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Abstract
Objectives  The major objective of this study was to 
investigate the prevalence of labour room violence (LRV) 
(one of the forms of obstetric violence) faced by the women 
during the time of delivery in Uttar Pradesh (UP) (the largest 
populous state of India which is also considered to be a 
microcosm of India). Furthermore, this study also analyses 
the association between prevalence of obstetric violence and 
socioeconomic characteristics of the respondents.
Design  The study was longitudinal in design with the 
first visit to women made at the time of first trimester. The 
second visit was made at the time of second trimester 
and the last visit was made after the delivery. However, 
we have continuously tracked women over phone to keep 
record of developments and adverse consequences.
Settings  Urban and rural areas of UP, India.
Participants  Sample of 504 pregnant women was 
systematically selected from the Integrated Child 
Development Scheme Register of pregnant women.
Outcome  We aimed to assess the levels and determinants 
of LRV using data collected from 504 pregnant women in 
a longitudinal survey conducted in UP, India. The dataset 
comprised three waves of survey from the inception 
of pregnancy to childbirth and postnatal care. Logistic 
regression model has been used to assess the association 
between prevalence of LRV faced by the women at the 
time of delivery and their background characteristics.
Result  About 15.12% of women are facing LRV in UP, 
India. Results from logistic regression model (OR) show 
that LRV is higher among Muslim women (OR 1.8, 95% CI 
0.7 to 4.3) relative to Hindu women (OR 1). The prevalence 
of LRV is higher among lower castes relative to general 
category, and is higher among those women who have 
no mass media exposure (OR 4.7, 95% CI 1.7 to 12.8) 
compared with those who have (OR 1).
Conclusion  In comparison with global evidence, the level 
of LRV in India is high. Women from socially disadvantaged 
communities are facing higher LRV than their counterparts.

Introduction
One of the major targets of the Sustainable 
Development Goals (SDGs) is to reduce 
maternal mortality to 70 per 100 000 live 
births by 20301. Significant strides have 
been made in increasing life expectancy and 

reducing some of the common killers asso-
ciated with child and maternal mortality, 
but working towards achieving the target of 
<70 maternal deaths per 100 000 live births 
by 2030 would require significant improve-
ments in the quality of delivery care. Skilled 
birth attendance (SBA) has been a corner-
stone of international efforts to reduce 
maternal mortality and is often measured by 
the indicators such as institutional deliveries 
or deliveries with SBA. Recently, Unesco, in 
its Universal Declaration of Bioethics and 
Human Rights, declared that ‘health does not 
depend solely on scientific and technological 
research developments, but also on psycho-
social and cultural factors’.2 Thus, a tacit 
effort has been made worldwide (including 
in India) to encourage institutional deliv-
eries and SBA to ensure good quality of care 
during childbirth. Yet despite this, India still 
continues to contribute disproportionally to 
the global estimates of maternal morbidity 
and mortality. Globally, about 800 women 
die every day of preventable causes related 
to pregnancy and childbirth, 20% of these 
women are from India.3 The figures for insti-
tutional deliveries (78.9) and SBA deliveries 

Strengths and limitations of this study

►► For the first time, the study measures labour   room 
violence (LRV) experienced by women in health fa-
cilities in India and factors associated with it.

►► In comparison with global evidence, the level of LRV 
in India is high.

►► Women from socially disadvantaged communities 
are facing higher LRV than their counterparts.

►► The estimated LRV in the survey setting may be 
lower than actual because of under-reporting due to 
lack of awareness about forms of obstetric violence.

►► However, in the absence of information on LRV in 
existing large-scale surveys, the contribution of this 
study is significant.
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(81.4) in 2015–16 are also much lower than 100% as envi-
sioned by SDGs. India has also failed to meet the MDG 
targets related to institutional deliveries and SBA by 2015. 
There is increasing attention and wide recognition that 
many women are deterred from facility-based delivery 
because the intrapartum care provided in the facilities 
does not satisfy the interpersonal and emotional aspects 
of this biosocial event. Others believe that the differences 
in quality of intrapartum care, which arise from social, 
cultural and economic discrimination and exclusion, are 
important for maternal health outcomes.4 5 

Poor quality of care includes disrespectful and abusive 
care, patient-blaming, purposeful neglect, verbal or phys-
ical abuse, disregard for traditional beliefs and the non-use 
of indigenous languages for patient communication.6 7 
This type of behaviour has been classified as obstetric/
labour room violence (LRV).8 Worldwide, many women 
experience disrespectful and abusive treatment during 
childbirth in facilities, although evidence is limited in 
low-income and middle-income countries like India. 
Furthermore, according to WHO reports ‘such conduct 
not only violates the rights of women to respectful care, 
but can also threaten their rights to life, health, bodily 
integrity and freedom from discrimination’.9 This state-
ment invites greater action, dialogue, research and advo-
cacy on this important public health and human rights 
problem, especially in terms of providing respectful 
maternity care. According to recent recommendation 
suggested by WHO, ‘Respectful maternity care – which 
refers to care for and provided to all women in a manner 
that maintains their dignity, privacy and confidentiality, 
ensures freedom from harm and mistreatment and 
enables informed choice and continuous support during 
labour and childbirth’.10

LRV: global evidence
Prevalence of obstetric violence on women is a shockingly 
common phenomena for low-income and middle-in-
come countries (>70% in Tanzania, Brazil).11 12 Increas-
ingly, a number of studies on obstetric violence have 
focused widely on defining the term obstetric violence 
and the mistreatment associated with it. This involves 
determining forms of obstetric violence, measurement 
of different forms of obstetric violence, identifying 
challenges to maternity care, the emergent of laws to 
combat this problem and identifying systematic fail-
ures at the health system level and providing health 
facility.6 7 13–19 LRV is often associated with adverse effects 
on pregnancy outcome. For instance, LRV may lead to 
issues such as maternal postpartum depression and 
post-traumatic stress disorders, particularly if the abuse is 
extreme. It is the most cited reason in Latin American 
countries for women to not return to health facilities for 
subsequent pregnancies, which consequently leads to an 
increase in maternal and child mortality and morbidities. 
A body of research mainly concentrated in Latin America 
and Europe specifically discusses obstetric violence, its 
determinants and forms.13 20–24 However, it is critical to 

generate data relating to disrespectful and abusive care 
practices over the pregnancy period and at the time of 
childbirth, particularly in low-income and middle-income 
countries such as India.

Methods
Study design and setting
This study is based on a unique survey conducted under the 
project ‘Understanding pregnancy nutrition and healthcare 
among women in rural and urban slums of Uttar Pradesh: 
a longitudinal study’. Data were collected during the period 
June 2016 to July 2017 from a systematically selected sample 
of 504 pregnant women from the Integrated Child Devel-
opment Scheme (ICDS) Register of pregnant women in 
selected villages. The study adopted a two-stage sampling 
design for both urban and rural areas. In the first stage, 
Primary Sampling Units (PSUs) were selected from the 
chosen blocks in two districts of survey based on the number 
of pregnant women in the villages, where importance was 
given to villages with the largest number of pregnant women 
from diverse social groups. In the identified village, preg-
nant women were selected from the register, maintained by 
the Accredited Social Health Activist (the community health 
workers instituted by the Government of India’s Ministry 
of Health and Family Welfare as part of the National Rural 
Health Mission and Anganwadi workers—appointed as 
functionaries to support health, education and rural devel-
opment under ICDS of Ministry of Women and Child 
Development).

The sample size (n=504) is calculated using parameters 
such as the total number of pregnancies (n) obtained in 
each district through Annual Health Survey (2014) and Z 
values for getting the estimates representative at 95% CI and 
design effect at 2%. The sample is self-weighted where each 
woman has the equal chance of getting selected. This study 
used the information from the first and third wave of the 
above-mentioned longitudinal survey. We used the socioeco-
nomic and demographic characteristics of women collected 
in the first wave and LRV information from the third wave 
which was conducted after childbirth for all 504 women.

Definitions
The definition and coding of both outcome and predictor 
variables are given in online supplementary appendix 
table 1.

Data collection and analysis
The interview schedule comprised structured questions 
in both in Hindi (local language) and English for the 
purpose of data collection. The respondents were asked 
the following question regarding labour room violence: 
“At the time of childbirth, have the doctor/nurse/other 
health workers/staff of the hospital shouted/abused/hit 
you?” We have used bivariate tables to analyse the preva-
lence of LRV with socioeconomic characteristics of the 
respondents. Furthermore, logistic regression models 
were performed to assess the association between inci-
dence of LRV faced by women at the time of childbirth 
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and their background characteristics, which includes 
place of residence, religion, caste, years of schooling of 
the women, age of the women, partner’s occupation, any 
mass media exposure and wealth index. The statistical 
analyses have been performed in STATA V.14.0 software.

Patient and public involvement
No patients were involved in the research design, and no 
patients were directly involved in the study.

Results
Prevalence
Despite the known under-reporting of violence against 
women in India, about 15.12% of women reported LRV 
in our sample (table 1).

The prevalence of LRV is more pronounced in urban 
areas (19%) as relative to rural (16%). Similarly, the 

prevalence of LRV is more among Muslim (18%) as 
compared with Hindu (16%) women. Furthermore, 
there is significant variation in prevalence of LRV among 
different caste groups, that  is, Scheduled Castes (SCs) 
(20.6%), Other Backward Class (OBC) (15.2%) and 
general category (12.5%). The educational status of 
the women also plays a significant role in determining 
the prevalence of LRV. Prevalence of LRV is higher for 
those women with no education (20%) compared with 
those women with few years of schooling. Furthermore, 
the variable partner’s occupation also showed some vari-
ation in the prevalence of LRV. Specifically, LRV is more 
common among women whose husband is employed in 
primary/secondary activities (20.1%) compared with 
those involved in tertiary activities (10.2%). The wealth 
gradient is also important in assessing the prevalence 
of LRV. The most significant predictor of LRV is mass 

Table 1  Bivariate analysis: prevalence and factors associated with labour room violence (LRV)

Background characteristics n
LRV prevalence 
(%)

95% CI

Χ2 valueLL UL

Place of residence 

 � Rural 344 15.87 11.29 21.86 0.3779

 � Urban 160 19.11 11.28 30.53

Religion

 � Hindu 363 16.23 11.62 22.22 0.1341

 � Islam 141 18.18 10.47 29.70

Social Group 

 � SC/ST 190 20.62 13.60 29.99 1.8627

 � OBC 227 15.18 9.58 23.21

 � General 87 12.50 5.56 25.76

Years of schooling of women

 � 0 183 20.0 12.87 29.74 1.1504

 � 1–8 209 15.6 9.85 23.81

 � 9 and above 112 13.79 6.90 25.67

Age of the women (years)

 � Youngest–20 69 12.0 3.60 33.27 0.5610

 � 21–29 368 17.62 12.83 23.71

 � 30–oldest 67 15.38 6.82 31.12

Partner’s occupation

 � Primary/Secondary 330 20.12 14.69 26.91 4.0636*

 � Tertiary/Quaternary 174 10.23 5.34 18.71

Any mass media exposure

 � Yes 330 12.72 8.49 18.63 6.1235**

 � No 174 25.0 16.76 35.56

Wealth  index

 � Poor 168 16.88 9.94 27.21 0.0063

 � Middle 168 16.84 10.49 25.93

 � Rich 168 16.47 9.90 26.14

*P<0.05, **P<0.01 
LL, lower limit; OBC, Other Backward Class; SC, Scheduled Castes; ST, Scheduled Tribes; UL, upper limit.
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media exposure, with women who have some mass media 
exposure facing less violence (12.7%) as compared with 
women who have no mass media exposure (25%).

Correlates
Logistic regression model (table 2) shows that the vari-
ables  like religion, caste, partner’s occupation and mass 
media exposure are statistically significant and associ-
ated with the prevalence of LRV faced by women, after 
controlling for other correlates.

The odds of the occurrence of LRV is higher among 
Muslim women (OR  1.8, 95% CI 0.7  to  4.3) relative to 
Hindu women (OR 1). Among social groups, with refer-
ence to SCs (OR 1), the odds of occurrence of violence 
faced by women is half among general category (OR 0.5, 

95% CI 0.1 to 1.5) and OBC (OR 0.6, 95% CI 0.3 to 1.5). 
In terms of partner’s occupation, the odds of violence is 
less than half for women those partners were engaged in 
tertiary activities (OR 0.4, 95% CI 0.2 to 1) in comparison 
to primary/secondary activities (OR 1). The occurrence 
of violence for the women those who have no mass media 
exposure (OR 4.7, 95% CI 1.7 to 12.8) is about five times 
higher than those who have mass media exposure (OR 1).

Discussion
Main findings of this study
Given the context of the WHO pledge that every woman 
has the right to the highest attainable standard of health 
which also includes the right to dignified, respectful 
healthcare. This paper, for the first time, empirically 
reports the occurrence of LRV and its socioeconomic 
correlates in India. The findings are important in the 
Indian context where healthcare delivery is dominated 
by the social hierarchies, and disadvantaged communities 
struggle to have a place in the health system and receive 
appropriate healthcare with dignity. Therefore, the find-
ings of this study underpin the need to explore more 
on the issue of LRV with more in-depth and large-scale 
studies. Despite significant under-reporting of violence 
in India, the estimate of LRV in this study is high and 
varies according to the socioeconomic characteristics of 
the female respondent. Although caste, religion, place of 
residence and partner’s occupation emerged as signifi-
cant factors associated with LRV, it is the exposure to mass 
media which shows the highest disparity in the occurrence 
of LRV. Thus, it particularly highlights the importance of 
awareness and knowledge about reproductive rights and 
entitlements of women in the health system. This can play 
significant role in determining the rate of LRV.

Limitations of the study
Although the results of the survey indicate a high preva-
lence of LRV relative to studies from other high-income 
countries,13 this study suffers from the issue of under-re-
porting due to lack of awareness about forms and nature 
of obstetric violence in the survey setting. Furthermore, as 
with other micro studies, the study suffers from the short-
coming of small sample size. However, in the absence of 
information on LRV in existing large-scale surveys, the 
contribution of this study is significant.

What is already known on this topic 
In low-income and middle-income countries like India 
where maternal and child health indicators are far from 
satisfactory with poor medical and public health ethics in 
healthcare delivery system, coupled with other barriers 
such as gender and social inequality, lack of account-
ability by the service providers and health system ineffi-
ciencies, the high prevalence of LRV raises an important 
policy question. To date, the major concern for policy 
makers has been to increase the demand for healthcare 
services, so less attention is paid to the supply side barriers 

Table 2  Logistic regression estimates: factors affecting 
labour room violence

OR

95% CI

LL UL

Place of residence 

 � Urban 1

 � Rural 1.126 0.464 2.732

Religion

 � Hindu 1

 � Islam 1.753* 0.722 4.255

S o c i a l   G r o u p   

 � SC/ST 1

 � OBC 0.619 0.262 1.462

 � General 0.473* 0.149 1.504

Years of schooling of women

 � 0 1

 � 1–8 0.817 0.358 1.866

 � 9 and above 0.661 0.217 2.016

Age of the women (years)

 � Youngest–20 1

 � 21–29 1.303 0.345 4.923

 � 30–oldest 0.970 0.197 4.782

Partner’s occupation

 � Primary/Secondary 1

 � Tertiary/Quaternary 0.402** 0.169 0.959

Any mass media exposure

 � Yes 1

 � No 4.688*** 1.713 12.831

Wealth index

 � Poor 1

 � Middle 0.923 0.356 2.395

 � Rich 0.654 0.165 2.598

*P<0.05, **p<0.01, ***p<0.001. 
 LL, lower limit; OBC, Other Backward Class; SC, Scheduled 
Castes; ST, Scheduled Tribes; UL, upper limit.
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including the quality of healthcare services and related 
ethical standards. Due to the lack of availability of data, 
in-depth studies on LRV are absent for India.

In India, given the hierarchical nature of the society, 
it is imperative to study the access to health facilities and 
women’s experience of receiving healthcare with dignity 
within a socioeconomic framework. Studies based on 
experiences of Latin American women of indigenous 
origin insist that women from poor, indigenous or socially 
backward classes receive ‘triple discrimination’ that is, 
by being female, being an ethnic minority and of lower 
socioeconomic status.19 Even in egalitarian European 
societies, women facing economic hardships and nega-
tive life events with the least social support have higher 
chance of experiencing LRV than their counterparts.25 26

What this study adds
Although obstetric violence on women has received 
increasing global attention, low-income and middle-in-
come countries have yet to address deficiencies in this 
area. The Government of India has already imple-
mented several policies and interventions aimed towards 
providing adequate maternal healthcare services to all. 
The quality of maternal healthcare services is one of 
the major components integral to the improvement of 
maternal and child health, a long neglected area for 
policy  makers. With the emergence of various govern-
ment interventions, the number of service providers has 
increased, but assuring quality and dignity in healthcare 
delivery remains a major concern. However, contempo-
rary studies in India27–29 with regard to maternal health-
care are mainly based on large population-level datasets 
focusing on availability and accessibility of maternal 
healthcare services. However, there is a research gap 
in the assessment of quality of those services and evalu-
ating the nature of treatment provided by the healthcare 
workers, which is critically needed to improve public 
healthcare delivery system. Given this context, our study 
fills a critical knowledge gap by providing robust quanti-
tative evidence on LRV experienced by pregnant women 
at health facilities. Issues such as LRV raise concerns on 
medical or hospital ethical standards in India and on the 
violation of the reproductive rights of women.

Conclusions
In comparison to global evidence, the level of LRV in India 
is high. Women from socially disadvantaged communities 
are facing higher LRV than their counterparts. For any 
further progress in pregnancy outcomes in India, policy 
makers should focus on the availability and accessibility 
of services, and on ensuring quality of care and dignity 
of the receivers. Countries such as India must improve 
its ethical standards in healthcare delivery where people 
from all sections of society, especially those from margin-
alised communities receive quality services with dignity.

Contributors  SG and AR generated the idea for the survey and the paper, SG, MZS 
and HR prepared an analytical plan along with conducting all data analyses. DG 

and SC worked on drafting the paper. SG, DG and SC prepared the first draft of the 
manuscript on which AR and SSA provided critical comments after careful review.

Funding  This study was supported by Indian Council for Social Science Research 
(02/185/SC 2015-16/RPR).

Competing interests  None declared.

Patient consent for publication  Not required.

Ethics approval  The study was approved by expert body of Indian Council for 
Social Science Research. The pretesting and instrument were duly processed 
through Fatima Hospital, Dr Ram Manohar Lohia Institute of Medical Sciences and 
King George’s Medical University. Furthermore, written and verbal consent was 
taken from respondents and guardians.

Provenance and peer review  Not commissioned; externally peer reviewed.

Data sharing statement  Data can be made available on reasonable request. 
For any further queries regarding data availability, kindly contact Dr Srinivas Goli, ​
sirispeaks2u@​gmail.​com.

Open access This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non-commercially, 
and license their derivative works on different terms, provided the original work is 
properly cited, appropriate credit is given, any changes made indicated, and the use 
is non-commercial. See: http://​creativecommons.​org/​licenses/​by-​nc/​4.​0/.

References
	 1.	 World Health Organization. World health statistics 2016: monitoring 

health for the SDGs sustainable development goals: World Health 
Organization, 2016.

	 2.	 Universal Declaration of Bioethics and Human Rights. Records of 
the General Conference of UNESCO; UNESCO: Paris. 2005 http://​
unesdoc.​unesco.​org/​images/​0014/​001428/​142825E.​pdf

	 3.	 WHO. Trends in estimates of maternal mortality ratio (MMR; maternal 
deaths per 100,000 live births) 1990-2015. Source: WHO, UNICEF, 
UNFPA, World Bank Group and UNPD (MMEIG), 2015.

	 4.	 Kumar S. Reducing maternal mortality in India: policy, equity, and 
quality issues. Indian J Public Health 2010;54:57.

	 5.	 Munuswamy S, Nakamura K, Seino K, et al. Inequalities in use of 
antenatal care and its servicecomponents in India. J Rural Med 
2014;9:10–19.

	 6.	 Da-Silva-Carvalho I, Santana-Brito R. Forms of obstetric violence 
experienced by mothers who had normal birth. Enfermería Global 
2017;16:89–97.

	 7.	 Savage V, Castro A. Measuring mistreatment of women during 
childbirth: a review of terminology and methodological approaches. 
Reprod Health 2017;14:138.

	 8.	 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.

	 9.	 World Health Organization. WHO statement: the prevention and 
elimination of disrespect and abuse during facility-based childbirth. 
Geneva: World Health Organization, 2014.

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

	11.	 Sando D, Abuya T, Asefa A, et al. Methods used in prevalence 
studies of disrespect and abuse during facility based childbirth: 
lessons learned. Reprod Health 2017;14:1–18.

	12.	 Andrade P de ON, Pereira da Silva JQ, Menino Diniz CM, et al. 
Factors associated with obstetric abuse in vaginal birth care at a 
high-complexity maternity unit in Recife, Pernambuco. Rev Bras 
Saude Matern Infant 2016;16:29–37.

	13.	 Diaz-Tello F. Invisible wounds: obstetric violence in the United States. 
Reprod Health Matters 2016;24:56–64.

	14.	 Vacaflor CH. Obstetric violence: a new framework for identifying 
challenges to maternal healthcare in Argentina. Reprod Health 
Matters 2016;24:65–73.

	15.	 Williams CR, Jerez C, Klein K, et al. Obstetric violence: a Latin 
American legal response to mistreatment during childbirth. BJOG 
2018;125:1208–11.

	16.	 Perera D, Lund R, Swahnberg K, et al. 'When helpers hurt': women's 
and midwives' stories of obstetric violence in state health institutions, 
Colombo district, Sri Lanka. BMC Pregnancy Childbirth 2018;18:211.

	17.	 Borges MT. A violent birth: reframing coerced procedures during 
childbirth as obstetric violence. Duke Law J 2018;67:827.

http://creativecommons.org/licenses/by-nc/4.0/
http://unesdoc.unesco.org/images/0014/001428/142825E.pdf
http://unesdoc.unesco.org/images/0014/001428/142825E.pdf
http://dx.doi.org/10.4103/0019-557X.73271
http://dx.doi.org/10.2185/jrm.2877
http://dx.doi.org/10.1186/s12978-017-0403-5
http://dx.doi.org/10.1371/journal.pmed.1001847
http://dx.doi.org/10.1186/s12978-017-0389-z
http://dx.doi.org/10.1016/j.rhm.2016.04.004
http://dx.doi.org/10.1016/j.rhm.2016.05.001
http://dx.doi.org/10.1016/j.rhm.2016.05.001
http://dx.doi.org/10.1111/1471-0528.15270
http://dx.doi.org/10.1186/s12884-018-1869-z
http://www.ncbi.nlm.nih.gov/pubmed/29469554


6 Goli S, et al. BMJ Open 2019;9:e028688. doi:10.1136/bmjopen-2018-028688

Open access�

	18.	 Oliveira VJ, Penna CMdeM. Discussing obstetric violence through 
the voices of women and health professionals. Texto & Contexto - 
Enfermagem 2017;26.

	19.	 Souza KJ, Rattner D, Gubert MB. Institutional violence and quality of 
service in obstetrics are associated with postpartum depression. Rev 
Saude Publica 2017;51:69.

	20.	 Diniz SG, Salgado HDO, Aguiar Andrezzo HFde, et al. Abuse and 
disrespect in childbirth care as a public health issue in brazil: 
origins, definitions, impacts on maternal health, and proposals for its 
prevention. J Hum Growth Dev 2015;25:377.

	21.	 Pérez D'Gregorio R. Obstetric violence: a new legal term introduced 
in Venezuela. Int J Gynaecol Obstet 2010;111:201–2.

	22.	 Fareira C. Obstetric violence within the brazilian healthcare system: a 
critical analysis of the childbirth narratives of tupinambá indigenous 
women from the olivença: Ilhéus Community, 2016.

	23.	 McGarry J, Hinsliff-Smith K, Watts K, et al. Experiences and 
impact of mistreatment and obstetric violence on women during 
childbearing: a systematic review protocol. JBI Database System Rev 
Implement Rep 2017;15:620–7.

	24.	 Sadler M, Santos MJ, Ruiz-Berdún D, et al. Moving beyond 
disrespect and abuse: addressing the structural dimensions of 
obstetric violence. Reprod Health Matters 2016;24:47–55.

	25.	 Lukasse M, Schroll AM, Karro H, et al. Prevalence of experienced 
abuse in healthcare and associated obstetric characteristics in six 
European countries. Acta Obstet Gynecol Scand 2015;94:508–17.

	26.	 Vora KS, Mavalankar DV, Ramani KV, et al. Maternal health situation 
in India: a case study. J Health Popul Nutr 2009;27:184.

	27.	 Ram F, Ram US, Singh AB. Future demand for maternal and child 
health services from public health facilities in Uttar Pradesh. Journal 
of family welfare 2010;56.

	28.	 Singh NK, Jha KK, Sharma RK, et al. Differential in antenatal care 
visit: a case study of Uttar Pradesh. Indian Journal of Maternal and 
Child Health 2015;17:1–7.

	29.	 Dehury RK, Samal J. Maternal health situation in bihar and madhya 
pradesh: a comparative analysis of state fact sheets of National 
Family Health Survey (NFHS)-3 and 4. J Clin Diagn Res 2016;10:IE01.

http://dx.doi.org/10.1590/0104-07072017006500015
http://dx.doi.org/10.1590/0104-07072017006500015
http://dx.doi.org/10.1590/s1518-8787.2017051006549
http://dx.doi.org/10.1590/s1518-8787.2017051006549
http://dx.doi.org/10.7322/jhgd.106080
http://dx.doi.org/10.1016/j.ijgo.2010.09.002
http://dx.doi.org/10.11124/JBISRIR-2016-002950
http://dx.doi.org/10.11124/JBISRIR-2016-002950
http://dx.doi.org/10.1016/j.rhm.2016.04.002
http://dx.doi.org/10.1111/aogs.12593
http://dx.doi.org/10.3329/jhpn.v27i2.3363
http://dx.doi.org/10.7860/JCDR/2016/19079.8404

	Labour room violence in Uttar Pradesh, India: evidence from longitudinal study of pregnancy and childbirth
	Abstract
	Introduction﻿﻿
	LRV: global evidence

	Methods
	Study design and setting
	Definitions
	Data collection and analysis
	Patient and public involvement

	Results
	Prevalence
	Correlates

	Discussion
	Main findings of this study
	Limitations of the study
	What is already known on this topic 
	What this study adds

	Conclusions
	References


