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Abstract 
Introduction 

Chile has an incipient policy regarding humanized birth practices. 
Obstetric violence is becoming an issue in the public discussion, as 
brought up by women. Despite this advancement, no initiatives 
were observed to overcome the conflict. Questions arise from the 
different points of view of the main stakeholders involved. These 
questions help identify strategies contributing to the development 
of health policies that consider influencing actors.  

Objective 

To identify stakeholders' perceptions of humanized care in child-
birth and obstetric violence. 

Methods 

We conducted a scoping review that included articles and analysis 
of texts reflecting the scientific communities' point of view. We 
included statements from governmental, social, professional, and 
political actors as expressed in institutional websites. Moreover, we 
performed a qualitative inductive, thematic content analysis. 

Results 

We included seventy documents. The scientific community is visualized as aligned with ministerial recommendations for personal-
ized childbirth. Several researchers analyze the difficulties for its improvement due to the historical, socio-cultural, and economic 
construction of the predominantly biomedical model for birthing. Convergence is observed among the scientific community and 
other stakeholders in recognition of humanized birth benefits and the need to overcome institutional obstacles within the health 
sector. However, the progress of the proposed change is slow, and health professionals' resistance to address women's complaints 
towards obstetric violence and claim of quality care is observed. This discussion finds its reflection in a parliamentary discussion. 

Conclusions 

The stakeholders' analysis reflects areas of conflict and consensus, as well as the diverse interacting dimensions that hinder the 
advance of humanized care in childbirth. This broad analysis strategy contributes to identifying critical aspects to be addressed in 
the development of integral and effective health policies. 
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Introduction 
The autonomy of women in making decisions regarding their phys-
ical and mental health, including reproductive health, is supported 
by position statements from Helsinki1 and Belmont2 reports, the 
Convention on the Elimination of All Forms of Discrimination 
against Women3, and the Fourth World Conference on Women4. 
Ethical aspects associated with human reproduction and women's 
health have been addressed by the International Federation of Gy-
necology and Obstetrics (FIGO), the World Health Organization, 
and the International Confederation of Midwives5-7. Nevertheless, 
the approaches to adequate obstetric services have been numerous, 
including approaches that overlap, complement, and even oppose 
each other8. 

The biomedical approach, associated with medicated birthing, is fo-
cused on reducing maternal, fetal, and neonatal morbidity and mor-
tality. This method depends on important 20th-century break-
throughs in maternal and infant health9, such that it has become a 
paradigm rooted in the culture and the system of birthing ser-
vices10,11. In this approach, allopathic medicine, the health system, 
and health professionals are in control of patients and their illness-
health processes, limiting their autonomy12-14. It has also failed to 
take into account certain aspects of quality, such as an integral ap-
proach, the consideration of user satisfaction, and the limitation of 
an unnecessary or harmful technological intervention15. In this con-
text, the Chilean Ministry of Health published a Manual of Person-
alized Service in the Reproductive Process in 200816. 

This tendency does not only come from healthcare actors. The fem-
inist movement has coined the term "obstetric violence" when bio-
logical, psychological, and social needs are not considered, or when 
the autonomy of women is not respected in the delivery of repro-
ductive services. The mistreatment of women and bodily interfer-
ence without medical justification is understood as a form of gender 
violence. International networks have been established to observe 
this phenomenon, and in some Latin American countries, penalties 
are regulated17-20. In Chile, the subject has arisen as an initiative of 
selected social organizations, backed by some deputies in parliament, 
but it has not received government backing, nor support from health 
professionals' organizations within the field of obstetrics. 

To deal with the issues associated with obstetric violence and pro-
mote personalized birthing at the level of public policy, it is necessary 
to consider the actors involved (stakeholders), as they will ultimately 
contribute to it being rejected or coming into effect. By considering 

their perceptions and perspectives, differences and points of concur-
rence could be acknowledged. Currently, Chile has an incipient pol-
icy regarding personalized assistance of childbirth, and no policy re-
garding obstetric violence. Studies aimed to analyze the positioning 
of the stakeholders involved are also scarce. Therefore, this study 
aims to recognize and analyze the perceptions and opinions about 
obstetric violence and humanized birth practices of the actors in-
volved in its care and management through two levels of document 
analysis: An analysis of primary and secondary studies conducted in 
Chile (scoping review with content analysis) and an analysis of stake-
holders' statements. These findings will contribute to the generation 
of a legitimate policy on obstetric violence that contemplates all 
those involved. 

Methods 
We conducted a scoping review21,22, a systematic method with stand-
ards described by the PRISMA extension for scoping reviews pub-
lished in 201822, based on a research protocol1, that requires inter-
disciplinary or mixed methods perspective, and integration of heter-
ogeneous information sources, study designs and other types of 
texts. Generally, scoping reviews do not include methodological 
quality assessment of studies included, since the results are not in-
tended to solve clinical questions and recommendations, but to pre-
sent an overview of the evidence on a topic. This review is based on 
Davis's and colleagues' scoping review definition23: "Scoping in-
volves the synthesis and analysis of a wide range of research and 
non-research material to provide greater conceptual clarity about a 
specific topic or field of evidence (page 1386)."  

The present review included two types of sources: 

(a) Search of scientific articles, research reports, and analysis 
texts20 to approach the scientific community's point of view (Annex 
1). We performed a search of the studies conducted in Chile on ob-
stetric violence and humanized birth practices in the following data-
bases: BEIC, BIREME, Cochrane Library, Dialnet, EBSCO, WoS, 
Medline, and Redalyc. The following search terms were used in 
Spanish and English: obstetric violence, mistreatment, childbirth 
service, humanized, respected, and personalized childbirth. The 
problem of obstetric violence occurring in the context of abortion 
was not included. The search was complemented with the "chains" 
or "snowball" search technique25, where one source leads to another. 
All found studies and analysis texts were included, but for two stud-
ies that did not focused on birth delivery. Theses and Congresses' 
presentations were excluded, except for one study of academic tras-
cendence in the field of study (Figure 1). 

Main messages 

• Chile has an incipient policy regarding humanized birth practices, and controversy around obstetric violence is observed. 
• We report different points of view of the main stakeholders involved in childbirth assistance to identify strategies con-

tributing to the development of health policies that consider influencing actors. 
• Obstetric violence and difficulties to advance in humanized delivery services are determined by historical, cultural, eco-

nomic, social, and institutional factors that call for multidimensional policies to overcome them. As well as conflicting 
issues among the different stakeholders, areas of consensus were found on which to advance. Discussion and participa-
tion of the actors involved are crucial to developing improvement plans. 

• Analysis of mass media and social networks exceeded the scope of this study and was not included. 
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Figure 1. Selection sources of evidence. 

 
Source: Prepared by the authors from the study data. 

 

The choice of works was guided by the following eligibility criteria: 

• Themes. The thematic eligibility criteria evolved considering 
two central dimensions, with their subdimensions: humanized, 
respected, personalized care of childbirth, and obstetric vio-
lence, mistreatment during childbirth6,16,20.26-28, as detailed in Ta-
ble 1. It should be noted that, given the qualitative approach and 
inductive nature of the present review, works with other sub-
topics were also collected, insofar as they contributed to the ob-
jective of the study, such as, for example, the historical and cul-
tural development of midwifery as a profession (Table 1). 

• Kinds of work. Various types of scientific or analytical texts, 
with no disciplinary area restriction, were considered eligible: 
primary studies of diverse design, secondary studies, reviews 
(narrative, systematic, meta-analysis), books containing research 
results, or book chapters written by researchers with analysis 
based on their investigations. 

• Formats. Scientific journal articles, research reports, books, and 
book chapters. 

• Language. Texts in Spanish, English, Portuguese, French and 
German were eligible, according to the team's proficiency. 

• Period and country. Studies developed in Chile were examined 
between the years 2000 and 2019. 

• Exclusion criteria. Sub-dimensions did not incorporate health 
care in the event of an abortion. Although the concept of ob-
stetric violence includes action during an abortion, this was not 
considered in this review, as the focus of the study is delivery 
care. Health care in the process of abortion is influenced by de-
terminants additional to those of delivery care, related to the 
legal, cultural, social, institutional context. This broader scope 
exceeds the focus of the present investigation because of its 
greater complexity. Theses and congresses' presentations were 
excluded, except for one precursory anthropological thesis of 
national transcendence in the research field of humanized birth 
and obstetric violence. 
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Table 1. Dimensions and subdimensions of the study according to stages of delivery care. 

Stages of delivery care Dimensions and subdimensions 
Personalized, respected, humanized delivery care 

Labour 

Freedom of movement, favoring women's comfort. 
Pain relief: alternative pain management strategies, epidural if requested (not routine), relaxation techniques, manual tech-

niques, sensitivity towards to patient's pain. 
Oral nutrition and hydration. 

Childbirth 
Type of birth seeks not to alter the natural low-risk delivery process through unnecessary cesarean section, and to avoid 

unnecessary use of forceps. 
Choice of maternal delivery posture, favoring non-lithotomic, upright position. 

Postpartum Facilitate, not hinder, the mother's early attachment to the newborn, and breastfeeding 
Allow the mother to remain in the same room with the newborn. 

Cross-cutting areas 

Timely, safe and effective care when required, particularly in obstetric emergencies. 
Procedures: avoid routine medical interventions and procedures not recommended by WHO; respect the physiological 

and psychological times of delivery. 
Information and communication: transparent, timely, and understandable about delivery alternatives, recommended prac-

tices; explanation of the process and procedures that will be applied and patient rights; registration and user access to 
event documentation. 

Women's free and informed participation in decisions; birth plan; protection of data confidentiality and privacy; informed, 
voluntary, expressed consent regarding procedures and participation in scientific research and student training. 
Relations: respectful, courteous, empathetic treatment, effective communication; care and treatment without 

discrimination, free from physical and psychological violence; emotional support for the woman in labor; continuous 
attention. 

Possibility of accompaniment and emotional support from a trusted person of the woman in labor during all delivery 
stages. Facilitation, if the woman so wishes, of the father's participation. 

Respect for the patients' values and culture. 
Obstetric violence 

Cross-cutting areas 

Abuse of women during hospital delivery care, in its physical, sexual and verbal dimension, stigma and discrimination, low 
standards of quality of care, low quality of the health personnel-user relationship, restrictions of the health system. 

Gender violence in the reproductive process, where the power of the medical and health personnel exercises control and 
oppression over the bodies and psyches of women, medicalizing the natural process of childbirth, disavowing her 

knowledge, not respecting their autonomy of decision and right to participate. 

Source: Prepared by the authors from the study data. 

 

(b) Revision of texts published on institutional websites for analysis 
of other stakeholder groups29 (Annex 2): We aimed to cover state-
ments from the government, social organizations, professional asso-
ciations, and political stakeholders, that reflect their position on the 
issue of obstetric violence and humanized childbirth. Documents 
were selected according to qualitative significance concerning the 
topic and saturation criteria. With these criteria, we reviewed web-
sites of government institutions, including departments of health, 
human rights, women's rights, and gender equality. We revised the 
websites of Chilean social activist groups that promote humanized 
childbirth; the National Midwifery Professional Association, the Na-
tional Scientific Society of Obstetrics and Gynecology, and the Na-
tional Congress. Analysis of social networks and mass media was ex-
cluded as it exceeded the scope of the present work. The sole excep-
tion was the social network RELACAHUPAN, the Chilean branch 
of the Latin American and Caribbean Network for Humanized 
Childbirth, as this entity did not have an alternative site and was the 
first social organization in the field in Chile (2000). 

Analysis of the information was performed through qualitative, in-
ductive, thematic content analysis25. The coding process was con-
ducted at two consecutive levels: Initially, the documents were ana-
lyzed, identifying descriptive characteristics of the documents, and 
main themes and sub-themes contained in each one. A second level 
was an integrated analysis of them, from which emerged a set of ex-
planatory categories of analysis. The coding of the studies included 
was performed and discussed by four authors: two for qualitative 

studies and two for quantitative studies, based on their methodolog-
ical competence. The coding of the stakeholders' statement positions 
was done by three authors with different professional profiles (ob-
stetrics, social science). 

Results 
We included seventy documents published from 2000 to 2019: 
thirty-eight documents published by the scientific community in sci-
entific journals, investigative reports, and extensive texts (Table 2, 
Annex 1), and thirty-two documents from professional, social, gov-
ernmental, and political stakeholders, expressed on institutional 
websites (Table 3, Annex 2). 
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Table 2. Documents included the scientific community.  

Document type Number 
Scientific articles 

Quantitative approach 
Qualitative approach 
Mixed approach 
Narrative reviews 

 
9 
9 
5 
2 

Extensive texts 
Books 
Book chapters 

 
3 
6 

Investigative reports 
Quantitative approach 
Qualitative approach 
Mixed approach 
Thesis 

 
1 
1 
1 
1 

Total 38 

Source: Prepared by the authors from the study data. 

Table 3. Documents included other social actors.  

Institution and type of document Number 
Government: regulations, guidelines, and reports 7 
Civil society: institutional information and objectives, 
statements, and reports 

7 

Professional associations: statements, editorials, and re-
ports 

12 

Parliament: bills 6 
Total 32 

Source: Prepared by the authors from the study data. 

1. Scientific community 

As detailed in Annex 1, the studies were of diverse design, samples, 
and disciplinary approaches (i.e. health science, anthropology, soci-
ology, and historiography). The majority were primary studies, alt-
hough two were narrative reviews. Integrated content analysis of the 
documents revealed central categories approached by the scientific 
community: humanized care in childbirth, patient satisfaction, and 
historical-cultural construction of the predominant biomedical 
model. 

1.1. Personalized birth 

First milestones 

During the 20th century, the first initiatives of reflection and partici-
pation in national and international activities around humanized 
birth came into effect, and studies regarding the quality of maternal 
services and cultural construction of childbirth care emerged. This 
happens in the context of an international movement: Chile joined a 
Latin American network for quality delivery and childbirth, leading 
to the development of a personalized birthing service in a maternity 
in Villarrica, southern Chile, in the year 200330,32. 

Evaluation of experiences and advancements 

Together with successful developments in other maternity institu-
tions throughout the country30,31,33-41, diverse studies that analyze the 
alignment of childbirth services with the new guidelines emerge. 
These evaluations reveal that while advances are perceived, unadvis-
able practices, elevated rates of caesarean sections and low incorpo-
ration of internationally recommended practices persist10,34,37,42-44. 

 

 

User perception of the health service 

The technical competence of health personnel is acknowledged. 
Nevertheless, user dissatisfaction is felt regarding their treatment 
over the course of care. Complaints occur more frequently in the 
public service and among young women with a low level of educa-
tion11,33,36-38,43-47. User dissatisfaction is primarily associated with im-
personal attention, professional carelessness, lack of information, 
and lack of consideration of women’s choices33,36-38,43-47. There is fear 
to express any complaint, pain, or concern, and women think they 
will be assisted only if "they behave themselves." It is considered that 
attention has improved over time37. 

Studies focusing on maternal well-being consider the following di-
mensions: physical-corporal, cognitive, emotional, and environmen-
tal perception33,37,44,48. Health service is considered of quality when 
it is opportune, effective, informed, accompanied, pleasant, respect-
ful of women's needs, motivating mothers and facilitating their par-
ticipation, and supportive for pain management. Contact with the 
newborn is highly valued37,48. A clean, comfortable, and cozy physi-
cal environment is also important33. User preference for the private 
sector is associated with a perception of higher quality care and a 
personalized relationship with the gynecologist33,44.  

The accompaniment on the part of the father, relatives, or significant 
others is highly valued. Its importance is identified in terms of emo-
tional support, contention and the woman's sense of security49,50. It 
is also associated with better obstetric results and the father's rela-
tionship with the newborn and the mother at postpartum. While ac-
companiment has increased45,47,49,50, barriers that persist are lack of 
infrastructure and insufficient empowerment of users to demand 
this right11,33, as well as cultural norms that stipulate little participa-
tion on the part of fathers in reproductive tasks33,49,50. A primary rea-
son for paternal absence in prenatal controls, childbirth, or discharge 
from hospital is work responsibility33,49,50. Institutional barriers at 
hospitals are also mentioned, such as inadequate open hours for vis-
itors, infrastructure, or limiting protocols33,38,48-52. Distance and ac-
cess to hospital facilities may be an obstacle in rural areas38,48,51,52. 
Fathers value their personal paternal experience and perceive their 
participation in supporting mothers as important49,50. 

Weaknesses 

Scarce information and lack of proactivity of health personnel, lack 
of empowerment of the midwifery team in management, and lack of 
user information are among barriers to a new model of service47,48,53-
58, as are inadequate infrastructure and the insufficient staff44,45. Nev-
ertheless, proposals have been made to achieve progress53,55,56. 

High rate of cesarean section 

The rate of cesareans in Chile is frequently mentioned and varies 
according to public or private health sectors36,59-62. A majority of ob-
stetricians from the public sector also work in the private sector to 
supplement their income; this affects the organization of work in 
obstetric teams and results in programming of cesarean 
births31,34,48,54,60. Most women do not prefer cesarean delivery38,48,59, 
however, it is easy to convince them, given the fear of child-
birth36,61,62 that is reinforced by the mass media36. Medical authority 
is unlikely to be questioned and scarce information is available con-
cerning non-surgical alternatives and potential risks of cesarean de-
livery. This has been reinforced by a reduction in public health cov-
erage since the 1980s and a growing increase in benefits that facilitate 
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access in the private sector31,48,54,60. Proposals for articulated work 
between ministerial policies, universities, scientific research, services, 
health teams, and civil society have been made. The necessity to au-
dit the quality of care, the need for transparent information, and 
strengthening of prenatal education are highlighted47,48,53-58. 

1.2. Historic and cultural construction of the predom-
inant model of birthing service 

The vision of women, midwives and moving towards profes-
sional care in childbirth 

Since the 18th and 19th centuries63,64, there has been a transition from 
home births, attended by traditional birth attendants, to professional 
midwife-deliveries under the observation of obstetric doctors. The 
collective vision at the time considered the feminine body and sexu-
ality to be sinful, and painful birth allows for atonement. Whoever 
houses this body is considered weak and ignorant62. The woman is 
submitted to the medical authority in so far as traditional birth at-
tendants continue to be relegated, disqualified as ignorant and im-
moral, and are judicially persecuted64. The scientific and technologi-
cal advancements contribute to this tendency. 

Establishment of the hegemony in childbirth care 

In the second half of the 20th century, maternal mortality is a central 
public health concern and declines with the formation of the Na-
tional Health Service (1952). A model is installed that reaffirms the 
"pathologization" of childbirth care and losing ancestral tradi-
tions30,31,33,34. 

Mechanisms of hegemony and obstetric violence 

Childbirth in Chile occurs in the context of Western medical science, 
where women enter a foreign space and submit themselves to the 
health authority, becoming a patient who must comply with hospital 
norms. Their knowledge, needs, and emotions are mostly not con-
sidered; communication is scarce and technical. The woman finds 
herself frightened, threatened, or made to feel guilty, unable to 
move, with difficulty resisting the intervention she is submitted to, 
and with her emotions and pain discredited36,37,41. 

Birth care in the present health care system as a social deter-
minant of health 

The predominant model of care in childbirth, in which not recom-
mended practices persist, is rooted in a health system that is at the 
same time a social factor that acts as a barrier. This system represents 
paradigms, power relationships, and economic and organizational 
tensions, whose result is the interventionism above equity and the 
well-being of women34,53,55-57. 

2. Executive Power 

Ministry of Health and Ministry of Social Development 

In the context of the international commitments signed by the State 
of Chile and the health objectives of the country, the Ministry of 
Health produced and promoted a Personalized Care Manual for the 
Reproductive Process16, with a focus on quality, integral care, and 
family medicine. It addresses psychosocial factors of the reproduc-
tive process, guidelines from birth control to postpartum care, sup-
port for breastfeeding, quality of care, and family guidelines for the 
development of informed consent for procedures during the repro-
ductive process. Other documents refer to this manual; the first of 

those is the program to evaluate obstetric, gynecological and neona-
tological services65, highlighting: timely delivery of information, psy-
chological and emotional support for the pregnant woman, genera-
tion of comfortable space, minimum intervention and security 
throughout the birthing process. The second document is the Gen-
eral Technical Normative for Integral Postpartum Care66, which pro-
vides clinical recommendations regarding monitoring, education, 
and provision of information to women, and evaluation of the care 
units. Regarding the management of pain postpartum, this docu-
ment proposes patient controlled analgesia. The Guidelines for Ges-
tation and Childbirth of the program "Chile Grows With You" 
("Chile Crece Contigo")67, guide prenatal care and provision of in-
formation about childbirth, making explicit the concept of human-
ized childbirth, types and positions of childbirth, and pain manage-
ment options. Furthermore, they provide information about matters 
of mental health and sexuality during the gestation. The General 
Technical Normative for the Delivery of the Placenta68, highlights 
the disposition and use of the placenta as cultural practice in Chilean 
society, establishing a regulatory framework for the autonomy of the 
woman in the decision for its handling. 

The clinical practice guidelines for Analgesia in Childbirth69 and the 
Perinatal Guidelines70, correspond to a collection of technical guide-
lines regarding care over the reproductive process. These do not cite 
the Personalized Care Manual for the Reproductive Process16 di-
rectly, although both reference certain aspects, such as the im-
portance of the women's preference in pain management and favor-
ing non-pharmacological practices.  

The National Institute of Human Rights 

The Institute dedicated a chapter to obstetric violence in their 2016 
Annual Report71, referring to the violation of human and obstetric 
rights, challenging working conditions for health professionals in 
providing care and gender violence stemming from the national cul-
tural context. The document provides background information re-
garding international conventions and national regulations, criticiz-
ing the high rate of cesarean sections in Chile and the lack of imple-
mentation of personalized childbirth recommendations. It con-
cludes with suggestions to the State of Chile to renew their commit-
ment to the prevention, research, and eventual sanctioning of ob-
stetric violence against women. 

Ministry of the Woman and Gender Equity 

No reference to obstetric violence or personalized childbirth was 
found on the institutional website of this Ministry. 

3. Social actors 

The following are civil society organizations that approach repro-
ductive health from a perspective of patients' rights, and health and 
gender equity. These organizations form part of national and inter-
national networks, include health professionals and academics, and 
maintain alliances with universities, mass media and parliament 
members. 

Observatory of Gender Equity 

This organism has its roots within the context of a project of the Pan 
American Health Organization and includes the critical observation 
of sexual and reproductive health policies. This organization does 
not figure with an active website72. 
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Latin American and Caribbean Network for the Humanization 
of Delivery and Childbirth, Chilean branch (RELA-
CAHUPAN-Chile) 

This is a network of organizations that proposes the improvement 
of the childbirth experience and delivery methods. It was formed 
following the "Humanization of Delivery and Childbirth" Congress 
in Ceara, Brazil (2000). The Chilean branch functions as a non-profit 
organization that promotes respected childbirth, delivers guidelines 
and orientation, carries out activities, and participates in the coordi-
nating body for delivery and childbirth rights in Chile73,74. 

Observatory of Obstetric Violence (OVO-Chile) 

Starting in 2015, this is a multidisciplinary organization to make vic-
tims of obstetric violence visible, accompany them, and denounce 
traumatic experiences. It offers educational and preventive activities, 
fostering the dissemination of informative material. It also takes part 
in the above-mentioned coordinating body75. 

Miles Corporation 

They published a document in 2016 concerning sexual and repro-
ductive rights, that reports obstetric violence in Chile, its forms, laws 
and current policies on the subject. The text also refers to civil soci-
ety's actions and challenges76. 

Coordinator for Childbirth Rights-Chile 

This coordinating body is formed by organizations and individuals 
with the aim of promotion and activism for rights during pregnancy, 
childbirth, postpartum, and upbringing of children. They develop 
activities for denouncing obstetric violence and have articulated di-
verse organizations around the most recent law proposal (2018)77. 

4. Health professional associations 

Chilean Association of Midwives 

Since 2014, this association has published a variety of position state-
ments in the media in response to public complaints about obstetric 
violence78. The association holds the State responsible, arguing that 
the conditions for dignified childbirth services have not been imple-
mented. However, the debate is observed among members, exem-
plified by a public declaration of a group of professionals from dif-
ferent regions against the Association's official position79. Notwith-
standing they agree with State responsibility, they propose additional 
action is required on the part of institutions and individuals, calling 
for reflection and change in care delivery. In 2017, following legal 
initiatives, the association expressed they will not protect mal praxis, 
but rejects the promotion of the concept of obstetric violence as in-
stilling unnecessary fear in the population and bringing the profes-
sion into disrepute. They highlight gender violence is also practiced 
against the midwives, predominantly women, and criticized accom-
paniment by non-professionals ("doulas") and profiteering from hu-
manized childbirth services by private clinics, generating inequity in 
the global health system80. 

A working group was put together in 2018 in which the Association 
participated, giving rise to a new legal initiative81, pressuring the gov-
ernment to improve perinatal guidelines and return to the "Right of 
Women to a Life Without Violence" law. In 2019, the Santiago 
branch of the Association organized the first "Advancements in Re-
spectful Maternal Care" seminar. It covered the necessity for the as-

sociation to be up-to-date with material on the topic, maintain a dis-
cussion with women and citizens, boost measures to improve pro-
fessional practice, and develop policies based on rights74. Recently, 
the Association displayed the motto "respected childbirth promot-
ers" on its institutional website, presenting successful experiences in 
the country's north, evidencing a shift in its public discourse83. 

Chilean Society of Obstetrics and Gynecology 

A change in the delivery of care at childbirth is reflected in a 2013 
publication in the society's scientific journal84. It puts forward a cri-
tique of a highly medicalized model. Nevertheless, before the publi-
cation of the Manual of Personalized Service in the Reproductive 
Process in 200816, an editorial suggested that incorporating person-
alized birth care within Explicit Health Guarantees in the current 
system, a law that ensures user access, currently not the case, would 
diminish freedom of doctor-patient choices in private practice85. It 
is also said that an underlying cultural aspect cannot be resolved by 
law. No further references to the ministerial proposal of incorporat-
ing personalized birth care in the Explicit Health Guarantees were 
found in the journal. 

The Chilean Society of Obstetrics and Gynecology held a scientific 
session in 2015 in which the matter of obstetric violence was dis-
cussed, welcoming the need to improve the quality of care, consid-
ering the mother's participation and satisfaction. Nonetheless, they 
did not agree with an obstetric violence law, claiming that such a law 
would question their professionalism and would have little impact 
on cesarean rates. They argue that the country already counts on a 
user rights law86, that could be expanded in birthing service rights. 
They indicated that the obstetric violence proposal details penal ac-
tions, leading to the question of whether other health provisions will 
give rise to new sanctioning laws. The following proposals were 
made: a behavioral change requirement, adequate selection of at-risk 
patients, regulation for management with minimum intervention, de-
livery houses belonging to competent health institutions, audits to 
evaluate quality indicators, elimination of economic incentives for 
cesareans, improvement of equity in infrastructure and access to 
professionals, and continued training for personnel beyond solely 
clinical aspects87. In another editorial, the author wonders how to 
advance consensus in delivery modalities and integral childbirth to 
positively transform users' experience, rather than merely securing 
it. It highlights that the initial legislative proposal addressing obstet-
ric violence arises from criticism and was met with resistance from 
professional stakeholders88. The empowerment of users reached a 
peak, without adequately trained personnel to meet the need. An in-
vitation is made to construct knowledge around more integral pilot 
proposals, to validate new procedures, and work with the families. It 
calls on specialists to design intervention strategies for an experience 
of positive and shared childbirth. 

5. Legislative Power 

During the last decade, there has been a steady evolution in regula-
tions related to health and gender rights. The 20 584 General Law of 
rights and duties of health care for the people was enacted in 2012. 
It considers security, dignified treatment, company, spiritual assis-
tance, information, autonomy, and user participation86. Since 2015, 
various bills regarding obstetric violence have been presented with-
out advancing in constitutional processes. A group of parliamentar-
ians presented a bill that defines and identifies constitutive acts of 
obstetric violence, raises women's rights in the gestation process and 
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childbirth, and proposes sanctions89. At the end of 2017, a new ini-
tiative was presented90, in which the Coordinator for Birth Rights 
participated. It consisted of modifying the 20 584 General Law, typ-
ifying mistreatment, and including guarantees of women's rights dur-
ing gestation, childbirth and postpartum. Towards the end of 2018, 
a more integral legal initiative began, developed through working 
groups in which a variety of actors took part together with the Co-
ordinator for Birth Rights81. It intends to guarantee the rights of 
women, the newborn, the partner, and the family in the gestation, 
pre-birth, birth, postpartum, and three legal indications for abortion 
in Chile, and in gynecological and sexual health. The text provides 
context, defines recommended and non-recommended actions, mis-
treatment and sanctions. In April 2019, a draft law was introduced 
in the parliamentary chamber of deputies, but has not been discussed 

further: it modifies the Penal Code, typifying the crime of mistreat-
ment concerning the pregnant woman, committed by health profes-
sionals91. Only the bill started in 2017 has progressed to date83. It 
stipulates duties of the State health care, including detection of vio-
lence against women and mechanisms of response in conjunction 
with other State bodies.  

6. Interacting dimensions  

Figure 2 presents the interacting dimensions resulting from the inte-
grated analysis of published studies and position statements of ac-
tors, that explain conflictive interactions among involved stakehold-
ers. 

 

 

Figure 2. Interaction of explanatory dimensions resulting from the integrated analysis for the scientific discourse and other actors. 

 
Source: Prepared by the authors from the study data. 

 

7. Areas of consensus and dissent 

Analysis of the various documents reveals areas where consensus is 
more likely to be reached, and reveals aspects that most likely would 

raise dissent discussion among the diverse stakeholders, as presented 
in Table 4. 
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Table 4. Consensus and conflicting areas. 

Topics Consensus about issues that need to be ad-
dressed and implemented 

Matters most likely to generate dissent 
and discussion 

Childbirth delivery care 
goals 

Quality care delivery of childbirth. 
Maternal well-being, patient satisfaction. 

Paradigm shift in the delivery model (from 
technocratic to humanized). 

Public health policies 

Public policy for implementation of personalized 
childbirth. 

Adaptation of hospital facilities (infrastructure and 
equipment). 

Adequate human and stress relief management re-
sources. 

Birth plan from the primary health care level. 

Change in the structure of public-private 
work organization of health professionals, 
and reduction of inequities in health care. 

Disincentive measures for cesarean sections. 
Law to ensure personalized birth and 

against obstetric violence. 

Academic requirements 
Academic curriculum innovation in medicine and 

midwifery schools. 
Research on birthing modes. 

Education towards teamwork between ob-
stetric doctors and more empowered and 

autonomous midwives. 
Inclusion of gender dimension in university 

education. 

Cultural change 
Women, couple, and family childbirth education. 
Staff attitude change towards good treatment for 

mothers during the birthing process. 

Inclusion of gender dimension in the deliv-
ery service and in the patient-health profes-

sional relationship. 

Source: Prepared by the authors from the study data. 

 

Discussion 
Analysis of studies conducted by the scientific community in Chile 
exhibits a perspective related to the international orientations regard-
ing childbirth care6. In effect, the modalities of care guided by these 
achieve better obstetric results and user satisfaction. Studies are gen-
erally observational and descriptive of experiences framed in a con-
ception of humanized childbirth or present successful experiences 
of change. Few perform analytical evaluations. No research evaluat-
ing traditional practices or possible benefits of caesareans was found. 
The need to keep reporting different experiences is envisaged, as 
well as the evaluation of diverse clinical practices at a national scale. 

The interdisciplinary nature of the studies brings attention to a more 
integral understanding of the difficulty to improve humanized child-
birth and the persistence of obstetric violence in the country. Anal-
ysis of Ministerial documents exhibits an effort by the State to im-
prove the quality of childbirth care. Notwithstanding, many orienta-
tions are technical, leaving implementation at the disposition of 
health care institutions. Considering differences in physical and hu-
man resources among different maternity services throughout the 
country, the homogenization of care remains a complicated institu-
tional challenge. 

The analysis of different stakeholders' perceptions, shows diver-
gences between health teams and users, among health professionals 
that ascribe to different paradigms of care, and among political ac-
tors of diverse ideological tendencies. A distancing between social 
organizations, professional associations, and state policies is ob-
served. This tendency has been verified in a recent media analysis in 
five Latin American countries, regarding discursive positions of dif-
ferent actors facing obstetric violence, pregnancy, and childbirth 
care8. 

The interaction of the identified factors displays significant disagree-
ment between stakeholders, the principal being the perception of 
obstetric violence, and the laws proposed to sanction it. It is envis-
aged, by those that propose it, not as a medical issue but as violence 
against women, founded in the asymmetric relationship of gender41. 

The accusation of obstetric violence is expressed in the context of 
the feminist movement and therefore goes beyond criticism of any 
other provision of medical care that may be lacking in quality. This 
is worsened by the transcendence of birth as a life event and the 
vulnerability of the woman during this process. Facing the lack of 
advancement perceived, legal initiatives arise as an option to protect 
women. On the other hand, for health professionals care in child-
birth is a medical act, a specialty like any other. The complaint is 
offensive to them and seen as criminalization of their professional 
practice. The Ministry of Woman and Gender Equity does not ap-
proach the matter, suggesting that care in childbirth is considered a 
medical act by society. The need for a more intimate dialogue is en-
visaged for mutual understanding and integration of both views. 

Other areas of complexity occur at a structural level. The hierarchical 
nature of the relationships between health personnel and health sys-
tem users, especially in the public system. In this context, the rights 
and autonomy of "patients" are weakened, being their duty to "re-
cover" and return to society41. The economic factor, consisting of 
the financing scheme of the public health system, is also relevant. Its 
modification, besides requiring a greater injection of resources from 
the State, could affect private interests. 

Despite the stated difficulties, the possibility of areas of consensus 
and alliance also emerges from these findings. These mainly relate to 
the improvement of childbirth care, the search for user satisfaction, 
and the need for the public sector to generate conditions to advance 
towards effective implementation of the new model. Following the 
discussions of laws for respected childbirth and sanctions for obstet-
ric violence, the Chilean Society of Obstetrics and Gynecology pro-
poses taking on the problem and developing improvement 
measures88. Although the Midwives Association has not expressed 
self-criticism regarding care, personalized birth has been added to its 
list of public priorities83. 

From the analysis of the determinants of the current childbirth care 
model, and the consensus and dissent of actors around it, the need 
of advancing in a humanized birth policy and financed action plan, 
can be deduced. The plan should be multiannual, with gradual goals, 
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starting with the most viable areas and issues that elicit more con-
sensus. However, the plan should also consider the analysis of the 
conflicting ones. The policy should be multidimensional26, therefore 
intersectoral (health, education, public works, social development, 
women and gender equity, science, youth) to cover the various de-
terminants and complexity of the problem. And it should be devel-
oped and evaluated by the stakeholders involved, as stated by the 
World Health Organization93: public and private institutions, health 
professional associations and scientific societies, universities as an 
instance of academic training and research, civil society and parlia-
ment, and above all, by mothers and fathers as users of the health 
system. 

A limitation of the present study has been the inability to approach 
private stakeholders and analysis of mass-media. Although the pre-
sent review refers to them in some reviewed documents, a systematic 
study of these sources would be of interest. As a second limitation, 
we approached the perception of women, understood as a central 
stakeholder, through studies that included qualitative and quantita-
tive research methods to investigate patient o health system users' 
satisfaction, and through civil society organizations concerned with 
women's rights, humanized birth and obstetric violence. However, 
to get a more comprehensive view of their perception, further 
sources could be analyzed, such as testimonies in social media or 
hospital claim offices. Also in this area, further primary and second-
ary studies are envisaged as of interest. 

Despite the heterogeneity of the included resources in the present 
review, their different nature leads to more complex and compre-
hensive conclusions. 

Conclusions 
Given the complexity of obstetric violence and reproductive health 
care services, its improvement requires a strategic approach, which 
considers the different dimensions of the problem and advances 
with the maximum participation of stakeholders involved. From the 
analysis of the determinants of the current childbirth care model, and 
the consensus and dissent of actors around it, the need of advancing 
in a multidimensional humanized birth policy and a financed, multi-
annual, and participative action plan, can be deduced. Although spe-
cific experiences will probably continue to develop, the absence of a 
strategic approach will likely result in an increased breach of equality 
in the health care of women, and further conflict will likely arise, 
especially in the context of unmet expectations regarding the health 
system. The hypothesis that emerges from the present analysis ap-
pears to be supported by current events in Chile94,95, exhibiting gen-
eralized social dissatisfaction, in which demands to improve the 
health system and services and gender violence arise as important 
and independent aspects. 

The results of this research show the existing obstacles to the appli-
cation of the official guidelines in the context of social demand for 
humanized care in birth. The review involved a search from a variety 
of information sources and material (studies, other texts). This ap-
proach contributes towards a broader understanding and identifies 
aspects worthy to be approached by public policies to advance to-
wards comprehensive and feasible recommendations in the light of 
women's values and preferences. 
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