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ABSTRACT

Objective This study determined the prevalence of obstetric violence experienced by women during child-
birth and related factors in Tiirkiye.

Design Cross-sectional study

Setting This study was conducted in the mother-child health and gynecology outpatient clinics of the
training and research hospital in Tiirkiye.

Participants The study was completed with 513 women who gave birth in the last two years between
January and May 2022.

Methods Data were collected using a questionnaire prepared by the researchers. Bivariate and mul-
tivariate logistic regression analyzed the relationship between obstetric violence and socio-demographic
and obstetric characteristics.

Findings Obstetric violence was reported by 76.4% of the women: 44.4% physical abuse, 44.4% aban-
donment of care, 26.5% non-consented care, 25.1% non-dignified care, 3.3% non-confidential care, and 0.4%
discrimination. Low income (OR=1.98), physician-attended birth (OR=2.91), vaginal birth (OR=6.04), and
newborn admission to the neonatal care unit (OR=2.99) were associated with higher reporting of obstet-
ric violence. Primiparous women (OR=0.51), whose pain was controlled by non-pharmacological methods
(OR=0.34) and who received companion support (OR=0.24) were less likely to report experiencing ob-
stetric violence (p < 0.05).

Key conclusions Approximately three out of four Turkish women report that they have been exposed
to obstetric violence during childbirth. In Tiirkiye, vaginal birth is the type of childbirth with the highest
rate of obstetric violence reporting. Women who are low-income and multiparous, who are deprived of
midwife, companion, and pain control support during childbirth, are more likely to experience obstetric
violence.

Implications for practice Supporting low-income women, protecting women from traumatic acts and
unnecessary interventions in a vaginal birth, increasing births under the attendance of midwives, and
providing pain control with non-pharmacological methods, and companion support during labor may be
protective factors against obstetric violence.

© 2023 Elsevier Ltd. All rights reserved.

Introduction

that many women are subjected to disrespectful and ill-treatment
in health facilities during birthing, violating their right to respect-

Although essential gains have been achieved with the devel-
opments in perinatal care globally, the problem of reproductive
health inequality has still not been resolved in many countries
(O’Brien and Rich, 2022). The World Health Organization reports
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ful care and threatening their right to life, health, and bodily
integrity (World Health Organization, 2015). This important hu-
man rights violation and healthcare problem can be referred to
in different ways, such as "abuse", "disrespect” and/or "mistreat-
ment" and "obstetric violence". However, there is no consensus on
these terms and no standardized definition (Leite et al., 2022). It
is accepted that the trauma experienced by women during ob-
stetric care meets all the criteria of the concept of "violence"
(L. Katz et al., 2020).
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In this context, it is thought that using the term "obstetric vi-
olence" and revealing the term as a reality is important in terms
of contributing to the solution of the problem. The formulation of
the concept of obstetric violence is new, but the experience is old.
The genealogy of this concept is rooted in hospital reflexivity and
feminist movements (Azcué and Tain, 2021). In addition, the first
legal definition of the concept of "obstetric violence” was made in
Venezuela in 2016. The law recognizes that women’s bodies and
reproductive processes are not the property of healthcare profes-
sionals (Jardim and Modena, 2018).

Obstetric violence, which is a gender-based expression of mal-
treatment and abuse during childbirth (Castro and Frias, 2020), is
the type of violence that occurs during the childbirth of health
services during pregnancy, childbirth, and the postpartum period
(Katz et al., 2020). Action, behavior, or omission that may lead to
inhuman and ill-treatment of a pregnant/puerperal woman during
professional care, loss of free decision-making ability, and auton-
omy regarding body and sexuality, the pathologization of physio-
logical processes is considered obstetric violence (Katz et al., 2020;
Leite et al., 2022; Shrivastava and Sivakami, 2020).

Obstetric violence during childbirth is thought to arise from
individual-level encounters between caregivers and women, dis-
ruptions in the healthcare system, and abusive institutional atmo-
sphere and culture (Faheem, 2022). Birth in Tiirkiye has moved
away from being a social and religious event choreographed by
women at home, as in many cultures. Over time, it has turned
into a medical event where the birth occurs in a health institution
and is mostly managed by men (Kitzinger, 2000; Topgcu, 2019). The
rapid medicalization of childbirth and the replacement of tradi-
tional midwifery by male-dominated obstetricians deepens gender-
based inequality. Physician-centered understanding of the child-
birth process increases unnecessary and aggressive interventions
that are routinely applied, preventing women from having a say
about their bodies and health (O'Brien and Rich, 2022). It is stated
that physicians’ definitions of pregnancy/birth as a "disease" often
cause them to use tools to understand the process, resulting in a
medical environment that ignores/disregards the woman'’s control
over pregnancy/birth (Prosen and Tavcar Krajnc, 2013). All of this
causes women to be hurt and harmed by an experience in which
they feel powerless (Kitzinger, 2000; Kulakag, 2021; Topcu, 2019).

One review, it is reported that the prevalence of obstetric
violence varies between 12 and 75%, depending on the coun-
tries, definition, and assessment of obstetric violence (Kaya and
Sahin, 2021). It was stated that 17.1-63.6% of women’s consent
for care was ignored, 19.3-55.3% were subjected to condescending
and humiliating remarks by health professionals, 13.4-46.9% were
subjected to maltreatment such as slapping and hitting by health
professionals, 8.5-10.6% were neglected in care, and 3.0-9.3% were
subjected to negative discrimination while receiving care (Kaya and
Sahin, 2021). In another study, it was reported that the prevalence
of obstetric violence varied between 15 and 91%, depending on the
country (Martinez-Galiano et al., 2021).

Although it is a common problem, there is limited information
about obstetric violence and related factors. It is stated that more
research is needed due to differences in obstetric violence pat-
terns between countries (Kaya and Sahin, 2021) and inconsistent
reports on factors associated with obstetric violence (Martinez-
Galiano et al., 2021). Some studies have reported that obstetric vio-
lence is more common in women with social, economic, or health
problems (Shrivastava and Sivakam, 2020) and is exacerbated by
patient-caregiver conflict (Vedam et al., 2019). Other factors as-
sociated with obstetric violence include young age, low educa-
tional level, not attending a prenatal childbirth preparation course
(Scandurra et al,, 2022), a type of birth (Scandurra et al.,, 2022;
Shrivastava and Sivakam, 2020), the structure of the birth center
(Shrivastava and Sivakam, 2020), and the type of anesthesia used
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during childbirth (Kulakag, 2021). It is stated that the presence
of a birth plan that is adhered to and the provision of postpar-
tum mother-infant contact may be protective factors against ob-
stetric violence (Martinez-Galiano et al.,, 2021). It is also known
that the physical and psychological effects of obstetric violence can
last for a long time (Vacaflor, 2016; Martinez-Vazquez et al., 2022;
Scandurra et al., 2022).

Obstetric violence against women during childbirth is a serious
problem in the Turkish care system that negatively affects women’s
health (Avci and Kaydirak, 2023). Considering obstetric violence to-
gether with different types of violence (Cetin et al., 2023) or exam-
ining its scope with limited experiences in the childbearing pro-
cess also poses an obstacle to defining the current situation in
Tiirkiye (Okyay et al.,, 2022). There is a need for a clear deter-
mination of the prevalence of obstetric violence and related fac-
tors to inform women, health officials, and policymakers (Avci and
Kaydirak, 2023; Martinez-Galiano et al., 2021). This study, it was
aimed to examine the prevalence of obstetric violence experienced
by women during childbirth and related factors in Tiirkiye. This
study was expected to answer the following questions;

1 What are the prevalence and forms of obstetric violence expe-
rienced by women during childbirth in Tiirkiye?

2 What is the relationship between women'’s reporting of vio-
lence during childbirth and the sociodemographic and obstetric
factors examined?

Methods
Samples and setting

This cross-sectional study was conducted with women who ap-
plied to the mother-child health and gynecology outpatient clinics
of the training and research hospital in Tiirkiye for routine check-
ups of themselves or their children (postnatal control or infant-
childhood follow-up). The hospital where the study was conducted
is located in the Central Anatolia Region of Tiirkiye. In this hospi-
tal, an average of 900-1000 births occur monthly. Due to its loca-
tion and equipment, the hospital serves a large number of women
coming from neighboring provinces and different health facilities.

The inclusion criteria for this study were having given birth to a
live baby (including postnatal infant and child death) in any health
facilities in Tiirkiye within the last two years, being old enough
to give consent for the study (>18 age), not being pregnant, hav-
ing no communication problems, being Turkish, being literate and
agreeing to participate in the study. Women who met the inclu-
sion criteria were recruited from a single hospital but had their
birth experience in any hospital.

In this study, the recommendations of Bujang et al. (2018) were
taken into consideration in deciding the sample size. Accordingly,
in observational studies in which logistic regression will be per-
formed, the minimum sample size is accepted as 500 considering
the number of independent variables examined to obtain statistics
representing the parameters. In the study, 542 women who met
the inclusion criteria were reached using the convenience sampling
method. However, 29 women were excluded from the study during
data analysis because of inconsistent or missing data. The study
was completed with the participation of 513 women.

Questionnaire

The study data were collected using a questionnaire based on
the literature (Asefa and Bekele, 2015; Bowser and Hill, 2010;
Castro and Frias, 2020; Khalil et al., 2022; Martinez-Galiano et al.,
2021). The questionnaire consisted of two parts. The first part con-
sists of a total of 27 questions assessing socio-demographic charac-
teristics such as age, education, and economic status (8 questions);
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Table 1
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Obstetric violence categories and verification criteria.

Obstetric Violence

Description

Physical abuse

Non-consented care

Non-confidential care

Non-dignified care

In the health facility where childbirth care is provided, subjecting the woman to physical force (slapping, pushing, pinching, tying,
or threats of beatings), refusing pain control requests, forcing her to stay in an uncomfortable and painful position, cutting or
suturing episiotomy incisions or perineal tears without anesthesia, applying fundal compression (Kristeller maneuver) (Bowser and
Hill, 2010; Castro and Frias, 2020; Khalil et al., 2022), restriction of oral fluid or food intake during labor without any explanation
(Khalil et al., 2022). At least one 'yes’ answer in these criteria was considered physical abuse.

In the health facility where childbirth care is provided, the woman'’s failure to obtain appropriate information about medical
procedures from health professionals, her consent is not requested for medical procedures (cesarean section, episiotomy,
augmentation of labor, vaginal examination, blood transfusion, enema, shaving, postpartum contraception or sterilization, birth
position) and her decision-making power is limited (Asefa and Bekele, 2015; Bowser and Hill, 2010; Castro and Frias, 2020). At
least one ’yes’ answer in these criteria was considered as non-consented care.

In the health facility where childbirth care is provided, sharing the private information of the woman with people who are not
related to care and treatment, overcrowded examination/giving birth without privacy barriers such as curtains and drapes

(Asefa and Bekele, 2015; Bowser and Hill, 2010; Khalil et al., 2022). At least one 'yes’ answer in these criteria was considered as
non-confidential care.

Exposing the woman to one of the following by the health professionals in the health facility where she receives childbirth care;
sarcastic attitude/rude treatment/imperative speech, shouting, scolding/insulting, offensive and derogatory remarks, being blamed
for any reason (Bowser and Hill, 2010; Castro and Frias, 2020; Khalil et al., 2022), inhibiting emotional expression /not listening to

what is said/ignoring questions about the birth process and the baby and not allowing the birth companion (Asefa and
Bekele, 2015; Martinez-Galiano et al., 2021). At least one 'yes’ answer in these criteria was considered as non-dignified care.

Discrimination

Discrimination or ill-treatment of a woman in the health facility where she receives childbirth care on any grounds such as

language, social status, economic status, appearance, belief, culture, or health status (Asefa and Bekele, 2015; Bowser and
Hill, 2010; Khalil et al., 2022). At least one 'yes’ answer to these criteria was considered discrimination.

Abandonment of care

In the health facility where childbirth care is provided, the woman’s not getting help for a long time, giving birth without a health

professional, not getting the breastfeeding support she wants, or late intervention in any situation that may threaten her life
(Asefa and Bekele, 2015; Bowser and Hill, 2010; Khalil et al., 2022). At least one 'yes’ answer in these criteria was considered

abandonment care.
Detention in facilities

Detention of the woman for various reasons in the health facility providing childbirth care, demanding gifts or unofficial money

from the woman/relatives (Asefa and Bekele, 2015; Bowser and Hill, 2010; Khalil et al., 2022). At least one 'yes’ answer to these

criteria was considered as detention in facilities.

obstetric characteristics such as parity, birth time, and mode of
childbirth, clinical procedures at childbirth, and health problems
of mother and newborn (18 questions); and attendant support at
childbirth (1 question).

The second part consists of 40 closed-ended statements that
can be answered as dichotomous (yes/no) in the question stem
"Do you think you have experienced any of the following in the
health facility where you gave your last birth?". An open-ended
question was added at the end of the questionnaire form so that
women could make additional reports of obstetric violence. Before
data collection, a preliminary study was conducted by the first au-
thor with 30 women who could not be included in the sample to
assess the comprehensibility of the questionnaire. After the prelim-
inary study, the form was finalized according to the suggestions of
the women.

Data collection

Research data were collected between January and May 2022.
Before starting the study, all women were verbally informed about
the research topic, the purpose of the study was explained, and
then their informed written consent was obtained. The question-
naire was given to women who met the inclusion criteria by the
first researcher before the outpatient clinic visit. The women filled
out the questionnaire in 15-20 min by themselves in the waiting
rooms of the outpatient clinic.

Study variables

The main outcome variable of this study was obstetric violence,
and the independent variables were socio-demographic and ob-
stetric characteristics. The examined demographic variables were
women and their spouse age, education, women working status,
economic status, and social security. The obstetric variables ex-
amined included parity, participation in the prenatal preparation
classes, place of birth, birth attendants, type of birth, induction
usage at labor, pain control support, skin-to-skin contact, breast-

feeding in the first hour postpartum, companion support, maternal
health problems, and neonatal care unit need.

According to Bowser and Hill’s (2010) report, obstetric violence
is defined into seven categories. These are physical abuse, non-
consented care, non-confidential care, non-dignified care, discrim-
ination, abandonment of care, and detention in facilities. The cat-
egories of obstetric violence and verification criteria are presented
in Table 1. A woman was considered to have experienced obstet-
ric violence during childbirth care if she answered 'yes’ to at least
one of the verification criteria in Table 1. The assessment of obstet-
ric violence based on at least one victimization through verifica-
tion criteria has also been used by different researchers (Castro and
Frias, 2020; Martinez-Galiano et al., 2021; Mihret, 2019).

Statistical analysis

Data were evaluated using the SPSS IBM (24.00) software. Num-
ber, percentage, mean, and standard deviation were used for de-
scriptive statistics. Bivariate and multivariate analyses were per-
formed between obstetric violence and sociodemographic and ob-
stetric variables. In multivariate regression analysis, the backward
elimination technique was used by setting p = 0.15 to select the in-
dependent variables from the model and p = 0.10 to remove them
from the model. In this way, it was aimed to control the confound-
ing effects of the associated factors on the outcome (Sun et al.,
1996). In the multivariable model, variables with p-value < 0.05
in 95% CI were considered independent predictors of reporting ob-
stetric violence.

Ethical considerations

This study was approved by *** University Ethics Committee
with the decision dated 21/12/2021 and numbered 147,902.

Findings

Socio-demographic and obstetric characteristics
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In this study, 513 women who declared that they had given
birth to a live baby in a health facility in the last two years par-
ticipated. There were no women with a history of a postpartum
infant or child death. The time elapsed after the last childbirth was
0-6 months in 40.7% of the women, 7-12 months in 24.0%, 13-18
months in 22.4%, and 19-24 months in 12.9% of the women. The
mean age of the women, all of whom reported that they were mar-
ried, was 27.18+4.95 years, and the mean age of their spouses was
30.90+5.47 years. 66.1% of women and 68.2% of spouses had more
than 9 years of education. 27.1% of women stated that they work in
a job, 74.5% of them stated that their income is medium/high, and
84.8% of them have health insurance.%51.7% of the women reported
that they were primiparous and 9.8% of women attended prenatal
classes for the last birth. Most of the women stated that they gave
their last birth in a state hospital (77.2%), with a physician (54.8%),
and with normal vaginal birth (42.3%). The socio-demographic and
obstetric characteristics of the women are shown in Table 2.

Although not shown in the table, of the women, 36.3%
(n = 186) underwent labor induction with oxytocin, 32.0%
(n = 164) pain control support with non-pharmacological methods,
37.8% (n = 194) regional analgesia, and 9.3% (n = 48) general anes-
thesia had been provided. 49.9% of women (n = 256) stated that
their babies were dried and placed directly on their bare breasts
after birth and that they could establish skin-to-skin contact with
their babies for a while. The rate of women starting breastfeeding
within the first hour after birth was 78% (n = 400). 61% (n = 313)
of the women stated that they received companion support, 9.7%

Table 2
Women'’s socio-demographic and obstetric characteristics (n = 513).

Characteristics n %

Age (years)

<27 259 50.5
> 27 254 49.5
Spouse age (years)

<30 288 56.1
>30 225 43.9
Educational level (years)

<8 174 33.9
>9 339 66.1
Spouse’s educational level (years)

<8 163 31.8
>9 350 68.2
Working status

Yes 139 27.1
No 374 72.9
Economic status

Low income 131 255
Middle-high income 382 74.5
Social insurance

Yes 435 84.8
No 78 15.2
Parity

Primiparous 265 51.7
Multiparous 248 48.3
Participation in the prenatal preparation classes

Yes 50 9.8
No 463 90.2
Place of birth

Private hospital 117 22.8
Public hospital 396 77.2
Birth attendants

Midwife 214 41.7
Physician 217 42.3
Midwife/Physician 82 16.0
Type of birth

Normal vaginal birth 86 16.8
Vaginal birth with episiotomy 195 38.0
Planned cesarean 148 28.8
Emergency cesarean 84 16.4
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(n = 50) had health problems during childbirth, and 14.8% (n = 76)
of them stated that their babies were admitted to the neonatal care
unit.

Prevalence and forms of obstetric violence

The prevalence of obstetric violence reported by women was
76.4%. The reported forms of violence were 44.4% physical abuse,
44.4% abandonment of care, 26.5% non-consented care, 25.1% non-
dignified care, 3.3% non-confidential, and 0.4% discrimination. In
the study, women did not report any form of "Detention in facili-
ties". Forms and prevalence of obstetric violence are presented in
Table 2. Of the 392 women who reported obstetric violence, 45.7%
were exposed to one (n = 179), 30.4% to two (n = 119), 15.6% to
three (n = 61), 6.6% to four (n = 26), 1.5% to five (n = 6) and
0.2% to six (n = 1) forms of violence. Statements including being
slapped, pushed or pinched, or threatened with beatings by health
professionals, or being forced to undergo sterilization or contracep-
tion were not identified. To the additional reporting question on
obstetric violence, 26 women responded in the following context.
These were: kind treatment (n = 10), emotional support (n = 7),
receiving care in single rooms (n = 3), an environment favorable
and comfortable to natural childbirth (n = 3), and a desire for sim-
ple and consistent advice (n = 3).

Correlates of obstetric violence

Univariate and multivariate analyses of the relationship be-
tween obstetric violence and sociodemographic and obstetric vari-
ables are presented in Table 3. When the automatic backward
elimination procedure was used for variable selection, the follow-
ing variables were included in the multivariate regression model:
Economic status, parity, place of birth, birth attendants, type of
birth, pain control support with non-pharmacological methods,
breastfeeding in the first hour postpartum, companion support,
and admission of the neonatal to care unit. In the presence of
other variables, reporting of obstetric violence was associated with
economic status, parity, birth attendants, type of birth, pain con-
trol support with non-pharmacological methods, companion sup-
port, and admission of the neonate to the care unit and shown in
Table 4 (p < 0.05).

It was found that the odds of reporting obstetric violence was
1.98 times higher in low-income women (aOR = 1.98, 95% CI:
1.11- 3.52), 2.91 times more in women who gave birth attended
by a physician (aOR = 2.91, 95% CI: 1.32 - 6.42), and 2.99 times
in women whose babies were admitted to the neonatal care unit
(aOR 2.99, 95% CI: 1.22-7.36). Compared to women who gave birth
by cesarean section, the odds of reporting obstetric violence was
6.04 times higher in women who had a normal vaginal birth
(aOR = 6.04, 95% CI: 2.30 - 15.87) and 2.72 times more in women
who had a vaginal birth with episiotomy (aOR = 2.72, 95% CI: 1.21
- 6.08). Besides, women who were primiparous (aOR=0.51,%95 CI:
0.31 - 0.84), had pain control with non-pharmacological methods
(aOR=0.34,%95 CI: 0.20 - 0.57) and received companion support
(aOR=0.24,%95 CI: 0.14 - 0.42) were less likely to report experi-
encing obstetric violence (p < 0.05).

Discussion

This study, which determined the prevalence and related fac-
tors of obstetric violence experienced by women during childbirth,
revealed that obstetric violence is a common problem in Tiirkiye
with a rate of 76.4%. A study conducted in six European countries
found that one in five pregnant women attending routine antena-
tal care experienced some form of lifetime abuse in health services
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Table 3

Forms of obstetric violence and prevalence.
Forms of obstetric violence n (%)
Physical Abuse 228 (444)
Forced to remain in an uncomfortable or painful position 145 (28.3)
Refusing anesthesia or painkillers to reduce pain without any explanation 21 (4.1)
Cutting or suturing episiotomy incisions or perineal tears without anesthesia* 4 (1.4)
Abdominal (fundal) compression to accelerate childbirth* 35 (12.4)
Restriction of oral fluid during labor* 66 (23.4)
Restriction of food intake during labor* 45 (16.0)
Non-Consented Care 136 (26.5)
Difficult to understand and inadequate information about medical interventions 15 (2.9)
Being forced to sign a piece of paper without being told what it is or what it is for 6(1.2)
Ignoring preferred birth position* 9(3.2)
Not asking for consent for cesarean section/not being informed about the reason for cesarean section** 9 (3.8)
Episiotomy without her consent* 28 (9.9)
Augmentation/induction of labor (oxytocin, amniotomy) without her consent 45 (16.0)
Repeated vaginal examinations by different health professionals without her consent 79 (15.4)
Other medical procedures (blood transfusions, enemas, shaving) without her consent 19 (3.7)
Non-Confidential Care 17 (3.3)
Sharing private information with people not involved in her care and treatment 2 (04)
Overcrowded examinations or giving birth without privacy barriers such as curtains and drapes 16 (3.1)
Non-Dignified Care 129 (25.1)
Sarcastic attitudes/rude treatment/imperative speech 56 (10.9)
Shouting, scolding/insults, offensive and derogatory remarks 55 (10.7)
Inhibiting she from expressing her feelings/not listening to what she say/ignoring the questions she ask 34 (6.6)
Blame for any reason, including the progress of labor, the health of the baby 7 (1.4)
Not allowing companionship during childbirth 50 (9.7)
Discrimination 2(04)
Discrimination or ill-treatment on any grounds such as social status, economic status, appearance, belief, culture, health status 2 (0.4)
Abandonment of Care 228 (444)
Having to wait a long time for help 58 (11.3)
Giving birth without a health professional* 2(0.7)
Not receiving the requested breastfeeding support after birth 182 (35.5)
Delay in intervention in any life-threatening situation 1(0.2)
Obstetric violence (Any of the above) 392 (76.4)

*Percentage distribution is based on women who gave vaginal childbirth.
**Percentage distribution is based on women who had a cesarean childbirth.

(Lukasse et al., 2015). Given the long-term impact of the expe-
rience of giving birth on a woman'’s health and well-being (Avci
and Kaydirak, 2023; Karlstrom et al., 2015), the worldwide preva-
lence of obstetric violence is alarming (Jardim and Modena, 2018).
Women'’s poor experiences with care providers and obstetric rights
violations may lead them to avoid health facilities and opt for
home births without healthcare professionals. This may lead to a
rise in maternal and neonatal morbidity and mortality associated
with obstetric violence.

In Eastern Mediterranean countries, six of seven forms of ob-
stetric violence are reported to occur in about two-thirds of coun-
tries, regardless of the strength of health systems or country in-
come (Khalil et al, 2022). In parallel, this study showed that
women during childbirth care are exposed to all forms of obstet-
ric violence except detention in facilities. In line with the literature
(Jardim and Modena, 2018; Khalil et al., 2022; Mihret, 2019), non-
consented care, non-dignified care, and physical abuse were identi-
fied as the most common forms of obstetric violence in this study.
However, unlike previous studies (Mihret, 2019; Pazandeh et al.,
2017), women'’s reports of non-confidential care and discrimination
were relatively lower in this study. These differences may be be-
cause maternity care is free of charge at all levels of health care in
Tiirkiye and the widespread religious belief that the female body
should be closed is deeply rooted in society.

According to the legislation in Turkey, an individual must give
free and informed consent for any intervention in the health field,
except in cases of emergency or when the patient is unconscious.
In this study, one out of every four women reported that their
consent was not obtained during the procedures. Compared to
other studies (Asefa and Bekele, 2015; Mihret, 2019; Okyay et al.,
2022), women in this study reported relatively lower rates of non-

consented care. However, failure to obtain informed consent cor-
rectly is an important problem in our country, and health pro-
fessionals are frequently sued for this (Avci and Kaydirak, 2023).
Therefore, it is thought to be important to support both health pro-
fessionals and women regarding patient rights and responsibilities.

In this study, women’s most frequently reported expression
of violence revealed important findings in understanding the ex-
tent of obstetric violence. Similar to previous studies (Avci and
Kaydirak, 2023; Castro et al., 2020; Martinez-Galiano et al., 2021),
in this study, repeated vaginal examinations by different health
professionals, being forced to stay in an uncomfortable and painful
position, sarcasm/rude treatment/imperative speech, and shouting
were among the most frequently repeated violations. Addition-
ally, 'lack of postpartum breastfeeding support’, which is rarely ad-
dressed by researchers as a criterion confirming obstetric violence
(Avcr and Kaydirak, 2023; Branddo et al., 2018; Reis et al., 2012),
stood out as an important element of neglected care in this study.
This finding was consistent with the study by Branddo et al. (2018).

Evidence suggests that breastfeeding is extremely important
in terms of infant mortality and morbidity (Ansari and Yer-
avdekar, 2021), that routine episiotomy is not effective in pro-
tecting against perineal trauma (Jiang et al., 2017), that fundal
compression is a potentially unnecessary and harmful practice
(Farrington et al., 2021). Also, for women at low risk of complica-
tions, there is no justification for restricting fluids and food during
labor (Singata et al., 2013), and the use of continuous cardiotocog-
raphy during labor does not make a clear difference in measures
of neonatal well-being (Alfirevic et al., 2017). However, previous
studies and this study show that women are frequently exposed to
non-evidence-based practices during childbirth that are not recom-
mended for routine use (Avci and Kaydirak, 2023; Faheem, 2022;
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Table 4
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Univariate and multivariate analyses of the socio-demographic and obstetric factors associated with obstetric violence (n = 513).

Factors Obstetric violence
Univariate Multivariate

No Yes OR (95% CI) p aOR (95% CI) p
Age (years)
<27 69 (26.6) 190 (73.4) 1 (ref)
> 27 52 (20.5) 202 (79.5)  1.41(0.93 - 2.12) 0.101
Spouse age (years)
<30 80 (27.8) 208 (72.2) 1 (ref)
>30 41 (18.2) 184 (81.8)  1.72 (1.12 - 2.64) 0.012
Educational level (years)
<8 36 (20.7) 138 (79.3) 1 (ref)
>9 85 (25.1) 254 (74.9)  0.78 (0.51 - 1.21) 0.269
Spouse’s educational level (years)
<38 38 (23.3) 125 (76.7) 1 (ref)
>9 83 (23.7) 267 (76.3)  0.97 (0.63 - 1.51) 0.921
Working status
No 86 (23.0) 288 (77.0) 1 (ref)
Yes 35 (25.2) 104 (74.8) 0.88 (0.56 - 1.39) 0.604
Economic status
Middle /high income 100 (26.2) 282 (73.8) 1 (ref) 1 (ref)
Low income 21 (16.0) 110 (84.0) 1.85(1.10 - 3.12) 0.019 198 (1.11 - 3.52) 0.020
Social insurance
No 12 (15.4) 66 (84.6) 1 (ref)
Yes 109 (25.1) 326 (74.9) 0.54 (0.28 - 1.04) 0.067
Parity
Multiparous 44 (17.7) 204 (82.3) 1 (ref) 1 (ref)
Primiparous 77 (29.1) 188 (70.9)  0.52 (0.34 - 0.80) 0.003  0.51 (0.31 - 0.84) 0.008
Participation in the prenatal preparation classes
No 106 (22.9) 357 (77.1) 1 (ref)
Yes 15 (30.0) 35 (70.0) 0.69 (0.36 - 1.31) 0.263
Time of birth according to the COVID-19 outbreak
Before 17 (25.8) 49 (74.2) 1 (ref)
After 104 (23.3) 343 (76.7) 1.14 (0.63 - 2.07) 0.656
Place of birth
Private hospital 23 (19.7) 94 (80.3) 1 (ref) 1 (ref)
Public hospital 98 (24.7) 298 (75.3) 0.74 (0.44 - 1.23) 0.256  0.58 (0.31 - 1.07) 0.081
Birth attendants
Midwife 63 (29.4) 151 (70.6) 1 (ref) 1 (ref)
Physician 39 (18.0) 178 (82.0)  1.90 (1.20 - 3.00) 0.005 291 (1.32 - 6.42) 0.008
Midwife/Physician 19 (23.2) 63 (76.8) 1.38 (0.76 - 2.49) 0.282  1.70 (0.80 - 3.59) 0.161
Type of birth
Planned cesarean 35 (23.6) 113 (76.4) 1 (ref) 1 (ref)
Normal vaginal childbirth 14 (16.3) 72 (83.7) 1.59 (0.80 - 3.16) 0.184  6.04 (2.30 - 15.87)  0.000
Vaginal childbirth with episiotomy 58 (29.7) 137 (70.3)  0.73 (0.44 - 1.19) 0.209  2.72 (1.21 - 6.08) 0.015
Emergency cesarean 14 (16.7) 70 (83.3) 1.54 (0.77 - 3.08) 0.213 1.31 (0.60 - 2.84) 0.487
Induction of labor
No 68 (20.8) 259 (79.2) 1 (ref)
Yes 53 (28.5) 133 (71.5)  0.65 (0.43 - 0.99) 0.049
Pain control support with non-pharmacological methods
No 62 (17.8) 287 (82.2) 1 (ref) 1 (ref)
Yes 59 (36.0) 105 (64.0)  0.38 (0.25 - 0.58) 0.000  0.34 (0.20 - 0.57) 0.000
Use of analgesia/anesthesia
No 71 (26.2) 200 (73.8) 1 (ref)
Regional analgesia 41 (21.1) 153 (78.9) 1.32 (0.85 - 2.05) 0.209
General anesthesia 9 (18.8) 39 (81.2) 1.53 (0.71 - 3.33) 0.275
Skin-to-skin contact
No 56 (21.8) 201 (78.1) 1 (ref)
Yes 65 (25.4) 191 (74.6) 0.81 (0.54 - 1.23) 0.337
Breastfeeding in the first hour of postpartum
No 17 (15.0) 96 (85.0) 1 (ref) 1 (ref)
Yes 104 (26.0) 296 (74.0)  0.50 (0.28 - 0.88) 0.017  0.61 (0.32 - 1.16) 0.137
Companion support
No 23 (11.5) 177 (88.5) 1 (ref) 1 (ref)
Yes 98 (31 215 (68.7)  0.28 (0.17 - 0.46) 0.000 0.24 (0.14 - 0.42) 0.000
Facing maternal health problems
No 115 (24.8)  348(75.2) 1 (ref)
Yes 6 (12.0) 44 (88.0) 2.42 (1.07 - 5.83) 0.048
Admission of the neonatal to the care unit
No 114 (26.1) 323 (73.9) 1 (ref) 1 (ref)
Yes 7(9.2) 69 (90.8) 3.47 (1.51 - 7.79) 0.002  2.99 (1.22 - 7.36) 0.017

*For bold values of aOR, p < 0.05.
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Martinez-Galiano et al., 2021; Scandurra et al., 2022; Okyay et al.,
2022).

In a hierarchical and patriarchal system, the power and au-
tonomy of health professionals over women giving birth can lead
to the objectification of women’s bodies and the overuse of rou-
tine non-consensual interventions (Katz et al., 2020). On the other
hand, obstetric violence may not only be related to health care
providers and care recipients. Excessive workload, understaffing,
lack of infrastructure, and hierarchy within the obstetric team
are among the factors that create and nurture obstetric violence
(Faheem, 2022). The responses of the women participating in this
study to the additional reporting question on obstetric violence
showed that women could not receive care in single rooms due to
the infrastructure of the health institution, and that women could
not give birth in an environment that allowed natural and comfort-
able vaginal birth. Similar findings are also found in other studies
(Avcar and Kaydirak, 2023; Jardim and Modena, 2018; Khalil et al.,
2022).

Considering the available information, it is difficult to explain
the relationship between women’s exposure to obstetric violence
during childbirth and socio-demographic and obstetric character-
istics. While studies are shown that obstetric violence is associ-
ated with variables such as age, economic level, and education
(Scandurra et al., 2022), there are also studies reporting the op-
posite relationship (Martinez-Galiano et al., 2021). It is thought
that as the socioeconomic level of women increases, knowledge
about obstetric violence will increase, the ability to express a
violent act as an act of violence will improve, and the likeli-
hood of reporting the related problem will increase (Molla et al.,
2022; Scandurra et al., 2022). Parallelly, this study showed that
low-income women are more likely to experience obstetric vio-
lence. However, in this study, women'’s reports of obstetric vio-
lence did not show a significant difference in terms of other socio-
demographic characteristics. This finding may be since that the be-
havioral patterns of health professionals in Tiirkiye are structured
in such a way that they do not differentiate according to patient
characteristics.

The differences in socioeconomic and health services of coun-
tries may affect the characteristics of the health facilities and the
payment for childbirth (Asefa and Bekele, 2015; Jardim and Mod-
ena, 2018; Mesenburg et al., 2018). Disrespect and abuse during
childbirth are often associated with payment by the public sec-
tor and labor before delivery (Mesenburg et al., 2018). In addition,
parity is cited as an important factor associated with overall sat-
isfaction during childbirth and the likelihood of being abused dur-
ing childbirth (Ahmed, 2022). Similar to the findings of Martinez-
Galiano et al. (2021), there were higher reports of obstetric vio-
lence in multiparous women in this study and place of birth was
not associated with obstetric violence. This finding may be due to
the past birth characteristics of multiparous women or their inter-
actions with health professionals, and healthcare professionals’ be-
liefs that primiparous women may experience more complications
or need more support.

The findings of this study support the results of studies re-
porting that obstetric violence may increase in unexpected situ-
ations or health problems during childbirth (Molla et al., 2022;
Vedam et al, 2019). Also, a common finding in previous stud-
ies (Martinez-Galiano et al., 2021; Molla et al., 2022) and in this
study was that mode of birth is an important determinant of ob-
stetric violence. It is reported that cesarean rates are increasing
worldwide (Betran et al., 2021) and women demand cesarean sec-
tion in order not to be violated by health professionals or to ex-
perience trauma due to frequent vaginal checks (Pazandeh et al.,
2017). In this study, the high cesarean rates of women were noted
(45.2%), however, the results of the regression analysis showed
that the odds of reporting obstetric violence was significantly
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higher in women who had vaginal birth compared to cesarean
section. In our country, hierarchical and physician-centered births
also occur, and "childbirth" is almost completely defined as a "dis-
ease" and tried to be treated (Avci and Kaydirak, 2023; Kulakac,
2021; Topgu, 2019). The medicalization of vaginal birth is still
dominant in Turkiye and continues to increase in some regions.
Topcu (2019) stated that the interventions in vaginal birth are al-
most similar to the cesarean section and conceptualized vaginal
birth with intervention as a "vaginarean section". According to the
findings of this study, urgent measures should be taken to protect
women from traumatic behaviors and unnecessary interventions
during vaginal delivery in Tiirkiye. Laws and public policies that
recognize women'’s rights to non-violent care and bodily autonomy
and protect them against obstetric violence need to be established.

According to the findings of this study, midwife-attended birth,
non-pharmacological pain management, and companion support
may be protective factors against obstetric violence. These factors
are among those that WHO insists on respectful maternity care
(World Health Organization, 2021). For this reason, it is important
to increase the awareness of professionals about respectful ma-
ternity care to contribute to the solution (World Health Organiza-
tion, 2021). In this context, we call on health professionals and pol-
icymakers to take action to ensure respectful maternity care and
women’s rights during childbirth.

Limitations and strengths

This study contributes to understanding the dimensions of ob-
stetric violence, which is a widespread problem internationally.
Data are limited to self-reports from women living in a middle-
income country where gender equality and human rights are not
sufficiently ensured. Since people’s recall of events can change over
time, the inclusion of women who have given birth in the last
2 years is an important limitation in this study. However, there
is a study that examined women’s experiences of obstetric vio-
lence over a longer period (5 years) than our study (Castro and
Frias, 2020). Although constituting less than 5% of the sample, the
exclusion of 29 women during data evaluation may have made a
minimal difference in the results. In addition, collecting data using
a structured questionnaire is an important limitation that may af-
fect the validity and reliability of the data, as there is no standard-
ized measurement tool to diagnose and measure obstetric violence.
However, to manage this, the researchers conducted a preliminary
study and included an open-ended question in the data collection
form to assess all situations that women associated with obstetric
violence.

Conclusion

Approximately three of the four women experienced obstetric
violence during childbirth. The most common form of obstetric
violence is physical violence and abandonment of care. Repeated
vaginal examinations, being forced to stay in an uncomfortable and
painful position, sarcasm/rude treatment/imperative speech, shout-
ing, and not providing requested breastfeeding support at the end
of labor are the most frequent repetitive expressions of violence.
Low income, multiparity, physician-attended birth, vaginal child-
birth, and newborn admission to the neonatal care unit were as-
sociated with higher reporting of obstetric violence. Women who
had pain control with non-pharmacological methods and received
companion support were less likely to experience obstetric vio-
lence. Future research could focus on standardizing the definition
and measurement of obstetric violence, identifying effective strate-
gies to prevent obstetric violence, and reducing the impact of ob-
stetric violence on women and children.
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