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Abstract

Introduction. Historical mistreatment and violence directed toward
women’s bodies extend to the field of medicine, and obstetric and
gynecological practices are not immune to such misconduct. Obstetric
violence (OV) refers to actions involving disrespectful, abusive, or co-
ercive treatment directed at pregnant and birthing women. This includes
institutional and personal attitudes that lead to the violation of women’s
autonomy, human rights, and sexual and reproductive health. Despite
various international legislative initiatives and recommendations from
the World Health Organization (WHO) addressing disrespectful and
abusive treatment, OV is still poorly known to Italian public opinion.
This study aims to investigate whether the concept of OV has been
conversely assimilated in judicial decisions.

Materials and methods. A retrospective analysis was conducted
to scrutinize judgments in Italy until June 2023 related to OV. The
Italian legal database ‘De Jure Giuffre’, which collects sentences by
various Courts, and the terms ‘obstetric’ and ‘violence’ as keywords
were used for the research.

Results. The full-text revision of the results (n. 41 sentences) al-
lowed the selection of 5 eligible contributions covering the following
issues: Informed Consent, Kristeller maneuver, Vaginal Birth After
Cesarean (VBAC), Acceleration of childbirth without indication, and
Episiotomy. The analysis of individual judgments was complemented
by an examination of the key issues involved.

Conclusions. The reviewed judgments frequently seemed to be
grounded in technical aspects and inclined towards a predominant
evaluation of childbirth outcomes. However, some encouraging
aspects emerged, particularly in terms of attention to the female
body, acknowledgment of consequences within the intimate-relational
dimension, and a commitment to the principle of self-determination
through the provision of free and informed consent. Ensuring the
psychophysical well-being of women and unborn children, fostering
positive interactions between pregnant women and medical staff, and
actively working to reduce the grounds for litigation are among actual
emerging priorities in healthcare.

In this sense, fundamental elements include the implementation of
continuous staff training and education as well as a focus on promoting
the self-determination of women, leveraging new technologies for this
purpose, and ensuring legal protection of their rights. Clin Ter 2024;
175 (1):57-67 doi: 10.7417/CT.2024.5034
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Introduction

The history of women is marked by a red thread of
violence that has crossed all the ages of humanity (1).
Despite advancements in recent decades, various forms
of violence against women persist, albeit in very different
ways. A specific area that is garnering increased attention
is obstetric-gynecological care, where violence against
women is manifested in the form of ‘obstetrical violence’
(OV). In recent years, OV has become a prevalent topic in
public debate, attracting growing interest from governments,
international associations, and social activism movements
(2). This concept was first elaborated in Latin American
countries, propelled by protest movements advocating for
the autonomy of women during pregnancy and childbirth
(3). In 2007, Venezuela became the pioneering country to
legally recognize the term ‘obstetric violence’, providing
an official definition for the concept, defined in the ‘Ley
Organica sobre el derecho de las mujeres a una vida libre de
violencia’, at art. No. 15, as “the appropriation of the body
and reproductive processes of women by health personnel,
which is expressed as dehumanized treatment, an abuse of
drugs, and to convert natural processes into pathological
ones, bringing with it the loss of autonomy and the ability
to freely decide about one’s body and one’s sexuality, with
a negative impact on the quality of life of women” (4). Per
art. No. 51 of the same Law, OV is defined by the provision
of inappropriate and ineffective assistance in obstetric emer-
gencies as: 1) compelling the woman to lie on her back with
her legs raised when a vertical birth is feasible; ii) impeding
early mother-child union and/or early breastfeeding without
medical justification; iii) obstructing the presence of a com-
panion, and, in general, disrupting the natural process of a
low-risk birth without medical indication and/or without
the woman’s consent.

In 2014, the World Health Organization (WHO) relea-
sed a statement titled ‘The Prevention and Elimination of
Abuse and Disrespect during Assisted Delivery in Hospital
Facilities® (5), although it did not explicitly use the term
‘obstetrical violence’.

The statement contains a list of “disrespectful and abu-
sive treatments”, such as “outright physical abuse, profound
humiliation and verbal abuse, coercive or unconsented
medical procedures (including sterilization), lack of confi-
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dentiality, failure to get fully informed consent, refusal to
give pain medication, gross violations of privacy, refusal
of admission to health facilities, neglecting women during
childbirth to suffer life-threatening, avoidable complications,
and detention of women and their newborns in facilities after
childbirth due to an inability to pay” (6).

One of the significant challenges in monitoring and ad-
dressing the phenomenon of OV stems from the lack of clear
defining boundaries. There is no international unanimity on
how to define abusive practices and assess them. Consequen-
tly, obtaining reliable epidemiological data on OV and its
consequences becomes challenging, impacting the ability to
implement effective measures to counteract it (7).

Generally, the definition of OV includes acts related to
women’s reproductive and sexual health. This includes the
excessive use of medical procedures, the administration
of treatments and medication without consent, and a lack
of respect for the female body and the freedom of choice
regarding interventions on it. The process of progressive
medicalization, especially the integration of complex
physiological events such as pregnancy, childbirth, puerpe-
rium, and lactation, into a medical framework historically
focused on disease treatment, inevitably poses a critical
issue (8).

Recently some studies have attempted a systematic
classification of practices that can be characterized as
‘abusive’, identifying several types of behavior, summari-
zed in 7 categories: (1) physical abuse; (2) non-consenting
care; (3) non-confidential care; (4) undignified care; (5)
discrimination based on specific attributes of the woman;
(6) neglect, denial, or negligence of care; and (7) detention
in health facilities (6).

Some scholars have expressed reservations about the use
of the term ‘violence’ in reference to procedures performed
or omitted by healthcare professionals who often find them-
selves acting in conditions where the ‘best interest’ of the
woman and the fetus may be in conflict, with implications
for malpractice liability (9). Therefore, it has been suggested
to replace the term OV with ‘obstetric mistreatment’ (10).

However, this proposal does not capture the broader
dimension of the term ‘violence’, which encompasses cul-
tural, social, and institutional aspects, including the disem-
powerment of women from decisions about maternity and
structural healthcare deficiencies, as well as the subjective
perception of women’s experiences (11).

As mentioned, a crucial aspect is a woman’s personal
perception of feeling subjected to violence, which is more
decisive than the individual act itself. Effectively, OV has
ontologically different aspects compared to other forms of
violence, even within the healthcare field.

As gender-based violence is directed against healthy
women, and even more marginalized gender groups such as
pregnant transgender individuals, OV effectively represents
afeminist issue as part of the broader patriarchal oppression
of women (12).

In recent years, cultural changes have drawn attention to
OV due to increased awareness among women about their
rights and a greater propensity to report abuses. Several
international studies also indicate that this phenomenon is
reported by both women and health professionals, not only in
low-income countries but also in high-income ones (13,14),

with a prevalence of up to 30% of women admitting having
suffered a subtype of OV during childbirth (15).

OV represents a critical problem also from a prognostic
standpoint, leading to serious and multifaceted consequen-
ces. Beyond physical implications, there are psychological
repercussions, including persistent nightmares, panic, fear
of childbirth, severe stress, and disorders such as acute
postpartum stress disorder, post-traumatic stress disorder
(PTSD), postpartum depression, and even conditions burde-
ned by suicidal ideation (16,17). Reactivation of a previous
PTSD can also occur because OV can be experienced as
re-victimization (18).

The consequences, distinct from directly affecting
women who have experienced violence during childbirth,
can also indirectly involve their partners and the newborns
(17,19). Furthermore, recent studies suggest that staff who
witness this type of violence may also experience secondary
traumatic stress in response to their involvement in traumatic
births (20).

In this regard, a recent Italian study has indicated that
more than half of health professionals in the obstetrics-
gynecological field express concerns about the quality of
communication with women and family members, and less
than a third are satisfied with training and supervision related
to the consent request process (21).

Similar findings have emerged from international studies
conducted with birth workers, including doulas, childbirth
and labor educators, and delivery nurses (22). More than half
of the interviewees reported having witnessed procedures
against a woman’s will, and almost two-thirds witnessed
procedures performed without giving the woman the choice
or time to consent.

These analyses also mark a turning point in the objection
that OV is not a genuine form of violence, as it is unavoidable
and unintentional because health professionals care for the
health of women and children according to the principle of
beneficiary.

Irrespective of the legal implications of the psychological
aspects of ‘guilt’ for violent acts, it becomes evident how
cultural and institutional conditions can play a decisive role
in perpetuating violence against women. Attention should
be directed towards these aspects.

On the other hand, the traumatic consequences of OV
can compromise trust in the healthcare systems, discoura-
ging the use of maternity assistance services and women’s
healthcare, and exercising a deterrent role to further pre-
gnancies (23,24).

In Italy, since the middle of the last century, the swift
transition that led to the transfer of an intimate event like chil-
dbirth from the domestic family environment to hospitals was
driven by the necessity to implement specialized medical and
technological measures to mitigate the risk of complications
for both the mother and the unborn children (25).

This process of medical care for pregnancy, childbirth,
and the postpartum period, defined in Italy as the ‘birth
path’, is ongoing in most countries worldwide (13) and has
demonstrated its ability to ensure a substantial improvement
and significant reduction both in maternal and infant mor-
bidity and/or mortality.

However, insufficient attention has been given to the
consequences of these changes. While it is universally reco-
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gnized that the course of treatments must be fully and freely
agreed upon by doctors and patients, this decision-making
process is intuitively simpler when there are clear indications
for a specific pathology and when people are solely respon-
sible for their bodies. Pregnancy and childbirth represent
unique events in a hospital setting, where healthcare pro-
fessionals are tasked with sharing the diagnostic-therapeutic
path with a woman burdened with the dual responsibility of
safeguarding her health and that of the unborn child.

For instance, certain treatments (e.g., Kristeller maneu-
ver or episiotomy) may not have been pre-agreed upon by
professionals and pregnant women; alternatively, pregnant
women may need to provide consent for a treatment consi-
dered urgent by the healthcare staff, often in situations of
intense psychological and physical stress.

In such cases, the full validity of the consent is also of
questionable legitimacy. It is precisely in this context that
OV can manifest, stemming from the more or less conscious
abuse of autonomy and the right to self-determination of
pregnant women (8).

Finally, OV extends beyond individual acts and encom-
passes the broader issue of the quality of healthcare facili-
ties. The ability of healthcare professionals to provide and
promote best practices could be impacted by the precarious
conditions of healthcare systems and working conditions
(26). In this perspective, OV also represents a crucial mat-
ter of public health and institutional interest, including the
legal dimension.

The present study aimed to focus on the data from Italian
legal databases in search of the term ‘obstetric violence’
to assess the extent to which this concept has entered juri-
sprudential considerations and what impact it can have on
the obstetrics-gynecological clinical field. Finally, we have
sought to highlight the main repercussions in the context of
gender and individual violence and what feasible proposals
for change exist.

Materials and methods

A retrospective analysis was conducted to examine
judgments issued in Italy until June 2023 related to OV. The
research utilized the Italian legal database ‘De Jure Giuffre’,
which includes sentences pronounced by various Italian
Courts such as the Constitutional Court, the Civil Cassation
and the Criminal Cassation, along with 64 other authorities,
both of legitimacy and merit. The terms ‘obstetric’ and
‘violence’ were used as keywords for the search. As this is
an observational retrospective study, the involvement of our
hospital ethics committee was not required, and obtaining
informed consent was deemed unnecessary. Similar metho-
dologies have been employed in previous studies conducting
retrospective analyses on medico-legal issues within Italian
healthcare settings (27).

Results
The application of the search strategies reported above

enabled the finding of 41 sentences: 1 sentence of Civil
Cassation, 14 sentences of Criminal Cassation, 16 sentences

of the first instance Court, and 10 sentences of the second in-
stance Court (Court of Appeal). The full-text review allowed
for the selection of 5 eligible contributions that addressed
the following points: Informed Consent (1 case); Kristeller
maneuver (2 cases); Vaginal Birth After Caesarean (VBAC,
1 case); Incongruous acceleration of delivery (1 case), and
Episiotomy (1 case). Therefore, we have, proceeded to
examine the individual issues, including the jurisprudential
cases that emerged from the research.

Informed consent

The protection and guarantee of women’s right to
self-determination and free and informed consent during
pregnancy, childbirth, and postpartum assume a primary
role (28).

The issue becomes even more relevant when one con-
siders that in recent decades, in Italy and other Western
countries, there has been an increasing use of unnecessary
medical practices in the so-called ‘birth path’ (29). In
maternal care, there is now an acknowledged gap between
evidence and clinical practice, reaching rates far higher than
they should be based on the recommendations published by
the WHO (30).

Such rates can be seen as indications of the misuse of un-
necessary medical interventions. Similarly, Evidence-Based
Medicine highlights the inappropriate use of certain medical
practices as unnecessary and associated with poor perinatal
outcomes for both women and infants in terms of physical
and psychological-emotional well-being (31,32).

To reduce the inappropriate use of some practices, it
would be helpful to provide communication in advance about
the possibility that some of these practices may be necessary
in certain circumstances, including urgency (33).

Similarly, it should be explained promptly what these
practices consist of, to permit an independent and free choice
by pregnant women. Indeed, it’s worth noting the vulnus
in the therapeutic alliance with healthcare providers when
the procedures implemented are not agreed upon, leading
women to feel deprived of their self-determination during
a particular moment of their life.

Therefore, there appears to be a clear need for women to
reappropriate an active, central, and competent role. Howe-
ver, in this view, special emphasis should be placed on infor-
med consent, which, even from a medico-legal perspective,
plays a central role in understanding and choosing the best
possible treatment during all stages of pregnancy (34).

Information is a precise right of citizens in their capacity
as patients and is based on the Convention for the Protection
of Human Rights and Dignity of Human Beings (35).

Despite such recognitions, literature reports cases of
evident violations against women’s self-determination.
Diaz-Tello (36), for instance, recounts several instances
of American women who were forced by medical staff,
even with threats of legal consequences, into undergoing
a Caesarean section (C-section), avoiding proceeding with
the VBAC, in the ‘best interests’ of the woman, her family,
and her unborn child.

It should be emphasized that during pregnancy, urgent
situations may arise that cannot be prevented despite being
foreseeable. These situations require timely medical inter-
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vention and do not always allow for the implementation of
adequate information about the procedure to be performed.
Therefore, although the formation and signing of informed
consent are fundamental moments in the doctor-patient re-
lationship, especially in gynecological-obstetric situations,
there may be peculiar problems that make appropriate con-
sensual acquisition difficult, if not impossible (37).

VBAC

The maxim “once a Caesarean, always a Caesarean”
(38) remained a prevailing belief until more recent times,
when the option of having a vaginal birth was gradually
embraced even after a previous cesarean section. This change
was advocated by the WHO to decrease the global rate of
C-sections (39).

In the UK, the rate of cesareans increased from 9% in
1980 to 23% in 2006 (40). In the United States, it rose from
19.7% in 1994 to 29.1% in 2004. In Italy, currently, the
average national percentage is 31.12%, with a high tendency
to use cesareans in accredited nursing homes, where this
procedure is recorded in about 45.3% of births (41).

Italy is one of the countries with the highest rates of
cesareans globally. Cesarean births are more frequent in
women with Italian citizenship than in foreign women, at
32.4% compared to 27.2%. There is also significant variabi-
lity by geographical area and between regions, ranging from
19.6% in the Autonomous Province of Trento to 50% in the
Campania Region (41). Across all regions, the annual rates of
cesareans and VBAC appear to be inversely related (42).

The balance between the two procedures has been dy-
namic over time, and both have their pros and cons. On the
one hand, the perception of the risk that cesarean birth would
negatively impact future fertility has diminished, influencing
women’s choices towards elective cesareans. On the other
hand, the concern among health professionals about facing
accusations of malpractice has grown over time, leading to
a preference for choosing C-sections over VBAC (43).

Moreover, it should be noted that hospital gynecological
services are provided to healthcare facilities in very different
ways. For a vaginal birth, the amount paid by the Italian
National Health Services varies between 1,300 and 1,600
euros, whereas for a cesarean birth, it varies between 2,000
and 2,800 euros. This financial aspect could have a consi-
derable influence on the propensity of health professionals
to choose the surgical cesarean section (44).

These data become even more critical in light of the
success rate of VBAC, which is generally greater than
60% (45). This procedure also presents several additional
advantages: children born through vaginal birth will have
a lower incidence of asthma (46), type 1 diabetes mellitus
(47), neoplasms (48), obesity up to 5 years of life, allergies
(49), ulcerative colitis (50), gastroenteritis (51), arthritis,
and metabolic syndromes (52). There are also numerous
advantages for women (53), including a reduction in
intra-operative death rates, composite maternal morbidity,
post-partum hysterectomy, amniotic fluid embolism, and a
decrease in the long-term consequences on maternal health,
such as abnormal placentation, a risk that tends to increase
with the number of cesarean sections (54-59).

Case 1. A case concerning Informed Consent and VBAC

The case pertains to judgment No. 95 issued by the Court
of Pavia in the year 2020 (60). A claim for compensation
for non-patrimonial damage, which refers to harm not di-
rectly tied to financial or economic losses but encompasses
physical damages, emotional distress, pain, suffering, and
violations of personal rights, was filed by a pregnant wo-
man at 40 weeks and 3 days gestation. This was her second
pregnancy, following a previous C-section.

The claim originated from alleged OV, wherein the wo-
man, who had expressed her desire to give birth vaginally,
underwent a situation that resulted in emotional distress
and perceived violations of her rights during the childbirth
process.

She was hospitalized for checkups and informed that
the possibility of proceeding with vaginal childbirth would
be evaluated. However, she was asked to sign the surgery
consent form for “mere safety, to avoid, in an emergency
circumstance, a waste of time”. After signing the informed
consent, she was reminded that the operating room “was
ready”, and that the C-section would be performed imme-
diately. The woman also complained of emotional distress,
the ineffectiveness of anesthesia, and a lack of empathy from
healthcare providers. Finally, she complained that consent
to surgery had been obtained with a misleading proposal
and that the promise to wait was false since she had been
transported directly to surgery after signing.

The judges noted that a distinction needed to be made
between non-patrimonial damage stemming from subjective
suffering and the damage resulting from the violation of the
right to self-determination. However, in the present case,
the plaintiff had specifically sought compensation for non-
patrimonial damage resulting from OV.

Regarding OV, the judges based their assessment on
the premise that the woman had been informed days before
the procedure about the potential complications of vaginal
childbirth. According to the judges, the claimant herself was
aware of the medical opinion expressed by the staff who
would assist her during the delivery. She could not have been
unaware that the responsibility for the delivery would lie
with that healthcare staff. In other words, the patient should
have reasonably explored other options if she was genuinely
convinced that vaginal childbirth had no contraindications,
considering the apparent “disappointment” expressed by the
medical staff regarding her choice.

In conclusion, according to the judges, the timing of the
surgery was deemed appropriate. The frustration resulting
from the expectation that it would only be performed after
the failure of the attempted vaginal birth cannot be conside-
red OV, such as to justify compensation for non-patrimonial
damages.

Kristeller maneuver

Kristeller maneuver is one of the most controversial
obstetric practices due to the increased risk of peripartum
complications and the physical and psychological trauma to
which the pregnant woman is subjected (61,62).

It is a technique first described in 1867 by the German
obstetrician Samuel Kristeller, who proposed a new proce-
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dure for the ‘expressio foetus’ (expulsion of the fetus) (63).
This technique involves massaging the uterus during labor
and applying multiple compressions in a short timeframe
along the long axis of the birth canal to assist in the expul-
sion of the fetus.

However, over the decades, however, this procedure has
undergone many changes (64). Currently, the maneuver is
performed by applying, theoretically, gentle pressure with
one hand on the fundus, oriented at about 30° and 45° to the
maternal spine, in the direction of the pelvis (65). In recent
decades, this maneuver has been at the center of numerous
scientific disputes (66,67) due to potential maternal-fetal
injuries, as it’s a kind of procedure often performed with
considerable physical force.

Studies that have investigated the perspective of women
have highlighted its negative impact on the birth experience
(68). Among the main injuries that can occur following the
Kristeller maneuver, there are uterine rupture, injuries to the
anal sphincters, fractures of the ribs, or damage to the liver
and spleen. For the unborn, cases of brain damage, including
intracranial hemorrhage, cerebral palsy, as well as damage
to the liver and spleen, or fractures of the humerus, have
been reported (69).

Unfortunately, the exact prevalence of the use of this
maneuver is unknown. Despite the potential consequences
for both the mother and the newborn, it appears to be used
frequently in clinical practice, particularly in low-income
countries (69-72). In Italy, even though it is no longer recom-
mended, this maneuver is still commonly used. However,
a real estimate of its use is not always possible due to the
medical-legal risk, and it is not consistently documented in
medical records (73).

Cases 2 and 3. Two cases involving the Kristeller maneuver

Two Court sentences were identified in which the Kri-
steller maneuver was mentioned in connection to OV. In
judgment No. 26997 of 2015 from the Criminal Cassation
(74), the consideration was whether the signs observed du-
ring labor should have prompted the medical staff to perform
a C-section instead of persisting with a vaginal birth. This
persistence resulted in the death of the unborn due to severe
acute hypoxia.

It was also a matter of ascertaining whether the Kristeller
maneuver and the application of the vacuum extractor had
been carried out correctly. The expert evaluation during the
first degree of judgment established that the execution of
the Kristeller maneuver had exacerbated the hypoxia and
increased the pressure on the fundus of the uterus, leading
to a subdural hemorrhage in the fetus.

The judge of the first instance adopted this evaluation,
asserting that the Kristeller maneuver was deemed impro-
per, performed with violence and that the use of a vacuum
extractor had undoubtedly caused traumatic damage. In the
second instance, the experts raised doubts about the neces-
sity of a cesarean birth. The Court of Appeal accepted these
conclusions, which, however, were not adequately justified,
as determined by the judges of Cassation.

Another case, No. 788 of 2021 from the Court of Appeal
of Potenza (75), involved a claim for damages suffered by
the newborn due to paralysis of the right upper limb re-

sulting from shoulder dystocia during childbirth. The case
also sought compensation for both patrimonial loss and
non-patrimonial damages by the parents.

The judges acknowledged two distinct liability profiles
for the physicians: 1) choosing to let the midwife handle the
assistance despite the critical conditions, and ii) assisting the
midwife in performing the Kristeller maneuver.

Experts also regretted the absence of detailed medical
records, particularly regarding the facilitation/disengagement
maneuvers, as the techniques were poorly described. It is no-
teworthy that the incompleteness of the medical records serves
as evidence of a causal relationship between medical assistan-
ce and the damage claimed by patients, particularly when it
obstructs the determination of the causal chain (76,77).

Episiotomy

In spontaneous births, tissue tears can occur and, to
prevent these injuries, episiotomy, an incision of the exter-
nal genitalia and perineum, can be performed during labor.
Risks associated with this practice include its application
without indication and/or without consent. According to the
WHO, it should not be routinely recommended for women
experiencing spontaneous vaginal delivery (78,79).

Although still common, the use of episiotomy has signi-
ficantly decreased in recent years, and its percentage varies
substantially both between and within countries (80).

Generally, during vaginal delivery, pelvic floor traumas
can occur, with the potential for spontaneous or iatrogenic
damage to the anterior or posterior perineum (80).

Thus, in both cases of spontaneous lacerations and fol-
lowing the use of an episiotomy, potential complications to
consider include dyspareunia, perineal pain, fecal and urina-
ry incontinence, and bleeding, with heavy consequences on
the women’s quality of life (81). Moreover, severe perineal
trauma includes third- and fourth-degree lacerations and
poses a higher risk of residual defects (82). It is precisely
to avoid these serious injuries that episiotomy has been
historically used (83).

Episiotomy became widely used after the publication of
a study conducted in 1920 by DeLee (84), advocating for
its routine performance. However, this practice was later
questioned (85). In 2009 (86), a research demonstrated the
selective use of episiotomy was preferable to its systematic
use, as the latter resulted in a higher incidence of third- and
fourth-degree perineal tears. It was also demonstrated that
both episiotomy and spontaneous perineal tears may increase
the incidence of dysfunctions such as stress urinary incon-
tinence, overactive bladder, anal incontinence, and pelvic
organ prolapse (85,87). For these reasons, both the WHO and
the American College of Obstetricians and Gynecologists
recommend only the selective use of episiotomy (28,87).

Some authors have even characterized episiotomy as a
form of ‘female genital mutilation’ if performed without
the right clinical indications and in the absence of informed
consent (88-91). Exposing a woman to a procedure with
potentially serious consequences, when unnecessary and/
or without informed consent, is considered equivalent to
undermining her human and sexual rights. This includes
her right to self-determination and maintaining integrity in
reproductive health (92).
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In Italy, there has been a decrease in the use of episio-
tomy, from 69% of vaginal deliveries in 2002 to 42% in
2010-2011 (93). However, there are regional disparities, as
in 2020 the use of this practice ranged from 1.4% in Valle
d’ Aosta to over 30% in Sicilia. There are no clinical reasons
for this variability; however, it can be interpreted as an alarm
for inappropriateness.

Case 4. Injuries resulting from episiotomy

The case concerns a forty-year-old patient for whom an
episiotomy was performed during the expulsive phase of
vaginal delivery. Following this, the patient experienced a
third-degree laceration. Despite interventions, this laceration
led to irreversible anal incontinence, also causing difficulties
with sexual intercourse (94). The Court of Cassation deemed
the appeal of the injured parties valid, addressing (i) errors
by the Judges of the Court of Appeal in assessing damages,
considered already present in the form of past sphincter
hypotonia; and (ii) inadequate compensation for the spouses’
non-patrimonial damage, despite the repercussions of the
physical damages on intimacy.

Oxytocin for labor induction

Another aspect to consider when discussing OV, certainly
in correlation with the concept of episiotomy, is the timing
of childbirth. Pregnancy and delivery should be respected
within their physiological timeframes, allowing the mother’s
body to adapt to the passage of the baby through the birth
canal. However, medicine has considered it necessary and
possible to reduce pain and labor time by expediting delivery
through the exogenous administration of oxytocin (95,96).
Nevertheless, this practice can result in physical damage to
the mother and the unborn child and is rightfully included
in the assessment of actions related to OV.

Physiologically, oxytocin is released into the maternal
circulation in a pulsatile manner, while synthetic oxytocin
is administered via a continuous intravenous infusion.
This implies the possibility of administering a higher dose
than necessary, leading to increased risks of side effects
(97,98).

The unnatural acceleration of labor increases the risk of
both fetal and woman distress and damages. To avoid these
kinds of complications, clear protocols and procedures for
the use of oxytocin have been established (99,100).

According to the American College of Obstetricians and
Gynecologists (ACOG) (101), labor induction is a therapeu-
tic option when the benefits of a rapid delivery outweigh the
risks of continuing the pregnancy or undergoing a natural
delivery later. The ACOG has also developed clear indica-
tions and contraindications for the induction and acceleration
of labor (102).

Before using exogenous oxytocin, a careful evaluation
of the clinical history of the pregnant woman and the con-
dition of the unborn child is necessary. This evaluation is
essential to enhance the application and safety of the use of
this medication. A discussion with the woman should take
place before the procedure and should include an explanation
of potential risks and benefits, an estimated length of labor,
and what might happen if the induction is unsuccessful. Ade-

quate education on the potential risks of elective induction
would appear to be useful in encouraging women to wait
for spontaneous labor (103).

Among the side effects of the use of exogenous oxytocin,
the most common and the most fearsome is represented by
excessive uterine activity, known as tachysystole, defined as
more than 5 contractions in 10 minutes on average over 30
minutes (104). Tachysystole can have a progressively nega-
tive effect on fetal oxygenation and the infant’s acid-base
balance at birth, and therefore should be avoided (105,106).
It is recommended to follow a standard protocol for the ad-
ministration of oxytocin to reduce this risk of tachysystole,
but also of other complications such as fetal hypoxemia,
fetal acidemia, maternal lacerations, and pain, placental
abruption, uterine rupture, unnecessary cesarean delivery,
hemorrhage, and postpartum infection (101,107-110).

The management of the administration of oxytocin
risks should include: 1) the selection of appropriate candi-
dates; ii) an accurate assessment of the useful dosages; iii)
information to the woman regarding the potential risks and
benefits to obtain informed consent; iv) identification and
timely resolution of side effects and possible complications
(100,110).

Adherence to the ACOG and American Academy of Pe-
diatrics (AAP) recommendations could minimize the risk of
iatrogenic prematurity, with possible neonatal complications,
and maternal damage, leading to lower treatment costs (111)
and less risk of professional liability (112,113).

Case 5. A case of vagino-perineal laceration due to improper
acceleration of delivery and inadequate assistance

The present case (114) concerned damages caused by
vagino-perineal laceration during childbirth, due to impro-
per acceleration of delivery and inadequate assistance in
a full-term pregnancy. The judges of the first instance had
concluded that an inadequate administration of oxytocin had
caused an incautious acceleration of the expulsion phase and
vagino-perineal lacerations.

The woman, experiencing her first pregnancy, urgen-
tly arrived in the morning at the Obstetric Gynecological
Emergency Room for full-term labor, which had progressed
regularly until that point. Upon admission, it was recorded
that the membranes were intact, and the contraction activity
was 2-3 acts every 10 minutes. Around 4:30 PM, a pre-labor
check was performed, noting a flattened, soft, 2 cm dilated
cervix, cephalic presentation, intact membranes, absent
amniotic fluid, and uncoordinated uterine contractions.
At 10 PM, amniorrhexis was performed. The assessment
revealed a centralized, flattened, soft cervix, 3 cm dilation,
cephalic presentation, ruptured membranes, tinted amniotic
fluid, and regular fetal pelvic proportion. Subsequently,
at 11 PM, oxytocin administration began at an initial rate
of 10 drops per minute, increased to 20 drops per minute
around 11:45 PM, and then further increased to 30 drops
per minute at midnight.

The cardiotocographic tracings were normal until 00:30
—00:40 AM. However, from that point onward, they began
to show an indeterminable baseline, reduced variability,
the presence of multiple atypical variable decelerations,
and uterine contractile activity indicative of pathological
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tachysystole during the expulsion phase. Subsequent re-
cordings also appeared pathological, with a baseline of 100
bpm, reduced variability, the presence of multiple atypical
variable decelerations, and uterine contractile activity during
the expulsion phase.

At 11:20 PM, the labor program recording commenced
and concluded at 1:12 AM, while a few minutes before
the medical record reported: “head wedged in the perineal
plane...she is moved from the stool to the labor-bed because
she is unable to walk to the delivery room”. At the expulsion
of the head and the fetal body, an “extensive perineal tear
involving the anal sphincter and exposing the anterior wall
of the rectum” was noted. The newborn was healthy while
the mother was transferred to the operating room to perform
a colporrhaphy and reconstruct the muscular plane of the
levator ani.

In conclusion, the administration of oxytocin, both ina-
dequately indicated and in terms of administration modality,
resulted in tachysystole, causing significant disruption to
fetal oxygenation and abnormal cardiotocographic tracing.
Fortunately, the rapidity of the expulsion phase did not
lead to fetal harm but increased the likelihood of perineal
lacerations.

Discussions

The present study, starting from a general theoretical
framework, aimed primarily to analyze how the issue of OV
is currently addressed in Italian jurisprudence.

The examination of sentences from Italian courts has
underscored how OV is currently an aspect that faces chal-
lenges in being fully understood in terms of its qualitative
significance.

The judgments at the trial level largely mirror the asses-
sments of expert consultants, who are tasked with analyzing
the operational procedures performed by the parties involved
in the specific case. The outcome of healthcare practices
and the subsistence of non-patrimonial damages seem to be
predominant factors in the judgments. It becomes evident
that the distress experienced by women, resulting from
the denial of the right to self-determination and shared
decision-making in the care process, is deemed secondary
to medical outcomes, with a particular emphasis on the
health of newborns.

For instance, in Case No. 1, the right to self-determination
and the resulting sufferance from the denial of this right were
deemed secondary to the technical efficacy of childbirth
procedures. Moreover, it was emphasized that the respon-
sibility for upholding this right to be respected should rest
with the same individual.

Similar evaluative principles appear to have been applied
in the judgment of procedures involving women’s bodies,
such as the Kristeller maneuver. In Cases No. 2 and 3, the
assessment of the indication and adequacy of this practice
has been deduced solely from the successful outcome of
childbirth. Hence, a maneuver that can potentially be very
painful and traumatizing is considered implicitly admissible
without explicit consent.

However, some critical elements of its application are
starting to be addressed in judgments. A reassuring factor

is the increasing attention to the implemented procedures,
with censures in case of deficiencies in medical records. The
traceability of maneuvers is crucial to having accurate data
on the type and quality of care provided to women during
pregnancy and labor (Case No.3).

Regarding practices that may result in anatomical com-
plications, such as episiotomy and oxytocin administration,
there is a growing focus on the impact on the female body,
irrespective of the success of childbirth (Case No.4), with
consideration also given to the consequences on the intimate-
relational dimension (Case No.5).

It is desirable that these changes could be accompanied
by a greater emphasis on women'’s rights, allowing for free
and informed choices regarding medical activities directed
at their bodies. Additionally, providing information about
possible alternatives and consequences is crucial.

Concerning information and education, a shortage has
been lamented in surveys involving healthcare personnel
(21), and there is also a need for legal recognition, as
indicated by findings from the judgments. In the current
evolution of both medical science and legislation, it is
primarily recognized as a specific right of the citizen. This
characterization is also a direct derivation of the provision
in the Convention for the Protection of Human Rights and
Dignity of the Human Being (35). Article 5 of the Conven-
tion states that an intervention in the field of healthcare can
only be performed with the free and informed consent of
the patient, after receiving adequate information about the
purpose and nature of the intervention, as well as its con-
sequences and risks.

Increasing attention to these issues could be addressed
through enhanced training and information for women and
healthcare staff. In the childbirth process, a central role
should be assumed by informed consent, given its funda-
mental importance for self-determination (115,116).

Consent should be obtained not only at a single time
before labor but preferably at several stages throughout
pregnancy.

In this regard, it is appreciable that the Italian Society of
Gynecology and Obstetrics (SIGO) has formulated specific
documents for informed consent as well as dissent and re-
fusal of proposed treatments (37).

In these models, the opposition of healthcare professio-
nals can be expressly stated; nevertheless, they will act with
full respect for professionalism and the appropriate care due
to the case. Additionally, the ethical and legal responsibility
for potential damages related to the choice made by the
signatory is emphasized.

In case of dissent, procedural alternatives are explicitly
proposed to pregnant women, even though they may be con-
sidered suboptimal and not shared by healthcare providers,
and these alternatives can also be rejected.

Precisely because Italian jurisprudence distinguishes betwe-
en the absence of consent and the presence of explicit dissent,
these models allow the healthcare professional to demonstrate
the patient’s explicit refusal, freely expressed, to a proposed
treatment. This helps prevent the occurrence of confrontational
situations and/or litigations as it permits the women in labor to
choose which medical intervention to accept and which to refuse,
in light of the adequate information received and her own ethical
and moral convictions (117).
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It can be argued that, in an effort to prevent a highly com-
plex and debilitating phenomenon like OV, the groundwork
has been laid for valuing women’s self-determination during
gestation. An additional step forward could be represented
by the use of new technologies and artificial intelligence.
A digital learning environment, such as virtual simulation,
could be utilized for potential choice scenarios. The use of
simulation-based learning is now routinely applied in the
training of healthcare professionals, utilizing both low and
high-fidelity methods (118). Simulation helps in acquiring
and refining both cognitive and technical skills essential for
performing both simpler (though not without risk) and more
complex patient care tasks, as well as for decision-making
processes. Similar programs could also be expanded to
include women’s childbirth preparation courses.

This approach could more easily and intuitively provide
women with the opportunity to comprehend any issues they
may encounter during childbirth and delivery, enabling an
advanced evaluation of consent. It could also have a positive
impact on the interaction between pregnant women and the
healthcare staff, thereby preventing distress for both parties
and potential grounds for medical-legal litigation.

Limits

The limitations of the present study primarily stem from
the possibility that not all instances of judgments on OV
were comprehensively documented in the utilized databa-
se. While this latter serves as the primary source for the
collection of ITtalian Courts’ judgments, there is a notable
absence of precise information regarding its thoroughness.
Moreover, a limited number of cases has been found, which
has prevented the analysis and comparison of variables that
could serve as predictors of judicial decisions and as aids
to provide clear medico-legal guidance. Finally, it should
be emphasized that the national debate on OV is quite
limited, and there are no institutional guidelines to enable
the assessment of clinicians’ adherence to recommendations
on the subject.

Conclusions

The lack of education on OV has been reported in surveys
involving health professionals, and, as evidenced by the
judgments, the legal context is also lacking. Information and
education are crucial elements for enhancing women’s self-
determination during childbirth and the delivery process.
The significance of obtaining informed consent or dissent
should be emphasized at every stage of pregnancy. Even
in emergencies, women’s consent to medical procedures
should be well-understood and respected. In this regard,
new technologies could prove useful in facilitating early
communication between medical staff and patients.

Finally, adherence to the ethical and medico-legal me-
thodological steps for acquiring consent or dissent to pro-
cedures and interventions, as well as the implementation of
information and education through innovative interventions,
could have a beneficial impact in reducing defensive medi-
cine behaviors adopted by doctors in obstetric gynecology,

which are often critically burdened by malpractice claims
and compensation demands (119).
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