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INTRODUCTION

They all say that no one has ever left
them [while still] pregnant. That is, everyone
gives birth. But you want it to be a pleasant
and joyful experience as well.

Respondent 14

The topic of mistreatment during childbirth is relatively new. It has started emerging at
the turn of the 21st century (Jewkes, Abrahams & Mvo, 1998; Doliveira, 2002; Castro &
Erviti, 2003; Goer, 2004) but has been gaining more and more attention and recognition
around the world in recent years. In 2014, the WHO issued a statement on the prevention
and elimination of disrespect and abuse during facility-based childbirth, emphasizing the
unacceptance of mistreatment during childbirth and the need for dignified maternity services
(WHO, 2014), and its 2018 guidelines on intrapartum care include recommendations for
respectful maternity care (WHO, 2018).

Considering relatively new concept and respective studies, it is rather predictable that
the understanding of the definition of mistreatment of women during childbirth is lacking
consensus. It is partly due to many terms that are used interchangeably to describe this
phenomenon: obstetric violence (Perera et al., 2018; Borges, 2018), disrespect and abuse
(Freedman & Kruk, 2014), disrespectful and abusive care (Gebremichael et al., 2018),
disrespectful care (Morton et al,, 2018), institutional violence (Souza, Rattner & Gubert,
2017), and some others can be found. Most papers on the topic describe the phenomenon of
disrespect and abuse of women in childbirth by providing examples and recounting cases
(Freedman et al., 2014).

The following categories of conduct can be classified as mistreatment during childbirth:
physical abuse, non-consented clinical care, non-confidential care, non-dignified care,

discrimination based on specific patient attributes, abandonment of care, and detention in
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facilities (Bowser and Hill, 2010), as well as sexual and verbal abuse, stigma, unmet
standards of care, poor rapport between women and providers, and healthcare system failures
and limitations (Bohren et al., 2015). Freedman et al. (2014) provide three “building blocks”
that compose disrespect and abuse, including: (a) behavior that is considered disrespectful
and abuseful by local norms; (b) subjective experience of a woman; (c) intentionality (even
In cases when a woman does not see such actions as abuse or disrespect).

Studies identify that mistreatment of women during childbirth has many undesirable
outcomes, for women themselves and their communities as well. Mistreatment during
childbirth can undermine women'’s trust in healthcare systems and decrease their willingness
to seek medical care in the future. It can also lead to complications during delivery, impact
women’s health, their future pregnancies, and have many other negative consequences
(Bohren et al., 2015; Vacaflor, 2015).

In 2018, Ukraine had 335 874 live births (SSSU, 2019); the majority of them took place
in the healthcare facilities. However, there is evidence that the maternity care provided in
Ukrainian hospitals is of substandard quality (Demianova-Ponomarenko et al., 2016).
Ukrainian policy-makers identify the issue of childbirth services provision as a priority for
2020-2022, which is reflected in the Program of Medical Guarantees for 2020 (NHSU, n.d.).
According to the objectives of the reforming, the provision of childbirth services in Ukraine
Is to become completely free of charge for the patients (Stepurko et al., 2013; MHU, 2018),
however, the objectives do not reflect the issue of mistreatment during childbirth, perhaps
due to lack of evidence. Apart from general attention to the childbirth and care issues
(Stepurko et al., 2013; Borozdina, 2017; Temkina, 2019), the mistreatment of women during
childbirth is lacking scientific attention in the post-Soviet countries and in Ukraine in
particular. For instance, Ukrainian research on the topic almost entirely consists of NGO
Natural Rights Ukraine activities and advocacy work.

Therefore, the aim of this study is to reveal and describe the practice of mistreatment
during childbirth in Ukraine from the women’s perspective.

The objectives of the research are as follows:
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1) to reveal the most relevant to the study concepts, theories, approaches, and methods
while conducting the study on the mistreatment of women during childbirth;

2) to classify types and patterns of mistreatment of women during childbirth in Ukraine;

3) to describe reasons of mistreatment of women during childbirth in Ukraine;

4) to describe the perceived outcomes and perceived effects of mistreatment during
childbirth in Ukraine.

The object of the research is women who gave birth in Ukraine since January 1, 2015.

The subject of the research is the experiences of mistreatment of women during
childbirth in Ukraine.

In order to study the topic, we apply qualitative approach to data collection and analysis.
Our expected results are that in Ukraine, verbal abuse, non-consented clinical care, non-
confidential care, non-dignified care, unmet standards of care, poor rapport between women
and providers, and healthcare system failures and system limitations are experienced by
women and on the contrary physical and sexual abuse, discrimination based on specific
patient attributes, abandonment of care, and detention in facilities are not experienced. We
assume that mistreatment does not occur or occurs to a much lesser extent in private
facilities. We assume that the mistreatment does not occur in cases of presence of a partner

or other close persons of a labouring woman.



CHAPTER 1. UNDERSTANDING MISTREATMENT DURING CHILDBIRTH

1.1. Conceptualization of Mistreatment During Childbirth and Its Classifications

The topic of mistreatment is relatively new globally and thus, there is the lack of
consistency in thesaurus for mistreatment of women during childbirth (Bohren et al., 2015;
Vogel et al., 2016; Savage & Castro, 2017). For example, such concepts as “obstetric
violence” (Perera et al., 2018), “disrespect and abuse” (Freedman & Kruk, 2014; Sadler et
al., 2016), “disrespectful and abusive care” (Gebremichael et al., 2018), “disrespectful care”
(Morton et al, 2018), “institutional violence” (Castro & Erviti, 2003; de Souza, Rattner, &
Gubert, 2017), “violation of reproductive rights” (Castro & Erviti, 2003), and others can be
found (Bowser & Hill, 2010; Bohren et al., 2015; Savage & Castro, 2017). The terms and
their implied meanings vary across articles and studies (Savage & Castro, 2017). Vogel et
al. (2016) are convinced this is due to the methodological differences in studying the subject,
cultural dissimilarities, and “normative behaviours”.

At the same time, Freedman et al. (2014) underline the lack of definitions of the
phenomenon in the literature. Perhaps the absence of a clear conceptualization is one of the
reasons for existence of various terms that describe potentially the same phenomenon. This
may hinder the comprehensive research on the topic and limit the comparability of available
data, especially that over time and in the same settings, and particularly quantitative (Bowser
& Hill, 2010; Sando et al., 2017; Savage & Castro, 2017; Raj etal., 2017; Asefa et al., 2018).
For example, according to different studies, the prevalence of mistreatment during childbirth
varies from 12 to 98 percent; in some of these studies, the prevalence of mistreatment might
be underreported due to its normalization among both providers and patients (Raj et al.,
2017).

Therefore, we can comprehensively grasp the essence of mistreatment during childbirth
only if we bring together fragments of definitions provided by different research articles. For

instance, Perera et al. (2018) state that mistreatment may occur “during pregnancy, childbirth
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and the immediate postpartum period” and therefore “is violence that directly affects
women”. Vogel et al. (2016) underline the need to take into consideration such factors as
intentionality, potential risks of harm, and the fact that this can happen on different levels of
care provision. The obstetric violence is defined in the Venezuelan Organic Law on the Right
of Women to a Life Free of Violence. It is stated there, as cited by Diaz-Tello (2016), that it
is “...the appropriation of the body and reproductive processes of women by health
personnel, which is expressed as dehumanized treatment, an abuse of medication, and to
convert the natural processes into pathological ones, bringing with it loss of autonomy and
the ability to decide freely about their bodies and sexuality, negatively impacting the quality
of life of women” (Organic Law on the Rights of Women to a Life Free of Violence, 2007,
cited by Diaz-Tello, 2016, p. 61). On the other hand, Freedman et al. (2014) note that most
papers on the topic describe the phenomenon of disrespect and abuse of women in childbirth
by providing examples and recounting cases.

Another way to understand the essence of mistreatment during childbirth would be to
categorize it into related subclusters. This approach is often applied in the systematic reviews
that outline it by describing its features or criteria. For example, the landscape analysis report
on disrespect and abuse in facility-based childbirth by Bowser and Hill (2010) that is
perceived as a conceptual cornerstone and framework upon which many other studies are
built does not provide any specific definitions of the phenomenon but identifies such
categories of mistreatment as physical abuse, non-consented clinical care, non-confidential
care, non-dignified care, discrimination based on specific patient attributes, abandonment of
care, and detention in facilities. They emphasize the fact that usually, an event falls into not
only one, but several categories, and the presence of one does not exclude others (Bowser &
Hill, 2010).

Freedman et al. (2014) criticize Bowser and Hill (2010) for not taking into account the
levels on which disrespect and abuse occur (Savage & Castro, 2017). In order to cover this
conceptual gap, they provide the so-called three “building blocks” that compose disrespect

and abuse, including: (a) behavior that is considered disrespectful and abuseful by local



9

norms; (b) subjective experience of awoman; (c) intentionality (even in cases when a woman
does not see such actions as abuse or disrespect), and, as a context of these, the right of a
woman to health, as in accessible, available, and acceptable healthcare of good quality. They
have developed a tool to evaluate the abuse and disrespect that consists of a bullseye chart
of three levels (individual, structural, and policy) with two facets in each. These facets are:
(a) behavior everyone agrees is disrespectful and abuseful; (b) behavior that is seen as
disrespectful and abuseful by either women but not providers or others but not women; (c)
low level of services caused by system insufficiencies and considered as disrespectful and
abuseful by providers and women or (d) low level of services caused by system
insufficiencies but not considered as disrespectful or abuseful; (e) deviations from national
quality care standards; and (f) deviations from human rights standards (Freedman et al.,
2014; Freedman & Kruk, 2014).

Building on the before-mentioned systematic review by Bowser and Hill (2010),
Bohren et al. (2015) outline seven domains of mistreatment of women during childbirth
based on the sixty-five analyzed studies: (a) physical; (b) sexual; (c) verbal abuse; (d) stigma
and discrimination; (e) unmet standards of care; (f) poor rapport between women and
providers; (g) and healthcare system failures and limitations. Additionally, they point out
that mistreatment can be active (intentionality) or passive (unintentionality) and can be
related to the behavior of individuals or to the healthcare systems.

Savage and Castro (2017) in their review of the terminology claim the existence of
certain debate around the interchangeability and nuances of language usually used to
describe the phenomenon synonymously (Savage & Castro, 2017). They outline the
ambiguity of the mistreatment during childbirth itself that leads to difficulties in its
conceptualization. Mistreatment of women in childbirth, they claim, belongs to many areas
at the same time: it is a form of gender-based and institutional violence; it illustrates intra-
hospital as well as general societal gender power dynamics; and it is thus an interdisciplinary
issue that has to be addressed from different perspectives (Freedman & Kruk, 2014; Diaz-
Tello, 2016; Savage & Castro, 2017; Warren et al., 2017).
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Vogel et al. (2016) and Bohren et al. (2015) argue that among the variety of existing
terms, the mistreatment during childbirth is the broadest and most inclusive and must
therefore be used instead of all other terms. Additionally, mistreatment during childbirth
may be seen as a more provider-friendly term that does not emphasize their blame for
causing abuse or other forms of unsatisfactory obstetric services (Savage & Castro, 2017).
Vogel et al. (2016) provide three arguments in support of such choice: 1) this term puts into
focus the experience of a woman; 2) it eradicates the allusion of intentionality that such terms
as abuse or violence carry and covers the wide spectrum of mistreatment; 3) it reflects
different levels and contexts of mistreatment that are being inflicted upon women.

Hence, considering these notions, we use the term “mistreatment during childbirth”
throughout the paper, except for cases of providing information on previous research that

have used other terms.

1.2. Reasons of Mistreatment During Childbirth

As it was mentioned above, the explanations for mistreatment during childbirth
occurrence can be identified at all levels of healthcare services provision: system level,
facility level, interpersonal and even personal levels (Warren et al., 2017).

Warren et al. (2017) and Perera et al. (2018) claim that mistreatment during childbirth
is the result of a wider problem of discrimination of women that happens in many if not all
social contexts and is simply being transferred to the terrain of healthcare. They internalize
gender inequality and violence they face at home and in the society and stay silent and
passive about the mistreatment, especially in the so-called traditional societies, because they
see relationships between a healthcare provider and a patient as hierarchical and act in
accordance with the norms of behaving in front of a person whose standing in the hierarchy
Is higher. In other words, women are silenced by their gender socialization that tells them

“not to challenge authority” (Goer, 2010).
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Castro & Erviti (2003) have analyzed in-depths interviews and direct observations in
the birth and labor rooms in Mexico applying ground theory qualitatively to study violations
of women’s rights and have revealed three patterns of behavior during childbirth that lead to
“violation of women’s reproductive rights”: 1) the usage of the “positions of power and
control” by staff in order to intimidate female patients; 2) the replication of human rights
violation situations due to women’s lack of familiarity with defending their rights that leads
to accepting the patients’ roles imposed on them; 3) the structure of healthcare facilities that
discourages women from filing complaints. They claim that abuse of women’s reproductive
rights during childbirth is related to the organization of gynecology and obstetrics services
provision and lack of attention to gender issues on the state level, as well as to the medical
educational system, mainly medical residency practices. The researches state that the
mistreatment incidents cannot be seen as individual or separate but as a systematic
tendencies reflecting institutional norms that enables and promotes institutional violence and
objectifies women.

This is supported by Goer (2010) who states that abuse in childbirth happens because
of the rigidity of hospital social system hierarchy; in other words, the hospitals and
healthcare system themselves are authoritarian institutions where people have different
proportions of power (Perera et al., 2018). Sometimes such hierarchies may be based on the
age and years of work (Warren et al., 2017). Because of this, people in the system have no
other options unless to adapt. Nurses whose standing is lower than medical doctors’ but
higher than female patients’ may enforce, collude, conceal, or inflict abuse upon women,
either willingly or not, because they are forced into this behavior by the hospital system that
abuses them as well, usually by medical doctors. This is supported by findings of Asefa et
al. (2018), more than half of providers of whose study (57,1%) reported being disrespected
or abused themselves in their workplace by either clients or colleagues. Also Raj et al. (2017)
report that nurses seek to apply their power over patients who are usually less educated and
poorer than themselves. Possible explanation of this lays in the fact that most nurses are

women who are raised to conform with authority, which brings us to the issue of broader
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gender hierarchies and inequality. Participants in the study by Balde et al. (2017) even
reported that they preferred to have a male provider attending to them as they believed a man
would not treat them as badly women did.

Similar perspective on social hierarchy in hospitals is provided by Castro & Erviti
(2003): they point out that physicians have a central role in the healthcare settings while a
patient is left with a passive role; this implies the imbalance of power that may lead to
mistreatment. They are convinced that the hierarchical relationship between healthcare
providers and women is the foundation for violation of the rights of laboring women. Being
taught in the authoritative environment, physicians internalize such line of behavior and are
unlikely to change it when challenged by those who stand lower in the social hierarchy, for
example, nurses or patients (Goer, 2010; Raj et al., 2017). This is perhaps only facilitated by
the asymmetry of information that a provider possesses in comparison to a woman (Warren
etal., 2017; Perera et al., 2018).

This asymmetry can in some cases be a justification for mistreating actions by
healthcare workers, for instance, in situations when it is assumed that a provider knows better
what is best for a patient and her unborn child (Warren et al., 2017; Perera et al., 2018). It
can also be a reason why the courts often take the side of the hospital or a healthcare
professional. The reason for this, Diaz-Tell (2016) claims, is that the jury sees the situation
from the perspective of physicians who base their decision on the conviction of knowing
better what is best for a patient and her unborn child. Diaz-Tell (2016) claims that this is the
result of the tendency to assign a greater value to a woman’s childbearing and childbirthing
function than to her agency and her body’s autonomy. This, as well as the perception of fetus
being a “second patient” whose interest the health workers seek to defend, are the reasons
why many women are forced into caesarian sections despite their disagreement.

Goer (2010) emphasizes that the childbearing settings promote unique forms of abuse,
such as the rejection of the right to informed choice due to provision of no information, not
enough information, or misinformation and rejection of the right to deny medical

intervention, especially surgery. Finally, there is the abuse by the legal system that considers
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fetuses’ rights as superior to the rights of a woman. Goer (2010, p. 37) writes that “in this
respect, women are worse off than they were with domestic violence before the women’s
rights movement”. She provides examples of legal cases held against women who somehow
resisted the instructions of medical staff that were in favor of the children’s potential
wellness but totally disregarded women’s wellbeing.

Lack of complaint or feedback, as well as redress mechanisms on both system and
facility level, has been reported to facilitate the mistreatment (Castro & Erviti, 2003; Warren
et al., 2017; Bohren et al., 2017). This is true in regards of not only women, but healthcare
staff as well. Those staff members who dare to speak up about abuse, face the threat of being
intimidated, revenged, or even fired: “closed systems create a conspiracy of silence”, which
means that those who attempt to challenge the system may become ostracized; this imposes
conformity (Goer, 2010).

In case of women and their reporting opportunities, an important detail lies in the fact
that healthcare staff are often aware of the ineffectiveness of legal and regulation systems
and are sure of their impunity due to the fact that medical board and other healthcare
professionals tend to protect each other in situations that may arise (Warren et al., 2017).
However, even if there are effective reporting mechanisms in place, women are often
unwilling to use them due to fear of the effect the complaining may have on the quality of
future healthcare services provided to them and their family, not being aware or them, simply
not knowing the names of their physicians and other staff tending to them during childbirth,
being generally afraid or ashamed, or seeing the procedure as too consuming in terms of
time, money, and emotional and physical energy (Castro & Erviti, 2003; Warren et al., 2017,
Goer, 2010; Perera et al., 2018). Some women noted that when they saw other women being
mistreated, they remained silent because they felt incapable to help them (Balde et al., 2017).
Moreover, women were reluctant to share their mistreatment experience even with their
close ones. This is how the normalization of mistreatment during childbirth happens (Perera

et al., 2018). Some of them see their childbirth experience as positive despite the
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mistreatment as they perceive it as successful in cases when the child is born alive (Balde et
al., 2017).

Another important notion concerns the quality of medical education that, among other
disadvantages, does not provide students with information on human rights or ethics (Balde
et al., 2017). This leads to healthcare professionals failing to behave in accordance with
professional standards. Additionally, a number of studies demonstrate healthcare staff’s
inability to communicate with patients effectively (Thomson & Downe, 2008; Bohren et al.,
2017; Balde et al., 2017; Perera et al., 2018); this indicates that curriculums of medical
universities lack courses on patient-provider communication as well.

One more system level explanation for mistreatment during childbirth lies in the system
constrains that crease “stressful working environment” as opposed to healthcare staff’s
intention to mistreat patients (Bohren et al., 2017; Perera et al., 2018). Perceived neglect can
be explained in terms of staff shortages, especially that of support staff and skilled physicians
at night, heavy workload, and overcrowding by patients (Bohren et al., 2017; Warren et al.,
2017; Balde et al., 2017; Perera et al., 2018). Staff shortages may be especially dare in the
rural and peri-urban areas, where this can lead to the situations where the majority of staff
on duty are made up of trainees (Balde et al., 2017). The healthcare system may create the
ground for mistreatment if it does not address these issues (Perera et al., 2018). However, it
was noted that in some cases mistreatment occurs despite hospitals having enough staff to
cope with the scope of work, so this argument cannot be always used as a justification for
mistreatment during childbirth (Bohren et al., 2017).

Lack of teamwork and leadership, demotivation, lack of professional ethics, deviation
from set procedures and protocols or poor implementation of policies, poor management and
inadequate supervision, especially over trainees who may be more likely to inflict
mistreatment onto women, and lack of accountability (for example, concerning cleaning)
that may result from weak leadership and stewardship, as well as corruption on the system

level, may also contribute to mistreatment (Warren et al., 2017; Balde et al., 2017).
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The condition of a healthcare facility and its financial and resource constraints may play
a role in mistreatment as well. Some hospitals do not have enough beds, so women have to
give birth on the floor or share beds, separate wards, curtains, or doors to ensure privacy, or
lack constant water supply, electricity, hygienic surroundings or other basic infrastructure.
Some facilities have to request money to buy drugs or food. This is sometimes due to poor
forecasting of needs, lack or misuse of funds. In turn, this lack of essential physical resources
leads to increased stress in providers who project it onto women (Balde et al., 2017; Warren
etal., 2017).

In some cases, the mistreatment (or rather actions seen as such) can be provoked by a
woman’s behavior. For instance, women may lash out on providers who in turn do not wish
to provide good care (Castro & Erviti, 2003; Warren et al., 2017; Bohren et al., 2017; Balde
et al., 2017). Healthcare providers sometimes justify their behavior by women’s lack of
cooperation and obedience explaining that they seek to help them by being strict (Bohren et
al., 2017; Balde et al., 2017). For example, slapping is seen as justifiable if it is intended to
make a woman cooperate or encourage her in order to ensure good health outcomes for baby;
providers use such behavior because they are afraid of being blamed for bad pregnancy
outcomes as they believe that they should appear tough in order to be listened to (Warren et
al., 2017).

Finally, women might not know what to expect during childbirth and not know their
rights which makes it easy to mistreat them (Warren et al, 2017). Castro & Erviti (2003)
suggest that women are generally inexperienced in defending their rights and childbirth is
just another aspect of a broader picture; moreover, it may contribute to the basis of women’s
rights violation in general. They argue that women may contribute to the mistreatment
themselves by justifying the actions of staff. Authors note that in some cases women
internalize the judgments of providers, clearly using healthcare staff’s words and opinions

when talking about their experiences of giving birth.
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1.3. Displays of Mistreatment During Childbirth: Overview of the Previous
Studies

Mistreatment during childbirth has been studied from a range of frameworks which
indicates the variety of perspectives on this phenomenon. Some studies treat it as a human
rights violation, still others apply feminist approach and view it as a type of gender-based
violence (Castro & Erviti, 2003;Vogel et al., 2016; Oladapo, & Gulmezoglu, 2016; Raj et
al., 2017). Castro & Erviti (2003) specify that mistreatment during childbirth is the violation
of reproductive rights or naturalized form of rights violations, not merely an issue of quality
of care, and should be therefore viewed as one of the manifestations of gender oppression, a
concept that lies in the center of feminist theory.

Goer (2010) draws parallels between abuse in childbirth and domestic violence,
explaining that the same motives, desire for power and control over “victim’s inferior
position”, lay at the base of both. Healthcare providers attempt to strengthen this power and
override the opposition in many ways: by eliminating the potential sources of resistance (for
example, banning doulas from participating in the childbirth, either during the process or
prior to it), by using coercion, verbal or physical abuse, threats of physical harm, and
comments with sexual hints. Goer (2010) states that some abuse that happens during
childbirth would often be seen as sexual assault should it happen in any other medical
department, but is not considered as such in the childbirthing context due to the “intimacy
and sexuality of childbirth”.

Perera et al. (2018) have come to studying obstetric violence after researching Sri
Lankan women who experienced domestic violence during pregnancy and learning that
many of them face violence coming from healthcare providers, including that during
childbirth, as well. They applied the intersectional theory that grounds on the concepts of
power and oppression and how different hierarchies intertwine and guide social interactions
between people. Simply put, according to the theory, how one is treated depends on the

interlacing of their identities.
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There is indeed evidence that mistreatment during childbirth is of intersectional nature,
meaning that it does not exist in the “situational vacuum” but can rather be induced by some
factors. Particularly, studies have shown that certain women are more likely to experience
mistreatment during childbirth than others.

One of such factors is age. Young women, especially adolescents, those giving birth
for the first time, and unmarried ones are reported to be more vulnerable to mistreatment
during childbirth (Soet, Brack, & Dilorio, 2003; Vogel et al., 2016; Bohren et al., 2017;
Warren et al., 2017; Perera et al., 2018). It is suggested that adolescent girls may be more
susceptible to mistreatment due to being judged for becoming pregnant too early (Bohren et
al., 2017; Pereraet al., 2018) or because of lack of experience and knowledge regarding what
to expect from the healthcare system (Bohren et al., 2017). On the other hand, this lack of
experience with healthcare system and knowledge on the childbirth process can lead to
situations when certain professional conduct of healthcare workers, especially that delivered
in a strict fashion, may be seen as violence or mistreatment (Perera et al., 2018). The
opposite, that is, knowing too well what to expect and seeing every overstep as a
mistreatment, is true for more experienced (multiparous) and, respectively, older women
who are more likely to experience mistreatment as well (Warren et al., 2017; Perera et al.,
2018). Studies show that experienced and older women can be left to give birth alone seeing
as they “already know what to do” (Warren et al., 2017; Raj et al., 2017).

Another category that may be at higher risk of being mistreated during childbirth is
poorer women, women belonging to lower castes, and less educated women; this might be
related to their economical inability to pay for the private services of higher quality (Vogel
et al., 2016; Bohren et al., 2017; Warren et al., 2017; Raj et al., 2017; Perera et al., 2018). In
some cases, providers are less willing to provide poorer women with any information
because they see them as stupid or being not able to understand anything anyway while the
medical workers do not have enough time to explain (Warren et al., 2017). As justified by a

participant of the study by Bohren et al. (2017), educated women face less abuse because
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staff does not feel the need to “clash” with them seeing as they are educated enough to
understand them.

Women practicing certain, usually minority religion or religion that differs from the
provider’s or speaking a minority language are reported to be more likely to be subjected to
mistreatment during childbirth as well (Bohren et al., 2017; Perera et al., 2018). Having
certain ethnic or tribal background or being a migrant has been noted to also be a risk (Soet,
Brack, & Dilorio, 2003; Vogel et al., 2016; Bohren et al., 2017; Warren et al., 2017; Perera
et al., 2018). Research on mistreatment during childbirth in Kenya shows that belonging to
the same ethnic group (tribe) as a healthcare provider can mean better treatment, less chances
of abandoned in childbirth and decreased necessity to give bribes; on the other hand, if a
woman knows that a majority of providers of a certain facility belong to a different ethnic
group, she may not go to this facility in favor of the one where people from her tribe work,
or give birth at home (Warren et al., 2017). This shows that prejudice against certain groups
of people can extent to the services provided by healthcare personnel (Perera et al., 2018).

Some health statuses may increase the risk of mistreatment and birth-related trauma,
for instance, having a preexisting mental illness, high level or anxiety, history of sexual
trauma (Soet, Brack, & Dilorio, 2003), or being HIV-positive (Vogel et al., 2016). Women
living with HIV sometimes attempt to hide this from medical workers in order to avoid being
discriminated, endangering providers and their newborns (Bohren et al., 2017). On the other
hand, if they do not do this, they risk being avoided or abandoned due to fear and lack of
knowledge. Some women even refuse to go to the facility because of fear of being tested and
their test result being disclosed to the community (Warren et al., 2017).

Not arranging for childbirth in a certain hospital in advance (as in not having a record
in a hospital) may lead to mistreatment as well seeing as healthcare providers may see this
as being not prepared for delivery (Bohren et al., 2017).

Studies conducted among providers demonstrate that healthcare personnel is mostly
aware of mistreatment during childbirth occurring in the hospitals; furthermore, some

providers view it as common and even to some extent trivial practices (Perera et al., 2018).
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However, providers often deny the fact of mistreatment happening in their healthcare
facilities and claim that it is the outcome of women’s imagination; they support their opinion
by stating that women sometimes cannot articulate in what way exactly they were mistreated.
However, women themselves claim that mistreatment, especially in a form of verbal abuse,
happens all the time, and this is supported by other healthcare providers. At the same time,
providers that participated in the Nigerian study on mistreatment state that they do not have
an intention to harm women by using abusive language and that they feel bad and apologize
to them afterwards (Bohren et al., 2017). According to some studies, abuse of women during
childbirth is not always seen as mistreatment (by both providers and even sometimes by
women themselves) because of the good intention behind it, and mistreatment being a tool
for gaining obedience and cooperation (Bohren et al., 2017; Balde et al., 2017; Warren et al.,
2017). In some cases, women participating in the study blamed other women for lack of
cooperation instead of blaming staff for mistreatment (Bohren et al., 2017). In other words,
providers and patients view abuse as an acceptable approach of clinical practice. This leads
to the normalization of mistreatment during childbirth (Raj et al., 2017; Perera et al., 2018;
Asefa et al., 2018) which is, concurrently, one of the biggest risk factors for its occurrence
(Bowser & Hill, 2010; Asefa et al., 2018). An important notion is however that women see
their childbirth experience as mistreating mostly because of how they were treated, not
because of the external conditions (Reed, Sharman, & Inglis, 2017).

There is mixed data concerning whether certain medical staff mistreats women more
than other medical staff. Certain publications support this suggestion: in Sri Lankan study,
it was noted that the mistreatment is mainly coming from nurses and midwives and that they
tend to behave much more civilly with the presence of physicians. However, this contradicts
the words of other study participants who experienced violence coming from medical
doctors as well (Perera et al., 2018). The results of Indian study also show that women are
more likely to report mistreatment if they are tended to by a nurse or an “unskilled birth

attendant” instead of a medical doctor or a midwife (Raj et al., 2017).
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There is evidence that the presence of trainees may increase the chances of mistreatment
in childbirth. The providers in the Guinean study believe mistreatment happens because of
the lack of experience and expertise and underqualification of providers, which is especially
true of trainees. Women in the study report that they like trainees less of all and feel nervous
around them because they never provide any explanation after the exams, are more short-
tempered than other staff and tend to send women for cesarean section if they do not deliver
fast enough, conduct painful and unnecessarily frequent vaginal examinations and low
quality episiotomies because of their lack of experience and skill (Balde et al., 2017; Warren
etal., 2017).

Region-, country-, and healthcare system-specific manifestations of mistreatment
during childbirth can be found. For instance, in the United States of America, perhaps the
most commonly reported kind of mistreatment is coercion into the caesarian section. Women
are often forced into having cesarean section despite the lack of objective necessity for this
and without regard for their willingness to undergo the procedure. In these cases, the
coercion is not physical but rather psychological and emotional as the tools applied include
intimidations and threats, for example, the threat to contact child protection services, sue for
the deprivation of parental rights, arrest a patient, or get a court order to conduct surgery
against a patient’s will. In some cases, these threads are brought into action (Goer, 2010;
Diaz-Tello, 2016).

On the other hand, the types of mistreatment that are typical mostly for so-called
developing countries are restraining a woman by tying her to the bed, making her clean after
herself after giving birth, and forced detainment in the hospital (Bohren et al., 2017; Balde
et al.,, 2017; Warren et al., 2017; Asefa et al., 2018). Women are often asked to pay
informally for materials or to give bribes despite maternity healthcare in the countries being
free. They can be held in the healthcare facilities until they pay the bills, fees, or provide
bribes despite it being illegal (Balde et al., 2017; Warren et al., 2017). In some cases, women
are forced to work in the facility. Often, mothers are not provided with a bed or nutrition,

and only an infant is given accommodation. Mothers can be separated from babies and be
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allowed to breastfeed only at fixed times. An alternative form of detainment is keeping the
woman’s ID card at the hospital so that she is unable to receive any other social services or
medical care. However, there is also an alternative view on detainment in hospitals: as some
providers in the study by Warren et al. (2017) explain, women are sometimes abandoned at
the hospitals by their relatives because they do not own enough money to pay the fees.

Perhaps the most often reported manifestation of mistreatment is verbal abuse (Goer,
2010; Bohren et al., 2017; Perera et al., 2018). One of the examples is threats or coercion in
a form of a threat for acquisition of a woman’s consent to a certain medical procedure (Castro
& Erviti, 2003; Balde et al., 2017; Perera et al., 2018). There are different examples of
threats: to conduct cesarean section without a woman’s consent under general anesthesia if
she does not agree to the surgery before the labor, to take away her baby or to contact child
protection services if she does not consent to a proposed intervention, to use contraceptive
devices, to make her leave health facility or to not provide care to her, threats of physical
harm or violence (Castro & Erviti, 2003; Goer, 2010; Diaz-Tello, 2016; Reed, Sharman, &
Inglis, 2017; Balde et al., 2017; Bohren et al., 2017). Reed, Sharman, & Inglis (2017) even
distinguish such phenomenon as a “dead baby threat”, a threat used by healthcare providers
to coerce women into interventions they initially do not consent to or to make them cooperate
by telling them that their babies would otherwise die or asking them if they wanted their
babies dead (Bohren et al., 2017; Reed, Sharman, & Inglis, 2017). Some women in their
study report that the danger to the life of their babies has been unfounded. Reed et al. (2017)
note that threats are mainly justified by the wellbeing of a child, but when the wellbeing of
a mother is taken into consideration, the providers do not consider psychosocial risks and
focus solely on the physical ones.

Among other forms of verbal abuse are insults, scolding, humiliation (including
humiliation for occurrences that are out of women’s control, such as “when amniotic fluid
or blood splashed on the provider”), yelling, lying (for the sake of coercion into procedures
and interventions), rudeness, silencing, discussions about a woman’s intimate life, mockery,

criticism, judgment, blaming, for example, for bad pregnancy outcomes like the death of a
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child (Balde et al., 2017; Warren et al., 2017; Bohren et al., 2017; Reed, Sharman, & Inglis,
2017; Perera et al., 2018).

Physical abuse is often accompanied with verbal abuse (Balde et al., 2017). Among
manifestations of physical abuse are slapping, hitting, pinching, pushing, physical
punishment, tossing around, application of pressure or sitting on women’s abdomens during
childbirth. Healthcare providers are reported to use physical force to make women comply
with the procedures, remain in a certain position (on their back) during labor, be still while
they conduct a procedure (Bohren et al., 2015; Balde et al., 2017; Warren et al., 2017; Reed,
Sharman, & Inglis, 2017; Perera et al., 2018; Asefa et al., 2018).

Sexual abuse, despite it being isolated in the classification by Bohren et al. (2015), is
not reported very often. Among the cases provided in the literature are being touched on the
breast by a male worker while lying after a cesarean section and inappropriate sexual
comments (Castro & Erviti, 2003; Goer, 2010; Perera et al., 2018). When talking about
mistreatment during childbirth, researchers usually mention sexual abuse only superficially
(Goer, 2010; Bohren et al., 2015). However, some researchers compare mistreatment during
childbirth with sexual abuse or sexual crimes seeing as women may perceive it in the context
of their sexuality (Thomson & Downe, 2008; Reed, Sharman, & Inglis, 2017).

Reed et al. (2017) studied birth-related trauma and found that many women perceive
their experience through the lens of sexual trauma. When talking about their childbirth, many
compare it with being raped or sexually assaulted and use rape-associated language. They
share that they feel humiliated, violated, damaged, disgusting and treated as “a piece of
meat” or like animals. Those who have previously experienced rape or sexual assault report
they feel triggered, and one woman even states that giving birth felt worse than being
sexually abused. And indeed, Soet et al. (2003) suggest that women with previous experience
of sexual trauma are twelve times more likely to perceive childbirth as traumatic.

Castro & Erviti (2003) have discovered that the childbirth process may be seen as
sexualized by healthcare providers as well. They may voice inappropriate sexual allusions,

as in seeing the childbirth pain and suffering as a punishment for having sex and enjoying it
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(Bohren et al., 2017). In some extreme cases, healthcare providers may voice assumptions
of women enjoying the process of vaginal examination or diving birth, taking their groans
of pain for groans of pleasure.

Thomson & Downe (2008) study childbirth in the context of a wider trauma. They
compare the trauma gained during childbirth with trauma as the result of crime violence and
abuse, noting that there is a lot in common. The three notions they distinguish (being
disconnected, helpless, and isolated) have a strong similarity with what criminal victims
claim to feel as the result of an assault. The women participating in the study use quite strong
adjectives to describe their experiences, comparing them with “violence, torture, and abuse”.
This is supported by the study by Goer (2010) who states that some women describe their
childbirth as an assault or torture.

Women explain that they have no opportunity to bond with staff due to their coldness
and formal attitude towards patients (being disconnected). This is only enhanced by the fact
that throughout childbirth, women are usually treated by numerous people and have no
opportunity to create a strong bond with any of them. Healthcare staff often dismiss women’s
experiences. Researchers see the alienation women feel during childbirth as the “effort to
create a connection with the perceived perpetrator of abuse to control an otherwise
uncontrollable conflict”. Women say they feel as if they were observing what happened from
the outside, which indicates the highest degree of alienation and is an example of a coping
Mmechanism which is often described in the contexts of “torture, sexual abuse and domestic
violence” (Thomson & Downe, 2008).

Thomson & Downe (2008) note the imbalance of power between providers and women
and that this is the factor that usually leads to violence. The alienation leads to helplessness
due to the lack of agency related to the lack of personal attention of the providers. They
claim they do not feel as if they participate in their own labor because they do not have a say
in it. The researchers explain that a patient’s agency is limited in three dimensions: physical,
cognitive, and psychological. This, again, reminds of an actual torture and how it feels.

Women explain that they have to agree to certain procedures they would otherwise not
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consent to in order to avoid further distress. During childbirth, women feel pain, fear, and
lack of understanding that is the result of the alienation. Women report feeling isolated, as
in childbirth being a dehumanized process that objectifies them and strippes off their agency.
Women describe actual fear of death due to the lack of communication and understanding
of what is happening that yet again resonates with the wider understanding of trauma.
Women do not feel as if they have given birth. The expectations about childbirth and the
reality differ grandly. They describe childbirth as a situation “in which no-one can help
them”.

Some kinds of abuse are often overseen by women because they happen behind their
backs, without their consent or knowing of a procedure taking place (Goer, 2010). Lack of
consent is an important notion in the context of mistreatment during childbirth seeing as
providers often do not acquire it before a procedure or do not provide women with sufficient
information to make an informed decision (Soet, Brack, & Dilorio, 2003; Goer, 2010;
Warren et al., 2017; Asefa et al., 2018). Sometimes providers lie in order to calm women
and conduct the procedure anyway, and sometimes they can do it despite their explicit
objections (Reed, Sharman, & Inglis, 2017). This can be seen as a facet of
miscommunication or lack of communication between healthcare providers and patients that
may lead to or create the perception of violence (Perera et al., 2018). Among medical
procedures that happen despite the lack of consent or after a woman is forced to provide her
consent are cesarean sections, inductions of labour, and vaginal examinations (Diaz-Tello,
2016; Reed, Sharman, & Inglis, 2017; Reed, Sharman, & Inglis, 2017).

Another indicator of mistreatment during childbirth is diminishment of a woman’s
knowledge, feelings, or experiences “in favour of their care provider’s assessment of events”
(Reed, Sharman, & Inglis, 2017). Goer (2010) provides examples of medical staff devaluing
women’s judgment by not believing them when they state that the anesthetic does not work
and continuing the surgery. Reed et al. (2017) provide an example of providers not paying
attention to women who felt that there was something wrong with their children. Castro &

Erviti (2003) explain that during childbirth, women are being directly or indirectly instructed
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to obey the medical staff in order to avoid any health consequences without questioning their
authority. Women’s experiences, knowledge, and opinions are being dismissed, providers
may withhold information, invalidate women’s discomfort and pain, and minimize their role
in the childbirth to a “helper”. This can also be expressed in a form of small autonomy, as in
not being involved in the decision making, and is only intensified by usage of language the
women do not understand. This lack of control over what is going on makes women feel
violated (Warren et al., 2017; Reed, Sharman, & Inglis, 2017). As a result, they feel that
what happens during childbirth is not in their best interests, but providers’, as they tend to
prioritize their own agenda over women's needs (Reed, Sharman, & Inglis, 2017).
Diminishing is closely related to objectification. Women can be used as “learning
resources”’, especially if their cases are somehow unusual (for example, giving birth to twins
or breech birth), or be learned upon by trainees without their consent (Reed, Sharman, &
Inglis, 2017).

Another form of mistreatment during childbirth is neglect and abandonment (Warren
et al., 2017). It can appear in a form of punishment for not complying with the instructions,
for example, to stop crying or shouting in pain, or in the form of ignoring; sometimes
providers do not pay women any attention till the moment of delivery because they have not
yet delivered and therefore do not need any help, in other cases neglect and abandonment
during all stages of hospital stay is reported (Castro & Erviti, 2003; Warren et al., 2017;
Balde et al., 2017). The participants of a Guinean study complain that they always deliver
alone because providers have other things to do or take time to rest. Women note that
providers do not even look at them when delivering their babies (Balde et al., 2017). Patients
may also feel neglected if their privacy is violated (Bohren et al., 2015). Providers in the
study by Balde et al. (2017) do not agree that women are abandoned and show understanding
of the outcomes an unobserved childbirth can have. They explain that some women do not
need assistance during childbirth and believe that women should be prepared for childbirth
upon coming to the health facility. They note that those who give birth for the first time

usually need more attention.
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Disclosure of personal information is an important sign of mistreatment during
childbirth. Healthcare workers may discuss patients and their medical information with other
personnel thus breaking their confidentiality or disclose information about their HIV-status.
Confidentiality can be broken because of lack of resources and privacy, leading to situations
when women have to undergo examinations or provide personal information where other
people can see or hear them (Balde et al., 2017; Warren et al., 2017).

Perera et al. (2018) have discovered that mistreatment during childbirth gets publicity
quite rarely and only in the extreme cases. More “routine” and moderate cases that have no
visible health damage are often not seen as crimes and are difficult to address.

There is a distinct lack of studies on mistreatment of women during childbirth that apply
guantitative methodology. After exploring the existing quantitative research on the trauma
related to childbearing and childbirth, Soet et al. (2003) estimated its prevalence at 20 to 30
percent and the prevalence of posttraumatic stress disorder (PTSD) as 2 to 6 percent. This is
supported by their findings: 34% of prospectively interviewed USA women have
experienced obstetric care as traumatic and almost 2% have developed PTSD. They
discovered that available literature lists such environmental factors that may contribute to
the development of postpartum stress disorder as staff hostility, the perceived lack of power,
insufficient provision of information, and interventions provided without prior consent. On
the other hand, the presence of a female support or a partner decreases this risk, and vice
versa. This relates to their own findings of factors that increase the risk of childbirth being
perceived as traumatic: cesarean section, “more medical intervention, more pain in the first
stage, longer labor, more negative expectation differences, more feelings of powerlessness,
and receiving inadequate information”. Soet et al. (2003) note that 19 participants had
symptoms of PTSD but did not recognize their experience as traumatic. They suggest that
possible explanations for this may be unwillingness to acknowledge negative childbirth
experience and pressure on women to feel happy about giving birth to a child and prioritize

it over themselves.
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Raj et al. (2017) discovered that 20,9% of participants of their study experienced
mistreatment by a healthcare provider during birth, however, the real number might be even
higher as the researchers did non include the system manifestations of mistreatment as
outlined by Bohren et al. (2015). Most often mentioned manifestations of mistreatment in
their study are “discriminatory behavior” (9,7%) and forceful pressure on the abdomen
during delivery (8%). They have also discovered that those women who reported pregnancy
complications were statistically more likely to experience mistreatment during childbirth.
Similarly, those who have experienced mistreatment were more likely to report postpartum
complications. However, the researchers emphasize the inability to establish the causality of
these events.

Asefa et al. (2018) provide evaluation of mistreatment from the viewpoint of healthcare
providers. 25,9% of them stated that they witnessed the staff of their facility use physical
force or abrasive behavior towards women. 14,5% reported that they have ever personally
inflicted disrespectful and abusive behavior onto women. Furthermore, 40,4% have never
introduced themselves to women, 20,4% have never let women choose the position during
birth, 19,6% have never provided proper pain relief, and 14% have never received consent
prior to a procedure. 7,4% have seen that children were separated from mothers after the
labor unreasonably, 13,2% have observed mothers being unattended during childbirth. A
third part of providers stated that a women’s privacy during labor and delivery was not
ensured.

Recent observational study of mistreatment during childbirth in four countries (Ghana,
Nigeria, Guinea, and Myanmar) by Bohren et al. (2019) showed the following results: 14%
of respondents have been physically abused during their labour, 37,8% abused verbally,
0,6% have faced stigma or discrimination. The rate of unconsented cesarean sections
amounted to 13,4%, and 75,1% have been subjected to unconsented episiotomies. More than
half (59,4%) were examined vaginally without prior consent or informing, 33,8% did not
receive pain relief they asked for. 94,4% patients have not been asked about their preferred

birthing position.
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1.4. Effects of Mistreatment During Childbirth

Mistreatment during childbirth can have consequences for women personally and for
the society in general and scale from minor to major, but most of them are long-lasting (Goer,
2010). Balde et al. (2017) have divided women’s responses to mistreatment into three
categories: (a) “acceptance and forgiveness”; (b) revenge; and (c) changes in the patterns of
applying for healthcare services. In the first case, women forgive the providers because
everything ended well, that is, they delivered a healthy baby, or because they do not see any
other options. This is supported by Goer (2010), who explains that some women prefer to
forget and leave what happened behind. Another reason why this happens is because women
do not see mistreatment as something serious (Balde et al., 2017).

Some women stated that they would not return to the same hospital for future childbirth
or would give birth at home (Bohren et al., 2017; Balde et al., 2017; Warren et al., 2017,
Asefa et al., 2018; Balde et al., 2017; Reed, Sharman, & Inglis, 2017; Perera et al., 2018).
This is perhaps the most often cited outcome of mistreatment during childbirth. VVogel et al.
(2016) explains that, despite facility birth being more safe in terms of maternal and perinatal
morbidity rates, as well as having other health benefits, some women avoid giving birth in
healthcare facilities in favor for more dangerous home births mostly due to previous
experience of receiving health services in a facility. Warren et al. (2017) have discovered
that in Kenya, poor women decide to give birth at home or with a traditional birth attendant
mostly due to fear of being detained in the facility. This is due to the fact, as Perera et al.
(2018) conclude, that obstetric care facilities are sometimes the places where pregnant or
delivering women face violence, undignified care, and suffering. Women report decrease in
the trust towards medical workers (Perera et al., 2018); some decide to not attend healthcare
facilities at all (Bohren et al., 2017).

Sometimes women decide to “change the course of their reproductive lives” (Diaz-
Tello, 2016) by deciding to not have any more children, avoiding having more children, or

undergoing sterilization just to avoid being mistreated in the future (Soet, Brack, & Dilorio,
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2003; Warren et al., 2017; Perera et al., 2018). An important issue concerning prospective
influence of mistreatment is that it can influence a woman’s decisions about childbirth even
if it happened with other people; in other words, the mistreatment should not happen to a
particular person in order to influence her (Balde et al., 2017).

Women who have experienced mistreatment during childbirth may have psychological
and emotional traumas related to triggering events and therefore need therapy (Goer, 2010;
Diaz-Tello, 2016; Bohren et al., 2017). Some develop depression and posttraumatic stress
disorder (Soet, Brack, & Dilorio, 2003; Reed, Sharman, & Inglis, 2017) and such
posttraumatic stress reactions as nightmares, disturbing memories, and anxiety; still others
may fear sexual intimacy. Among possible outcomes are difficulties with post-delivery
acclimatization and psychological functioning (Soet, Brack, & Dilorio, 2003). Also, women
may struggle with bonding with a baby and “long-term attachment problems” (Soet, Brack,
& Dilorio, 2003). In turn, this can negatively influence the future development of a child
(Reed, Sharman, & Inglis, 2017).

Mistreatment during childbirth may have professional consequences for women as
well. Goer (2010) provides an example of a physician unable to return to medical practice
after suffering abuse during childbirth due to acquired PTSD and healthcare environment
becoming a trigger for her. In some extreme cases mistreatment during childbirth can result
in the death of a baby (Castro & Erviti, 2003; Balde et al., 2017). Women who have
experienced mistreatment may sue or at least attempt to sue practitioners or institutions, but

this rarely ends in their favor (Diaz-Tello, 2016).

1.5. Solutions for Overcoming Mistreatment During Childbirth

Mistreatment during childbirth is not a new or emerging problem, but it is not yet
widely recognized and just begins being acknowledged. Most countries do not regulate or
punish mistreatment during childbirth seeing as only few have it mentioned in their law

(Diaz-Tello, 2016), and there is little evidence as for how to eliminate or decrease its
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prevalence (Vogel et al., 2016). This is why we can list recommendations on the ways to
eradicate this problem, but not best practices and strategies that have proven effectiveness.

Many researchers underline the need for addressing the issue at several levels: at the
level of a healthcare system, at the level of facilities, and at the personal level (Bohren et al.,
2015). Itis also impossible to prevent mistreatment during childbirth without addressing the
context in which it occurs, as the environment of service provision often creates the basis for
it (Castro & Erviti, 2003; Vogel et al., 2016).

Perhaps the first recommendation would be to introduce policies banning mistreatment
during childbirth, as well regular supervision, monitoring, and evaluation enforced by an
accountability and effective punishment system. The literature suggests that women should
be provided with legal support (for example, advocates) in cases they were mistreated
(Bohren et al., 2017; Raj et al., 2017; Perera et al., 2018). An alternative way would be to
reorient the system to endorse those who provide women-friendly services (Goer, 2010).

Vogel et al. (2016) suggest introducing audits and feedback for maternity care as these
interventions have demonstrated effectiveness in improving the provision of general
healthcare services. They propose to use interventions that have proved to be successful in
similar areas, such as stigma and discrimination reduction or addressing gender-based
violence. The issue, however, should be addressed collectively with many parties and
stakeholders, including women themselves. More close supervision of staff and feedback
mechanisms are generally supported by several other researchers (Castro & Erviti, 2003; Raj
et al., 2017; Perera et al., 2018). As an option, a hospital-level mechanism for complaining
and meetings for provider-patient communication should be established (Bohren et al.,
2017).

The changes should be introduced at the point in time before healthcare providers enter
the professional field (Raj et al., 2017; Perera et al., 2018): namely, when they get their
education. Topics on reproductive and sexual rights, professional ethics, and empathy should
be introduced in the curriculum of medical students (Castro & Erviti, 2003; Perera et al.,

2018) and repeated in the form of professional training for those who have already graduated
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(Perera et al., 2018). The trainings should also be related to the issues of stress management
(Bohren et al., 2015; Warren et al., 2017), burn-out, motivation, and patience techniques
(Bohren et al., 2017), values, attitudes and beliefs (Warren et al., 2017).

However, it is also important to address the system limitations, as in providing staff
with higher salaries and increasing the number of staff in the hospitals. The hospitals should
be planned in such a way to ensure they have enough private space for all patients and their
companions and have proper restrooms (Bohren et al., 2017).

Participants of the study in Guinea (both women and providers) have provided the
suggestions for preventing mistreatment during childbirth that can be divided into three
groups. First, the solutions related to women: to better prepare them to what they should
expect during childbirth in order to increase their knowledge on the topic and to enable the
exchange of ideas between them, their families, and providers to solve the issue of
mistreatment. Second, solutions related to service providers: to make services equitable for
all women regardless of their income level, conduct trainings for providers on the
“interpersonal skills, coping with stress and effective communication” and increase their
motivation to provide services by increasing their salaries and introducing pay-for-
performance. This last recommendation is supported by Bohren et al. (2017), who think that
introducing the system “pay for performance” may have a positive effect in terms of
decreasing mistreatment. Thirdly, solutions related to facility and healthcare system level:
to increase the number of qualified healthcare providers to decrease the workload of medical
workers accordingly, improve supply chains for reliable supply, to “improve physical
resources”, including increasing the number of beds, and increase the quality of basic
infrastructure (Balde et al., 2017).

It is important to raise awareness around mistreatment during childbirth (Warren et al.,
2017). One of the ways to ensure the problem is visible is encouraging women to be vocal
about their experiences during childbirth by providing them with tools to do this (Castro &
Erviti, 2003).
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Finally, studies show that the presence of a labor companion (husbands, partners,
relatives, close ones, doulas, or other persons) may decrease the chances of mistreatment
during childbirth due to advocacy partners provide for women (Soet, Brack, & Dilorio, 2003;
Bohren et al., 2017).

1.6. National Context of Mistreatment During Childbirth

Ukraine is a country that has been reforming its healthcare system since 2016, for the
first time since its independence in 1991. As of May 2020, it has successfully conducted the
first stage of health financing reforming of the primary healthcare and has launched the
second stage of reforming of the secondary healthcare level that includes maternity and
childbirth services. One of the main focuses of the reform is to shift the principle of
healthcare funding from the centralized Semashko-based model of facility funding to the
patient-based funding of separate cases (MHU, n.d; MHU, 2018). According to the
objectives of the reforming, the provision of childbirth services in Ukraine is to become
completely free of charge for the patients, seeing as up until now, they were supposed to
provide informal payments (Stepurko et al., 2013; Miteniece et al., forthcoming).

According to the national statistics, in 2017, there were 75 state maternity hospitals, 17
006 hospital cots for pregnant and postpartum women (17 per 10 thousand women aged 15-
49), 11 549 obstetricians (2,7 per 10 thousand population: 5,1 per 10 thousand women of all
ages and 11,6 per women aged 15-49), 18 199 midwives (4,3 per per 10 thousand population:
8 per 10 thousand women of all ages and 18,2 per women aged 15-49). The incidence of
pregnancy, childbirth, and postpartum care was reported to be 381 816 in 2017 (SSSU,
2018).

The literature body on the mistreatment during childbirth in Ukraine almost entirely
consists of or is related to the research and advocacy work done by the Natural Rights
Ukraine NGO and goes back only to 2016. For instance, their first report “Human Rights in
Childbirth” (Demianova-Ponomarenko et al., 2016) prepared in cooperation with several



33

other organisations and institutions has been the first publication to complexly explore the
issue of violation of human rights in the context of childbirth. The report provides the
following examples of such violations: resistance to partnered birth, lack of information,
including that of the side effects of certain medical manipulations, psychological pressure,
including pressure into labor induction or stimulation, limitation of freedom of movement
or free choice of birth position, lying (breaking promises given at the prenatal stage),
punishment by abandonment for arguing or not confirming with the staff, “dead baby
threats” as articulated by Reed et al. (2017). The report mainly focuses on the non-consensual
care and its numerous variations, for example, conduct of manipulations without information
and consents, such as episiotomy or amniotomy, lack of information concerning the
manipulations patients are supposed to provide consent to, formality of consent forms, for
example, its provision at the moment when a woman is not able to read and understand it
due to being in labor, asking consent for interventions without an option to deny them,
inability to refuse certain manipulations. Demianova-Ponomarenko et al. (2016) conclude
that there are no real accountability mechanisms. Even though there are “ways” to complain,
for example, by appealing to a head physician (which often proves to be ineffective due to
high “intra-doctoral and intra-hospital loyalty”), there are no legal mechanisms or precedents
of accountability for mistreatment during childbirth in Ukraine. Moreover, the authors add
that they are not aware of any cases of physicians being punished for it as well. Because of
this, women do not even try to complain.

In 2016, the Natural Rights Ukraine launched an internet-based flashmob
#BreakTheSilence! (Ukr. #l'oniMoBuaru!) that led to the first media mentions of obstetric
violence in Ukraine and generated public interest in the topic. The flashmob encouraged
women to speak up about abuse they experienced during their childbirth. It was followed by
several media articles on the topic by the organizers of the flashmob (Salnykova, 2016;
Gorbenko, 2016). In 2018, the Natural Rights Ukraine published a pamphlet on the rights of

women during childbirth, examples of mistreatment they can encounter in the maternity
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hospitals, and ways to avoid it (Salnykova et al., 2018). The information presented in all
these publications corresponds to the described above.

As a result of advocacy work done by the Natural Rights Ukraine, the topic of
mistreatment during childbirth started attracting public attention, as evident from several
publications in the media (Goncharuk, 2018; Panasyuk, 2018) and acknowledgment by
former Ukrainian Minister of Healthcare Ulana Suprun (Suprun, 2020). Hence, a public
discussion of mistreatment during childbirth in Ukraine has been initiated, however, the
topic still lacks reliable and representative quantitative data on the prevalence of this
phenomenon, as well as publications based on the academic approaches.

To summarize the literature review, the mistreatment during childbirth is an emerging
topic that has accumulated enough evidence to indicate its international prevalence. It
manifests through a variety of displays, including physical, sexual, and verbal violence,
abandonment in care, neglect, discrimination, coertion, and others. Reasons for mistreatment
during childbirth are identified on the personal, institutional, and system levels and include
lack of redress mechanisms, system constraints, unpreparedness of patients, and many
others. It can lead to changes in the reproductive plans of patients, decreased trust in medical
workers, traumas. Among the solutions for overcoming mistreatment during childbirth are
legal interventions, supervision and feedback mechanisms, and education of women. There
Is limited evidence concerning mistreatment during childbirth in Ukraine, however, the

available data indicates its existence.
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CHAPTER 2. METHODOLOGY

2.1. Research Design

The empirical part of this thesis employed the qualitative approach to data collection
and analysis in the form of grounded theory. The main reason for choosing this approach
was associated with the little scientific evidence of mistreatment during childbirth in Ukraine
and therefore lack of relevant categorizations and frames applicable to the national context.
Because of this, it seemed that an exploratory qualitative study would be more preferable in
terms of the preliminary framing of the phenomenon. The results of the current study could
support future quantitative research on the topic and reinforce the validity and reliability of
quantitative tools necessary to conduct them.

Preparation of data collection tools took place in October-November 2019. The expert
interviews were collected in November; this was followed up by several short consultations
with the experts throughout the process of thesis writing. The interviews with women who
experienced mistreatment during childbirth took place in November-December 2019. The
transcription of interviews was conducted in January-March 2020; the analysis took place in
April 2020.

2.2. Respondents and Their Selection

To recruit the expert-respondents, the snowball method was used. An expert who was
among the first people to articulate the problem of mistreatment during childbirth in Ukraine
in the public discourse was chosen as the seed agent. The rest of the expert-respondents were
chosen on the basis of their professional involvement with the topic of mistreatment during
childbirth. We did not consider medical workers involved in childbirth as a sample unit in
our study because, due to the sensitivity of the topic, we do not expect them to be honest but

rather expect a high degree of socially desirable bias as they could show their incompetence.
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All interviews were conducted during November 2019; several experts were contacted
additionally at the later stages of the study for clarification of data received from women.
The list of interviewed experts is provided in the Appendix A.

After interviewing the experts, women-who-had-childbirth-respondents recruiting was
launched. It was done through the post on the personal Facebook page of the researcher (see
Appendix B) that was then shared by Natural Rights Ukraine (the NGO whose main focus
Is the advocacy in the field of pregnancy, childbirth, and motherhood, several representatives
of which participated in the research as experts) and other people (78 shares in total).

The Facebook post provided information about the study and encouraged the
participation of women who gave birth in Ukraine since January 1, 2015 (during five years
preceding the study) and whose childbirth experience left them with a certain “aftertaste”
(Ukr. “ocan’”). It was decided to set a time limit for the childbirth experience seeing as it was
repeatedly stated by the experts and by the respondents themselves later on that the situation
with childbirth in Ukraine has markedly improved in recent years. For this reason, it was

determined to study the latest experiences in order to correct for time bias.

2.3. Research Tools

In the first stage of the empirical study, two semi-structured guides were developed:
one for the experts in the topic and one for the women who had childbirth.

The guide for interviewing the expert-respondents contained questions on the expert’s
history within the topic, typical dysplays of mistreatment observed in Ukraine, reasons for
them and effects they might have on the women and society in general, and ways to solve
the problem of mistreatment (see Appendix C for the guide for the experts).

The guide for interviewing the women-who-had-childbirth-respondents consisted of
several blocks: introduction (see subchapter 2.5. Ethical Considerations for information that
was provided at the beginning of every interview), icebreaker, preparation to childbirth,

beginning of the labor, childbirth (with an additional block for those who delivered through
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cesarean section), checklist, stay in the hospital after the childbirth, effects, reasons, ending
(see Appendix D for the guide for the women who had childbirth). The block with the
checklist included a list of situations that may be regarded as mistreatment during childbirth.
The list was derived from the literature review presented in the previous part of this thesis
and was then shown to several experts and corrected according to their comments and
recommendations. The final version included thirty items but was extended to thirty-five
ones as the interviewing process progressed due to adding five additional items that were
consistently mentioned by the respondents but were not initially included in the list (these
five items are “Manipulations, ultimatums”, “Dissection of the perineum”, “Lies”, “Use of
a second-person informal singular pronoun”, and “Presence of strangers”). The respondents
were read the situations aloud and were asked to answer whether each of the situations
happened to them or someone they knew. If the situation was applicable to their experience,

they were asked to estimate how traumatic it was personally for them.

2.4. Data Collection and Analysis

In total, seven interviews with experts and thirty-five in-depth interviews with women
who had childbirth were collected during November-December 2019 as it was mentioned
above. The interviews were conducted in either Ukrainian or Russian language as the
respondent preferred. Upon collection, all interviews were transcribed in the language they
were conducted and anonymized by the researcher. After this, the first round of reading was
done and the initial code mapping was conducted with the use of Google Sheets and
application of grounded theory. The second cycle of coding consisted of reading through the
first coding draft and focused coding and resulted in a consistent categorization. Next, the
coding matrix was shared with several colleagues experienced in data analysis for
consultation. Upon receiving their comments, the last reading of codes was done, at which

point the model was finalized.
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2.5. Ethical Considerations

The Facebook post purposefully avoided such collocations as “mistreatment during
childbirth”, “obstetric violence”, or any other that would indicate the “negative” focus of the
study, but each participant was explicitly explained the research purpose at the beginning of
the interview. All respondents consented to the recording of the interview, were informed of
their right to terminate it at any moment, and were assured that in such a case, no information
already obtained from them would be used in the study. They were also told about their right
to not answer any given question and to pose questions of their own at any point in the
interview. The respondents were guaranteed the confidentiality of the information and
explained the algorithm of recording management, in particular, that only the researcher
would have access to and conduct the transcription of the interview recordings, that the
recordings would be destroyed upon the finalization of the transcription process, that the full
transcripts would not contain any personal information and would be available only to the
researcher, and that the citations provided in the thesis would be anonymized and encoded
to protect the respondents’ confidentiality. Ultimately, the respondents were explained that
there were no right answers to the questions being asked and that they would not be judged

for anything they said.

2.6. Limitations of the Study

The empirical part of this thesis contains several limitations. First of all, the fact that
the recruiting was conducted mainly through the Internet-based community of followers of
“Natural Right Ukraine” presents us with several potential sampling biases. To start with,
because of their involvement with the NGO, the respondents might be more aware of the
protocols and requirements to medical staff’s code-of-conduct and might be able to identify
mistreatment more easily or define it more widely than an average Ukrainian woman. They

might also tend to evaluate their childbirth experience more critically and define as
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mistreatment those situations that average Ukrainian women tend to not see as problematic.
Additionally, there is the risk that the reason why the respondents were following the Natural
Rights Ukraine in the first place and were willing to participate in the study is because they
have faced extreme cases of mistreatment during childbirth.

Secondly, the sample of this study is relatively homogeneous in terms of
sociodemographic characteristics. As far as the researcher is aware, most women who
participated in the study with several exceptions were ethnic Ukrainians or passed as such,
were married to a man at the time of childbirth, were of age (the youngest respondent was
twenty-one at the time of her childbirth), and generally did not belong to any groups that
could be discriminated against in the context of Ukraine. Because of this, the patterns that
were discovered do not take into consideration the intersectional aspect of mistreatment in
Ukraine that can be experienced by people who are perceived as less “normative”.

Thirdly, because of the sensitivity of the topic, there is the risk that respondents might
have left some aspects of their experience out. This is especially valid seeing as some
respondents were interviewed in public where they could be overheard or recognized by
other people, two women had to talk in the presence of their husbands, and a number or
respondents who participated through the Internet had to be interviewed in the presence of
or while attending to their children.

Fourthly, because of the qualitative methodological frame, we are not able to talk about
the prevalence or extent of the mistreatment during childbirth in Ukraine even if experts and
respondents provide their opinion on this.

Fifthly, there is an ethical consideration to take into account about the morality of
making women talk about the experiences that were traumatic for many of them. On the
other hand, the participation in the study was voluntary and could be terminated at any point
during the interview.

Finally, the study in general and data analysis and conclusions drawn from it in
particular might be altered by the researcher’s personal childfree position that could have

influenced the perception of obtained data and its interpretation.
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CHAPTER 3. WOMEN’S EXPERIENCE OF BEING MISTREATED DURING
CHILDBIRTH IN UKRAINE

3.1. Sociodemographic Characteristics of the Sample

In total, thirty-five women were interviewed during November-December 2019. Out of
these, sixteen interviews were conducted face-to-face in the offline mode and nineteen either
through Skype, Viber, or Facebook (as it is presented in the Table 1). Most of the Internet-
based interviews were conducted without a visual connection. Twenty-three respondents
lived and gave birth in Kyiv; out of the rest, seven Ukrainian oblasts were represented. The
mode age of respondents at the time of the last childbirth amounted to thirty. Thirty women
have chosen the maternity hospital they gave birth in beforehand, out of them, three have
chosen private hospitals. Thirty-three respondents gave birth in the state hospitals. Twelve
respondents have had contractual childbirth services, twenty-eight women had partnered
childbirth, three out of them had a doula present. Two respondents were not allowed to have
a partner present during their childbirth. Seven out of thirty-five deliveries were conducted

by cesarean section, four more respondents have an experience of home birth.

Table 1. Characteristics of the Sample

Mode of interview

Face-to-face 16
Skype 14
Viber/Facebook Call 5

Place of residence/birth

Kyiv oblast 23

Lviv oblast 3




41

Uzhhorod oblast 3
Dnipropetrovsk oblast 1
Poltava oblast 1
Zhytomyr oblast 1
Kharkiv oblast 1
Khmelnytskyi oblast 1
Age at the time of last childbirth
Average 30,7
Mode 30
Type of delivery
Vaginal 28
Cesarean section 7
Home birth! 4
Have chosen the maternity hospital in advance 30
Contractual childbirth 12
Type of maternity hospital
State 33
Private? 3
Partnered childbirth 28
Presence of doula’ 3

1 One respondent was going to have home birth but had to refer to a hospital where she eventually
delivered; another respondent gave birth at home but had to refer to a hospital right after the delivery.

2 One respondent has given birth in both state and private hospitals.
% Inall three cases, doulas were present alongside women's husbands.
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3.2. Reasons of Mistreatment During Childbirth

Six categories of reasons for mistreatment during childbirth were identified within our
research; each is going to be reviewed below (the corresponding diagram is available in the
Appendix E).

In Ukraine, soviet heritage is the go-to reason for almost every problem; many
respondents claimed the mistreatment during childbirth is at least partially rooted in the
Soviet past of the country. Most of their arguments can be linked to the Semashko healthcare
system Ukraine has inherited upon its independence. The general ineffectiveness of
Semashko system and lack of competition between HCF (healthcare facilities) it entails,
inadequate funding principle and the devastation associated with it, low wages and hospital
overload due to lack of staff and alternative childbirth arrangements creates a toxic context
in which medical workers are not motivated enough to provide services of not even high but
at least adequate quality (Romaniuk & Semigina, 2018; Stepurko et al., 2018). The
mistreatment becomes even more apparent when corruption enters the equation, dividing
patients into those who give informal payment and receive slightly better services and those
who are punished for not paying for seemingly free care. However, it was argued by several
respondents that, considering the amount of the official salaries medical staff receives, they
have no other choice than to take bribes because otherwise, they would have to literally
survive.

Education was identified to be another factor facilitating the mistreatment. It is very
closely related to the soviet heritage seeing as the majority of medical staff either started
their career in the time of Soviet Union or have been socialized within its professional
culture. These are also the same people who teach future medical workers in the educational
facilities and in the workplaces, which promotes the internalization of current professional
culture, values, and attitudes. This is backed up by the low quality of general medical

education in Ukraine, outdatedness of medical workers’ knowledge and skills, and their
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unwillingness to learn during their life. For example, here is how one of the experts

commented on physicians’ struggle with modern tools that help women in contractions:

The doctors did not know what to do with all that at all. [...] One doctor confessed
that—she said, “When I show a woman the delivery room, I tell her, “Here is a ball,
here is a swedish wall, here is a carpet.” After I have told this to her, I try to leave
right away, because I don’t know what to do with all that.” She said, “I leave her to it,

let her sort it herself.”

The general lack of education is supported by bureaucratization of the childbirth
process. Medical staff mechanically executes the protocols or algorithms applied in certain
facilities and has difficulties adapting their actions to the situation. This is only facilitated
by the routinization of the process and general trend towards medicalization of childbirth
and perceiving it as a clinical situation that requires interventions. This is best illustrated by

a situation described by one of the respondents:

During our third childbirth, we came to the hospital when | was already in labor.
The labor started outside, so I delivered in the corridor, we just didn’t make it. I didn’t
know it would be so rapid. And they started screaming at me, “What are you doing?

',7

We don’t have time to give you a drip!” A drip. With oxytocin. To accelerate the
labor. When the woman is already delivering the baby, here is the head! They just do
it to everyone and it’s difficult to switch and do something else.

Respondent 12

Many respondents and experts accused medical staff of caring only about statistics
which consists primarily of maternal and infant mortality rate, with no regard to other

outcomes their actions may have on women, including their mental health. This means that
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the personnel is focused on the quantitative indicators and does not pay enough attention to
the qualitative side of the services they provide.

There are also personal and professional factors that influence how medical workers
treat women, for example, professional deformation and burning out. As a result of these,
the process of childbirth becomes something routine and medical workers forget that
«[childbirth] is not a conveyor, but a miracle», as one of the respondents put it. Several
respondents suggested that the staff’s attitude and behaviour is merely a mechanism of self-
preservation and a way to separate themselves from being too emotionally invested in every
woman they treat and every baby they deliver. Low emotional intelligence, another factor
suggested by the respondents, is perhaps also associated with this attempt to preserve
oneself. At last, several respondents suggested that everything depends on an individual and
that only personal reasons and attitudes guide medical workers in how they treat patients.

The respondents claimed that how a patient is treated may also depend on herself. For
instance, some believed women come in the maternity hospitals unprepared, not knowing
anything about the process of childbirth and what might happen to them there. Indeed,
several respondents indicated that they were not aware of the fact that certain manipulations
should not have been applied at the moment of their delivery. On the other hand, the gathered
data shows that being prepared does not secure one from being mistreated as well. Another
factor that facilitates mistreatment is low patient expectations: for instance, we have noticed
several respondents repeating a phrase that sounds approximately like this: «the most
important thing is that everyone is alive». Coupled with the support of their own
objectification in the form of expectations for medical workers to treat them as if they were
objects, not subjects, this facilitates medical staff acting in a way that is associated with
mistreatment. Finally, the mistreatment is enabled by the helplessness of women in
childbirth and their inability to defend themselves. This to some extent recreates a situation
similar to the Stanford prison experiment where the powerless patients are being abused by

medical workers who have the power over them.
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This leads us to the factor of power imbalance created by information asymmetry and
impunity of medical workers. Many respondents empathized the difference in knowledge
and expertise between themselves and medical personnel; because of this, they can not
always be absolutely sure the decisions the physicians make are indeed as well-grounded
and good as they are made to believe. In other words, the patients have no way to know for
sure they are not manipulated into anything. Concerning impunity, there is evidence that no
real ways to punish mistreating behaviour or bring those guilty to justice exist. It is facilitated
by the lack of information on how to file an official complaint and ambiguity of the
complaint mechanism itself, professional solidarity of medical workers («circular
guarantee»), and unwillingness and inability to manage the complaint process by women
seeing as they have a newborn to take care of.

To sum up, mistreatment during childbirth was seen as a result of soviet heritage,
education, bureaucratization, personal and professional factors, patient factors, and power

imbalance.

3.3. Displays of Mistreatment During Childbirth According to the Pre-Prepared
List

As a part of the interview, the respondents were presented with a list of mistreatment
examples and asked to answer if they have experienced each of them. Table 2 contains a
summary of obtained answers in the descending order.

As can be seen from the table, almost all women reported having painful, unpleasant
vaginal or other examinations. It was noted by some respondents that it is quite expected
considering the circumstances, however, several emphasised that these examinations could
have been not as painful or unpleasant as they were or that they were purposefully or
carelessly rough.

Majority of respondents reported encountering inappropriate or obscene comments,

devaluation of their thoughts or sensations, lack of explanations and support from medical
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staff. When asked if the staff addressed them by their names or introduced themselves upon
the first meeting, many answered negatively and sounded surprised by realizing it.

The larger part of women reported they were injected with oxytocin, however, the item
did not include specifications as for the stage of labour during which it was done. After being
asked whether they were informed about the injection and provided consent to it, many
respondents replied negatively, same as in the cases of amniotomy and episiotomy.
Considering the number of respondents who reported having amniotomy and episiotomy (25
out of 33 and 22 out of 31 respectively), there is a suspicion these manipulations are done
routinely, which contradicts the recommendations provided by the medical protocol on
management of normal childbirth (MHU Decree #624, 2008).

More than two thirds of respondents admitted they were shouted at, judged, blamed,
neglected, and subjected to manipulations without consent or warning (marginally less
reported they were outright forced into manipulations). An equally prevalent part was not
allowed to give birth in a comfortable position (slightly less were not allowed to conduct
practices that help manage the pain, for example, walk). Only one in three respondents did
not report physical violence in her childbirth. Those who did referred to painful
examinations, manipulations without their consent, and violation of protocol, for example,
application of Kristeller maneuver that is forbidden by the protocol (MHU Decree #2005,
2014).

Slightly less respondents confirmed they were objectificated, threatened or manipulated
by the staff or had their confidentiality or privacy violated. An issue of informal addressing
was introduced in the latter stages of the interviewing process, however, the obtained results
show consistency in medical staff using second-person informal singular pronoun towards
patients.

One in three respondents reported the lack of informed consent and rough language or
profanities, however, these two items showed low validity and reliability seeing as

respondents tended to interpret the first item differently and focused on the profanities in the
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latter item. The same can be said about the issue of being lied to as respondents tended to
answer that they could not possibly know this.

As was mentioned before, the sample of this study mainly consisted of women who
represented the majority of Ukrainian society, however, seven noted they were discriminated
against, mainly on the grounds of refusal to give informal payments.

Several women stated they were denied pain relief or, on the contrary, injected with
anesthesia without prior consent, refused or tried to refuse the right of partnered childbirth,
or kept away from their babies. Three respondents reported language barrier, but only one
of them referred to Ukrainian experience. Two respondents gave positive answer to the issue

of sexual abuse.

Table 2. Quantitative Slice on the Reported Mistreatment According to the

Questionnaire Provided to Respondents

Number of Positive Answers/

Mistreatment Display Number of Respondents Asked

Painful, unpleasant vaginal or other examinations 30/35
Inappropriate, obscene comments 29/35
Devaluation of thoughts or sensations 27135
Oxytocin stimulation 27134
Lack of explanations 26/35
Use of inappropriate words when addressing, non-
26/35

use of the name
Lack of support from medical staff 25/35
Medical staff did not introduce themselves prior to

) : : : 25/35
medical manipulations or upon entering the ward
Piercing of the amniotic sac 25/33

Shouting, raised voice 25/35
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Mistreatment Display

Number of Positive Answers/
Number of Respondents Asked

Judgement 24/35
Manipulations without consent or warning 24/35
Blaming 23/35
!\Ieglgct, lack of attention from medical staff, 93/35
ignoring
Dissection of the perineum 22/31
Prohibition to give birth in a comfortable position 22128
Physical Violence 21/35
Manual squeezing of the baby out, pressure on the
20/32

abdomen
Treating as an object, not a person 19/35
Threats 17/35
Use of a second-person informal singular pronoun 16/21
Manipulations, ultimatums 15/34
Execution of the procedure despite being told not to,

: 14/35
coercion to the procedure
Violation of confidentiality or privacy 14/34
Lack of informed consent (consent was not
requested, the information provided was insufficient
to make an informed decision, not enough time 13/35
given to read the consent form, the consent form
was signed retrospectively)
Lies 11/33
Use of rough language or profanities 11/35
Presence of strangers 9/22
Prohibition of safe practices 9/31
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Mistreatment Displa Number of Positive Answers/
piay Number of Respondents Asked
Discrimination (worse treatment due to certain
- . : 7135

characteristics or belonging to a certain group)
Refusal or compulsory administration of analgesics 7135
Prohibition of partnered childbirth 6/33
After birth, the child was kept separate for no

" 4/34
objective reason
Language barrier 3/35
Sexual violence 2135

3.4. Displays of Mistreatment During Childbirth

According to the model developed on the basis of the gathered data, fifteen categories
of mistreatment displays were identified, each of which is going to be reviewed below (the
diagram is available as Appendix F). The order of review does not indicate the extent of
importance or reference frequency but rather serves the ease and adequate logic of data
presentation.

As the respondents repeatedly reported, the mistreatment during childbirth often starts
and is enhanced by the general context of the service provision. Many state healthcare
facilities in Ukraine are critically underfunded or show the dire lack of resources. This leads
to the general impression of devastation that is expressed through the lack of repair work
and outdatedness of the facility itself and its equipment. Respondents explained that in some
cases, the maternity hospitals where they gave birth seemingly were not repaired or

modernized since the Soviet times or since the time they themselves were born.

I don’t know if you have ever been to [name of a city], if you’ve seen our

maternity hospital. It’s a nightmare. It is indeed a nightmare. These iron cribs for
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babies... When my mom saw [them], she said, “Oh, you lay in the same one!” I said,
“Very well”. Twenty-three years have passed.

Respondent 3

The respondents described situations when the general plan of the facility forced them
into situations of physical discomfort, for example, having to wait in the cold basement or
go across the building or to another building altogether for the postpartum ultrasound
examination. Many respondents complained about the remote location of the toilets and
showers and being too cold in wintertime or too hot in the summertime. The equipment used
during childbirth, for example, chairs or beds, was reported to be so old and worn out the
respondents were disgusted of using it. Women reported that many maternity hospitals
across Ukraine did not have hot water even in the wintertime or that hot water was only
available during certain hours; sometimes, the “hot” water was barely warm. Respondents
recalled they had no other way than to take cold showers, in some cases up to several times
per day, and bath their children in cold water.

This is not the only way through which the lack of resources in the HCF is evident. For
instance, we have learned about a common understanding that one has to come to a maternity
hospital with a so-called «childbirth package» that includes not only medications but also
the most basic materials such as gloves and syringes in it. In some cases, women reported
they had to bring soap, beading, suture material, and even stationery. If one comes without
this package, they are expected to replace the materials used afterwards. Often, women who
come empty-handed are forced to buy the items from the «childbirth package» in the
hospital-based pharmacies that reportedly set higher than the average market prices. The
respondents assume that this is the way for the hospitals to attract additional funding.
However, this might also be an example of a corruption scheme. For example, one
respondent described her experience of looking up what resources a hospital had on the anti-
corruption «€ mikn» (Eng. «The Drugs are Available») project website and being confronted

by the staff when she presented with only those drugs that were not available in the hospital
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according to the website. Thus, this is also a potential point of mistreatment seeing as women
who come without the package of outright refuse to provide it may face judgement or be
treated roughly.

Many respondents reported their privacy and confidentiality being violated. The main
factor that facilitates this in Ukraine is the prevalence of multi-bed prenatal and postpartum
wards in the hospitals. Because of this, the examinations and consultations are often
conducted in the presence of the rest of the patients. A striking example of this is the story
described by one of the woman about a physician making sure one of the patients understood
her HIV-positive result in the presence of the said respondent. The multi-bed wards also

mean that women are rarely left alone seeing as there are always someone’s visitors present.

There were six or even seven of us. There were too many of us. Everyone came
in. Like relatives. They ate stuffed cabbage, they drank, [...] they shouted. Well, some
went outside to smoke and came back with this fumes. They even managed to toast
with wine for the healthy baby. Whether I want to sleep or [ don’t want to sleep. I was
bleeding, | told a nurse that it was impossible to even rest, right? Because | want to
shower and rinse myself, [she told me], “Well, then go! What is the matter? There are
all women here, go!” To tell you the truth, it was very uncomfortable. To raise my
leg, to shower, right, to at least get out of the bed. There even was [a situation] when
| was too ashamed to get out of the bed. There were people, the relatives of one of the
women came, so | soaked through. I leaked through and was too ashamed to get up. |
lay like this for almost an hour.

Respondent 3

The respondents complained that the doors to delivery rooms were often open and they
could be seen by staff, other patients, or visitors. Several women explained that the

examination or delivery rooms were passage rooms, meaning that other patients and staff
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had to cross them in order to get to another room or to the toilet. Moreover, the delivery

rooms were sometimes planned in a way that made it possible for patients to see each others.

Imagine two wards connected by a door, right? So the doctor ran from one ward
to another, from me to another woman whom | was able to see from the breasts down,
her lower body, right? I think she was able to see me like this as well. Well... The
thing is, it all ended with me not hearing the cry of her baby and not hearing her cry.
Then her husband came and the doctor was explaining that they did everything they
could. I don’t know whether she died or the baby died, well, I know that something
bad happened. [...] This too does not facilitate the psychological state of the person
who gives birth.

Respondent 13

In addition to this, the staff often neglected that small amount of privacy the patients
were left by barging in the wards, toilets, and showers without permission or warning. Many
respondents noted that there were too many staff members during their delivery in the ward.
Often, they did not directly participate in the process and went about their own business
which made women uncomfortable. The women were usually not asked if they minded their
presence. In a similar way, women were rarely asked their consent about the presence of
interns and students. In several instances, the interns conducted training examinations and
even were involved in the suturing, all without respondent’s consent.

The most voluminous category within the model is associated with the lack of
communication culture seeing as almost all women reported mistreatment that was classified
into this theme. The respondents described various situations of staff being rude, passive
aggressive, cold, sarcastic, hostile, unfriendly and treating them in a rough fashion that made
them feel unwelcome and generally upset. This attitude would begin in the reception area
and continue throughout their stay. The respondents complained that the staff would often

shout at them or talk in a raised voice, sometimes accompanied with insults, with some
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women noting that all their communication consisted of shouting. The personnel screamed
when women did not follow their instructions or when they voiced their disagreement or
discomfort, which only added to confusion and the general sense of dread many women
described experiencing. However, several respondents added that during the labor, the
shouting was welcome as it made them concentrate on their task.

The subcategory of inappropriate comments has the largest amount of codes among all
themes in the model. Such comments vary in form, content, context, and severity, however,
their presence indicates the lack of boundaries often witnessed in the maternity hospitals in
Ukraine. The women would often remark that they were shocked upon hearing these kinds
of comments, often not only tactless, but even cruel and degrading, as they did not imagine
it possible to encounter something like that in a maternity hospital. To name just a few:
several women were told not to scream because they did not scream while they had sex,
some more were accused of not shaving before the childbirth or involuntary defecating
during the labor; a few reported careless comments about the health of their baby that made
them nervous and stressed for weeks or being accused of being too happy and joyful upon

arriving to a hospital, and many others.

We were told that people like us should be hung, “I would have strangled you,
you and your little one.” [...] “You have hacked the system, you think you are the
slyest ones? How dared you give birth at home? After that, I’'m disgusted to even
touch you!” And so on and so forth.

Respondent 12

The episode when a doctor came to examine me, he was on the shift, and asked
me in this quite mundane tone, “So, do we have an abortion here? Take off your
clothes for the examination.” Well, I was there on preservation, and a person just
comes in, a man, and [asks] in this absolutely mundane—well, the job, an abortion.

[...] I was alone in the ward then, he must have confused me with someone else, or, or
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all [of his patients] that day were having an abortion, I don’t know. Just not
familiarizing himself with my history at all... And considering my ambiguous state,
whether | would have a miscarriage or not, [ was on the] preservation. This statement
was quite... inappropriate to say the least, cruel.

Respondent 30

Along with voicing inappropriate comments, the staff often used second-person
informal singular pronoun while addressing the women, which is considered quite rude in
Ukraine as one only uses it while addressing peers, younger people, or people who they are
close with. The respondents noted that the staff is usually being formal at the prenatal stage
but starts using informal pronoun while in the delivery room. Considering that women keep
using the formal pronoun throughout the childbirth process, it creates a power dynamic that
diminishes patients’ status.

Furthermore, the staff rarely addressed women by their names and often used words
such as “mommy”, “woman”, “girl” to refer to them. Some respondents noted they were not
addressed during their childbirth at all; while answering this question, many women sounded
surprised upon realising this. In a similar fashion, the staff seldom named themselves and
their positions, meaning the women usually did not know who were attending to them or
only knew the names of the physicians and only because they had met before. As one
respondent deftly noted, «Nameless. Everyone is nameless». Several respondents explained
that they had to look the pictures of the staff that attended to them up on the hospital website
to learn their names and positions. This only facilitated the confusion women felt during
childbirth. Below is an example of situation one respondent found herself in because the

staff did not introduce themselves:

The anesthesiologist was nice, she tells me something, “And what name are you
going to give [the baby]?” [ remember this moment, how I learned that I wasn’t under

general anesthesia. [She] says, “You are going to feel cold now, there will be a tube,
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the anesthesia. Who are you having? A boy? A girl?” — “A boy.” — “And what is
his name?” But I listen to this and I think to myself, “Why the hell is she bothering
me with these questions? Come on, do you really care what my child is going to be
named? Why do you ask?” — “[Name of the respondent], don’t be silent, I need to
know that you are adequate,” she says. “Ah, so you are the anesthesiologist!” — “Yes,
what, I didn’t introduce myself? Sorry.”

Respondent 31

Just as they do not offer their names and positions, the staff rarely provides women with
any information about literally anything. The examples provided by respondents included
staff conducting manipulations without any comments, warnings, or explanations, not
providing any details considering the results of the examinations, not giving any needed
instructions, and not communicating with women in general. Respondents reported feeling
lost, scared, desperate and disoriented as of what was going on. Moreover, there is a
subcategory of accounts of women using such wordings as «I still don’t know», «I think it
was», «I am almost certainy», «I suspect» about certain aspects of their childbirth. This is
how one of the respondents depicts her experience of having an abortion due to medical

reasons.

| just followed them, | wanted to hear at least something. There was my ward
doctor, he would come, ask about my body temperature, and tell me, “The head of the
department will come and you will talk to her.” This is what he said all the time. I
knew nothing about my state, and the head of the department, the only thing she told
me was like, “Yes, that’s a difficult situation you are having, I won’t promise you
anything. Like, you have a difficult situation.” I just—well, that was it, | just waited
for someone to come and tell me something. And they would come and tell me
nothing. And in the end, I just cried. They would tell me, “We are going to decide on
this issue, like, the head of the department will come soon and will decide on this
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issue,” it was after the abortion. And I cried. The doctor said, “Why are you crying?
We are going to decide whether we should let you go home!” But I didn’t know what
they were going to decide upon! [...] It was unclear to me, what they were going to
decide about. I just, for real, followed them. There was another moment, | looked what
| had been scheduled for that day in the nurse’s book because the doctor didn’t tell
me.

Respondent 10

In addition to not providing any information, the staff was reported to ignore the direct
questions or redirect the questions to other staff who usually did not provide any answers as

well.

The behaviour of this head of the reanimation was like—I ask him [something],
I say, “And what is this for?”” He says, “Hm, really, what is this for?”” and leaves. You
know, it’s not like he is really being rude, but, you know, he has this manner, perhaps
for avoiding answering the questions that irritate him.

Respondent 1

According to Ukrainian law, a woman should provide informed consent to most
manipulations during childbirth (MHU Decree #624, 2008), however, the gathered data
indicates that this requirement is usually satisfied only formally. We were told that the staff
can forgo the informed consent at all or act against explicit objection to a certain
manipulation. The women were rarely explained what exactly they were consenting to; in
some cases, the respondents were pressed into signing the form or almost tricked into it, for
example, when the staff asked them to do it during a contraction, or had to sign the consent
post-factum, after the manipulation was already conducted. Some complained that the form
presented to them presumed blanket consent for any action the staff might want to take and

discredited the concept of informed consent itself. All in all, the respondents believed that
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the form they signed was a formality that would not protect them from manipulations they
refused and would not be enough evidence to protect or support them if they decided to

somehow report the mistreatment.

And | was given [a paper] in which it was stated that in a case of a, like, life-
threatening emergency, doctors have the right to act accordingly to the protocol, like,
[take] some appropriate actions, like to inject some appropriate drugs and the like.
And I asked, “In what cases?” Does it mean that I agree to anything they can do in
advance? And then what is the point in the fact that | ask them to not inject me with
any hormones or painkillers, that is, without my consent? Does it mean that it is not
necessary for them to coordinate all their actions with me? And I asked, “In which
case? Is it when | faint that the doctors have the right to apply that protocol? Or during
the childbirth in general?” To which I was told, like, “Why are you being smart here
[...]? Sign it and go give birth with the help of god.” That is, I understood that I give
them my consent in advance and that it is not necessary to coordinate all their actions,
all their actions during the childbirth with me.

Respondent 20

This is sometimes followed by staff directly lying to women. Perhaps the most common
example of this is a lie associated with the injection of oxytocin: both respondents and
experts told us about the widespread practice to call this hormone «a vitaminy» or «a saline»
and inject it not only without woman’s consent and knowing, but also with her believing she
is injected with something entirely different. Several respondents also indicated their
physicians lied to them about agreeing to let them have physiological birth (that is without
any unnecessary intervention) while they were not going to follow up on this promise. One
respondent reported that she was told that she teared up while in reality, an episiotomy was

conducted, which she learned only during her second childbirth.
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Another variation of lie relates to entering false data into medical documentation or
concealing manipulations. Several respondents reported they did not find information about
guestionable manipulations conducted during their childbirth in the medical abstracts they
received upon being discharged from the hospital. However, here we should indicate that it
Is not entirely clear whether such information should indeed be included in the abstract and
this is truly concealing or the abstract just should not contain information in such detail.
Nonetheless, there are at least two testimonies that indicate that the staff does forge data
entered into medical documentation: one respondent told us she overheard her physician
instructing the nurse to not indicate that her childbirth was overdue in the medical abstract
and another respondent who gave birth at home had had her medical record altered as if she

had given birth in a maternity hospital:

They wrote in my documents retrospectively that all vaccinations were done—I
didn’t provide consent to any vaccinations and my children were not vaccinated in the
maternity hospital. They wrote retrospectively that they injected me with a hemostatic
drug, but again, neither me not my child were injected with anything. There was no
need for this. [...] They had to do this according to the protocol—but they didn’t. [...]
It turned out that my fourth childbirth was institutional, there was the labour history.
[Laughs.] It turned out | gave birth not at home but in there. [...] They rewrote
everything retrospectively.

Respondent 12

This leads us to the next category, pressure, seeing as the staff not only does not provide
any information, but is also reported to pressure the patients into certain manipulations and

behaviours.
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| was driven into a corner and | couldn't say no. Well, even if | wanted to, that is,
| had my doubts, but I realized that | could not say no. [...] So I said yes, but | said it
with tears in my eyes and only because they were standing there and shouting at me.

Respondent 10

In order to reach its goals, the staff often used threats and ultimatums. For example, the
respondents told us they were threatened with cesarean section, being thrown out of the
hospital or not admitted into it, or having their childbirth not overseen by a physician.
Another similar tool applied was intimidation: in some instances, the respondents believed
the arguments used to frighten them were ill-founded or outright false. We have also
encountered a variety of what Reed et al. (2017) call «dead baby threat». The respondents
explained that this was a particularly effective tool seeing as they tended to agree to anything
they were pressured into because, even if they were sure of the correctness of their own
judgement, they did not risk opposing the staff if there was even a slight chance the lives of

their babies were indeed at stake.

Here always comes something like, “Your baby is going to die if we don’t do
this!” Well, what decision are you going to make? [...] You will agree to anything
whether it’s true or not.

Respondent 29

The respondents reported medical staff judging them for refusing certain manipulations
or for actions that were not favoured by them. The judging was also used to pressure women
into conforming with the instructions or to show them the staff did not approve of something,
for example, home birth. It should be added that medical workers generally strongly oppose
the idea of home birth and persecute those women who are known to attempt or succeed in

giving birth at home.
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At the same time, the staff seems to transfer responsibility to the women. For instance,
the respondents described situations when the staff asked them to sign the documents saying
they were not going to have any claims for the childbirth outcomes or denied them
admittance because of their health conditions that might have complicated the childbirth.
They were blamed for negative outcomes of the childbirth, including those cases when
respondents believed the fault was entirely on the staff. A seemingly typical situation can be
described in the following way: the staff pressures a woman into something she does not
want to be done, a complication associated with the conducted manipulation arises, the staff
blames this complication on a woman’s reluctance to provide consent. A number of women
also reported they were punished for their actions by rough treatment, ignoring, or separation
with the baby. This is how one of the respondents described being punished for coming to

the hospital after a home birth:

There was a nurse call button on the wall but the bed was pushed away from that
wall to the opposite one despite the fact that they knew | couldn't get up, that | came
to the maternity hospital for the reason that I couldn’t stand upright and was fainting,
but they put me near the opposite wall so that I wouldn't be able to press it.

Respondent 12

The respondents reported the staff devalued them in a number of ways, starting with
them discarding their personal opinions, knowledge, and requests. They denied women’s
right to refuse or question certain manipulations, disparaged their suggestions on alternative
ways of childbirth management, even if they were evidence-based, ignored their desire to be

informed, and dismissed their previous childbirth experience.

Squeezing of the umbilical cord: we asked [them] to wait but were told that we
behave like fools, that everything is fine, it has already stopped pulsating.

Respondent 15
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The staff reportedly belittled women’s feelings of sadness, fear, shame, and dismissed
their sensations, especially that of discomfort and pain. The respondents told us how
physicians, midwives, and nurses did not believe them when they told them about the
beginning of labor or feeling too weak to stand up, did not let them remain in a comfortable
position during contractions and forced them to lie or sit down. Many said the staff
disregarded them being in pain, silenced them or told them to «be patient» (Ukr. “TepmiTi’)
when they cried out or complained, or did not believe they were in that much of a pain or in

pain at all.

When the baby was going down, well, had left the cervix and went down the
birth canal, | remember that | told the doula twice that, “[Name of the doula], I'm
dying!” And that—I don’t know whether it was a nursemaid or a midwife or a nurse,
[ don’t remember who it was, [...] and she said, “Oh, she is dying, listen to that!”

Respondent 8

Medical staff often does not see women as independent individuals and treats them as
objects. The respondents used different words and collocations to describe how the medical
workers treated them or how they felt during childbirth, for example: «medical simulator»,
«test object», «biomaterialy, «a piece of meat», «a piece of shity, «a device for birthing
children that must function right», «machine», «brainless unintelligent creature», «cowy,
«pigy», «sowy, «cattlen. This being said, several respondents recalled situations when the

staff was talking about them in the third person in their presence.

And this doctor, why | did not choose her, [she is] quite harsh, [with] a quite
obscene attitude. I gave her [my] documents, she looked at me, “Well, yes, more than
4 kg, of course, problematic childbirth. [...] Well, your age...” [...] I sit and look at
her, and she [tells] my husband, “I see that the mommy doesn’t like what I say.” As if
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I did not exist, as i1f I was a third person. I say, “[name of the husband], there is no one

to talk to, let’s go.”
Respondent 7

The quote provided above is simultaneously an example of another issue we have
identified, the centrality of a man. While the women are seen as objects, their male partners
retain their subjectivity throughout the childbirth process. The respondents recalled
situations when the staff ignored them in favor of providing all information to and asking
consent from their husbands. Several told us that the staff had forced their husbands to be
present during the labor despite women explicitly telling them they wanted to give birth
alone, and two respondents shared stories of how the physicians might suggest to sew a
woman up “to her husband’s liking”.

There is another effect of women’s objectification we have noted: the staff tends to
disapprove of their competency and desire to be active participants of the process. The
respondents described the sharply negative reaction they received from the staff after they
showed signs of knowing the protocols or good practice standards and asked them to proceed
in accordance to them or to let them give birth in a certain way. As one respondent has aptly
noted, the physicians seem to be afraid of women «encroaching on their authority».

The respondents reported that medical workers frequently manage childbirth according
to their own convenience, bypassing their comfort and even to some extent their and their
babies’ well-being. This attitude is perhaps best shown in the words of a physician as it was

reported by one of the respondents:

“This is my childbirth and I am going to act as | know to during it, and if you
want to command during my childbirth,” — this was the key, that it was his childbirth,
not mine, “I will simply hand you over to the team on the shift. I will not oversee you,
I will not give birth with you.”

Respondent 8
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An example of this is a seemingly widespread practice to schedule childbirth, often
without a woman’s consent and even knowing. The respondents reported physicians
conducting amniotomy, episiotomy, or manual cervix widening and initiating or stimulating
labor by oxytocin IV or inserting a tablet into their vagina either without letting them know
what they were going to do or after pressing women into consenting to the manipulation in
order to accelerate the childbirth. This is reportedly done in order for the childbirth to end

during a certain physician’s shift.

The doctor didn’t care to wait, so he decided to conduct an episiotomy to speed
all this process up.

Respondent 8

The doctor came. [He] turned me on my side and started pressing on my abdomen
under my breasts. [He] started telling me something along the lines of how his shift
was ending at six a.m., that | should, well, I should have already delivered.

Respondent 3

Why did | deliver on that day? Because my doctor had been on shift for twenty-
four hours already and after that, she should have had a day for sleeping-in, and she
didn’t want to come to collect her money the next day, because this is what would
have probably happened.

Respondent 16

The respondents complained that the stimulated contractions were much more painful
than the natural ones and that by scheduling their childbirth to physicians’ convenience, staff
made it unbearable for them. Those respondents who had both stimulated and non-stimulated

labor experiences reported the difference was striking.
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And then started—well, it was either an hour or a half hour of this hell. Because
no natural labour can compare to this oxytocin, when you are unable to more, when—
well, your eyes almost pop out because of the pain.

Respondent 14

Similarly, the horizontal birth position the respondents were usually forced into and the
chairs themselves are comfortable for the staff in the first place. Participants described that
they had difficulties trying to climb the high chairs while having contractions and were afraid
of falling down. The common notion throughout the experiences we have gathered was that
the staff did not outright force women into horizontal position but did not offer them any
alternatives as to other birthing positions and insisted on the gynecology chair. Many
respondents reported that lying down decreased their labor activity and that they felt

uncomfortable and wanted to sit up or even stand up but were not allowed to do so.

Even the chairs all stand on a raised platform so that it is convenient for the
doctors to look. But when you climb this chair with the belly, with contractions, [they]
tell you, “Hurry up, I don’t have time,” and you cannot even move, you say, “Wait,
let it pass, let me take a breath,” they drag you [on it].

Respondent 5

Many respondents described staff being indifferent to them, not caring about them, not
examining them or conducting the examination or suggesting treatment negligently and only
after being specifically asked to. Another commonly described situation is respondents
staying alone in their wards at the prenatal stage with no staff nearby and not knowing how
or where to find them. (This indifference, however, is replaced with urgent attempts to

accelerate the process if it is suitable for the staff as was shown above.)
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But there is no one! [...] That is, morning, silence in the corridor, there is no one,
no nurse. Someone is moaning in the next ward, someone is moaning in the ward next
to it. Someone is delivering somewhere. Where to run? Whom to call? She [a friend]
went, found [someone] and asked for an anesthesiologist. “He is busy right now on
the surgery.” By around eleven o'clock the anesthesiologist finally became available,
by that time [ was saying, “Call for an ambulance, let’s go to another [hospital], maybe
they have an epidural anesthesia, I don’t care anymore, I just can’t anymore.” [...] We
have been looking for him for two hours, he appeared, injected me, promised | would
fall asleep, and in ten minutes, | delivered.

Respondent 4

This is accompanied by the general indifference to a woman's comfort, examples of
which include switching the light on or barging in the ward in the middle of the night while
the respondents were trying to sleep, examining women during contractions, insisting on
examining their babies while they slept. Additionally, many respondents complained about
long bureaucratic admission process of staff asking them for information that was all
available in the provided documentation which they had to endure while in contractions.

Another commonly mentioned subtheme is the loss of interest in women after
childbirth. Several respondents described their despair upon being left alone with a baby
right after the childbirth with no explanations about how to take care of it and what to do

next.

No one told me how to tend to a baby. How to hold it. I looked at my daughter
and—what should | do with her? What if she starts crying? [...] | look at my baby and
I don’t know what to do. How to hold her head? How to put her [to my breast]? What
If she starts crying? What if she pees or poops—just how?! So | spent a full hour just
sitting there looking, well, lying and looking at her. Later on, | asked the girls in the

ward how to hold the baby. They gave it to me, well, a girl gave me my own daughter.
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Respondent 3

All throughout their stay, the respondents felt the lack of support from medical staff,
with some noting that they did not really expect being supported: after being asked if she
was supported by the medical workers during her stay, one woman sarcastically asked:
«They were supposed to support me?» The respondents described how they wanted to be
caressed and calmed down and quite symbolically asked the personnel to hold their hands
but never received any encouragement or help. In those cases when women described
receiving support from the staff, the effect of its lack on them became contrastly clear.
Respondents compared their different childbirth experiences and found those that were
accompanied by lack of support much more traumatic. Several women told us how they were
supported by only one staff member and how strikingly different and important their care
seemed to them. While talking about these people, the respondents used such workings as
«she was like a good angel sent to me», «like a ray of sunshine in the dark realm», «this was
my only support, I will probably remember it for my whole life», «the only soul», «the
contrasty.

From what we have gathered, the staff often acts almost mechanically according to the
protocol and recommendations with no regard for woman’s wishes or sensations, for
example, forces her into walking or using fitball or swedish wall when she feels like lying
down. If one were to take into consideration the already explained process of adjusting
childbirth to staff’s convenience, they would notice an almost comical extreme of staff’s
style of childbirth management: they either pay women too little attention almost to the point
of neglect or stimulate the labor to accelerate its progress. The only notion that unites these
two courses of conduct is the inattention to patient’s needs and wishes.

Finally, we have noticed that there is sometimes a lack of cooperation between
physicians of different profiles, namely between obstetricians and neonatologists, in a sense
that obstetricians tend to prescribe treatment without taking into consideration the well-being

of a baby. For example, one respondent recounted how she was prescribed a strong
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painkiller: right before her discharge from the hospital, she asked the physician for the name
of the drug but was denied this information; she did learn it from the nurses afterwards;
however, when she passed the information about the drug to her pediatrician, it turned out
that she was not supposed to take it seeing as it could provoke a heart attack in her baby.
The respondents shared that the medical workers often initiated manipulations without
informing them of this and receiving their consent, thus violating their personal autonomy.
Among such manipulations were injections, insertion of suppositories and tablets, manual
cervix widening, examinations, including that of breasts. Concerning the latter, one
respondent commented that she felt «as if even her breasts belonged to the hospital’s
property». The three most commonly reported manipulations done without prior consent
were episiotomy or suturing, oxytocin, and amniotomy. According to the testimonies we
have gathered, the staff rarely warned women about them. In many cases, they were
conducted despite women explicitly stating they did not want them or even signing the
refusal forms. For example, for the most part, the respondents realized they were being
incised the moment the episiotomy had been conducted or when the staff started suturing
them. In a similar fashion, the respondents reported that the physicians would sometimes
conduct amniotomy during the initial or follow-up examinations and put in an IV with

oxytocin without providing any explanations as to what they were injecting.

They tell me, “We are going to inject you with oxytocin for the third stage of
labour.” I say, “I refuse, I don’t want to, I wrote that I refuse, | want a natural process,
I want it to come out on its own.” She is like, “No,” and — bam! | have a shot in my
ass! That’s it. I was injected, they injected me.

Respondent 33

The check-list of mistreating situations we provided to every respondent included an
item labeled «coercion to manipulation». Quite a few respondents answered that they did not

experience coercion seeing as they were not asked to consent to the manipulations or because
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they did not have any options. This is another example of how the staff violates the autonomy
of the patients.

At last, the staff did not only violate the autonomy of the respondents but also of their
children. Several women described situations when their babies were taken away from them,
held without their consent, or treated quite roughly.

Physical violence is perhaps the most worrisome category among those that were
outlined, not only in itself but also considering the seeming commonness of several of its
subcategories. For instance, many respondents described having had painful vaginal
examinations, with several noting that some physicians were unnecessary rough compared
to other physicians or their previous vaginal examination experiences. Several women
reported physicians conducting manual cervix widening or cervix massage, often without
warning them or receiving their consent.

An alarming practice of suturing episiotomy cuts or tearings without or with inadequate
amount of anesthesia was discovered. Women commented that they screamed, cried out, and
twitched during the manipulation; one respondent reported that she was held down by the
staff. When women asked for anesthesia, a typical answer was: «Be patient, there are only
several stitches». One respondent explained that this was done after each of her two
childbirth which indicates the commonness of this practice. Often women were not warned

about the procedure before its initiation.

The suturing can be sorted into this one [category], when they seemingly injected
novocain, well, they did inject it, but it did not work, and they were suturing [while |
felt everything]. | was lying with a baby in my arms, and they sutured me. [...] | was
screaming. I was shrieking. “Here, there are only four stitches. Why are you
screaming?”” Only four stitches in the place with more nerve endings that in the brain!

Respondent 26
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When | delivered, [they] started suturing, put the baby on me and started suturing
immediately after. Well, [without anesthesia], this as | see it might be a kind of a
psychological move, that you have a baby lying on you and you will not scream in
order not to scare it. [...] No one even suggested giving me any anesthesia. [...]  wasn’t
even warned they were going to suture me. [...] This was very unexpected. [...] |
realized that | cannot not scream, it is painful, but I cannot scream as well because the
baby is lying on me. If the mom will start screaming, it will feel it. [...] Its state depends
on your state, so I started singing, although I cannot sing, I don’t have a voice and I
am tone deaf, but I sang “Black Crow” loudly for the whole maternity hospital to hear
because | was in pain.

Respondent 6

Several women reported being restrained at various point of childbirth and having their

mobility restricted.

They got in the way very much during the childbirth. They were holding my
arms, they were holding my legs, they screamed at me—well, this doesn’t help one
deliver. [...] I was held. They didn’t let me—they held me by my arms, by my legs,
they didn’t let me change [the position]. [...] During the labour, the doctor told my
husband to hold me down by my shoulders and to not let me do it [get up], and the
doctor and a midwife were holding my—holding my legs, that is, my legs were
pressing into their chests, they were holding me like this. | wanted to raise, lower,
well, bend my knees a bit—they were holding me like this, in this position.

Respondent 28

However, a situation that dominates throughout this theme is of different origin. The
typical story that was observed in the respondent’s stories is the restriction of mobility on

the stage of contractions. WWomen depicted situations when they were prohibited to stand up,
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move, and even go to the bathroom or outright forced to lay down because of the monitors
on their abdomens and 1Vs. They described being uncomfortable, in pain, and resenting the
situation. Many felt that moving would relieve them of pain and discomfort and that the

situation was convenient for the medical staff but not for them.

It happens when they give you a drip, you can’t exactly more [with it]. [...] As
far as | know, they encourage the vertical position, moving, but only if a woman is not
tied to some device.

Respondent 12

Several respondents described being pushed or slapped or knew women who
experienced such treatment. Seeing as these actions are difficult to perceive as anything other
than acts of physical violence, the respondents who reported them did this with notable

distress. This is how these situations were described by two women:

Oh god. My doctor came and started examining me again. Accordingly, it was
very painful again, and my hand involuntarily reached down, to the place where it
hurt, and the doctor hit me. The doctor hit me and got scared of her own action and
started telling me that she was responsible for me, something along the lines of having
sterile gloves and me not having sterile gloves, | did not have them at all. That is, she
started telling me | was harming myself. | said that I hurt, so it was my natural reaction
to avoid this. Then I realized it was going in a wrong direction. | just started crying, |
started crying for my husband. They got a bit scared of—I said that | want to give
birth in an absolutely different atmosphere.

Respondent 20

And another moment that has scared me very much, but I still can’t understand

if it was right or not. When I was pushing very hard, I was told that, “You will harm
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your baby,” and they slapped my leg with a hand, like, “Calm down, what are you
doing, like, you don’t even realize what you are doing, come to your senses at last!”
And so that fact that she slapped my leg when | was [laying] with my legs open, well,
this was very unpleasant.

Respondent 2

According to Ukrainian law, the Kristeller maneuver, that is the fundal pressure in
second stage of labor, is forbidden (MHU Decree #205, 2014), however, there is evidence
that it is still extensively used. Moreover, seeing as it was mentioned by almost every expert
and many respondents, even those who reportedly had not had it applied to them, we
conclude that its usage is widely known. Many respondents recounted that medical staff has
or has tried to apply pressure to their abdomen, but it is difficult to tell if it was indeed
Kristeller maneuver. Nevertheless, it is clear that the staff does apply pressure to accelerate
or facilitate the childbirth, often without informing women of their intentions. They do it by
using their forearms, towels, by laying on a woman, or pushing on her stomach with her own

legs.

So then she jumped on me and started pushing the baby out with her elbows. |
had hematomas all over my stomach afterwards, these bloody bruises.

Respondent 34

And it was precisely at that moment when the child was supposed to be born—
she was chubby and short, well, this midwife—she began to press on my stomach with
her hands. | tried very hard to push, but this was clearly not enough, so she began to
press on my stomach with her hands. Then, on the next contraction, she just lay on
me. You see, she just lay on my stomach with her body and started to push the baby.

As far as | understand, this was that forbidden method, | found this all out after the
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childbirth. [...] She laid on me with all her body and started to press on the other side
of the stomach with her elbow.

Respondent 2

They started jJumping on the stomach. They just climbed the cot, one woman, and
started pressing like this. [...] Some man came, and he kind of twisted the sheet and
started pressing on the stomach. [...] | remember that my nightshirt tore at the seams,
| remember this crunch of the seams. It astonished me so much at that moment!

Respondent 10

We have included sexual violence as a subcategory of the physical violence because of
its scarcity, but it should not be seen as any less valid because of this. Only one respondent
reported being sexually harassed during her childbirth, however, it does not attest that such
cases do not happen in general population. Below is the situation how the respondent recalls
it:

And in particular, this intern. At a time when | was exhausted and was just lying
down and couldn’t push, [he] stimulated my clitoris in order to enhance the labour.
Well, | realized it later. [...] | saw him stimulating my clitoris, | did not understand
what was happening at all, only a few days later | realized what that was. [...] Yes, the
doctor who supervised the birth saw it. [...] | was very confused. Captured by surprise.
| didn't even expect something like that.

Respondent 11

However, seeing as childbirth is an extremely intimate process, the abuse associated

with it was described as sexual violence on several occasions.
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| have an impression after the childbirth with him as if | was raped, [...] this can
probably be compared to a rape, when you do not want to do something and they do
it to you.

Respondent 35

Even while it was emphasized in the methodological part of this thesis that the majority
of our respondents belonged to a privileged majority, we were able to distinguish many cases
of discrimination. For example, three respondents described instances of medical staff
commenting on the issue of them either being single or being assumed single. However,
none elaborated on the issue or even recalled it without the prompt, from which we conclude

it was not seen as very traumatic.

Well, for example, in the first childbirth, everyone asked me where my husband
was. At that time, | did not have a husband, that is, | was giving birth to the child
alone. He left me three months into pregnancy, so that you understand. And
accordingly, there was an attitude like, “She gives birth without a husband, so, well...”

Respondent 13

There were also several cases of religious and ethnic discrimination. The specific detail
about these subcategories however lies in the fact that no respondents have directly
experienced them but rather witnessed or knew about discrimination on the grounds of these
two attributes. For instance, one respondent recalled a muslim woman being humiliated for
refusing certain medical manipulations due to her religion; another respondent told us she
was asked if she was baptist after she did not provide consent to the insertion of some kind
of tablet in her vagina, assumingly to stimulate the labor. In the same fashion, all five
respondents who reported cases of ethnic discrimination did not experience it themselves.
All these cases concerned Roma people who, according to the respondents, are made to give

birth and stay in separate postpartum wards than non-Roma women, are being discharged
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right after the childbirth instead of on the third day, and generally encounter abuse and
neglect on the ground of their ethnicity. Below are two testimonies by women who have

witnessed such discrimination.

A Roma woman was put just on a mattress in the ward, despite the fact that there
were free beds in other wards. She was put next to two other women. They were on
the beds, she was given just this mat on the floor, that’s all, and she was there with her
child. Because she was a gypsy. Well, and because she was like dirty.

Respondent 12

Oh, those poor Roma women! [...] There was a poor young girl, seventeen or
eighteen years old. And she had contractions. My god, how she screamed! She wasn’t
even brought to the delivery room. She screamed! She begged! God! It was so
traumatic, for us all, because we heard it. She—*Please, please, help me! It hurts!”
She was screaming! She was screaming, right? They said, “Eh! Gypsy! Let her
scream.” So what if she is a gypsy? Isn’t she human? Maybe she is dirty, maybe—sSo0
what?! But she is a human being, she is a girl! So—it’s her first childbirth, and she is
in pain, and no one comes to her! No one does anything! I don’t know what happened
to her, but she had been just crying, she had been screaming from morning till evening,
she was even praying, screaming. The staff did not care. The nurses just screamed at
her, “Why the hell are you screaming? Shut your mouth!”

Respondent 3

Several respondents told us they were discriminated against on the grounds of their age.
One woman recalled staff commenting about her being too young during her first childbirth
(happened outside of our timeframe criteria), several more mentioned staff calling them
«elderly primigravida» (Rus. «cTapopoasimas»), a term widely applied in the post-soviet

countries. The respondents also reported that the staff differentiated those women who paid
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for childbirth from those who refused or was not able to provide payment and that the latter
received worse level of services that the former and were shamed for not paying. At last, we
were told about cases of discrimination on the basis of rural origin, foreign citizenship,
appearance (having tattoos), and social background. One woman who gave birth in the
infectious maternity hospital recalled a comment by medical staff about her being positively
different from their usual patients.

Taking into account all of the above, it is perhaps no wonder that many respondents
perceived HCF as hostile institutions. This can be seen from the vocabulary women used,
for example, to denote the maternity hospitals they gave birth in: «concentration camp for
womeny, «maximum security prisony», «war», «courty, «den of sadists», «captivity», «hell»,
«factory», «to go upstate», «torture-chamber of the NKVD» (the Soviet People's
Commissariat for Internal Affairs, a soviet state institution known for torturing and killing
people); yet another respondent was referring to her wardmate as a «cellmate». Despite the
researcher not using the word «conveyer» not even once, it was used by at least the third part
of all respondents at some point during the interview. In a similar fashion, the respondents
used the following words when talking about their childbirth: «horror», «helly, «torturey,
«to suffer», «the worsty, «scary story», «crime against humanity», «brutal», «traumay,
«survivey, «nightmare». While talking about their experiences, women often used
vocabulary that indicated the conflict, almost war between themselves and the staff, for
example: «preventy, «interfere», «defend», «take him to their side», «fend off»,
«resistancey, «fight», «fight offh, «secure myself», «witnessy, «give up», «everyone stood
up against me», «stand up for», «be on the alerty, «capitulate».

Many respondents indicated that they needed to control the staff or have their partners
do it because they were not to be trusted. On the other hand, the women themselves
sometimes had to resort to deception: for example, several respondents explained that they
had to «run away» from the hospital, lie to the staff, hide some information or be stealthy.

The respondents were convinced that more often than not, the staff interferes, but does

not help. To begin with, they interfere in the process of childbirth: talk about non-relevant
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things with each other or with women, create commotion, switch on the light, attempt to
control women’s movement, scare, insult, and generally distract them. This is how one

respondent described this:

| understand that | want to uprise or somehow change the position in order to
ease the movement of the child through the birth canal. They don’t let me do this. I
want to get up, I'm being put [on the cot]. I'm trying to at least lift my legs up to help
[myself], change the position of the pelvis a little bit, I'm being held by the legs. Well,
it's hot, it’s cold, they for some reason put boot covers on my legs, to keep me warm.
I'm hot! Well, the absolute reluctance to look at the patient and make her comfortable
in order to make their own work a little easier. Help make it comfortable, that’s all
that is required of you. No, they do as they usually do. [...] I understand now that these
shoe covers, [...] it was the midwife’s attempt to help me, to take care of make, make
me more comfortable, but it’s not—they did not take into account my wishes, they did
as they thought [was best], and it was distracting.

Respondent 28

Several respondents complained that the staff created barriers to them having partnered
childbirth: they provided examples of staff not letting in the second partner despite it being
allowed by the law, asking for informal payment to allow the presence of the partner, not
allowing the presence of a partner because of the quarantine, or trying to send the partner
away in order to pressure the patient into certain manipulations. Several respondents told us
that the staff attempted to not let their doulas be present during the childbirth or sabotaged
their presence in other ways.

Two respondents recalled very similar stories of their physicians being superstitions:
they were asked to remove the rubber bands because there is a belief that if a woman wears
rubber band during the childbirth, her baby will be born wrapped in the umbilical cord. Both
women complained that this made them very uncomfortable because both had long hair.
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There is a widely shared belief that physicians «help» or «save» women in childbirth,
a fact that was strongly criticized by several respondents and also undermined by the facts
presented above. Instead, the respondents argued, they create the dangerous situations that
entail «saving» themselves, for example, by stimulating the labor, and then have to intervene
in order to repair the damage done. Below is an ironic quotation of one of the respondents

commenting on the situation:

Like when you read the reviews on the sites of maternity hospitals, “Thanks to
this doctor, I have two good healthy children!” But it’s not thanks to the doctor, it’s
against his efforts that you have two good children!

Respondent 19

Perhaps due to all of the above, the respondents tend to not believe that educational
courses provided by the maternal hospitals are objective; instead, they «prepare you [to the
idea that] this maternity hospital is going to be your maternity hospital» and to «what
interventions they are allowed to conducty.

Despite the fact that the issue of corruption was not in the focus of our study and we
did not ask the respondents anything directly related to this topic, almost everyone mentioned
corruption at some point of the interview. According to the law of Ukraine, the provision of
healthcare in the state healthcare facilities, including obstetric services, is free of charge
(Verkhovna Rada of Ukraine, 1993), however, we have learned that basically every state
maternity hospital charges for many of its services (such as examinations and certificates)
and imposes a half-obligatory and quasi-official «charitable contribution» on their patients.
Several stories provided by the respondents suggest it is indeed not legal seeing as the
hospitals are not able to provide any documentation or receipts for those who do pay these
contributions. However, those patients who refuse or are unable to pay the «charitable
contribution» and other illegal fees usually face shaming and receive services of worse

quality. Furthermore, in some cases, they can be even denied services, for example, being
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admitted to the hospital or, contrarily, being officially discharged. Some respondents
claimed they paid the fees just to be left in piece, for example, for a custom formality that
dictates that on the day of discharge, the baby should be carried out by a nurse who should

be paid a symbolic amount of money for this.

We went and gave this doctor a financial reward, despite everything, we gave it
to this doctor. Well, my motivation was such that I do not know what’s wrong with
me and [’m afraid [that] if we don't give her anything she’ll just leave me. [...] I just
know that for the first few months, you go to the doctor who supervised your
childbirth.

Respondent 34

Another common practice should be mentioned in this context, it being the system of
contractual childbirth. More often than not, women arrange to give birth with a certain
physician whom they pay. Seeing as this is not provided for in the law, these contracts are
mostly unofficial (at least in cases of state hospitals). Ten out of thirty-five respondents have
had contractual childbirth, however, some of those who did not felt strongly against this
practice due to it being seen as corruption. We have learned that women can be provided
worse services if they do not arrange for childbirth with a certain physician, however, there
are drawbacks of contractual childbirth as well. For instance, a physician might not come
due to being too tired after a shift or being away or come and stimulate the delivery to
accelerate it, often without letting the patient know. Perhaps the best example of this situation

is the following testimony of one the respondents:

That doctor said—the green week was approaching, “If you will give birth during
the green week, then do not call me, I will not be in the city, just come.” And he says,
“You want to give birth today, I'll give you a pill, you'll give birth today.”

Respondent 35
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It was discovered that in many instances, the physicians do not understand or do not
pay enough attention to such modern medical practices as skin-to-skin contact, exclusive
breastfeeding, or delayed umbilical cord cutting. The respondents complained that their
umbilical cords were cut before they stopped pulsating and that their babies were snatched
away from them before the necessary two-hour contact was enabled or put on them fully
clothed. Many were attempted to or pressed into feeding their babies with a mixture. At the
same time, if women voised their objections or tried to maintain these practices, they were

mocked or dismissed.

Then we knew that we had to wait until the umbilical cord stops pulsating, it is
better if the umbilical cord blood reaches the child. And then we understood that it
was just cut off immediately. Everything has just finished, we exhaled, and it turns
out it was not over, and we were not ready for this. And [name of the husband] only
said, “But you have to... let the umbilical cord stop pulsating,” but they have already
cut it. We understood that it was not really that critical, and this perinatologist, she
took the child and she began to snap [at us] at once, “I know better, you will be
responsible.”

Respondent 17

Additionally to this, several respondents indicated the staff was reluctant to use new
equipment, for example, air-conditioning or modern gynecological and birth chairs. This
leads us to the conclusion that in some cases, the equipment available in the hospitals is in
fact not fully used.

To conclude, the mistreatment during childbirth can manifest through lack of resources
in the healthcare facility, lack of privacy, confidentiality, communication culture, and
information, pressure, transfer of responsibility to women, devaluation, objectification,
indifference, violation of personal autonomy, physical violence, discrimination, corruption,

and lack of understanding of modern medical practices which leads to perception of health
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care facility as hostile institutions. The situations we have presented do not occur outside of
the context but rather overlap and create a unique picture of mistreatment that simultaneously

follows the typical patterns of abuse observed in many personal stories.

3.5. Perceived Prevalence of Mistreatment During Childbirth

Although we cannot conclude on the prevalence of mistreatment during childbirth
based on our qualitative data, we can assume it being quite prevalent based on several
indirect indicators (the diagram is available in the Appendix G). According to both experts
and respondents, mistreatment during childbirth is widespread in Ukraine. This is supported
by the fact that almost every woman we have interviewed has provided not only her own
story of mistreatment, but also that of her relatives, friends, or acquaintances, with several
noting that it is a matter of pure luck whether one is mistreated or not during their childbirth.
Respondents reported that many of those women they shared their stories with were not
surprised not shocked by what they were told which yet again indicates that the cases we
have gathered are not unique but rather quite typical. Moreover, it seems that the
mistreatment is not limited to maternity hospital settings but rather mirrors the general
situation observed in the Ukrainian healthcare sector. Several women shared their stories of
mistreatment experienced outside of the childbirth context.

Perhaps partly because of this, we have noticed that the mistreatment is to some extent
normalized by the society in general, medical community, and some of our respondents in
particular. For example, several respondents revealed that other people did not understand
why they were shocked by what happened to them because that was what «everyone goes
through»; some stories we have gathered included remarks about medical staff not paying
attention to mistreating actions of their colleagues or silently watching them abuse the
patients; and some talked about their experience as if it was quite natural.

The respondents often compared their childbirth experiences with those that happened

in different settings. For instance, several respondents had an experience of giving birth
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abroad and unanimously stated that they were treated with much more dignity there than in
Ukraine. In a similar fashion, there is a belief that the mistreatment is less spread in the
private Ukrainian maternity hospitals compared to the state ones. However, it should be
stated that several respondents believed that private hospitals can abandon women who have
serious birth complications and refer them to state hospitals at the stage of labour because
they do not always have necessary equipment or do not want to have bad statistics. Several
respondents shared the opinion that mistreatment is noticeably less spread and less severe in
the big cities (and especially in the capital, Kyiv) compared to small towns. Yet, considering
the majority of our sample gave birth in Kyiv or other big oblast centers, this belief can
probably be misplaced. The respondents indicated that the situation has markedly improved
In comparison to the past. Those women who have had an experience of giving birth in the
past, especially a decade or longer ago, stated that they have noticed a significant
improvement in the quality of maternity services. This is supported by several extreme
examples of mistreatment respondents’ relatives or acquaintances experienced in the past
that were shared with us.

Three respondents in the sample have had home births following their institutional
births (another one woman planned to have a home birth as well but had to refer to a hospital
and delivered there). All three described them as very positive and different from their

institutional births, with one respondent describing her experience as «the unity with god».

3.6. Effects of Mistreatment During Childbirth

Three categories of effects of mistreatment during childbirth on women were identified
(see the graph as the Appendix H). To begin with, several respondents have explained that
their experience made them question their readiness to have children in the future. This is
how one of the respondents reacted to being asked if she planned to have more children in

the future:
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Oh no! No! A-a-a! No! [...] I can just go on like this the whole day: no, no, no!
Now, that’s stressful. This question was the most stressful of all.

Respondent 30

Another respondent shared that a friend of hers decided to not give birth after being
present during her childbirth. Other variations of refusal to give birth included decisions to
not give birth in the same health care facility, in the state health care facilities in general, and
in Ukraine. Several respondents were so traumatized by their experiences they decided to
give birth at home and intended to act the same way if they became pregnant again, several
more told us they consider this possibility.

Mistreatment during childbirth can cause health effects, not only for women themselves
but for their babies and close ones as well. Several respondents told us they can subjectivelly
assume traumatic childbirth has affected their children, physically and psychologically alike.
Several more shared stories of their partners being traumatized by their experience of
partnered births. Many more were psychologically traumatized themselves, explaining that
it took them a long time to work through the trauma, while some reported that they were still
struggling with it and overthinking what happened time after time. Respondents shared that
they were still feeling afraid, humiliated, and horrified by their experiences and that it had
been influencing their mental state long after the event itself. Several reported crying for
days afterwards and being generally depressed, although it is unclear whether they were
diagnosed with clinical depression. Several respondents told us they developed triggers. For
example, a medical student reported she could not be present in the inpatient departments
where her studies took place, and another respondent who works as a doula has to decline
offers to accompany childbirth in the hospital where she was abused. Below is an example

of yet another respondent being triggered by her experience:

As a result of all this cataclysm, for two years, almost for two years, | had been

immersed in post-traumatic syndrome, right? As the military people do. [...] Post-
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traumatic syndrome is in the first place a panic fear, a state. What to do? Where to
run? Despite the fact the situation is seemingly not terrible. The trigger for this
condition was a baby’s cry. That is, when they were suturing, stitching me up, tearing
me, they did it to me while | was alert [without anesthesia], | felt it, | heard the child
crying in the background. [...] The small baby—it would barely croak—I mean, |
watch someone’s baby being rocked in the stroller, they rock it for two hours, it cries
for two hours straight, no reaction. The mom doesn’t care. I could not! I couldn’t hear
someone cry! | started twitching! Mine [baby] did not cry, | carried it in a sling, but if
it barely squeaked, it would croak twice, and I’m already shocked into action! I'm
already panicking. | want to immediately do something, rock it, shake it, do it more
for it to calm down faster.

Respondent 19

In order to overcome the trauma, the respondents had to apply for professional
psychological help and use other therapeutic practices to «close» the trauma, for example,
«swaddlingy. Several confessed the interview within this study was helpful and satisfied
their need to talk their experience through.

Respondents also reported being stressed; several explained that they were stressed
during their childbirth due to either being mistreated during the previous birth experience or
on the stage of being observed while pregnant. It was also suggested that stress can affect
lactation of some women. At last, mistreatment can influence women physically; for
example, one respondent told us she had faced problems in her sexual life due to having an
episiotomy she was not warned nor asked to consent to.

Mistreatment during childbirth can lead to a change of attitude towards medical workers
and healthcare system at large. Respondents reported deterioration of attitude, decrease of
trust, and becoming more wary of medical staff; several shared they delay applying for
medical help. For instance, one woman explained she put at risk her health and the life of

her yet unborn baby because she was too afraid of seeking medical help due to abuse she
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suffered during her previous childbirth. However, several respondents commented that their
opinion did not change for the reason of it being already very poor.

To conclude, mistreatment during childbirth can lead to refusal to have children in the
future, in general and in certain settings alike, such as in the state hospitals or in the health
institutions, health effects like psychological trauma or depression, physical health problems,
and health conditions in children, and changes in the attitude towards medical workers and

healthcare system in general.

3.7. Solutions to Mistreatment During Childbirth

Five categories of the solutions to mistreatment during childbirth were identified
(available as an Appendix I). To begin with, quite a few respondents stated that the changes
are already taking place but need some time to become apparent. The arguments that support
this position include the initiation of healthcare reform in Ukraine, reforming of childbirth
services that took place in Ukraine in the previous years (for example, introduction of
partnered births), and comparison of current state of maternal services provision with that of
past.

There are situational solutions to the mistreatment during childbirth: respondents
suggested that arranging for childbirth with a certain physician might decrease the chances
of women being mistreated (however, the data shows this is not always true and that the
contractual childbirth can on the contrary be a contributing factor to certain mistreatment
types). Many respondents believe that partnered births, including that with doulas, decrease
the risk of mistreatment as well, with several assuming that they would be mistreated much
more if not for the presence of their partners.

The respondents suggested that women should prepare to childbirth by self-educating
themselves, reading materials on the process of childbirth and medical protocols, and talking
to other women who have given birth. They recommended visiting the maternity hospital

where they plan to give birth to acquaint themselves with it and its staff and pose questions



85

on the local practices if possible. Another proposition concerned attending preparatory
courses. Here, the respondents repeatedly stressed that women should attend independent
courses and not those provided by the state hospitals. Additionally, several respondents
suggested developing informational materials on the childbirth and distributing them at
hospitals.

It is also important to focus on the education of medical workers. Respondents
suggested providing medical staff with special training on modern obstetric practices,
sensitization, ethics, and empathy with continuous psychological support of staff at the
workplace and enabling them to exchange experience with Ukrainian and foreign colleagues.
However, seeing as the professional deformation of medical workers starts at the point of
industry entry (due to being educated by representatives of current culture), it might be
sensible to initiate a reform of medical education.

The mistreatment can be also reduced by means of control, that is if effective
mechanisms of punishment and supervision were introduced. Publicity can also be used as
a tool of control; for instance, many respondents emphasized that the reason why they
decided to participate in the study is to make their stories known and help other women avoid
mistreatment.

However, more radical solutions might be needed, such as a reform of maternity
services. There are several aspects that should be taken into consideration according to the
respondents: the increase of the salaries of medical workers, their psychological support, the
change of the funding principle, and the revision of maternity services provision model with
its reorientation towards alternative services, such as support of home births or “natural
births under the protection of the maternity hospital” provided by one of Kyiv maternity
hospitals (Tyshenko 2017).

To conclude, the suggested solutions for overcoming mistreatment include situational
solutions, such as arranging for contractual or partnered childbirth, education of medical

staff and women alike, control, and reforming of maternity care services.
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CHAPTER 4. DISCUSSION

At the beginning of this thesis, we have stated that the aim of our study was to reveal
and describe the practices of mistreatment during childbirth in Ukraine from the women’s
perspective. We assumed that in Ukraine, the mistreatment in childbirth is manifested with
different forms of verbal abuse, failure to provide consensual and dignified care, and
limitations due to lack of resources. We expected that such displays of mistreatment as
physical and sexual abuse, detention in the facility, abandonment in care, and discrimination
would not be often mentioned by the respondents. Beside this, we expected mistreatment to
happen to a much lesser extent in the private hospitals compared to the state ones and to not
happen in the presence of a partner according to the stories of the respondents.

Not all our assumptions were reflected in the data we have collected. While we indeed
found evidence for the existence of verbal abuse, non-consensual and non-dignified care and
barriers to provision of high quality care related to the lack of resources, we discovered the
disturbing experience of women in physical abuse during childbirth, as well as systematic
discrimination, denial of medical care, and detention in the facility along with other forms
of mistreatment. The reason for this revelation lies in the fact that, seeing as the majority of
literature body we have reviewed at the beginning of this thesis investigated African and
Asian contexts, we did not account for the cultural and political specifics of mistreatment
displays while we built our expectations of the results. For this reason, the severe forms of
mistreatment presented in the literature (Bohren et al., 2015) were not anticipated to be found
in Ukraine.

However, if we control for the national context and recognize that one mistreatment
type may have displays of different severity, we receive results that are quite consistent with
what we have discovered on the stage of literature review. For instance, even though we did
not find evidence for literal physical detention in the facility as described by Bowser & Hill

(2010), we observed analogous forms of detention realized through other means of control,
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such as refusal to provide an official discharge certificate from the hospital necessary for
arranging for maternity leave.

In a similar fashion, we did not expect to encounter physical violence to the extent it
has manifested throughout the interviews for the simple reason of conceptualizing it as an
extremely cruel beating and general physical abuse instead of as medical manipulations
conducted without consent (as interpreted by many respondents) and episiotomies without
anesthesia as was revealed by this study. This being said, we indeed found the categories of
“slapping” and “pushing” to be more of an exception than a pattern, and in this regard, it met
our expectations. However, the discovery of the practice of unanesthetized episiotomies was
utterly unexpected for us for the reason that we did not encounter this form of mistreatment
in the literature review. The motivation of healthcare workers who decide to not provide
anesthesia when it is clearly needed and when there is no apparent shortage of in in the
facility remains unclear to us. One could speculate that this is barely a tool, if only an
extremely cruel one, for punishing those who do not conform with what is considered to be
an approved behaviour in childbirth if it were not applied to women on a seemingly routine
basis regardless of their behaviour.

Our sample contained a limited number of respondents who gave birth in private
hospitals, perhaps partly due to the fact that there is a limited number of private maternity
hospitals in Ukraine, but the data we have gathered does indicate that mistreatment is much
less typical for this kind of facilities. This supports the argument put forward by the
respondents about state hospitals not seeing their patients as clients and not being motivated
enough to compete with each other for them. For instance, there are three private maternity
hospitals in Kyiv as of 2020 competing for the same target audience; it means that the level
of services they provide determines the number of their clients and the revenueaccordingly.
This cannot be said about the state hospitals of which there are over ten in Kyiv seeing as up
until now, their funding did not depend on the quality of services they provided nor the
number of patients serviced. As far as we have gathered, right now state hospitals are mainly

guided by the issue of “good statistics” which in turn focuses on the quantitative indicators
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such as survival of the mother and the child and disregards qualitative outcomes of service
provision, for example, patient satisfaction or necessity of further psychological support.
Seeing as Ukraine is underway a second stage of medical reform that is going to change the
model of funding of secondary level facilities, maternal hospitals included, towards “money
follow the patient” principle (MHU, 2018), we expect the shift in the attitude of the staff and
decrease in the reported mistreatment due to the introduction of competition between
facilities and not funding the hospitals which do not meet the requirements for services in
childbirth. However, we are concerned that the reform will only affect big cities where the
competition between the facilities is technically possible. Several respondents from our
sample reported they were not able to choose the hospital they were planning to give birth
in due to there being only one facility in their place of residence.

The Ministry of Health implies that the reform will also address the issue of corruption
in the maternity hospitals (Hromadske Cherkasy, 2017), a problem that seems to be of equal
importance for our respondents seeing as almost everyone has mentioned it at some point
during the interview despite the fact we did not ask them about it directly. Because the reform
introduces a new financial mechanism and the autonomous facility management has the right
to implement new policies of salaries of medical workers on the one hand, and one the other,
the package “childbirth” is funded by the NHSU and the contract forbids to charge the patient
additionally, it is expected that it will prevent doctors from asking for or hinting on informal
payments for their services, seeing as at the moment, they have to do this in order to literally
survive (Lutsenko, 2020). However, we doubt that the reform of healthcare facilities
financing will indeed solve this problem because of the long history and existing culture of
informal payments. In turn, this means that a part of patients will be still singled out and
discriminated against on the basis of refusal to provide the payment.

It is equally important to address the issue of ethnic discrimination discovered within
this study. Despite it not being the focus of our research and even though our sample to the
extent of our knowledge did not include Roma women, it is apparent that this ethnic group

faces significant barriers to receiving high-quality and dignified care. This reflects the
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general negative attitude, various forms of discrimination, personal as well as
institutionalized, physical assault, and stigmatization Roma people experience in Ukraine on
a routine basis (Bocheva, 2019). The problem of Roma people discrimination clearly belongs
to a wider context of the human rights violation and institutionalized discrimination, and the
issue of childbirth should be included into this wider discurs and payed more close attention
by researchers and human rights activists alike.

Our assumption of mistreatment not happening in the presence of birth partners did not
prove to be accurate. While the respondents were indeed convinced that the presence of a
trusted partner decreases the amount and severity of mistreatment, it does not prevent it as
proved by the fact that the majority of our sample had partnered childbirth but experienced
it nevertheless. We can assume that partnered childbirth can indeed prevent those forms of
mistreatment that suggest actions, such as physical violence, but proves to be ineffective in
preventing inaction, such as lack of information and support. On the contrary, sometimes
partnered childbirth can be one of the reasons for mistreatment as proved by women who
were judged for bringing doulas.

Another important phenomenon we have noticed is the lack of holistic approach to
patients and lack of coordination between different healthcare sectors associated with it. The
majority of types of mistreatment in the model we have developed can be generally
characterized by the staff’s lack of larger perspective on the health and indifference towards
those aspects of health that are not directly associated with their line of work. A good
example of this is the prescription of drugs for mothers without consideration of
breastfeeding possibility and general well-being of a child, but this issue goes much deeper
than that. The medical workers do not consider what aftereffects their words, actions,
decisions, and attitudes have on the future of a woman and her baby. This includes
indifference to psychological harm caused by unnecessary roughness in communication,
physical suffering and decrease in the quality of life associated with avoidable medical
manipulations such as episiotomy, and potential harm done to a baby due to unwillingness

to follow the WHO recommendations on exceptional breastfeeding, delayed umbilical cord
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cutting, and skin-to-skin contact (WHO, 2011; WHO 2012; WHO, 2014). In other words,
the staff is focused on achieving very straightforward and short-term pathology-oriented
(Goncharuk, 2018) goals such as delivering the baby as fast as possible and with minimal
fatalities while disregarding the long-term outcomes that will have to be managed by other
specialists.

This is perhaps at least partly associated with objectification of patients we have noticed
throughout the study. While the majority of mistreatment displays identified are somewhat
related to each other, objectification and dehumanization associated with it is, in our opinion,
Is the cornerstone of our model, seeing as it is the foundation for most of the displays. For
instance, the lack of information comes from the supposition that the women could not
possibly understand or need it, the pressure and certain forms of physical violence are
applied when the staff tries to persuade women to act or be manipulated the way it is best
for them (their resistance in this case is seen as unreasonable, unfounded, and invalid
stubbornness born of lack of expertise), the privacy and autonomy of women are
systematically violated because patient bodies are viewed as objects stripped of any
attributes of privacy or subjectivity, and all their opinions, feelings, or sensations are
consistently devalued because an object cannot own any judgement capability. One can
notice the centrality of information in most of these situations. Indeed, the justification for
objectification seems to more often than not build upon the asymmetry of knowledge, a
notion integral to the power dynamic of patient-provider relationship. However, in the case
of current study, the natural doubt in the validity of a patient's ability to accurately assess the
situation seems to be brought to absurdity.

Another fundamental matter of our model doubtlessly related to objectification is the
medicalization of childbirth. Repeatedly stressed by the experts and supported by our
empirical data, the process of childbirth in Ukraine tends to be perceived as a clinical
situation that therefore requires intervention and cannot be simply overseen. This is
supported by the existing literature on the topic: for example, according to Demianova-

Ponomarenko et al. (2016), among surveyed women who gave birth in Ukraine between
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2009 and 2015, only 31% did not have any interventions. This is surely not a feature unique
to Ukraine or even childbirth area alone but rather an international trend that has been
spreading to many other medical areas besides childbirth (Phelan & O’Connell, 2015).
Nonetheless, this approach is institutionalised in Ukraine as well, for example, through
education of obstetricians as specialists who are supposed to interfere with the process. For
example, Demianova-Ponomarenko et al. (2016) note that physicians play a primary role in
labor and basically lead childbirth while midwives are considered to be the help, which
indicates the clinical focus in the childbirth. It is thus quite understandable that they attempt
to intervene seeing as this corresponds to how and what they were taught. This argument can
be also supported by the number of obstetricians involved in the current healthcare system:
according to national statistics, there were 5,1 obstetricians per 10 thousand women of all
ages and 11,6 obstetricians per women aged 15-49 in Ukraine in 2017; to compare, there
were 8,3 general practitioners and 3,6 family doctors per 10 thousand population that year.
Perhaps even more indicative, the report provides statistics on “pregnancy, childbirth, and
the postpartum period” in the tables among different types of diseases labeled “Distribution
of diseases by class™, “The incidence rate of diseases by classes”, and alike, a situation even
more ironic considering the “incidence” word is derived from the word “to become ill” in
Ukrainian (SSSU, 2018). This leads us to the understanding that if a childbirth is seen as a
clinical situation, it justifies the transition of authority to make decisions to physicians who
have the knowledge and skill necessary to manage it. In this regard, a woman is indeed an
object that has to be managed or rather “treated” as if she were truly ill. However, this does
not align with how women perceive the childbirth itself and themselves within it: as active
participants with agency to make decisions concerning themselves. This gap is naturally the
point of conflict and in many instances mistreatment. Accordingly, we need to take a step
back and reconsider the way we approach the childbirth in order to manage the issue of
mistreatment.

The general medicalization of childbirth in Ukraine however paradoxically coexists

with an unwillingness to follow the new evidence-based protocols as obvious from the
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interviews and literature (Demianova-Ponomarenko et al., 2016). This includes not only
management of a newborn as mentioned above, but also such manipulations as amniotomy,
episiotomy, and stimulation with oxytocin. The latest Ukrainian protocol on normal
childbirth strictly regulates when and how these manipulations should be used (MHU Decree
#624, 2008), but the physicians seem to apply them routinely and with no regard towards
real necessity of the interventions, which naturally contradicts their claim of evidence-based
approach that justifies taking the autonomy of choice away from a woman as the one who
does not own medical credentials to make rational decisions.

Sometimes this leads to completely reversed and truly bizarre situations of women
citing and referring to the protocols in an attempt to prevent unreasonable interventions only
to be forced into them despite their objections. This can be an indicator of rigidity of medical
staff, low level or their training, and their inability or unwillingness to update their
knowledge or accomodate to the change.

The same can be said about the practice to schedule the childbirth according to the
convenience of the staff which is seemingly so spread in Ukraine it was noticed in the
statistics on distribution of childbirth by the day of the week (Tkachuk 2019). This, along
with the inability to choose a birth position other than on their back, are the products of the
exactly same three phenomena: the objectification, the lack of holistic view on patient, and
the medicalization of childbirth. Both these practices seem to be widely spread, which speaks
about their wide acceptance among the medical workers. For instance, according to
Demianova-Ponomarenko et al. (2016), 49% of women in their 2015 survey reported giving
birth on their back, however, they estimate this number to be even greater due to the specifics
of question wording (the rest 51% respondents reported being comfortable in their position).

The latter brings us to the issue of consent that proved to be problematic due to its
systematic violation by medical staff. The provision of non-consensual care is a typical
display of mistreatment, worldwide and in Ukraine alike (Bowser and Hill, 2010;
Demianova-Ponomarenko et al., 2016), however, it seems that in Ukraine, medical workers

do not merely violate the consent but do not understand the concept of it itself. As one of the
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experts noted, they do not always realise that the consent can be not provided and that it is
an answer in itself. Instead, medical staff attempts to receive it at any cost, often by adopting
such tools as pressure, threats, verbal violence, and many others presented in the previous
part of this thesis. The formality of it is empathized by the fact women are made to sign the
written consents for certain manipulations post-factum or at the time when they are
physically unable to understand what they are given to sign (MHU Decree #624, 2008), or
by the existence of local consent forms that grant medical staff blanket permission for any
and all interventions that might be applied in childbirth. This impression is supported by
Demianova-Ponomarenko et al. (2016) who note that these forms are seen as a bureaucratic
formality by both women and medical workers: the former do not usually read or even have
an ability to read them while in labor and the latter “care for the papers to be signed, not the
women’s needs to be met”.

The literature argues that the normalization of mistreatment is one of the factors for its
existence (Bowser & Hill, 2010; Raj et al., 2017; Perera et al., 2018; Asefa et al., 2018).
Considering that our sample is screwed in a sense that our respondents are aware of being
mistreated, we had an opportunity to contrast their experience with the reaction they received
from their social environment. The evidence we have encountered does imply the
normalization, perhaps closely associated with the prevalence (although subjectively
perceived) of it. Almost every respondent was able to provide a story of a close one being
mistreated in the childbirth, often not even one. There were respondents who kept providing
examples of their friends, neighbours, colleagues, relatives experiencing the same they
themselves have experienced or even worse. However, many marked that other women do
not view what happened to them as mistreatment or see it as a common practice that
“everyone has gone through”. Moreover, while women might admit the “unpleasantness” of
their childbirth experience, several respondents reported that their relatives and
acquaintances among medical workers sometimes did not even realize the reason for their

dissatisfaction. Considering the mistreatment, as it seems, has been institutionalized for at
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least several generations, this perception, on the part of both women and medical workers,
IS to be expected.

It is perhaps not possible to avoid the subject of gender while talking about the
mistreatment during childbirth seeing as it is an absolute example of gender-based violence
(Goer, 2010; Freedman & Kruk, 2014; Diaz-Tello, 2016; Demianova-Ponomarenko et al.,
2016; Savage & Castro, 2017; Warren et al., 2017). Women are systematically discriminated
against in practically all societies and areas of life, but childbirth is a unique situation of
absolute vulnerability where they are mistreated exactly for and because of their essentially
expressed womanhood. Cahill (2001) argues that the childbirth situation in itself is designed
not merely for the comfort of medical workers, but for and by male physicians. If we look at
it from this perspective and apply the lens of this study, we can conclude that people in
childbirth situations are objectified and subsequently mistreated not only as patients but as
women as well. In other words, the power imbalance associated with the asymmetry of
knowledge and subject-object dynamics is strengthened by the gender inequality and gender
power dynamics.

Taking into account all discussed above, it is no wonder that many women see
healthcare facilities as hostile institutions to the extent that ever more opt for home birth in
order to simply avoid hospitalization (Demianova-Ponomarenko et al., 2016). This indicates
the crisis of current maternity services model and the need for its reforming. The
transformation of the health financing system that has been taking place in Ukraine since
2016 (CMU Decree #1013-p, 2016) might partly address some of the problems posed above:
the principle of “money following the patient” that is being introduced at the secondary level
of medical services provision as of 2020 introduces a mechanisms that is going to encourage
hospitals and medical staff to provide dignified and high-quality health services or risk losing
funding. However, it will not address the issue of the highly medicalized approach to
childbirth that is observed in Ukraine and recognized as one of the contributors to the
mistreatment. A solution presented by the experts suggests transition to a model of maternity

services that is implemented, among some other countries, in the Netherlands and Great
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Britain (Gorbenko 2016). The so-called three-level model of obstetric care heavily relies on
midwives and general practitioners who manage uncomplicated low-risk pregnancies and
deliveries that take place at home or in the birth centers, facilities associated with hospitals
but providing services in a home-like climate. If complications arise, a woman can be rapidly
transferred to the hospital or an obstetric ward within the birth centers. Accordingly, only
difficult and problematic cases of pregnancy are being initially referred to maternity
hospitals and are managed by obstetricians. This model is effective in a several ways: firstly,
it enables low-intervention childbirth for those women who have uncomplicated pregnancies
and are considered low-risk; secondly, it is economically efficient in a sense that it decreases
the need for highly-trained obstetricians and highly-specialised hospitals and lessens the
number of unnecessary interventions and costs associated with them; thirdly, it unloads the
tertiary level of healthcare system (Demianova-Ponomarenko et al., 2016; Hermus et al.,
2017; Boesveld et al., 2017).
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CONCLUSIONS

In our thesis, we attempted to reveal and describe the practice of mistreatment during
childbirth in Ukraine from the women’s perspective. We were going to do this by addressing
four objectives: by studying the existing research on the mistreatment of women during
childbirth, classifying the types and patterns of mistreatment of women during childbirth in
Ukraine, and describing its reasons and perceived effects.

First, we have learned that the issue of mistreatment had arisen not that long ago but
has already accumulated a vast amount of evidence. This is not a national problem but rather
a universal trend that has been recognized all around the world. Mistreatment during
childbirth includes but is not limited to physical, sexual, and verbal abuse, neglect,
abandonment of care, detention in the facility, non-consensual care, discrimination, and
many other manifestations.

The displays of mistreatment during childbirth in Ukraine generally correspond to what
was discovered in the literature review. There is a critical lack of resources in the healthcare
facilities and high prevalence of corruption that facilitate the mistreatment which in turn
manifests through violation of privacy and confidentiality, lack of communication and
information, indifference, pressure, physical violence and violation of personal autonomy,
transferring of responsibility to patients and reluctance to apply modern medical practices,
devaluation, objectification, and discrimination. Because of this, many respondents perceive
healthcare facilities as hostile institutions. There is evidence that indicates the high
prevalence of mistreatment during childbirth in Ukraine, however, the methodology of
current study does not allow us to support this argument.

The reasons for mistreatment during childbirth include soviet heritage, education,
bureaucratization, personal and professional factors, patient factors, and power imbalance.

The perceived effects of mistreatment during childbirth include refusal to have children

in the future, in general and in certain circumstances alike, health effects, including
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psychological and physical, and change of attitude towards medical workers and the
healthcare system at large.

Our results have supported the previous research on mistreatment during childbirth and
have provided evidence for its relevance in the context of Ukraine. It is clear that this issue
remains to be addressed, however, we believe that the current study can contribute to the
body of evidence on the need to consider the changes to the model of maternal services
provision in Ukraine seeing as the current reform of the financing principle of healthcare is
unlikely to significantly change the situation. Our study can support the forthcoming
research on the mistreatment during childbirth, including that using the quantitative

approach.
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Appendix A. List of Interviewed Experts

Name of the Expert | Affiliation

Anastasiya NGO “Natural Rights Ukraine” (Ukr. “ITpupomni [TpaBa
Salnykova Ykpaina”), organization for human rights in the field of
pregnancy, childbirth, and motherhood

Anna Petrovska NGO “Natural Rights Ukraine” (Ukr. “ITpupomni [TpaBa
Yxkpaina”), organization for human rights in the field of
pregnancy, childbirth, and motherhood

Euhenia Kubakh NGO “Natural Rights Ukraine” (Ukr. “ITpuponni IIpaBa
VYkpaina”), organization for human rights in the field of
pregnancy, childbirth, and motherhood

Iryna Sozanska Former member of NGO “Natural Rights Ukraine” (Ukr.
“ITpupoani IlpaBa Ykpaina”), organization for human rights in
the field of pregnancy, childbirth, and motherhood

NGO “Care of an Angel” (Ukr. “Omnika Anrena”), organization
that provides support for parents who have lost a pregnancy or
whose newborn has died

Olga Gorbenko NGO “Natural Rights Ukraine” (Ukr. “TIpuposni ITpaBa
VYkpaina”), organization for human rights in the field of
pregnancy, childbirth, and motherhood

Psychologist, Doula

Olga Vereschak NGO “Natural Rights Ukraine” (Ukr. “ITpupomni ITpaBa
VYkpaina”), organization for human rights in the field of
pregnancy, childbirth, and motherhood

NGO Center of Family Development “Semytsvit” (Ukr.
“CemMunBIT”)

Yuliya Aleksandrova | NGO “Association of Parents of Premature Infants “Early Birds”
(Ukr. “Panni nramku’)
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Appendix B. Post on the Personal Facebook Page on the Recruitment of Respondents

* Maria Shvab
27 November 2019 - @

A Haeyatoca B LLkoni oxopoHu 300poB'a
HaujioHanbHoro yHisepcutety “"Kueso-MorunsHcbka
akapeMin”. Y Mexax CBO€l Marictepcbkoi
KBanigikauiiHoi poboTi (AUNNomy) nia KepiBHULTBOM
naxi Tetiana Stepurko s BuB4ato aoceigu nonorie
XIHOK B YKpaiHi. MpeaMeToM MOro AOCNIAXeHHS €
CTaBNeHHsA Ta Aii MeguyHoOro nepcoxany nig Yac
nonoris. [ins UbOro f WyKakw XiHOK, AKi HeWOoAaBHO
HapoAUNU AUTUHY (NPOTArOM OCTaHHIX N'ATU POKIB,
noyuHatoum 3 1 ciyda 2015 poky) i 4ui nonoru
(cTaBNeHHs MeanYHOro NnepcoHany Ta uoro Aii)
NUWUAK B HUX NEBHUI 0cap,. HaironosHiwe ans Mexe
— Ballla rOTOBHICTb NOAINUTUCA CBOIMM iCTOPIAMM Nif
4ac iHTepB'to.

CaMme iHTepB'to TpuBaTUMeE NPUBNN3HO roguHy. AKWO
BY npoxusaere B KUEBI, MM MOXEMO 3yCTpiTUCS
0COBUCTO — B 3PYYHOMY ANS BaC MiCLi; AKWO BY
NPOXWBAETE B IHWOMY MICTi aB0 He XO4eTe Yu He
MOXeTe 3yCTPiTUCA 0COBUCTO, MU MOXEMO NPOBECTU
iHTepB'to No ckawnny.

Ona Toro, wobu He BUKPUBUTY BaLLy ICTOPIIO Ta He
BTPaTUTU XOAHOI AeTani, 1 3anucyBaTUMy Hawy
po3moBy Ha AuKTOdOH. Lieit 3anuc He byae
AOCTYMHUM HIKOMY, KPIM MEHE; 5 BUKOPUCTaLo HOro,
Wobu 3pobUTHU TPAHCKPUNT HALWOro IHTEpB'lo, nicns
4Oro 3HuLy. [10 TPAHCKPUNTY HE NOTPaNUTb XOAHA
iHbopmauis, ska Moxe Bac ineHTudikysatu. B Takomy
aHOHIMI30BaHOMY BUINAAI NOBHI TPAHCKPUNTK ByayTb
AOCTYNHI nuwe MeHi. Y gocnigxexHi byae
BMKOPUCTOBYBATUCS NULIE y3aranbHeHa iHpopMauis
Ta OKpeMi uMTaTi 3 NpoBeaeHux iHTepe'io, TOX 8
rapaHTyio BaM KOH®ILEeHUINHICTb.

1 nnanyio 3pobuTu nybnikauio 3a pesynstatamu
AOCNIAXEHHS, Wobu NpuBepHyTH Binblue yearn Ao
NUTaHHA CTaBNEHHS [0 XIHOK Nif Yac nonorie 8
YKpaiHi. AKWo 81 MaeTe 6axaHHa AONYyYUTUCS A0
MO0 AOCNIAXEHHS Ta 3p0OUTU BHECOK Y PO3BUTOK
HayKu, AaBlWK MeHi iHTeps'lo, Byab nacka, HanuWiTb
MeHi B 0cOBUCTi NoBIROMNEHHS. A roToBa BiANoOBIiCTH
Ha 6yab-aKi Balli 3aNUTaHHs.

Mii KiHueBui TepMmiH 360py AaHux — 19 ciynHg 2020
POKY.

OO0 102 64 comments 78 shares
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Appendix C. Guide for the Interview with the Expert-Respondents

Birato! Mene 3Batm Mapis 11IBab6, s ctynenTtka Illkonu oxopoHH 310pOB's
HamionansHoro yHiBepcutety “KueBo-MormnsHcbka Axazemis’. Y Mexax CBOEI
JUTIJIOMHOT MaricTepchKoi poOOTH s BUBYAKO JIOCBIAM IOJIOTIB B YKpaiHi 3 aKIEHTOM Ha
npo0ieMH, SIKi MOXKYTh BUHHKATH MPU OTPUMAaHHI BIAMOBIAHUX MEAUYHUX MOCHYT. JIsKyIO,

1[0 ITOTOJUJIMCS BUIUJIUTH JUIsI MEHeE Jac!

o Uwu HEe mPOTH BH, SIKIIO S 3aITUCYBATUMY HAIITy PO3MOBY?
o KopoTtkuii 06puc qociigKeHHs.

o Uu maere BU SIKICh KOMEHTAp1 YU 3alIUTaHHS, IEPII HIXK MU NIEPENIEMO 10 3alUTaHb?

1. Yu He Moryii Ou BU PO3MOBICTH, SIK TPUUIILIN 0 BUBUCHHS/POOOTH 3 €0 TEMOIO?

2. YUn He Moriu OW BH PO3IMOBICTU MPO NEBHI XapaKTEPHI MPAKTHKUA HEHAJIEKHOIO
CTaBJICHHS B TIOJIOTAaX, SIK1 € MOMUPEHUMHU B YKpaiHi? Uu BioM1 BaM KOHKPETH1 BUMAIKU?
Hackinbku BOHU nomupeHi?

3. Sk Bu BBaXKa€Te, UM € YKpaiHCbKa CUTYalllsl BIAMIHHOIO BiJl CUTyalli THIIMX KpaiH?
Uw iCHYIOTh MEBH1 KYJIbTYPHI OCOOJIMBOCTI? Y 4OMY BOHHU MOJISITAIOTH?

4. SIx BM BBaXKA€TE, UM € HEHAJIC)KHE CTABJICHHS OUIBII XapaKTEPHUM [JIsl MEBHUX
npodeciHuX KaTeropiit (Jiikapis, MececTep, aKylepok)?

5. SIx BM BBa)ka€Te, YU ICHYE PI3HUIS MK IPUBATHUMU Ta JEP’KaBHUMU MTOJIOTOBUMH
Oynuukamu? Yu icHye HeHaJIe)KHE CTaBJICHHS B IPUBATHUX ITOJIOTOBUX OyIUHKAX ?

6. Ha Bam mormsa, 4M 3MEHINyE TPUCYTHICTh MApPTHEPIB Y TMOJOTax pPHU3HUK
HEHAJIe)KHOTO cTaBjeHHA? Uu Moxke 11e OyTH e(PEeKTUBHOIO IHTEPBEHIIIEI0?

7. Sk BM BBaXKa€Te, 3 UMM ITOB's13aHO HEHAJIC)KHE CTABJICHHS JI0 JKIHOK IT1JT Yac MOJIOTIB?

SAxumu € loro npuarHu?
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8. Jlo AKuX HACIIAKIB MOXKE MPU3BOJAUTH HEHAJC)KHE CTaBJIEHHS JO >KIHOK Mij 4ac
nosioriB? Uu MokeTe BU HaBECTH KOHKPETHI MPUKIIaan?

9. SlkuM YMHOM MOKHA MOTIEPEAUTH HEHAJIC)KHE CTaBJIEHHA B nojorax? Yu 3HaeTe BU
PO MEBHI IHTEPBEHIII, I1T0 BUKOPUCTOBYIOTHCS B 1HIITUX KpaiHax?

10. Moxn#BO, € 1€ MOCh, IO S HE 3rajaja, mpo 10 BU XOTUTH OM MEH1 pO3MoBiCTH?

11. Yu MmoxeTe BU MOPATUTH, 3 KHM IIE 51 MOT'Y TIOTOBOPUTH 3 MPUBOAY IIi€l TeMu?

o Ilomska.
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Appendix D. Guide for Women-Who-Had-Childbirth-Respondents

o [IlpusiTanns.

o 3aranbpHa iHGOpPMAIlIS PO JOCTIKCHHS. 3anuTaHHsA?

o Hewmae npaBuiIbHUX YM HETIPABWILHUX BIOBIICH.

« BinbHa yyacTb, MOXKJIUBICTh 3yITMHUTH 1HTEPB'IO B OYyIb-SIKHI Yac.
o MoOKIUBICTh HE BIINOBIIATH Ha 3aIIMTAHHS.

o Aynio3amnuc, KOH()1IEHUIHHICTb.

e 3armuradHA?

Aiticopeiikep

1. Po3zkaxiTe, Oyab Jlacka, po cede: UMM BH 3aiiMaEeTecs, CKIJIbKH Yy Bac AITEH?

Iliocomoexa 00 nonozie

2. Bynp nmacka, po3kaxiTh, Ik BU TOTYBAJIUCS JIO MOJIOTIB?
a. Sk Bu oOupanu 3aknaj, y SKOMy HapOJKyBaTu?
b. Uu mOMOBIISIIHCS BY MOMEPEIHBO 3 JiKapem?
3. Sk BM M1aHyBaJIM HAPOAXKYBATU: MPUPOJHBO UM LUISIXOM KECAPEBOTO PO3TUHY?

a. A K HapOJWJIU B pe3yJIbTaTi?
(Axkwo 3annanoseano i npogedeno Kecapie po3muH — nepexio 00 HACHynHoz0 0710Ky;
AKW0 NAAHYBAN0CA MA 6100Y10CA RPUPOOHUM WIIAXOM AD0 NIAHYEAI0CA NPUPOOHUM,

ane 3aKiHuu0ca Kecapesum — nepexio 0o oao0ky “Ilouamox nonozis”)

Janaanoeanuil Kecapie (nepeo onepauicio)
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SIxumMu OyM IPUYMHYU TIPU3HAYEHHS KeCapeBOro PO3THHY?
Onmepartist BinOyacs B TOH ACHB, HA AKUH 11 IPU3HAYIIHA?

a. Yomy?

(Axwio ni, nepexio oo 610ky “lIlouamok nonozie™)

Po3kaxiTe Tpo 11e# 1CHb.
a. SIx BM MOTpanuiIu 10 3aKiagy?
b. Sk Ou BU OLIHUJIM CTABICHHS 0 Bac MEPCOHAIY Ha I[bOMY eTari?
C. SIk OW BM OLIHWIM CBIA €MOLIMHUM Ta ICUXOJIOTIYHUM CTaH Ha LU
MOMEHT?

Sx6u BaM Tpeba OyJio onucaty el nepio] OJTHUM CIOBOM a00 pEYEHHSM, SIKE CJIOBO

Y1 peYeHHs BU O BUKOPUCTAIH?

8.

9.

10.
11.
12.
13.

SAxuil HapKO3 BaM 3aCTOCOBYBAJIH?

(Axkw0 noenuii, nepexio 00 HacmMynHoz2o 010Ky,

AKU0 micyesuil, nepexio 0o 6:10ky “lIlouamok nonozie™)

Janaanoeanuil Kecapie iz NOGHUM HAPKO30M (onepauis ma Heeo063i NIC/is

onepauii)

1o Ou BM MOTJIM PO3MOBICTH MPO TOU Yac, KOJIU BU JIUILIE TIPOKUHYIHUCS?
Sxumu Oynu Baiili MO4yTTS?

Yu Gynu 3 BaMu B 11l MOMEHT OJIM3bKi?

CK1IbKH TPUBAB KecapiB pO3TUH?

Axum Oyno cTaBjieHHsA JO Bac MEPCOHANy Micis Bamoro mnpoOymxeHHs? Yu

MiATpUMyBaB BiH Bac? Jlomomarap?
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AxOu Bam Tpeba Oyi0 onucaTH e nepiol OAHUM CIOBOM ab0 pEUEHHSIM, SIKE CIIOBO

Y peYeHHs BU O BUKOPUCTAIHU?

15.

16.
17.

18.
19.

SIx OM BM OLIIHWJIM CBiil EMOIIIMHNNA Ta IICUXOJIOTIYHNI CTaH HAa IEH MOMEHT?

THouamok nonozie (nezanianoeanuil Kecapie/npupoonii wiisix)

Po3kaxiTh Ipo MOYaTOK BallIMX MOJIOTIB. Sk yce po3noyanocs?
Sk BM MOTpanuiid JO0 CamMoro 3akiaamy?

a. Po3kaxiTh, Ik BaC MpUMHSIIH.

b. Sxum OyJo cTaBICHHS MEPCOHATY B MPUHMATBLHOMY BiIIICHHI?
Yu Oynu 3 BaMu B LIed yac Bail OJu3bKi?

Sk6u BaM Tpeba OyJo onucatu e nepioj] OJTHUM CJIOBOM a00 PEYEHHSIM, SIKE CJIOBO

YM peYeHHs BU O BUKOPUCTAIHU?

20.

21.
22.
23.

Sk OM BM OLIIHUJIM CBIM €MOIIIMHUN Ta IICUXOJIOTTYHUM CTaH Ha IIEH MOMEHT?

(AKuwo 3aKinuunNOCA Kecapesum po3muHoM i3 HOGHUM HAPKO30M, NOBEPHYMUCA 00

nonepeonb020 010Ky).

Bio nouamky 0o camux nonozie

Sx nosro TpuBanu nepeiMu? Po3kaxiTe mpo el nepiof vacy.
Sxum Oyno cTaBiIeHHS J0 Bac nepcoHany B 1ieit yac? Uu miarpuMyBaB BiH Bac?

Sx6u BaM Tpeba OyJo onucaty 1ei Iepioj] OJTHAM CJIOBOM a00 PEYEHHSM, SIKE CJIOBO

Y1 peyeHHs BU O BUKOPUCTAIHU?

TIlonozu/kecapie

A menep oasaiime no2o8opumMo came npo noao2u.
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24.  Po3kaxiThb y CBOIX CJIOBaX, K yCe€ BIOYBajIoCs.

25. Sxumm Oynu Bamri momepeaHi ysBiaeHHsS mnpo moioru? Illo Bu Big HHX
ouiKyBaju? SIKMM YHMHOM BaIll TOCBiJ BIIPI3HABCS BiJ BalllUX O4iKyBaHb?

26.  CKUIbKY TPUBAJIM Ballli MOJIOTH?

27. Yu Oynu mija yac moJjoriB mopyd Balli OJMU3bKI JHOAN?

28.  Slkum Oyro cTaBiIeHHS 0 Bac MepcoHaNy B el yac? Uu miaTpuMyBaB BiH Bac?

29. Sxum OyB Ball eMOIIIHHMI Ta IICUXOJOTTYHUI CTaH 1] 9ac MoJIoriB?

30.  SxOu Bac MOMPOCHIIM OMMCATH Ballli TOJIOTU OJHUM CJIOBOM ab0 PEUEHHSM, SIKUM OH
OyJ10 11€ CTI0BO a00 peyeHHs?

31. UYwm 3pilicHIOBaB MEIUYHHUMA TIEPCOHAN SKICh Jii, SKi BaM HE CIOA00AIMCS YU SKI
3MYCHUJIU Bac BIIUYTH JUCKOM@POPT (MCUXONOTTYHUHI, PI3UYHUN, EMOLIIITHUIN)?

32. UYwu 3miiicHIOBaB MEIMYHHM TIEPCOHA Oyab-sK1 MEIWYH1 J1i 6€3 BaIoi Ha Te 3roau?

Ilicna nonocie (6ci)

33.  PoskaxiTh, Oyap J1acka, mpo Te, mo OyJIo oJIpa3y Micis MOJIOTIB.
34. Slxum Oyno Baie nepeOyBaHHS B MOJIOTOBOMY OyIHUHKY? SIK JIOBTO BU MPOJICKATH B
HbOMY?

a. Ywm BiIamIroByBaJ BaC yMOBH?

b. flkum Oyno craBneHHs nepcoHany? Yum miaTpumyBaB BiH Bac?

TypOyBaBcs?

35. Sk Ou BU omucainu CBii eMOIIHUHN Ta MCUXOJIOTTYHHUI CTaH B MEP10/1 MiCIIs MOJIOT1B?
36. SIxOu Bam Tpeba Oys10 omucaTH 1ei mepio] OJJHUM CIIOBOM 200 PEUYCHHSIM, SIKE CIIOBO

Y1 peyeHHs BU O BUKOPUCTAIHU?

Hacnioku (eci)

37. Sk BU BBaXKaeTe, SIK 4aCTO TPAIIISIOTHCS CUTYaIlli, iK1 B1IOYIUCS 3 BaMu?
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38. Uwm 3HaeTe BU IpoO 1HII BUIIAJIKU, CXOXKI1 Ha Ball? PO3KaxiTh JeTalbHIIIIE.

39. Sk Bu BBaxkaeTe, UM BIUIMHYB Ha Bac Balll JOCBIJ 10JIOTiB? SK?

40. Ywm 3MmiHWIOCS Ballle CTAaBJICHHS 10 MEIUYHUX MPAI[iBHUKIB, 3aKJIay, B SKOMY BH
HAPOJ[KYBaIIH, TiCIIs TOJIOTiB? SIKUM YMHOM?

41. Ywm mmaHyeTe BHW 1€ OJHY BariTHICTh? Uu MOB'S3aHO I1e 3 BallUMHU OCTAHHIMH
rmoyjioramMu?

42. Ywm oOroBoproBajy BU 3 KHUMOCH CBOI IIOJIOTH Ta Te, IO i Yac HUX Tpamuiocs? Sk

pearyBaju JIIOJH, 3 SKUMH BU 11e¢ 00rOBOPIOBAIH?

Ilpuuunu (sci)

43. Sk nymaere, SKMM YMHOM MOYKHA OyJ0 OM YHUKHYTH TOTO, I1I0 TPAIIMJIOCS 3 BaMH, B
MaiOyTHbOMY?

44. Sk BU nymaerte, YoMy Tak BiaOynocs?

3akinuenns (eci)

45. Illo OM BM NOPEKOMEHIYBajid IHIIMM BariTHUM >KIHKaM, SIKI MarwTh CKOPO
HapOMKyBaTu?

46. o 6u Bu mopeKOMEHIyBaIM MEAUYHUM TpaIliBHUKAM, 3a]Ty4E€HUM J0 MOJIOT1B?

Ankema
V mene na apkywii HageO0eHO CNUCOK He2AMUBHUX CUMYAYIl, SAKI MOXCYMb MPANISAMUCS
3 JHCIHKAMU He3a00820 00 NOa02i8, Ni0 Yac Nojio2ié ma Hee0083i nicis Hux. (Bu edice 32adanu
0esiKi 3 HUX.) A npononyro npotmucs no KOMXCHOMY 3 NYHKMI8, Woou nepeceioyumucs, wo
MU HiY020 He nponycmunu. A Hazueamumy cumyayiro ti npocumumy 6dac 8i0N0sicmu, 4u

CMUKAIUcCA 6U 3 Her Ha 6JIACHOMY 00C6I0I. MOJ:‘C]ZM@O, 6U He crmuKaaucs 3 makoro cumyauie}o
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ocobucmo, npome 3Haeme nPo Maxi BUNAOKU 3 00CBIOY CBOIX 3HAUOMUX YU NOOPYe, A MOJice,
yyeme npo maxe enepuie.

Axwo Hazeana cumyayis mpaniianacs 3 6amu, A NONPowsy 6ac oyiHumu il
mpasmamudnicms ocobucmo 0 eéac Ha wkan 6i0 1 0o 10, de 1 — 306cim He
mpasmamuuno, a 10 — 0ysice mpagmamuyHo.

Axwo 6u 3axoueme npudinumu AKOMYCb 13 NYHKMIE Oinbwe yeacu abo

NPOKOMEHMY8aAmMu 1i020 — 3YNUHIMb MeHe, I MU 002080pUMO U020 OemdalbHiuLe.

(3anoenroemuca nicia ankemu Hudicue!)

ComiajgbHo-1eMorpadgiuna indpopmanis

Bneeﬂumum, wo s 6ce sanucajd npaeujlibHo.

1. Micro.
2. JlepxaBHUI/IpUBAaTHUI/BIOMA (SIKIIIO BAOMAa — KYJIW MOTPAIUIN aaii?).
3. KingbkicTh IiTeH/moIoriB.
4. BarinanbHi/Kecapis.
5. Bik.
Homep inmeps'to
2: TIepexuiIa 0CoOUCTo; TpaBmMaTU4HICTH
1: yyna Binx 3HaOMUX; (y pasi, IKIIO nmepexuiia
0: He mepexxuBalia cama 0Cco0uCTO)
Ta HE 4YyJia Bij 1 — 306cim ne mpasmamuuno
3HAHOMUX 10 — dyorce mpasmamuuno
Buxopucrtanss rpyooi,
P Py 123456789 10
HEHOPMATHUBHOI JIEKCHKH
Kpuk, nigBuIIeHHsS TOHY 123456789 10
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2: IepeXuia 0COOUCTO;
1: gyyna Big 3HaMlOMUX,
0: He mepexuBaa cama
Ta HE YyJa Bij
3HAUOMUX

TpaBMaTHUYHICTh
(y pasi, K110 nepexusia
0Cco0uCTO)

1 — 306cim ne mpaemamuuno
10 — oyorce mpasmamuuno

Henopeuni, HenmpucToiiHi
KOMEHTapi

1

2 34567389 10

BukopucTaHHs HeHaJIGKHUX
CJIiB MPH 3BEPTaHHI,
HEBUKOPHUCTAHHS IMEHI1

3acyKeHHS 123456789 10
ITorpo3u 123456789 10
3BUHYBAauYCHHS 1234567389 10
diznuHe HACHUIUIS 1234567389 10
Juckpuminanis (ripiie

ITIOBOJIKEHHS Y 3B'I3KY 3

MIEBHOIO 0O3HAKOIO YH 1234567389 10

HAJIEKHICTIO JI0 IIEBHOI
TPYIIN)

BunaBmroBaHHS TUTHHH,
THUCK HA KUBIT

BomicHi, HenpueMHi
BariHajbH1 ad0 1HIII
00CTeXEHHS

3nificHeHHs pouexypu 6e3
OTPUMAaHHS 3rOJ1 Ha HeT a00
0e3 normnepeKeHHS

3niiiCHeHHs IPOLEAYPH,
HE3BAYKAIOUU HA BUCIIOBIICHY
HE3roy, IpUMYC J10
npoueaypu

Bingmosa B HamadH1 a0
IPUMYCOBE BBEACHHS
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2: IepeXuia 0COOUCTO; TpaBMaTHUYHICTh
1: yyna BiJl 3HAOMHUX; (Y pasi, K10 nepexkunia
0: He mepexuBaia cama 0co0HCTO)
Ta HE YyJa Bij 1 — 306cim ne mpaemamuuno
3HAaHOMUX 10 — oyorce mpasmamuuno
3HEOOTIOBAILHUX
npernapariB

BiacyrHicTs iHGOpMOBaHOT
3roju (3roja He
3alUTyBaJIacs, HAJaHO1
1H(opmMmariii 6yno
HEJIOCTATHBO TS YXBaJICHHS
Mo1H(GOPMOBAHOTO PIlICHHS
a0o Ha 11e HE maBanocs
JIOCTaTHBO Yacy, 3roja
HIAMHACYBaIacs 3aIHIM
YHUCIIOM)

[Topymenns
KoH]iaeHIIIHHOCTI 2060 123456789 10

IPUBATHOCTI

HextyBanhs, Opak yBaru 3
OOKy MEIUYHOTO TIePCOHATY, 123456789 10
ITHOpYBaHHS

3HEIIHEeHHS JYMOK,
BIIUyTTIB

[ToBoKEHHS SIK 13
MPEeIMETOM, a HE JIIOJIMHOI0

BiacyTHICTh MOsICHEHD 1234567389 10

MogHuii 6ap'ep 1234567389 10

BiacyTHicTh miaTpUMKH 3
00Ky METUYHOTO TIEPCOHATY

MenyuuHui nepcoHal He
Ha3WBaB CBOE 1M'sl, TIEPIII HIXK 1234567389 10
[M0YaTyu MeINYHI
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2: IepeXuia 0COOUCTO;
1: gyyna Big 3HaMlOMUX,
0: He mepexuBaa cama
Ta HE YyJa Bij
3HAUOMUX

TpaBMaTHUYHICTh
(y pasi, K110 nepexusia
0CO0HCTO)
1 — 306cim ne mpaemamuuno
10 — oyorce mpasmamuuno

MaHIMyJIAIi1, 200 BXOASUA
710 TIPUMITIIEHHS

3a00opoHa MPUCYTHOCTI

OJIM3BKOI JTFOUHU T Jac 1234567389 10
TIOJIOT1B

3200poHa HApOLKyBaTH B 123456789 10
3py4Hil 1031

3a0opoHa 3aCTOCOBYBaTH

Oe3reyH1 MPaKTUKU 123456789 10
(HampUKIIa1, XOIUTH)

Hpoxosmosanms 1234567829 10
HaBKOJIOTUTITHOTO MiXypa

CTumyIIsIis OKCUTOIIMHOM 123456789 10
[Ticist mosyoriB TUTHHY

TpUMAaJIH OKpeMo 6e3 1234567389 10
00'€KTUBHUX HA T€ TPUIUH

CexcyalibHe HaCcCUIUIS 3 OOKY 123456789 10
MEIMYHOTO ITePCOHATY

Maninynsuii, yTbTUMaTyMu 123456789 10
Po3tun npomexxunn 123456789 10
Bbpexus 123456789 10
3BepTaHHs Ha “TH” 1234567389 10
[IpucyTHICTH CTOPOHHIX OCI0 1234567389 10




Appendix E. Reasons of Mistreatment During Childbirth

Patients are Not Clients

Free State Healthcare
Hospital Bed System

Healthcare System Overload Soviet Heritage

Low Wages of Medical Staff

Hard Work

Corruption

The Staff Adopts the Existing Culture

Ignorance of Staff
Education
Outdatedness of Staff's Knowledge

Unwillingness of the Staff to Learn
Something New

Mechanical Execution of the Protocol

Childbirth Routinization '

Bureaucratization

Medicalization of Childbirth

Statistics /

Personal and Professional

Factors

XMind

MpoGHbIA peXuM

Professional Deformation

Burning Out

The Mechanism of Self-Preservation

Reasons of

Mistreatment Patient Factors

Low Emotional Intelligence

It Depends on the Individual

Women Come Unprepared "Only Learned After Childbirth"

Low Expectations for Childbirth in Women

During Childbirth

Power Imbalance

A

Support of Objectification of Oneself

\\ Helplessness in Childbirth

Information Asymmetry

Impunity
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Appendix F. Displays of Mistreatment During Childbirth

XMind
The SEAFF 8 IMpo3sIbIE to Resch Tt pamim
Lack of Reseurcas and the Planning of the
HCF Lead to Physical Discomfort. Inattention tza Woman
Lack of Hot Wister Lack of Resources in the HCF

Burasusracy #t the Point of Admismlon to
Indifference £ a Woman's Comfart the HCF
Forced to Buy In the HCF Tha Need to Come WIth Yeur Own Goods

Lisss o8 IPbrest i Weatrien aFter CRBIRR

Lack of suppert
Viclation of Confidentiality

HCF Planining Facilitates Violstion of

The
Chilfbirtn

The Oy Person Wiao Cared
Nglect oF Priuaey by Stase

‘Too Mary sxatt Mambers During Dalvery

Blindly Fellcring the Protocal Without
Taking Inte Acaunt the Wishes of 3
Wrnen

Lack of Intaraction Batwaen Dactars of
ifferent Profiles

Passhve Agaression, Rudensss

Shouting, Raised Voice

General Manipulations
Episiotarmy or Suturing
il Medtiea] MANELIBHSNS WIthsut Infarrming
Lisa of Sesond-Parsan Informal Singular Lack of Communication Culture anclfor Cansent of the Womsn Rtesin
Francun Amnistomy
Violation of Personal Autonom;
Using Inappropiate Words ihike v | s s o Coereion Bacause There
Refsrring or Not Using Womanis Hame: — s No Chol o Did Not Resist
Knew Only the Dector Anoryrity of the Staff Rowghrsess In Handling the Baby
\_Rovgtwress In Hardling the Baby
y . Bainful, L h
lanoring Questions Restriction of Mability
Signing Consent Buring a Contraction Pushing
Post-Facturn Consent: Formality of Lack of Physlcal Vioknes Slapping
Blankes Consent/ Pressure on the Stomach Manual
Enering False Data into Medical Saueaaing o the Baky Ot
Cocumentstion or Concesling Sexusl Viclence Comparissn With Sexusl Vislence
Manipulations e
coere Discrimination cn the Crounds of Marriage
reien . —_—
Displays of Reliajous Diserimination
To Gondust &-Soction : f—
Mistreatment o sk Blscrimination
To Deny the Admittance to the Hospitsl Threats, Uitimatums . . .
During Childbirth
o Refuse Childbirth Management
\\_ Econamic Discrimination
Dead Baby Threat Intimidation —
\_ Discrimination on Other Grounds
Condemnstion of Home Birth .
Wecabulary to Dencte HEF
Reluctance to Take Resgonsibility for the
Consequences T to vocabulary that Shaws Hostility Towsrds Words to Denote the Expenence of
HEF childbirth
Blaming ™ the Weman
> - Vecabulary 1o Describe the Struggle
Funishment _/ Between the Staff and Women
The Need To Contral ths HCF Staft
Persanal Opinion, Knowlsdge Reques:s Perception of HCF as Hostile
Feslings Devaluation Institutions
Interferes in the Shildbinth Process
Bain Sensations
Barriers to Partnersd Childbirth Barriers to the Work of a Doula
Superstit
Treatec a5 an Object iperstitions.
T Y .
Talking 8bOUE & Worman In the Third | Sing'! Helping
Parsan In Her Presance \ Calrses st the HCF are Bissed
The Centrality of a Man _&\ °
and Charitable Contribution
©959 19 Be ActIve FAMICIRaNts
f The Need to Pay for Free Services
Scheduling Childbirth for Medical Staffs f - e m
Conseduences of SEMULation for Women Convenience Managing Ghildbirth Accovding % Medical Payment the HEF Demand is
oirth o for the Staffs Convenience /
Comfart of the Staft

Coemiption

Betar Quality of Sarvicas For Thaga Who
Bay
SkanvTo-5kin Contact

Met Medern
Medical Practices

Refusal to Provide Services if Gna Refuses
Exclushve Breastfeeding

Umbilical Cord Cutting

Paying to Be Laftin Peace Money far Carmying a Baby Gut

Paid Childbirth with & Certain Doctor
Non-Use of Equipment

Contractual Childbirth It 5 Comuption

Dioctor May Not Come or Be Tired
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Appendix G. Prevalence of Mistreatment During Childbirth

XMind
MpoBHbIA pexnm
The Mistreatment Is Very

Prevalence in the General
Prevalent

Healthcare System
"It Depends on One's Luck" Prevalence of Normalization of Mistreatment
Mistreatment
Women Who Are Told About Du ring Child bi rth Comparison With Other Countries
Mistreatment During Chilbdith i Comparison of State and Private Hospitals
Are Not Surprised Contrasting

Comparison of Large and Small Cities

Comparison With Past



Appendix H. Effects of Mistreatment During Childbirth

XMind

Refusal To Give Birth in the Same HCF [pO6HEINA pesxxuM

Refusal To Give Birth in the State HCF

Refusal to Have Children in the
Refusal To Give Birth in Ukraine

Future
Refusal of Institutional Childbirth
Total Refusal to Have Children in the
Total Refusal to Have Children in the Future After Hearing About Other Women
Future Being Mistreated
Partner's Psychological Trauma
Psychological Trauma in Women
Psychological Trauma Traumatic Triggers
Psychological Health / The Need for Professional Help and *
Effeclts Of Closing" of the Trauma
-
Mistreatment \ Depression
Du ri I‘Ig Ch 1 Id bl I‘th Health Effects Effect on Lactation
Stress
TN Stress During Pregnancy
Physical Health
Impact on the Child's Health
Change of Attitude Towards The Attitude Did Not Change (Got What
Medical Staff and the Deterioration of Attitucle Expected)

Healthcare SYStem Decreased Trust in Medical Workers

Refusal to Seek Help in the HCF
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Appendix I. Solutions to Mistreatment During Childbirth

XMind

MpoGHBIA peXxiM
Change Takes Time

Contractual Childbirth

Situational Solutions
Childbirth With A Close One
Partnered Childbirth
Childbirth With A Doula
Self-Education
Visit The Maternity Hospital Where One
Preparation for Childbirth Plans To Give Birth
Preparatory Courses
Solutions to Educati
ucation Educational Materials for Women
(]
M IStreatment Personnel Training
. . .
Du ri ng Chlld bl rth Education of Doctors Exchange of Experience
Reform of Medical Education
Control P Supervision
. Publicity

Changing the Principle of Maternity
Services Funding

Increase of the Salaries of Medical Workers
Maternity Care Reform
Psychological Support of Medical Staff

Alternative Forms of Childbirth

Change of Maternity Services Model

N Home Births
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