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Abuse, disrespect and mistreatment during childbirth care: 
contribution of the Ribeirão Preto cohorts, Brazil

Abuso, desrespeito e maltrato na assistência ao parto: 
contribuição das Coortes de Ribeirão Preto, Brasil

Resumo  O objetivo do estudo foi estimar percep-
ção e ocorrência de situações de abuso, desrespeito 
e maltrato (ADM) na assistência ao parto de 745 
mulheres pertencentes às coortes de nascimentos 
de Ribeirão Preto. Foram aplicados questionários 
sigilosos contendo uma pergunta sobre percepção 
de maltrato na assistência ao parto e outras so-
bre exposição a situações de ADM. Utilizou-se o 
teste qui-quadrado para comparar as situações 
apresentadas entres as mulheres que relataram ou 
não maltrato. A análise foi realizada por meio do 
programa Stata 14. Das 745 mulheres avaliadas, 
66,2% foram expostas a alguma situação de ADM 
e 8,3% referiram ter percebido ADM. As situações 
mais frequentes foram: 30,5% não puderam co-
mer nem beber nada; 27,5% tiveram sua barriga 
apertada para ajudar a criança a nascer; e 25,5% 
não puderam ficar com acompanhante de sua es-
colha. Mulheres que afirmaram ter sofrido mal-
trato apresentaram maiores frequências de respos-
tas positivas a todas situações de ADM quando 
comparadas com às demais, exceto para os seguin-
tes relatos: “Não me deixaram comer nem beber 
nada” (p = 0,975) e “Fui forçada a ter parto cesá-
reo contra minha vontade” (p = 0,073). Apesar de 
a maior parte das mulheres pertencentes às coortes 
de Ribeirão Preto relatarem exposição a situações 
de ADM durante a assistência ao parto, uma mi-
noria percebeu desrespeito ou maltrato.
Palavras-chave Violência, Parto, Estudos de co-
orte

Abstract  This study aimed to estimate the per-
ception and frequency of abuse, disrespect and 
mistreatment (ADM) situations during childbir-
th care of 745 women from the Ribeirão Preto birt 
cohorts. Confidential questionnaires containing 
one question regarding perceived abuse during 
childbirth care and other questions addressing 
exposure to ADM situations were applied. The 
chi-squared test was used to compare the situa-
tions presented between women who did and did 
not report mistreatment using the Stata 14.0 sof-
tware. Among the 745 women evaluated, 66.2% 
were exposed to some situation of ADM and 8.3% 
reported having perceived ADM. The most fre-
quent situations were that the woman could not 
eat or drink (30.5%), the woman had her belly 
squeezed to help the child be born (27.5%), and 
the woman could not stay with a companion of 
her choice (25.5%). Women who reported to 
have suffered maltreatment more frequently res-
ponded positively to all situations of ADM when 
compared to the other participants, except for the 
following statements: “I was not allowed to eat or 
drink anything” (p = 0.975) and “I was forced 
to have a cesarean delivery against my will” (p 
= 0.073). Although most women of the Ribeirão 
Preto cohorts reported exposure to ADM situa-
tions during childbirth care, a minority perceived 
disrespect or mistreatment. 
Key words Violence, Parturition, Cohort study
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Introduction

Abuse, disrespect and mistreatment (ADM) 
of women and girls during childbirth care has 
been gaining recognition as a problem across 
the world for more than two decades when the 
World Health Organization (WHO) declared 
that mistreating women during childbirth and 
the associated human rights violations is a “glob-
al problem”1. This issue was highlighted in 2015 
when the United Nations and regional human 
rights experts issued a joint statement explicitly 
asking governments to address “acts of obstetric 
and institutional violence”2.

In Brazil, the term “obstetric violence” is used 
to describe these practices of ADM that occur 
during pregnancy, childbirth, postpartum, and 
abortion care. Its concepts have been disseminat-
ed3-5 in an attempt to raise the awareness of both 
health teams and parturients regarding their 
rights during delivery. Countries such as Venezu-
ela, Argentina, Bolivia, Panama and Mexico de-
veloped legislation around “obstetric violence”, 
a term that encompasses diverse concepts such 
as disrespectful and abusive treatment of wom-
en during pregnancy, childbirth and the post-
partum period; unconsented and nonmedically 
indicated care, and negligence during obstetric 
emergencies3,4.

Nevertheless, it is estimated that 25% of Bra-
zilian women have suffered some type of vio-
lence during their childbirth care. These practic-
es disagree with the movement of humanization 
of care and scientific evidence in the obstetric 
field5. The reason for the perpetuation of practic-
es associated with obstetric violence has been dis-
cussed but its causality is complex and involves 
the training of health professionals, the structure 
of healthcare services, the working conditions to 
which the health team is exposed, and the degree 
of vulnerability of the attended population, in 
addition to its relationship with the moral val-
ues of the society in which professionals and pa-
tients are inserted5. Thus, although the concept 
of humanization of labor and birth is recognized 
and recommended by entities such as the WHO, 
Pan American Health Organization (PAHO), 
Ministry of Health, the Brazilian Unified Health 
System (SUS), and medical and nursing councils 
and associations, the delivery process is likely to 
be subject to violent and inhuman initiatives that 
disrespect the human and reproductive rights of 
women during childbirth6.

Although many national7-9 and internation-
al studies10-12 have addressed this topic, knowing 

the situations of disrespect during childbirth 
care is of great importance since the percentage 
of women experiencing this event is still high de-
spite current recommendations. Therefore, the 
present study aimed to estimate and compare 
the frequency of situations of ADM during 
childbirth care among participants who perceived 
mistreatment and who did not of the 1978/79 and 
1994 birth cohorts conducted in Ribeirão Preto, 
São Paulo, Brazil.

Methods

This was a descriptive study that used data from 
the Determinants throughout the life cycle of 
obesity, precursors of chronic diseases, human 
capital and mental health – RPS Consortium 
study. The present study included information 
from the fifth phase of the 1978/79 cohort and 
the third phase of the 1994 cohort followed up in 
Ribeirão Preto, São Paulo.

According to IBGE, the population of Ri-
beirão Preto was 682,302 inhabitants in 2017, 
with a demographic density of 928.92 inhab-
itants/km. There were 98.4% of households 
with an adequate sewer system, 92.5% of urban 
households on public roads with afforestation, 
and 64.5% of urban households on public roads 
with adequate urbanization13. A rich and indus-
trialized region, the Human Development Index 
(HDI) was 0.855 in 2000, occupying the sixth 
position in the state of São Paulo and the 22nd in 
Brazil14. 

Population and sample 

The first birth cohort study in Brazil was con-
ducted in 1978/79 and included 6,827 newborn 
infants from the municipality of Ribeirão Preto15. 
This cohort had several follow-ups16-19. In 2016 
and 2017, 1,775 individuals ranging in age from 
37-39 years were again evaluated. This fifth fol-
low-up phase was dedicated to investigating ear-
ly determinants of health, such as nutrition and 
body composition, as well as to assess precursors 
of complex chronic diseases, mental health, and 
human capital. In 1994, 2,846 newborn infants 
in the municipality were evaluated over four 
consecutive months, corresponding to 1/3 of all 
births of that year17. This cohort was reevaluated 
during the school period15 and the third assess-
ment conducted on 1,041 subjects aged 22-24 
years in 2016-2017 occurred simultaneously with 
the fifth phase of the 1978/79 cohort. Thus, all 
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subjects of the two Ribeirão Preto birth cohorts 
who participated in the fifth (1978/79 cohort) 
and third (1994 cohort) phases of follow-up were 
evaluated, totaling 2,816 individuals. 

For the present study, it was necessary to se-
lect only women who had already been pregnant, 
so that they could or could not identify situations 
of ADM during childbirth. A total of 852 wom-
en were eligible. Women who did not answer the 
questions about ADM were excluded and 745 
women (632 from the 1978/79 cohort and 113 
from the 1994 cohort) were thus evaluated (Fig-
ure 1).

Instruments and data collection 

Two questionnaires were used. A general 
questionnaire that contained socioeconomic and 
demographic data and life habits of the women 
was applied by the researcher. The confidential 
questionnaire was self-administered and ad-
dressed issues about the perception and exposure 
to situations of ADM during labor and delivery. 
Both surveys were answered using the Research 
Electronic Data Capture (REDCap) app devel-
oped by a multi-institutional consortium that 
started at Vanderbilt University20. 

Variables 

The variable “perception of disrespect or 
mistreatment during labor and delivery” was de-
rived from the initial question: Have you ever felt 
disrespected or mistreated during labor and de-
livery of your child? (yes or no). Next, all women 
responded affirmatively or not to the block cor-
responding to the exposure to ADM situations 
during labor and delivery. The statements are 
presented in Chart 1.

The following sociodemographic variables 
and life habits were studied: age (1978/79 co-
hort with 37-39 years and 1994 cohort with 
22-24 years); self-reported skin color (white, 
non-white); schooling in complete years (up to 
4, 5-8, 9-11 and 12 or more); current marital 
status (single, married/living with a partner, or 
separated/divorced); head of household (respon-
dent or others), and if religious (yes or no). The 
socioeconomic class was defined according to the 
Brazil criterion provided by the Brazilian Asso-
ciation of Research Companies (ABEP): A/B, C, 
D/E, with A/B corresponding to the highest sta-
tus21.

Figure 1. Flowchart of the study population.

Source: Authors.

2,816 subjects

1978/79 Cohort
1,775 subjects

1994 Cohort
1,041 subjects

605 women436 men929 women846 men

722 already been 
pregnant

632 answered the 
questionnaire

130 already been 
pregnant

113 answered the 
questionnaire
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Statistical analysis 

The prevalence of women who felt mistreated 
during childbirth and the ADM situations expe-
rienced were described. The characteristics of the 
women according to the perception of disrespect 
or mistreatment during labor and delivery, as 
well as exposure to situations of ADM during 
labor and delivery, were compared by the chi-
squared test at a level of significance of 5%. The 
Stata 14.0 software was used for the analyses.

Ethical aspects 

The study was approved by the Research Eth-
ics Committee of the University Hospital of the 
Ribeirão Preto Medical School, University of São 
Paulo. All participants received and signed the 
free informed consent form.

Results

In the population studied, 62 (8.3%) women felt 
disrespected or mistreated during labor and de-
livery, without a difference between the two age 
groups (8.5% of the older cohort and 7.1% of the 
younger cohort; p = 0.604). There was no differ-

ence in socioeconomic or demographic charac-
teristics between women who felt mistreated and 
those who did not (Table 1). 

The 62 participants who reported mistreat-
ment/disrespect were on average 25 years old 
(SD 5.08) at the time of childbirth when ADM 
was perceived; the mean gestational age was 37 
weeks (SD 1.87) and the mean birth weight of 
their newborns was 3008 g (SD 229). 

Most deliveries of these 62 women occurred 
in a public hospital/maternity unit (77.4%) and 
were assisted by a female professional (50%). In 
most cases, mistreatment occurred during the 
birth of the first child (58.1%), and the type of 
delivery most frequently associated with mem-
ories of disrespect was vaginal delivery (54.8%). 
It was reported that 56.4% of these pregnancies 
were not planned and labor was induced in only 
12 (19.4%) cases (Table 2).

Approximately 66.2% of the women expe-
rienced at least one situation of ADM as can be 
seen in Table 3. 

The group of women who reported having 
suffered ADM during labor or delivery exhibited 
significantly higher frequencies of positive re-
sponses to the different situations of disrespect 
presented than the remaining women. No dif-
ference between groups was only observed for 
two situations: “I was not allowed to eat or drink 
anything” and “I was forced to have a cesarean 
delivery against my will”. The situations most fre-
quently cited by women who suffered mistreat-
ment were “The team did not explain what was 
happening” (59.7%), “They squeezed my belly to 
help the baby be born” (41.9%), and “I could not 
stay with a companion of my choice” (37.1%) 
(Table 4). 

There were no differences between the two 
cohorts, except for the complaint of having been 
forced to have a vaginal delivery, which was sig-
nificantly more frequent in the younger cohort 
(9.7%) compared to the older one (4.6%; p = 
0.025).

Discussion

The study demonstrated that 66.2% of the inter-
viewed women reported having suffered at least 
one of the ADM situations investigated, but only 
8.3% perceived the violence experienced. An 
important variability was observed in the ADM 
prevalence of several studies, ranging from 25 to 
30%5, while this rate exceeds 80% in some facil-
ities12,22.  

Chart 1. Statements regarding exposure to situations 
of ADM during childbirth care. 

ADM during childbirth care

I could not stay with a companion of my choice

I was not allowed to eat or drink anything

They shouted at me

They threatened not to take care of me anymore

I was submitted to several vaginal examinations 
without being consulted

The team caring for me did not explain what was 
happening
I was forced to have a vaginal birth against my will

I was forced to have a cesarean delivery against my 
will

They squeezed my belly to help the baby be born

They did not let me walk when I wanted to

They cut me down there without consulting me/
against my will

They cut me down there without anesthesia

It took them a while to let me see or pick up the baby

ADM = abuse, disrespect and mistreatment.

Source: Authors.
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The study “Born in Brazil” based on a sur-
vey of labor and delivery involving 23,894 wom-
en seen at public, private and mixed maternity 
units of 266 medium and large facilities locat-
ed in capitals and towns of 191 municipalities, 
which was conducted in 2011 and 2012, showed 
that the procedures related to labor and delivery 
are increasingly more violent. Good practices 
during labor were observed in less than 50% of 
the women and were less frequent in the North, 
Northeast and Midwest of the country23.

A study conducted in a high-complexity ma-
ternity unit in Recife showed that approximately 
87% of patients suffered some type of violence 
during labor and delivery, considering the use of 
unnecessary interventions22. In a cross-sectional 
survey carried out in Poland (n = 8378), 81% of 
women experienced violence or abuse from med-

ical staff on at least one occasion. The most com-
mon abuse was having medical procedures with-
out prior consent12. A survey of Brazilian women 
in public and private facilities showed that 25% 
of the respondents were victims of obstetric vi-
olence5. Another study conducted at a materni-
ty hospital in São Paulo, Brazil, reported a sim-
ilar percentage, 27.9%8. A similar prevalence of 
26.3% was found in Caracas, with predominantly 
psychological violence24. 

The WHO typifies forms of obstetric violence 
and highlights five categories that operationalize 
the legal definitions: routine and unnecessary in-
terventions and medicalization; verbal abuse, hu-
miliation or physical aggression; lack of material 
and inadequate facilities; practices performed by 
residents and professionals without the woman’s 
permission after providing her comprehensive, 

Table 1. Sociodemographic characteristics of women from the 1978/79 and 1994 cohorts according to the 
perception of maltreatment. 

Sociodemographic characteristics

Perception of maltreatment 

Yes No

n (%) n (%) p

Cohort/Age 0.604

1978/79 (37-39 years) 54 (87.1) 578 (84.6)

1994 (22-25 years) 8 (12.9) 105 (15.4)

Skin color 0.198

White 52 (83.9) 524 (76.7)

Non-white 10 (16.1) 159 (23.3)

Years of schooling 0.211

Up to 4 1 (21.0) 12 (12.6)

5 to 8 12 (40.3) 73 (43.4)

9 to 11 26 (1,6) 343 (5.9)

12 or more 23 (37.1) 252 (38.1)

Socioeconomic class according to ABEP* 0.865

A/B 34 (58.6) 411 (62.1)

C 22 (37.9) 232 (35.0)

D/E 2 (3.5) 19 (2.9)

Marital status 0.248

Single 11 (17.7) 106 (15.5)

Married/living with a partner 41 (66.1) 509 (74.5)

Separated/divorced/widowed 10 (16.2) 68 (10.0)

Religious 0.124

No 3 (4.8) 76 (11.1)

Yes 59 (95.2) 607 (88.9)

Head of household 0.113

Respondent 29 (46.8) 250 (36.6)

Others 33 (53.2) 433 (63.4)

Total 62 (100) 683 (100)
ABEP: Brazilian Association of Research Companies21. * Divergent total numbers due to ignored data.

Source: Authors.
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truthful and sufficient information; discrimina-
tion on cultural, economic, religious, and ethnic 
grounds25. Despite the broad dissemination of 
these guidelines and several studies, there is an 
evident lack of instruments to measure accurately 
the occurrence of ADM situations. Generally, the 
assessments are qualitative and/or quantitative 
but data collection procedures and interpretation 
vary widely, a fact that jeopardizes comparisons 
and limits the knowledge on this problem. One 
approach used to overcome this difficulty was the 
development of a quantitative scale that assesses 
the perspective of final-year midwifery students 
regarding mistreatments during childbirth26. 

 However, one fact that calls attention is the 
small number of women who are aware of their 
obstetric rights. Within this context, Jardim & 
Modena27 reported that an important issue for 
the persistence of violence in obstetric care is the 
lack of knowledge of women about their sexu-
al and reproductive rights. According to the au-
thors, the proposal of strategies to prevent and 
combat this event involves academic training, 
women’s awareness, social mobilization, and the 
creation of laws and public policies in a joint 
challenge to guarantee the provision of obstetric 
carefree of violence and the respect of sexual and 
reproductive rights. 

According to Schraiber et al.28, it should be 
considered that the difficulty in expressing expe-
rienced violence can be a communication prob-
lem since the meaning of the word violence varies 
a lot. In his study, 322 women aged 15 to 49 were 

Table 3. Exposure to situations of ADM during childbirth care. 

ADM during childbirth care n (%)

I was not allowed to eat or drink 227 (30.5)

They squeezed my belly to help the baby be born 205 (27.5)

I could not stay with a companion of my choice 190 (25.5)

The team did not explain what was happening 115 (15.4)

It took them a while to let me see or pick up the baby 96 (12.9)

They cut me down there without my permission 72 (9.7)

They did not let me walk when I wanted to 58 (7.8)

I was submitted to several vaginal examinations without being consulted 47 (6.3)

They cut me down there without anesthesia 47 (6.3)

I was forced to have a vaginal birth against my will 40 (5.4)

They shouted at me 37 (5)

They threatened not to take care of me anymore 15 (2)

I was forced to have a cesarean delivery against my will 14 (1.9)
ADM = abuse, disrespect and mistreatment.

Source: Authors.

Table 2. Characteristics of the childbirth care in which 
mistreatment was perceived. 

Reproductive and care characteristics 
of the participants

n (%)

Hospital/maternity where the birth took 
place

Private 10 (16.1)

Public 48 (77.4)

No information 4 (6.5)

Gender of the attending professional

Male 22 (35.5)

Female 31 (50.0)

No information 9 (14.5)

Type of delivery

Vaginal 34 (54.8)

Cesarean 18 (29.1)

No information 10 (16.1)

Birth in which mistreatment occurred

First 36 (58.1)

Second 16 (25.8)

Third 4 (6.4)

No information 6 (9.7)

Planned pregnancy

No 35 (56.4)

Yes 21 (33.9)

No information 6 (9.7)

Labor

Induced 12 (19.4)

Spontaneous 35 (56.4)

No information 15 (24.2)

Total 62 (100)
* Divergent total numbers due to ignored data.

Source: Authors.
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interviewed; 69.6% referred to some physical, 
psychological or sexual aggression but 63.4% did 
not consider that they had undergone violence in 
life. It is named invisibility of violence.

Although studies indicate that women with a 
lower educational level22 and socioeconomically 
disadvantaged23,27 would be the most exposed to 
situations of ADM, the present study was unable 
to identify sociodemographic characteristics that 
could discriminate women who perceived the 
violence experienced. Most participants in this 
group had an unplanned pregnancy, were at-
tended in a public maternity hospital by a female 
professional, and the complaint occurred in the 
first birth, which was generally spontaneous and 
vaginal. Another important information was the 
mean maternal age (25 years), the mean newborn 
weight (3,007.9 kg), and the mean gestational age 
(37 weeks) at childbirth, which do not suggest 
any special characteristics that would promote 
abnormal conditions of labor or delivery. 

The literature has discussed the unnecessary 
and/or harmful practices of the current interven-
tionist care model. Studies have shown that being 
attended by a doctor increases the risk (RR 1.56; 
1.38-1.76) of exposure to ADM situation22. In the 
present study, we did not collect data regarding 
the professional who provided childbirth care 
(doctor, nurse, obstetrician), nor regarding the 
medical conditions of the respondents during 
hospitalization. Women who perceived maltreat-

ment were treated in 50% of cases by a female 
professional.

The most frequent situations of ADM report-
ed by this population were the impossibility of 
eating/drinking during labor, having the belly 
squeezed to help with delivery and the impos-
sibility of choosing a companion. When only 
women who perceived ADM situations were 
evaluated, the main complaint was the lack of ex-
planations provided by the medical team, while 
the other group continued to report the lack of 
permission to eat or drink during labor. Regard-
less of this difference between groups, it was ob-
served that the complaints raised are the same as 
those reported in other surveys8,22,23. 

Allowing the woman to have a companion of 
her free choice during labor, delivery and post-
partum is considered a beneficial conduct that 
should be encouraged and is supported by sci-
entific evidence. Women who receive continuous 
support during labor, compared to those who do 
not, are more likely to not require cesarean sec-
tion and to have a vaginal delivery without the 
use of analgesia, in addition to shorter labor and 
less dissatisfaction with the experience of the 
birth process29.

In a previous study, 29.5% of women were 
submitted to the Kristeller maneuver during 
vaginal birth and cesarean sections performed 
after attempts of vaginal delivery. This maneuver 
was developed without any scientific basis and is 

Table 4. Exposure to ADM situations during childbirth care according to the perception of mistreatment.

ADM during childbirth care
 Perception of mistreatment

pNo Yes

n (%) n (%)

I was not allowed to eat or drink 208 (30.5) 19 (30.6) 0.975

They squeezed my belly to help the baby be born 179 (26.2) 26 (41.9) 0.008

I could not stay with a companion of my choice 167 (24.4) 23 (37.1) 0.029

The team did not explain what was happening 78 (11.4) 37 (59.7) <0.001

It took them a while to let me see or pick up the baby 76 (11.1) 20 (32.7) <0.001

They cut me down there without my permission 55 (8.0) 17 (27.4) <0.001

They did not let me walk when I wanted to 48 (7.0) 10 (16.1) 0.010

I was submitted to several vaginal examinations without being consulted 29 (4.3) 18 (29.0) <0.001

They cut me down there without anesthesia 39 (5.7) 8 (12.9) 0.026

I was forced to have a vaginal birth against my will 25 (3.7) 15 (24.2) <0.001

They shouted at me 17 (2.5) 20 (32.3) <0.001

They threatened not to take care of me anymore 8 (1.2) 7 (11.3) <0.001

I was forced to have a cesarean delivery against my will 11 (1.6) 3 (4.8) 0.073
ADM = abuse, disrespect, and mistreatment.

Source: Authors.
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frequently performed by health professionals in 
conjunction with other inappropriate interven-
tions to accelerate labor dynamics. In addition to 
the discomfort caused by pain, this maneuver can 
have serious consequences such as trauma to the 
abdominal viscera and uterus and detachment of 
the placenta30. 

Despite the recommendation that women 
must maintain oral water and food intake in low-
risk deliveries1, only 25.2% in average of Brazil-
ian women were able to eat during parturition23. 
Biscegli et al.8 observed that fasting was main-
tained for 8.5% of parturients.

The design of the present study did not al-
low to evaluate good practices in routine obstet-
ric care, only to discuss situations of ADN that 
are still a reality in maternity facilities of Brazil. 
No information on the reproductive health at 
delivery were recorded, and the possibility of re-
minder bias exists since the interval between the 
event and the assessment varied widely and was 
uncontrolled.

Comparison of the group of women who per-
ceived ADM and those who did not reiterate the 
subjectivity of the information recorded, since 
not recognizing these situations does not mean 
that the care provided was not disrespectful. This 
fact confirms the importance of discussing this 
topic since childbirth is part of the list of the most 
significant human experiences for those involved.

In conclusion, the high rate of women exposed 
to situations of ADM during childbirth care among 
participants in the two Ribeirão Preto follow-up 
cohorts is still a matter of concern, as is the poor 
recognition of this fact. The training of health pro-
viders during undergraduate, specialization and 
continuing education, interventions aimed at in-
forming and strengthening the autonomy of wom-
en and families, and visualization and accountabil-
ity have been indicated as the best strategies31.

Future research is needed to evaluate the best 
methodology and to assess the determinants and 
consequences of mistreatment during childbirth 
from various perspectives.
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