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Abstract
Background: Mistreatment during child birth leads
to adverse maternal and obstetric outcomes.
Objectives: The aim of the present study was to
evaluate obstetric violence in Saudi maternal healthcare settings.
Materials and methods: A cross-sectional study was
conducted at the post-natal clinics of maternity hospital of King Faisal medical complex and Al-Hada
armed forces hospital, Taif city, Saudi Arabia. Participants were recruited after thorough non-probability consecutive sampling technique. Data on
socio demographic and maternal characteristics,
obstetric violence and experience of last delivery
were collected.
Results: The data of three hundred and fifty eight
participants were analysed. The mean (SD) age of
women who participated in this study was 33.14
(7.17) years. Around forty seven percent of the
study participants responded that staff members
did not allow the presence of any relative during
child birth. The most predominant physical abuse
reported were staff members were not gentle/ painful vaginal examination during child birth (24.9%),
followed by staff members who pressed abdomen
forcefully during child birth (21.8%), and those who
stitched the episiotomy without anesthesia (13.4%).

Related to non-confidential care, staff members
discussed their private health information in public (11.5%) and to others/ relatives (10.1%). There
were sixty-eight (19%) of women who responded
that staff members did episiotomy without consent.
Around seventy percent of the study participants
rated their experience of their last delivery as excellent or good.
Conclusion: Non-dignified care was experienced by
women during pregnancy as an invasive procedure
and medication was not necessarily used, confidentiality was breached, they faced physical violence to
a considerable extent and pregnant women’s needs
were neglected.
Key words: Obstetric, violence, child, birth, Taif,
Saudi Arabia
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Introduction
Access to secure and high quality sexual and reproductive
health service is an essential right of every women as
provision of these services with quality standards can make
a significant contribution in reducing maternal morbidity
and mortality [1]. Thus, all women have the right of access
to high quality healthcare, which should be respectful,
dignified, and free of any violence and discrimination.
During child birth any abuse, negligence and disrespectful
behavior is a serious violation of fundamental human rights
and is recognized globally as such [2].
Since the last decade, numerous research has been
conducted to identify mistreatment during facility-based
child birth, considering it a significant and urgent issue
that affects women globally [3]. Different phrases for
mistreatment during child birth had been used i.e. “disrespect
and abuse”, “mistreatment of women during the facilitybased child birth” and “obstetric violence” [4]. Obstetric
violence is a more commonly used term with Venezuela
being the first country to employ this terminology in the
year 2007; within its “Organic Law on the Right of Women
to a Life Free of Violence [5]. It was defined as violence
being faced by women during pregnancy, child birth and
the post-partum period [5]. The World Health Organisation
(WHO) has stated obstetric violence as “abuse, neglect or
disrespect during child birth can amount to a violation of a
woman’s fundamental right” [6].
A wide array of violent practices have been identified through
comprehensive review of evidence that included; physical
abuse, verbal abuse or humiliation, non-consented care,
non-confidential care, non-dignified care, discrimination
due to a specific patient’s attributes, abandoning care
due to failure to pay, detention of facilities, forced to use
unnecessary medication or invasive procedure and lack
of informed consent for examinations/ treatment/ invasive
procedure [7].
Obstetric violence has severe consequences. It could lead
to both physical and psychological harm to women as
well as their child [8]. The adverse outcomes extend from
gynecological and obstetric consequences i.e. unwanted
pregnancies, prenatal retardation, abortion, low birth
weight or prematurity, pre-term labor and fetal loss [9-12].
Women victimized by obstetric violence could suffer
from chronic pelvic pain, headache, depression, anxiety,
suicide attempt and post-traumatic stress disorder [13,14].
More serious consequences have been reported such as
bleeding and interruption of pregnancy [14].
Obstetric violence had been predominantly researched
in developing countries i.e. Ecuador, India and Sri Lanka
with scarce health resources, gender inequalities, and
ethical protocols not followed [15-17]. However, obstetric
violence is not an underlined phenomenon and is a
relevant problem in developed countries [18,19]. There
is a paucity of information related to obstetric violence in
Saudi maternal health clinics. Considering the significance
82

of the problem, it was deemed essential to identify obstetric
violence, disrespectful maternity care and physical abuse,
negligence of patient privacy and non-consented care, and
inappropriate use of medication and invasive procedures.

Materials and methods
Study design and time frame: A descriptive crosssectional study was conducted from September 2018 to
March 2019.
Study setting: The study was carried out at the postnatal clinics of Maternity Hospital of King Faisal Medical
Complex and Alhada Armed Forces Hospital, Taif city,
Saudi Arabia.
Sampling and data collection: Married women aged
greater than 18 years and having at least one child were
invited to participate in this research through non-probability
consecutive sampling technique. Participants having
psychiatric illness, speech defects, medical/surgical illness
and non-willingness to give written informed consent were
excluded.
Study instrument: Primary data was collected using a
structured questionnaire from study participants recruited in
this research through face to face interview. The structured
closed ended questionnaire consisted of three parts; the
first part collected information on socio demographic and
maternal characteristics of the study participants, the
second part enquired about obstetric violence and the
third part enquired about study participant’s experience
of last delivery. The pilot testing of the questionnaire was
performed by recruiting thirty participants and the results
of the pilot study were discarded and were not used in
original study.
The socio demographic information collected was age in
years, nationality (Saudi and Non-Saudi), residence (rural
or urban), household income and education. The maternal
characteristics enquired of were number of children and
age at marriage in years.
The second part of the questionnaire enquired about
obstetric violence. The questionnaire used was developed
by three researchers considering Saudi and American
guidelines for obstetric violence. The face validity of
the questionnaire was checked. The questionnaire was
initially translated to Arabic and then back translation
to English was performed. The Arabic version of the
questionnaire was used in this current research. The
Obstetric Violence part of the questionnaire collected
information on nine domains related to non-dignified
care, unnecessary invasive procedure, unnecessary
use of medication, neglecting women’s needs, physical
abuse, confidentiality, neglecting patient privacy, nonconsented care and inappropriate demands for payments.
The items in each domain were as follows; non-dignified
care (7 questions), unnecessary invasive procedure (3
questions), unnecessary use of medication (1 question),
neglecting women’s needs (6 questions), physical abuse
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(6 questions), confidentiality (2 questions), neglecting
patient privacy (2 questions), non consented care (5
questions) and inappropriate demands for payments (2
questions). Thus, the total number of questions was 34.
All questions had a binary response option as Yes or
No. Finally, the last part of the questionnaire enquired
about experience of last delivery; with response option as
Excellent, Good, Acceptable and Bad.
Ethical Considerations: The study was conducted
according to the ethical guidelines of the Helsinki
declaration. Written informed consent was obtained from
all the participants prior to enrolling in this research. The
study participants were comprehensively briefed about
research objective, process involved, and potential risks
and benefits of enrolling in this research. The participation
in this research was voluntary with participants having the
right to withdraw at any point during the research as well
as the right not to respond to any question. The anonymity
and confidentiality of the study participant’s responses was
maintained throughout the research. No personal details
(i.e. name and contact number) were collected. The study
was initiated after the ethical approval was granted by the
Institutional Review Board (IRB) committee of the College
of Medicine, Taif University, Saudi Arabia.
Data analysis: The data analysis was performed using the
Statistical Software, SPSS version 22 (IBM). The data was
entered into the software and was checked twice to correct
for incorrect entries. Descriptive statistics was performed.
Quantitative data was presented as Mean ± Standard
deviation while the qualitative data was presented as
frequency/percentage.

Results
The present study recruited four hundred participants, but
forty-two questionnaires were excluded due to missing
data and incomplete information. The data of three
hundred and fifty-eight participants were analysed and the
response distribution was 89.5%.
(Table 1) gives details about the socio demographic and
maternal characteristics of the study participants. The
mean (SD) age of women who participated in this study
was 33.14 (7.17) years. The majority of study participants
were less than or equal to 30 years (40.8%), followed by
31-35 years (24.6%) and the least great group more than
thirty five years (34.6%). Furthermore, slightly less than
ninety seven percent of the study participants were Saudi
nationals. Moreover, two hundred and ninety-eight women
(83.2%) belonged to rural areas.
Around ninety percent had a household income of 5,000
to 10,000 SAR, twenty-five (7%) had household income
of less than 5,000 SAR and only ten study participants
(2.8%) reported household income greater than 10,000
SAR. Predominantly, the majority (53.4%) of the study
participants were graduates, followed by high school
(23.7%), middle (8.9%), primary (5%), illiterate (4.5%) and
master/ doctoral (4.5%).

The mean (SD) number of children was 2.97 (1.79), with
the majority having 2 to 4 children (54.5%). Around one
quarter (25.4%) had one child and one fifth (20.1%) had
more than four children. The mean (SD) age at marriage
was 22.88 (4.14) years. The majority, one hundred and
forty (39.1%) of the study participants had marriage at age
21 to 25 years, around thirty five percent had marriage at
age less than or equal to 20 years and around one quarter
(25.7%) had age greater than twenty-six years.
Table 2 gives details of study participant’s responses
on non-dignified care and unnecessary use of invasive
procedure and medication by staff members. When asked
about non-dignified care, there were seventy-six (21.2%)
who reported having faced shouting or scolding from staff
members during child birth, seventy three (20.4%) faced
any negative or threatening comments from staff members
during their child birth, sixty five (18.2%) responded that
staff members blamed them during child birth. Moreover,
around one fifth (20.9%) of the women responded that
staff members refused to give pain killers during child birth
and more than one quarter (26.3%) of women replied that
staff members made them wait for a long time until getting
medical care. However, only nineteen study participants
(5.3%) responded to having faced any threat to withhold
treatment from staff members during their child birth and
thirteen (3.6%) reported being treated by staff members
with racism due to social/ economic/ health status or race
and religion.
Importantly, when asked about unnecessary invasive
procedure; eighty two (22.9%) reported that staff members
did episiotomy without medical need, eighteen (5%) of the
participants responded that staff members used forceps
delivery/vacuum extractor without medical needs, while
only eight (2.2%) of the study participants were of the view
that staff members did cesarean section without medical
need. Moreover, there were forty-one (11.5%) study
participants who reported that staff members gave labor
induction medication without medical need.
Table 3 entails details about study participant response
on neglecting women’s needs and physical abuse by
staff members. There were one hundred and sixty seven
(46.6%) of the study participants who responded that staff
members refused the presence of any relative during child
birth, followed by sixty six women (18.4%) who believed
they faced ignorance for assistance requests from staff
members during child birth; staff members ignored their
choice of delivery position (15.1%), staff members deprived
them of food and drink (11.2%), they were not attended to
during child birth by a staff member (10.9%) and being
treated by a staff member as a passive participant during
child birth (6.4%).
The study participants were also asked about the physical
abuse; the most predominant were staff members who did
not-gentle/painful vaginal examination during child birth
(24.9%), followed by staff members who pressed abdomen
‘forcefully’ during child birth (21.8%), who stitched the
episiotomy without anesthesia (13.4%), who faced hitting,
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slapping, pushing or pinching from staff members during
child birth (4.5%) and only nine (2.5%) responded that
staff members used any kind of mouth muzzle or restricted
them in bed during child birth. Importantly, there was only
one (0.3%) of the study participants who faced any kind of
sexual abuse from staff members during child birth.
Table 4 gives details about the study participant’s
responses on confidentiality, privacy, informed consent and
inappropriate payment demand by the staff members.
According to the non-confidential care, there were fortyone (11.5%) of women who responded that staff members
discussed their private health information in public and
thirty six (10.1%) were of the view that staff members
shared their health information to others/relatives. When
asked about neglecting patient privacy, there were forty
(11.2%) who responded that their body was seen by others
(non-staff members) during child birth and twenty (5.6%)
were in the delivery room without curtains between beds.
Of the women enrolled in this research when asked about
non consented care; there were sixty eight (19%) of women
who responded that staff members did episiotomy without
consent, (4.5%), staff members used forceps delivery/

vacuum extractor without consent caesarean section was
performed by staff member during child birth with consent
(3.6%) and staff members did tubal ligation during child
birth without consent (1.4%). Importantly, there was one
women (0.3%) who reported that hysterectomy was
performed by a staff member during caesarean section
without consent.
Finally, when inappropriate demands for payments were
enquired about there were nine (2.5%) women who
responded that staff members requested bribes/informal
payments during child birth and five (1.4%) women
reported that the baby was held at the facility due to failure
to pay after child birth.
Figure 1 gives details of the study participant’s responses
on experience of last delivery. There were one hundred and
twenty-seven (35.5%) women who rated their experience
of last delivery as excellent, followed by one hundred and
twenty-three (34.4%) who considered it good and sixty
nine women (19.3%) who reported it as being acceptable.
Importantly, there were thirty-nine (10.9%) of the study
participants who rated their experience of last delivery as
bad.

Figure 1: Study Participants Response on Experience of Last Delivery (N = 358)
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Table 1: Socio demographic and Maternal Characteristics of the Study Participants (N = 358)
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Table 2: Study Participants Response on Non-dignified care, Use of Unnecessary Invasive Procedure and
Medication by Staff Members (N = 358)
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Table 3: Study Participants Response on Neglecting Women Needs and Physical Abuse by Staff Members
(N = 358)
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Table 4: Study Participants Response on Confidentiality, Privacy, Informed Consent and Inappropriate Payment
Demands by Staff Members (N = 358)

Discussion
The present descriptive cross-sectional study was
conducted to identify obstetric violence, disrespectful
maternity care and physical abuse, negligence of patient
privacy and non-consented care, and inappropriate use of
medication and invasive procedure during child birth in two
medical facilities of Taif city, Saudi Arabia. The results of
the present study were of extreme importance to design
educational programs and public awareness regarding
women’s rights of access to considerate and respectful
care during child birth.
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The results of the present study highlighted that more than
one quarter (26.3%) of women had to wait a long time
before getting medical care by staff members. Moreover,
around twenty one percent of women faced shouting and
scolding and around one fifth (20.2%) faced threatening
comments by staff members during child birth. The findings
highlighted the non-dignified care being experienced by
the study participants. The physical abuse was also found
to be prevalent as staff members did not-gentle/ painful
vaginal examination during child birth (24.9%), followed
by staff members who pressed abdomen forcefully during
child birth (21.8%) and stitched the episiotomy without
anesthesia (13.4%).
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The study findings are consistent with the evidence in the
literature. The study findings also reported that episiotomy
was done without medical need among twenty three percent
of participants and around twelve percent of participants
received labor induction medication without medical need.
The findings highlighted the unnecessary use of invasive
procedure and medication. A cross-sectional population
based study that recruited 4,275 women was conducted
in Pelotas, Brazil and reported that at least one type of
disrespect was experienced by 18.3% of mothers; verbal
abuse (10%), denial of care as 6%, undesirable and
inappropriate procedure (6%) and physical abuse as 5%
[20]. A study from Kenya reported that every one fifth
(20%) of the women experienced abuse by the healthcare
professional during labor [21].
The study findings reported non-confidential care (8.5%),
non-dignified care (18%), neglect or abandonment (14.3%),
non-consensual care (4.3%) physical abuse (4.2%) and
detainment for non-payment of fees as (8.1%) [21]. A
cross-sectional study from Nigeria reported that nonconsented services (54.5%) and physical abuse (35.7%)
were the most common types of disrespectful behavior
being faced during child birth [22]. A study from Venezuela
reported that 49.4% women giving birth experienced some
form of mistreatment from healthcare professionals [23].
A survey conducted at three Mexican hospitals reported
that 11% of mothers experienced obstetric violence [24].
A study from Brazil that recruited participants from both
public and private sector hospitals reported the prevalence
of obstetric violence experienced by pregnant mothers
as 25%. A study reported that among 120 women who
delivered for the first time, more than half (51.7%) had an
episiotomy while at the second stage of labor, and uterine
fundus pressure was performed among 20% of women
[25]. However, a recent study reported that unlike routine
episiotomy, selective episiotomy is far more unlikely to
cause charges of obstetric violence against operators, but
its indication is far from consistent and efforts are required
for a more clearly defined indication by scientific societies
[26].
Importantly, the current study reported that slightly less
than fifty percent (46.6%) of the study participants were
refused the presence of any relative during child birth
by staff members thereby neglecting important pregnant
women’s needs. A qualitative study reported that women
greatly value companionship and social support in labor
[27]. A study from Turkey reported that women who could
not receive the necessary support needed more spousal
support [28]. The meta-analysis result also demonstrated
that women preferred someone they were familiar and
comfortable with and continuous support during child birth
was most valued by women [29].

Nigeria also highlighted a higher prevalence of nondignified care which was reported by slightly less than
30% of women, abandonment/neglect during childbirth
by around 29%, non-confidential care by 26%, detention
in the health facility by 22%, and discrimination by one
fifth as around 20% [22]. However, in the meta-analysis
recently published from another African country, Ethiopia
reported that the non-confidential care during child birth
and maternity care was 14.1% only, with 95% confidence
interval in the range of 7.3 to 25.4 [30].
Limitations
The present study conducted had certain limitations. Firstly,
the study was conducted at only two maternal care facilities
of Taif city, Saudi Arabia. Secondly, the small sample size.
Thirdly, the use of the cross-sectional study could have a
recall bias. Fourthly, the findings should be interpreted with
caution as study participants could have over-reported or
under-reported for various questions related to obstetric
violence. Finally, being a quantitative research, future
qualitative research through open ended questions and
focus group discussion could give more detailed insight
about obstetric violence.

Conclusion
There were around seventy percent of the study participants
who rated their experience of their last delivery as excellent
or good, however slightly less than twenty percent (19.3%)
considered it acceptable and around eleven percent
(10.9%) reported it as bad. The obstetric violence and
disrespect/ abuse during child birth were found to be
considerably high, therefore special attention and focus is
desirable from the Ministry for Health (MOH), Saudi Arabia.
The staff should be trained through Continuing Medical
Education (CME) to avoid mistreatment during pregnancy
and maintain highest ethical standards. More strict laws
with implementation against mistreatment should be
formulated. There is a need for more public awareness
through media campaigns, placing brochures at maternal
health clinics and informing pregnant women about their
rights to receive high quality care.
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The present study also reported that related to nonconfidential care, around twelve percent of women
responded that staff members discussed their private
health information in public and slightly less than ten
percent were of the view that staff members shared their
health information to others/relatives. The study from
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