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Introduction 

Background: Obstetric mistreatment (OM) is a pervasive 

issue affecting women globally, regardless of the healthcare 

system's resource level. Mistreatment during childbirth, in-

cluding physical violence, verbal abuse, neglect, and coerced 

medical procedures, remains a serious violation of women’s 

rights. Such practices not only compromise women’s dignity 

but also lead to significant physical and psychological harm 

(1,2). The World Health Organization (WHO) has recognized 

the need for systemic changes to address obstetric violence 

and improve the quality of maternal care (3). Despite ad-

vancements in healthcare access and technology, obstetric 

mistreatment continues to undermine the rights of women, 

emphasizing the need for cultural and institutional reforms 

within healthcare settings. The introduction of policies and 

standards, such as the WHO’s Mother-Baby Friendly 

Initiatives, aims to shift the healthcare system toward more re-

spectful, patient-centered care that prioritizes women’s dig-

nity and autonomy during childbirth (4-6). 
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OBJECTIVE: This study evaluated the impact of Mother-Baby Friendly Facility (MBFBF) accreditation 
on midwifery staff's perceptions of obstetric mistreatment. The hypothesis tested was that MBFBF-as-
sociated training and policy changes would improve awareness and decrease tolerance for mistreat-
ment practices during childbirth. 

STUDY DESIGN: This single-center observational pre-post study was conducted in the obstetrics and 
gynecology unit of a tertiary hospital. Data were collected before and after MBFBF accreditation, which 
was granted in November 2024. The study included 122 midwifery staff members with at least one year 
of clinical experience before accreditation. Perception of obstetric mistreatment was assessed using the 
Turkish version of the Perception of Obstetric Violence in Students Questionnaire (PercOV-S Q). 

RESULTS: Significant improvements were observed in the perception of mistreatment, with overall 
PercOV-S Q scores increasing from 95.50 (87.00–107.00) pre-intervention to 110.50 (83.50–129.00) 

post-intervention (p=0.027). The key areas of improvement included informed consent (Q1: p<0.001), 

privacy (Q2: p<0.001), and respectful communication (Q3: p=0.017). Subgroup analysis revealed sta-

tistically significant differences in five selected questions (p<0.001), whereas other areas exhibited 

trends toward improvement. 

CONCLUSIONS: The MBFBF accreditation process and associated training significantly enhanced mid-
wifery staff's awareness of obstetric mistreatment, aligning their practices with international guidelines. 
These findings underscore the importance of structured education and institutional reform in fostering 
respectful, patient-centered care. Expanding MBFBF accreditation programs globally could help reduce 
obstetric mistreatment and improve maternal health outcomes. 
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FIGO’s Mother-Baby Friendly Facility (MBFBF) Model: 

The International Federation of Gynecology and Obstetrics 

Mother-Baby Friendly Facility (MBFBF) initiative provides a 

transformative approach to maternal care by embedding 

human rights and respectful care practices into institutional 

protocols (5,6). Rather than focusing solely on the behavior of 

individual healthcare providers, MBFBF addresses the 

broader institutional culture and the practices that perpetuate 

mistreatment. The model promotes key principles such as pri-

vacy, informed consent, and patient autonomy, which help 

counteract the normalization of mistreatment during child-

birth. In addition, MBFBF emphasizes the importance of con-

tinuous education for healthcare providers, ensuring they are 

not only skilled in clinical care but also equipped to practice 

ethically and empathetically. Through comprehensive train-

ing, the MBFBF model aims to create a supportive and re-

spectful environment in which all women can experience dig-

nified care during childbirth. 

The Role of Education in Shaping Healthcare Practices: 

Achieving progress in obstetric care necessitates a fundamen-

tal shift in how healthcare providers perceive and address mis-

treatment. This transformation hinges on education, both the-

oretical and practical, that enables clinicians to identify and 

challenge ingrained behaviors that may contribute to obstetric 

violence. Educational programs within the MBFBF frame-

work emphasize the importance of respectful communication, 

shared decision-making, and evidence-based practices that 

prioritize patient autonomy and well-being (3). These initia-

tives are designed to raise awareness of the harmful effects of 

disrespectful care and equip healthcare providers with the nec-

essary skills to foster a supportive and empowering environ-

ment for women during childbirth. Research indicates that ed-

ucational programs play a critical role in reshaping attitudes 

and improving clinical practices by addressing the root causes 

of obstetric mistreatment. The Perception of Obstetric 

Violence in Students Questionnaire (PercOV-S Q), initially 

designed and validated by Mena-Tudela et al. in English and 

Spanish, was later validated in Turkish by Yeniocak et al. This 

validated tool is now used in the MBFBF adaptation process 

at our institution to assess and enhance healthcare providers’ 

understanding of obstetric mistreatment (4,7). 

The findings of this study have the potential to inform fu-

ture policy and training programs in maternal care. 

Documenting the impact of MBFBF accreditation on health-

care providers’ perceptions of obstetric mistreatment will pro-

vide evidence of the effectiveness of this framework in pro-

moting respectful, patient-centered care. The results could 

also guide the implementation of similar accreditation pro-

grams in other healthcare settings and contribute to the global 

effort to reduce obstetric mistreatment. This research high-

lights the critical role of continuous education and institu-

tional support in fostering an environment where women’s 

rights and dignity are respected throughout the childbirth pro-

cess. Ultimately, the study will contribute to the ongoing con-

versation on how to create a more respectful and supportive 

environment for women worldwide during childbirth. 

Research Gap and Study Objectives: While existing re-

search has established the prevalence of obstetric mistreat-

ment, a significant gap remains in understanding how specific 

interventions, such as MBFBF accreditation and its associated 

educational programs, affect healthcare providers regarding 

mistreatment. The present study seeks to fill this gap by ex-

amining changes in the midwifery staff's perceptions of ob-

stetric mistreatment before and after MBFBF accreditation at 

our institution. We hypothesize that the implementation of 

MBFBF policies and training will lead to increased awareness 

and reduced tolerance for practices that contribute to mistreat-

ment. By assessing shifts in healthcare providers’ perceptions, 

this study aims to offer valuable insights into how structured 

frameworks like MBFBF can influence attitudes and practices 

in maternal care. 

Material and Method 

This study employed a single-center observational pre-post 

design to evaluate the impact of Mother-Baby Friendly Facility 

(MBFBF) accreditation on midwifery staff's perceptions of ob-

stetric mistreatment. Data collection occurred in two phases: 

prior to MBFBF accreditation and immediately following its 

implementation. This design allowed for a direct comparison 

of perceptions before and after the accreditation process. 

Setting / Ethics Approval and Consent to Participate: This 

study was conducted following approval from the hospital’s 

ethics committee on October 23, 2024 (Ethics number: 

2024.196), by the principles of the Declaration of Helsinki.  

The unit received MBFBF accreditation in November 2024, 

following the introduction of institutional policies and educa-

tional programs aligned with the MBFBF framework. 

Electronic informed consent was obtained from all participants 

before they were allowed to complete the survey, which was 

administered via hospital email. 

Participants: The study population consisted of midwifery 

staff employed in the obstetrics and gynecology unit during 

the study period. Eligible participants were those actively in-

volved in labor and delivery care, with at least six months of 

clinical experience before MBFBF accreditation and the asso-

ciated training programs (pre-intervention) (n=122), as well as 

after the hospital received MBFBF accreditation, following 

the implementation of training and policy changes (post-inter-

vention) (n=122). Pre-intervention data collection was con-

ducted one year before the MBFBF accreditation program, 

while post-intervention data collection occurred one week 

after the accreditation. Exclusion criteria included individuals 

who declined to participate or were unavailable during either 

data collection phase. A detailed time chart for utilization is 

shown in Figure 1. 
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Variables: The primary variable of interest was the per-

ception of obstetric mistreatment, measured using the Turkish 

version of PercOV-S Q. Secondary variables included demo-

graphic characteristics (years of clinical experience, educa-

tional background, gravidity, and parity history) and partici-

pation in MBFBF training sessions. 

Data sources/measurement: The Turkish version of the 

PercOV-S Q, validated by Yeniocak et al., was utilized to eval-

uate perceptions of obstetric mistreatment. This questionnaire 

consists of 33 items rated on a 5-point Likert scale, where 

higher scores indicate a greater perception of mistreatment. 

Participants completed the questionnaire at two points: before 

MBFBF accreditation and the associated training programs 

(pre-intervention) and after the hospital received MBFBF ac-

creditation, following the implementation of training and pol-

icy changes (post-intervention). While the original PercOV-S 

Q was designed and validated by a diverse group of experts in 

health and gender, including a medical graduate, a nurse, a 

lawyer, and a mother with prior experience with obstetric mis-

treatment, and the study was conducted with nursing, mid-

wifery, and medical students, the Turkish version of the 

PercOV-S Q was validated with obstetrics and gynecology res-

idents, as coworkers of midwifery staff in the labor ward, who 

were considered suitable for this purpose, as further pilot test-

ing was not considered necessary. 

Bias: Data collection was conducted in a blinded manner 

regarding participants' identities to minimize social desirabil-

ity bias. Furthermore, all participants were invited to complete 

the questionnaire in a private environment to encourage hon-

est responses. The survey was distributed via hospital email 

accounts and completed electronically by participants in their 

preferred environment, ensuring privacy. To maintain confi-

dentiality, the survey was completed during participants' time, 

after work hours, and without any interaction with colleagues 

and supervisors. 

Study size: A sample size calculation was not performed 

due to the study's observational nature. Instead, all eligible 

midwifery staff present during the data collection periods 

were invited to participate. 

A post-hoc power analysis was performed based on the 

total questionnaire score, using a sample size of 122 partici-

pants, an effect size of 0.278, and an alpha level of 0.05. The 

analysis confirmed that the study achieved 84% statistical 

power, indicating a strong likelihood of detecting a significant 

effect in the total questionnaire score 

Statistical analysis 
Descriptive statistics were used to summarize the demo-

graphic and clinical characteristics of the participants. 

Frequencies and percentages were calculated for categorical 

variables, and cumulative percentages were provided in each 

category. The distribution of the data was assessed with the 

Kolmogorov-Smirnov test. 

To compare two independent groups, the Mann-Whitney 

U test was applied for data that did not follow a normal distri-

bution. The Kruskal-Wallis test was used to compare three or 

more groups with non-normally distributed data. The 

Wilcoxon signed-rank test was applied to compare two de-

pendent groups with non-normally distributed data. Data were 

presented as median (25th-75th percentiles) for variables with a 
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non-normal distribution. All statistical analyses were con-

ducted using the Statistical Package for Social Sciences 

(SPSS) version 27, with a significance level set at p<0.05. 

Results 

Participant Characteristics: A total of 122 midwifery staff 

participated in the study. The majority of participants (42.6%) 

had over five years of clinical experience, followed by 21.3% 

with four years, and 13.1% with three years. Only 18.9% of 

participants reported a personal history of pregnancy, and 

13.9% had experienced childbirth themselves (Table I).  

Changes in Perception of Obstetric Mistreatment: The re-

sults of the Turkish-validated PercOV-S questionnaire (Table 

II) revealed significant differences in several items before and 

after the MBFBF intervention. Notable improvements were 

observed in Q1 (1.00 [1.00–1.00] vs. 2.00 [1.00–3.00], 

p<0.001), Q2 (1.00 [1.00–2.00] vs. 2.50 [1.00–4.00], 

p<0.001), Q3 (3.00 [2.00–3.25] vs. 3.00 [2.00–4.00], 

p=0.017), Q4 (2.00 [1.00–3.00] vs. 3.00 [1.00–5.00], 

p<0.001), and Q5 (2.00 [1.00–3.00] vs. 3.00 [1.00–4.00], 

p=0.002). Significant changes were also noted in Q6 

(p=0.004), Q10 (p=0.048), Q14 (p=0.001), Q15 (p<0.001), 

Q22 (p=0.003), Q23 (p=0.039), Q26 (p=0.001), Q27 

(p<0.001), Q28 (p=0.046), Q29 (p=0.007), and Q31 

(p=0.005). 

The total PercOV-S Q score increased significantly from 

95.50 (87.00–107.00) before the intervention to 110.50 

(83.50–129.00), p=0.027. In contrast, no significant differ-

ences were observed in Q7, Q8, Q9, Q12, Q16, Q17, Q18, 

Q19, Q20, Q24, Q25, Q30, Q32, and Q33 (p>0.05).  

A subgroup analysis of specific questions (1, 3, 5, 25, 26), 

showed highly significant improvement (p<0.001). In contrast, 

the other 28 questions showed a trend toward improvement but 

did not reach statistical significance (p=0.112). The overall 

mean score for the questionnaire increased significantly 

(p=0.027), further emphasizing the effectiveness of MBFBF-

associated training and policy implementation (Table III). 

The effects of the MBFBF intervention are summarized in 

Table III. For the selected questions (1, 3, 5, 25, 26), the me-

dian score significantly increased from 2.20 (1.80–2.80) to 

3.00 (2.20–3.60) (p<0.001 for the comparison). For the re-

maining 28 questions, the median score increased from 3.03 

(2.71–3.39) to 3.46 (2.44–3.96), but this change was not sta-

tistically significant (p=0.112). The total 33 questions mean 

score, encompassing all questions, showed a statistically sig-

nificant improvement, increasing from 2.89 (2.63-3.24) to 

3.34 (2.53-3.90) (p=0.027). 

After row-level analysis, column-wise differences were 

also evaluated. 

• Before MBFBF Column 

Scores for the selected questions (1, 3, 5, 25, 26) mean 

scores were significantly different from both the "Other 28 

questions mean scores" group and the "Total 33 questions 

mean scores" group (p<0.001). However, there was no sig-

nificant difference between the "Other 28 ques-tions" and 

"Total 33 questions mean score" groups (p=0.528). 

• After MBFBF Column 

Scores for the selected questions (1, 3, 5, 25, 26) remained 

significantly different from the "Other 28 questions" group 

(p=0.013). However, no significant difference was observed 

be-tween the "Selected questions" and the "Total 33 questions 

mean scores" group (p=0.063). Similarly, there was no sig-

nificant difference between the "Other 28 questions mean 

scores" and "Total 33 questions mean scores" groups 

(p>0.999). 

Category Response Frequency Percent (%) Cumulative Percent (%) 
Years of experience 1 16 13.1 13.1 

2 12 9.8 23.0 

3 16 13.1 36.1 

4 26 21.3 57.4 

≥5 52 42.6 100.0 

Pregnancy history No 99 81.1 81.1 

Yes 23 18.9 100.0 

Birth history No 105 86.1 86.1 

Yes 17 13.9 100.0 

Total  122 100.0 100.0 

Table I: Summary of midwifery experience, pregnancy history, and birth history of participants

Notes: The percentages for each category are based on the total number of participants (n=122). Cumulative percent represents the cumulative 
total of the percentage values across the categories within each variable. 
n: Number of participants, %: Percentage 
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Discussion 

Overview of Findings: The study revealed significant im-

provements in midwifery staff’s perceptions of obstetric mis-

treatment following the implementation of the Mother-Baby 

Friendly Facility (MBFBF) accreditation and associated train-

ing programs. The overall increase in awareness, reflected in 

higher scores on the PercOV-S Q, underscores the critical role 

of structured educational and institutional reforms in address-

ing obstetric violence. This discussion will contextualize the 

findings within broader guidelines and initiatives, including 

those of the World Health Organization (WHO) and the 

American College of Obstetricians and Gynecologists 

(ACOG) while highlighting the MBFBF’s specific contribu-

tions (3,8). 

Table II: Turkish Validated PercOV‐S Questionnaire Before and After the MBFBF Intervention 

Question Before MBFBF After MBFBF p­value 

Q1 1.00 (1.00­1.00) 2.00 (1.00­3.00) *p<0.001 
Q2 1.00 (1.00­2.00) 2.50 (1.00­4.00) *p<0.001 
Q3 3.00 (2.00­3.25) 3.00 (2.00­4.00) *p=0.017 
Q4 2.00 (1.00­3.00) 3.00 (1.00­5.00) *p<0.001 
Q5 2.00 (1.00­3.00) 3.00 (1.00­4.00) *p=0.002 
Q6 2.00 (1.00­3.25) 3.00 (1.00­5.00) *p=0.004 
Q7 4.00 (3.00­5.00) 4.00 (1.00­5.00) *p=0.570 
Q8 3.00 (2.00­5.00) 4.00 (2.00­5.00) *p=0.440 
Q9 1.00 (1.00­3.00) 2.00 (1.00­4.00) *p=0.072 
Q10 2.00 (1.00­3.00) 3.00 (2.00­3.00) *p=0.048 
Q11 5.00 (3.00­5.00) 5.00 (1.00­5.00) *p=0.442 
Q12 2.00 (2.00­5.00) 4.00 (1.00­5.00) *p=0.285 
Q13 4.00 (3.00­5.00) 5.00 (1.75­5.00) *p=0.497 
Q14 5.00 (4.00­5.00) 5.00 (1.00­5.00) *p=0.001 
Q15 3.00 (1.00­4.00) 4.00 (2.75­5.00) *p<0.001 
Q16 2.00 (1.00­3.00) 3.00 (1.00­3.00) *p=0.125 
Q17 3.00 (2.00­4.00) 4.00 (1.00­5.00) *p=0.401 
Q18 3.00 (2.00­4.00) 4.00 (1.00­5.00) *p=0.212 
Q19 3.00 (2.00­4.00) 3.00 (3.00­5.00) *p=0.086 
Q20 5.00 (3.00­5.00) 4.50 (1.00­5.00) *p=0.100 
Q21 4.00 (2.00­5.00) 4.00 (2.00­5.00) *p=0.598 
Q22 4.00 (3.00­5.00) 4.00 (2.00­5.00) *p=0.003 
Q23 4.00 (3.00­5.00) 5.00 (1.00­5.00) *p=0.039 
Q24 3.00 (2.00­4.00) 4.00 (2.00­5.00) *p=0.265 
Q25 3.00 (2.00­4.00) 3.00 (2.00­4.00) *p=0.434 
Q26 2.00 (1.00­3.00) 3.00 (1.00­4.00) *p=0.001 
Q27 1.00 (1.00­2.00) 3.00 (1.00­4.00) *p<0.001 
Q28 3.00 (1.00­3.25) 3.00 (2.00­4.00) *p=0.046 
Q29 4.00 (3.00­5.00) 4.00 (1.00­5.00) *p=0.007 
Q30 4.00 (3.00­5.00) 4.00 (1.00­5.00) *p=0.150 
Q31 1.00 (1.00­3.00) 1.00 (1.00­5.00) *p=0.005 
Q32 3.00 (1.75­3.00) 3.00 (1.00­3.00) *p=0.417 
Q33 3.00 (2.00­4.00) 3.00 (1.75­5.00) *p=0.908 
Total Score 95.50 (87.00­107.00) 110.50 (83.50­129.00) *p=0.027 

Notes: Data with non-normal distribution are presented as median (25th–75th percentiles). Bold text indicates statistically significant results, p<0.05. 
*Wilcoxon test was used. 
MBFBF: Mother and Baby Friendly Birth Facility, PercOV-S: Perception of Obstetric Violence in Students 

Table III: Mean Questionnaire Scores for Subgroup Analysis (Questions Aligning with ACOG Recommendations: 1, 3, 5, 25, 26), Remaining 
Questions, and Summarizing Total Survey Mean Scores Before and After MBFBF Intervention 

Question Before MBFBF After MBFBF p­value 

Questions 1­3­5­25­26 mean scores 2.20a (1.80­2.80) 3.00a (2.20­3.60) 1p<0.001 
Other 28 Questions mean scores 3.03b (2.71­3.39) 3.46b (2.44­3.96) 1p=0.112 
Total 33 Questions mean scores 2.89b (2.63­3.24) 3.34a,b (2.53­3.90) 1p=0.027 
p­value 2p<0.001 2p=0.010  

Notes: Data with non-normal distribution are presented as median (25th–75th percentiles). Bold text indicates statistically significant results, p<0.05.  
Each subscript letter denotes a subset of “Question” categories whose column proportions do not differ significantly from each other at the 0,05 level.  
¹Wilcoxon test was used. ²Kruskal-Wallis test was used. 
MBFBF: Mother and Baby Friendly Birth Facility
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Distinction Between Mistreatment and Violence in 

Obstetric Care: While the term “obstetric violence” has gained 

traction in legislative and academic discussions, it may inad-

vertently imply intentional harm by healthcare providers, 

which could oversimplify the issue (4,9-13). As noted by 

D'Gregorio et al., “violence” typically refers to deliberate acts 

of harm, whereas “mistreatment” is a broader term encom-

passing a range of abusive and harmful behaviors, including 

non-consensual procedures, verbal abuse, and neglect. In the 

context of obstetric care, mistreatment often stems from sys-

temic issues, inadequate training, or cultural practices rather 

than intentional violence (9). For this reason, we proposed 

using the term “obstetric mistreatment” in our previous study, 

as it more accurately reflects the spectrum of disrespectful or 

abusive behaviors that can occur during childbirth (7). This 

distinction is crucial for guiding interventions aimed at educa-

tion and systemic reforms, as it shifts the focus from attribut-

ing blame to individual providers to addressing the broader 

structural issues that contribute to suboptimal care. By fram-

ing the issue as “mistreatment,” we align with the WHO's em-

phasis on respectful maternity care while acknowledging the 

complex factors that contribute to these harmful practices (3). 

Obstetric Mistreatment and the Role of Guidelines 

WHO Framework for Respectful Maternity Care 

The World Health Organization’s framework for respect-

ful maternity care emphasizes the principles of dignity, equity, 

and human rights. The WHO underscores that mistreatment 

during childbirth, such as verbal abuse, physical harm, non-

consensual care, and neglect, violates these principles and can 

have long-term psychological and physical consequences for 

women and families. The WHO has advocated for systemic 

changes that integrate respectful maternity care into all levels 

of healthcare delivery, emphasizing the importance of educa-

tion and accountability mechanisms (3). 

In this study, the MBFBF accreditation directly aligned 

with the WHO's guidelines by embedding human rights-fo-

cused principles into practice. Participants' improved scores in 

questions addressing privacy, informed consent, and patient 

autonomy reflect an alignment with these international stan-

dards, demonstrating the potential of MBFBF programs to op-

erationalize the WHO’s vision. 

ACOG’s Recommendations for Reducing Obstetric 

Mistreatment: The American College of Obstetricians and 

Gynecologists (ACOG) provides additional guidance, recom-

mending the integration of evidence-based practices with a 

focus on individualization of clinical implementations, shared 

decision-making, informed consent, and cultural competence. 

ACOG identifies clinician education as a cornerstone for re-

ducing obstetric mistreatment and promoting equitable mater-

nal care. Furthermore, ACOG stresses the importance of team-

work and communication in fostering a culture of respect 

within maternity care settings (14,15). 

The MBFBF model incorporates these recommendations 

by emphasizing continuous staff education, team-based care, 

and communication skills training. This study’s findings cor-

roborate ACOG’s stance, as the structured training sessions 

during MBFBF accreditation significantly enhanced mid-

wives' perceptions of respectful care practices (6,8). 

A subgroup analysis of specific questions (1, 3, 5, 25, 26), 

which at first glance align with ACOG's recommendations in 

the First Stage of Labor Management Guideline, was con-

ducted. These recommendations include: 'ACOG recommends 

amniotomy for patients undergoing augmentation or induction 

of labor to reduce the duration of labor (strong recommenda-

tion, high-quality evidence),' 'ACOG recommends either low-

dose or high-dose oxytocin strategies as reasonable approaches 

to the active management of labor to reduce operative deliver-

ies (strong recommendation, high-quality evidence),' and 

'ACOG recommends that cesarean delivery be performed in 

patients with active phase arrest of labor (strong recommenda-

tion, low-quality evidence)' (14). The analysis included items 

that, at first glance, may appear to overlap negatively. 

The MBFBF Initiative: A Comprehensive Framework: 

The MBFBF model goes beyond simply modifying individual 

behaviors; it focuses on transforming institutional culture, 

policies, and practices. Its key principles include ensuring pri-

vacy during childbirth, obtaining informed consent for all pro-

cedures, promoting shared decision-making, reducing unnec-

essary interventions, and fostering a supportive environment 

for breastfeeding and skin-to-skin contact (8). 

In this study, the significant improvement in perceptions 

regarding informed consent and respectful communication 

suggests that the MBFBF training successfully translated 

these principles into practice. Notably, the program’s inclu-

sion of both theoretical education and practical workshops al-

lowed participants to critically examine ingrained behaviors 

and adopt evidence-based, ethical practices. 

The findings also support the effectiveness of MBFBF’s 

multidisciplinary approach, which fosters collaboration among 

healthcare providers. This aligns with evidence indicating that 

institutional reforms and interprofessional teamwork are essen-

tial for sustainable changes in healthcare delivery (4). 

Implications for Global and Local Healthcare Systems 

Bridging Gaps in Education and Practice 

The study highlights education as a transformative tool for 

reshaping attitudes and practices. Despite the universal recog-

nition of obstetric mistreatment as a significant issue, gaps in 

education and training persist, particularly in resource-limited 

settings. The PercOV-S Q scores showed the most improve-

ment in areas related to informed consent and privacy, sug-

gesting that these domains may be especially susceptible to 

enhancement through targeted education. 
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The findings suggest that the MBFBF framework could be 

a model for integrating respectful care principles into clinical 

practice across diverse settings. By leveraging educational 

tools like the PercOV-S Q, institutions can systematically as-

sess and address gaps in knowledge and attitudes among 

healthcare providers (4,8). 

Aligning with Global Health Goals: The WHO’s 

Sustainable Development Goals (SDGs), particularly Goal 3 

(Good Health and Well-being) and Goal 5 (Gender Equality), 

emphasize the need for equitable and dignified maternal 

healthcare. The MBFBF model supports these goals by em-

bedding respectful care practices into institutional policies, 

thus contributing to improved maternal health outcomes and 

gender equity. The findings from this study reinforce the im-

portance of integrating frameworks like MBFBF into national 

healthcare policies to achieve these global objectives (3). 

Addressing Cultural and Institutional Barriers: While the 

improvements observed in this study are promising, some cul-

tural and institutional barriers to respectful maternity care per-

sist. For instance, while significant changes were seen in key 

questions related to dignity and respect, other areas showed 

less pronounced improvement. This suggests that additional 

measures, such as continuous education, policy reinforcement, 

and community engagement, may be necessary to address 

deeply ingrained practices and attitudes. 

Strengths and Limitations: A key strength of this study is 

the use of the validated PercOV-S Q questionnaire, which pro-

vides a reliable measure of perceptions related to obstetric 

mistreatment. The pre-post design further enhances the study 

by enabling a direct evaluation of changes following MBFBF 

accreditation. 

However, the single-center design and relatively small 

sample size of midwifery healthcare providers limit the gener-

alizability of the findings. To address this, future research 

should include multicenter studies with larger and more di-

verse samples of healthcare professionals to validate these re-

sults and evaluate the long-term impact of MBFBF initiatives. 

This study relied solely on self-reported data to assess per-

ceptions of mistreatment, which may introduce bias. Future 

research could incorporate additional methods, such as patient 

feedback, direct observational assessments, and qualitative in-

terviews, to provide a more comprehensive and multidimen-

sional understanding of the issue. 

External factors, including changes in hospital policies, 

workloads, and institutional dynamics, may have influenced 

the outcomes. Controlling for these variables in future studies 

will help improve the robustness and validity of the conclu-

sions. 

Finally, the findings underscore the importance of imple-

menting structured MBFBF training programs across various 

healthcare settings. Expanding the use of this validated survey 

tool to include other healthcare professionals, such as medical 

students, residents, and midwives, can enhance its applicabil-

ity and promote a globally supportive and respectful clinical 

environment. 

Conclusion 

The implementation of MBFBF accreditation significantly 

improved midwifery staff's perceptions of obstetric mistreat-

ment, particularly in areas related to informed consent, pri-

vacy, and respectful communication. These findings align 

with WHO and ACOG guidelines, emphasizing the role of 

structured education and institutional reforms in promoting re-

spectful, patient-centered individualized care. By integrating 

the MBFBF model into maternity care settings, healthcare in-

stitutions can take meaningful steps toward reducing obstetric 

mistreatment and advancing global health goals. 

Sustained efforts to expand MBFBF accreditation, coupled 

with ongoing education and cultural change initiatives, are es-

sential for fostering environments where every woman re-

ceives dignified, respectful care during childbirth. 
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