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MISTREATMENT EXPERIENCES

IN U.S. BIRTH NARRATIVES:
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Abstract
Background: Traumatic births are those resulting in feelings of dis-
tress that persist after the birth experience. Health care providers may

play a role in these experiences through various forms of mistreatment.

Analyses of global birth experiences have generated several domains
of mistreatment. This study applies these evidence-based domains

of mistreatment as an a priori coding scheme for analysis of 96 oral
narratives of U.S.-based births to describe the nature of perceived
mistreatment using participants’ own descriptions of experiences.
Method: Ninety-six transcripts of oral birth stories from 61 participants
were coded using the domains of mistreatment experiences described

by the Bohren et al.’s (2015) systematic review of obstetric mistreatment.

Results: N =131 individual experiences of perceived obstetric
mistreatment were identified in 41 out of 96 narratives (42.7%). The
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most frequent types of experiences were Poor Rapport (90 incidenc-
es) and Failure to Meet Professional Standards of Care (29).

Clinical Implications: Although most women in our study did not
perceive any instances of obstetric mistreatment during their child-
birth, over 40% of participants noted at least one event that fit one

of the typologies we used as a framework for analysis. Visibility and
review of the types of perceived mistreatment experiences that occur
during birth enables health system leaders to implement prevention
and accountability strategies. Most instances of perceived mistreat-
ment during birth may be prevented through intentional implementa-
tion of individualized, respectful, supportive care during labor and birth.

Key words: Labor; Maternal—child nursing; Obstetric; Obstetric
nursing; Parturition; Pregnancy; Psychological trauma.
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bstetric mistreatment, dehumanizing treatment
by medical personnel that results in an experi-
ence of maternal victimization via the loss of
autonomy, is a factor contributing to traumatic
birth experiences (Darilek, 2018). The World Health Or-
ganization (WHO) has acknowledged the global preva-
lence of these experiences and the need to mitigate them,
asserting that people in labor are entitled to “the highest
attainable standard of health, which includes the right
to dignified, respectful health care” (WHO, 2014, p. 1)
and recommending “respectful maternity care... [that]
maintains [women’s] dignity, privacy and confidentiality,
and ensures freedom from harm and mistreatment [dur-
ing birth]” (WHO, 2018, p. 3) as the global standard of
care. This global call to action is supported by literature
on maternal perceptions of mistreatment, though most of
these inquiries are based on birth experiences outside the
United States (Allen, 1998; Moyzakitis, 2004; Nicholls
& Ayers, 2007; Thomson & Downe, 2008), suggesting a
need for investigations into the phenomenon of perceived
mistreatment in U.S.-based birth experiences.

One of the most robust assessments of domains of ob-
stetric mistreatment was conducted by Bohren et al.
(2015). Researchers applied a thematic synthesis approach
across 65 studies on experiences of mistreatment during
birth from 34 countries, generating an evidence-based
classification system of perinatal mistreatment experienc-
es consisting of seven domains: physical abuse, verbal
abuse, sexual abuse, stigma and discrimination, profes-
sional care failure, poor rapport, and system conditions. A
strength of the study is its use of a systematic review yield-
ing an evidence-based typology describing domains of
mistreatment that can be applied in future research to
identify frequencies and types of mistreatment across pop-
ulations. Although the study incorporated international
experiences, it may not be representative of any specific
country. Only one study from the United States met inclu-
sion criteria, compared with, for example, 11 studies
based in sub-Saharan Africa, and five each from Asia, the
Middle East and North Africa, and Latin America.

Development of an evidence-based typology laid the
groundwork for application of the domains in further
research. One of the U.S.-based expansions is Vedam et
al.’s (2019) application of the mistreatment domains in
a 60-item survey as part of the Giving Voice to Mothers
project. In their sample of 2,138 U.S. births, 17.3% of
participants self-reported experiencing some form of
mistreatment in accordance with the original domains,
suggesting the value of the domains as a framework for
assessing mistreatment in U.S. births in other contexts
and through other research approaches.

One limitation of survey-based applications of the do-
mains as an assessment strategy is that this approach relies
on participant identification of their experiences matching
Vedam et al.’s (2019) item wording, which can overly con-
strain instances in which participant experiences meet do-
main criteria. In contrast, this is a strength of a priori cod-
ing methodology, where experiential criteria are identified
directly from participants’ descriptions of their birth expe-
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Previous studies of traumatic experiences
during childbirth have identified perceived
mistreatment by caregivers as a serious
issue globally, but less attention has been
given to the role of mistreatment in birth
experiences in the United States.

riences (Blair, 2015). Other qualitative approaches have
been applied successfully to U.S. births, using inductive
thematic coding (Reed et al., 2017), phenomenological ap-
proaches (Beck, 2004), and meta-ethnographies recipro-
cally analyzed to identify shared themes (Elmir et al., 2010).

In our study, we extend on Bohren et al.’s (2015) and
Vedam et al.’s (2019) work in two ways to describe the to-
pography of obstetric mistreatment in a U.S. sample when
applying internationally informed obstetric mistreatment
domains. First, we apply Bohren et al.’s seven domains of
obstetric mistreatment (Poor Rapport, Failure to Meet Pro-
fessional Standards of Care, Stigma and Discrimination,
Verbal Abuse, System Conditions, Physical and Sexual
Abuse) as a coding methodology to a U.S. sample of oral
birth stories. These original domains were identified using
a thematic synthesis approach and therefore represent
broad, descriptive themes that describe types of mistreat-
ment phenomena observed across qualitative findings from
multiple studies. This domain identification approach used
by Bohren et al. is distinct from a review or evaluation of
medical records against standards of care to identify objec-
tive failures to meet stated care standards identified by li-
censing or other governing bodies, an approach that would
be especially difficult to use given the heterogeneity of the
original data sample, which includes studies from multiple
countries, each with their own systems for oversight of care
standards. Application of these themes as descriptive cate-
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gories is therefore appropriate for use in the analysis of
narratives, in which descriptions of experiences are the pri-
mary data unit. Rather than using a closed-form assess-
ment method (Vedam et al., 2019), we apply the domains
to the analysis of oral narratives where evaluative linguistic
indicators (e.g., It was traumatic) and affective indicators
(e.g., crying during narration) are used to interpret mean-
ing from the participants’ own descriptions and percep-
tions of their experiences during birth to determine whether
Bohren et al.’s domain criteria are met.

Methods

Participants

Participants over age 18 who had given birth in the Unit-
ed States were recruited via paper and digital flyers. The
call for participants read Participate in a research study
on birth and infant feeding. If you are at least 18 years
old and have experience giving birth, then we want you
to interview for a study on your experience. Participants
were not required to have experienced obstetric mis-
treatment to participate. Although birth, postpartum,
and infant feeding experiences were collected for this
sample, only birth narratives are analyzed in this study.
Paper copies of the flyer were distributed to three pediat-
ric offices, and other public spaces (e.g., college campus-
es, and community message boards) within the New
England region of the United States. Digital copies of the
flyer were distributed via national maternal health pro-
fessional ListServs, email contact lists for parenting and
infant feeding groups, and via a local provider network
contact list of approximately 300 clinical providers for
distribution to their networks and patients, and for in-
clusion in their newsletters or social media pages. Re-
cruitment was open from June 2018 through January
2020. This sample size is three times larger than the rec-
ommendation for thematic saturation (Hennink et al.,
2017) and was selected to protect against under identifi-
cation of anticipated low-frequency domain events (e.g.,

Sexual Abuse).

Measures

Preinterview Online Survey

The survey gathered participants’ demographic informa-
tion (e.g., birth history, age, race and ethnicity, marital
status, and residency). The survey intake collected addi-
tional information not used in the current study (e.g.,
mode and experience of infant feeding).

Interview Protocol

The interview protocol elicited narrative responses about
participants’ experiences with pregnancy, birth, and the
postpartum period; there were no questions specific to mis-
treatment, victimization, or care quality. During the inter-
view, participants were asked to share their birth story in
detail, as [they| experienced it, including any relevant cir-
cumstances leading up the birth that [they] consider impor-
tant. Participants were instructed to include any memory
that feels especially vivid or meaningful, including anything
that [they] were thinking or feeling at the time. Participants

140  vorumE 47 | NUMBER 3

with multiple birth experiences were invited to share their
stories in any order that made the most sense to them.

Procedure

Consent was obtained from participants before completion
of the preinterview online survey and at the beginning of
their interview. All interviews were audio-recorded for later
transcription. Participants were read a debriefing protocol at
the end of their interview that summarized the research pro-
cess, provided contact information for the research team,
and offered local and national resources for any participant
interested in support after recollecting negative experiences.
The narratives were recorded and promptly transcribed with
all identifying information (e.g., names and locations)
removed. Upon transcription, completion original audio
files were deleted. All study materials and protocols were
reviewed and approved by our Institutional Review Board.

Analysis

Audio recordings were initially transcribed using Tran-
scribe (Wreally, 2019) and checked for transcription accu-
racy by researchers. Transcripts were coded in NVivo 12
(QSR, 2018) using the seven obstetric mistreatment do-
mains identified by Bohren et al. (2015). To meet the do-
main criteria, Bohren et al.’s first-order identification crite-
ria of specific event types were used. For example, the
domain of Poor Rapport includes the second-order theme
of “ineffective communication,” which includes the criteria
of poor communication, dismissal of women’s concerns,
language and interpretation issues, and poor staff attitudes.

We relied on participants’ own description of their
birth experiences as the primary unit of analysis; there-
fore, researchers did not correct or edit participant de-
scriptions even when they were likely to contain misap-
plied or inaccurate medical terminology. Instead, to focus
coding on the perceptual experiences of participants and
mitigate potential effects of coder bias, incidents were
only coded when 1) they met one of Bohren et al.’s (2015)
domain criteria and 2) additional evaluative or affective
indicators reflected that the participant perceived the inci-
dent as mistreatment. Identification of evaluative indica-
tors was guided by the Appraisal Framework (Martin &
White, 2005), which describes linguistic features that in-
dicate attitudinal assessments in narratives.

For example, a participant said, I had a panic attack. [
was not really aware of certain aspects of the surgery... It
was traumatic. In this example, I was not really aware of
certain aspects of the surgery met the domain criteria for
Poor Rapport (primary domain) via ineffective communi-
cation (second-order theme) according to the identifying
criteria of poor communication (first-order theme criteria);
it was trauwmatic is an evaluative statement reflecting the
participants’ assessment of their experience, and therefore
meets the coding criteria. Similarly, Nobody responded and
nobody did anything [cries|] met the domain criteria for
Poor Rapport, and the indicator of cries satisfies the para-
linguistic criteria. In contrast, a participant stated, [The
physician] just wasn’t paying attention to us. But for the
most part I was fine with that. [The physician] just wasn’t
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paying any attention to us met the criteria for Poor Rap-
port, but the participants’ own evaluation (I was fine with
that) indicates no perceived mistreatment, and therefore
this was not coded as Poor Rapport.

Results

Participant Demographics

Sixty-one participants contributed 96 oral birth narratives;
some participants reported more than one birth experi-
ence. Average participant age was 34 years old (SD = 4.9;
Table 1). Most were married (82%), followed by those in
a committed partnership (13.1%), and those not in a rela-
tionship (4.9%). Participants mostly identified as white
(88.5%), followed by Asian/Asian-American (3.3%),
Black or African American (3.3 %), Middle Eastern (1.6%),
and Biracial (1.6%); 6.6% of participants were Hispanic
or Latina. Birth experiences include vaginal birth without
induction (37.5%), induced vaginal birth (25%), sched-
uled cesarean birth (15.6%), and emergency cesarean birth
(19.8%). Most participants were from the Northeast
(60.7%), followed by the Midwest (13.1%), South
(13.1%), and West (6.6%). The median time since birth
was 2 years with an interquartile range of 1 to 6 years.

Identification of Bohren et al.’s (2015) Obstetric Mis-
treatment Domains

Two coders reviewed narratives with 60% overlap across
codes. Coders’ interrater reliability was estimated using
Cohen’s Kappa and indicated strong agreement (k= 0.801).
Fifty-five narratives (57.3%) did not include any instances
of mistreatment. The other 41 (42.7%) narratives had an
average of 3.11 (SD = 3.04) unique instances per narrative,
totaling 131 unique instances from 37 unique participants
in our sample. The most frequently identified domain was
Poor Rapport (68.7% of all mistreatment codes), followed
by Failure to Meet Professional Standards of Care (22.1%),
Stigma and Discrimination (6.9%), Verbal Abuse (1.5%),
and System Conditions (.8%); there were no instances of
Physical and Sexual Abuse identified.

Poor Rapport Domain

Ineffective communication. Poor communication, dismissal
of maternal concerns, and language and interpretation issues
met the criteria for ineffective communication, totaling 71 in-
cidences (Table 2). Poor communication between participants
and their providers contributed to participant distress. Some
experienced anxiety at seeing providers react to emergency
situations without understanding the circumstances; one par-
ticipant described her distress at seeing her physician freaking
out while another recalled her provider acting in a panic.
Some participants responded to perceived distress among
their health care team with their own panic; one recalled, And
all of a sudden I had nurses coming in... I had no idea what
was going on but people are reaching [all around] and 1 just
started bawling. Another recalled feeling upset by lack of in-
formation about circumstances surrounding her emergency
cesarean stating, There was a lot of like motion and commo-
tion and like sort of an emergency feel to the whole thing...
And I was just like, “Wait, what?’.. .1t was upsetting and trau-
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TABLE 1. PARTICIPANT DEMOGRAPHIC DATA

S Descriptive
Characteristic Statistics

Age
Mean (SD) 34.3 (4.1)
Time Since Birth (in years)
Mean (SD) 4.6 (8.6)
Median 2
25% to 75% Percentile 1-6
Characteristic n (%)
Partnership Status
Married 50 (82.0)
Committed Partnership 8(13.1)
Not in Relationship 3(4.9)
Race/Ethnicity
White 54 (88.5)
Black or African American 2(3.3)
Asian or Asian American 2 (3.3)
Middle Eastern 1(1.6)
Biracial 1(1.6)
Hispanic or Latina 1(1.6)
Births per Participant
One 31 (32.3)
Two 23 (24.0)
Three 6 (6.3)
Four 1(1.0)
Birth Mode
Vaginal Birth, No Induction of Labor 36 (37.5)
Vaginal Birth, Labor Induced 24 (25.0)
Cesarean Birth, Scheduled 15 (15.6)
Cesarean Birth, Emergency 19 (19.8)

muatic. Participants who didn’t feel like procedures were ex-
plained to them felt unsupported by their providers.

Some participants reported that their concerns were dis-
regarded. A participant recalled, I kept saying like — people
aren’t listening to me. People aren’t bearing me, people are-
you know- it’s oh she’s just another mom. Some mothers
also felt like their pain was dismissed, with one recalling, It
took me like crying for them to finally realize that [the epi-
dural] wasn’t done correctly. Dismissing maternal concerns
contributed to maternal distress, with one participant sum-
marizing, I was a just angry and hurt and scared.

Loss of autonomy. Objectification, lack of respect for pre-
ferred birth positions and practices, denial of food and mo-
bility, and treating participants as passive participants in their
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births met the criteria for loss of autonomy, totaling 11 inci-
dences. Some participants felt mistreated after having their
mobility restricted in ways they felt were unnecessary. One
participant described having to fight for [her| right to move
around; another participant remarked, I found it really frus-
trating [being restricted] ... [the nurses] were just so resis-
tant.. .like I had to force them [to let me change positions].
Some participants spoke broadly in terms of their loss of con-
trol of their births. For example, a participant summarized, [
was just getting dragged along by all like these people and
just — I had no control...I felt very emotionally just crushed.

Lack of supportive care. Experiences in which partici-
pants felt poorly treated due to care that lacked compassion,
courtesy, or respect met the criteria for lack of supportive
care, totaling 8 incidences. Participants felt dehumanized by
routine procedures. One participant described feeling like a
cold piece of meat immediately following her cesarean. An-
other noted a difference in support between her nurses and
her doctor regarding cervical checks, The nurses were really
great. But the doctors who would come in - this was like
routine for them. So they were not very gentle. They’re just
like, ‘Ob just checking another woman.” So like that was
awful. Participants felt unsupported by providers, even
when they were physically present; one recalled, [During my
cesarean] I said, ‘Excuse me, I really feel like I'm going to
throw up’ and nobody responded, and nobody did anything
- nobody was looking at me [cries].

Failure to Meet Professional Standards of Care Domain
Exams and procedures. Physical exams and procedures
that are regarded as typical courses of care sometimes
resulted in perceived mistreatment from participants, to-
taling 12 incidences (Table 3). Inductions were a com-
mon source of maternal distress in this category, due to
both physical and psychological impacts. One partici-
pant described their induction as torture; another noted
that their induction made them feel tozally out of control.
Some participants attributed the pain of their procedures
directly to their care being rough or aggressive; one par-
ticipant recalled her water breaking during a routine
exam, prior to the start of labor, stating, It was pretty
forced from the doctor. In one particularly significant in-
cident, a participant recalled her experience of failed pain
management during her cesarean birth, summarizing, Af-
ter the spinal [block] - it wasn’t tested and 1 had a C-
section with no pain medication and so 1 was screaming
that I could feel everything like very like traumatic to
your whole body right? As well as your brain [cries].
Lack of informed consent. Some participants reported
that they had not provided informed consent for proce-
dures, totaling 9 incidences. Cervical checks were a com-
mon procedure associated with perceived mistreatment
due to lack of consent. One participant recalled, The doc-
tor comes in and literally just inserts his fingers inside of
my vagina to check me without any preamble at all

TABLE 2. POOR RAPPORT DOMAIN SUBCATEGORY EXAMPLES AND FREQUENCIES
| Second-OrderThemes | Examplein CurrentData | Frequency |

Ineffective
Communication

| just started bawling...l did- and | was just really upset about the whole
situation, and | guess | would have liked to know what was happening before
hand or while they were doing it.

I felt like | didn’t really know what was going on. .| was- just like | feel like | don’t

know what's happening. | feel like nobody's really communicating with me.

71

I told them | was like, | still feel everything on the right side of my body, and
they kept telling me that’s how the epidural works is it starts on one side. It's
like bilateral and it will eventually like work and it took me - it took hours and it
took me like crying for them to finally realize that like the epidural wasn’t

(pause) done correctly.

Lack of Supportive Care

| literally felt like a cold piece of meat like laying on a slab of like metal because

that’s pretty much what was going on. | was freezing.

[During my cesarean] | said, ‘Excuse me, | really feel like I'm going to throw up” 8
and nobody responded, and nobody did anything and no — nobody was

looking at me (cries). Not my partner, not the anesthesiologist ... nobody

responded and nobody looked at me.

Loss of Autonomy

During that time | had to fight for my right to get out of the bed and walk around.

| basically had to ask the nurse- like repeatedly if | can sort of get onto my

hands and knees on the bed in order to help the pushing because | felt like |

would be in a better position and better able to push her down that way. They

were pretty resistant to it, which | found really frustrating... | wasn’t completely 1
numb and | also was very comfortable with how | was able to move and | was

not planning on getting off the bed to do this but they wouldn’t let me.

| had no idea what to do so | was just doing whatever my doctors told me to do

and | felt violated.
TOTAL

90
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TABLE 3. FAILURE TO MEET PROFESSIONAL STANDARDS OF CARE DOMAIN SUBCATEGORY EXAMPLES

AND FREQUENCIES

Second-Order Themes | Example in Current Data

Lack of Informed
Consent and
Confidentiality

[The doctor] (pause) gave me pitocin and | said that | didn’t want pitocin and
he told - he patted my hand and said, “Well you lost your right to refuse when
you came here.” ... He told me | lost my like right to refuse.

No one’s really telling me what's going on. They're just telling me what to do. 9
And the doctor comes in... And literally just inserts his fingers inside of my

vagina to check me without any preamble at all (pause). And then luckily my

baby dad’s mom was there, Grandma, and she had to almost forcibly remove

the doctor for me because | started panicking ... None of it was okay.

Physical Exams and Proce-
dures

After the spinal [block] it wasn’t tested and | had a c-section with no pain
medication and so | was screaming that | could feel everything like very like

traumatic to your whole body right? As well as your brain [cries].

My water broke during the exam on the table. Um so | mean | think it was 12

pretty forced from the doctor.

| was like why not just give me the meds that do work? Why- why do this to
me? There was a ton of bleeding from it. It was awful.

Neglect and
Abandonment
me, you know.

| was definitely suffering. And my midwife wasn’t really there, she kind of left
me alone, that became a source of a lot of sort of feelings of abandonment for

So they left me [in the hospital room] for two days. [l knew] something’s not
right ... needless to say [after two days] it turned out to be an emergency
C-section ... it was horrible. It was traumatizing.

TOTAL

29

[pause]...1 started panicking. Another participant dis-
agreed with her provider about whether she was in-
formed about a cervical check, stating, [She claimed] she
said, ‘I'm going to check you.” I didn’t hear that at all.
Next thing you know I'm being checked...and I freaked.
I screamed and yelled and jerked.

Although some experiences of lack of informed consent
processes were associated with perceived pressure or coer-
cion to comply (e.g., [ kept saying numerous times that [
did not want [a Foley] ...more doctors would come in and
pressure me), other experiences were more explicit. One
participant was told she had lost her right to refuse proce-
dures: I said that 1 didn’t want Pitocin and he told - he
patted my hand and said, “Well you lost your right to re-
fuse when you came [to the hospital]. Some participants
noted that, upon reflection, they had had the right to lim-
it procedures, but felt pressured to comply at the time.
One participant commented, And I realized after 1 had
every right [to decline] legally but 1 was presented like 1
had no options, like I couldn’t. It was horrible [cries].

Neglect and abandonment. Provider neglect or long de-
lays met the criteria for neglect and abandonment, totaling 8
incidences. One participant reported continued distress over
feeling abandoned, stating, I was definitely suffering. And
my midwife wasn’t really there. That became a source of a
lot of sort of feelings of abandonment. Prolonged inductions
were also a source of distress in this category. One partici-
pant recalled, So they left me [in the hospital room] for two
days. [1 knew| something’s not right ... it was horrible. It
was traumatizing. One participant recalled the distress of
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having her repeated efforts to get the attention of her provid-
ers fail, stating, I thought I was going to die at that point. |
was [in] so much pain for so long...I don’t understand why
nobody came to me, like, why are you ignoring me?

Stigma and Discrimination Domain Narratives
Discrimination based on sociodemographic factors. Crite-
ria were met for instances of discrimination based on age,
socioeconomic status, and marital status, totaling 7 inci-
dences (Table 4). Some participants felt their care quality
was reduced due to stigma of being teen parents. A partici-
pant summarized, I feel as though they were just dealing
with an 18-year-old, and they did not want to talk to me. |
didn’t rate on their radar. Other participants linked their
perceived poorer care to their socioeconomic status, with
one summarizing, [ don’t think [middle class] women get
treated that way so that was pretty horrible to realize ...
that if you’re perceived to be poor, you get different care.
Discrimination based on medical conditions. Two par-
ticipants experienced perceived mistreatment due to their
health conditions. One participant felt discriminated
against due to her herpes diagnosis, stating, The thing that
disturbed me the most was 1 had signs on my door for all
these precautions. Like everybody was afraid they were
going to get it. ... so I was just upset. Another participant
felt her care quality was diminished due to her weight,
remarking, [They| see a fat woman [and] assume... and
stereotype, like- this isn’t evidence-based medicine. In
these instances, participants noted that this discrimination
negatively impacted their trust in their providers.
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Verbal Abuse Domain
Harsh language. Only one instance of rude language met
the domain criteria (Table 5). A participant recalled a pro-
vider who made several remarks about her daughter’s an-
ticipated size, He made a lot of really jerky comments. He
called her an elephant at some point while ... be was rude.
Threats and blaming. One participant recalled abusive
language and blame from her provider regarding choosing a
cesarean, stating, [The nurse] was like- and I'm never going
to forget this- she said, ‘So what? Are you going to wuss out
on us and have a C-section or are you just going to tough it
out to see if you can give birth correctly?” Never forget that.

System Conditions Domain

Lack of resources. One participant experienced distress
over the perceived lack of resources at her hospital (Table
6). She recalled not being able to use a shower due to a
monitor not being available, summarizing, The pain is
progressing... then they finally get me a unit. Nine hours
later. It was ridiculous.

Discussion

Although most women in our study did not perceive any
instances of obstetric mistreatment during their childbirth,
over 40% of participants noted at least one event that fit
one of the typologies we used as a framework for analysis.
The methodological approach used in this study is an inter-
nationally informed series of obstetric mistreatment do-
mains first presented by Bohren et al. (2015) applied as a
priori codes in a qualitative analysis of U.S-based oral birth
stories. We identified five of Bohren et al.’s seven domains
of obstetric mistreatment in our sample of U.S. birth narra-
tives. There were no instances of Physical or Sexual Abuse
identified in this sample of oral narratives, suggesting that
these categories may describe the phenomena of perceived

mistreatment in global samples, but are less prevalent in
U.S. birth experiences. Systems Conditions were similarly
infrequent in this sample, which is likely due to the current
study’s focus on birth experiences, whereas most of the
subcategory items (i.e., billing issues) in System Conditions
would be present in postpartum settings. Researchers who
use the original typology to assess birth experience should
consider this in their methodology and analysis.

Our study also reported few instances of Stigma and
Discrimination. Given the known frequency of these ex-
periences in U.S. birth experiences (Attanasio & Harde-
man, 2019; Davis, 2019), this is likely a reflection of the
coding standard applied in our study, which would re-
quire a participant to explicitly link, through evaluative
statements, their mistreatment experience to a specific
experience of stigma or discrimination to meet the coding
criteria. Studies seeking to describe the nature of discrim-
ination as a form of mistreatment during birth should
consider a different coding or methodological approach
to accurately capture the scope of these experiences.

Using Bohren et al.’s (2015) internationally informed ty-
pology of domains as an a priori coding scheme contributes
to both our understanding of the nature of mistreatment in
the United States, as well as provides a novel strategy for
analyzing birth narratives. Our study required presence of
either evaluative or affective indicators participants’ distress
to meet coding criteria, which may alleviate methodological
concerns regarding coder bias in narrative data projects.
Ability to apply a range of strategies to identify mistreatment
is an additional benefit of using oral narrative, in particular,
in which paralinguistic indicators can be used.

Limitations
One potential limitation of our study is the unknown im-
pact of time since birth experience on participants’ recall.

TABLE 4. STIGMA AND DISCRIMINATION DOMAIN SUBCATEGORY EXAMPLES AND FREQUENCIES
| Second-OrderThemes | Examplein CurrentData | Frequency

Based on Sociodemographics

| feel as though they were just dealing with an 18 year old and they did

not want to talk to me. | didn’t rate on their radar of a mother who could
understand so they just didn’t bother.

Because the way | was treated was 100% unacceptable and | don’t think
[middle class] women get treated that way so that was pretty horrible to
realize ... that if you're perceived to be poor you get different care.

Based on Medical Conditions

They are so worried but you know all my tests, my actual urine tests

were negative right and it's like, Okay | understand you have to worry
about this and you see a fat woman and you assume there's a problem
but how bout you look at the numbers, the actual tests, and not stereo
type, like- this isn’t evidence based medicine.

The thing that disturbed me the most was | had signs on my door 2
entering where | was ... for all these precautions because of the herpes.

Like everybody was afraid they were going to get it... They came in- the

nursing staff would come in clothed head to toe coverage like with a

mask and the funny little Johnny thing and little booties on their feet

and you know gloves up because | guess they thought | was going to

give it to them ... But so | was just upset.

TOTAL
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TABLE 5. VERBAL ABUSE DOMAIN SUBCATEGORY
EXAMPLES AND FREQUENCIES
Second-

(o], [-13
Themes

Harsh
Language

Example in

Current Data

He made a lot of really jerky
comments ... he called her an
elephant at some point while 1
... he was rude ... he was not

my favorite person at all.

Threats and
Blaming

So rather than just like
shutting off the pitocin the
nurse came in to me and she
was like - and I’'m never going
to forget- She said, “So

what? Are you going to be a 1
wuss and wuss out on us and
have a C-section or are you
not just going to tough it out
to see if he can give birth
correctly?” Never forget that.

TOTAL 2

TABLE 6. SYSTEM CONDITIONS DOMAIN
SUBCATEGORY EXAMPLES AND FREQUENCIES
Second-

Order
Themes

Lack of
Resources

Example in

Current Data

And they kept saying they

didn’t have one available. So

while the pain is progressing

to the point that hot water is

no longer going to help 1
because | haven't been in it

then they finally get me a

...ng unit. Nine hours Later. It

was ridiculous.

TOTAL 1

We were interested in participants’ perceptions of their
birth experiences. Thus, our research methodology was
not designed to address questions concerning the veracity
of recollections. Some evidence suggests time-from-event
memory decay results in less accurate recollections (Lacy
& Stark, 2013), whereas some does not (Diamond et al.,
2020). Although it is possible that the recall quality of
these significant life events may decay over time, there is
evidence that affective recall quality is reliable despite the
passage of time (Porter & Birt, 2001).

Our participants were predominantly white (88%) and
our results are limited in understanding of U.S. birth expe-
riences of underrepresented minority groups. In the United
States, the disproportionately high rate of maternal and
infant mortality for Black mothers (Krisberg, 2019) and
the disproportionate risk of Black women experiencing
medical discrimination (Attanasio & Hardeman, 2019;
Vedam et al., 2019) are urgent health priorities. Studies

May/June 2022

using phenomenological methods to identify instances of
obstetric racism are especially useful in this area (Davis,
2019). Vedam et al. (2019) also used the Bohren et al.
(2015) domains as the framework for their survey study,
which included a more representative proportion of Black
participants, and found that it captured obstetric mistreat-
ment experiences of racial minority mothers, suggesting
the Bohren at al. domains could be an appropriate method-
ology in more representative samples of birth narratives.

Clinical Nursing Implications
Understanding perceptions of mistreatment in birth experi-
ences supports development of evidence-based practices for
nursing practice. Interactions with providers are reported
to be common factors driving trauma after birth (Reed et
al., 2017). This is an opportunity to elevate the high-stakes
role of health care providers, particularly nurses, as poten-
tial mediators of perceived mistreatment during birth. Per-
ceptions of women that they were not treated with respect
or listened to during the childbirth process are evidence that
maternity care needs improvement. In the United States,
nurses provide the majority of hands-on care during child-
birth (National Academies of Sciences, Engineering, and
Medicine, 2020), thus nurses are positioned to make sure
each woman receives respectful maternity care.

Our findings are further evidence that U.S. births are at
risk of including an experience of perceived obstetric mis-
treatment. Many of the instances of perceived mistreat-
ment may be prevented with relatively simple mitigation
strategies. Most of the codes for mistreatment were within
the domain of Poor Rapport. Some participants indicated
that feeling their concerns were heard or being given the
opportunity to connect with their providers would have
improved their experiences, with one summarizing, I wish
that people would have listened to me. Participants felt
that simple changes in communication, like more commu-
nication in advance of procedures, may have prevented
their distress. Nurses can facilitate clear, compassionate
communication on shared decision-making as a useful
tool for preventing perceived mistreatment within this do-
main. More robust interventions to address systemic
change may consider evidence-based quality improvement
protocols used in the context of identification, prevention,
and response to perceived mistreatment experiences.

Our study contributes to the growing body of research
on maternal perceptions of mistreatment during their
birth experiences, as well as offers a framework for ana-
lyzing oral narratives as a valuable source of data. Re-
search that centers the lived experiences of those who
have labored and given birth is critical for ensuring that
the future development of evidence-based best practices
prioritizes the mitigation of potential harm and psycho-
logical distress from perceived mistreatment.
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SUGGESTED APPLICATION FOR CLINICAL
NURSING PRACTICE

e Everyone who gives birth deserves respectful maternity care.

e What physicians, midwives, and nurses consider routine
care and usual procedures may not be perceived as such
by patients during labor and birth.

L]

Listening to women, hearing their concerns, acting on
them, answering their questions fully, explaining proce-
dures before they are done, and giving them options, are
ways to promote respectful maternity care.

Clinical education for physicians, midwives, and nurses, and
health care facility education programs should emphasize
that a lack of intent to cause harm is not sufficient to prevent
maternal distress or trauma as the perception of mistreat-
ment plays an essential role in patient experience.

L]

Care settings must cultivate an environment of account-
ability in which nurses are empowered to identify,
interrupt, and report mistreatment without retaliation.

Most mistreatment experiences may be prevented with
relatively simple measures that center supportive care

practices, individualized care, and communication with
people in labor.

Systematic or policy drivers of experiences of perceived
mistreatment during birth should be reviewed and amend-
ed as a prevention measure (i.e., policies that delay access
to pain relief, or that result in frequent personnel turnover
resulting in patients working with unknown care providers).

Vulnerability to mistreatment is not equally distributed;
patients who are Black, Hispanic, uninsured, and others are
at higher risk of mistreatment. Where disparities in outcomes
are present, the role of mistreatment should be considered
as an especially critical driver to be interrupted and corrected.

of Massachusetts Lowell (Joseph E. Gonzales, PI, and
Robin Toof, Ainat Koren, and Hannah ]. Tello, Co-Pls).

Dr. Hannah ]. Tello is Health Data Analyst, Greater Lowell
Health Alliance, Department of Psychology, University of
Massachusetts Lowell, Lowell, MA. Dr. Tello can be reached
via email at HTello@greaterlowellbealthalliance.org

Dr. Dylan |. Téllez is an Instructor, Department of Psy-
chology, University of Massachusetts Lowell, Lowell, MA.

Dr. Joseph E. Gonzales is an Assistant Professor, De-
partment of Psychology, Center for Women and Work,
& Center for Health Statistics, University of Massachu-
setts Lowell, Lowell, MA.

The authors declare no conflicts of interest.

Copyright © 2022 The Author(s). Published by Wolters
Kluwer Health, Inc.

This is an open-access article distributed under the terms
of the Creative Commons Attribution-Non Commercial-No
Derivatives License 4.0 (CCBY-NC-ND), where it is per-
missible to download and share the work provided it is
properly cited. The work cannot be changed in any way or
used commercially without permission from the journal.

DOI:10.1097/NMC.0000000000000811

146  vorLuMmE 47 | NUMBER 3

References

Allen, S. (1998). A qualitative analysis of the process, mediating vari-
ables and impact of traumatic birth. Journal of Reproductive & In-
fant Psychology, 16(2/3), 107-131.

Attanasio, L. B., & Hardeman, R. R. (2019). Declined care and discrimi-
nation during the childbirth hospitalization. Social Science & Medi-
cine, 232, 270-277. https://doi.org/10.1016/j.socscimed.2019.05.008

Beck, C.T. (2004). Birth trauma: In the eye of the beholder. Nursing Research,
53(1), 28-35. https://doi.org/10.1097/00006199-200401000-00005

Blair, E. (2015). A reflexive exploration of two qualitative data coding
techniques. Journal of Methods and Measurement in the Social
Sciences, 6(1), 14-29. https://doi.org/10.2458/v6i1.18772

Bohren, M. A., Vogel, J. P, Hunter, E. C., Lutsiv, O., Makh, S. K., Souza, J. P,
Aguiar, C., Coneglian, F S., Diniz, A. L. A., Tuncalp, O., Javadi, D., Oladapo,
O.T, Khosla, R., Hindin, M. J., & Gulmezoglu, A. M. (2015). The mistreat-
ment of women during childbirth in health facilities globally: A mixed-
methods systematic review. PLoS Medicine, 12(6), €1001847. https:/doi.
org/10.1371/journal.pmed.1001847

Darilek, U. (2018). A woman'’s right to dignified, respectful healthcare
during childbirth: A review of the literature on obstetric mistreat-
ment. Issues in Mental Health Nursing, 39(6), 538-541. https://doi.or
g/10.1080/01612840.2017.1368752

Davis, D. A. (2019). Obstetric racism: The racial politics of pregnancy,
labor, and birthing. Medical Anthropology, 38(7), 560-573. https://
doi.org/10.1080/01459740.2018.1549389

Diamond, N. B., Armson, M. J., & Levine, B. (2020).The truth is out there:
Accuracy in recall of verifiable real-world events. Psychological Sci-
ence, 31(12), 1544-1556. https://doi.org/10.1177/0956797620954812

Elmir, R., Schmied, V., Wilkes, L., & Jackson, D. (2010). Women'’s percep-
tions and experiences of a traumatic birth: a meta-ethnography.
Journal of Advanced Nursing, 66(10), 2142-2153. https://doi.
org/10.1111/j.1365-2648.2010.05391.x

Hennink, M. M., Kaiser, B. N., & Marconi, V. C. (2017). Code saturation versus
meaning saturation: How many interviews are enough? Qualitative
HealthResearch,27(4),591-608. https:/doi.org/10.1177/1049732316665344

Krisberg, K. (2019). Maternal death rates high for Black women. Ameri-
can Journal of Public Health, 109(10), 1311-1311. https:/doi.
0rg/10.2105/AJPH.2019.305305

Lacy, J.W., & Stark, C. E. L. (2013). The neuroscience of memory: Implica-
tions for the courtroom. Nature Reviews. Neuroscience, 14(9), 649—
658. https://doi.org/10.1038/nrn3563

Martin, J. R., & White, P. R. (2005). The language of evaluation (Vol. 2).
Palgrave Macmillan.

Moyzakitis, W. (2004). Exploring women'’s descriptions of distress and/
or trauma in childbirth from a feminist perspective. Evidence-
Based Midwifery, 2(1), 8-15.

National Academies of Sciences, Engineering, and Medicine. (2020). Birth set-
tings in America: Outcomes, quality, access, and choice.The National Acad-
emies Press. https:/doi.org/10.17226/25636. https://mwww.nap.edu/cata-
log/25636/birth-settings-in-america-outcomes-quality-access-and-choice

Nicholls, K., & Ayers, S. (2007). Childbirth-related post-traumatic stress
disorder in couples: A qualitative study. British Journal of Health Psy-
chology, 12(4), 491-509. https://doi.org/10.1348/135910706X120627

Porter, S., & Birt, A. R. (2001). Is traumatic memory special? A comparison
of traumatic memory characteristics with memory for other emotion-
al life experiences. Applied Cognitive Psychology, 15(7), S101-S117.

QSR International Pty Ltd. (2018). NVivo (Version 12). https:/www.qgsrinter-
national.com/nvivo-qualitative-data-analysis-software/lhome

Reed, R., Sharman, R., & Inglis, C. (2017). Women's descriptions of childbirth
trauma relating to care provider actions and interactions. BMC Preg-
nancy and Childbirth, 17(1), 21. https://doi.org/10.1186/s12884-016-1197-0

Stuckey, H. L. (2015).The second step in data analysis: Coding qualitative
research data. Journal of Social Health and Diabetes, 3(01), 007-010.

Thomson, G., & Downe, S. (2008). Widening the trauma discourse: The
link between childbirth and experiences of abuse. Journal of Psy-
chosomatic Obstetrics & Gynecology, 29(4), 268-273. https://doi.
0rg/10.1080/01674820802545453

Transcribe by Wreally [Transcription software]. (2019). transcribe.wreally.
com.

Vedam, S., Stoll, K., Taiwo, T. K., Rubashkin, N., Cheyney, M., Strauss, N.,
McLemore, M., Cadena, M., Nethery, E., Rushton, E., Schummers,
L., Declercq, E., & the GVtM-US Steering Council. (2019). The Giving
Voice to Mothers study: Inequity and mistreatment during pregnan-
cy and childbirth in the United States. Reproductive Health, 16(1), 77.
https://doi.org/10.1186/s12978-019-0729-2

World Health Organization. (2014). WHO Statement. The prevention and
elimination of disrespect and abuse during facility-based childbirth. apps.
who.int/iris/bitstream/handle/10665/134588/ WHO_RHR_14.23_eng.pdf

World Health Organization. (2018). WHO recommendations: Intrapartum care
for a positive childbirth experience. Geneva. Licence: CC BY-NC-SA 3.0 IGO

May/June 2022


https://doi.org/10.1016/j.socscimed.2019.05.008
https://doi.org/10.1097/00006199-200401000-00005
https://doi.org/10.2458/v6i1.18772
https://doi.org/10.1371/journal.pmed.1001847
https://doi.org/10.1371/journal.pmed.1001847
https://doi.org/10.1080/01612840.2017.1368752
https://doi.org/10.1080/01612840.2017.1368752
https://doi.org/10.1080/01459740.2018.1549389
https://doi.org/10.1080/01459740.2018.1549389
https://doi.org/10.1177/0956797620954812
https://doi.org/10.1111/j.1365-2648.2010.05391.x
https://doi.org/10.1111/j.1365-2648.2010.05391.x
https://doi.org/10.1177/1049732316665344
https://doi.org/10.2105/AJPH.2019.305305
https://doi.org/10.2105/AJPH.2019.305305
https://doi.org/10.1038/nrn3563
https://doi.org/10.17226/25636
https://www.nap.edu/catalog/25636/birth-settings-in-america-outcomes-quality-access-and-choice
https://www.nap.edu/catalog/25636/birth-settings-in-america-outcomes-quality-access-and-choice
https://doi.org/10.1348/135910706X120627
https://www.qsrinternational.com/nvivo-qualitative-data-analysis-software/home
https://www.qsrinternational.com/nvivo-qualitative-data-analysis-software/home
https://doi.org/10.1186/s12884-016-1197-0
https://doi.org/10.1080/01674820802545453
https://doi.org/10.1080/01674820802545453
http://transcribe.wreally.com
http://transcribe.wreally.com
https://doi.org/10.1186/s12978-019-0729-2
mailto:HTello@greaterlowellhealthalliance.org

	20220500.0-00006.pdf



