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Abstract

Objectives: to estimate the prevalence of manifestations of obstetric violence (OV) perceived by
pregnant women during prenatal care and its association with sociodemographic factors.

Methods: population-based epidemiological, cross-sectional and analytical study conducted with
pregnant women assisted in the Family Health Strategy in Montes Claros, Minas Gerais, Brazil,
2018/2020. A team of health professionals conducted data collection through face to face interviews.
The sociodemographic characteristics of pregnant women and the OV manifestations perceived by
pregnant women were assessed. The variables were described by frequency distribution and the
prevalence of the types of OV was estimated, with 95% confidence intervals. The Chi-square test was
used to evaluate the associations.

Results: the study included 300 pregnant women in their third trimester of pregnancy, most of whom
(64.7%) were between 20 and 34 years old, had more than 8 years of schooling (84.5%) and lived with
a partner (74.5%). The following prevalences of OV manifestations were estimated in prenatal care:
physical (21.7%), sexual (7.0%), psychological (24.3%), and institutional (26.3%). No association was
identified between the types of OV and the participants’ sociodemographic characteristics.

Conclusion: the findings of this study suggest the occurrence of different types of OV in prenatal
care in the population investigated and point to the need to improve care practices for pregnant women
in Primary Health Care.
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Introduction

Obstetric violence (OV) has been recognized by the
World Health Organization (WHO) as a public health
issue that negatively impacts the health of the woman
and her baby.' The term “obstetric violence” is used
to characterize acts such as mistreatment, disrespect,
abuse and neglection during pregnancy, childbirth and
the puerperium.? It can be practiced by any professional
in the obstetric setting, with abuse of interventions that
the physiological, emotional, sexual and cultural aspects
of the woman, causing consequences to the maternal and
child health.? The most common types of OV mentioned
in the literature are physical, psychological, sexual
and institutional, and can occur during prenatal care,
childbirth, puerperium or in cases of abortion.> The
occurrence of OV is a form of gender-based violence
and has been associated with various factors such as
parity, history of abortion, type of delivery, marital
status, employment status, age, race, socioeconomic and
educational level, gender and the professional category
of the birth attendant.*

In Brazil, no studies were identified that investigated
the occurrence of OV in prenatal care, most of them
evaluated the the occurrence of OV during childbirth.
Among them, the National Birth in Brazil study® found
that good practices during labor occurred in less than 50%
of women. In the multicenter study Sentidos do Nascer
(Senses of Birth),® carried out in five Brazilian cities,
OV was reported by 12.6% of women and was associated
with lower income, the absence of a partner, delivery in
the lithotomy position, the Kristeller maneuver and early
separation from the baby after delivery.

The Estratégia Saude da Familia (ESF) (Family
Health Strategy) is the preferred access to the Brazilian
health system through prenatal consultations.” In Atengdo
Primaria em Saude (APS), (Primary Health Care),
quality care is recommended for pregnant, parturient
and puerperal women is advocated, as standardized by
the WHO and the Ministry of Health. Health (MS) with
Programa de Humanizagdo do Pré-natal e Nascimento
(PHPN)3(Prenatal and Birth Humanization Program),
the Rede Cegonha® (Stork Network) and the Diretrizes
Nacionais de Atengdo a Gestante no dmbito do Sistema
Unico de Saiide (SUS).'%!"(National Guidelines for
Pregnant Women’s Care within the Public Health
System).

OV occurs when health institutions do not use
sufficient human or material resources to guarantee
safe care during pregnancy and childbirth. Therefore,
it is essential a good clinical and care practice during
the pregnancy and puerperal cycle. based on up-to-
date scientific evidence and public policies, in order
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to guarantee respect and necessary humanization
for obstetric care.*!?

Considering that OV is a public health issue, with
negative impacts on the of women and newborns’ health,
and that there is scarce research carried out in Brazil
on this topic in the prenatal phase, this study aimed to
estimate the prevalence of OV manifestations perceived
by pregnant women during prenatal care in APS and its

association with sociodemographic factors.

Methods

This is a population-based, cross-sectional, analytical
epidemiological study that used data from a survey
entitled “Estudo ALGE - Avalia¢do das condicbes de
saude das gestantes de Montes Claros-MG: estudo
longitudinal, da zona urbana do municipio de Montes
Claros, MG, Brasil, in 2018 and 2019.'3'* (ALGE Study
- Evaluation of the health conditions of pregnant women
in Montes Claros-MG: a longitudinal study in the urban
area of the city of Montes Claros, MG, Brazil)

The “Estudo ALGE”was carried out in three stages.
At baseline, all pregnant women (N=1661) registered
with the ESF and who were not pregnant with twins
between 2018 and 2019 were included. Pregnant women
who were in the first trimester of pregnancy (N= 448)
were invited to take part in the second stage of the study
when they were in the third trimester of pregnancy and
the third stage when they had recently given birth, 40 to
70 days after giving birth. This study refers to the second
stage of this cohort.

For the 2nd moment of the “Estudo ALGE”, the
minimum sample size was established considering the
following parameters: estimated prevalence of OV in
prenatal care of 0.50, 95% confidence level, tolerable
error of 5.0%, correction for a finite population (N=
448) and an increase of 20% to compensate for possible
non-response and losses. A minimum sample size of 250
pregnant women was estimated. For logistical reasons
and access difficulties, it was not possible to include
pregnant women living in rural areas.

Prior to data collection, interviewers were trained
and a pilot study was carried out with 36 pregnant women
registered at one of the ESF units in order to standardize
the survey procedures and test the data collection
instrument. Data was collected through face-to-face
interviews, between October 2018 and November 2019,
at the ESF health units or at the homes of the pregnant
women, at previously defined times. The interviews were
conducted by a team made up of professionals from the
fields of nursing, medicine, nutrition, physical education
and undergraduate students linked to scientific initiation.



At this stage of the study, the following
sociodemographic characteristics of the pregnant
women were analyzed: age group (under 20 years old,
20 to 34 years old, over 34 years old), schooling (up to
eight years, more than eight years), marital status (with
partner, without partner), occupation (formal/informal
work, housewife/unemployed), number of children
(none, one to two children, more than two children)
and family income (below two minimum wages, two or
more minimum wages).

In order to analyze the perception of pregnant
women regarding the manifestations of OV in prenatal
care in APS, an instrument was used, developed by two
of the researchers responsible for this study, based on
their professional experiences in primary health care
and women’s health, as well as on the literature on
the subject.’>!7 The instrument consists of ten items
structured on a likert scale with five response options:
never (0), almost never (1), sometimes (2), almost
always (3) and always (4). The items are divided into
two domains: objective and subjective aspects of OV.
The five items in the objective domain reflect the
occurrence of physical or sexual OV, while the five
questions in the subjective domain reflect psychological
or institutional OV.

The instrument was subjected to content validity,
construct validity and reliability analysis. With regard
to content validity, which was carried out by fourteen
professionals with experience in APS and/or women’s
health care, adequate Content Validity Index (CVI)'®
values were observed for the 10 items and the two
domains (CVI > 80%). Construct validity was assessed
using exploratory factor analysis (EFA) and confirmatory
factor analysis (CFA). The instrument’s two-factor
model (domains) had a goodness-of-fit index (GFI)
higher than 0.95 and the factor weights of all the items
were higher than 0.50 - results considered adequate.”
As for reliability, estimated by the Cronbach’s alpha
coefficient (a), it was found that the two domains and the
total scale had values higher than 0.70, which indicates
adequate internal consistency.'

All the variables investigated were described
using their frequency distributions. The answers to
the 10 items of the instrument were dichotomized into
the presence or absence of situations that characterize
OV. In items 1, 2, 3, 7 and 9, the occurrence of OV
was considered when the pregnant woman answered
“sometimes, almost always and always”; on the other
hand, in questions 4, 5, 6, 8 and 10, the occurrence of
OV was considered when the answer was “never, almost
never, sometimes”, once the response scale for these

items was inverted.

Prenatal manifestations of obstetric violence

It was estimated the prevalence of the manifestations
of the types of OV (physical, psychological, sexual
and institutional) during prenatal care, with their
respective 95% confidence intervals. For this purpose,
the occurrence of a type of OV was considered to be
when the pregnant woman perceived it in at least one
of the items that reflect each type. In order to assess
the association between the types of OV and the
sociodemographic variables, the chi-square test was
carried out at the 0.05 level.The data was analyzed
using IBM SPSS Statistics version 23.0 for Windows®.

The study was approved by the Research Ethics
Committee of the Universidade Estadual de Montes
Claros through consubstantiated opinions no.
2.483.623/2018 and 3.724.531/2019 of November 25,
2019 (CAAE 80957817.5.0000.5146).

Results

A total of 300 pregnant women in the third trimester
of pregnancy took part in this stage of the study. The
pregnant women’s age ranged from 15 to 46 years, with
a mean of 26.5 (+6.4) years. The majority (64.7%) were
aged between 20 and 34, had more than eight years of
schooling (84.3%) and lived with a partner (74.5%). Up
until the date of the interview, 60.4% reported having
had six or more prenatal consultations. The other
sociodemographic characteristics of the pregnant women
are shown in Table 1.

Table 2 shows the frequencies of responses to the
items in the instrument that assessed pregnant women’s
perception of the occurrence of OV during prenatal
care. The frequencies of the “never” and “almost never”
response options have been grouped together, as well as
the “always” and “almost always” options.

Table 3 shows the prevalence of OV manifestations
perceived by the pregnant women, distributed in the
objective and subjective domains of the instrument. In
the items in the objective domain (1, 2, 3, 7 and 9), the
occurrence of OV was considered when the answers
were “sometimes, almost always or always”, while in
the subjective domain (4, 5, 6, 8 and 10) the perception
of OV was considered when the answers were “never,
almost never or sometimes”. In the objective domain,
items 1, 2, 3 and 9 reflect the occurrence of physical
OV, while item 7, the occurrence of sexual OV. In the
subjective domain, items 4 and 5 express the perception
of psychological OV and items 6, 8 and 9 reflect
institutional OV.

Figure 1 shows the prevalence of the types of
OV found when the pregnant woman perceived the
manifestations that characterize OV in at least one of
the items of each type in the questionnaire. The highest
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Table 1

Sociodemographic characteristics of pregnant women assisted in Primary Health Care in Montes Claros, MG, 2018/2019 (n=300).

Features n* %
Age group (years)
<20 59 19.6
20-34 194 64.7
>34 47 15.7
Schooling
Eight years or less 47 15.7
More than eight years 253 84.3

Marital status

With a partner 222 74.5

Without a partner 76 255
Occupation

Formal/ Informal work 147 49.1

Housewife/Unemployed 152 50.9

No. of children

None 115 40.4
1-2 133 46.6
>3 37 13.0

Family income (MW)
<2 205 71.7

22 81 283

*Totals vary due to loss of information; MW= minimum wage (R$954.0 in 2018 and R$9998.0 in 2019).

Table 2

Frequency distribution of the items in the instrument for assessing manifestations of obstetric violence in prenatal care in Primary Health Care,
Montes Claros, MG, 2018-2019 (n=300).

During prenatal care, during appointments, in the Never/Almost s ti Almost always/ Total
reception area or waiting room, or in another ESF never ometimes Always ota
environment: n % n % n % n* %
Did any healthcare professional push, pull,shout, hit or hold 272 907 10 33 18 6.0 300 100.0
you down?

Have you ever taken any medication (medicine)without it

being explained to you by the professional who attended 265 88.6 14 4.7 20 6.7 299 100.0
you?

During your prenatal care, do you think youwere the 278 93.0 6 20 15 50 299 100.0

victim of any physical violence?

Did you feel comfortable expressing your concerns,
fears, anxieties and opinions to healthprofessionals during 24 8.0 26 8.7 250 83.3 300 100.0
your prenatal care?

Did you feel that your choices were respected(consent or

refusal) during your prenatal care? 29 9.7 14 4.7 256 85.6 299 100.0
Did you feel that your privacy was respectedduring the 15 5.0 13 aa 270 906 298 100.0
service?
Did any health professional during your prenatal care ask

f id th rf
you to expose any part of your body, or did they perform 278 93.0 9 30 12 40 299 100.0

any intervention on your body without explaining the
reason or purpose?

Were you listened to during your prenatal consultations,
and was the information yourequested answered 15 5.0 30 10.0 255 85.0 300 100.0
satisfactorily?

Were you denied care at any point during yourprenatal

257 86.3 15 5.0 26 8.7 298 100.0
care?

In general, do you think that during prenatalcare you had
access to enough information to make decisions about 18 6.0 34 1.4 246 82.6 298 100.0
pregnancy and childbirth?

*Totals vary due to loss of information.
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Table 3

Prenatal manifestations of obstetric violence

Prevalence of manisfestations of obstetric violence perceived by pregnant women during prenatal care in Primary Health Care, Montes Claros,

MG, 2018-2019 (n=300).

Domain Items n %
1. Did a health professional sometimes, almost always or always push, pull, shout, hit or hold 28 93
you down? .
c 2. Have you sometimes, almost always or always taken medication (medicine) without it being
® i ; 34 1.4
: explained to you by the professional who attended you?
g Physical
a 3. Do you think you were sometimes, almost always or always the victim of physical violence 27 70
é during your prenatal care? !
'_%‘ 9. Were you sometimes, almost always or always denied care during prenatal care? 41 13.8
(o]
7. Did a health professional during prenatal care sometimes, almost always or always askyou
Sexual to expose any part of your body or perform any intervention on your body without explaining 21 7.0
why or for what purpose?
4. Did you never, almost never or sometimes feel comfortable expressing your concerns, 50 16.7
fears, anxieties and opinions to health professionals during prenatal care? :
- Psychologic 5. Did you never, almost never or sometimes feel that your choices were respected (consentor
'S refusal) during prenatal care? 43 14.4
§
a
g 6. Did you never, almost never or sometimes feel that your privacy was respected during the 28 94
k9] service? :
.2,
>
3 Institutional 8. Were you never, aIrT'nost never or sometimes I|stened_to durlpg your prenatal consultations, 45 15.0
and was the information you requested answered satisfactorily?
10. Never, almost never or sometimes during prenatal care did you have access to enough
. . L. P 52 17.4
information to make decisions about pregnancy and childbirth?
Figure 1

Prevalence of types of obstetric violence (OV) perceived by pregnant women during prenatal care in Primary Health Care, Montes Claros, MG, Brazil,

2018/2019 (n=300).

21.7%

7.0%

26.3%
24.3%

OV Physical OV Sexual

OV Psychological

QV Institutional

prevalences were: institutional OV (26.3%; C195%=21.6-
31.5) and psychological OV (24.3%; CI195%=19.7-29.4),
followed by the prevalence of physical OV (21.7%;
CI95%=17.3-26.6) and sexual OV (7.0%; C195%=4.5.0-
10.35).

Table 4 shows the prevalence of the manifestations
of the types of OV perceived by pregnant women
during prenatal care, according to sociodemographic
characteristics. Although there were no significant

associations (p<0.05), there was a higher prevalence of

physical, sexual and psychological OV among pregnant
women aged under 20. The results also revealed that
the manifestations of the four types of OV were more
prevalent among pregnant women who had a higher level
of schooling, who were not in the job market and who
had more than two children. Women who lived without
a partner were more likely to experience physical,
psychological and institutional OV. Those with a family
income of less than two minimum wages were more likely
to experience psychological and institutional OV.
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Table 4

Prevalence of types of OV in prenatal care according to sociodemographic characteristics of pregnant women assisted in Primary Health Care.

Montes Claros, MG, Brazil, 2018-2019 (n=300).

ov ov ov ov
Sociodemographic characteristics Physical Sexual Psychological Institutional
% % % %

Age group (years)

<20 24.6 10.5 28.1 26.3

20-34 22.3 6.4 234 28.7

Over 34 17.4 6.5 26.1 17.4

p* 0.670 0.560 0.754 0.295
Schooling

Eight years or less 17.0 43 19.1 21.3

More than eight years 22.5 7.5 25.3 27.3

p* 0.400 0.422 0.367 0.391
Marital status

With a partner 22,5 8.1 23.9 24.3

Without a partner 18.4 3.9 25.0 30.3

p* 0.452 0.302 0.843 0.307
Occupation

Formal or informal work 19.0 6.8 20.4 24.5

Housewife or unemployed 24.3 7.2 28.3 28.4

p* 0.267 0.883 0.252 0.456
No. of children

None 20.9 7.0 18.3 24.3

1-2 24.1 6.0 30.8 27.8

>2 24.3 13.5 24.3 243

p* 0.814 0.296 0.074 0.800
Family income (MW)

<2 21.0 6.2 26.8 28.8

=2 21.5 6.3 17.3 18.5

p* 0.929 0.958 0.089 0.074

MW=minimum wage: R$ 954.00; *Totals vary due to missing information; OV=obstetric violence.

Discussion

Significant prevalence rates of situations that characterize
the occurrence of OV were identified, ranging from 7.0%
(sexual OV) to 26.3% (institutional OV).

Given the unavailability of studies dealing with the issue
in prenatal care, it was decided to discuss data referring
to the hospital environment, recognizing this limitation.
Prenatal care can be a tool for preventing obstetric
violence during childbirth, when pregnant women are given
adequate information and are empowered in their rights.?
In this sense, its occurrence during prenatal care is doubly
damaging to pregnant women.

OV is a significant problem when considering human
rights and the fight against gender-based violence, as
it specifically targets women and permeates unequal
power relations in society.® Gender-based violence
is a consequence of a social organization, patriarchy,
which privileges the male. In the obstetric scenario,
this imbalance in power relations between women and
health teams is explicit when they abuse interventions

that constitute OV.>*> Women are subjugated in a social
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context of domination due to their condition that involves
harmful gender stereotypes, reinforced by religious,
social and cultural beliefs about sexuality, pregnancy
and motherhood, where women lose their autonomy and
become susceptible to submission by the power relations
of patriarchy.?

Although Brazil has rules on the humanization of
prenatal care and childbirth,®® there is no specific law in
the legal system that criminalizes obstetric violence. Some
States and cities have rules to combat obstetric violence,
such as Law 23.175/18 in Minas Gerais, which guarantees
humanized care for pregnant women, women in labor
and women undergoing abortions?' and Law 23.243/19,
which established the “State Week to Combat Obstetric
Violence”.?

Physical OV is related to the provocation of pain,
discomfort or bodily injury, which causes mild to
intense damage, by carrying out procedures without
recommendation based on scientific evidence.? In this
study, it was estimated that 21.7% of women perceived at
least one of the situations that characterize the occurrence
of physical OV during prenatal care. A study® carried



out with Mexican pregnant women estimated that 23.6%
suffered physical OV and another study* in Spain estimated
a prevalence of 54.5% of physical OV, both during
childbirth. It is important to note that around 13.8% of
the pregnant women in this study reported that they had
been denied care at some point during prenatal care. The
negligence that occurs when care is denied during prenatal
care is understood as physical abandonment and lack of
care for the patient and her baby.?*

In addition, 11.4% of pregnant women reported using
medication without the need for it being explained by the
professional who assisted them. The use of medication
during pregnancy is a public health problem, since the
effects of drugs on the fetus can occur at any time during
pregnancy.” A study in Ceara®® showed that 38.0% of
women did not receive guidance on the use of medication
during pregnancy. That is why it is important for women
to be aware of the risks and benefits they can have on
maternal and child health.

Sexual OV in childbirth has been investigated more
frequently in previous studies, while national studies
evaluating it during prenatal care are still scarce. Practices
carried out inappropriately, which constitute sexual OV,
are harmful or ineffective and can begin in health units
and maternity wards, including exposure of the woman’s
body, without her consent, in the presence of several
professionals.? Sexual OV involves disrespect for the
woman’s intimacy, through unnecessary manipulation of
intimate parts through invasive, constant and aggressive
vaginal touching, routine episiotomy, enema, imposition
of the supine position or lithotomy.?

In this study, 7.0% of the pregnant women said that,
during their care with the health professional, they had to
expose any part of their body or had interventions made
on their body without explaining the reason or purpose.
A study carried out in Araguari, Minas Gerais, found that
38.9% of women had suffered sexual OV as a result of
painful and repetitive vaginal touching.?® Another study
carried out in the ESF in Rio de Janeiro, RJ, found that
59.0% of women had suffered intimate partner violence,
with considerable consequences for their health and use
of services.”’

Psychological OV encompasses intentional
humiliation, mistreatment, negligence in care and
rude treatment, disrespect and personal offense.’ It is
characterized by behaviors that generate feelings of
vulnerability fear and insecurity.> Approximately 24.0%
of the participants reported at least one of the episodes of
psychological OV evaluated in this study. A study carried
out with puerperal women in a city in the Southwest
of Bahia®® found that psychological OV occurred on
a smaller scale, with 7.1% suffering personal offense,
7.1% experiencing some embarrassment, 4.8% feeling
disrespected and 4.8% being humiliated.

Prenatal manifestations of obstetric violence

Negative experiences during pregnancy, childbirth
or even abortion have numerous psychological, physical
and social consequences. According to the WHO, around
10.0% of pregnant women and 13.0% of puerperal women
have a mental disorder, and postpartum depression that can
affect between 10.0% and 20.0% of puerperal women.?
Another study'” showed that 64.0% of the participants did
not receive enough prenatal information to feel prepared
for childbirth. It is essential that the pregnant woman’s
decisions are respected by the ESF team, as the dialog
between the multi-professional team and the parturient
woman is enlightening and can help guide her towards a
quality in pregnancy, childbirth and postpartum.®

Institutional OV is related to the asymmetry of
power between the patient and the health professional,
through the omission of information and/or care,
inappropriate or unnecessary conduct, and the imposition
of unjustified institutional norms.? In this study, 26.3% of
pregnant women noticed this type of OV during prenatal
consultations, 15.0% of whom were not listened to and
informed in a satisfactory manner, and 17.4% who did
not receive enough information to actively participate in
decisions involving their pregnancy and childbirth. The
Pesquisa Nascer no Brasil,® (Birth in Brazil Survey) a
large national survey carried out in 2014, estimated that
25.0% of women suffered institutional OV, 74.0% of which
occurred in public hospitals, which corroborates the need
for health education during prenatal care with a view to
preventing such practices.

Resolution 36/2008,*° which regulates the national
operation of obstetric and neonatal care services,
guarantees privacy for pregnant women, as the information
given by the team of professionals must be transferred
safely to the parturient woman. Despite this, around 9.4%
of women stated that they never, almost never or sometimes
felt that their privacy was respected during care.

This study found no significant association between
the types of OV and the participants’ sociodemographic
characteristics. This finding may be due to the fact that
the sample was made up of women with a similar socio-
economic profile, in other words, predominantly women
with a medium level of schooling, who lived with a partner
and had a low family income. Data from the Pesquisa
Nascer no Brasil, show that compared to white women,
black puerperal women had a higher risk of inadequate
prenatal care, lack of attachment to the maternity hospital,
absence of a companion, pilgrimage to the birth and less
local anesthesia for episiotomy.

This research has some limitations. An excessively
long questionnaire was used to collect data for the “Estudo
ALGE”, which may have caused fatigue and discomfort
among the pregnant women. Another limitation is that
the instrument used to measure OV was not subjected to
concurrent validity, i.e. it was not correlated with another
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validated instrument measuring the same construct.
However, it is worth noting that the instrument showed
satisfactory content validity, construct validity and
reliability indicators.

During the course of this study, we identified gaps
in the epidemiological evidence on prenatal OV, whose
research is practically non-existent in the national literature.
These gaps make it difficult to update information on the
improvement of the Programa de Humaniza¢do no Pré-
Natal e Nascimento (PHPN), which outlines the general
principles and conditions for adequate prenatal care and
adequate childbirth care.”

The concept of obstetric violence as a violation of
human rights, as well as its typology that characterizes
it in the physical, psychological, sexual and institutional
spheres, apply to both prenatal care and care during
labour and delivery. For example, the provocation of pain
and discomfort, caused by unnecessary touching or lack
of privacy, or denial of care. Thus, this study highlights
the contributions to the acquisition of new knowledge
regarding the epidemiology of OV in prenatal care.

The conclusion is that there was a significant
prevalence of OV manifestations perceived during prenatal
care in the APS of the city investigated, in terms of
physical, psychological, sexual and institutional aspects,
regardless of the sociodemographic characteristics of the
pregnant women. It is suggested that public policies should
be developed to mitigate OV in health institutions, in order
to guarantee women care based on scientific evidence,
respecting their inherent rights.
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