfinished agenda items.
To reduce maternal and perinatal deaths, a key strat-

egy has been the utilization of health facilities with ma-
ternity care provided by skilled birth attendants. Thus,
facility-based birth rates have increased particularly in
low- and middle-income countries over the last two de-
cades [1]. Although national strategies to improve ma-
ternal and newborn health have been given much
attention particularly in areas such as health coverage or
quantity of resources, the quality dimension has received
less attention over the last decade [3]. In this context,
the quality of facility-based care during childbirth has
become an important subject of discussion among ma-
ternal and child health policy makers [4, 5]. Researchers
have found that increasing institutional birth rates alone
is insufficient in reducing maternal and perinatal mortal-
ity and morbidity. High-quality maternity care that sup-
ports robust health systems would be crucial to save the
lives of women and newborns [6, 7]. In addition, im-
proving the quality of care may not only provide physical
safety care but also achieve a good childbirth experience
that is memorable for years after birth [8, 9]. These good
care and childbirth experiences may encompass respect
for women’s basic human rights [10–12].
Unfortunately, mounting evidence exists indicating

that women may experience disrespect and abuse (D&A)
by healthcare providers during facility-based childbirth.
Bowser and Hill’s landmark review of research about
facility-based D&A found physical abuse, non-consented
care, non-confidential care, non-dignified care, discrim-
ination, abandonment and detention in facilities [13]. In
Tanzania, similar negative treatment and women’s expe-
riences have been reported during childbirth [14–17].
The prevalence of any D&A experiences reported by

postpartum women was 12 to 70% [14, 17–19]. The
most commonly reported D&A experiences were non-
dignified care (i.e., shouting, scolding and threatening)
and abandonment of care (i.e., being ignored and birth
without attendants). Direct observation studies have
indicated that almost all women (80–100%) did not pro-
vide consent for examinations, 5% experienced undigni-
fied language by providers and 6–60% were shouted at
during history taking [17, 19].
A healthcare provider’s negative behavior is influenced

by stress, fatigue, frustration and poor job satisfaction.
These conditions are affected by facility level factors

such as work conditions and environment as well as
work-related factors such as heavy workloads, long
working hours, weak supervision, poor relationships with
co-workers and insufficient salary [10, 13, 20, 21].
Women’s underutilization of health facilities for child-

birth has been reported to be related to D&A in these fa-
cilities [16, 22–25]. A key cause of this underutilization
was the loss of trust between women and healthcare
providers owing to poor treatment including disrespect-
ful, abusive and neglectful care. These violations of trust
between women and their healthcare providers create a
disincentive for women to seek skilled attendance [18,
23]. Thus, there has been a growing concern among
healthcare policy makers and clinicians regarding the
quality of care during childbirth in health facilities in
low- and middle-income countries.
WHO released a statement on “The prevention and

elimination of disrespect and abuse during facility-based
childbirth” in 2014. The statement indicated that there
was still no internationally agreed definition or measure-
ment tool of D&A [26].
To date, there has been little study concerning D&A

and factors related to D&A. Most international qualita-
tive and quantitative studies about D&A focused on
women’s reports. There have been limited studies on
D&A focused on providers’ perspectives. In this context,
the present study aimed to measure the prevalence of
D&A by nurses and midwives of women during child-
birth in health facilities in Tanzania, and to determine
factors related to D&A.

Methods
Study design, settings and participants
The study design was a descriptive retrospective cross-
sectional survey using a self-completed questionnaire
from nurses and midwives.
This study was conducted in three regions in Tanzania

and included both urban and rural areas which have
public referral hospitals that accepted the conduct of this
research. At the time of this study, there were only four
public referral hospitals in Tanzania. The three regions
were Dar es Salaam region located in the Eastern zone,
Mbeya region located in the South West Highlands zone
and Mwanza region located in the Lake zone, with peri-
natal mortality rates per zone of 52 per 1000 live births,
38 and 36. Some important background information of
these three regions are as follows: regional populations
5,156,000 (Dar es Salaam region), 3,728,000 (Mbeya re-
gion) and 4,131,000 (Mwanza region); numbers of births
per year 772,000, 559,000 and 737,000; 94.2, 64.9 and
53.3% facility-based births [27]. All referral (n = 3) and
regional (n = 5) hospitals and a convenient selection of
district hospitals (n = 7) and health centers (n = 15) were
selected from those regions as some of them did not
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conduct deliveries at that time. Only public hospitals
where births took place were included because private
and public health systems are different.
Nurses, midwives or nursing assistants who had ever

conducted deliveries within the last 3 years, were eligible
to participate. The research assistants (RAs) stayed in
the participating hospitals almost every day from the
morning to the evening shift. They individually ex-
plained to the nurses, midwives or nursing assistants the
contents of the study after being introduced by the nurs-
ing officer-in-charge and then invited them to
participate.

Sample size
The sample size was estimated based on having five sub-
jects for each item studied [28]. The Index of Working
Satisfaction (IWS) scale by Stamp had 44 items, thus
among other factors which are assumed to be related to
D&A, the minimum sample size was estimated as 220
[29]. Considering a dropout rate of 30 and 15% missing
values, sample size was set at 329.

Measurements of job satisfaction and D&A
The questionnaire had four sections: sociodemographic
characteristics, individual working conditions (commute,
working hours and break, work shifts, overtime work,
side jobs, salary, and busyness), the IWS of Stamp, and
D&A behavior.
The IWS of Stamp was used to measure working satis-

faction as negative behaviors of healthcare providers
were influenced by stress, fatigue, frustration and poor
job satisfaction. These conditions were affected by heavy
workloads, insufficient salaries and poor relationships
with co-workers [10]. The IWS is composed of 44 items
that captures information about six components of job
satisfaction as follows: (1) pay (dollar remuneration or
fringe benefits), (2) autonomy (job-related independence,
initiative and freedom, either permitted or required in
daily work), (3) task requirements (as regular part of the
job), (4) organizational policies (management policies
and procedures from the hospital administration), (5)
professional status (feeling about one’s job as well as in
the view of others), and (6) interaction (opportunities for
formal and informal social and professional contact dur-
ing working hours) with two subscales: nurse-nurse
interaction and nurse-physician interaction. Response
choices of the 44 items used a seven-point Likert scale
from 1 (strongly disagree) to 7 (strongly agree). Scores
range from 44 to 308 points, and higher scores mean
higher levels of job satisfaction. Cronbach’s alpha coeffi-
cients were calculated using five multiple imputation
data sets (0.816, 0.818, 0.818, 0.818, and 0.819) with an
average of 0.818 for overall scales that established

internal consistency. The six subcomponent average co-
efficients ranged from 0.40 to 0.63.
The researcher developed all items for identifying

D&A behavior of nurses and midwives. This was drawn
from a literature review, including two key systematic re-
views regarding D&A behavior during childbirth [13, 15,
17, 18, 20, 30–34]. Contents exemplifying D&A were ex-
tracted based on seven categories: 1) physical abuse, 2)
non-consented care, 3) non-confidential care, 4) non-
dignified care, 5) discrimination based on specific patient
attributes, 6) abandonment of care, and 7) detention in
facilities [13]. Category 8), unethical clinical practice,
was derived and added from a previous study [33]. There
are one to three empirical indicators or items for each of
the eight categories yielding a total of 22 items, mea-
sured on a five-point Likert scale from 1 (never) to 5 (al-
ways). All 22 D&A items were summed as total scores of
those behaviors (ranged from 22 to 110). Higher scores
indicated committing more D&A behaviors. Cronbach’s
alpha coefficients were calculated using the five multiple
imputation data sets. Cronbach’s alphas for these five
datasets were 0.649, 0.657, 0.656, 0.656, and 0.653, and
the average was 0.650, indicating moderate internal
consistency.
All question items in English were translated to Kiswa-

hili language in the questionnaire before collecting data.
Two native Tanzanians performed the translation work
from English into Kiswahili in four steps: 1) translation
from English to Kiswahili; 2) cross-checking the trans-
lated questionnaire by comparing it with the original
English version; 3) back-translation of the cross-checked
questionnaire from Kiswahili into English to confirm the
contents; and 4) discussion of the questionnaire contents
with the two Tanzanians after the researcher compared
the back-translated version with the original question-
naire. Of the two Tanzanians, one back-translated the
questionnaire and the other participated in the second
step of correcting and confirming the results. To estab-
lish face validity of the questionnaire, five midwives who
had clinical experience working in health facilities
responded to the questionnaire, and from their answers,
the items were modified.
Additionally, a facility checklist for collecting data of

the participating facilities was used to assess the health
facilities where participating nurses and midwives have
worked in terms of their working environment.

Data collection and analysis
Data were collected between September 2016 and
October 2016. Participants were informed about the
purpose, methods and ethical considerations. The ques-
tionnaire and a self-seal opaque envelope were provided
to the participants. After completing the questionnaire,
sealed envelopes with the questionnaire could be

Shimoda et al. BMC Pregnancy and Childbirth          (2020) 20:584 Page 3 of 10



returned in the nurse stations of their wards. Returning
the completed questionnaire was regarded as agreement
of participation. The time required for completing the
questionnaire was 20 to 30 min. The RAs collected the
envelopes during their shifts or in the next morning.
Completed questionnaires were only opened by the re-
searchers. Nursing officers in charge or ward gatekeepers
provided data regarding the characteristics of their facil-
ity and obstetric statistics.
Data entry and analyses were performed using SPSS

version 25 J statistical software. The null hypothesis,
namely, data were ‘missing completely at random’
(MCAR), was rejected using Little’s MCAR test (p <
0.001). As the data were not MCAR, multiple imputation
was performed [35]. As a result, 17 cases (one with >
50% missing data for all variables; 16 with already > 80%
missing data for D&A) were excluded and two cases
were pairwise deleted from the analysis because of miss-
ing data.
Descriptive statistics were used to summarize the

background of the participants and facilities. Data of
D&A behaviors were summarized using numbers (%)
and frequency tables. To examine bivariate relationships
between D&A behaviors and IWS, nurses’ and midwives’
working conditions and facility characteristics, t-test,
one-way analysis of variance and calculation of Pearson’s
correlation coefficient were used. To develop a model
for predicting D&A of nurses and midwives based on
several factors such as their characteristics, working con-
ditions, and working environment, multiple regression
analysis was used. Factors which were slightly correlated
(r ≈ 0.2) with D&A behaviors’ total scores, associated
with an increase or decrease in the score, and consistent
with the conceptual framework of previous studies were
used by forward selection after controlling simultan-
eously for potential confounders. The level of signifi-
cance was two-sided at p < 0.05.

Results
In this study, 456 questionnaires were distributed to
nurses, midwives and nursing assistants who were eli-
gible with a 100% response rate. Of the 439 total partici-
pants, 113 came from referral level hospitals, 116 from
regional hospitals, 106 from district hospitals and 104
from health centers. As there was no large difference be-
tween the multiple imputation dataset and the original
dataset, we only present the results after performing
multiple imputation.

Characteristics of participants and study settings
Mean age of the participants was 34.3 years with 8.7
years of experience as nurses and midwives. The major-
ity (n = 390; 88.8%) had completed college (Table 1).
Mean working hours per week was 49.4, and more than

60% worked regularly during night shifts. Regarding
overtime work, only 7 over 33 (21%) in health centers
were paid for overtime work compared with 34 over 53
(64.2%) in referral level hospitals and 32 over 55 (58.2%)
in regional hospitals.
The regional level hospitals had the largest number of

annual vaginal births (mean = 10,014 ± 4040) whereas
the referral level hospitals had the highest number of an-
nual cesarean sections (mean = 3114 ± 1943). The num-
bers of staff and beds were relative to the scale of each
facility. There were few antenatal wards with partitions
between beds (n = 8; 26.7%), although almost 19 (63.3%)
of the facilities had partitions in the labor wards. The
majority (n = 26; 86.7%) of the facilities had a rule
restricting the right of women to have a birth compan-
ion during childbirth. Regarding in-service education,
about 22 facilities (73.3%) had a supervision system for
educating new nurses and midwives.

Reported D&A behaviors
Table 2 shows D&A behaviors which were reported after
performing multiple imputation. The majority of the
participants (n = 422; 96.1%) had engaged in one of the
22 forms of D&A behavior at the least, and in two of the
22 forms of D&A behavior at the most: 5.20 ± 3.42
(range 0–20). Mean total score of D&A was 32.5 ± 7.134
(range 22–110). The most common D&A was “not drap-
ing women’s legs when performing vaginal examination”
(n = 290; 66.0%).
Nine forms of D&A were reported in less than 20% of

the participants. Also, four behaviors were reported by a
single-digit percentage of the participants (Table 3).
According to the frequency distribution, participants

had a higher tendency to answer “sometimes” or
“several” rather than “always” or “often”, except for two
behaviors: “not draping women’s legs when performing
vaginal examination” and “asking women about their
private information in public”.

Factors related to D&A
To identify factors that may be related to D&A behav-
iors, bivariate analysis was conducted to determine the
relationships of D&A scores with individual and facility
factors.
There was no significant correlation between sociode-

mographic characteristics of the participants and D&A
scores. Educational background, employment status and
individual working experiences were not related to D&A
scores.
Regarding working conditions and working environ-

ment, there were no factors that showed a significant
correlation with D&A scores. Commute to work, having
night shifts and overwork, number of days off, salary,
side jobs, and frequency of breaks during each shift
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showed no relation with D&A behaviors. As for facility
factors, facility levels, number of staff, beds, births, and
deaths, assignment systems and supervision systems for
educating new nurse-midwives also showed no relation-
ship with D&A scores.
Work satisfaction of the participants was measured

using Stamp’s IWS. Regarding working satisfaction, two
factors of the IWS (i.e., ‘professional status’ and ‘inter-
action between nurses’) showed a weak correlation with
D&A behaviors. There was a significant negative
correlation between D&A scores and professional status
(r = − 0.233 p < 0.001) and interaction between nurses
(r = − 0.248, p < 0.001).

After repeating the multiple regression analysis and
comparing many models that were extracted as candi-
dates for predicting D&A behaviors, the following model
was retained as the best model, which was both statisti-
cally and clinically significant and had comprehensibility
(Table 3). There were no other suitable models that had
notable high determination coefficients even when con-
sidering other models in comparison and these other
models were also in a range of R2 < 2.0.
The results of the multiple regression analysis using

total scores of D&A as a dependent variable indicated
five factors related to D&A, namely, ‘working hours per
week’, ‘taking a break during evening shifts’, ‘professional

Table 1 Sociodemographic characteristics and participants’ working conditions (N = 439)

Variable Response Measure

Age in years, Mean (SD) 34.3 (±8.4)

Sex, n (%) Male 54 (12.3)

Female 385 (87.7)

Living with family members, n (%) Yes 375 (85.4)

No 64 (14.6)

Having to care for other persons in household, n (%) Yes 363 (82.7)

No 76 (17.3)

Having a house keeper at home, n (%) Yes 287 (65.4)

No 152 (34.6)

Level of educational attainment, n (%) College graduates or lower 390 (88.8)

University graduates or higher 49 (11.2)

Job status level Head / In-charge nurse 129 (29.4)

Staff nurse / assistant 310 (70.6)

Length of nursing experience in years, Mean (SD) 8.7 (±8.0)

Commute time to work (minutes), Mean (SD) 77.8 (±51.2)

Working hours per week (hours), Mean (SD) 49.4 (±22.4)

Working in night shift, n (%) Yes 299 (68.1)

No 140 (31.9)

Working overtime, n (%) Yes 192 (43.7)

No 247 (56.3)

Number of births conducted in the last month, Mean (SD) 25.0 (±27.9)

Number of days off per month (days), n (%) less than 8 days 134 (30.5)

8 days or more 305 (69.5)

Taking a break during evening shift Morning shift
(6 h: 7 8 am - 1 2 pm), Mean (SD)
(Range: 1=never - 5=always)

1.7 (0.7)

Evening shift
(6 h: 1 2 pm - 7 8 pm), Mean (SD)
(Range: 1=never - 5=always)

1.8 (0.7)

Night shift
(12 h: 7 8 pm - 7 8 am), Mean (SD)
(Range: 1=never - 5=always)

1.1 (1.0)

Monthly salary (USD), Mean (SD) 238 (±110.6)

IWSa total score (Range: 44 - 308) 179.8 (26.2)
aIWS Index of Working Satisfaction
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status’, ‘interaction between nurses’, and ‘any type of
supervision for new nurse-midwives’, explaining the vari-
ance with an R2 of 0.132 (Table 3). D&A behaviors
scores increased with an increase in working hours per
week (β = 0.067) and frequency of breaks during evening
shifts (β = 0.185). On the other hand, D&A behaviors
scores decreased with an increase in scores of ‘profes-
sional status’ (β = − 0.171) and ‘interaction between

nurses’ (β = − 0.153). Also, nurses and midwives who
worked in facilities where there was no supervision sys-
tem for new nurses and midwives scored lower than
those who had supervision (β = − 0.091).

Discussion
The present study is one of the few studies that focus on
the self-reported D&A behaviors of healthcare providers

Table 2 Frequency distribution of self-reported D&A behaviors toward women after performing multiple imputation (N = 439)

Enacted Not enacted

Total
N (%)

Always
n (%)

Often
n (%)

Sometimes
n (%)

Seldom
n (%)

Never
N (%)

Not draping women's legs when preforming vaginal examination 290 (66.0) 140 (31.9) 67 (15.4) 42 (9.6) 40 (9.1) 149 (34.0)

Not obtaining consent for performing episiotomy 203 (46.2) 16 (3.6) 44 (10.0) 58 (13.1) 85 (19.4) 236 (53.8)

Conducting deliveries even when many staff or students are present 189 (43.1) 37 (8.5) 37 (8.3) 32 (7.3) 83 (19.0) 250 (56.9)

Not telling the results of blood pressure reading 169 (38.6) 4 (0.9) 29 (6.6) 39 (8.9) 97 (22.2) 270 (61.4)

Blaming adolescent girls for being too young to get pregnant 164 (37.3) 14 (3.2) 17 (3.8) 47 (10.8) 86 (19.5) 275 (62.7)

Not using anesthesia for episiotomy or suturing the perineal tears 155 (35.4) 29 (6.6) 26 (5.9) 19 (4.4) 81 (18.5) 284 (64.6)

Scolding when women do not comply 122 (27.8) 7 (1.6) 6 (1.4) 38 (8.7) 71 (16.1) 317 (72.2)

Threatening when women do not comply 121 (27.6) 13 (3.0) 19 (4.4) 28 (6.4) 61 (13.8) 318 (72.4)

Not offering words of sympathy for women who suffer from labor
pains

118 (27.0) 7 (1.6) 6 (1.4) 10 (2.3) 95 (21.7) 321 (73.0)

Preventing discharge until women completed payment 108 (24.5) 14 (3.2) 21 (4.7) 29 (6.6) 44 (10.1) 331 (75.5)

Asking women about their private information in public 104 (23.7) 58 (13.2) 22 (5.0) 6 (1.4) 18 (4.1) 335 (76.3)

Not obtaining consent for performing vaginal examination 102 (23.2) 2 (0.5) 9 (2.1) 17 (3.9) 74 (16.8) 337 (76.8)

Slapping women's legs to open during second stage of labor 92 (21.0) 5 (1.1) 4 (0.9) 31 (7.1) 52 (11.9) 347 (79.0)

Prohibiting eating or drinking even when labor progress is normal 76 (17.2) 11 (2.5) 7 (1.6) 20 (4.6) 37 (8.5) 363 (82.8)

Ignoring women yelling for help 68 (15.6) 9 (2.1) 7 (1.6) 18 (4.0) 35 (7.9) 371 (84.4)

Fail to arrive in time to conduct delivery 50 (11.4) 5 (1.1) 2 (0.5) 7 (1.5) 36 (8.2) 389 (88.6)

Not checking fetal heart rate until neonate is born 45 (10.3) 12 (2.7) 10 (2.3) 4 (0.9) 19 (4.4) 394 (89.7)

Using fragment of broken glass ampule or needles for AROMa 35 (7.9) 5 (1.1) 2 (0.4) 12 (2.8) 16 (3.6) 404 (92.1)

Charting false results to complete partograph 25 (5.7) 1 (0.2) 1 (0.2) 5 (1.1) 18 (4.1) 414 (94.3)

Pushing abdomen to rush delivery even when not an emergency 25 (5.7) 1 (0.2) 1 (0.2) 3 (0.7) 20 (4.6) 414 (94.3)

Refusing to take care of HIV-positive women 14 (3.2) 7 (1.6) 2 (0.5) 1 (0.2) 4 (0.9) 425 (96.8)

Asking for bribes for their own services 5 (1.1) 1 (0.2) 0 (0.0) 0 (0.0) 4 (0.9) 434 (98.9)
aAROM Artificial Rupture of Membranes

Table 3 Multiple regression analysis of variables related to D&A behaviors

Independent variables Dependent variable

D & A attitude questionnaire total

β (95% CI)

Working hours per week 0.067 (- 0.019 ― 0.154)

Taking a break during evening shifts 0.185** ( 0.096 ― 0.273)

Professional status - 0.171** (- 0.266 ― - 0.076)

Interaction between nurses - 0.153* (- 0.248 ― - 0.058)

Any type of supervision for new nurse-midwives - 0.091* (- 0.177 ― - 0.006)

R2 0.132

β standardized regression coefficients, CI confidence interval, D&A disrespect and abuse
** P < 0.01, * P < 0.05
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in multiple settings of four different levels of health facil-
ities in three different regions in Tanzania. Nearly all
participants reported enacting at least one or two forms
of D&A.
The most commonly reported D&A was a form of

non-confidential care which involved ‘not draping
women’s legs when performing a vaginal examination’.
This was the only form of D&A whose percentage of
enacted behavior exceeded that of non-enacted behavior.
The third commonly reported D&A was also a form of
non-confidential care. According to a previous Tanza-
nian direct observation study, 23% (n = 46/197) of
mothers during examination and 58% (n = 115/197) dur-
ing birth were not provided any leg covering [19]. An-
other direct observation study also reported that more
than half of women were not covered before birth [36].
As a number of participants in the present study worked
in facilities where there was no partition between beds,
privacy is a continuing concern. Sando et al. reported
that almost all postpartum women (90%) shared beds in
their study in Tanzania [19]. In realistic terms, facility
environments in Tanzania make it more difficult to pro-
tect women’s privacy.
Non-consented care was another form of D&A that

ranked high in the participant’s self-report. This is in
agreement with Sando et al. who revealed by direct ob-
servation of client-provider interactions that midwives
failed to get informed consent from about 80% of
women before performing the procedures [19].
Nearly 30% of the participants scolded and threatened

the women when they did not comply with their re-
quirements (i.e., non-dignified care). In previous studies
involving women’s reports, verbal abuse was identified
as one of the most common D&A behaviors [14, 19].
Nurses and midwives commonly justified their verbal
abuse believing that harsh or violent comments were ne-
cessary and unavoidable to make women obey and to
ensure a safe birth [16, 37–39]. As verbal abuse was re-
stricted to noncompliant women in these previous stud-
ies, the participants in the present study may not have
also recognized verbal abuse as D&A, and scolding and
threatening of noncompliant women might have become
common practice.

Risk of harm and life-threatening aspects of D&A
Although the enacted rate of D&A varied only by about
10 to 30% in the present study, participants in previous
studies were conscious of engaging in physical abuse
and abandonment of care, which can directly cause poor
outcomes for both women and their babies. The present
study showed that 35.4% of the participants performed
episiotomy or suturing of perineal tears without
anesthesia, whereas a previous study showed 5% [19].
Moreover, the present study showed that 5.7% of the

participants pushed women’s abdomen to hasten birth
even in non-emergency cases, whereas a previous study
showed 3.8% [17]. Physical force was occasionally used
as an aspect of corporal punishment when women did
not comply with the provider’s instructions [37]. Simi-
larly to the justification of verbal abuse, physical abuse
might also have been conducted routinely.
Moreover, 10 to 15% reported abandoning their pa-

tients and exposing women and babies to the risk of
death. Ignoring and neglecting women are also some of
the most common D&A behaviors in Tanzania. Accord-
ing to women’s reports in previous studies, about 8%
were ignored and neglected when they needed providers
during childbirth. Many nurses and midwives reportedly
showed no concern for laboring women and occasionally
childbirth occurred without healthcare providers with
babies dying [15, 33]. In a meta-analysis, midwives in
sub-Saharan Africa took action only when women
reached the second stage of labor, as they are only fo-
cused on childbirth but not on supporting women dur-
ing the first stage of labor [40]. Thus, abandonment of
care limits assessment of labor progress, which may lead
to poor birth outcomes.

Working conditions and systems as factors related to
D&A
Our study showed that heavy workload, poor relation
with co-workers, pride of their own job and lack of super-
vision were related to D&A behaviors of nurses and mid-
wives, as similarly found in previous studies [16, 37, 41,
42]. However, the characteristics of the nurses and mid-
wives and facility structural factors, which were expected
to be factors related to D&A, were not significantly cor-
related in this study.
The factor that had the highest impact on D&A was

‘breaks during evening shifts’, which increase D&A
scores proportionally. As heavy workload has been sus-
pected to be one of the factors related to D&A behaviors
of healthcare providers, taking sufficient breaks is cru-
cial. However, the present results showed that the partic-
ipants who took more breaks during evening shifts
tended to enact D&A more than those who did not. As
taking breaks means that nurses and midwives leave
their duty and women temporarily, this variable might
have been particularly related to the abandonment of
care. Unbelievably, women have been reported to be left
alone during childbirth while nurses and midwives take
a lunch, sleep and chat [15, 43]. Inevitably, nurses and
midwives who take frequent breaks will have less inter-
action with women, and may more frequently commit
D&A such as abandonment of care.
High ‘professional status’, being proud as nurses and

midwives, and having a mindset that their jobs are im-
portant and valued translate into more respectful care of
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women. In previous studies, professional identity and re-
spect of nurses and midwives have been discussed as fac-
tors related to D&A, although it was not specified
whether they were positively or negatively related [13,
38]. This may be associated with higher motivation of
nurses and midwives for their work if they believe that
their jobs are worthwhile. Thus, working without being
respected and valued by others and without gratitude for
the care provided could result in increased
demoralization at work and the venting of frustration on
women [42]. Monetary rewards may not be sufficient to
afford providers with self-respect. Although financial in-
centives are important for motivating nurses and mid-
wives, previous studies importantly stated that they also
need to feel valued, supported and respected for their
own professional value to be empowered and gain a
higher self-esteem [41, 44].
Another reported factor commonly related to D&A

behaviors was poor relationship among colleagues [10,
20, 45]. ‘Interaction between nurses’ showed a negative
correlation with D&A. Participants who have harmoni-
ous relationships with other nurses had a lower engage-
ment in D&A. On the other hand, a cycle of abuse may
be conventional in that nurses and midwives may not at-
tempt to treat women respectfully unless they are
respected by their co-workers.
Lack of supportive supervision is also one of the most

common factors related to D&A, as commonly stated in
previous studies [10, 13, 20] and supported by our study.
Continuing education regardless of type for starting
nurses and midwives may ameliorate D&A behaviors.
Supervision systems can make new nurses and midwives
feel supported by senior staff who can become role
models. All the more, interactions rather than supervi-
sion systems are anticipated to bring affective changes
that can positively influence behaviors of nurses and
midwives to women. Although the impact of ‘working
hours’ on D&A behaviors was the smallest, long working
hours have also been argued in other studies as a factor
related to more D&A [6, 37]. Working long hours may
cause not only fatigue among nurses and midwives, but
also decreased motivation and job satisfaction [41], lead-
ing to uncaring behaviors towards women [10].

Implementation of changes at the individual and working
environment levels
Based on our analysis, evidence indicates that satisfying
working conditions and optimal supervision systems in-
cluding respect for healthcare providers and harmonious
personal relationships are important in reducing D&A.
It may be difficult to reduce D&A behaviors of health-
care providers by changing their morals through their
own individual efforts alone. However, fostering a pleas-
ant working atmosphere, good working conditions and

systems, and a professional and respectful facility culture
exemplified by harmonious relationships among col-
leagues, patients and the community is crucial in assist-
ing healthcare providers function optimally with a sense
of respect and kindness. Working in an atmosphere
wherein healthcare providers feel respected by others
will affect how they treat women respectfully. Under-
standing both drivers and context of D&A is needed ra-
ther than blaming the attitudes and behaviors of
individual healthcare workers [40]. As diverse factors are
implicated in the development and complex context of
D&A, avoidance of blaming only healthcare providers is
paramount. In the context of D&A occurrence, both
the provider’s individual and facility environment
factors were conducive to develop disrespectful be-
haviors [19, 20].

Limitations and strengths
This study has some limitations. Retrospective studies
can have a recall bias wherein the participants may have
a faulty recall of their D&A events as a potential limita-
tion. The questionnaire for measuring D&A behaviors
had only one to three items to identify each category
and overall internal consistency was moderate. The next
step to consider is scale refinement. The psychometric
properties of the scale should be considered for further
development such as factor analysis. As this was an ini-
tial study, a more encompassing or complex model for
predicting D&A behaviors was beyond the scope of this
work. It was also possible to explain D&A behaviors
using other factors that are assumed to be related to
D&A but not included in this study. These include pro-
vider’s perception of women, provider’s own history of
being abused, and the culture of the facility.
Regarding the strengths of the present study, this is

one of the few studies of self-reported D&A behaviors of
healthcare providers. Moreover, the data collection cov-
ered four levels of public health facilities in three regions
of Tanzania. Thus, involvement of multiple facilities and
regions in Tanzania indicates its strength in terms of ex-
ternal validity.
Notably, D&A is an important issue faced not only by

Tanzania and other low-income countries, but also by
high-income countries. As healthcare providers involved
with childbirth care are not only nurses and midwives,
further research on D&A targeting obstetricians and
other providers is warranted.

Conclusion
Nearly all nurses and midwives who participated in this
study in Tanzania reported enacting at least one or two
forms of D&A during childbirth. The most prevalent
D&A behaviors engaged in by a relatively large propor-
tion of nurses and midwives were non-confidential care,
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non-consented care and non-dignified care including
verbal abuse. These D&A behaviors might have a psy-
chological effect on women’s childbirth experience. Less
prevalent D&A behaviors engaged in by nurses and mid-
wives were physical abuse and abandonment of care.
These have potential life-threatening impact on women
and newborns.
Five factors were found to be related to D&A behav-

iors of nurses and midwives as indicated by D&A scores.
D&A scores increased with an increase in ‘working
hours per week’ and ‘taking a break during evening
shifts’. D&A scores decreased with an increase in the
scores of the ‘two components of IWS (professional sta-
tus and interaction between nurses)’, and ‘any type of
supervision for new nurse-midwives’. Almost all other
demographic characteristics of nurses and midwives
were not significantly correlated with D&A. Working
conditions and the healthcare system were related to
D&A behaviors of nurses and midwives rather than their
individual and facility structural characteristics.

Supplementary information
Supplementary information accompanies this paper at https://doi.org/10.
1186/s12884-020-03256-5.

Additional file 1.

Abbreviations
D&A: Disrespect and Abuse; SDGs: Sustainable Development Goals;
RAs: Research Assistants; IWS: Index of Working Satisfaction

Acknowledgements
This study was conducted as a part of the project of the Asia Africa
Midwifery Research Center of St. Luke’s International University in Japan and
Muhimbili University of Health and Allied Sciences in Tanzania.
The authors gratefully acknowledge the midwives, nurses, and nursing
assistants who participated in this study. The authors also thank the regional
and district officers, and directors and nursing managers of each facility
setting for giving permission to conduct this study, and to our research
assistants for their great cooperation.
The authors are indebted to Dr. Edward Barroga (http://orcid.org/0000-0002-
8920-2607), Medical and Nursing Science Editor and Professor of Academic
Writing at St. Luke’s International University, Tokyo, Japan for reviewing and
editing the article.

Authors’ contributions
KS conceptualized and designed the study, acquired and analyzed data, and
was the chief writer of the manuscript. SH supervised the whole study. KS
wrote the initial draft of the manuscript. SH and SL critically reviewed the
manuscript and made important content revisions. All the authors read and
approved the final manuscript.

Funding
This work was supported by the Japan Society for the Promotion of Science
Core-to-core program (2015–2018), and the Japan Society for the Promotion
of Science Grant-in-Aid for Young Scientists (19 K19653). The funders had no
role in the study design, data collection and analysis, decision to publish, or
preparation of the manuscript.

Availability of data and materials
All data generated or analyzed during this study are included in this
published article.

Ethics approval and consent to participate
This study was conducted based on the Helsinki principles of ethics such as
voluntarily participation, anonymity, and protection of privacy and personal
information. The questionnaire was self-administered and based on the prin-
ciples of voluntarily participation. The participants were informed about the
purpose, methods, and ethical considerations verbally by the researcher or/
and RAs using a written participation request, and the questionnaire and a
self-seal opaque envelope were given to all those who participated in this
study. After completing the questionnaire, the participants placed the sealed
envelope with the questionnaire at the nurse stations of their own wards.
Returning the questionnaire was regarded as agreement to participate in this
study. Informed consent was obtained verbally as personal information of
the participants were not taken and all the data were anonymized to main-
tain patient anonymity.
The researcher received ethical approval from the Ethics Committee of St.
Luke’s International University (16-A002), the Ethics Committee of the
National Institute for Medical Research, Tanzania, and the Muhimbili
University of Health and Allied Sciences Research and Publication
Committee. The researcher also obtained a license to use the IWS from the
copyright holder.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests associated with
this study. SH, an associate editor of this journal, declares that (i) no support,
financial or otherwise, has been received from the journal that may pose a
conflict of interest in the submitted work; and that (ii) there are no other
relationships or activities that could have influenced the submitted work.

Author details
1Graduate School of Nursing Science, St. Luke’s International University, 10-1
Akashi-cho, Chuo-ku, Tokyo 104-0044, Japan. 2School of Nursing, Muhimbili
University of Health and Allied Sciences, P.O. Box 65004, Dar es Salaam,
Tanzania.

Received: 5 January 2020 Accepted: 15 September 2020

References
1. United Nations Development Programme. Sustainable Development Goals

2015 [Available from: http://www.undp.org/content/undp/en/home/
mdgoverview/.

2. World Health Organization. Gender, equity and human rights: Sustainable
Development Goals and GER 2015 [Available from: http://www.who.int/
gender-equity-rights/news/sdgs-and-ger/en/.

3. van den Broek NR, Graham WJ. Quality of care for maternal and newborn
health: the neglected agenda. BJOG. 2009;116(Suppl 1):18–21.

4. Tuncal P, Were WM, MacLennan C, et al. Quality of care for pregnant
women and newborns-the WHO vision. BJOG. 2015;122:1045–9.

5. World Health Organization. WHO recommendations: intrapartum care for a
positive childbirth experience. Geneva: World Health Organization; 2018.

6. Miller S, Cordero M, Coleman AL, et al. Quality of care in institutionalized
deliveries: the paradox of the Dominican Republic. Int J Gynaecol Obstet.
2003;82:89–103 discussion 87-8.

7. Sharma G, Mathai M, Dickson KE, et al. Quality care during labour and birth:
a multi-country analysis of health system bottlenecks and potential
solutions. BMC Pregnancy Childbirth. 2015;15(Suppl 2):S2.

8. McConville F, Lavender DT. Quality of care and midwifery services to meet
the needs of women and newborns. BJOG. 2014;121(Suppl 4):8–10.

9. Takehara K, Noguchi M, Shimane T, Misago C. A longitudinal study of
women’s memories of their childbirth experiences at five years postpartum.
BMC Pregnancy Childbirthn. 2014;14:221.

10. Mannava P, Durrant K, Fisher J, Chersich M, Luchters S. Attitudes and
behaviours of maternal health care providers in interactions with clients: a
systematic review. Glob Health. 2015;11:36.

11. Miller S, Lalonde A. The global epidemic of abuse and disrespect during
childbirth: history, evidence, interventions, and FIGO’s mother-baby friendly
birthing facilities initiative. Int J Gynaecol Obstet. 2015;131(Suppl 1):S49–52.

Shimoda et al. BMC Pregnancy and Childbirth          (2020) 20:584 Page 9 of 10

https://doi.org/10.1186/s12884-020-03256-5
https://doi.org/10.1186/s12884-020-03256-5
http://orcid.org/0000-0002-8920-2607
http://orcid.org/0000-0002-8920-2607
http://www.undp.org/content/undp/en/home/mdgoverview/
http://www.undp.org/content/undp/en/home/mdgoverview/
http://www.who.int/gender-equity-rights/news/sdgs-and-ger/en/
http://www.who.int/gender-equity-rights/news/sdgs-and-ger/en/


12. White Ribbon Alliance. Respectful maternity care: The Universal Rights of
Childbearing Women 2011 [Available from: http://whiteribbonalliance.org/
wp-content/uploads/2013/10/Final_RMC_Charter.pdf.

13. Bowser D, Hill K. Exploring evidence for disrespect and abuse in facility-
based childbirth: report of a landscape analysis 2010 [Available from:
https://cdn2.sph.harvard.edu/wp-content/uploads/sites/32/2014/05/
Exploring-Evidence-RMC_Bowser_rep_2010.pdf.

14. Kruk ME, Kujawski S, Mbaruku G, Ramsey K, Moyo W, Freedman LP.
Disrespectful and abusive treatment during facility delivery in Tanzania: a
facility and community survey. Health Policy Plan. 2018;33:e26–33.

15. McMahon SA, George AS, Chebet JJ, Mosha IH, Mpembeni RN, Winch PJ.
Experiences of and responses to disrespectful maternity care and abuse
during childbirth; a qualitative study with women and men in Morogoro
Region, Tanzania. BMC Pregnancy Childbirth. 2014;14:268.

16. Mselle LT, Moland KM, Mvungi A, Evjen-Olsen B, Kohi TW. Why give birth in
health facility? Users’ and providers’ accounts of poor quality of birth care in
Tanzania. BMC Health Serv Res. 2013;13:174.

17. Sando D, Kendall T, Lyatuu G, Ratcliffe H, McDonald K, Mwanyika-Sando M,
et al. Disrespect and abuse during childbirth in Tanzania: are women living
with HIV more vulnerable? J Acquir Immune Defic Syndr. 2014;67(Suppl 4):
S228–34.

18. Kujawski S, Mbaruku G, Freedman LP, Ramsey K, Moyo W, Kruk ME.
Association between disrespect and abuse during childbirth and Women’s
confidence in health facilities in Tanzania. Matern Child Health J. 2015;19:
2243–50.

19. Sando D, Ratcliffe H, McDonald K, et al. The prevalence of disrespect and
abuse during facility-based childbirth in urban Tanzania. BMC Pregnancy
Childbirth. 2016;16:236.

20. Bohren MA, Vogel JP, Hunter EC, et al. The mistreatment of women during
childbirth in health facilities globally: a mixed-methods systematic review.
PLoS Med. 2015;12:e1001847 discussion.

21. Reis V, Deller B, Smith J. Respectful Maternity Care Country experiences
2012 [Available from: https://www.k4health.org/sites/default/files/RMC%2
0Survey%20Report.pdf.

22. Ensor T. Overcoming barriers to health service access: influencing the
demand side. Health Policy Plan. 2004;19(2):69–79.

23. Kruk ME, Mbaruku G, McCord CW, Moran M, Rockers PC, Galea S. Bypassing
primary care facilities for childbirth: a population-based study in rural
Tanzania. Health Policy Plan. 2009;24:279–88.

24. Larson E, Hermosilla S, Kimweri A, Mbaruku GM, Kruk ME. Determinants of
perceived quality of obstetric care in rural Tanzania: a cross-sectional study.
BMC Health Serv Res. 2014;14:483.

25. Moyer CA, Adongo PB, Aborigo RA, Hodgson A, Engmann CM. ‘They treat
you like you are not a human being’: maltreatment during labour and
delivery in rural northern Ghana. Midwifery. 2014;30:262–8.

26. World Health Organization. Prevention and elimination of disrespect and
abuse during childbirth 2014 [Available from: http://www.who.int/
reproductivehealth/topics/maternal_perinatal/statement-childbirth/en/.

27. National Bureau of Statistics (NBS) and Office of the Chief Government
Statistician (OCGS). Tanzania Demographic and Health Survey and Maralia
Indicator Survey 2015-2016. Dar es Salaam, Tanzania: National Bureau of
Statistics; 2016.

28. Polit DF, Beck CT. Kango kenkyu genri to houhou [NURSING RESEARCH:
principles and methods, seventh edition]. Tokyo: Elsevier; 2010.

29. Stamps PL. Nurses and work satisfaction : an index for measurement.
Chicago: Health Administration Press; 1997.

30. Abuya T, Ndwiga C, Ritter J, et al. The effect of a multi-component
intervention on disrespect and abuse during childbirth in Kenya. BMC
Pregnancy Childbirth. 2015;15:224.

31. Asefa A, Bekele D. Status of respectful and non-abusive care during facility-
based childbirth in a hospital and health centers in Addis Ababa, Ethiopia.
Reprod Health. 2015;12:33.

32. Okafor II, Ugwu EO, Obi SN. Disrespect and abuse during facility-based
childbirth in a low-income country. Int J Gynaecol Obstet. 2015;128:110–3.

33. Shimoda K, Horiuchi S, Leshabari S, Shimpuku Y. Midwives’ respect and
disrespect of women during facility-based childbirth in urban Tanzania: a
qualitative study. Reprod Health. 2018;15:8.

34. Warren N, Beebe M, Chase RP, Doumbia S, Winch PJ. Negenegen: sweet
talk, disrespect, and abuse among rural auxiliary midwives in Mali.
Midwifery. 2015;31:1073–80.

35. Hayati Rezvan P, Lee KJ, Simpson JA. The rise of multiple imputation: a
review of the reporting and implementation of the method in medical
research. BMC Med Res Methodol. 2015;15:30.

36. Rosen HE, Lynam PF, Carr C, et al. Direct observation of respectful maternity
care in five countries: a cross-sectional study of health facilities in east and
southern Africa. BMC Pregnancy Childbirth. 2015;15:306.

37. d’Oliveira AFPL, Diniz SG, Schraiber LB. Violence against women in health-
care institutions: an emerging problem. Lancet. 2002;359:1681–5.

38. Jewkes R, Abrahams N, Mvo Z. Why do nurses abuse patients?
Reflections from south African obstetric services. Soc Sci Med. 1998;
47:1781–95.

39. Pettersson KO, Johansson E, Pelembe Mde F, Dgedge C, Christensson K.
Mozambican midwives’ views on barriers to quality perinatal care. Health
Care Women Int. 2006;27:145–68.

40. Bradley S, McCourt C, Rayment J, Parmar D. Disrespectful intrapartum care
during facility-based delivery in sub-Saharan Africa: a qualitative systematic
review and thematic synthesis of women’s perceptions and experiences.
Soc Sci Med. 2016;169:157–70.

41. Manongi RN, Marchant TC, Bygbjerg IC. Improving motivation among
primary health care workers in Tanzania: a health worker perspective. Hum
Resour Health. 2006;4:6.

42. Mumtaz Z, O’Brien B, Higginbottom G. Navigating maternity health care: a
survey of the Canadian prairie newcomer experience. BMC Pregnancy
Childbirth. 2014;14:4.

43. Mselle LT, Kohi TW, Mvungi A, Evjen-Olsen B, Moland KM. Waiting for
attention and care: birthing accounts of women in rural Tanzania who
developed obstetric fistula as an outcome of labour. BMC Pregnancy
Childbirth. 2011;11:75.

44. Fujita N, Perrin XR, Vodounon JA, et al. Humanised care and a change in
practice in a hospital in Benin. Midwifery. 2012;28:481–8.

45. Behruzi R, Hatem M, Goulet L, Fraser W. The facilitating factors and
barriers encountered in the adoption of a humanized birth care
approach in a highly specialized university affiliated hospital. BMC
Womens Health. 2011;11:53.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Shimoda et al. BMC Pregnancy and Childbirth          (2020) 20:584 Page 10 of 10

http://whiteribbonalliance.org/wp-content/uploads/2013/10/Final_RMC_Charter.pdf
http://whiteribbonalliance.org/wp-content/uploads/2013/10/Final_RMC_Charter.pdf
https://cdn2.sph.harvard.edu/wp-content/uploads/sites/32/2014/05/Exploring-Evidence-RMC_Bowser_rep_2010.pdf
https://cdn2.sph.harvard.edu/wp-content/uploads/sites/32/2014/05/Exploring-Evidence-RMC_Bowser_rep_2010.pdf
https://www.k4health.org/sites/default/files/RMC%20Survey%20Report.pdf
https://www.k4health.org/sites/default/files/RMC%20Survey%20Report.pdf
http://www.who.int/reproductivehealth/topics/maternal_perinatal/statement-childbirth/en/
http://www.who.int/reproductivehealth/topics/maternal_perinatal/statement-childbirth/en/

	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Methods
	Study design, settings and participants
	Sample size
	Measurements of job satisfaction and D&A
	Data collection and analysis

	Results
	Characteristics of participants and study settings
	Reported D&A behaviors
	Factors related to D&A

	Discussion
	Risk of harm and life-threatening aspects of D&A
	Working conditions and systems as factors related to D&A
	Implementation of changes at the individual and working environment levels
	Limitations and strengths

	Conclusion
	Supplementary information
	Abbreviations
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

