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Abstract 

Introduction  Research exploring the mistreatment of birthing people in the United States is emerging rapidly within 
the context of increasingly poor maternal health outcomes that include unacceptable racial disparities. Previous 
research has explored overlap between psychological birth trauma and mistreatment using patient descriptions of 
birth experiences, but no previous studies have explored these issues from the perspectives of clinicians. The aim of 
this study was to explore whether maternity care providers’ descriptions of patient birth trauma overlap with catego-
ries of mistreatment from a globally accepted typology.

Methods  Content analysis was performed on a qualitative data set of 28 semi-structured interviews about patient 
birth trauma, completed in 2018–2019 with U.S. maternity care clinicians, including obstetricians, family physicians, 
midwives and labor/delivery nurses. The interviews were part of a larger study exploring maternity clinician perspec-
tives and experiences of patient birth trauma. For this analysis Krippendorff’s method of categoric distinction was 
used, with categories from a globally recognized typology of maternity patient mistreatment.

Results  Clinicians’ descriptions of their experiences with patient birth trauma mapped onto all seven mistreatment 
categories, although no interview questions specifically asked about mistreatment. In more than 30 hours of inter-
views, transcribed to more than 800 pages, the word mistreatment appears only once, suggesting that some health-
care providers may use the phrase “birth trauma” as a euphemism to describe mistreatment. Eighteen of 28 interviews 
included at least one description that fit into a mistreatment category. “Failure to meet professional standards of care” 
was the category with the most mapped clinician statements, followed by “Stigma and discrimination” and “Poor rap-
port between women and providers.”

Conclusions  This study contributes new insight into maternity clinicians’ conceptualization of patient trauma and 
how their descriptions of birth trauma overlap with mistreatment. Clinicians implicitly connected mistreatment with 
some patient experiences of birth trauma, even when they were not specifically asked about mistreatment. Findings 
point to a need for further research into mistreatment, including routinized “everyday care” that may include mistreat-
ment, particularly for marginalized and historically excluded birthing people. Future research also must explore the 
potential role of mistreatment in poor and inequitable U.S. birth outcomes.
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Plain language summary 

Many people giving birth in the United States experience poor health outcomes, and there is a wide racial disparity, 
with people of color more likely to experience poor outcomes. In recent research, birthing people reported that they 
were mistreated during their labor and delivery, including being shouted at, scolded, or threatened. Mistreatment 
accounts were more frequent among women of color. Previous research has looked at patient reports about their 
birth experiences to explore whether their descriptions of psychological trauma include overlap with mistreatment, 
but no other studies have looked at descriptions of birth trauma from the perspectives of medical clinicians. The 
objective of this study was to explore whether maternity care providers’ descriptions of patient birth trauma overlap 
with categories of mistreatment from a globally accepted list. This study analyzed the content of 28 semi-structured 
interviews about patient birth trauma, completed in 2018–2019 with obstetricians, family physicians, midwives and 
labor/delivery nurses. In the interviews, participant descriptions of patient birth trauma fit into all seven mistreat-
ment categories. Participant descriptions included examples of patients receiving medical procedures or treatments 
without first giving consent, nurses avoiding the rooms of patients who do not speak English, and other forms of 
mistreatment. Participants were not asked specifically about mistreatment, but they described birth trauma by giving 
examples of mistreatment, which suggests that some healthcare providers may use the phrase “birth trauma” when 
talking about “mistreatment.” This study shows a need for further research into mistreatment, including routine “every-
day care” that may include mistreatment.

Introduction
Research exploring the mistreatment of people giv-
ing birth in the United States is emerging rapidly within 
the context of increasingly poor maternal health out-
comes that include unacceptable racial disparities. In 
a 2019 online survey of 2,700 mothers, one in six U.S. 
mothers (17%) reported experiencing some form of 
mistreatment during delivery, including loss of auton-
omy, being shouted at, scolded or threatened, or being 
ignored [1]. Mistreatment was more frequent among 
women of color—32.8% for indigenous women, 25% for 
Hispanic women, and 22.5% for Black women. Among 
women of color with low socio-economic status (SES), 
27.2% reported mistreatment, compared to 18.7% of 
low SES white women [1]. A recent online survey with 
748 women from Australia, Europe and North America 
reporting psychological birth trauma found “the majority 
(66.7%) described care provider actions and interactions 
as the traumatic element in their experience”[2], pointing 
to overlap between patient experiences of psychological 
birth trauma, which is more widely researched in high-
income countries, and mistreatment, for which a broad 
literature exists for low- and middle-income countries 
[3].

In the United States, care of birthing people and their 
newborns is the most common reason for hospitaliza-
tion, accounting for the highest percentage of hospi-
tal costs billed to both private and public insurance [4]. 
Most of the 3.6 million U.S. births each year take place 
in hospitals [5, 6], yet pregnancy-related outcomes 

are shockingly poor. The U.S. maternal mortality ratio 
(MMR) is 23.8 pregnancy-related deaths per 100,000 
live births [7], the highest among high-income countries, 
compared to France (8.7), Canada (8.6), the United King-
dom (6.5), Germany (3.2), and New Zealand, (1.7) [8]. 
Among U.S. non-Hispanic Black women the MMR is 2.9 
times higher, at 55.3 deaths, compared with 19.1 deaths 
among non-Hispanic White women [7]. The COVID-19 
pandemic further exacerbated poor U.S. birth outcomes 
and widened disparities [9].

Birthing people also experience serious and potentially 
long-lasting health effects. Severe maternal morbid-
ity (SMM), including cardiovascular and hypertensive 
conditions, has been steadily increasing in the U.S. and 
compromises health for thousands of post-partum peo-
ple [10]. SMM includes post-traumatic stress symptoms 
(PTSS), reported by one-third of birthing people[11, 12], 
with smaller percentages (1.7 to 9%) meeting psychiatric 
criteria for post-traumatic stress disorder (PTSD) [13]. 
Postnatal trauma symptoms have severe effects on the 
health of birthing people and their families in the short 
and long term [14–17], and postnatal trauma symptoms 
interfere with infant attachment and breastfeeding [15, 
16, 18, 19], and may result in other long-term poor out-
comes for infants and children as well as birthing people 
[20].

The World Health Organization endorses a human 
rights-based approach for reducing morbidity and 
mortality among birthing people, advocating care “that 
maintains their dignity, privacy and confidentiality, 
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ensures freedom from harm and mistreatment, and 
enables informed choice and continuous support dur-
ing labour and childbirth” [21]. In 2015, Bohren et  al. 
used thematic synthesis to distill maternity patient 
descriptions from 65 studies in 34 countries into “an 
evidence-based classification system of how women 
are mistreated during childbirth in health facilities” 
[3]. The resulting typology includes seven broad types 
of mistreatment [3] (Table  1). In 2018 a U.S. trauma 
researcher used this typology to analyze patient birth 
trauma descriptions and found that patient narratives 
could be categorized into six of the typology’s seven 

forms ofpatient mistreatment [14]. That study and oth-
ers [2, 3, 14, 22, 23] previously have explored overlap 
between birth trauma and mistreatment using patient 
descriptions of birth experiences. Most recently, a 
Dutch study used the same mistreatment typology to 
complete a qualitative content analysis of 438 social 
media birth narratives and paired that content analy-
sis with a separate inductive coding analysis [24]. That 
2020 study reported that ineffective communication, 
loss of autonomy and lack of informed consent/con-
fidentiality were the most often described forms of 
mistreatment. As in that study, the content analysis 

Table 1  Typology of mistreatment [3]

First-order themes Second-order themes Third-order themes

Physical abuse Use of force
Physical restraint

Women beaten, slapped, kicked, or pinched 
during delivery
Women physically restrained to the bed or 
gagged during delivery

Sexual abuse Sexual abuse Sexual abuse or rape

Verbal abuse Harsh language
Threats and blaming
Harsh language

Harsh or rude language
Judgmental or accusatory comments
Threats of withholding treatment or poor 
outcomes
Blaming for poor outcomes
Harsh or rude language

Stigma and discrimination Discrimination based on sociodemographic 
characteristics
Discrimination based on medical conditions

Discrimination based on ethnicity/race/religion
Discrimination based on age
Discrimination based on socioeconomic status
Discrimination based on HIV status

Failure to meet professional standards of care Lack of informed consent and confidentiality
Physical examinations and procedures
Neglect and abandonment

Lack of informed consent
Breeches of confidentiality
Painful vaginal exams
Refusal to provide pain relief
Performance of unconsented surgical operations
Neglect, abandonment or long delays
Skilled attendant absent at time of delivery

Poor rapport between women and providers Ineffective communication
Lack of supportive care
Lack of autonomy

Poor communication
Dismissal of women’s concerns
Language and interpretation issues
Poor staff attitudes
Lack of supportive care from health workers
Denial or lack of birth companions
Women treated as passive participants during 
childbirth
Denial of food, fluids or mobility
Lack of respect for women’s preferred birth 
positions
Denial of safe traditional practices
Objectification of women
Detainment in facilities

Health system conditions and constraints Lack of resources
Lack of policies
Facility culture

Physical conditions of facilities
Staffing constraints
Staffing shortages
Supply constraints
Lack of privacy
Lack of redress
Bribery and extortion
Unclear fee structures
Unreasonable requests of women by health 
workers
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reported here is part of a larger study that included 
inductive thematic analysis. However, because this is 
the first study where maternity care clinicians describe 
patient mistreatment, we elected to focus on the Krip-
pendorff ’s content analysis for this report. We are una-
ware of any studies that have explored maternity care 
mistreatment from the perspectives of clinicians.

Methods
Study aim and setting
This study explored potential overlap between mater-
nity care clinicians’ descriptions of patient birth trauma 
and an accepted typology of mistreatment analyzed, 
using qualitative inquiry [25]. The data set included 
verbatim transcripts of 28 qualitative interviews com-
pleted with maternity care clinicians who provide birth 
service in a midwestern U.S. city of 303,000, where 
the metropolitan population racial make-up is 65% 
non-Hispanic white, 23% Black or African American, 
and 11% Asian, other or two or more races [26]. The 
[BLINDED UNIVERSITY IRB] approved this research 
(PRO 17020090).

Sampling and recruitment
Sampling was purposive and drew from three maternity 
care settings: a university-affiliated maternity care hospi-
tal, a smaller suburban hospital and a free-standing birth 
center. Recruitment involved two stages: (1) Five maternity 
clinicians serving as community recruiting partners pub-
licized the study using email and flyers with the heading 
“Are you a maternity healthcare provider interested in birth 
trauma?” (2) We used snowball sampling by asking partici-
pants to introduce the study to other clinicians who might 
be interested in participating. Obstetricians, family physi-
cians, midwives and labor/delivery nurses providing deliv-
ery care were eligible to participate.

Data collection
Semi-structured interviews were conducted between 
November 2018 and June 2019, using an interview guide 
that was developed based on a comprehensive literature 
review and formative discussions with the five maternity 
clinician community partners. The guide included open-
ended questions and was field-tested and then revised to 

incorporate feedback from the five community partner 
maternity clinicians.

Participants gave verbal consent and completed in-
person interviews in locations of their choosing between 
November 2018 and June 2019. The first author, a trained 
and experienced qualitative interviewer, conducted the 
interviews, which explored clinicians’ perceptions and 
experiences of “birth trauma” among their patients, using 
open-ended questions (See Table  2). Interviews were 
audio-recorded and transcribed verbatim by a transcrip-
tion service. Participants completed a demographic ques-
tionnaire and received literature about secondary trauma 
among clinicians, with a local support phone number, and 
a $10 gift card.

Data analysis
Interview transcripts, participant demographic data, and 
transcript coding were managed in NVivo 12 [27]. The 
interviewer compared transcriptions with audio record-
ings for accuracy and corrected when necessary. After 
completing a separate initial thematic analysis on clini-
cian perceptions of birth trauma [25], (the results of which 
will be summarized in a separate, forthcoming report), a 
content analysis was completed based on Krippendorff’s 
content analysis of categoric distinction [28]. This analysis 
used as the unit of analysis the study participants’ narra-
tive statements about their experiences with patient birth 
trauma. Categories for content analysis were taken directly 
from the 2015 “Typology of mistreatment of women dur-
ing childbirth” [3] (Table  1). The first author completed 
initial categorization of participant statements, while sec-
ondary authors reviewed the categorization of participant 
statements to interrogate and confirm findings. Results 
reported here are confined to the research findings from 
the Krippendorff’s content analysis that was completed 
using the 2015 Bohren et al. typology of mistreatment.

Results
Twenty-eight maternity healthcare professionals com-
pleted interviews, including labor and delivery room 
nurses (n = 14), certified nurse midwives (n = 8), and 
physicians (n = 6). Interview length averaged 54  min 
(range = 34–74  min). Participant median age was 36 
(range = 24–64), and average time working in their 
current maternity care capacity/setting was 6.9  years 

Table 2  Sample interview questions

• When you hear the word trauma in relation to birth, what do you think of?

• Tell me a little bit about your own experiences as a [physician, midwife, nurse,] with birth trauma

• Let’s talk a little bit about the delivery room and the practice setting at your hospital [birth center]. What kinds of things do you think might impact 
whether or not the patient perceives the birth as traumatic? What kinds of things might impact whether the provider finds the birth traumatic?
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(median 4 years, range = 1–28 years). See Table 3 for par-
ticipant demographics.

During the interviews about patient birth trauma, 
many maternity care clinicians described patient expe-
riences that meet global classifications of mistreatment, 
although study participants did not specifically label the 
experiences as mistreatment. In more than 30  hours of 
interviews, transcribed to more than 800 pages, the word 
mistreatment appears only once. Eighteen of 28 clinicians 
(64%) described at least one experience of patient birth 
trauma that mapped onto a mistreatment category.

Clinician narratives of their experiences with patient 
birth trauma mapped onto all seven categories in the 
mistreatment typology. In our initial categorization, we 
did not map any clinician statements to the category of 
“sexual assault.” However, upon review, it was pointed 
out that at least one clinician’s description of a painful 
vaginal examination meets the Federal Bureau of Inves-
tigation’s criteria for sexual abuse. Specifically, “penetra-
tion, no matter how slight, of the vagina or anus with any 
body part or object, or oral penetration by a sex organ 
of another person, without the consent of the victim”  is 
considered sexual assault [29]. Therefore we, revisited the 
transcripts and included this category here. Individual 
category descriptions and examples of clinician state-
ments are presented below.

Failure to meet professional standards of care
This mistreatment category, which includes lack of con-
sent, painful vaginal examinations, and refusal to provide 
pain relief, along with other care short-comings, had the 
most clinician narratives mapped to it, including multi-
ple statements from 7 different clinicians (25% of total 
sample) (2 midwives, 3 nurses and 2 physicians). Lack of 
consent was the most frequently described patient expe-
rience in this category. Participants described situations 
with colleagues who did not introduce themselves to 
patients, and described seeing other maternity clinicians 
perform cervical exams, cut episiotomies, rupture mem-
branes, and perform vacuum-assisted deliveries without 
obtaining consent, without explaining the procedure, 
and, sometimes without patients being aware of what had 
taken place.

A midwife said:

“… watching some of my physician colleagues who I 
respect and who do a really great job—cut women’s 
bodies without their consent—I have a hard time 
with that” (#10, midwife).

A physician described this situation:

Some people, though, rush through that, and they 
like, start wheeling the patient back to the operat-
ing room, and are like, “We’re going to do a C-section 
right now” and they’re assuming they’re getting ver-
bal consent from the patient. And all of a sudden, 
the patient is like, “What’s going on...” (#24, obstetri-
cian).

A nurse described a patient whose bag of waters was 
being broken:

She kept telling him to stop and he didn’t stop. And 
they [the family] refused to let him back in the room. 
(#14, nurse).

Stigma and discrimination
This category includes discrimination based on soci-
odemographic characteristics, and the study’s second-
highest number of clinician statements mapped onto this 
category of mistreatment. Statements were from 6 differ-
ent providers (21.4%) (2 midwives, 2 nurses and 2 phy-
sicians). One physician and one nurse described subtle 
differences in the way patients are described during tran-
sitions of care:

When the patients have an attitude about some-
thing it comes off differently if they’re one race versus 
another race … a Black patient who has an attitude 
is like, “Oh, God [strained voice] she’s so horrible, 

Table 3  Demographic characteristics of participants (n = 28)

*1 male participant excluded from calculations about giving birth

Variable N %

Profession

 Labor and Delivery Nurse 14 50

 Certified Nurse Midwife 8 28.5

 Physician 6 21.4

Gender

 Female 27 96.4

 Male 1 3.6

Race/Ethnicity

 White/European 24 85.7

 Black/African American 1 3.6

 Asian/Pacific Islander 1 3.6

 Multi-Race 1 3.6

 Hispanic/Latinx 1 3.6

Married/Partnered 17 60.7

Single 11 39.3

Previously Given Birth

 Overall 17/27* 62.9%

 Nurses 6/14 42.8%

 Midwives 7/8 87.5

 Physician 4/5* 80.0
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don’t go in that room” versus ... we have [a White 
patient] right now who wants us to deliver her at 
thirty-four weeks… But … the descriptive word for 
her is “needy” … [laughs] versus like “attitude” (#27, 
obstetrician).

One nurse described how some staff avoided patient 
rooms of women of color or patients who do not speak 
English:

... I think if there was a fly on the wall for report, 
even at the beginning of shifts, you can just kind of 
tell which patients the nurses care about more and 
which ones are just a “pain in the ass” or like, “not 
worth the time” (#3, nurse).

Two midwives described situations where provid-
ers underestimated serious medical conditions of their 
patients of color when they sought emergency care. One 
said:

The two patients that we’ve had, that have had 
really bad, concerning, postpartum depression who 
didn’t receive adequate treatment were both Black ... 
They were sent home from the ER with postpartum 
preeclampsia that they could’ve died from! (#29, 
midwife).

Poor rapport between patients and providers
This category includes ineffective communication, 
including dismissal of birthing people’s concerns as well 
as poor maternity care staff attitudes. Statements from 
6 different providers (21.4%) (1 midwife, 2 nurses and 3 
physicians) mapped to this category, which includes inef-
fective communication, lack of supportive care and lack 
of autonomy. One obstetrician said:

So, in the middle of her C-section she started hav-
ing terrible pain and anesthesia was giving her more 
meds ... I was like “call your attending ... she’s in 
excruciating pain.” ... and the attending came in and 
then he [the resident] was like “Oh, she’s just hav-
ing … pain with motion.” And, I was like, “No, … she 
shouldn’t be moving her legs” … And it turned out 
that her epidural catheter had actually fallen out 
of her back … she actually had essentially an un-
anaesthetized C-section” (#27, obstetrician).

Language or translation issues fall within this category, 
and a nurse said that using the translation phone with 
non-English speaking patients was seen as a “time-suck,” 
leading some nurses to avoid interacting with non-Eng-
lish-speaking patients:

Those [patients] require more work. And it’s not that 
it’s difficult work. But when your staffing ratios are 
terrible, it’s harder...it’s a time-suck. And you have 
other patients (#16, nurse).

Health system conditions and constraints
This category includes the facility culture as well as 
limitations such as policies or staffing constraints and 
appeared in statements from 5 clinicians (17.8%), includ-
ing 2 midwives, 2 nurses and 1 physician. Participants 
at one hospital described how some providers mocked 
patients who had birth plans or whose birth preferences 
were outside what staff considered to be mainstream. For 
example, one heard coworkers say: Yeah, she has a birth 
plan so we’re taking bets on how soon it’s going to be before 
she’s sectioned (#6, nurse).

Respondents said hospital policies had differential 
effects on some groups of patients:

The visitor policy, I don’t think, is always culturally 
acceptable to … Black families that tend to want … 
more of their family members there … people are 
being asked to leave just because they’re over the 
number of people that are allowed (#13, midwife).

An obstetrician practicing at a Federally Qualified 
Health Center said some of her patients of color or Latinx 
ethnicity are singled out by hospital drug screening poli-
cies, which mandate screening if patients miss multiple 
prenatal visits.

... But some of it ... has to do with people’s socio-
economic status too, because, for example, here 
they will do a urine drug screen on anyone who has 
had less than five [prenatal] visits … I have several 
patients who’ve had less than five visits ... They’ll 
have visits scheduled; they won’t come. And I don’t 
think they need drug screens. They just need trans-
portation (#27, obstetrician).

Verbal abuse
This category includes harsh language, judgmental or 
accusatory comments, threats of withholding treatment, 
threats of poor outcomes, and blaming patients for poor 
outcomes, and statements from 4 clinicians (14.3%) 
mapped to it (2 midwives, 1 nurse and 1 physician). A 
physician described this patient’s experience:

The anesthesiologist yelled at her cause she couldn’t 
sit still and told her if she couldn’t stop moving, she 
wouldn’t get an epidural, and walked out of the 
room (#27, obstetrician).
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One nurse described her own behavior threatening a 
woman of color with poor infant outcomes:

I mean, sometimes you’ve got to be a little rough … 
We’re not really supposed to, but sometimes that’s 
what you got to tell them … “If you do this, if you 
leave against our medical advice, your baby’s going 
to die” (#19, nurse).

Physical abuse
This category includes use of force, and one nurse’s nar-
rative mapped onto this category:

One of the nurses that was a charge nurse … pushed 
me out of the way and grabbed the woman’s leg, and 
was in her face and screaming, “You’re not pushing 
...” She [the patient] was doing everything she could, 
and I couldn’t help but think, “what is this woman 
[the charge nurse] thinking? … if a charge nurse … 
was meaner to her then maybe she could’ve done it 
right?” (#4, nurse).

Sexual abuse
This category includes sexual abuse and rape, and as 
described earlier, in our initial categorization we did 
not map any clinician statements to this category. Upon 
review the following statement was included in this 
category.

A nurse described this situation:

I’ve seen ... patients getting exams, and they’re 
screaming … because it’s so uncomfortable. At the 
time, like you don’t think any better cause … we need 
to check their cervix ... when they tell us, “Stop. Stop. 
Stop. It hurts. It hurts.” And the provider keeps going 
just because they need to get that exam, and they’re 
not thinking ... they’re doing anything wrong... (#19, 
nurse).

Discussion
Clinicians implicitly connected mistreatment with some 
patient experiences of birth trauma, even when they 
were not specifically asked about mistreatment. This 
study’s findings of overlap between clinician descrip-
tions of birth trauma and the globally accepted typology 
of maternity mistreatment suggest that some healthcare 
providers may use the phrase “birth trauma” as a euphe-
mism to describe mistreatment. Although clinicians were 
asked about birth trauma, in many cases they described 
patient mistreatment that they had experienced. These 
research findings point to a need for further exploration 

into providers’ implicit conceptualizations of patient mis-
treatment and birth trauma.

This is not the first study in which participants have 
drawn connections between birth trauma and mistreat-
ment; however, previous studies elicited patient per-
spectives, and this is the first study in which examples 
of mistreatment are described by U.S. maternity clini-
cians. Their narratives closely mirror patient descrip-
tions in prior birth trauma research, where patients 
were asked about their experiences of birth trauma 
and described inattentive or even hostile treatment by 
healthcare personnel [18, 23, 30, 31], lack of consent 
[23, 30, 32], inadequate patient information [30, 33], 
and dissatisfaction with maternity care as contributors 
to their birth trauma [34]. Additionally, participants 
in our study describe situations where patients were 
treated differently because of race, ethnicity or lack 
of English-language skills, similar to descriptions in 
recently published literature focusing on disrespect and 
abuse, mistreatment and racism [1, 2, 23, 35–40], which 
have been shown to contribute to poor maternity out-
comes [41]. As some clinicians, policymakers and even 
general readers might tend to discount patient accounts 
of mistreatment, our results, with descriptions of mis-
treatment coming from clinicians themselves, lend 
weight to mistreatment research.

Research into mistreatment in maternity care settings 
has been focused in low- and middle-income countries, 
while in the U.S. and other high-income countries wider 
research has explored birth trauma, using a psychological 
trauma framework, and categorizing patient narratives 
of mistreatment as “subjective distress”[42] and “patient-
provider interaction hotspots”[43]. This framework has 
been useful for exploring treatment needs, including the 
need for adequate patient support at birth to mitigate 
traumatic responses and the higher risk of trauma for 
patients with prior mental health conditions. However, 
as noted earlier, one in six U.S. mothers (17%) reported 
some form of mistreatment during delivery in a recent 
survey, and for women of color, that rate was even higher 
[1]. Clearly, patient mistreatment in U.S. maternity set-
tings requires more explicit exploration and focused 
intervention.

The 2020 Dutch study of social media content that 
applied the same typology of mistreatment to 438 
respondent birth stories found multiple examples of 
statements by birthing people that mapped to all seven 
categories of mistreatment, further demonstrating that 
mistreatment during maternity care experiences is not 
confined to low- and middle-income countries [24]. 
More recently, a 2022 Australian study explicitly asked 
birthing people, through an online survey, “Do you think 
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you experienced obstetric violence (dehumanized treat-
ment or abuse by health professionals toward the body 
or reproductive process of women)?” and reported that 
11.6% of 8,546 survey participants responded “yes” or 
“maybe” to the question [44].

Although all recent research about mistreatment is 
drawn from patient descriptions, the findings from our 
study demonstrate that clinicians are willing discuss 
patient mistreatment, at least as it is related to possible 
patient outcomes, such as psychological birth trauma. 
Given that our study did not recruit participants based 
on a question about mistreatment, but rather about birth 
trauma, further investigation is required into how to best 
engage clinicians in productive discussion about this 
important topic.

Mistreatment in maternity care previously has been 
labeled a “blind spot” in global efforts to improve mater-
nal health outcomes and ensure person-centered care 
[14, 45, 46]. A 2014 Lancet series called disrespect and 
abuse within maternity care systems “a crisis of qual-
ity and accountability suggesting failure and injustice at 
many levels, including injustice to clinicians providing 
treatment [45]. One United Kingdom study exploring 
maternity patient-provider interactions noted that rou-
tine maternity care can cause harm and urged greater 
exploration into the impact of “unconscious and uninten-
tional” mistreatment [47].

The Institute of Medicine defines “patient-centered 
care” as “providing care that is respectful of, and respon-
sive to, individual patient preferences, needs and values, 
and ensuring that patient values guide all clinical deci-
sions” [48]. However, the U.S. structure of maternity 
care may present particular challenges for maintaining 
patient-centered care. Described by Liese et  al. (2020) 
as “rigid technocratic protocols”[23], maternity care 
in some settings has become routinized to the point 
that those involved can forget it involves intimate, and 
often prolonged, patient-provider interaction, as well 
as a team of multiple clinicians that changes over time. 
The idea that routine maternity care can cause harm is, 
understandably, foreign to many clinicians trained in 
and accustomed to U.S. maternity care practices. Bring-
ing widespread attention to the systemic mistreatment of 
birthing people in even the most basic of care practices is 
an important first step in addressing this issue.

Emerging information about patient mistreatment is 
not unique to maternity care, and exploration continues 
into potential contributing factors, including clinician 
burnout, compassion fatigue, and scarcity of resources 
or time [49–51]. Mistreatment in maternity care settings, 
however, has its own complex origins, and it must be 
explored within the larger context of gender discrimina-
tion, intersectionality [52–54], violence against women, 

structural violence [52, 54], and the racist and exploita-
tive history of obstetric care [37, 55, 56].

Interventions to address obstetric mistreatment must 
consider not only the role of clinicians but also the sys-
tems in which they operate [51], to avoid subsequent 
mistreatment of healthcare providers [54], who are them-
selves often subject to high amounts of stress, fatigue, 
and mistreatment by healthcare systems [23]. It is impor-
tant to note the potential personal/professional risks that 
clinicians can face when calling out colleagues’ inappro-
priate behavior in the hierarchical maternity care system. 
However, naming and confronting obstetric mistreat-
ment and violence does not necessitate judgment of cli-
nicians, but rather, facilitates accountability and change 
[57].

This study contributes to a broader public health 
understanding of mistreatment of birthing people in the 
U.S. healthcare setting. Choosing to analyze maternity 
healthcare professionals’ narratives of birth trauma was 
a deliberate attempt to describe clinician conceptualiza-
tions of birth trauma and to explore overlap with mis-
treatment. The insight from this study into potentially 
routinized mistreatment of birthing people is timely and 
crucial given the current poor U.S. maternal outcomes 
and persistent stark racial inequities.

Limitations
These results are based on a single qualitative study of 
28 clinicians recruited from one geographical region and 
interviewed once. Completing more interviews with a 
more diverse sampling of clinicians and including follow-
up interviews may have elicited different results. Partici-
pants had a stated interest in patient birth trauma, and 
thus may differ from general maternity clinician popu-
lations. Patient factors such as age, race and ethnicity 
may be further associated with patient experiences of 
disrespect and mistreatment, and this study did not spe-
cifically explore differences along these variables. This 
study also did not include triage staff and anesthesiology 
staff, two groups whose importance in setting the tenor 
of maternity care surfaced in many interviews. Future 
research should include clinicians from these specialties 
and explicitly explore how mistreatment varies across 
racial, ethnic, and socio-economic groups.

Conclusion
Clinicians implicitly connected mistreatment with some 
patient experiences of birth trauma, even when they were 
not specifically asked about mistreatment. Their descrip-
tions point to the need for further research into mistreat-
ment in maternity care, including routinized “everyday 
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care” that may include mistreatment, particularly for 
marginalized and historically excluded birthing people. 
Future research must explore the prevalence of mistreat-
ment and its potential role in poor and inequitable U.S. 
birth outcomes. Initiatives to improve the mistreatment 
of birthing people must be multifaceted and must con-
sider the structural mistreatment of healthcare workers, 
as well as longstanding, routinized obstetric practices, 
racism, classism and other biases in care provision.

Appendix
Semi‑structured interview guide
Maternity care providers’ perspectives and experiences of 
birth trauma-[Author REDACTED]

Semi‑structured interview field guide
[Begin here after Verbal Consent is completed, ques-
tions are answered, and demographic questionnaire is 
completed].

My goal is to explore providers’ perspectives and 
experiences with birth trauma. I am interested in what 
you think, so please feel free to be honest and to share 
your point of view. The purpose of this interview is to 
gather your thoughts, perspectives, and opinions. You 
may also want to provide examples from your own 
practice or share your own experiences or even those 
of colleagues. In order to complete all the questions, 
there may be times when I redirect the conversation 
back to the bigger questions, but I want to remind you 
that there are no right or wrong answers to these ques-
tions. Feel free to stop me at any time if you have ques-
tions. Also, remember that you do not have to answer 
any questions that you don’t want to answer, and you 
can end the interview at any time if you no longer want 
to participate. Can we proceed with the questions?

[response] Thank you
[Begin recording]
Today is [date] and I am beginning interview number 

[ID# from completed demographic questionnaire] with 
a participant who has agreed to be interviewed and to 
have our conversation audio-recorded.

Broad perceptions and conceptualization of birth trauma

1)	 When you hear the word trauma in relation to 
birth, what do you think of? [Prompts:]

a.	 How would you describe this situation or how 
would other [physicians, midwives, nurses] in 
your field describe these kinds of situations?

b.	 Is this something that everyone experiences? Is 
it something that you and your colleagues talk 
about it? How about in case meetings or in-ser-
vice trainings?

c.	 How are experiences like this documented?
d.	 Do you think a patient could perceive the birth 

as traumatic, even when from a medical point of 
view it might seem to be a pretty typical experi-
ence or have minimal or no adverse outcomes?

i.	 Can you share your thoughts about those situations?

Participants’ experiences or experiences of colleagues

2)	 Tell me a little bit about your own experiences as 
a [physician, midwife, nurse, resident] with birth 
trauma. [Prompts:]

a.	 How do you think the patient responded to that 
situation? Tell me about your own response?

b.	 What in your training prepared you for this kind 
of situation?

c.	 What do you think could have helped the situa-
tion to turn out differently?

d.	 An experience with traumatic birth might stay 
with a [physician, nurse, midwife, resident] after 
the immediate situation. Can you talk a little 
about that?

	 i.	 What do you think might impact the pro-
vider’s response (positive and negative)? 
(or magnify the chances of it staying with 
you?)

	 ii.	 What about traumatic birth and burnout? 
Can a traumatic birth experience cause 
a [physician, nurse, midwife, resident] to 
consider leaving maternity care?

e.	 What role do you think lack of support resources 
might play in burnout after traumatic birth? 
What about time pressures to get back to work 
after traumatic births?

f.	 What are some of the challenges in talking to 
others about these situations?

g.	 What about feeling the need to maintain a pro-
fessional role in traumatic situations—how does 
that impact a provider’s reaction?

	 i.	 How might fear of litigation come into 
play?
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	 ii.	 What do you think could mitigate these 
issues?

h.	 What about a patient who perceived her birth 
as traumatic, but in which the event appears to 
have been a normal birth with no poor outcomes, 
yet the mother reports trauma? Have you experi-
enced anything like this?

Influence of practice setting, care environment, health 
system, society

3)	 Let’s talk a little bit about the delivery room and 
the larger health care environment at your hospi-
tal [birth center]. What kinds of things do you think 
might impact whether or not the mother perceives 
the birth as traumatic? What kinds of things might 
impact whether the provider find the birth trau-
matic? Prompts:

a.	 Let’s talk a bit about the immediate birth setting. 
What do you think could impact the potential for 
trauma there for either the patient or the pro-
vider?

b.	 What about the roles of different staff in the 
room? Tell me more about your role? What about 
the others involved during delivery?

c.	 How do you think the patient’s interactions with 
others during the birth might impact her percep-
tions of the birth as traumatic?

d.	 What role do you think the partner’s support 
plays in these kinds of situations?

e.	 Let’s talk a little bit about communication. How 
does that come into play in a potentially trau-
matic birth situation?

f.	 What factors impact communication with the 
mother?

g.	 What do you find about your delivery setting that 
helps you to do your job and to work best with 
your patients at birth? What gets in the way?

h.	 Let’s talk a little bit about the care environment 
and the practice setting, beyond the immediate 
birth room. What other care environment factors 
would you say impact the patient’s response to 
birth? For example, I am wondering about staff-
ing levels and hospital policies and time pres-
sures, high census—those sorts of things. What 
do you think?

i.	 Are there any things that you wish were handled 
differently or that you think could be reworked to 
support you and your patients better?

Moving forward, how can we address this issue for patients & 
providers?

4)	 Thinking back on the topics we’ve discussed, 
the broad idea of birth trauma, the potential for 
women to experience trauma even when it seems 
nothing goes wrong during birth, the experiences 
that you and other colleagues have had over the 
course of your career and the potential for burn-
out, what do you think needs to be done? Prompts:

a.	 What do you think is the most urgent part of this 
issue to address first? Why do you say that?

b.	 What sorts of resources do you think you and 
your peers need? What about any specialized 
training? Is any of that available? Tell me more 
about that.

c.	 And what sorts of resources do you think patients 
need? What resources are available for your 
patients? How do you let patients and providers 
know about these resources?

d.	 How might the practice type or practice make-up 
impact what happens after the birth in terms of 
making resources available to the both the pro-
vider and patient?

e.	 What parts of this situation do you think provid-
ers can address? How?

f.	 Who else needs to be involved to address this 
problem?

Closing

5)	 My final question: what else do you think it would 
be helpful for me to know about this topic that I 
haven’t asked about yet? [Prompt:]

a.	 Is there anything else you would like to add?

Thank you for your willingness to talk with me today 
and for sharing your insights about the research topic. 
We have covered a lot of information and I am grateful 
that you have shared your experiences with me.

Thank you

Acknowledgements
The authors would like to acknowledge the maternity care clinicians who 
contributed their time and expertise to this research.

Author contributions
CS led conceptualization of the study, led collection and analysis of data 
and wrote the original manuscript draft. KW participated in data analysis 
and the interpretation process, as well as manuscript review. DM supported 



Page 11 of 12Salter et al. Reproductive Health           (2023) 20:63 	

conceptualization, data interpretation and manuscript review and revision. 
JC supported study conceptualization, data interpretation and manuscript 
review and revision. JB supported study conceptualization, funding acquisi-
tion, and manuscript review and revision. PD supported study conceptualiza-
tion, data interpretation, and manuscript review and revision. EK supported 
data visualization, and manuscript writing, review and revision. All authors 
read and approved the final manuscript.

Funding
The primary author received partial funding from the University of Pittsburgh 
School of Public Health, Department of Behavioral and Community Health 
Sciences for this study.

Availability of data and materials
The datasets generated and analyzed during this study are not publicly avail-
able to maintain participants’ anonymity and confidentiality, but are available 
from the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
The University of Pittsburgh Institutional Review Board approved this research 
(PRO 17020090).

Consent for publication
Participants gave consent for use of anonymized data for publication.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Department of Behavioral and Community Health Sciences, University 
of Pittsburgh School of Public Health, 6135 Public Health Building, 6th Floor 
Public Health,130 DeSoto St, Pittsburgh, PA 15216, USA. 2 Association of Mater-
nal and Child Health Programs, 1825 K St NW, Washington, DC 20006, USA. 
3 Department of Obstetrics, Gynecology & Reproductive Sciences, Internal 
Medicine, and the Clinical and Translational Science Institute, University 
of Pittsburgh School of Medicine, 300 Halket St., Pittsburgh, PA 15213, USA. 
4 Department of Epidemiology, University of Pittsburgh School of Public 
Health, 5130 Public Health, 130 DeSoto St, Pittsburgh, PA 15216, USA. 

Received: 17 September 2022   Accepted: 27 March 2023

References
	1.	 Vedam S, Stoll K, Taiwo TK, Rubashkin N, Cheyney M, Strauss N, et al. The 

Giving Voice to Mothers study: inequity and mistreatment during preg-
nancy and childbirth in the United States. Reprod Health. 2019;16(1):77.

	2.	 Reed R, Sharman R, Inglis C. Women’s descriptions of childbirth trauma 
relating to care provider actions and interactions. BMC Pregnancy Child-
birth. 2017;17(1):21.

	3.	 Bohren MA, Vogel JP, Hunter EC, Lutsiv O, Makh SK, Souza JP, et al. The 
mistreatment of women during childbirth in health facilities globally: a 
mixed-methods systematic review. PLoS Med. 2015;12(6):e1001847.

	4.	 Martin JA, Hamilton BE, Osterman MJK, Driscoll AK, Drake P. Births: Final 
Data for 2017. Natl Vital Stat Rep. 2018;67(8):1–50.

	5.	 Hamilton BE, Martin J.A., Osterman M.J.K. Births: Provisional data for 2019, 
in NVSS vital statistics rapid release. Centers for Disease Control and 
Prevention; 2020. https://​www.​cdc.​gov/​nchs/​data/​vsrr/​vsrr-8-​508.​pdf. 
Accessed 14 Aug 2022.

	6.	 MacDorman MF, Matthews TJ, Declercq E. Trends in out-of-hospital births 
in the United States, 1990–2012. NCHS Data Brief. 2014;144:1–8.

	7.	 Centers for disease control and prevention. pregnancy mortality surveil-
lance system. reproductive health. https://​www.​cdc.​gov/​repro​ducti​vehea​
lth/​mater​nalin​fanth​ealth/​pregn​ancy-​morta​lity-​surve​illan​ce-​system.​htm#​
ratio. Accessed 14 Aug 2022.

	8.	 Tikkanen R., Gunja M.Z., FitzGerald M., Zephyrin L. Maternal mortality and 
maternity care in the United States compared to 10 other developed 

countries: the commonwealth fund; 2020. https://​www.​commo​nweal​
thfund.​org/​publi​catio​ns/​issue-​briefs/​2020/​nov/​mater​nal-​morta​lity-​mater​
nity-​care-​us-​compa​red-​10-​count​ries. Accessed 14 Aug 2022.

	9.	 U.S. Government Accountability Office. Maternal health outcomes wors-
ened and disparities persisted during pandemic. Washington; Published 
Oct 19, 2022. https://​www.​gao.​gov/​produ​cts/​gao-​23-​105871. Accessed 4 
Nov 2022.

	10.	 Centers for Disease Control and Prevention. Severe maternal morbidity in 
the United States. 2021. https://​www.​cdc.​gov/​repro​ducti​vehea​lth/​mater​
nalin​fanth​ealth/​sever​emate​rnalm​orbid​ity.​html. Accessed  10 July 2022.

	11.	 Soet JE, Brack GA, DiIorio C. Prevalence and predictors of women’s experi-
ence of psychological trauma during childbirth. Birth. 2003;30(1):36–46.

	12.	 Alcorn KL, O’Donovan A, Patrick JC, Creedy D, Devilly GJ. A prospective 
longitudinal study of the prevalence of post-traumatic stress disorder 
resulting from childbirth events. Psychol Med. 2010;40(11):1849–59.

	13.	 Beck CT, Gable RK, Sakala C, Declercq ER. Posttraumatic stress disorder 
in new mothers: results from a two-stage U.S. national survey. Birth. 
2011;38(3):216–27.

	14.	 Beck CT. A secondary analysis of mistreatment of women during 
childbirth in health care facilities. J Obstet Gynecol Neonatal Nurs. 
2018;47(1):94–104.

	15.	 Beck CT. Birth trauma: in the eye of the beholder. Nurs Res. 
2004;53(1):28–35.

	16.	 Beck CT, Watson S. Impact of birth trauma on breast-feeding: a tale of 
two pathways. Nurs Res. 2008;57(4):228–36.

	17.	 Ayers S, Eagle A, Waring H. The effects of childbirth-related post-traumatic 
stress disorder on women and their relationships: a qualitative study. 
Psychol Health Med. 2006;11(4):389–98.

	18.	 Ballard CG, Stanley AK, Brockington IF. Post-traumatic stress disorder 
(PTSD) after childbirth. Br J Psychiatry. 1995;166(4):525–8.

	19.	 Ayers S, Wright DB, Wells N. Symptoms of post-traumatic stress disorder 
in couples after birth: association with the couple’s relationship and par-
ent–baby bond. J Reprod Infant Psychol. 2007;25(1):40–50.

	20.	 Ayers S. Delivery as a traumatic event: prevalence, risk factors, and treat-
ment for postnatal posttraumatic stress disorder. Clin Obstet Gynecol. 
2004;47(3):552–67.

	21.	 World Health Organization. 3. Evidence and recommendations. In: WHO 
recommendations: Intrapartum care for a positive childbirth experience. 
Geneva: World Health Organization; 2018. https://​www.​ncbi.​nlm.​nih.​gov/​
books/​NBK51​3805/.

	22.	 Hossain A. The Pain Gap: how sexism and racism in healthcare kill 
women, Schuster SA, eds. New York: Tiller Press; 2021.

	23.	 Liese KL, Davis-Floyd R, Stewart K, Cheyney M. Obstetric iatrogenesis 
in the United States: the spectrum of unintentional harm, disrespect, 
violence, and abuse. Anthropol Med. 2021;28(2):188–204.

	24.	 van der Pijl MSG, Hollander MH, van der Linden T, Verweij R, Holten L, 
Kingma E, et al. Left powerless: a qualitative social media content analysis 
of the Dutch #breakthesilence campaign on negative and traumatic 
experiences of labour and birth. PLoS ONE. 2020;15(5): e0233114.

	25.	 Salter CL. Perceptions and experiences of patient birth trauma among 
maternity healthcare professionals: an exploratory study [Unpublished 
doctoral dissertation]. The University of Pittsburgh School of Public 
Health; 2019.

	26.	 Census US. Quick Facts. https://​www.​census.​gov/​quick​facts/​pitts​burgh​
cityp​ennsy​lvania. Accessed 14 July 2022.

	27.	 QSR International Pty Ltd. NVivo (released March, 2018). https://​www.​
qsrin​terna​tional.​com/​nvivo-​quali​tative-​data-​analy​sis-​softw​are/​home.

	28.	 Krippendorff K. Content analysis: an introduction to its methodology. 2nd 
ed. Thousand Oaks: SAGE Publications Ltd Inc.; 2004.

	29.	 Rape Abuse & Incest National Network, (RAINN). Sexual assault. https://​
www.​rainn.​org/​artic​les/​sexual-​assau​lt. Accessed 4 Mar 2023.

	30.	 Menage J. Post-traumatic stress disorder in women who have undergone 
obstetric and/or gynaecological procedures: a consecutive series of 30 
cases of PTSD. J Reprod Infant Psychol. 1993;11(4):221–8.

	31.	 Wijma K, Soderquist J, Wijma B. Posttraumatic stress disorder after child-
birth: a cross sectional study. J Anxiety Disord. 1997;11(6):587–97.

	32.	 Mozingo JN, Davis MW, Thomas SP, Droppleman PG. “I felt violated”: 
women’s experience of childbirth-associated anger. MCN Am J Matern 
Child Nurs. 2002;27(6):342–8.

	33.	 Czarnocka J, Slade P. Prevalence and predictors of post-traumatic stress 
symptoms following childbirth. Br J Clin Psychol. 2000;39(1):35–51.

https://www.cdc.gov/nchs/data/vsrr/vsrr-8-508.pdf
https://www.cdc.gov/reproductivehealth/maternalinfanthealth/pregnancy-mortality-surveillance-system.htm#ratio
https://www.cdc.gov/reproductivehealth/maternalinfanthealth/pregnancy-mortality-surveillance-system.htm#ratio
https://www.cdc.gov/reproductivehealth/maternalinfanthealth/pregnancy-mortality-surveillance-system.htm#ratio
https://www.commonwealthfund.org/publications/issue-briefs/2020/nov/maternal-mortality-maternity-care-us-compared-10-countries
https://www.commonwealthfund.org/publications/issue-briefs/2020/nov/maternal-mortality-maternity-care-us-compared-10-countries
https://www.commonwealthfund.org/publications/issue-briefs/2020/nov/maternal-mortality-maternity-care-us-compared-10-countries
https://www.gao.gov/products/gao-23-105871
https://www.cdc.gov/reproductivehealth/maternalinfanthealth/severematernalmorbidity.html
https://www.cdc.gov/reproductivehealth/maternalinfanthealth/severematernalmorbidity.html
https://www.ncbi.nlm.nih.gov/books/NBK513805/
https://www.ncbi.nlm.nih.gov/books/NBK513805/
https://www.census.gov/quickfacts/pittsburghcitypennsylvania
https://www.census.gov/quickfacts/pittsburghcitypennsylvania
https://www.qsrinternational.com/nvivo-qualitative-data-analysis-software/home
https://www.qsrinternational.com/nvivo-qualitative-data-analysis-software/home
https://www.rainn.org/articles/sexual-assault
https://www.rainn.org/articles/sexual-assault


Page 12 of 12Salter et al. Reproductive Health           (2023) 20:63 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

	34.	 Creedy DK, Shochet IM, Horsfall J. Childbirth and the development of 
acute trauma symptoms: incidence and contributing factors. Birth. 
2000;27(2):104–11.

	35.	 McLemore MR, Altman MR, Cooper N, Williams S, Rand L, Franck L. Health 
care experiences of pregnant, birthing and postnatal women of color at 
risk for preterm birth. Soc Sci Med. 2018;201:127–35.

	36.	 Altman MR, Oseguera T, McLemore MR, Kantrowitz-Gordon I, Franck LS, 
Lyndon A. Information and power: Women of color’s experiences inter-
acting with health care providers in pregnancy and birth. Soc Sci Med. 
2019;238: 112491.

	37.	 Chambers BD, Taylor B, Nelson T, Harrison J, Bell A, O’Leary A, et al. 
Clinicians’ perspectives on racism and black women’s maternal health. 
Womens Health Rep (New Rochelle). 2022;3(1):476–82.

	38.	 Scott KA, Davis DA. Destigmatizing and democratizing postpartum 
care: a “Black Woman-Person First” approach. Clin Obstet Gynecol. 2022. 
https://​doi.​org/​10.​1097/​GRF.​00000​00000​000729.

	39.	 Owens DC. Medical bondage: race, gender and the origins of American 
Gynecology. Athens: University of Georgia Press; 2017.

	40.	 Roberts D. Killing the black body: race, reproduction, and the meaning of 
liberty. 64864th edn, Vintage; 1998.

	41.	 Black LL, Johnson R, VanHoose L. The Relationship between perceived 
racism/discrimination and health among black american women: a 
review of the literature from 2003 to 2013. J Racial Ethn Health Disparities. 
2015;2(1):11–20.

	42.	 Andersen LB, Melvaer LB, Videbech P, Lamont RF, Joergensen JS. Risk fac-
tors for developing post-traumatic stress disorder following childbirth: a 
systematic review. Acta Obstet Gynecol Scand. 2012;91(11):1261–72.

	43.	 Harris R, Ayers S. What makes labour and birth traumatic? A survey of 
intrapartum “hotspots.” Psychol Health. 2012;27(10):1166–77.

	44.	 Keedle H, Keedle W, Dahlen HG. Dehumanized, violated, and powerless: 
an Australian survey of women’s experiences of obstetric violence in the 
past 5 years. Violence Against Women. 2022. https://​doi.​org/​10.​1177/​
10778​01222​11401​38.

	45.	 Freedman LP, Kruk ME. Disrespect and abuse of women in childbirth: 
challenging the global quality and accountability agendas. Lancet. 
2014;384(9948):e42–4.

	46.	 Van Lerberghe W, Matthews Z, Achadi E, Ancona C, Campbell J, Channon 
A, et al. Country experience with strengthening of health systems and 
deployment of midwives in countries with high maternal mortality. 
Lancet. 2014;384(9949):1215–25.

	47.	 Thomson G, Downe S. Widening the trauma discourse: the link between 
childbirth and experiences of abuse. J Psychosom Obstet Gynaecol. 
2008;29(4):268–73.

	48.	 Leavitt M. Medscape’s response to the institute of medicine report: 
crossing the quality chasm: a new health system for the 21st century. 
MedGenMed. 2001;3(2):2.

	49.	 Smythe E. The violence of the everyday in health care, in First, Do No 
Harm. In: Diekelmann N, editor. Power, oppression and violence in health 
care. Wisconsin: University Wisconsin Press; 2002.

	50.	 Zhang YY, Han WL, Qin W, Yin HX, Zhang CF, Kong C, et al. Extent of 
compassion satisfaction, compassion fatigue and burnout in nursing: a 
meta-analysis. J Nurs Manag. 2018;26(7):810–9.

	51.	 Rua C, Body G, Marret H, Ouldamer L. Prevalence of burnout among 
obstetrics and gynecology residents. J Gynecol Obstet Biol Reprod (Paris). 
2015;44(1):83–7.

	52.	 Sadler M, Santos MJ, Ruiz-Berdun D, Rojas GL, Skoko E, Gillen P, et al. Mov-
ing beyond disrespect and abuse: addressing the structural dimensions 
of obstetric violence. Reprod Health Matters. 2016;24(47):47–55.

	53.	 Freedman LP, Ramsey K, Abuya T, Bellows B, Ndwiga C, Warren CE, et al. 
Defining disrespect and abuse of women in childbirth: a research, policy 
and rights agenda. Bull World Health Organ. 2014;92(12):915–7.

	54.	 Jewkes R, Penn-Kekana L. Mistreatment of women in childbirth: time for 
action on this important dimension of violence against women. PLoS 
Med. 2015;12(6): e1001849.

	55.	 Owens DC, Fett SM. Black maternal and infant health: historical legacies 
of slavery. Am J Public Health. 2019;109(10):1342–5.

	56.	 Scott KA, Davis DA. Obstetric racism: naming and identifying a way 
out of black women’s adverse medical experiences. Am Anthropol. 
2021;123(3):681–4.

	57.	 Salter CL, Olaniyan A, Mendez DD, Chang JC. Naming silence and inad-
equate obstetric care as obstetric violence is a necessary step for change. 
Violence Against Women. 2021;27(8):1019–27.

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

https://doi.org/10.1097/GRF.0000000000000729
https://doi.org/10.1177/10778012221140138
https://doi.org/10.1177/10778012221140138

	Overlap between birth trauma and mistreatment: a qualitative analysis exploring American clinician perspectives on patient birth experiences
	Abstract 
	Introduction 
	Methods 
	Results 
	Conclusions 

	Introduction
	Methods
	Study aim and setting
	Sampling and recruitment
	Data collection
	Data analysis

	Results
	Failure to meet professional standards of care
	Stigma and discrimination
	Poor rapport between patients and providers
	Health system conditions and constraints
	Verbal abuse
	Physical abuse
	Sexual abuse

	Discussion
	Limitations
	Conclusion
	Appendix
	Semi-structured interview guide
	Semi-structured interview field guide
	Broad perceptions and conceptualization of birth trauma
	Participants’ experiences or experiences of colleagues
	Influence of practice setting, care environment, health system, society
	Moving forward, how can we address this issue for patients & providers?
	Closing


	Acknowledgements
	References


