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1  |  RECOMMENDATIONS

FIGO promotes significant improvements in maternity and neonatal 
care through a series of strategic recommendations:

1.	 Adopt national standards to improve the quality of maternal 
and newborn care in healthcare facilities.

2.	 Implement and monitor the International Childbirth Initiative 
framework (12 steps for safe and respectful care) to improve care 
at the facility and community levels.1,2

3.	 Develop and implement local and national pre-service and in-
service training programs to enhance the skills necessary to pro-
vide respectful, evidence-based, trauma-informed, and culturally 
appropriate care.
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Abstract
The International Federation of Gynecology and Obstetrics (FIGO) Committee on 
Health Systems Strengthening and Respectful Care recognizes the detrimental ef-
fects of disrespectful and abusive practices within maternity care on maternal and 
neonatal health outcomes. In response, the committee advocates for the implemen-
tation of strategic, evidence-based interventions aimed at safeguarding women from 
substandard and disrespectful treatment during pregnancy, childbirth, and the post-
partum period. This statement presents FIGO's recommendations for adopting re-
spectful maternity care into health systems. The proposed policy interventions and 
clinical strategies are designed to foster compassionate, person-centered, and cultur-
ally competent care, thereby contributing to improved maternal and perinatal out-
comes globally.
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4.	 Healthcare professionals should ensure that women's decision-
making is centered; prenatal care providers orient women around 
the choices they have and prepare women for physiological labor 
and birth, as well as for what decisions might arise in emergency 
situations.

5.	 Ensure all women and their newborns can access free or afford-
able, high-quality health services with respect and cost trans-
parency throughout pregnancy, birth, postpartum, and neonatal 
care.

6.	 Integrate respectful care principles explicitly into neonatal care 
protocols, ensuring newborns receive not only clinically appropri-
ate treatment but also compassionate, non-discriminatory, and 
developmentally sensitive care from birth.

2  |  INTRODUC TION

While women might now benefit from improved access to 
evidence-based prenatal, intrapartum, and postnatal care, which 
have the potential to reduce maternal and neonatal mortality, rates 
have stagnated. This is a concerning trend highlighted in recent 
reports by the World Health Organization (WHO).3,4 It has been 
theorized that a lack of respectful, compassionate care that meets 
women's emotional and psychological needs during pregnancy 
and childbirth has contributed to this stagnation.5,6 Respectful 
care is essential to the provision of comprehensive, quality mater-
nal health care. Women are entitled to a positive childbirth expe-
rience; however, global reports persistently indicate that women 
experience physical, emotional, and psychological distress at un-
acceptable rates due to numerous factors that create a harmful 
environment.7,8

A critical component of quality of care is the experience of 
care, which has a complex interaction with pregnancy outcomes. 
Experience of care includes effective communication, respect and 
preservation of dignity, and emotional support.9 Every pregnant 
woman and newborn should be offered evidence-based clinical and 
non-clinical practices delivered in a humane, respectful, and sup-
portive environment, giving women, their families, and healthcare 
providers a positive experience of care.6,9

Recognizing and upholding the rights of women, infants, and 
their families are essential for strengthening health systems and 
fostering societal progress.10 As a leading global professional 
organization, the International Federation of Gynecology and 
Obstetrics (FIGO) is committed to protecting women's right to a 
dignified and healthy pregnancy, birth, and postnatal experience. 
FIGO makes policy recommendations for member societies and 
providers, promoting knowledge exchange across societies and 
leading global efforts to transform obstetric care. This state-
ment considers the necessary actions to foster an environment 
of respect and safety and safeguard the fundamental rights of 
the mother-baby dyad, building on prior FIGO guidelines and 
statements.1,11

3  |  TERMINOLOGY

Terminology to describe disrespectful care and mistreatment of women 
and newborns during pregnancy and childbirth, includes “disrespect 
and abuse,” “substandard care,” and “obstetric violence”.5,12 Selecting 
terminology that is well received and understood by maternity health-
care providers is essential to maintain an open dialogue between 
providers, patients, and their families. The term “disrespectful care” 
encompasses intentional behavior and unintentional consequences, 
including omissions in care. “Substandard care” refers to care that does 
not meet recommendations for best practice. The term “obstetric vio-
lence” is used to refer to acts of physical or psychological abuse and 
includes treatment without meaningful consent by any healthcare pro-
viders (including nurses, midwives, doctors, and administrators) during 
the maternity cycle. However, the term obstetric violence is some-
times negatively perceived by healthcare providers, creating a barrier 
to addressing challenges and creating a compassionate environment 
for birth.12,13 Healthcare providers have shown a better understanding 
and response to “disrespectful maternity care” compared to “obstetric 
violence,” and it has been accepted as preferred terminology by other 
professional associations.12,13 We advocate for the term “disrespectful 
care” as it captures the spectrum of negative experiences women may 
endure, ranging from mild offenses to severe abuses. The Bowser and 
Hill categories of disrespect and abuse highlight the common occur-
rence of disrespectful incidents, aiding healthcare providers to recog-
nize and address it with better comprehension.5

3.1  |  Disrespect in maternity care

Disrespect and abuse (D&A) in facility-based maternity care 
have been classified into the following categories: discrimination, 
non-consented care, physical abuse, non-confidential care, non-
dignified care, abandonment, and detention (Box 1).5 National and 
international agencies have adopted this D&A definition and classi-
fication, including the WHO and the White Ribbon Alliance.14 These 
categories describe not only ethical–medical issues but also treat-
ment that might be illegal under regional and national legal codes.14 
While disrespectful care occurs throughout the healthcare system, 
it receives attention in maternity care due to the vulnerability of 
women during childbirth and its high prevalence around the world.

3.2  |  Substandard care

When maternity care does not meet best practice standards and 
pregnant people receive substandard care, it is understood as another 
form of disrespectful, inequitable care. Women enter maternity care 
with an expectation that the facility and their provider base their care 
and recommendations on current best practices.6 When interven-
tions are executed poorly, best-practice interventions are not offered, 
and when interventions are performed without women providing 
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meaningful consent (non-consented care), these are all forms of sub-
standard care.12 This includes when insufficient information has been 
provided to the patient to enable her to make an informed decision.12 
Figure  1 illustrates practices recognized as substandard and disre-
spectful maternity care as described in a recent statement.12

4  |  INCIDENCE OF DISRESPEC TFUL C ARE 
AND WORLDWIDE STATUS

The incidence of disrespectful care has been reported as between 
11% and 33% in large-scale studies in Australia, Norway, and 
Mexico,18–20 and a recent meta-analysis found a global prevalence 
of 59% with data from 15 countries.21 In the meta-analysis, the most 
common form of disrespectful care was non-consented care, af-
fecting 37% of women.21 In Mexico, a national survey (n = 24 126) 
found that 23.6% of women experienced “obstetric violence,” with 
an additional 17.1% subjected to non-consensual care.20 Further, a 
study in Tanzania involving nursing and midwifery staff found that 
96.1% of participants (n = 422) reported acts of disrespect towards 
patients.22,23 A study in Ethiopia (n = 2493) reported a 49% pooled 
prevalence of disrespect during childbirth, with instances of physical 
abuse, non-confidential care, abandonment, and detention.24

4.1  |  The impact of disrespect on women and 
newborns

Disrespectful practices in maternity care are not only violations of 
women's fundamental rights as outlined by the Universal Declaration 

of Human Rights,25 but they also have direct and indirect repercus-
sions on maternal and neonatal outcomes. Disrespectful care has 
been directly linked to increased incidence of postpartum depres-
sion, post-traumatic stress disorder, and diminished maternal–infant 
bonding.26–29 Women often avoid health facilities due to previous 
experiences of poor-quality care, discrimination, and neglect.30 
Practices such as enforced separation from family during labor and 
insistence on supine birthing positions are both disrespectful and 
contradict best-practice recommendations. Women have expressed 
that a sense of personal achievement and retaining control are both 
essential for a positive experience of childbirth.30

5  |  PROVIDING RESPEC TFUL C ARE

In parallel with efforts to define and understand the ways disrespect 
manifests in maternity care, research has been undertaken to de-
scribe how healthcare providers might act with respect and compas-
sion. Krausé et al. identify three core components of compassionate 
care provision by healthcare providers:

•	 Establish meaningful connection: Build trust, demonstrate strong 
interpersonal skills, and treat women with dignity.

•	 Treating women as individuals is also described as person-
centered care: being receptive to individual experiences, values 
and needs, and supporting and respecting women's choices.

•	 Perform actions with care: Provide continuous information and 
emotional support.31

5.1  |  Person-centered care

The WHO recognizes person-centered care as an essential element 
for improving health outcomes. This approach respects individuals' 
goals, values, and preferences, empowering them to participate ac-
tively in healthcare decisions.32 To provide person-centered care, it 
is vital that healthcare providers provide relevant information about 
the choices women have in the context of their values and with the 
goal of improving their ability to make autonomous decisions. To 
enable women to have a safe and positive experience, healthcare 
providers should orient women during antenatal care to identify 
their options should an unexpected, high-risk situation occur during 
labor and birth. These discussions should be documented. Women 
should be prepared to make rapid decisions with their providers 
if required when there is a threat to maternal or perinatal health. 
Providers should be prepared to work with women whose decisions 
for themselves and their babies might differ from those the provid-
ers would prefer. When emergency interventions are performed to 
avoid maternal or perinatal morbidity or mortality, this should only 
be with the consent of the woman. If the woman is unable to pro-
vide consent, providers should ensure they return to debrief about 
the actions that were taken and discuss any concerns the family 
might have about the care that they received. Conversations during 

BOX 1 Categories of disrespect and abuse 
(Bowser and Hill5)

•	  �Discrimination (based on social status, ethnicity, cul-
ture, or language)

•	  ��Non-consented care (limiting women's ability to make 
decisions; failing to provide adequate information)

•	  �Physical abuse (slapping, pinching, inappropriate 
physical contact, overmedicalized care, lack of pain 
management)

•	  �Non-confidential care (overcrowding, failure to pro-
vide physical privacy with curtains and blankets)

•	  �Non-dignified care (leaving women in physically ex-
posed or vulnerable positions, failing to speak to 
women, speaking rudely or dismissively),

•	  �Abandonment (neglect, failing to respond to requests 
for help, denying women companions such as the fa-
ther, partner, family member, and doula)

•	  �Detention (refusing to let women leave or withholding 
the newborn for lack of payment)5
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prenatal care help women set reasonable expectations and prepare 
them to make choices that align with evidence-based and feasible 
non-harmful practices.12

5.2  |  Trauma-informed care

Pregnancy and childbirth might cause women to feel vulnerable, 
placing them at risk of a traumatic experience. This risk is even more 
pronounced for women who have experienced sexual assault. By 
way of example, it is estimated that 20% of women in the UK and 
the USA have experienced sexual assault.33,34 Women who have 

survived sexual assault have reported a need to retain decision-
making control during childbirth to maintain their feelings of safety.33

National and international academic societies have developed 
policies and practice recommendations to address sexual trauma and 
traumatic birth experiences. The American College of Obstetricians 
and Gynecologists promotes the universal use of a trauma-informed 
approach because not all women will disclose their history; the UK's 
National Health Service likewise advises assuming any woman in peri-
natal care has experienced trauma or mistreatment.35,36 Australia's 
2023 National Perinatal Mental Health Guideline contains a review of 
guidelines that address traumatic births.37 The Society of Obstetricians 
and Gynecologists of Canada (SOGC) has created an online course for 

F I G U R E  1  Substandard and disrespectful practices (adapted from Tables 1 and 2 [Ayres-de-Campos et al.12] with permission from Elsevier).
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providers on “Trauma and violence-informed care”.38 The Norwegian 
directorate recommends routine screening and referral for women 
who have experienced abuse or violence.39 Ongoing education for 
providers to build competencies for trauma-informed care is recom-
mended to promote trust and prevent negative birth experiences.

5.3  |  Culturally competent care

Culturally competent care involves tailoring health care to meet pa-
tients' social, cultural, and linguistic needs.40 Recommendations to 
improve cultural competency in maternity care include recruiting 
diverse staff members reflective of the patient population, routine 

training and assessment of skills for cultural competency, availability 
of interpreters and translated media, and accommodations for cul-
tural preferences to the extent possible.40 Cultural safety expands 
on cultural competency to recognize the systemic inequities that af-
fect patient care, leading to ineffective care and potentially harmful 
dynamics. It asks providers to reflect on their culture and historical 
colonial factors that create power imbalances in the provider–pa-
tient relationship.41,42 Cultural safety requires introspection and 
extrospection at the individual and institutional levels. It requires 
providers to support service users to help define and create a cultur-
ally safe space for their care.42

5.4  |  Respectful care requires informed 
decision-making

To provide evidence-based care while offering women choices, the 
WHO guidelines for intrapartum care (2018) provide specific recom-
mendations for how providers can protect women's autonomy.43 The 
care provided should be based on her choice once the provider has 
given her the relevant, accurate, and understandable information on 
risks and benefits.43 This includes decisions on, for example, labor 
positions, elective induction of labor, or use of epidural analgesia.43 
Shared decision-making is recommended, where options are dis-
cussed based on evidence and women's values, beliefs, and prefer-
ences. Providers must avoid offering interventions unsupported by 
scientific evidence of benefit (e.g., episiotomy).6 The woman should 
always have the final say where she has capacity. Being in labor or 
under local anesthesia (epidural) does not incapacitate women from 
being decision-makers in their own health and treatments.

Routine interventions without consent might have unexpected 
negative impacts. A study in Kenya (n = 1014) found that women 
asked to consent to procedures and exams for their newborn were 
27% more likely to attend postpartum visits and 33% more likely 
to breastfeed exclusively after 10 weeks.44 Obtaining consent from 
women is more than a formality. It builds trust with the care team, 
resulting in more effective and cohesive care.

TA B L E  2  Forms and contexts of disrespect and abuse of newborns.

Category Description Potential impact References

Physical mistreatment Slapping, rough handling, holding upside down or by 
limbs

Pain, trauma, compromised safety [15–17]

Non-consented or 
unauthorized care

Diagnostic or therapeutic interventions without parental 
consent

Ethical violations, mistrust, legal 
repercussions

[16,17]

Unnecessary separation 
from caregivers

Separation from mothers without medical indication Impaired bonding, disrupted 
breastfeeding

[15,17]

Discriminatory practices Based on sex, ethnicity, age of mother, socioeconomic 
status

Inequity in care, stigmatization [15,16]

Neglect and inadequate 
medical attention

Failure to provide timely and appropriate care, especially 
for preterm/small-for-gestational-age infants

Increased morbidity and mortality [15–17]

Systemic failures Early discharge, lack of staff/equipment, detainment due 
to inability to pay

Structural barriers, rights violations [16]

TA B L E  1  12 Steps to Safe and Respectful MotherBaby-Family 
Maternity Care (summary).

Step 1: Treat women and newborns with compassion, respect, 
dignity; provide informed choice.

Step 2: Offer free or affordable care with cost transparency and 
without discrimination

Step 3: Provide MotherBaby-Family centered maternity care.

Step 4: Offer continuous support

Step 5: Provide nonpharmacological comfort and pain relief 
measures, and pharmacological measures with appropriate 
monitoring if available.

Step 6: Provide care based on evidence-based practice.

Step 7: Avoid practices that are potentially harmful or practices 
without evidence of benefit.

Step 8: Enhance wellness and prevent illness.

Step 9: Provide emergency maternal and neonatal care.

Step 10: Have a supportive human resource policy.

Step 11: Provide a continuum of collaborative care.

Step 12: Promote breastfeeding and skin-to-skin care, referring to 
the Baby Friendly Hospital initiative

Please refer to the full-length document for additional details 
(icichildbirth.org)
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6  |  DEFINING DISRESPEC T AND ABUSE 
OF NE WBORNS

While increasing attention has been directed towards improving re-
spectful maternity care, significantly less focus has been given to 
the quality and respectfulness of care for newborns in the postna-
tal period.6,15–17 A growing body of evidence reveals that mistreat-
ment of newborns occurs not only in the immediate moments after 
birth but can also persist through the early postnatal phase.15–17 
This mistreatment encompasses a spectrum of harmful behaviors 
and systemic failures, including physical abuse (e.g., slapping, rough 
handling, and holding newborns upside down or by their limbs), ne-
glect, unwarranted separation from caregivers, delays or denials of 
appropriate medical care, and provision of diagnostic or therapeutic 
interventions without informed consent.17 Such violations are fur-
ther compounded by discriminatory practices, often targeting neo-
nates born to adolescent mothers, marginalized ethnic communities, 
or those perceived as socioeconomically disadvantaged. Particularly 
concerning is the vulnerability of preterm and small-for-gestational-
age infants, who face elevated risks of neglect and inadequate care.

From a health systems perspective, these occurrences reflect 
deeper institutional and infrastructural shortcomings. Disrespect 
and abuse of newborns often emerge in contexts of under-resourced 
healthcare settings where high patient loads, insufficiently trained 
staff, and lack of essential supplies and equipment undermine safe and 
compassionate care. Further, institutional policies that overlook the 
rights and needs of neonates exacerbate the problem. Practices such as 
premature discharge without appropriate evaluation, non-consented 
referrals, and even detainment of mothers and infants for inability 
to pay expose fundamental equity and accountability deficits in the 
system.16 Advocacy for neonatal respect must be embedded within 
broader frameworks of respectful maternity care to ensure continu-
ity and consistency across the perinatal spectrum.15,17 Looking ahead, 
establishing clear, measurable standards for respectful newborn care 
is paramount. Future research must define operational indicators, 
while policy frameworks should integrate training, resource allocation, 
and legal protections to uphold neonatal rights. A systemic shift is re-
quired—one that not only recognizes but actively safeguards the dig-
nity of all newborns, regardless of their birth circumstances. Creating 
such systems is not just a clinical necessity but a moral imperative.

7  |  THE INTERNATIONAL CHILDBIRTH 
INITIATIVE:  A PL ATFORM FOR RESPEC TFUL 
C ARE AND ACCOUNTABILIT Y WITHIN 
HE ALTH FACILITIES

FIGO has long recognized that every woman has the right to dignity, 
respect, and skilled care during pregnancy and childbirth. Respectful 
care should be available for women regardless of whether they have 
a low- or high-risk pregnancy and whether they live in high-, middle-, 
or low-income countries. In 2018, FIGO partnered with other global 

leaders (International MotherBaby Childbirth Organization [IMBCO], 
International Confederation of Midwives, International Pediatric 
Association, and White Ribbon Alliance) to create the International 
Childbirth Initiative (ICI). The Initiative recognizes facilities that apply 
to implement the 12 Steps to Safe and Respectful MotherBaby-
Family Maternity Care through a process intended to develop local 
leadership and create sustainable improvement of care.1,2 All facilities 
are encouraged to apply for recognition as part of the ICI network 
to access tools and support for respectful care (icich​ildbi​rth.​org/​appli​
cation) (Box 2).

8  |  INDIC ATORS FOR MONITORING 
RESPEC TFUL PR AC TICE

Many gaps remain to be closed to ensure that national and indi-
vidual health facility policies follow evidence-based practice and 
support women's rights in childbirth. Policies and accountability 
measures promoting respectful care are effective in reducing the 
number of women and newborns who experience disrespect.45 We 
understand that meaningful change requires the measurement of 
disrespectful care and recommend routine collection of measurable 
indicators. To this end, FIGO has supported ICI to develop ques-
tionnaires and tools, which are currently available in 25 languages. 
These tools support the collection of data through a review of fa-
cility policies and an annual review of statistics and by surveying 
representative samples of women and their chosen companions at 
least twice per year.

The following key indicators are drawn from the ICI tools, which 
can be accessed following an application or on request (icich​ildbi​rth.​
org/​appli​cation). These indicators align with the WHO's standards 
for improving quality of maternal and newborn care and facilitate 
standardization across settings.

Indicators evaluated through policy assessment

•	 a formal system exists for women to file a complaint; this system 
is accessible, and women are routinely informed of how to file a 
complaint.

Indicators evaluated twice per year or annually

•	 documentation that women received thorough counseling and 
subsequently either accepted or declined medical procedures 
that were offered

•	 number of complaints submitted through formal complaint sys-
tem or through women's questionnaire responses.

Health facility teams should routinely review data from women's 
and companions' questionnaires for the following indicators. This 
data should also be disseminated to staff to improve understanding 
of performance and expectations.
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Women and their companions report whether:

•	 privacy was protected during labor/delivery
•	 they were treated the same as other women.
•	 providers introduced themselves and explained their role
•	 providers used language that was understandable
•	 women were able to ask questions or voice concerns
•	 providers cared about women's values
•	 providers encouraged women to have positive attitudes towards 

their body's capacity to give birth without medical intervention
•	 they were not subjected to physical mistreatment
•	 they were not subjected to verbal or emotional mistreatment
•	 they were allowed to have companions during labor/delivery
•	 neither woman nor newborn received an intervention without her 

consent
•	 the newborn remained with the mother/family.

8.1  |  Staffing conditions

In addition to the previously mentioned factors, working conditions 
are an important consideration. Respectful care will not be achieved 
when hospital staff feel undervalued or treated disrespectfully 
by their superiors, the facility, or the health system.46 Low wages, 
excessive criticism, rigid working conditions, excessive shifting to 
other departments, and uncomfortable working environments all 
lower staff morale and performance.46 To create an environment for 

respectful care, healthcare providers must be treated well, and sen-
ior staff need to model and uphold respectful treatment at all levels.

8.2  |  Additional resources for changing 
practice and policy

Several training modules are in use or under development to support 
healthcare providers in providing respectful care. Caring for Providers 
to Improve Patient Experience (CPIPE) is an intervention to improve 
patient-centered care with training modules to reduce provider stress, 
burnout, and bias with the understanding that these are contributors 
to disrespect.47 Evaluations of the impact on Kenyan health facilities 
found improvements in provider–provider and provider–patient rela-
tionships and reduced burnout.47 Project ARIISE was developed for 
use in American medical schools to teach skills for empathy and com-
passion.48 The International Confederation of Midwives developed the 
RESPECT Toolkit, an online resource available in English, Spanish, and 
French.49 Integrating these and similar resources into pre-service cur-
ricula and in-service training should be prioritized to give all healthcare 
providers the necessary tools to achieve higher standards of care.

Addressing the broad spectrum of challenges in maternity care 
demands systematic changes beyond the current focus on reduc-
ing financial burdens to families seeking respectful and high-quality 
maternal and newborn care. An integrated approach involving the 
inclusion of midwives alongside obstetricians can significantly en-
hance care delivery. The WHO has provided guidance on financing 

BOX 2 Respectful care for newborns and stillborn under the International Childbirth Initiative (ICI) 12 Step 
Framework45

International Childbirth Initiative 
Framework Specific needs of newborns or stillborn

Step 1: Respect and compassion for 
mother and newborn

•	 Only medically necessary separation of mother and newborn (with consent of mother)
•	 Newborn handled in gentle and safe ways.
•	 All procedures and referral are consented by the caregiver.
•	 Stillborn infants are given respect and choices offered to the family about how to grieve 

or memorialize infant, including supported opportunities to engage in parenting according 
to their needs and preferences, such as naming, seeing, holding and meeting the newborn.

Step 2: Provide free or affordable and 
accessible and non-discriminatory care

•	 Services provided for women and newborns with disabilities

Step 6: Evidence based practice •	 Provision of clean, warm, safe environments for delivery and newborn care.
•	 Staff confident in providing essential newborn care

Step 7: Avoid unnecessary procedures •	 Avoidance of unnecessary, painful procedures for newborn.

Step 8: Preventative care •	 Prompt removal of soiled wrapper or diaper and cleaning of urine and feces.

Step 9: Provide emergency care •	 Staff trained to handle critically ill newborns.
•	 Equipment is available, clean and ready for low birth weight or preterm infants and other 

potentially critical newborns

Step 11: Provide a continuum of 
collaborative care

•	 Staff trained in compassionate care for bereaved families, and counseling services available
•	 Separate postpartum area for parents of stillborn infants available

Step 12: Skin-to-skin and breastfeeding 
support

•	 Supportive breastfeeding counseling and demonstrations
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healthcare systems to lessen the financial strain on families who 
struggle to afford necessary services.50 This restructuring is vital to 
avoid the detention of women and newborns in hospitals, reflecting 
a severe underfunding of hospitals, particularly in the public sector. 
Removing these financial burdens is important to reducing discrim-
ination against patients and the inequitable care of those perceived 
as “unable to pay.” FIGO strongly recommends that antenatal, mater-
nity, and postpartum care must be free for all. This approach reduces 
the financial barriers and helps curtail the mistreatment and discrim-
ination against those perceived as unable to pay.

9  |  CONCLUSION

Ensuring respectful and compassionate care not only enhances the 
well-being of mothers and babies, preventing potentially lifelong physi-
cal and mental trauma, but also fosters trust and confidence in health-
care systems. FIGO recommends an integrated team-based approach 
to childbirth, emphasizing respectful care through evidence-based 
treatments, avoiding harmful practices, protecting from violence, being 
aware that many women have already been traumatized, avoiding re-
traumatization, and ensuring culturally safe, family-centered care and 
shared decision-making that enables women to retain their autonomy 
throughout pregnancy, labor, and childbirth. By following these strate-
gies, healthcare providers can empower women, respect their rights 
and preferences, and improve maternal and newborn outcomes.

AUTHOR CONTRIBUTIONS
Conception: all authors. Research: HB, JM, MST. Writing: HB, JM, 
FP, MST, SM. Editing: HB, BJ, AL, SM, JM, DPB, MS, MST. Review: 
all authors.

AFFILIATIONS
1Department of Obstetrics and Gynecology, Grupo de Investigación 
Prenatal, Universidad de Cartagena, Cartagena de Indias, Colombia
2Department of Obstetrics and Gynecology, Serena del Mar Medical Center 
and the Santa Fe Foundation of Bogota, Bogotá, Colombia
3Department of Obstetrics and Gynecology N1, Yerevan State Medical 
University, Yerevan, Armenia
4Department of Obstetrics and Gynecology, University of California San 
Francisco, San Francisco, California, USA
5Department of Obstetrics and Gynecology, International Federation of 
Gynecology & Obstetrics, London, UK
6Department of Obstetrics and Gynecology, University of Ottawa, Ottawa, 
Ontario, Canada
7Department of Obstetrics and Gynecology, McGill University, Montreal, 
Quebec, Canada
8Department of Obstetrics and Gynecology, Helgeland Hospital, 
Sandnessjoen, Norway
9Department of Medicine and Health Sciences, Norwegian University of 
Science and Technology, Trondheim, Norway
10Department of Global Public Health, Karolinska Institutet, Stockholm, 
Sweden
11Department of Obstetrics and Gynecology, International MotherBaby 
Childbirth Organization, USA
12Department of Obstetrics and Gynecology, Lithuanian University of 
Health Sciences, Kaunas, Lithuania
13Department of Perinatology, La Raza Bational Medical Center of 
Obstetrics and Gynecology, Distrito Federal Ciudad de Mexico, Mexico

14Department of Obstetrics and Gynecology, University of Juba, Yuba, South 
Sudan
15Department of Obstetrics and Gynecology, University of Campinas, São 
Paulo, Brazil
16Department of Obstetrics and Gynecology, St Francis Hospital Nsambya, 
Kampala City, Uganda
17Department of Women's and Children's Health, Uppsala University, 
Uppsala, Sweden
18Department of Obstetrics and Gynaecology, Region Västra Götaland, 
Sahlgrenska University Hospital, Gothenburg, Sweden
19Department of Obstetrics and Gynecology, Institute of Clinical Sciences, 
Sahlgrenska Academy, University of Gothenburg, Gothenburg, Sweden
20Department of Genetics and Bioinformatics, Division of Health Data and 
Digitalisation, Institute of Public Health, Oslo, Norway

FUNDING INFORMATION
No funding was used in the preparation of the manuscript.

CONFLIC T OF INTERE S T S TATEMENT
The authors declare that they have no known competing financial 
interests or personal relationships that could have appeared to influ-
ence the work reported in this paper.

DATA AVAIL ABILIT Y S TATEMENT
Data sharing is not applicable to this article as no new data were cre-
ated or analyzed in this study.

ORCID
Jezid Miranda   https://orcid.org/0000-0003-4198-6534 
Michelle N. S. Therrien   https://orcid.org/0000-0003-2216-4973 

R E FE R E N C E S
	 1.	 Lalonde A, Herschderfer K, Pascali-Bonaro D, Hanson C, Fuchtner 

C, Visser GHA. The international childbirth initiative: 12 steps 
to safe and respectful MotherBaby–family maternity care. Int J 
Gynecol Obstet. 2019;146(1):65-73.

	 2.	 International Childbirth Initiative [Internet]. [cited 2024 Nov 17]. 
https://​icich​ildbi​rth.​org

	 3.	 Zarocostas J. Global maternal mortality rates stagnating. Lancet (London, 
England). 2023;401(10377):632. doi:10.1016/S0140-6736(23)00385-9

	 4.	 WHO, UNICEF, UNFPA, World Bank Group and UNDESA/Population 
Division. Trends in Maternal Mortality 2000 to 2020: Estimates by 
WHO, UNICEF, UNFPA, World Bank Group and UNDESA/Population 
Division. Executive Summary. World Health Organization; 2023.

	 5.	 Bowser D, Hill K. Exploring Evidence for Disrespect and Abuse in 
Facility-Based Childbirth: Report of a Landscape Analysis. USAID/
TRAction Project; 2010.

	 6.	 Miller S, Abalos E, Chamillard M, et al. Beyond too little, too late and 
too much, too soon: a pathway towards evidence-based, respectful 
maternity care worldwide. Lancet. 2016;388(10056):2176-2192.

	 7.	 Shakibazadeh E, Namadian M, Bohren M, et  al. Respectful care 
during childbirth in health facilities globally: a qualitative evidence 
synthesis. BJOG. 2018;125(8):932-942.

	 8.	 Bohren MA, Vogel JP, Hunter EC, et al. The mistreatment of women 
during childbirth in health facilities globally: a mixed-methods sys-
tematic review. PLoS Med. 2015;12(6):1–32.

	 9.	 World Health Organization. Standards for Improving Quality of 
Maternal and Newborn Care in Health Facilities. World Health 
Organisation (WHO); 2016;73.

	10.	 Born Too Soon: Decade of Action on Preterm Birth. World Health 
Organization; 2023.



    |  9MIRANDA et al.

	11.	 International Federation of Gynecology and Obstetrics, 
International Confederation of Midwives, White Ribbon Alliance, 
International Pediatric Association, World Health Organization. 
Mother-baby friendly birthing facilities. Int J Gynaecol Obstet. 
2015;128(2):95-99.

	12.	 Ayres-de-Campos D, Louwen F, Vivilaki V, et  al. European 
Association of Perinatal Medicine (EAPM), European board and 
College of Obstetricians and Gynaecologists (EBCOG), European 
Midwives Association (EMA). Joint position statement: substan-
dard and disrespectful care in labour—because words matter. Eur J 
Obstet Gynecol Reprod Biol. 2024;296:205-207.

	13.	 Loreto TM, dos Kuhn Santos JF, Nomura RMY. Understanding the 
opinion of doctors on obstetric violence in Brazil to improve wom-
en's care. Midwifery. 2022;109(9):103294.

	14.	 White Ribbon Alliance. Respectful Maternity Care: The Universal 
Rights of Childbearing Women. White Ribbon Alliance for Safe 
Metherhood. Indian Journal of Community Medicine. 2011:1-6.

	15.	 Gezahegn R, Estifanos AS. Level and correlates of disrespect 
and abuse among newborns in selected public hospitals of Addis 
Ababa, Ethiopia. Reprod Health. 2023;20(1):130. doi:10.1186/
s12978-023-01673-1

	16.	 Sacks E. Defining disrespect and abuse of newborns: a review of 
the evidence and an expanded typology of respectful maternity 
care. Reprod Health. 2017;14:66. doi:10.1186/s12978-017-0326-1

	17.	 Ashish KC, Moinuddin M, Kinney M, et al. Mistreatment of newborns 
after childbirth in health facilities in Nepal: results from a prospec-
tive cohort observational study. PLoS One. 2021;16(2):e0246352. 
doi:10.1371/journal.pone.0246352

	18.	 Keedle H, Keedle W, Dahlen HG. Dehumanized, violated, and 
powerless: an Australian survey of Women's experiences of ob-
stetric violence in the past 5 years. Violence Against Women. 
2022;30:2320-2344.

	19.	 Vedeler C, Eri TS, Nilsen RM, et al. Women's negative childbirth ex-
periences and socioeconomic factors: results from the babies born 
better survey. Sex Reprod Healthc. 2023;36:100850.

	20.	 Castro R, Frías SM. Obstetric violence in Mexico: results from 
a 2016 National Household Survey. Violence Against Women. 
2019;26(6–7):555-572. doi:10.1177/1077801219836732

	21.	 Hakimi S, Allahqoli L, Alizadeh M, et al. Global prevalence and risk fac-
tors of obstetric violence: a systematic review and meta-analysis. Int J 
Gynaecol Obstet. 2025;169(3):1012-1024. doi:10.1002/ijgo.16145

	22.	 Perrotte V, Chaudhary A, Goodman A, Perrotte V, Chaudhary A, 
Goodman A. “At least your baby is healthy” obstetric violence or 
disrespect and abuse in childbirth occurrence worldwide: a litera-
ture review. Open J Obstet Gynecol. 2020;10(11):1544-1562.

	23.	 Shimoda K, Leshabari S, Horiuchi S. Self-reported disrespect and 
abuse by nurses and midwives during childbirth in Tanzania: a 
cross-sectional study. BMC Pregnancy Childbirth. 2020;20(1):584.

	24.	 Kassa ZY, Husen S. Disrespectful and abusive behavior during 
childbirth and maternity care in Ethiopia: a systematic review and 
meta-analysis. BMC Res Notes. 2019;12(1): 1–6.

	25.	 United Nations. Universal Declaration of Human Rights. United 
Nations; 2015.

	26.	 Silveira MF, Mesenburg MA, Bertoldi AD, et  al. The association 
between disrespect and abuse of women during childbirth and 
postpartum depression: findings from the 2015 Pelotas birth 
cohort study. J Affect Disord. 2019;256:441-447. doi:10.1016/j.
jad.2019.06.016

	27.	 Leavy E, Cortet M, Huissoud C, et al. Disrespect during childbirth and 
postpartum mental health: a French cohort study. BMC Pregnancy 
Childbirth. 2023;23(1):241. doi:10.1186/s12884-023-05551-3

	28.	 Guure C, Aviisah PA, Adu-Bonsaffoh K, et  al. Mistreatment of 
women during childbirth and postpartum depression: secondary 
analysis of WHO community survey across four countries. BMJ 
Glob Health. 2023;8(8):e011705. doi:10.1136/bmjgh-2023-011705

	29.	 Gurung R, Bask M. Does mistreatment during institutional child-
birth increase the likelihood of experiencing postpartum depres-
sive symptoms? A prospective cohort study in Nepal. Glob Health 
Action. 2024;17(1):2381312. doi:10.1080/16549716.2024.238131
2

	30.	 Downe S, Finlayson K, Tunçalp Ö, Metin Gülmezoglu A. What mat-
ters to women: a systematic scoping review to identify the pro-
cesses and outcomes of antenatal care provision that are important 
to healthy pregnant women. BJOG. 2015;123:529-539.

	31.	 Krausé SS, Minnie CS, Coetzee SK. The characteristics of compas-
sionate care during childbirth according to midwives: a qualitative 
descriptive inquiry. BMC Pregnancy Childbirth. 2020;20(1):1-10.

	32.	 World Health Organization. People-Centred Health Care: A Policy 
Framework. WHO, Regional Office for the Western Pacific; 2007.

	33.	 Lissmann R, Lokot M, Marston C. Understanding the lived expe-
rience of pregnancy and birth for survivors of rape and sexual as-
sault. BMC Pregnancy Childbirth. 2023;23(1):1-10.

	34.	 Owens L, Terrell S, Low LK, et al. Universal precautions: the case for 
consistently trauma-informed reproductive healthcare. Am J Obstet 
Gynecol. 2022;226(5):671-677.

	35.	 ACOG. Caring for patients who have experienced trauma: 
ACOG Committee Opinion, Number 825. Obstet Gynecol. 
2021;137(4):E94-E99.

	36.	 NHS England & NHS Improvement. A Good Practice Guide to Support 
Implementation of Trauma-Informed Care in the Perinatal Period. NHS 
England & NHS Improvement; 2021.

	37.	 Donoghue E, Sawkins K, Prakash N, Wilson A. Mental Health Care 
in the Perinatal Period: Australian Clinical Practice Guideline 2023 
Update Technical Report Part E: Treatment and Prevention of Mental 
Health Problems Arising From Traumatic Birth Experience. COPE: 
Center of Perinatal Excellence; 2023.

	38.	 Trauma and Violence Informed Care [Internet]. [cited 2024 Jun 11]. 
https://​sogc.​org/​en/​en/​rise/​Events/​event​-​displ​ay.​aspx?​Event​Key=​
TIC

	39.	 Norwegian Directorate of Health. Pregnant Women Should be Asked 
Questions About Experiences of Violence and Referred Further if 
Necessary. Norwegian Directorate of Health; 2019.

	40.	 Anderson LM, Scrimshaw SC, Fullilove MT, Fielding JE, Normand J. 
Culturally competent healthcare systems: a systematic review. Am 
J Prev Med. 2003;24(3 SUPPL):68-79.

	41.	 Egger EE, Ibrahim BB, Nyhan K, Desibhatla M, Gleeson D, Hagaman 
A. Patient-defined cultural safety in perinatal interventions: a quali-
tative scoping review. Health Equity. 2024;8(1):164-176.

	42.	 Gopal DP, Douglass C, Wong S, Khan I, Lokugamage AU. Reflexivity, 
cultural safety, and improving the health of racially minoritised 
communities. Lancet. 2022;399(10335):1581-1582.

	43.	 World Health Organization. WHO Recommendations: Intrapartum 
Care for a Positive Childbirth Experience. WHO; 2018.

	44.	 Nakphong MK, Sacks E, Opot J, Sudhinaraset M. Association be-
tween newborn separation, maternal consent and health out-
comes: findings from a longitudinal survey in Kenya. BMJ Open. 
2021;11(9):e045907.

	45.	 Downe S, Lawrie TA, Finlayson K, Oladapo OT. Effectiveness of 
respectful care policies for women using routine intrapartum ser-
vices: a systematic review. Reprod Health. 2018;15(1):23.

	46.	 Morton CH, Simkin P. Can respectful maternity care save and im-
prove lives? Birth (Berkeley, Calif). 2019;46(3):391-395.

	47.	 Afulani PA, Getahun M, Okiring J, et al. Mixed methods evaluation 
of the caring for providers to improve patient experience interven-
tion. Int J Gynaecol Obstet. 2024;165(2):487-506.

	48.	 Cohen S, Tao KW. Project Ariise: Experiential Learning Tools for 
Interprofessional Healthcare Bias and Clinical Empathy Trainings. 
University of Utah, School of Medicine’s LIFT Simulation Design 
Lab; 2023.

	49.	 International Confederation of Midwives. RESPECT Toolkit; 2020.



10  |    MIRANDA et al.

	50.	 Clarke D, Klein A, Mathauer I, Paviza A. Ending Hospital Detention 
For Non-Payment Of Bills: Legal And Health Financing Policy Options. 
World Health Organisation (WHO); 2020

SUPPORTING INFORMATION
Additional supporting information can be found online in the 
Supporting Information section at the end of this article.

How to cite this article: Miranda J, Bareghamyan H, Therrien 
MNS, et al. FIGO statement on respectful care: Addressing 
disrespectful maternity care. Int J Gynecol Obstet. 2025;00:1-
10. doi:10.1002/ijgo.70513


