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ABSTRACT  

Objective: to know the scientific production about obstetric violence. Method: integrative review of articles 
published from 2007 to 2016, sought in MEDLINE, Lilacs and the Scielo electronic library. The articles were 
selected through search with the descriptors: Childbirth, Normal childbirth, Humanized childbirth, Cesarean 
section, Pregnancy, Tocology, Labor and Violence, using the Boolean operators AND and OR as a tool to cross 
them. Results: twenty-nine articles were considered relevant and categorized in three types of violence, 
considering the similarity of content: institutional violence, moral/psychological/verbal violence, and physical 
violence. Conclusion: this review allowed us to understand that obstetric violence is present in different 
areas of care, confirming that the actions are still insufficient for its eradication. Descriptors: Women's 
Health; Childbirth; Natural Childbirth; Cesarean section; Tocology; Violence.  

RESUMO  

Objetivo: conhecer a produção científica acerca da violência obstétrica. Método: revisão integrativa, no 
período de 2007 a 2016, nas bases de dados MEDLINE, Lilacs e na biblioteca eletrônica Scielo. Os artigos foram 
selecionados por meio da busca com os descritores: Parto, Parto normal, Parto humanizado, Cesárea, 

Gravidez, Tocologia, Trabalho de parto e Violência, sendo utilizado os operadores booleanos AND e OR como 
ferramenta para o cruzamento destes. Resultados: foram considerados relevantes à temática deste estudo 29 
artigos, categorizados em três tipos de violência considerando a similaridade de conteúdos, a saber: violência 
institucional, violência moral/ psicológica/ verbal e violência física. Conclusão: esta revisão permitiu 
perceber que a violência obstétrica se faz presente em diferentes âmbitos de cuidado, confirmando que as 
ações ainda são insuficientes para sua erradicação. Descritores: Saúde da Mulher; Parto; Parto Normal; 
Cesárea; Tocologia; Violência.  

RESUMEN  

Objetivo: conocer la producción científica acerca de la violencia obstétrica. Método: revisión integradora, en 
el período de 2007 a 2016, en las bases de datos MEDLINE, Lilacs y en la biblioteca eletrónica Scielo. Los 
artículos fueron seleccionados por medio de la búsqueda con los descriptores: Parto, Parto normal, Parto 
humanizado, Cesárea, Embarazo, Tocología, Trabajo de parto y Violencia, siendo utilizado los operadores 
booleanos AND y OR como herramienta para el cruzamiento de estos. Resultados: fueron considerados 

relevantes a la temática de este estudio 29 artículos, categorizados en tres tipos de violencia considerando la 
similitud de contenidos, a saber: violencia institucional, violencia moral/psicológica/verbal y violencia física. 
Conclusión: esta revisión permitió percibir que la violencia obstétrica se hace presente en diferentes ámbitos 
de cuidado, confirmando que las acciones aún son insuficientes para su erradicación. Descriptores: Salud de 
la Mujer; Parto; Parto Normal; Cesárea; Tocología; Violencia.                                                                                                     
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The medicalization of childbirth over the 

decades has become increasingly present in 

the female body and is mistakenly justified as 

necessary for a healthy delivery and reduction 

of the parturient’s suffering.1 In this context, 

the physiological event of giving birth and 

being born is understood as pathological, 

privileging the depersonalization and 

medicalization of the process with great 

damages to the support, stimulation and 

affection to women during the pregnant-

puerperal cycle.2 

In the perspective of humanization, it is 

believed that natural childbirth needs to be 

rescued and the high number of surgical 

deliveries decreased. Interventionist 

approaches need to be questioned and 

providers of health care of women from 

gestation to delivery need to be encouraged 

to reflect on their actions. Humanization of 

childbirth in Brazil has been proposed by the 

government not to revoke the technologies 

already achieved, but to avoid transforming a 

natural event into a medicalized or surgical 

phenomenon. It also aims to be a strategy for 

reducing maternal morbidity and mortality.3 

In view of the exposed, studies on the 

subject of obstetric violence are sorely 

needed in order to qualify care strategies in 

the process of parturition with the less 

possible unnecessary interventions. 

In this perspective, the present study is 

justified by the need to know the reality of 

obstetric violence in the world context in 

benefit of the empowerment of women to 

transform the current reality. 

Based on the above, the following guiding 

question was prepared for this study: What is 

the scientific production produced in the 

multinational scope addressing the theme 

obstetric violence in the period from 2007 

to 2016? 

 

 To know the scientific production about 

obstetric violence. 

 

This is an integrative review study, what 
consists in a synopsis of several published 
studies that provide general considerations on 
a given area of study.4 

The integrative review involved the 
following steps: 1) establishment of the 
hypothesis and objectives; 2) establishment of 
criteria for inclusion and exclusion of articles 
(sample selection); 3) definition of the 
information to be extracted from the selected 

articles; 4) analysis of results; 5) discussion 
and presentation of results; and 6) 
presentation of the review.4 It is noteworthy 
that the whole process was permeated by the 
collective discussion and peer validation of 
the steps followed. 

After the definition of the theme, the 
descriptors were chosen, namely, Parturition 
(parto), natural childbirth (parto normal), 
humanizing delivery (parto humanizado), 
cesarean section (Cesárea), pregnancy 
(Gravidez), midwifery (Tocologia), labor 
(Trabalho de parto, obstetricia), and Violence 
(violência), previously consulted in the Decs 
(Descriptors in Science and Health) and Mesh 
(Medical Subject Headings), using the Boolean 
operators AND and OR to cross them. 

The search was performed on the Latin 
American and Caribbean Health Sciences 
Literature database (LILACS), Scientific 
Electronic Library Online (SciELO) and 
MEDLINE (Medical Literature Analysis and 
Retrieval System on-line). 

The selection criterion was: manuscripts 
published in the English, Portuguese and 
Spanish that addressing obstetric violence and 
published in the last ten years. 

The selection of the sample was performed 

by means of quick reading of the titles and 

abstracts, followed by reading the articles in 

full length. 

 

In the MEDLINE database, 103,878 

publications were found with the descriptor 

Parturition; 2,833 with the descriptor Natural 

Childbirth; 36 with Humanizing delivery; 

54,518 with Cesarean section; 867,174 with 

Pregnancy; 41,370 with Midwifery; 70,475 

with Labor; and 95,687 with Violence. After 

crossing the descriptors, 5,011 publications 

were found, among which 12 addressed the 

theme selected in this study; the others 

covered aspects that did not meet the 

inclusion criteria. 

In the LILACS database 12,153 publications 

were found with the descriptor Parturition; 

348 with Natural Childbirth; 299 with 

Humanizing delivery; 3,074 with Cesarean 

section; 25,592 with Pregnancy; 116 with 

Midwifery; 724 with Labor; and 8,527 with 

Violence. After crossing the descriptors, 388 

publications were found, among which 15 

addressed the theme selected in this study; 

the others covered aspects that did not meet 

the inclusion criteria. 

In SciELO, 2,863 publications were found 

with the descriptor Parturition; 91 with 

Natural Childbirth; 87 with Humanizing 

delivery; 370 with Cesarean section; 2,036 

with Pregnancy; 16 with Midwifery; 71 with 

Labor; and 2,824 with Violence. After crossing 

the descriptors, 109 publications were found, 

INTRODUCTION 

OBJECTIVE 

RESULTS AND DISCUSSION 

MÉTHOD 
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among which 2 addressed the theme selected 

in this study; the others covered aspects that 

did not meet the inclusion criteria. 

At the end of the article selection, 29 

articles were considered relevant to the 

theme of this study. 

The expression "obstetric violence" was 

created by the current president of the 

Society of Obstetrics and Gynecology of 

Venezuela, Dr. Rogelio Pérez D'Gregorio. From 

then on, this expression has characterized the 

struggle of the movements of eradication of 

violence and penalties of violent attitudes and 

practices in the dynamics of parturition. The 

term was created in 2010 and was published 

in the International Journal of Gynecology and 

Obstetrics, when it was typified.5 

   To better organize the results of this 

review, we chose to divide the studies into 

three types of violence: institutional violence, 

moral/psychological/verbal violence, and 

physical violence. 

 Institutional violence 

Institutional violence is that practiced in 

public spaces, whether caused by action or 

omission of service providers. This violence 

ranges from poor quality of service to lack of 

access to it. It includes "abuses committed 

due to unequal power relations between users 

and professionals within institutions, even as 

the result of a narrower notion of intentional 

physical harm". 6 

A study carried out in Brazil in 2014, in the 

city of São Paulo, showed the experience of 

five obstetrician nurses in their actions and 

observations during their professional career 

in various workplaces, such as Basic Health 

Units, public and private hospitals and social 

health organizations. The nurses had 

graduated 05 to 36 years ago and reported 

having experienced acts practiced by 

obstetricians and nurses performing physical 

exams that did not offer privacy for the 

women, exposing them to other patients and 

to companions. Moreover, they did not allow 

the presence of the women’s companions in 

the moment of labor and delivery. Obstetric 

nurses are also responsible, according to the 

study, for exposing names and diagnoses of 

patients on panels in the corridors of health 

services.7 

In a study carried out in Rio de Janeiro, 

obstetric violence was indicated by the 

pilgrimage of women to obtain care in a 

specialized service. In some cases, pregnant 

women had to look for more than two public 

institutions in order to receive care.8 

Although established and regulated by Law 

nº11,634 of December 27, 2007,9 the 

transportation of pregnant woman to another 

public health facility should be assumed by 

units linked to the SUS (Unified Health 

System), and this displacement should occur 

safely and without cost to the patient. But 

this is not the predominant reality, turning 

what should be the beginning of a waiting 

period of months, i.e. the gestation, into a 

moment to be feared due to uncertainties, 

anguishes and risks. 

Results similar to those already mentioned 

were found in a study carried out in Brazil, 

which demonstrated the pilgrimage of women 

in different maternities in search for quality 

care. The study demonstrated that when 

pregnant women finally receive assistance, 

they may face a lack of adequate structure, 

scarce or precarious human and physical 

resources, and may become a victim of 

institutional rules such as the prohibition of 

companions in the childbirth room or men in 

the room before childbirth. The latter 

prohibition is justified by lack of physical 

space, and the fact that the presence of men 

would take away the privacy of other 

pregnant women. There is therefore a lack of 

conditions for private care.10 

Lack of privacy is also present in the study 

of several primiparous women, who reported 

the same situation. They revealed that they 

felt embarrassment during childbirth because 

there were many people in a room, most of 

them students coming and going all the time. 

Some have said it was a horrible experience, 

feeling bad with such a lack of privacy and 

respect.11 

Many educator professionals view as normal 

an exaggerated number of students during 

childbirth and ensure that such experience is 

necessary for the students' learning. However, 

it is understood that the dehumanization 

perpetuated by those who should be the role 

models for academics brings some 

discouragement, because the lesson passed in 

the above report shows physicians as holders 

of knowledge and the technical skill, being 

left to them the right to decide what is 

correct and necessary. 

In the United Kingdom in 2009, a study that 

sought to explore the experience and personal 

meanings attributed to a traumatic birth 

reported the experience of women who had 

their companions prevented from sharing 

important moments for them.12 

The same result was found in a study 

carried out in 2012, in Brazil, in a PhD thesis 

in which the main subject was the experience 

of unwanted cesarean sections. The study 

pointed out that although backed by law, the 

presence of companions is still denied, as 
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identified in different moments of the 

delivery process through the speeches of the 

puerperae.13 

WHO recommends that all pregnant women 

should have a companion of their choice 

throughout the pregnant-puerperal cycle. The 

presence of a companion is protected in Brazil 

by Law No.11,108 of April 7, 2005.14 When 

Brazilian professionals disrespect a 

constitutional right, they are committing a 

crime, and any kind of justification in 

unacceptable. 

It is well known that the continuous 

support of someone chosen by the women 

reduces labor time and makes them feel more 

confident and protected. Despite of it, many 

health care facilities still close eyes to 

scientific evidence, prevent companions from 

experiencing this event, and deprive women 

from the safety derived by the presence of a 

person of their own choice. 

Another study points to structural problems 

in hospital facilities in Brazil, in 2015. The 

article shows that when walking through a 

public hospital, women see precarious 

conditions, such as the absence of water on a 

ward where the hospital places women who 

just had their babies. Dirt in the bathrooms 

was also mentioned; more than ten women 

shared the bathroom with another section. 

The dirt in the floor included mud and insects. 

The study also points to the pilgrimage of 

women to have access to obstetric beds and 

the lack of privacy suffered by women.15 

The importance of personal hygiene during 

the postpartum period is well known. The 

exposure of women to invasive procedures 

predisposes them to possible puerperal 

infections. However, this is not what the 

findings of this review revealed, since in the 

revised studies it was possible to verify the 

lack of sanitation in health institutions, spaces 

that should give the example of care for 

health. 

Lack of privacy suffered by women is again 

pointed out. One of the limitations is the 

prohibition of companions during childbirth, 

since hospitals do not have private rooms. The 

pilgrimage also occurred with many women 

due to the nurses' refusal to admit them to 

the hospital. One of the women was 

recommended to go home at night without 

being examined, and she lived more than 10 

kilometers away from the hospital.16 

Claiming that physical conditions are a 

reason to mistreatment sounds like an excuse 

because the violence goes far beyond that. No 

woman can be verbally disrespected, 

humiliated, constrained, deceived, be led to 

accept procedures in result of lies told by 

professionals, or be exposed, discriminated, 

cut, squeezed, invaded, subjugated, 

abandoned, threatened, and deprived of their 

right of having a companion of her choice. All 

these actions are a familiar to all women in 

maternity wards worldwide. These things 

transcend physical barriers. Not perpetuating 

violence, as well as not favoring 

indiscriminate interventionism, is something 

that health professionals vow. 

 Moral, psychological and verbal 

violence 

 Moral violence is associated with the 

attitudes of professionals rather than with the 

rules of the institution, physical space, 

instruments and materials. According to Law 

11.340/2006, in the article 7, moral violence 

is defined as "an action intended to slander, 

defame or injure the honor or reputation of 

women".10 

Psychological violence is perceived "[...] 

when an individual is subjected to exposure of 

his body during care, being deprived of his 

privacy and disrespected in his cultural and 

religious values".17 

In turn, verbal violence is directly linked to 

comments made by people with the intention 

of slandering and demeaning a woman, 

besides depriving her of recognizing her 

situation during the puerperal pregnancy 

period.10 This type of violence is related to 

moral and psychological violence. 

In an article written in Brazil, the authors 

Regis and Resende (2015) performed a critical 

discursive analysis of a letter written to an 

obstetrician after four years of a birth that 

left many scars. In the letter, after being 

informed that she would need a cesarean, the 

woman asks if there is other way for having a 

natural birth, but the only thing the physician 

says is no, and sends her to the hospital. As 

she writes the letter, the woman begins to 

question the physician's attitudes and reports 

that she found it dishonest on the part of the 

obstetrician not to inform that she preferred 

to have a cesarean section, not making an 

effort to fulfill the patient's wishes and 

accused the physician of not being honest in 

telling what happened after her childbirth.18 

It is understood that the women's 

participation in the decision-making process 

of their parturition process is extremely 

relevant in order for the delivery to be 

humanized and physiological. The share of 

women in the decision-making process is 

closely linked to their knowledge of the event 

of childbirth, as well as their empowerment to 

claim their rights, what would make them 
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able to even understand the reasons for a 

possible cesarean. However, many 

professionals still opt for omitting this 

information, arousing negative feelings in the 

women's experience of parturition. 

Discrimination was a form of violence also 

found in a North American survey in 2015 that 

analyzed cases of mistreatment of 

parturients. This theme was recurrent in 13 

studies from 10 countries of all geographic 

regions and different income levels, in which 

women were discriminated due to their 

ethnicity, race or religion.19 

Discrimination based on socioeconomic 

status was found in 12 studies from 13 

countries, but predominantly from sub-

Saharan Africa. Women who experienced this 

type of discrimination reported that they have 

embittered their humiliation because of their 

poverty, their inability to read or write or 

because they do not live in rich areas, and 

suffered with negligence of health 

professionals.19 

In turn, discrimination due to the age 

appeared in 7 studies from 5 countries and 

was experienced mainly by unmarried 

adolescents or older women who had had 

many children. These women were ridiculed 

and criticized. In South Africa, adolescents 

were so traumatized by the mistreatment that 

they claimed to have been advised to give 

birth to their children at home in future 

pregnancies. Depersonalization was also 

reported in 5 studies in which women 

reported having been deprived of their dignity 

during childbirth due to objectification of 

their bodies by health professionals and 

students. 

The research also includes 31 studies 

showing that verbal abuse by health 

professionals is present in high, middle and 

low income countries. During childbirth, using 

rude and rough words was a commonly 

reported event. In addition, comments of 

sexual nature were reported in 10 studies, 

mostly in low-income countries; women were 

humiliated with rude comments when they 

were already in a vulnerable position during 

childbirth. However, 6 studies in richest 

countries showed health professionals 

threatening and blaming parturient women, 

implying that if they did not show good 

behavior, they would not be assisted or would 

have their babies mistreated, and there was 

even a report of threats of being beaten if 

they did not comply with an order. 

It is discouraging to see professionals 

adopting discriminatory practices when they 

should rather be a shelter for women in such a 

situation of vulnerability. These actions need 

to be rethought, because it is up to health 

professionals and their families to embrace 

the women without judgment and prejudice 

based on socioeconomic and ethnic conditions 

or on the choices of women. 

In this perspective, a Brazilian study 

developed by Diniz et al in 2015 shows that 

maternal morbidity and mortality is 

compromised by obstetric violence in some 

ways, including verbal abuses and threats, and 

negligence from professionals when they assist 

women who express their suffering or who ask 

help with insistence because there is a 

widespread culture in the health services that 

women who scream, cry or are insistent 

receive a worse assistance. According to the 

article, women whose behavior is considered 

bad or who report dissatisfaction with care 

may suffer more with negligence.20 

In the United Kingdom, a survey with five 

women sought to identify how they 

approached maternity care services, as well 

as which were their expectations for the care 

they needed or wanted to receive. The 

authors pointed out that for this to happen, it 

is necessary that correct information be given, 

without the use of medical terminologies and 

jargons, besides the valuation by the 

professionals, as well as the knowledge and 

opinions of the women. However the study 

showed that such care does not occur with the 

research participants.21 

Depriving pregnant/parturient women of 

correct information is a violence that ends up 

diminishing or destroying women's confidence 

in the professionals who should promote the 

feeling of safety. However, it is observed that 

many professionals still use the fragility in 

which the women are, because of fear of 

childbirth for lack of safe and clear 

information to have control over a situation in 

which the women should be the protagonists. 

In 2016, a Brazilian study produced by 

Martins and Barros showed that women are 

depersonalized, dehumanized and treated as 

if they had no identity by health professionals, 

who refer to them as numbers, such as parity, 

centimeters of dilatation, or hospital record 

number. Another finding of this study was the 

denial of information and discriminatory and 

inhuman attitudes on the part of the 

professionals due to the difference of class, 

gender and race of the women. Abandonment 

and refusal of care is usual for women of less 

socially favored classes.10 

In the same study, the authors report that 

many women authorize interventions based on 

partial or distorted information, or untruths 

told to them, such as incorrect information on 

dilation or fetal vitality, or recommendations 
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for cesarean sections due to meconium, 

macrosomia of the fetus, cord loops and very 

narrow pelvis. Coercive speeches during the 

birth of a moralistic and sexual content aimed 

at denigrating the woman are also reported, 

not to mention name-calling, hostility, 

shouting, ironic words and expressions, 

disrespectful comments and threats.10 

This type of violence was portrayed in a 

study in Brazil, in 2013, with puerperal 

women and health workers. In the article, 

almost all respondents reported that they had 

used or witnessed the use of phrases of sexual 

connotation, lies and threats. These jocular, 

moralistic, and prejudiced phrases are very 

common in the day-to-day care to parturients. 

One of the obstetricians surveyed reported 

that she had already heard colleagues tell the 

patients to shut up and threat the patients of 

abandoning them; she herself confessed 

having already done this, although without the 

real intention to actually do this. But she 

pointed out that she has seen colleagues 

abandoning mother and baby, leaving them 

without care.22 

A Mexican study conducted in 2015 with 29 

physicians aimed to identify the perception of 

obstetric violence and to determine its 

possible relation with the burnout syndrome 

or professional burnout. The survey showed 

that 35.71% of the interviewees stated they 

had already witnessed situations of medical 

negligence, the same percentile of physicians 

who witnessed discrimination based on age, 

race, or socioeconomic status. Rudeness, 

verbal attacks and denigrating phrases were 

experienced by 17.8% of the participants, and 

10.7% mentioned omission, denial or lack of 

adequate information to patients.23 

Other form of violence that women 

undergo is related to contact with the baby 

after birth. In more than one report, the 

puerperae reported that soon after birth they 

waited for the baby to be placed in contact 

with them, but this did not happen.24 

In Brazil, a research carried out with 21 

women who had their children in maternity 

hospitals in São Paulo showed disrespect on 

the part of the professionals through racial or 

social discrimination and coarse, impatient or 

indifferent treatment, as well as moralistic 

and disrespectful speech. Threats were also 

reported. One woman stated that she was told 

that if she did not keep quiet, they would 

abandon her. Another one heard from the 

nurse that she should keep quiet because 

physicians generally mistreat women when 

they cause trouble.24 

Study of an online journal in 2011 based on 

a South African report showed discrimination 

experienced by women due to their health 

condition, xenophobia and disturbing reports 

of women who suffered various types of 

violence.25 

 Physical violence 

Physical violence is defined by acts 

practiced that affect the body of women 

causing non-accidental damage with pain or 

physical damages, whether intense or not, 

without evidence-based support.26 

A study carried out in Brazil, in 2016, 

collected bibliographic data in search of the 

main types of obstetric violence suffered by 

Brazilian women in public health units. 

Physical violence included findings of violent 

or excessive vaginal touches, routine 

amniotomy, denial of analgesia, use of 

lithotomy position, Kristeller maneuver, use of 

forceps, episiotomy for training purposes, use 

of oxytocin without clinical indication, 

execution of procedures without the consent 

of the woman and cesarean surgeries to 

benefit the interests of medical 

professionals.26 

Similar results were found in a study 

conducted in São Paulo, in 2008, that showed 

the reports of women victims of violence 

through excessive, painful and unexplained 

vaginal touches without prior consent. The 

shame described by several of them, besides 

the pain due to the realization of touches in 

series showed the suffering lived by these 

women. In one of the lines, a woman reported 

that in less than one hour, about five people 

did the exam while more than ten were 

watching. After a while the whole process was 

repeated. At the end of the testimony, she 

reported that she thought that all this was 

normal.11 

A research conducted in 2010 showed that 

among the many forms of abuse, insensitivity 

and maltreatment, examination by painful 

touch and refusal by medical professionals to 

provide pain relief stood out. The authors 

mention that, according to official data, 

cesarean rates in public health establishments 

reach 52% and in the private sector they 

exceed 80%, figures not found anywhere else 

in the world.27 

A study corroborates data from the 

aforementioned authors and emphasizes that 

the complicated and problematic aspect of 

birth in Brazil is not only the result of high 

cesarean section rates, but also of other types 

of violence against women in the pregnant-

puerperal cycle, failure to provide clear 

explanations on the procedures performed, 

verbal offenses such as shouting and cursing.18 
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In 2015, the WHO modified its guidelines on 

cesarean section, recognizing that the rates of 

this type of surgery have increased worldwide. 

Brazil, Mexico and the United States have 

cesarean rates higher than 30%, and Brazil is 

the world leader in this type of delivery.28 

Another type of violence pointed out by 

women is related to episiotomy. Participants 

complained that they were not aware of the 

practice of episiotomy in the hospital 

environment. A woman reported that she did 

not know that this was not part of the care 

provided in the hospital; she said that at the 

moment, she did not feel anything, but after 

some time she felt pain to the point that she 

could not feel her legs, but the physician told 

her that it was normal.29 

The lithotomy position was also mentioned 

in a Brazilian study. The authors said that 

students and residents negotiate among 

themselves who will perform an episiotomy 

for training purposes without the consent of 

the patient. They point out that women are 

chosen for the training of practices such as 

the use of forceps and even the realization of 

cesarean sections and in this logic, the 

authors reinforce that it is necessary to 

review the contents of all the health 

professions so that the practice of students be 

based on scientific evidence.20 

The article shows that obstetric violence 

has an impact on maternal morbidity and 

mortality in the case of aggressive 

management of vaginal delivery. This is 

associated with denial of anesthesia, or 

overuse, as well as often non-informed or 

consented use of oxytocin, kristeller 

maneuver and forceps.20 

In the United States, among the abuses 

there was treatment and consultations 

without informed consent, and practices such 

as administration of oxytocin until the baby 

starts suffering. Some women are treated with 

extreme hostility, including denial of pain 

relief and sexual abuse. The author states 

that rates for various harmful practices such 

as the use of oxytocin, induction of cesarean 

surgeries, and episiotomy have increased.30 

As most of the times, all these procedures 

can be avoided and that most of them have no 

clinical recommendations, it is evident that 

women suffer violence when they go to the 

hospital for the long awaited day, the birth of 

their children. By intervening in something 

innate, the professionals end up destroying 

dreams and expectations created for many 

months. 

A study analyzing the reports observed a 

coercive dynamics on the part of the 

professionals to perform a cesarean section, 

among them the threat that if women did not 

obey they would put the life of the babies and 

of mothers at risk, disrespect for the desires 

and choices of the pregnant women, 

imposition of painful procedures without the 

correct relief of pain, conditioning of the end 

of the suffering to the acceptance of a 

cesarean surgery, the false impression that 

they could go through all the labor and still 

later need a cesarean section and the 

conviction that, if the delivery is by vaginal 

route, it may happen that there are no 

professionals as an anesthetist or pediatrician 

at the moment or even that these 

professionals will be unknown to the 

obstetrician.13 

The author shows other types of violence, 

such as the kristeller maneuver, the use of 

forceps, lack of explanation of procedures for 

the patients, lack of request for the 

parturients’ consent to perform certain 

procedures, acceleration of labor through 

oxytocin infusion and deprivation of food 

during the labor. She concludes that "the 

choice is respected when the desire is for a 

cesarean section, but not when the desire is 

for normal delivery".13 

The study that used two research 

scenarios, namely, a preparation group for 

humanized childbirth and a documentary, 

reinforces the violence suffered by women in 

the pregnant-puerperal cycle, such as 

deliveries for the convenience of date for 

physicians, thus avoiding weekends, hours 

night and holidays.31 

In the same study, another puerperal 

woman reported that the worst of all had 

been the episiotomy, which caused an 

inflammation. She said that she felt violated, 

raped and strange and did not like it when her 

husband touched that region. Until the day of 

the interview, she felt itch in the stiches. 

According to the woman, the episiotomy 

affected her sexuality to a great extent and 

how she dealt with her own body.32 

Narratives of violence and disrespect such 

as these at the time of delivery are recurrent 

and range from not performing a procedure 

desired by the woman, such as analgesia for 

pain, eating and walking in the hospital, up to 

unwanted practices such as episiotomy, 

shaving, intestinal lavage, verbal and moral 

offenses, administration of intravenous 

oxytocin that cause severe discomfort, 

emotional pressure to anticipate labor, 

cesarean sections and scars. 

A study conducted in 2013 emphasized that 

the women were unaware of the reason they 

were subjected to some procedures and 
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reported that episiotomy and the use of 

synthetic oxytocin was necessary. In one of 

the statements, the woman said that the 

delivery was very difficult and luckily a 

woman perched on her belly. Another woman 

reported that upon arriving at the hospital 

with 7 cm of dilation, her amniotic sac was 

punctured by the physician who told her to lie 

down. When he went to examine her, he told 

the woman that what he was going to do was 

not going to hurt her; that she stayed calm, 

but she said to have felt a lot of pain with the 

vaginal touch.24 

Obstetricians interviewed in this study said 

that practice shows that it is much better to 

suture an episiotomy than a tear, that is, a 

laceration. However, another obstetrician 

affirms that he never does an episiotomy and 

clarifies that this practice has four indications 

in the world that are infrequent enough to 

occur, so that he does not perform it and 

reveals that in 94% of deliveries there is no 

real indication to do it.24 

The culture of domination of medical 

knowledge is rooted in many women, who 

believe that they owe obedience and eternal 

gratitude to these professionals. This is one of 

the reasons why workers in obstetric health 

use so many unnecessary interventions, 

because by doing so they make themselves 

essential in the care, even though such need 

is a lie told through violence and savagery. 

In the United States, a study comparing 

results in 13 facilities in Kenya after training 

of care providers showed that nonconsensual 

care was common at the start of the study 

(61%), but rose to higher end-line levels (81%). 

Physical aggression during labor and delivery 

decreased considerably, changing from 3.8% in 

the baseline to 0.4%. The study found that 

women with better purchasing power were 

more likely to report physical abuse. In 

addition, women who had a child at night 

suffered 2.5% more physical abuse than those 

who gave birth during the day.32 

In Mexico, a survey of 29 obstetrical 

physicians working in different institutions and 

hospitals in Puebla indicated that more than 

35% of the participants had already witnessed 

harmful practices such as cesarean section 

and episiotomy with no clinical indication and 

17.8% reported situations in which the 

patients were ignored despite reporting 

pain,.23 

In Brazil, a study produced by Andrade et 

al. in 2016 with 522 people had as objective 

to analyze the factors related to obstetric 

violence specifically regarding non-

recommended practices in vaginal delivery in 

a maternity school of reference of the city of 

Recife.33 

This study found that 87% of the patients 

had suffered some type of violence during 

labor and delivery, with the most common 

practices being forceful attempted exhalation 

(65%), administration of oxytocin (41%) and 

routine use of lithotomy/supine (39%). The 

authors pointed out other data: 31% of women 

had early amniotomy, 30% had early clamping 

of the umbilical cord, 19% had active fetal 

manipulation/repetitive vaginal touches, 11% 

had water and food restriction in labor, 10% 

underwent rectal examination, 9% were 

victims of Kristeller's maneuver and 2% were 

subjected to episiotomy.33 

It is important to note that the work also 

questioned good practices in maternity and 

95% of women had the right of companions 

respected, 93% had the support of 

professionals in labor and 89% of parturients 

were respected in their privacy.33 

In a Brazilian study, 21 puerperal women 

were interviewed in the city of São Paulo. 

Testimonies of brutality at the moment of 

vaginal touch were verified, as well as reports 

of professionals who punctured the amniotic 

sac of pregnant women without clinical 

indication. Performing episiotomy, non-

consented exams, interventions performed 

without negotiation or explanation, besides 

the professionals' denial of providing pain 

relief for pregnant women are also found in 

the article.22 

Finally, a publication from Argentina begins 

by showing that the views on obstetric 

violence among women and medical 

professionals are divergent. In order to 

systematize the different views, the article 

reported on the attitude of obstetricians in 

the face of humanized childbirth. These 

attitudes resulted in the start of the 

implementation of a federal program in 

Mexico that included obstetricians, non-

specialized physicians and homeopaths aiming 

at practices of humanized childbirth.34 

 

This integrative review allowed knowing 

the national and international scientific 

production on obstetric violence in the period 

from 2007 to 2016. It was evidenced that the 

year 2015 had the largest number of 

publications on the subject, Brazil being the 

country with the highest number of 

researches. 

We observed that obstetric violence is no 

longer ignored in discussions, with 

repercussions on the increase in cases 

reported in publications. 

CONCLUSION 
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Obstetric violence in the world is present in 

various forms and in various health facilities. 

Health professionals are trained in different 

educational contexts. Remodeling/changing 

the way of teaching, emphasizing ethics, the 

willingness to do better and applying scientific 

evidence in obstetric care are good principles 

for practical obstetric qualification. 

At the conclusion of this study, the 

following question arises: "Is it possible to 

change the situation of obstetric violence 

worldwide?" After all, despite the worldwide 

efforts, this review pointed out that obstetric 

violence is present in different areas of care, 

confirming that the actions are still 

insufficient for its eradication. 

However, we believe that it is possible to 

change this scenario. First, it is necessary to 

rethink the teaching/practice of medical 

professionals and nurses who often teach and 

practice archaic knowledge and students end 

up reproducing such practices, showing a 

setback in the process. It is necessary to 

reinforce in teaching and in practice that the 

humanization of care must horizontally 

permeate the curricula of the faculties of 

health courses. 

In addition to the aforementioned aspects, 

it is fundamental to work on empowerment of 

women regarding the safe and natural 

practices of parturition, so that they 

recognize violence, denounce and demand the 

qualified care to which they have the right. 

At the end of this study, the aim is to 

awaken reflections and deepen and generate 

new knowledge about obstetric violence, its 

advances and setbacks worldwide. We believe 

that there is a need for further studies in the 

knowledge and recognition of the problem, as 

well as the awareness of women and health 

professionals regarding the issue of obstetric 

violence. 
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