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Abstract

Background Respectful maternity care is a universal right for all reproductive women. The relationship

between women and maternity care providers is crucial throughout pregnancy, birth, and postpartum. Qualitative
studies suggest that care quality and interactions with healthcare professionals impact women more than medical
interventions. This study examines the effect of respectful maternity care on the perception of traumatic birth.

Methods The study was conducted with 540 mothers who had a healthy birth in a public hospital in southern
Turkiye between May and August 2024. The data collection process was carried out in two stages. In the first stage,
mothers who completed the 24-h postpartum period filled out the Personal Information Form and the Women'’s
Perception of Respectful Maternity Care Scale, and their contact information was obtained. In the second stage,
one week after birth, the Birth-Related Trauma Perception Scale was completed through phone interviews

with the mothers.

Results Mothers'perceptions of birth-related trauma and respectful maternal care were found to have significant
relationships with many sociodemographic and obstetric variables (p < 0.05). The participants'mean respectful
maternal care score and mean trauma perception score were 68.55 +9.30 and 120.80 + 14.53, respectively. In addi-
tion, a high level of negative correlation was found between birth trauma and respectful maternal care (r=-0.864; p <
0.001).

Conclusions The study revealed that women exhibited a high perception of psychological trauma and a moder-

ate perception of respectful maternity care. The findings indicate that sociodemographic and obstetric factors play

a significant role in shaping women'’s experiences of both respectful care and birth trauma. Notably, a strong negative
correlation was identified between respectful maternity care and the perception of birth trauma.
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Introduction
Care in obstetrics should respect women’s and maternal
rights in line with ethical principles and be scientifically
*Correspondence:

Stleyman Cemil Oglak based and woman-centered [1]. Respectful maternal care
profdrcemiloglak.obgynbmc@gmail.com (RMC) includes the right of any childbearing woman to
Departmant of Midwifery, Faculty of Health Science, University of Tarsus, universal care, whenever pos51ble, 1nclud1ng respect for

Mersin, Turkiye h ionitv. feeli hoi P
2 Department of Obstetrics and Gynecology, Health Sciences University, er autonomy, dignity, feelings, choices and preferences,

Gazi Yasargil Training and Research Hospital, Diyarbakir, Ttirkiye choice of attendant at birth, and cultural rituals [2]. RMC
during childbirth is a fundamental human right, and

©The Author(s) 2025. Open Access This article is licensed under a Creative Commons Attribution-NonCommercial-NoDerivatives 4.0
International License, which permits any non-commercial use, sharing, distribution and reproduction in any medium or format, as long
as you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence, and indicate if

you modified the licensed material. You do not have permission under this licence to share adapted material derived from this article or
parts of it. The images or other third party material in this article are included in the article’s Creative Commons licence, unless indicated
otherwise in a credit line to the material. If material is not included in the article’s Creative Commons licence and your intended use is not
permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To
view a copy of this licence, visit http://creativecommons.org/licenses/by-nc-nd/4.0/.


http://creativecommons.org/licenses/by-nc-nd/4.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s12884-025-07553-9&domain=pdf
http://orcid.org/0000-0002-6751-1206
http://orcid.org/0000-0001-7634-3008

Koc¢ and Oglak BMC Pregnancy and Childbirth (2025) 25:532

accordingly, the ethical, psychological, social, and cul-
tural dimensions of childbirth must be considered in this
process [1, 3]. The World Health Organization (WHO)
recommends a respectful approach to maternity care for
all women. While promoting safe, effective, and person-
alized care, this approach removes unnecessary health
outcomes and inappropriate or unnecessary medical
interventions [3—-5]. Childbirth is a transitional period in
a woman'’s life characterized by significant physiological
changes. As women will be sensitive and exposed, this
period is also marked with vulnerability. It was reported
that women in labor were exposed to varied degrees of
mistreatment and neglect worldwide, especially in devel-
oping countries and in countries with higher gender
inequality [6, 7]. Certain behaviors, including abuse and
neglect, can have adverse physical and emotional effects
on maternal health [8]. Nevertheless, many women are
unaware of the abuse or neglect they are subject to or per-
ceive it as a usual part of the birth process [9, 10]. This is
considered a violation of human rights. At the same time,
based on human rights principles, RMC aims to ensure
that every woman receives dignified, fair care without
coercion or discrimination, including preferences for
care during childbirth to promote positive experiences
[11]. WHO suggests via its recommendations on intra-
partum care for a positive birth experience that respect-
ful birth care is compatible with human rights-based
approaches to maternity care and can improve women’s
birth experiences and reduce health-related inequalities
[3]. WHO insists that"every woman has the right to the
highest attainable standard of health, including the right
to dignified and respectful health care"[2]. Nevertheless,
women’s experience of maternity care in healthcare facili-
ties, particularly in low- and middle-income countries, is
characterized by discrimination, inadequate psychosocial
support, and healthcare professionals with a condescend-
ing attitude toward women. A woman’s birth experience
can leave life-changing psychological marks. Previous
studies suggested that one-third of women described
their experience of giving birth as traumatic. The above
psychological distress during childbirth renders women
exposed to unfamiliar environments, care providers, and
environmental factors, including medical procedures
[12]. While respectful birth care ensures that women feel
safe and supported during the birth process, lack or inad-
equacy of this care can cause birth to be perceived as a
traumatic experience. Traumatic childbirth is character-
ized as an event during labor and delivery that poses a
real or perceived threat of severe injury or death to the
physical or emotional well-being of the mother or infant.
Women who have experienced a traumatic birth often
describe it as a moment of helplessness, loss of control,
intense fear, and distress [13]. Traumatic birth experience
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has been associated with postpartum mental health
problems, including depression and posttraumatic stress
disorder (PTSD) [13, 14]. Poor mental health during the
postpartum period can alter a woman’s sense of self and
disrupt family relationships. Challenges during the early
mother-infant attachment can have an adverse effect
on a child’s social, emotional, and intellectual develop-
ment [14]. Furthermore, traumatic birth experiences can
also have an adverse effect on women’s future decisions
about where, how, and with whom to give birth [15, 16].
Women, for example, may prefer to give birth at home
to avoid repeating a traumatic hospital experience [17].
Jackson et al. (2012) reported that the decision to give
birth at home (giving birth without a professional care
provider) might be influenced by a previous birth trauma
[18]. Therefore, the outcomes of traumatic birth expe-
riences can be serious and far-reaching for women and
their families. Previous qualitative studies, which inves-
tigated women’s traumatic birth experiences, identified
women’s interactions with health professionals as a more
important factor compared to the type of medical inter-
vention or delivery. For example, a perceived lack of con-
trol and involvement in decision-making may contribute
to women’s experience of trauma [19, 20]. Accordingly,
the birth care provided by healthcare professionals can
affect the health of the mother, baby, family, and soci-
ety in general. Therefore, it is necessary to investigate
and understand the effect of the mother’s perception of
received care during the birth process on the woman’s
perception of childbirth. This study aimed to investigate
the effect of RMC on the perception of traumatic birth.

Methods

Study design and setting

This study was designed as descriptive and cross-sec-
tional research. It was conducted in the delivery room
of a state hospital in southern Tiirkiye between May and
September 2024. A State Hospital is a healthcare insti-
tution that services individuals from all socio-economic
backgrounds. The hospital’s maternity ward operates
with a total of nine delivery rooms. The healthcare per-
sonnel in the maternity ward include 9 doctors and 23
midwives. During the data collection process, the num-
ber of pregnant women admitted to the maternity ward
was determined to be 875, with the study sample com-
prising approximately 62% of this total.

Participants

The study population consisted of mothers who applied
to the delivery room and gave birth to a healthy newborn.
The inclusion and exclusion criteria for participant selec-
tion were as follows:
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Mothers who met the following criteria were included
in the study

+ Minimum of a primary school education

+ Open to communication

+ Gave birth vaginally

+ Those who volunteered to participate in the study

Mothers who met any of the following criteria were excluded
from the study

+ Experienced complications during childbirth (e.g.,
severe postpartum hemorrhage, emergency inter-
ventions)

+ Gave birth via cesarean section

+ Had a stillbirth or neonatal complications requiring
intensive care

Mothers with the following criteria do not meet the eligibility
criteria of the study

+ Had a high-risk pregnancy (e.g., preeclampsia, ges-
tational diabetes with complications)

+ Had a diagnosed psychiatric disorder affecting per-
ception and communication

+ Were non-Turkish speakers and unable to commu-
nicate effectively

+ Declined to participate in the study

Sample size calculation

The study population consisted of mothers who applied
to the delivery room and gave birth to a healthy new-
born. To determine the minimum sample size required
for the study, we used the Epi Info StatCalc program,
which is widely utilized for epidemiological and statis-
tical calculations. The sample size was calculated based
on the following parameters: confidence level: 95%
margin of error (alpha level): 5%. Expected prevalence:
Since no prior study provided an exact prevalence rate
for our study population, we assumed the most con-
servative prevalence of 50% to ensure the largest pos-
sible sample size, which would maximize the statistical
power. Using these inputs, the minimum required sam-
ple size was determined to be 385 mothers. However, to
account for potential non-response, incomplete data, or
other unforeseen losses, we increased the sample size
by approximately 40% and aimed to recruit additional
participants. As a result, the study was completed with
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a total of 540 mothers, ensuring robust and reliable
findings.

Data collection

The study data was collected using the Personal Infor-
mation Form, the Women’s Perception of Respectful
Maternity Care (WP-RMC) Scale, and the Birth-Related
Psychological Trauma Perception Scale (BRPTPS). The
data collection process was conducted in two stages:

o The Personal Information Form and WP-RMC
Scale were completed, and contact information was
obtained from mothers who had completed the 24-h
postpartum period.

+ BRPTPS was completed via phone calls one week
after delivery.

Personal information form

The Personal Information Form was developed by the
authors and consisted of items intended to inquire
about descriptive characteristics of women (age, educa-
tion level, employment status, income status, gestational
week, number of pregnancies, number of births, number
of living children, and planned pregnancy status).

Women'’s Perception of Respectful Maternity Care (WP-RMC)
Scale

The WP-RMC questionnaire was developed by Ayoubi
et al. (2020) in Iran [21]. A reliability and validity study
for the Turkish language was conducted by Camlibel
et al. (2022). This questionnaire consists of 19 items and 3
subdomains and is scored between 1 and 5 points. Items
15, 16, 17, and 19 are reverse-scored. The minimum score
is 19, and the maximum score is 95. Higher scores indi-
cate a more positive perception of respectful maternal
care. The questionnaire includes the following subdo-
mains: the providing comfort subdomain; items 1-7, par-
ticipatory care subdomain; items 8—14, and mistreatment
subdomain; items 15-19. The Cronbach’s alpha coeffi-
cient of the scale is 0.96. The Cronbach’s alpha values of
the scale subdomains vary between 0.88 and 0.95 [22]. In
this study, the overall Cronbach’s alpha coefficient was
0.86. The Cronbach’s alpha values of the subdomains
were 0.82, 0.81, and 0.77, respectively.

Birth-Related Psychological Trauma Perception Scale
(BRPTPS)

BRPTPS was developed by Mucuk and Ozkan (2020)
to assess mothers’perceptions of psychological trauma
related to vaginal delivery and can be used as a valid
and reliable measurement tool across Turkey [23, 24].
This scale can be used from the first week to 1 year after
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birth. It was considered that this scale would allow iden-
tification of women who were sensitive to birth trauma,
evaluation of women in terms of trauma symptoms in the
process, and provision of required individualized mid-
wifery care in a more qualified manner. It was designed
as a 5-point Likert-type scale. The scale has one subdo-
main. There are 11 items (4, 5, 11, 13, 15, 17, 28, 29, 30,
31, and 36) that need to be reverse-scored in calculat-
ing the overall scale score. The overall scale scores range
between 39 and 195. The higher the score on the scale,
the higher the woman’s perception of trauma. The Cron-
bach’s alpha coefficient of the scale is 0.92. In this study,
the Cronbach’s alpha coefficient was 0.89.

Data analysis

In this cross-sectional study, the dependent variable is
the perception of traumatic birth (measured using the
Birth-Related Psychological Trauma Perception Scale).

The independent variables include: The perception of
respectful maternity care (measured using the Women’s
Perception of RMC Scale), age, education level, employ-
ment status, social security status, income level, duration
of marriage, number of births, number of children, and
prenatal care status are socio-demographic and obstetric
factors.

The Statistical Package for the Social Sciences (IBM
SPSS Statistics) version 25.0 was used to analyze study
data. Demographics and clinical characteristics of the
participants were expressed in frequency (percentage)
or mean tstandard deviation (SD). Number, percentage
calculation, and average (minimum, maximum) criteria
were used to evaluate the data. Skewness—Kurtosis values
were used to test the normal distribution hypothesis for
the study data. For the data that met the parameter con-
ditions, a t-test or one-way analysis of variance (ONE A
Way) test was used for two independent groups or more
than two independent groups, respectively. Since para-
metric conditions were met, the Pearson correlation was
calculated for correlation analysis. A p-value of <0.05
was considered statistically significant.

Ethical considerations

For the conduct of the study, ethics committee approval
(Decision No: 2024/36—04/22/2024) was obtained from
Tarsus University Ethics Committee, along with permis-
sion for data collection from the institution where the
research would be conducted. Additionally, the necessary
permissions were obtained from the relevant authors for
the scales used in the study. Participants were informed
about the purpose and methodology of the study, and
verbal and written informed consent was obtained
from those who agreed to participate. The study was
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conducted in accordance with the principles of the Dec-
laration of Helsinki.

Results

Five hundred and forty mothers who gave normal births
participated in the study It was determined that moth-
ers in the 18—24 age group had the highest all of women
perception of trauma with a score of 125.41 +13.64, while
those with a university-level or higher education had
the lowest perception of trauma with a score of 118.78
+13.13. Unemployed mothers perceived their childbirth
experiences as more traumatic, with a score of 121.61
+14.97. Additionally, the trauma perception score of 54
mothers who had been married for one year was found
to be higher (124.67 +13.06) compared to those with a
longer duration of marriage. It was also determined that
as the number of births and children increased, the per-
ceived level of birth trauma decreased. In addition to all
these findings, mothers who received prenatal care had
significantly lower psychological birth trauma percep-
tion scores compared to those who did not receive pre-
natal care. There was a significant relationship between
mothers’perceptions of trauma related to childbirth and
age, education, employment status, duration of marriage,
number of births, number of children, and receiving pre-
natal care (Table 1).

Among the participants, 82 mothers (> 35 age) had the
highest RMC perception score, with an average of 70.36
+8.85. Mothers with a primary school education had
the lowest RMC score, at 65.81 +8.59. Employed moth-
ers had a higher RMC score (70.09 +9.68). Additionally,
mothers with social security and those whose income
exceeded their expenses had higher RMC scores than
those without social security and those with a lower per-
ceived income (69.07 +9.24; 69.50 +8.74, respectively;
p< 0.05). Mothers who had been married for 10 years
or more had an average RMC score of 70.79 £8.52 (p<
0.001), while those who had given birth three or more
times and had three or more children had average RMC
scores of 70.56 +8.46 (p< 0.001) and 70.57 +8.41 (p<
0.001), respectively. In addition, mothers who received
prenatal care had a significantly higher average RMC
score than those who did not (69.65 +9.30 vs. 66.87
+9.08; p< 0.001). Moreover, there was a statistically sig-
nificant difference in mothers’perceptions of RMC based
on age, education, employment status, social security
status, income status, duration of marriage, number of
births, number of children, and prenatal care (Table 1).

The participants'mean perception of RMC score,
mean comfort provision score, mean participant care,
mean mistreatment score, and mean BRPTPS were
(68.55 +9.30), (23.87 +4.83), (22.65 +4.99), (22.03
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Table 1 Sociodemographic characteristics of participants and differences in variables (n= 540)

Variables Birth-Related Psychological Trauma Perception Respectful Maternity Care Perception Scale
Scale
N (%) X +Standard Test p X+SD Test p
Deviation (SD)

Age
18-24 144 (26.7) 12541 £13.64 F=8132% 0.007*** 66.19 £8.98 F=5574* < 0.007***
25-29 160 (29.6) 12031 £15.20 68.34 £9.63
30-34 154 (28.5) 120.04 +£13.99 69.67 £9.29
>35 82(15.2) 11738 £13.92 70.36 £8.85

Education
Primary school 111 (20.6) 12353 £15.58 F =3.849* 0.022%** 65.81 £8.59 F=6.803* 0.007***
High school 242 (44.8) 121.09 +14.88 68.81+943
University or above 187 (34.6) 11878 +£13.13 69.82 +9.25

Employment status
Employed 145 (26.9) 11859 £13.05 t=2.142%* 0.033%** 70.09 +9.68 t=—2345% 0.019%**
Unemployed 395 (73.1) 12161 £14.97 67.98 £9.11

Social security
Yes 445 (82.4) 12030 +13.86 t=—-1.709** 0.088 69.07 £9.24 1=2.872%* 0.004***
No 95(17.6) 123.11+£17.20 66.07 £9.27

Perception of income
Income below expenses 138 (25.6) 122.14 +18.57 F=1370* 0.255 66.78 £10.16 F=3478*% 0.032%**
Income equals to expenses 283 (524) 120.84 £13.11 69.00 +9.00
Income above expenses 119 (22.0) 11913 +12.17 69.50 +8.74

Duration of marriage (years)
1 year 54 (10.0) 124.67 £13.06 F=10.058* < 0.007*** 66.56 £9.46 F=6.269% < 0.007***
2-4 years 190 (35.2) 123.78 £14.19 66.82 £9.51
5-9 years 156 (28.9) 117.88 £15.99 69.33£9.21
>10 years 140 (25.9) 11764 +13.45 70.79 £8.52

Number of births
1 245 (45.4) 12390 £14.30 F=11.001* < 0.007*** 66.84 £9.64 F=8329% < 0.0071***
2 156 (28.9) 11892 £15.14 69.44 £9.06
>3 139 (25.7) 11743 £13.15 70.56 £8.46

Number of children
1 249 (46.1) 123.79 £14.69 F=10486* < 0.007*** 66.80 £9.63 F=8736* < 0.007***
2 161 (29.8) 118.84 +14.55 69.61+9.03
>3 130 (24.1) 11748 £13.09 70.57 £841

Prenatal care status
Received 326 (60.4) 118.75+13.18 t=—4.089** < 0.007*** 69.65 +9.30 1 =3427% < 0.007***
Not received 214 (39.6) 12390 £15.90 66.87 £9.08

" One-way Analysis of variance; **t-test; ***p < 0.05

+1.18), and (120.80 + 14.53), respectively. The detailed  Discussion

descriptive results are given in Table 2.

There was a very strong negative correlation between
participants RMC scores and BRPTPS. Furthermore,
BRPTPS had a very strong negative correlation with
the variables of providing comfort and participant care
(Table 3).

RMC is not considered a luxury but a human right with
the potential to improve maternal and infant health out-
comes worldwide [25]. In its 2015 declaration,"The pre-
vention and elimination of disrespect and abuse during
facility-based childbirth,"the WHO warned that many
women were treated with disrespect and aggression
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Table 2 Mean and standard deviation values of variables
Variables Minimum Maximum Mean Percentiles

25 50 75
Perception of Respectful maternity care/Women'’s Per- 41.00 86.00 68.55 +9.30 63.00 68.00 76.00
ception of Respectful Maternity Care
Providing Comfort 11.00 35.00 23.87 +4.83 21.00 23.00 28.00
Participatory Care 11.00 34.00 22.65 +4.99 19.00 23.00 26.00
Mistreatment/Mistreatment 19.00 25.00 2203 +£1.18 21.00 22.00 23.00
Birth-Related Psychological Trauma Perception Scale 69.00 169.00 120.80 +14.53 111.00 121.00 131.00

Table 3 Pearson’s correlations (p-values) between variables (n=
540)

Birth-Related
Psychological
Trauma Perception

Variables

Scale

r p
Perception of Respectful Maternity Care/Wom- —0.864° <0.001
en’s Perception of Respectful Maternity Care
Providing Comfort -0817°  <0.001
Participatory Care —.805° <0.001
Mistreatment/Mistreatment —0.065 0.130

2 Correlation was significant at the 0.01 level (2-tailed)

during birth care [2, 26]. WHO promotes RMC so that
women can have a positive experience. In this new
context, certain terms, including obstetric violence,
mistreatment, and disrespect, emerged and acquired vis-
ibility. WHO links these terms to maternity care [27]. It is
important to consider the connection between respective
maternal care and postpartum trauma because, during
traumatic births, the caregivers can cause the develop-
ment of PTSD in mothers during the postpartum period
(i.e., they could be convinced that they or the baby were
in danger of serious injury or death). Events in which
people feel that their dignity has been violated and expe-
rience intense fear, helplessness, loss of control, and/or
terror can cause postpartum PTSD [25]. The main aim
of this study was to investigate the effect of RMC on the
perception of traumatic birth in Turkish mothers.
Previous studies reported that sociodemographic and
obstetric reasons generally had inconsistent effects on
birth trauma [28-33]. The fact that trauma is a multifac-
torial concept might have counted for the above results.
It was found that the participant mothers’perceived
trauma decreased as their age increased and their level
of education increased. A systematic review suggested
that women’s age and educational status affected the
perception of childbirth [34]. A study by Aktas (2018)

reported that there was a negative correlation between
age and birth trauma and that trauma decreased as
age increased [35]. Similarly, Grekin and O’Hara
(2014) reported that postpartum PTSD decreased with
increased age [32]. The results of the present study are
consistent with those of previous studies. Similar to the
results of the present study, Aksoy Derya et al. (2024)
and Kog¢ and Ozkan (2022) suggested that the percep-
tion of traumatic birth decreased as the level of educa-
tion increased [36, 37]. Doner and Ugtu (2024) reported
that the perception of traumatic birth was higher in
participants who held a university degree and above
[38]. On the other hand, a study by Isik and Demir-
g6z Bal (2022), which investigated the effect of spousal
support on the level of posttraumatic stress symptoms
during the postpartum period, reported that there
was no significant difference in the level of education
[39]. In a study by Cankaya and Ocaktan (2022), there
was no significant difference between women’s educa-
tion level and perception of traumatic birth [40]. These
contradictory results in comparing the level of educa-
tion and the mother’s postpartum psychology might be
due to the use of different measurement tools and the
mothers’personality traits.

In the present study, the level of perceived trauma of
unemployed mothers was higher, consistent with the
previous studies. Similar to studies by Ko¢ and Ozkan
(2022) and Sahin and Bing6l (2021), there was a sig-
nificant difference in perception of traumatic birth by
employment status [37, 41]. A study by Celik (2018)
reported that employed mothers had lower mean PTSD
scores [42]. In light of the results of the present study,
with the increase in the financial power and educa-
tion level of women, their ability to meet the needs of
themselves and their babies increased; in other words,
mother’s economic status may positively affect their
psychological well-being and help them with better
coping with postpartum stressors.

There was a significant relationship in the
participants’perceptions of trauma by the duration
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of marriage, number of births, number of children,
and prenatal care. A study by Kog¢ and Ozkan (2022)
reported that perceived trauma was lower in par-
ticipants with a marriage duration of >10 years, with
>3 births and children, and who received prenatal
care [37]. Doner and Ucgtu (2024) suggested that birth
trauma scores of multiparous women were lower, while
there was no relationship between prenatal care and
trauma perception [38]. Aktas (2018) reported that per-
ceived birth trauma in women decreased as the num-
ber of children and duration of marriage increased [35].
This might have led the mothers in question to per-
ceive the birth as less traumatizing, as their ability to
cope with and manage stress might have improved with
experience.

Respectful maternal care focuses on improving inter-
personal interactions between women and health practi-
tioners across the perinatal process. Respectful maternal
care promotes a sensitive and supportive care environ-
ment to ensure that women feel safe and respected dur-
ing childbirth, with a focus on preventing disrespectful
and abusive behavior inflicted by health practitioners
and related staff [43]. In their qualitative study, Muhayi-
mana et al. (2025) emphasized that RMC increased
mothers’birth satisfaction and that the positive attitudes
of health professionals and effective communication dur-
ing birth were perceived very positively by women [44].

A study by Patel et al. (2024) reported that age (espe-
cially younger age) was the most important determi-
nant of the mistreatment of women in childbirth [45].
Similarly, Yismaw et al. (2022) reported that women aged
15-19 were 75% less likely to receive RMC than partici-
pants aged 20 years [46]. Yadav et al. (2022) reported that
women aged >19 years had a better perception regard-
ing RMC [47]. Consistent with the previous studies, the
perception of respectful care decreased with decreased
age in the present study. This could suggest that older
women report better respectful maternal care associated
with their maturity and higher awareness about respect-
ful maternal care. Contrary to the research finding, Kaur
et al. (2025) found in their study in India that age was
not an effective factor in receiving respectful maternal
care [48]. As a result of the present study, women with
lower socioeconomic status (indicated by low educa-
tion level, employment status, social security status, and
lower income perception level) had significantly lower
perceptions of RMC than other groups. Present studies
suggested that healthcare professionals were consistently
biased against women with lower socioeconomic back-
grounds [43, 49-51]. Contrary to the research finding,
Mahuyimana et al. (2024) revealed that working in a job
that generates income does not affect the perception of
respectful maternal care. This different finding may be
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because respectful maternal care is affected by many fac-
tors such as culture, environment and the measurement
tool used for evaluation [52]. There was a significant
relationship between the number of births, number of
children, prenatal care status, and receiving RMC in the
participant mothers [53]. Siraj et al. (2019) reported that
the number of births was significantly correlated with
the perception of disrespectful care and abuse at birth.
In a different study, Fares et al. (2023) suggested that
mothers’satisfaction with childbirth was influenced by
parity, a result consistent with the perception of respect-
ful care [54]. In the same study, primiparous mothers had
lower levels of satisfaction. In the present study, primi-
parous mothers had a lower perception of RMC. These
results may suggest that multiparous women could better
adapt to the challenges of childbirth due to more expe-
rience, which might have increased the satisfaction rate.
On the other hand, primiparous mothers’lower percep-
tions of respectful care may be attributed to the fact that
they had a longer labor period and experienced a com-
plex and more stressful birth. Unlike the above result,
Yadav et al. (2022) did not report a significant relation-
ship between the number of children and prenatal care
and RMC [47]. The results, which are consistent with and
contradictory to the results of the present study, may be
due to the use of different questionnaires and scales in
the collection of study data and the individual and cul-
tural traits of women.

In the study, there was a high level of negative corre-
lation between the perception of RMC and the percep-
tion of trauma in childbirth. This result indicates that
as women receive respectful and supportive care during
childbirth, their perception of birth trauma significantly
decreases. It is thought that RMC has a preventive or
mitigating effect on birth trauma. The impact of respect-
ful maternity care in preventing birth trauma can be
explained through several key mechanisms. Firstly,
informing women about the childbirth process and
actively involving them in decision-making can enhance
their sense of control, thereby reducing their perception
of trauma. Additionally, the physical and emotional sup-
port provided in midwifery care can help women feel less
alone, positively influencing their birth experience. Fur-
thermore, it is believed that women who do not experi-
ence verbal, physical, or psychological violence during
childbirth perceive it as a more positive experience. Pre-
vious studies suggested that disrespectful and abusive
care was associated with postpartum trauma symptoms
[55-59]. The results reported by previous studies are
consistent with that of the present study. Women’s inti-
macy with healthcare professionals during childbirth can
empower and comfort them, or otherwise, when they
are treated with disrespect, undesired encounters with
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healthcare providers during childbirth can leave long-
lasting damage and induce emotional trauma. RMC care
is considered an important component of safe moth-
erhood; further, it is a critical and explicit welfare and
human rights issue, which includes respect for maternal
independence, self-esteem, emotional state, and prefer-
ences [60].

In addition to the strengths of this study, there are also
some limitations. The study was conducted only in a state
hospital in southern Turkey, which may limit the general-
izability of the findings to other geographical regions or
private healthcare institutions. Turkey is a country with
significant cultural diversity, and different cultural con-
texts and healthcare systems may affect the applicabil-
ity of these findings. The cross-sectional design may be
insufficient to examine the long-term effects of respectful
maternity care and the variable impacts on birth trauma.
Therefore, future studies should encompass different
regions of Turkey, include long-term follow-up stud-
ies, and consider various sociodemographic variables.
Another limitation of the study is that the effect of epi-
siotomy, which is almost routinely applied in the hospital
where the study was conducted, especially in women who
are giving birth for the first time, was not examined. It is
recommended that more comprehensive studies be con-
ducted in future studies that evaluate the effect of inter-
ventions during birth.

This study aimed to examine the impact of respect-
ful RMC on the perception of traumatic birth among
Turkish mothers. The findings suggest a significant rela-
tionship between sociodemographic and obstetric vari-
ables and both the perception of traumatic birth and
RMC. Specifically, there was a high negative correlation
between RMC and the perception of birth trauma, sup-
porting the idea that respectful care can mitigate feelings
of trauma during childbirth.

The multiplicity of analyses and the diverse range of
variables examined highlight the complexity of trauma
perception. The mixed findings from previous research
regarding the impact of age, education, and employment
on birth trauma align with the multifactorial nature of
trauma, as evidenced by the results of this study. Simi-
lar studies have reported varying outcomes, such as the
effects of maternal age and parity on trauma perception,
which suggests that additional factors, such as cultural
context and individual personality traits, may play a role.

Furthermore, while this study found that RMC signifi-
cantly reduces birth trauma perception, similar studies
have indicated that lack of respectful care and experi-
ences of mistreatment during childbirth are linked to
postpartum trauma and stress disorders [55-62]. The
present findings are consistent with this body of evidence,
underscoring the importance of RMC in improving
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maternal psychological outcomes and preventing birth-
related trauma.

In conclusion, despite promising results, they should be
interpreted cautiously due to the study’s limitations. Fur-
ther research is needed across different regions and with
long-term follow-up to better understand the enduring
effects of RMC on birth trauma. Nonetheless, these find-
ings emphasize the importance of promoting respectful
care during childbirth as a critical factor in improving
maternal health outcomes and reducing traumatic birth
experiences.

Conclusion

The study found that women had a high level of psy-
chological trauma perception and a moderate level of
respectful maternal care perception. The findings sug-
gest that various socio-demographic and obstetric fac-
tors influence women’s experiences of respectful care and
birth trauma. More importantly, a strong negative corre-
lation was found between RMC and perception of birth
trauma. The adverse effect of disrespect and abuse during
childbirth is a significant barrier to increasing the use of
skilled care and improving maternal health outcomes, as
identified in Millennium Development Goal 5 [4]. Based
on these results:

« Healthcare professionals should be trained in
respectful maternity care and trauma-informed care
practices.

+ Women’s individual needs, preferences, and rights
should be considered during childbirth, and they
should be actively involved in decision-making pro-
cesses.

« Policies and protocols that promote respectful care
practices should be developed in hospitals, and child-
birth environments should be made more women-
friendly.

+ Secure feedback systems should be established to
allow women to evaluate their birth experiences and
express their concerns.

+ Women should be provided with comprehensive
information about the birth process during preg-
nancy, along with psychological support services.

« Women should be allowed to have a companion of
their choice during childbirth to provide emotional
support.

+ Regulations should be implemented to prevent ver-
bal, physical, or psychological violence during child-
birth, and respect for women’s privacy in birth set-
tings should be ensured.

+ Public awareness should be raised through media
and social media to promote respectful maternity
care and inform women about their birth rights.
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+ DPsychological support and counseling services should
be offered to women who experience traumatic birth.

« The birth process should be allowed to progress as
naturally as possible, and unnecessary medical inter-
ventions should be avoided.
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