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Background. Disrespect and abuse are recognized for the restricting impact of women from seeking maternal care, psychological
humiliations, grievances, and unspoken sufferings on women during childbirth. Individual primary studies are limited in
explaining of extent of disrespect and abusive care. Hence, this review considers the synthesis of comprehensive evidence on the
extent, contributing factors, and consequences of disrespectful and abusive intrapartum care from the women’s and providers’
perspectives in Ethiopia. Methods. Articles had been systematically searched from the databases of PubMed, Cochrane Library,
POPLINE, Google Scholar, HINARI, African Journals Online, and WHO Global Health Library. A qualitative and quantitative
synthesis was performed using the Bowser and Hill landscape analytical framework. Result. Twenty-two studies comprised of
the 16 quantitative; 5 qualitative and one mixed studies were included. The most repeatedly dishonored right during facility-
based childbirth in Ethiopia was nondignified care, and the least commonly reported abuse was detention in health facilities.
These behaviors were contributed by normalization of care, lack of empowerment and education of women, weak health system,
and lack of training of providers. Women subjected to disrespectful and abusive behavior distanced themselves from the use of
facility-based childbirth-related services and have endured psychological humiliations. Conclusion. Disrespectful and abusive
care of women during childbirth is repeatedly practiced care in Ethiopia. This result specifically described the contributing
factors and their effects as a barrier to the utilization of facility-based childbirth. Therefore, to overcome this alarming problem,
health systems and care providers must be responsive to the specific needs of women during childbirth, and implementing
policies for standard care of respectful maternity care must be compulsory. In addition, observational, qualitative, and mixed
types of studies are required to provide comprehensive evidences on disrespect and abusive behavior during childbirth in Ethiopia.

1. Background

Respectful maternity care during childbirth has been called,
“care coordinate and given to all women in a manner that
maintains their dignity, privacy and confidentiality, ensures
freedom from harm and mistreatment, and allows informed
choice and continuous support during labour and child-
birth”[1]. In comparison to respectful care, disrespect and
abusive (D and A) care during childbirth suggests a diver-

gence from the right to health and is an indication of the
standard of childbirth services [2].

It is widely acknowledged at the policy level that all
women should have the right to respectful, dignified care
during labour, and childbirth [3]. Obstetric violence and mis-
treatment during childbirth is a global problem, however, its
worst form is in low-income countries such as Sub-Saharan
Africa [2, 4–10]. D and A, as a global epidemic, puts a women
into a grievance, unspeakable suffering, psychological
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embarrassment, prohibits women from accessing maternity
services from health institutions, may not plan to come
health institutions in the coming future, and influence
women’s decision about how, when, and with whom to give
birth [11–14].

Ethiopia, one of the world’s major contributors to mater-
nal mortality in Sub-Saharan African countries, has recorded
412 maternal deaths per 100,000 live births [15]. Just 48% of
mothers are attended by skilled birth personnel in Ethiopia
[16]. Despite a lot of effort deemed to promote health services
in Ethiopia, low-quality services continue to be a challenge
[17–19]. Just 29.2 percent of mothers received standardized
care during childbirth, with little to no quality of services
are attributed by few skilled personnel, lack of resources,
and lack of transportation services in the event of emergency,
if any [20]. In addition to inadequate access to facility-based
childbirth, low utilization of skilled birth attendance during
childbirth is augmented by abusive, mistreatment, and
humiliation of care providers after they reached health
facilities that are easily jeopardized by poor quality of service
[4, 11, 21] but skilled birth services are considered to be a
critical stratagem in reducing maternal mortality. To imple-
ment the sustainable development goals (SDGs) aimed at
reducing maternal mortality ratio to 70 per 100000 live births
[16, 22]. It is difficult to execute this ambitious plan without
promoting respectful maternal care (RMC) which has been
recognized as an essential component of strategies to
improve utilization and quality of maternity care [3].

Disrespect and abusive care in its wider term composed
attitudes and actions of health care providers, health policy
and institutional failure, deviations from national expecta-
tion of good quality care, or deviations from human rights
standards [23]. D and A can be categorized into six domains:
physical abuse, lack of privacy and confidentiality, uncon-
sented care, non- dignified care, discrimination, abandon-
ment of care and detention in health facilities [24].

Studies on the psychosocial component of childbirth care
are minimal, based primarily on the professional efficiency
care provider and women’s satisfaction, and perhaps the atti-
tude and conduct of the health care provider is one of the
deterrents to the quality of intrapartum care [2, 21, 25].

While many women suffer from disrespect and abusive
care during childbirth, such experiences are not well
recorded and taken into account factors in the planning of
maternal health services [2]. There are few awareness and
mitigating initiatives in place in Ethiopia to promote
respectful maternity care. The government of Ethiopia in its
five-year progressing plan, called the Health sector transfor-
mation plan, personalized a compassionate respectful care
initiative, offering sector-wide training for health care pro-
viders including addressing the issue of respectful maternity
care [19, 26]. While such initiatives are considered to be in a
position to mitigate this alarming problem, their consider-
ations in the planning of maternal health services and the
implementation of concrete actions are not promising in
the national context. This review would therefore allow pol-
icymakers, program designers, and interested partners in
this field to apprehend the comprehensive extent of D and
A in Ethiopia.

To the best of our knowledge, only one similar review was
done in Ethiopia [27] which found that the overall pooled
prevalence of D and A during childbirth and maternity care
in Ethiopia was 49.4% included the synthesis of only seven
studies. The review focused on quantitative synthesis (pooled
prevalence of type of disrespect and abuse only). The previ-
ous review did not include qualitative studies, many of the
studies done were quantitative, did not give emphasis on pro-
viders perspectives, did not explore contributing factors and
consequences of disrespectful and abusive care were not
identified. Hence, this review is aimed at synthesizing com-
prehensive evidence on the nature and extent of D and A,
contributing factors, and consequences of disrespectful and
abusive intrapartum care from the women’s and providers’
perspectives and to forward recommendations in Ethiopia.

2. Methods

2.1. Data Sources and Search Strategies. This systematic
review was prepared in line with the recommendation of
Preferred Reporting Items for Systematic Review and Meta-
Analysis (PRISMA-P) 2015 statement [28]. Qualitative and
quantitative studies published until February 2020, con-
ducted in Ethiopia, written in English were searched exten-
sively systematically in the following databases and search
engines: PubMed, Cochrane Library, POPLINE, Google
Scholar, HINARI, African Journals Online (AJOL), and
WHO Global Health Library. In addition, a manual review
of the references from eligible included studies was carried
out via back and forth searches.

The search strategy and engine were developed using
keywords/free text terms and Medical subject headings
(MeSH) terms in various combinations for the following
concepts: quality of intrapartum care, disrespect or abuse,
mistreatment or obstetric violence, attitude of health person-
nel, or professional misconduct, childbirth, labor and deliv-
ery, and Ethiopia.

Search strategies employed in PubMed was (((disrespect-
ful) AND abuse) AND “Delivery, Obstetric”[Mesh]) AND
“Ethiopia”[Mesh].

2.2. Inclusion Criteria. Quantitative and qualitative studies of
primary data were conducted in Ethiopia, reports on indica-
tors that can be categorized under disrespect and abuse of
women during childbirth, reports on contributing factors,
consequences of disrespect and abuse of women during
childbirth, reports dealt with quality of care related to the dis-
respect and abuse of women during childbirth, explore actual
experiences and perception of women and their companions
during childbirth and reported any form of disrespect and
abuse, and reports on health care providers perspective on
disrespect and abuse were included.

2.3. Exclusion Criteria. Studies done out of Ethiopia, which
were unable to access the full text, and studies published in
other languages other than English were removed.

The primary outcome of this review was to determine the
nature/forms and causes of disrespect and abuse of women
during childbirth in Ethiopia, and the secondary objective
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was to identify contributing factors and consequences of
disrespect and abuse of women during childbirth. Accord-
ing to Bowser and Hill framework and classification [24],
disrespectful and abusive behavior during childbirth is an
act of the following: physical abuse, nonconfidential care,
nonconsented care, nondignified care, abandonment of
care, and discrimination and detention in the facilities
during childbirth.

2.4. Data Extraction. Initially, an advanced and systematic
search was made via the identified databases listed. In addi-
tion, a manual review of the references of the included studies
was undertaken to access additional relevant articles. Next,
studies published other than the English language, conducted
out of Ethiopia, unrelated and irrelevant articles based on
their title and abstract were excluded. Then, those remaining
articles were imported to Endnote version 8, and duplicate
articles were removed. Data was extracted by using the
Joanna Briggs institute structured data extraction format.
Presented using a table consisting of the following items: first
author’s name and year of publication, study location, study
design, study description, sample size, type and characteris-
tics of disrespect and abuse, analysis method, results, and
contributing factors.

2.5. Quality Appraisal. The quality assessment of studies for
the quantitative cross-sectional was assessed using the Centre
for Evidence-Based Management (CEBM) Survey Critical
Appraisal Tool [29], and qualitative studies were assessed
using the Critical Appraisal Skills Program (CASP) tool
[30]. The qualities of included studies were rated as low,
medium, or high. All the studies were kept for the final
analysis.

2.6. Strategy for Data Synthesis. We adopt Bowser and Hill
framework for data synthesis. This typology was used
because, most of the included articles, their method of data
synthesis was according to this framework. To fulfill the
objective of this review, this framework was found to be suit-
able. According to the framework, disrespect and abusive
care are categorized into seven domains and categorizes con-
tributing factors into individual and community level, policy
and governance level, providers, and service delivery factors.
The findings were grouped, interpreted, and summarized in
these categories. For quantitative synthesis, we documented
the type and form of disrespect and abuse experienced in
each category, contributing factors, and consequences in
the form of percentages. For qualitative synthesis, we put for-
ward statements and quotes from the experience of women
companions and caregivers. The protocol of this systematic
review is under the registration process with the prospective
registration number of 175547 for systematic reviews (PROS-
PERO acknowledgment of receipt [175547]).

3. Results

3.1. Study Selection and Characteristics. The online search
yielded 143 citations through database searching and retriev-
ing of references from eligible studies. Out of this scan, 121
retrieved studies were omitted via a step-by-step procedure

due to the following reasons: 77 excluded as irrelevant by title
and abstract, 35 removed as duplicates, 4 of them were
review, and 5 forms of disrespect and abuse were not docu-
mented (Figure 1).

Of the 22 studies included in this review, 16 of them were
quantitative cross-sectional studies, 5 qualitative studies, and
1 was mixed-method study. Of the 16 quantitative cross-
sectional studies included, two were direct observational
studies [31, 32]; and three of them were perspectives of health
care providers’ [33–35]. Nine of the included studies were
performed simultaneously in both rural-urban settings [31,
35–42], eleven in urban setting [14, 33, 34, 43–51] and one
in rural setting [32]. Three of the studies were conducted in
the capital (Addis Ababa) [33, 43, 46], two in Tigray region
[42, 47], four in Amhara region [14, 34, 44, 49], five in Oro-
mia region [36, 37, 39, 50, 51], three in SNNP region [38, 40,
45], two in both SNNP and Amhara regions [32, 35], one in
four of the regions (Tigray, Oromia, SNNP and Amhara)
[41], and one was done nationwide of rural settings [31]
(Table 1).

3.2. Synthesized Outcomes. Prevalence studies in Ethiopia
have shown prevalence reports revealed that women experi-
ence at least one form of disrespect and abuse during child-
birth ranging from 21.1% [32] to 98.9% [45], which are
unacceptably high levels of obstetric violence and mistreat-
ment care.

Our synthesized findings were recorded using Bowser
and Hill framework [24] and categorized under the following
domains.

3.2.1. Physical Abuse. Physical abuse during childbirth was
reported in eighteen of the cross-sectional and qualitative
studies [14, 31–37, 39–45, 49–51] and ranged from 9% to
87.9%. To include, being beaten, slapped, and/or pinched
by the health care provider [14, 31, 33–37, 39, 41, 44, 45,
48–51] and care providers used force to push the abdomen
down (used fundal pressure) to deliver their babies [32, 40,
45], episiotomy done or perineum sutured without antipain
(anesthesia) [39, 43, 45], restrained or tied down during labor
[36, 40], legs apart harshly and forcefully during labor were
reported in 33.8% [36] and 13.9% [50] of them, 1.8% faced
previous experience of sexual abuse by the caregiver [37],
and a qualitative studies have argued that painful per-vaginal
exam have been carried out multiple times without notifying
the findings [34, 42]; “The caregivers have psychologically
wounded us, They have come and did vaginal exams repeat-
edly as easy as anything but it is a huge trauma to us” [42].

3.2.2. Nonconsented Care. The women’s right to information
and informed consent was the most consistently dishonored
right during facility-based childbirth, as recorded by between
16 to 92.5 percent of women in fifteen of the studies [32, 34–
36, 39–41, 43–47, 49–51]. A significant number of women
reported caregivers did not introduce their name during
admission time [43–45, 50, 51], caregivers did not tell the
progress and consecutive evaluations to the women during
labor [41, 45], unconsented episiotomy and per-vaginal
examination [32, 34, 36, 45], unconsented cesarean delivery,
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instrumental delivery, and labor augmentation [35, 36, 39,
45], and written and verbal informed consent was not taken
before/while any procedure [39–41, 43, 44, 47, 49]. A woman
delivered at the health center responded, “He used a metal
instrument to take the baby out and told me to react when
I have contractions, he did not ask my permission, or
informed me of what he is doing” [35].

3.2.3. Nondignified Care. With exception of the overt forms
of abuse, women’s description and perception of nondigni-
fied care are context-specific. According to our context, the
women’s right to be treated with dignity and respect was vio-
lated during childbirth, as stated by a difference of 8 to 55.3
percent of women in all of the included studies [14, 31–51].
Women experience insult, shout, intimidation, and threaten
without provocation and insensitiveness to the patients [14,
33–36, 39–41, 44–47, 50, 51]. In a qualitative study in the
migrant community, one mother said, “In the past they were
yelling at us, they insult labouring women for not being clean.
They were saying that why you did not shower, you have bad
smell. To avoid this humiliation we were giving birth at
home. But now it has been changing” [46]. They made nega-
tive comments and mocking [32, 34, 44] …“Some of them

heap scorn on you when you are in labor” [34]. Unfriendly,
unwelcomed, and impolite approaches of health care pro-
viders were found in seven of cross-sectional studies [14,
32, 38, 43, 45, 48, 51]. In a qualitative study done on women
who gave birth at home and who had previous experience of
facility-based childbirth, one woman stated, “The traditional
birth attendants will take care of your feelings; they treat you
with sympathy. They are well aware of and concerned about
our culture, so they never do something that can disappoint
you. But those in health facilities act as if they were from
another planet. They enjoy your pain and degrade you from
humanity. I don’t even understand why they are here if they
don’t respect and serve the needy” [38]. Women confirmed
that their parents were not permitted to accompany them
during labor [38, 41, 45].

3.2.4. Nonconfidential Care. The frequency of nonconfiden-
tial care that reported on prevalence ranges from 11% to
81.7%.

Women’s right to privacy and confidentiality violation
was reported in sixteen of the studies including lack of
physical privacy (curtains, screening, and any visual barriers)
[31, 34–36, 39, 41, 44, 45, 50, 51], lack of auditory privacy

Records identified through data base
searching (PubMed, Cochrane Library,

Medline, POPLINE, Google Scholar,
HINARI, African Journals Online and
WHO Global Health Library) (n = 129)

Additional records identified
through other sources

(retrieving of references from
eligible studies) (n = 14)

Records excluded as irrelevant to the title and
abstract, out of Ethiopia (n = 77)

Records a�er exact duplicates removed
(n = 35)

Records screened (n = 31)

Full text articles assessed for eligibility
(n = 31)

Full text articles removed, with
reason (n = 9)

Review (4)(i)
No form of disrespect and
abuse documented but deals
with satisfaction and factors
influencing facility based
childbirth (5)

(ii)

Studies included in the systematic review
(n = 22)

Id
en

tifi
ca

tio
n

Sc
re

en
in

g
El

ig
ib

ili
ty

In
cl

ud
ed

Studies included in quality assessment
(n = 22)

Figure 1: PRISMA statement presentation for systematic review of women’s and health care providers’ perspectives on disrespect and abuse
during childbirth in Ethiopia.
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(discuss sensitive health information publicly and overheard
by others) [32, 36, 40, 44, 47, 50], and medical history
disclosed without consent in 7.2% of them [36]. In the qual-
itative study done on patients and care providers perspective,
one of the participants stated, “I told the midwife not to allow
[students to enter and observe care], but they were already in
the room on practical learning, and the midwife didn’t want
to send them out once they were in. In the future, I don’t
want that” [34]…one trainee student also stated, “We stu-
dents were many in number, and clients got ashamed to be
free in front of us [to permit vaginal exams], and did not
comply with the orders given by providers” [34].

3.2.5. Discrimination. In Ethiopia, 2.2% to 54.6% of women,
their right to equally, discrimination-free and equitable care
was violated on basis of circumstances by caregivers. Women
reported discriminatory care in eight cross-sectional studies,
to include because of their traditional belief [45], being rural
residence [36, 45], 12.5% due to low educational status or no
formal education [45], race/religion or ethnicity [40, 44, 51],
low economic status [36, 40, 44], being teenager (young age)
[36, 40, 45], 5.4% discriminated because of serostatus positive
for HIV [40], and 13.4% did not get equitable care because of
difficulty in language [51]. One woman from rural residence
stated the level of discrimination as, “By the time I went there
in labour, there was one woman who came from the urban
area, she was there before me but I gave birth before her.
They were taking care of her and treating her better than they
did for me ... they visited her more frequently, and they com-
fort her than me” [35].

3.2.6. Abandonment/Neglect. A total of 4.3 to 53.8% of
women in 14 surveys, including left alone or unattended dur-
ing labor and delivery, reported denial of women right to
healthcare and to the highest attainable level of health and
continuous care [31, 33, 34, 40, 43–45, 47, 49, 51], pain man-
agement neglected despite they need it [14, 42], did not come
on need [34, 43, 44, 50, 51], movement limited for a long time
[47], and 16.5% of women reported delayed procedure after
decision [40].

3.2.7. Detention in Facilities.Detention at health facilities was
reported by a range of 2.9% to 25.9% of women in four
studies for the issue of failure to pay and against their will
[36, 44, 51] and detained for fear of home delivery [42].

3.3. Factors Contributing to Disrespect and Abuse during
Childbirth. In this review, the factors leading to disrespect
and abuse during childbirth in Ethiopia included research
from the experience and interpretation of women, the
experience of care providers, trainees, and discussed in
their results.

3.3.1. Individual and Community-Level Factors

(1)Normalization of Disrespect and Abuse during Childbirth.
Asefa et al. [33] and Ukke et al. [45] discussed in their finding
as the widespread observation and experience of disrespect
and abuse indicates, it is normalized, culture and attitudinal
among women and caregivers in health institutions. For a

majority of women who are perceived disrespect and abused,
while reported as not disrespected and abused, it means
disrespectful and abuse care well-thought-out to be not
thoughtful by service users and tolerable community [32,
39, 43]. A resident dweller woman who had not received for-
mal education interrogated as, “...Yes, because they are doing
this to save my life, I don’t mind ... Yes it is for my benefit and
it was not meant to hurt me” [35].

(2)Lack of Autonomy and Empowerment. Four studies found
that those mothers residing in rural had low educational
status, and low socioeconomic status is more likely to face
disrespected and abused care [14, 35, 44, 46, 49]. The authors
of those studies link the factors with disrespect and abuse
care as; with regard to low socioeconomic status, those
mothers who had control over finance may have a high level
of utilization of institutional delivery, and this would have a
lot more exposure to the care system and aware their rights.
Related to educational status, educated women are better
aware of their rights and developed self-confidence decreases
the disparity in power between caregiver and service users,
making them less affected by disrespected and abused care.
However, Mihret 2019 [49] did not agree with these postula-
tions. While less informed and rural residents are more likely
to face disrespect and abusive care, as rural residents are not
aware of their rights and may never have been introduced to
the care system by the abusive and bad approach of care-
givers to view it as status quo and did not disclose it as disre-
spectful and abusive care. With regard to education, Mihret
2019 [49] concluded that perhaps educated women are more
conscious of their rights and are thus more open to disclosing
incidents of disrespect and abusive behaviors.

3.3.2. National Laws and Policies, Human Rights, and Ethics

(1)Lack of Enforcement of National Laws and Policies and
Lack of Legal Redress Mechanisms, Supervision. The lack of
redress mechanism in case of complaints was reported by
65.2% of respondents as a constraint for respectful maternity
care [40]. Sheferaw et al. [31] also discussed the importance
of the SBM-R quality improvement approach; facilities that
adopted the SBM-R quality improvement approach demon-
strated a higher level of Respectful Maternity Care compared
to those who did not.

3.3.3. Providers and Service Delivery

(1)Provider Distancing as a Result of Training. None of the
included studies provide an evidence for this factor as a
contributor. However, Sheferaw et al. 2017 [31] speculated
on their discussion session as, lack of preservice, in-service
training/education for the maternal health work force about
respectful maternity care contributes to the harsh relation-
ship of service users and providers.

(2)Provider Demoralization Related to Weak Health Systems,
Shortages of Human Resources, and Professional Development
Opportunities. Poor support is from facility management to
the unreserved effort of provider [33, 40, 45], inconvenient
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working environment (low satisfaction, low payment relative
to their effort) [33, 34, 38], and staff shortage [34, 51].

High workload resulted from high patient flow in tertiary
hospitals and duty night shift made them overworked, tired,
and easily irritated [32, 33, 41, 45, 51], lack of resource, and
failing infrastructure [32, 34, 39, 40, 42, 51]. From a qualita-
tive evidence, one urban woman gave birth for the first time
quoted as follows, “I was left alone on a couch for 7 hours
with instruction to remain in the same position, which was
inconvenient and very cold without any beddings. Then after
…they forced me stand up and move…I was not strong
enough yet. What annoyed me most was they made me col-
lect my blood stained linens and clothes” [42].

3.4. Consequences.Many evidences have showed that there is
a proven correlation between disrespectful and abusive
facility-based childbirth care and not to the use of facility-
based childbirth services currently or in the future [13, 24].
As a result, the following consequences have been reported
from the included articles reviewed.

3.5. Nonutilization or Delayed Utilization of Skilled Delivery
Services. The bad approach of health care providers strangu-
lated by lack of legal redress mechanisms and supervisions
dictates women to restrain from using skilled birth services,
prefer to deliver at home with traditional birth attendants,
no intention to come health institutions in the coming future,
influence women’s decision about how, when and with
whom to give birth [14, 33, 36, 38, 44–46].

3.6. Psychological Consequences. Violation of human rights
has led to psychological humiliations, and this creates social
and psychological detachment between care providers and
service users [32, 39, 42, 43]. 12 percent of women reported
they experiencing depression in the last 12 months of their
childbirth [37].

4. Discussion

This systematic review found that disrespectful and abusive
care of women during childbirth is repeatedly practiced care
in Ethiopia. The nature and forms of this practice varied
from study to study; the most repeatedly dishonored right
during facility-based childbirth in Ethiopia was nondignified
care, which is reported in all of the included studies, in addi-
tion to this, physical abuse has been stated frequently and
comparatively that the least commonly reported abuse was
detention in health facilities without their will, listed only in
four of the included studies.

With the exception of overt forms of abuse, most of the
descriptions and perceptions of women are context-specific;
and this can be subjected to under-or-over reporting, as this
behavior may be accepted as normal for some women and
may be considered to be abuse or disrespect by some women.
This poses a difficulty in assessing precisely the incidence of
disrespect and abusive care. To avoid this confusion, this
review tried to provide the combination of quantitative, qual-
itative, mixed, observational studies, and not only women’s

experience but also companions opinion, and caregivers
experiences to D and A.

Physical abuse, nondignified care, nonconfidentiality
care, nonconsented care, discrimination, abandonment/ne-
glect, and detention in health facility identified by the
findings of this review have been widely recorded in many
settings as a significant obstacle to the utilization of facility-
based childbirth services [2, 6, 8, 11, 12, 27, 52, 53]. In line
with the findings of this review, normalization of D and
A care, lack of autonomy and disempowerment, lack of
redress mechanism and supervision for complaints and
violations, lack of resources and failing infrastructure, and
staff shortages have been described as key contributors to
D and A [2, 8, 11, 12].

While negative experience and unsatisfactory events of
women have been recorded in many situations, positive
experiences and the development of a homely environment
have been reported in some settings (e.g., preparing coffee
ceremony in labor ward) [46] and other settings should take
lessons and share these positive experiences. In contrast, in
some settings, health care providers have forced women to
deliver in ill-prepared health facilities by intimidating them
with punishments such as withholding social activities,
participating in ceremonies, and restricting them to job
opportunities instead of maintaining a positive and homely
environment [42].

The country’s health system affects respectful and nona-
busive care of women during childbirth by endangering the
working conditions of the primary care providers, making
too few workers but many service users, less timely care, fail-
ing facilities, and shortage of resources, failing to upgrade
and improve personnel development of staffs [54–56]. These
ill-structured health systems generate long waiting time, lack
of timely care, unfriendly care, negligence, lack of physical
and auditory privacy, and overcrowded due to high patient
flow. In addition, this encourages women to view and assess
as incompetence on the part of providers only, possibly due
to heavy workload, inconvenient working environment, and
poor satisfaction due to low pay.

This review also examined that not only to confirm that
Ethiopia is experiencing a similar situation but also to inves-
tigate several accounts of previous experience of sexual abuse
by caregivers over their lifetimes. This bad experience pre-
vents women from attending health facilities to pursue
maternal health services. This review also illustrated that
the majority of D and A victim groups are minorities (preg-
nant teenagers), low socioeconomic status, low educational
status, patients living with HIV, and who had language diffi-
culties. Notwithstanding their status, women have the right
to obtain equal treatment, free from discrimination, and
equitable care during childbirth [1] [1]; however, in Ethiopia
they are not equal to those rights on the ground. The impact
of these bad experiences has led many Ethiopia women to
choose traditional birth attendants than skilled birth atten-
dants; believed that the former regards you with sympathy,
concerns with culture and still treats them with irrespective
of their status [57].

The introduction of standard-based management and
recognition (SBM-R) approach to improving the quality of
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maternal health services in some institutions has shown a
higher degree of Respectful Maternity Care relative to those
who have not adopted the SBM-R quality improvement
approach [31]. However, this approach is confined to some
institutions, and its extension to other centers requires a great
deal of effort. Besides this inadequate performance of this
approach, lack of legal redresses mechanism in case of com-
plaints in institutions has made it difficult to promote
respectful maternity care.

The Government of Ethiopia has implemented a compas-
sionate and respectful care initiative in its five-year Health
Sector Transformation Plan (HSTP) to resolve this startling
issue [19]. This initiative focused mainly on equity and qual-
ity of care delivery, with a particular emphasis on maternal
health services, through offering training for pre and in-
service health practitioners in the area of interpersonal and
communication skills [58]. Respectful maternity care is also
included in Basic and Emergency Obstetric Care (BEmONC)
of training session focused on increasing of awareness and
culturally responsive care during childbirth, educating
women on what to expect during childbirth including their
right to informed consent, privacy, and confidentiality, and
requesting their preferences during childbirth [59].

While such measures are in effect, policies to promote
Respectful Maternity Care as a standard of practice are
seldom adopted, only value of paper and for the sake of
political consumption.

5. Limitations and Strengths

Considering the limitation of the study, the findings should
be interpreted. We followed the Bowser and Hill landscape
analysis on disrespect and abuse to inform the evidence syn-
thesis to achieve the objectives of the review. We have tried to
include few studies on the experiences of provider in order to
recognize the contributing factors and suggesting solutions,
however, the included studies are not enough to enrich with
more information due to limited studies. We also integrate
research underscore on the ideas of these women’s compan-
ions during childbirth, since women might not be in a strong
place to articulate their experiences at times during labor and
delivery or immediately after childbirth, in which case the
observation of companions was of immense benefit. Despite
the low quality of the articles, all of the studies meet the
inclusion criteria were included; this may introduce the issue
of small sample size, risk of selection, recall, and courtesy
bias. Another drawback would be that, though we included
unpublished papers, still there might be remaining of
unpublished articles concerning this topic. While research
conducted in Ethiopia, published in languages other than
English, has not been found, the collection of papers
published in English only may introduce a bias.

6. Conclusion

This systematic review renowned that disrespectful and abu-
sive care of women during childbirth is repeatedly practiced
care in Ethiopia, and this finding specifically positions the
contributing factors in a broad range and consequences of

D and A as a deterrent for utilization of facility-based child-
birth at present and subsequent times. To address this alarm-
ing problem, therefore, participation in empowering and
educating of women on their rights and expectations during
childbirth, creating conducive environments for health care
providers, strengthening of health systems on respectful
maternity care, providing training for pre and in-service care
providers on interpersonal and communication skills, imple-
mentation of standard-based management and recognition
(SBM-R) approach to improve the quality of maternal health,
strong legal redresses mechanism in case of complaints, and
implementing of policies for standard care of respectful
maternity care is utmost importance. In addition, observa-
tional, qualitative, and mixed types of studies are required
to provide comprehensive evidences on disrespect and abuse
during childbirth in Ethiopia.
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