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Abstract 

Background: Obstetric violence is a type of gender-based violence that is 

presented structurally. This type of violence has physical and psychological 

consequences for both the women who experience it and health professionals. 

The World Health Organization adds that health professionals need training to 

ensure that pregnant women are treated with compassion and dignity. 

Objectives: The objective of the study was to evaluate health sciences 

students’ perception of obstetric violence and to identify possible changes after 

an educational intervention. 

Design: A pre-post quasi-experimental study was carried out between January 

and June 2019. 

Settings and participants: Students of medicine and nursing from Jaume I 

University (Universitat Jaume I) (Spain). 

Methods: An ad hoc scale comprising 33 items was designed to measure the 

students’ perceptions. In addition, sociodemographic and control variables were 

collected. Descriptive analyses of the sample and the scale were carried out, 

and a bivariate analysis was performed. 

Results: Of the students surveyed, 89.7% were women, and the majority were 

nursing students. Of the 33 items, 28 (84.84%) showed statistically significant 

changes in the pre-post-intervention measurement. Twenty-five of the 33 items 

(75.75%) showed a relationship with the sociodemographic variables of gender, 

field, course and ever having been pregnant. 



Conclusion: This study shows the change in health sciences students’ 

perceptions of obstetric violence after an educational intervention. In addition, 

the normalization of this type of violence was observed with the progression of 

training and with personal obstetric experience. 
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Introduction 

The World Health Organization (WHO) states that "all women have the right to 

receive the highest level of health care, which includes the right to dignified and 

respectful care in pregnancy and childbirth, and the right not to suffer violence 

or discrimination" (WHO, 2014). In 1985, the European regional office of the 

WHO, the Pan American Health Organization and the regional office of the 

WHO for the Americas, at a conference on appropriate technology for childbirth, 

created a series of consensus recommendations among obstetricians, 

paediatricians, midwives, psychologists, epidemiologists, mothers and other 

professionals. The result was the "Declaration of Fortaleza" (World Health 

Organization, 1985), which the WHO considers applicable to all perinatal 

services throughout the world. 

 

Background 

Some definitions of obstetric violence (OV) exist. Specifically, the "Organic Law 

on the Right of Women to a Life Free of Violence", published in March 2007 in 

Venezuela, defines this term as “…the appropriation of the body and 

reproductive processes of women by health personnel, which is expressed as 

dehumanized treatment, an abuse of medication, and the conversion of natural 

processes into pathological ones, bringing with it loss of autonomy and the 



ability to decide freely about their bodies and sexuality, negatively impacting the 

quality of life of women” (Diaz-Tello, 2016; Pérez D’gregorio, 2010). 

The WHO warns that an increasing number of studies on the experiences of 

women during pregnancy and, in particular, during childbirth present an 

alarming scenario, indicating that many women around the world experience 

disrespectful, offensive or negligent treatment during labour (WHO, 2014). In 

addition, it describes the practices that make OV visible: disrespectful and 

offensive treatment during childbirth, physical abuse, profound humiliation and 

verbal abuse, medical procedures performed without consent or under coercion 

(including sterilization), lack of confidentiality, failure to obtain the complete 

informed consent, refusal to administer analgesics, flagrant violations of privacy, 

refusal of admission to a health centre, negligence towards women during 

childbirth and the retention of women and new-borns in health centres due to 

their inability to pay (WHO, 2014), among others. 

Concerning this type of violence, several conjectures have been raised 

regarding possible variables that favour its social stratification (Castro and 

Frías, 2019): lower socioeconomic level (Brandão et al., 2018; Santiago et al., 

2018); youth, race, poor economic status and women’s ignorance of their rights 

(Perera et al., 2018); or having dark skin (Grilo Diniz et al., 2018). However, an 

analysis of the main reasons and places of occurrence of this type of violence 

can reveal that OV is a type of structural violence.  

The main reason for OV is gender bias, in which women’s right to choose is 

nullified and replaced (Jardim and Modena, 2018). Regarding sites of 

occurrence, OV occurs throughout the world. Evidence shows that it exists in 

countries such as Mexico (Castro and Savage, 2019; Castro and Frías, 2019; 



Santiago et al., 2018), Venezuela, Argentina, Brazil (Ishola et al., 2017; Jardim 

and Modena, 2018), India (Bhattacharya and Sundari Ravindran, 2018), 

Tanzania (Mselle et al., 2018), the Czech Republic (Begley et al., 2018), 

Ecuador (Brandão et al., 2018), Italy (Castro and Frías, 2019; Ravaldi et al., 

2018; Scambia et al., 2018), the United States (Perera et al., 2018), and Nigeria 

(Ishola et al., 2017), among other places. The structural nature of OV makes the 

health professional who exercises it unaware of it and even normalizes this 

practice (Borges, 2018). 

Practices characterized by OV have physical and psychological consequences 

for both the women who experience them and the health professionals who 

practise or witness them. Women have shown how their physical, sexual and 

psychological health has been negatively affected (Chattopadhyay et al., 2018), 

and a very meaningful experience in their lives has been transformed into a 

violent and negative one (Borges, 2018; McGarry et al., 2017). On the other 

hand, the literature suggests that personnel who witness this type of violence 

during childbirth may suffer from compassion fatigue or secondary traumatic 

stress in response to observing the traumas the woman experiences first-hand 

(Sadler et al., 2016). The WHO states that it is necessary to generate data 

related to respectful and disrespectful care practices, responsibility systems and 

valuable professional support, adding that health professionals need support 

and training to ensure that pregnant women are treated with compassion and 

dignity (WHO, 2014). 

Therefore, the main objective of this study was to evaluate the perceptions of 

health sciences students at Jaume I University (Universitat Jaume I) (Spain) 



have regarding OV and to detect possible changes in these perceptions after an 

educational intervention. 

 

Methods 

Design and sample 

A pre-post quasi-experimental study was conducted among health sciences 

students at Jaume I University (Universitat Jaume I) (Spain) between January 

and June 2019. 

A sample size calculation was performed using the GRANMO programme, 

which determined that a sample of 99 subjects was sufficient. The values 

considered for the calculation of the sample size included a confidence interval 

of 95%, highlighting an initial proportion of events of 0.1 percentage points and 

a loss to follow-up of 20%. 

 

Variables and instruments 

The sociodemographic variables that were considered were age, gender, field 

(medicine, nursing), course, health experience in gynaecology and obstetrics 

services (yes, no), duration of experience (less than 1 year, between 1 and 4 

years, more than 4 years), having been present at a birth (yes, no), duration of 

experience being present at births (less than 1 year, between 1 and 4 years, 

more than 4 years), personal experience with pregnancies and births (yes, no), 

time since pregnancy and birth (less than 1 year, between 1 and 4 years, more 

than 4 years). 

The perception of OV was measured with an ad hoc questionnaire composed of 

33 items that referred to OV practices and were divided into 4 key moments 



(before delivery, during delivery, in case of caesarean section and after 

delivery). These items were measured using a 5-point Likert scale (1 strongly 

disagree - 5 strongly agree). The questionnaire was developed by a group of 3 

experts and was based on the Guía de Práctica Clínica de Atención al Parto 

Normal (Clinical Practice of Normal Birth Care Guide) (Ministerio de Sanidad, 

2014). The internal consistency of the scale, measured with Cronbach's alpha, 

was 0.922 for the pre-intervention measurement and 0.975 for the post-

intervention measurement. 

The intervention consisted of an 8-hour seminar. This activity was composed of 

a theatrical performance on OV in the delivery room performed by "The Other 

Part of the Theatre" (1 hour); a master class on legal aspects presented by a 

lawyer specializing in health law (2 hours); a round table composed of 

professionals from the different fields, who contributed their experiences (4 

hours); and another round table in which four volunteer mothers narrated their 

experiences of childbirth (1 hour). The session with the theatrical performance 

and the master class on legal issues was conducted on 03/07/2019. The round 

tables of the professionals and the mothers was held at a second session on 

03/12/2019. 

 

Data collection 

Fieldwork was conducted in March 2019 after the launch of a seminar related to 

OV, in which students voluntarily enrolled. Data were collected through a self-

completed survey administered before the students entered the seminar on 

03/07/2019 and after the activity on 03/12/2019. This survey was accompanied 



by an explanation of the study objective and an explanation of its voluntary and 

anonymous nature. 

 

Analysis 

A descriptive analysis of the data was performed considering means, standard 

deviations and 95% confidence intervals for the quantitative variables and the 

distribution of frequencies and percentages were taken into account for the 

qualitative variables. For the bivariate analysis, applicability was determined 

using parametric tests, the Kolmogorov-Smirnov normality test and Levene test 

for the homogeneity of variances. After these conditions were confirmed as 

acceptable, Student's T test was applied for paired data, with the intention of 

detecting the effect of the change in the different measurements, and the Mann 

Whitney U and Kruskal Wallis tests were used to determine the relationships of 

the sociodemographic variables and perceptions of OV with the responses on 

the pre-intervention measurement. The analysis was carried out with the 

statistical package Statistical Package for Social Sciences (SPSS), version 21. 

A statistical significance level of p < 0.05 was established. 

Ethical considerations 

The study was approved by the management of the Jaume I University 

(Universitat Jaume I) Nursing Research Group. The intervention was approved 

by the directorate of the Nursing Department and the dean of the School of 

Health Sciences of Jaume I University (Universitat Jaume I). Before data 

collection, the students received information about the objectives of the study as 

well as its methodology and the voluntary and anonymous nature of 

participation. The data collection tool did not include any personal data that 



could compromise the identity of the participants. The project was designed in 

accordance with the December 5 Protection of Personal Data and Guarantee of 

Digital Rights Organic Law 03/2018. In addition, the principles of the Declaration 

of Helsinki (charity, nonmaleficence, autonomy and justice) were respected. To 

respect the anonymity of the data and to match the first and second 

measurements, an ID was created consisting of the last two digits of the 

student’s cell phone number, the last two digits of his or her National ID and his 

or her initials. 

 

Results 

A total of 107 questionnaires were collected. The mean age of the students was 

22.5 years (± 5.87). Women represented 89.7% of the sample (n = 96). A total 

of 86.9% (n = 93) of the students belonged to the degree programme in nursing, 

and 28% (n = 30) of the students had completed clinical practice in the 

gynaecology and obstetrics departments. Of the sample, 20.6% (n = 22) had 

been present at a birth; only 4.7% (n = 5) had been pregnant, and 2.8% (n = 3) 

had given birth (Table 1). 

Tabla 1. Variables sociodemográficas y de control de la muestra. 

Variable Total Enfermería Medicina 

 n % n % n % 

Sexo 
Masculino 11 10.3 10 9.3 1 0.9 
Femenino 96 89.7 83 77.6 13 12.1 
Curso 
Primero 10 9.3 8 7.5 2 1.9 
Segundo 46 43.0 40 37.4 6 5.6 
Tercero 10 9.3 7 6.5 3 2.8 
Cuarto 40 37.4 37 34.6 3 2.8 
Experiencia en el servicio de ginecología y obstetricia 
Sí 30 28.0 25 23.5 5 4.7 
No  77 72.0 68 63.6 9 8.4 
Presencia de algún parto 
Sí 22 20.6 20 18.7 2 1.9 



No 85 79.4 73 68.2 12 11.2 
Embarazo propio 

Sí  5 4.7 5 4.7 - - 
No  102 95.3 88 82.2 14 13.1 
Tiempo desde el propio embarazo 
Menos de un año - - - - - - 
Entre 1 y 4 años 2 1.9 2 1.9 - - 
Más de 4 años 3 2.8 3 2.8 - - 
Parto propio 
Sí 3 2.8 3 2.8 - - 
No 104 97.2 90 84.1 14 13.1 
Tiempo desde el propio parto 
Menos de un año - - - - - - 
Entre 1 y 4 años - - - - - - 
Más de 4 años 3 2.8 3 2.8 - - 

 

The Kolmogorov-Smirnov test (p <0.01) and the Levene test (p <0.05) verified 

the appropriateness of the Student’s t-test for paired data. Table 2 shows the 

descriptive analysis of the variables for the pre- and post-intervention 

measurements and the bivariate analysis. All analyses of the OV perception 

scale by paired data showed statistically significant differences between the 

pre- and post-intervention measures, except on the items related to performing 

a pelvic examination without consent (p = 0.368); not preserving the privacy of 

the woman (p = 0.389); not considering the woman’s decision (p = 0.086); 

taking pictures without permission (p = 0.379); saying "Stop complaining, it is 

not that bad" (p = 0.181); Separating the mother and new-born (p = 1.00); and 

giving formula to the baby without the mother’s consent (p = 0.320). 

Tabla 2. Resultados de la percepción de los estudiantes en relación a la 

Violencia Obstétrica.  

Variable Medida pre-

intervención 

Medida post-

intervención 

 

p-valor* 



 n % n % 

Canalizar vía intravenosa 

Nada de acuerdo 44 41.9 2 2.0  

<0.01 

 

Algo de acuerdo 20 19.0 7 7.1 

Ni de acuerdo ni en desacuerdo 25 23.8 16 16.3 

Bastante de acuerdo 13 12.4 37 37.8 

Muy de acuerdo 3 2.9 36 36.7 

Dirigir en la posición 

Nada de acuerdo 52 49.5 8 8.2  

<0.01 

 

 

Algo de acuerdo 19 18.1 3 3.1 

Ni de acuerdo ni en desacuerdo 10 9.5 16 16.3 

Bastante de acuerdo 17 16.2 28 28.6 

Muy de acuerdo 7 6.7 43 43.9 

Acelerar el proceso de parto artificialmente 

Nada de acuerdo 11 10.5 2 2.0  

<0.01 Algo de acuerdo 18 17.1 2 2.0 

Ni de acuerdo ni en desacuerdo 26 24.8 4 4.1 

Bastante de acuerdo 24 22.9 16 16.3 

Muy de acuerdo 26 24.8 74 75.5 

Administrar enema de rutina 

Nada de acuerdo 18 17.0 2 2.0  

<0.01 

 

 

Algo de acuerdo 16 15.1 2 2.0 

Ni de acuerdo ni en desacuerdo 30 28.3 1 1.0 

Bastante de acuerdo 19 17.9 18 18.4 

Muy de acuerdo 23 21.7 75 76.5 

Amniorexis de rutina 

Nada de acuerdo 3 2.8 2 2.0  

<0.01 Algo de acuerdo 1 0.9 2 2.0 

Ni de acuerdo ni en desacuerdo 21 19.8 - - 

Bastante de acuerdo 40 37.7 6 6.1 

Muy de acuerdo 41 38.7 88 89.8 

Rasurado genital de rutina 

Nada de acuerdo 16 15.2 1 1.0  

<0.01 

 

Algo de acuerdo 15 14.3 1 1.0 

Ni de acuerdo ni en desacuerdo 24 22.9 7 7.1 

Bastante de acuerdo 17 16.2 21 21.4 

Muy de acuerdo 33 31.4 68 69.4 

Inmovilizar a la mujer 

Nada de acuerdo 2 1.9 2 2.0  

<0.01 

 

Algo de acuerdo 3 2.8 1 1.0 

Ni de acuerdo ni en desacuerdo 4 3.8 - - 

Bastante de acuerdo 29 27.4 3 3.1 

Muy de acuerdo 68 64.2 92 93.9 

Tacto vaginal sin consentimiento 

Nada de acuerdo 2 1.9 2 2.0  

0.368 

 

Algo de acuerdo 1 0.9 1 1.0 

Ni de acuerdo ni en desacuerdo 2 1.9 - - 



Bastante de acuerdo 6 5.7 3 3.1 

Muy de acuerdo 95 89.6 92 93.9 

No ofrecer medidas para el dolor 

Nada de acuerdo 2 1.9 3 3.1  

<0.01 

 

Algo de acuerdo 2 1.9 3 3.1 

Ni de acuerdo ni en desacuerdo 4 3.8 - - 

Bastante de acuerdo 32 30.2 9 9.2 

Muy de acuerdo 66 62.3 83 84.7 

Incitar al uso de la epidural 

Nada de acuerdo 2 1.9 1 1.0  

<0.01 

 

Algo de acuerdo 7 6.6 1 1.0 

Ni de acuerdo ni en desacuerdo 22 20.8 5 5.1 

Bastante de acuerdo 39 36.8 24 24.5 

Muy de acuerdo 36 34.0 67 68.4 

No preservar la intimidad 

Nada de acuerdo 2 1.9 2 2.0  

0.389 

 

Algo de acuerdo 1 0.9 1 1.0 

Ni de acuerdo ni en desacuerdo 1 0.9 - - 

Bastante de acuerdo 9 8.5 6 6.4 

Muy de acuerdo 93 87.7 89 90.8 

Convencer a la mujer de una cesárea para terminar el parto rápido y sin dolor 

Nada de acuerdo 2 1.9 2 2.0  

<0.01 

 

Algo de acuerdo 5 4.7 2 2.0 

Ni de acuerdo ni en desacuerdo 3 2.8 - - 

Bastante de acuerdo 27 25.5 5 5.1 

Muy de acuerdo 69 65.1 89 90.8 

No considerar la decisión de la mujer  

Nada de acuerdo 1 0.9 2 2.0  

0.086 

 

Algo de acuerdo 1 0.9 - - 

Ni de acuerdo ni en desacuerdo 2 1.9 - - 

Bastante de acuerdo 13 12.3 4 4.1 

Muy de acuerdo 89 84.0 92 93.9 

Tomar imágenes sin permiso 

Nada de acuerdo 3 2.8 3 3.1  

0.379 Algo de acuerdo 1 0.9 1 1.0 

Ni de acuerdo ni en desacuerdo - - - - 

Bastante de acuerdo 6 5.7 - - 

Muy de acuerdo 96 90.6 94 95.9 

Posición de litotomía 

Nada de acuerdo 13 12.6 2 2.0  

<0.01 

 

Algo de acuerdo 14 13.6 10 10.2 

Ni de acuerdo ni en desacuerdo 31 30.1 - - 

Bastante de acuerdo 22 21.4 18 18.4 

Muy de acuerdo 23 22.3 68 69.4 

Acompañamiento en el expulsivo 

Nada de acuerdo 29 27.6 8 8.4  

<0.01 Algo de acuerdo 16 15.2 4 4.2 



Ni de acuerdo ni en desacuerdo 17 16.2 12 12.6  

Bastante de acuerdo 17 16.2 16 16.8 

Muy de acuerdo 26 24.8 55 57.9 

Episiotomía de rutina 

Nada de acuerdo 1 1.0 2 2.0 <0.01 

 

 

Algo de acuerdo 6 5.9 1 1.0 

Ni de acuerdo ni en desacuerdo 13 12.7 - - 

Bastante de acuerdo 14 13.7 8 8.2 

Muy de acuerdo 68 66.7 87 88.8 

Expresar: “No sabes empujar” 

Nada de acuerdo 3 2.9 2 2.0  

0.05 

 

Algo de acuerdo 2 1.9 1 1.0 

Ni de acuerdo ni en desacuerdo - - - - 

Bastante de acuerdo 10 9.5 1 1.0 

Muy de acuerdo 90 85.7 94 95.9 

Maniobra Kristeller 

Nada de acuerdo 1 1.0 2 2.0  

<0.01 

 

Algo de acuerdo 2 1.9 1 1.0 

Ni de acuerdo ni en desacuerdo 11 10.6 - - 

Bastante de acuerdo 18 17.3 5 5.1 

Muy de acuerdo 72 69.2 90 91.8 

Episiotomía sin anestesia 

Nada de acuerdo 4 4.0 2 2.0  

<0.01 

 

Algo de acuerdo 2 2.0 1 1.0 

Ni de acuerdo ni en desacuerdo 10 9.9 1 1.0 

Bastante de acuerdo 18 17.8 - - 

Muy de acuerdo 67 66.3 83 84.7 

Prohibir comer y beber 

Nada de acuerdo 8 7.6 2 2.0  

<0.01 

 

Algo de acuerdo 11 10.5 5 5.1 

Ni de acuerdo ni en desacuerdo 29 27.6 - - 

Bastante de acuerdo 33 31.4 19 19.4 

Muy de acuerdo 24 22.9 72 73.5 

No proporcionar abrigo/calefacción durante el parto 

Nada de acuerdo 1 1.0 4 4.1  

0.01 

 

Algo de acuerdo 4 3.8 1 1.0 

Ni de acuerdo ni en desacuerdo 7 6.7 - - 

Bastante de acuerdo 30 28.6 11 11.3 

Muy de acuerdo 63 60.0 81 83.5 

Expresar: “Deja de quejarte, que tampoco es para tanto” 

Nada de acuerdo 3 2.9 1 1.0  

0.181 

 

Algo de acuerdo 1 1.0 1 1.0 

Ni de acuerdo ni en desacuerdo - - 1 1.0 

Bastante de acuerdo 9 8.6 15 15.3 

Muy de acuerdo 92 87.6 80 81.6 

Impedir que la mujer grite 

Nada de acuerdo 2 1.9 3 3.1  



Algo de acuerdo 2 1.9 2 2.0 0.012 

 Ni de acuerdo ni en desacuerdo 10 9.6 - - 

Bastante de acuerdo 17 16.3 6 6.1 

Muy de acuerdo 73 70.2 87 88.8 

Realizar cesárea por lentitud al dilatar 

Nada de acuerdo 5 4.8 1 1.0  

 

<0.01 

Algo de acuerdo 6 5.7 1 1.0 

Ni de acuerdo ni en desacuerdo 16 15.2 1 1.0 

Bastante de acuerdo 32 30.5 15 15.3 

Muy de acuerdo 46 43.8 80 81.6 

Cesárea de urgencia sin consentimiento 

Nada de acuerdo 5 4.8 1 1.0  

<0.01 

 

Algo de acuerdo 3 2.9 1 1.0 

Ni de acuerdo ni en desacuerdo 8 7.7 2 2.0 

Bastante de acuerdo 20 19.2 12 12.2 

Muy de acuerdo 68 65.4 82 83.7 

Impedir el acompañamiento en caso de instrumentación o cesárea 

Nada de acuerdo 1 1.0 2 2.0  

<0.01 

 

Algo de acuerdo 3 2.9 1 1.0 

Ni de acuerdo ni en desacuerdo 9 8.6 1 1.0 

Bastante de acuerdo 23 21.9 5 5.1 

Muy de acuerdo 69 65.7 89 90.8 

Corte de cordón inmediato 

Nada de acuerdo 10 9.6 2 2.0  

0.018 

 

Algo de acuerdo 15 14.4 2 2.0 

Ni de acuerdo ni en desacuerdo 20 19.2 10 10.2 

Bastante de acuerdo 30 28.8 30 30.6 

Muy de acuerdo 29 27.9 54 55.1 

Suturar sin anestesia un desgarro 

Nada de acuerdo 2 1.9 3 3.1  

<0.01 

 

Algo de acuerdo 4 3.8 1 1.0 

Ni de acuerdo ni en desacuerdo 7 6.7 1 1.0 

Bastante de acuerdo 29 27.9 8 8.2 

Muy de acuerdo 62 59.6 85 86.7 

Separación madre-recién nacido 

Nada de acuerdo 2 1.9 2 2.0  

1.00 

 

Algo de acuerdo - - 1 1.0 

Ni de acuerdo ni en desacuerdo - - - - 

Bastante de acuerdo 3 2.9 3 3.1 

Muy de acuerdo 100 95.2 92 93.9 

Piel con piel tras la revisión pediátrica 

Nada de acuerdo 13 12.4 2 2.0  

<0.01 

 

Algo de acuerdo 5 4.8 1 1.0 

Ni de acuerdo ni en desacuerdo 17 16.2 3 3.1 

Bastante de acuerdo 21 20.0 16 16.3 

Muy de acuerdo 49 46.7 76 77.6 

Llevar el bebé al nido 



*T de Student para muestras relacionadas  

 

Of the 33 items on the OV perception scale, only 24.24% (n = 8) had no 

relationship with the sample’s sociodemographic and control variables. The 

variables with the most statistically significant differences in relation to the OV 

perception scale were gender, course, and having been pregnant. Field 

(nursing vs. medicine) showed statistically significant differences on the items 

related to not offering measures for pain (nursing: m = 4.43, SD = 0.85, 

medicine: m = 4.86, SD = 0.36, p = 0.047); performing the Kristeller manoeuvre 

(nursing: m = 4.60, SD = 0.75; medicine: m = 3.92, SD = 1.17, p = <0.01); 

performing an episiotomy without anaesthesia (nursing: m = 4.46, SD = 1.01; 

medicine: m = 3.89, SD = 1.05; p = 0.033); allowing skin-to-skin contact after 

the paediatric examination (nursing: m = 3.93, SD = 1.35; medicine: m = 3.15, 

SD = 1.52, p = 0.049) and taking the new-born to the nursery (nursing: m = 

3.85, SD = 1.12; medicine: m = 3.15, SD = 1.14, p = 0.025) (Table 3). 

Nada de acuerdo 7 6.7 2 2.1  

<0.01 

 

Algo de acuerdo 6 5.7 1 1.0 

Ni de acuerdo ni en desacuerdo 24 22.9 8 8.2 

Bastante de acuerdo 36 34.6 14 14.4 

Muy de acuerdo 32 30.5 72 74.2 

Dar leche artificial sin consentimiento de la madre 

Nada de acuerdo 3 2.9 2 2.0  

0.320 

 

Algo de acuerdo - - 1 1.0 

Ni de acuerdo ni en desacuerdo 3 2.9 - - 

Bastante de acuerdo 9 8.6 7 7.1 

Muy de acuerdo 90 85.7 88 89.8 



Tabla 3. Resultados cruzados entre la percepción y las variables sociodemográficas 

Variable  Sexoa  Disciplinab Cursoc Prácticas en 
servicio de 

ginecología-
obstetriciad 

Presenciar 
algún partoe 

Embarazo 
propiof 

Parto 
propiog 

Canalizar vía intravenosa   <0.01 <0.01   <0.01 
Dirigir en la posición   0.01 0.01    
Administrar enema de rutina 0.025     0.05 <0.01 
Amniorexis de rutina      <0.01  
Rasurado genital de rutina      <0.01 <0.01 
Tacto vaginal sin consentimiento 0.073  <0.01   <0.01 <0.01 
No ofrecer medidas para el dolor   <0.01   0.04 <0.01 
Incitar al uso de la epidural 0.029     <0.01 <0.01 
No preservar la intimidad <0.01     <0.01 <0.01 
No considerar la decisión de la mujer    0.03 0.043   <0.01 
Tomar imágenes sin permiso <0.01  <0.01   0.047 <0.01 
Episiotomía de rutina <0.01  0.031   <0.01 <0.01 
Expresar: “No sabes empujar” 0.048 <0.01   0.012 <0.01 <0.01 
Maniobra Kristeller  <0.01 0.057     
Episiotomía sin anestesia <0.01 0.061 0.013   0.048  
Prohibir comer y beber <0.01      0.025 
Expresar: “Deja de quejarte, que tampoco es para tanto”   <0.01   <0.01 <0.01 
Impedir que la mujer grite 0.056     0.032 <0.01 
Realizar cesárea por lentitud al dilatar      <0.01 0.015 
Cesárea de urgencia sin consentimiento   0.030 0.043   <0.01 
Impedir el acompañamiento en caso de instrumentación o cesárea 0.012 0.021     <0.01 
Suturar sin anestesia un desgarro <0.01     0.039 <0.01 
Separación madre-recién nacido 0.49      <0.01 
Piel con piel tras la revisión pediátrica   <0.01 0.048 0.036   
Dar leche artificial sin consentimiento de la madre   <0.01    <0.01 
aSexo: masculino/femenino; bDisciplina: Enfermería/Medicina; cCurso: Primero/Segundo/Tercero/Cuarto; dPrácticas en servicio de ginecología-obstetricia: Sí/No; ePresenciar algún parto: Sí/No 
fEmbarazo propio: Sí/No; gParto propio: Sí/No 

 



 

The completion of rotations in obstetrics-gynaecology was statistically 

significant related to the variables on the OV perception scale: directing the 

position of the woman in labour (yes: m = 2.57, SD = 1.33; no: m = 1.95, SD = 

1.33; p = 0.025); performing genital shaving (yes: m = 3.80, SD = 1.29; no: m = 

3.16, SD = 1.46; p = 0.041) and convincing the woman to undergo a caesarean 

section to end the labour quickly and without pain (yes: m = 4.70, SD = 0.79; 

no: m = 4.38, SD = 0.93; p = 0.021). Having been present at a childbirth was 

statistically significantly related to the following variable on the OV perception 

scale: Saying "you do not know how to push" (yes: m = 4.45, SD = 1.01; no: m 

= 4.84, SD = 0.65; p = <0.01). 

Table 4 shows the descriptive and comparative results for the control variables 

with respect to the items on the OV perception scale. Having given birth was 

statistically significantly related to the following items on the scale: performing 

routine genital shaving (yes: m = 1.00, SD = 0.00; no: m = 3.41, SD = 1.40, p = 

<0.01), performing routine episiotomy (yes: m = 2.67, SD = 0.57; no: m = 4.44, 

SD = 0.95; p = <0.01); saying “you do not know how to push” (yes: m = 2.33, 

SD = 1.15; no: m = 4.82, SD = 0.62; p = <0.01); performing a caesarean section 

due to slow dilation (yes: m = 2.00, SD = 1.00; no: m = 4.09, SD = 1.07; p = 

<0.01) and not allowing company in cases of instrumentation or caesarean 

section (yes: m = 3.33, SD = 0.57; no: m = 4.09, SD = 1.07; p = 0.02). Having 

been pregnant was statistically significantly related to the following items: 

performing routine genital shaving (yes: m = 1.80; SD = 1.78; no: m = 3.42, SD 

= 1.38; p = 0.028); performing a pelvic exam without consent (yes: m = 4.20, 

SD = 1.30; no: m = 4.83, SD = 0.64, p = 0.026); encouraging the use of an 



epidural (yes: m = 4.40, SD = 0.54; no: m = 4.81, SD = 0.68, p = <0.01); not 

considering the woman’s decision (yes: m = 4.40, SD = 0.54; no: m = 4.79, SD 

= 0.62; p = 0.01); taking pictures without permission (yes: m = 4.00, SD = 1.73; 

no: m = 4.85, SD = 0.62; p = 0.015); performing routine episiotomy (yes: m = 

3.00, SD = 0.70; no: m = 4.46, SD = 0.94; p = <0.01); saying "you do not know 

how to push" (yes: m = 3.40, SD = 1.67; no: m = 4.82, SD = 0.62; p = <0.01); 

saying "stop complaining, it is not that bad" (yes: m = 3.80, SD = 1.78; no: m = 

4.83, SD = 0.62; p = 0.034); and performing a caesarean due to slow dilation 

(yes: m = 2.60; SD = 1.51; no: m = 4.10, SD = 1.05; p = 0.022). 

 

Discussion 

It is important to emphasize that students’ participation in the proposed teaching 

activity was much greater than initially expected. The students seemed very 

motivated by the central theme, and their involvement was notable; therefore, 

the capture of individuals from the sample exceeded the calculated sample size. 

The high percentage of women in the sample (89.7%) should be noted; it may 

have occurred because women were especially motivated by the issue or 

because female representation is increasing in the health sciences (Bernalte-

Martí, 2015). It is noteworthy that students in different years of their programme 

were equitably represented in the seminar, although more second- and fourth-

year students than students of other years were in attendance. The 

representation of medical students was low; some possible reasons for this low 

attendance may be low dissemination of the activity among these students or 

the possibility that nursing students feel more linked to this type of practice 

(Olza-Fernández and Ruiz-Berdún, 2015). Because our sample was young in 



relation to the mean age (32.58 years) for maternity in Spain according to data 

from the National Institute of Statistics (Instituto Nacional de Estadística - 

INE)(«Edad Media a la Maternidad por orden del nacimiento según 

nacionalidad (española/extranjera) de la madre(1579)», s. f.), very few 

participants had a personal medical history of pregnancy or birth, although 30% 

of the sample had experience in gynaecology and obstetrics. 

Regarding the comparison of the pre- and post-intervention measures by paired 

data, it is noteworthy that with the exception of a few items, all measures 

presented statistically significant differences. Even so, it is worth highlighting the 

low results found in the pre-intervention measurement. The Fortaleza document 

(World Health Organization, 1985) states that a family member chosen by the 

mother may accompany her during childbirth and throughout the postnatal 

period to promote her well-being; the new-born should stay with his/her mother 

whenever possible; immediate breastfeeding should be promoted; the dorsal 

position of the woman in lithotomy during dilation is not recommended; and the 

shaving of pubic hair, the administration of enemas, the systematic use of 

episiotomy and the early artificial rupture of membranes should not be 

performed as routine procedures. All these procedures were included in the 

questionnaire, and of them, the only one that was identified as violence pre-

intervention was "giving formula without the mother’s consent". 

It should be noted that health science students should be trained in the latest 

available evidence (Aglen, 2016). Apparently, this does not occur in the field of 

obstetrics in Spain, highlighting the need for all women of child-bearing age to 

receive evidence-based care that is applied respectfully without neglecting the 

woman’s opinions and preferences (Begley et al., 2018). Along the same lines, 



the Fédération Internationale de Gynécologie et d'Obstétrique (FIGO) adds that 

“Every woman and every baby should be protected from unnecessary 

interventions, practices and procedures that are not evidence-based, and any 

practices that are not respectful of their culture, bodily integrity, and dignity” 

(International Federation of Gynaecology and Obstetrics et al., 2014). Special 

focus falls on the Kristeller manoeuvre, which, despite being contraindicated, 

continues to be put into practice (Borges, 2018; Fritz et al., 2017; Rubashkin et 

al., 2019) and was not recognized by the students as OV. 

It is evident that there is a close relationship between ideological 

representations of the female gender and the existence of OV. The cultural 

image of women as reproductive and submissive serves as a precedent for the 

domination, control and abuse they experience in relation to their bodies and 

sexuality. As a consequence, women are nullified, and their rights to choose are 

replaced (Jardim and Modena, 2018). These assertions are corroborated by the 

results obtained in this study; when the responses to the OV scale were 

compared by gender, a large number of variables presented statistically 

significant differences, and in all of them, the perception of OV was higher 

among females. 

Another feature of this OV is that it is rooted in a system that stands in the way 

of optimal health outcomes (Castro and Savage, 2019); thus, it also has a 

structural nature (Bhattacharya and Sundari Ravindran, 2018). In this way, the 

researchers assumed two facts that were confirmed through this study: a) the 

normalization of this type of violence according to the student’s year of study, 

i.e., a lower perception of OV among more advanced students and a 

relationship between perceptions of OV and having participated in obstetric 



practices during study; and b) the normalization of this type of obstetric 

practices in relation to the participant’s personal experience with pregnancies 

and births (a decreased perception of OV after having been pregnant or given 

birth). A larger study is necessary to determine the degree of normalization and 

the normalization process; however, given these preliminary data, it is essential 

to change the training of health personnel, who should have a solid foundation 

in ethics and gender and human rights because emotional factors or burnout 

may be among the reasons for practising OV (Olza Fernández, 2013). The 

strain on health personnel is so high that many professionals have to abandon 

their job and even their profession (Beck and Gable, 2012). Therefore, public 

policies must direct attention towards humane and respectful treatment that is 

based on and supported by the latest available evidence. However, in order for 

this to happen, health personnel who work with pregnant women must abandon 

the traditional hierarchy and structure in which medical supervision implies a 

subordination of women’s bodies and sexuality. This fact is further aggravated 

when all attention is paid to techniques, and the value of how people are treated 

is lost (Grilo Diniz et al., 2018; Mselle et al., 2018). Education that promotes 

respect and informs and raises awareness among future professionals, along 

with policies, guides, protocols and education, will eradicate OV (Brandão et al., 

2018; Diaz-Tello, 2016; Grilo Diniz et al., 2018; Mselle et al., 2018; Sen et al., 

2018). Education is a fundamental aspect for ending the normalization of OV in 

society; it approaches the problem from the root and will evolve until the rights 

of women are respected.  

Conclusions 



According to the results of this study, health sciences students integrate the 

normalizations of OV during their studies. A formative activity aimed at making 

this type of violence visible and reflecting on OV helps to create awareness 

among students, making it possible for them to notice this type of violence and 

be able to identify it. It is noteworthy that from the beginning, the women in the 

study have perceived all the points raised on the OV scale as having higher OV; 

additionally, OV becomes normalized as a result of being present at a delivery, 

the progression of training (depending on the course) and obstetric experience 

itself, including pregnancies and births. 
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