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ABSTRACT
Objective: To understand health professionals’ values in the process of thinking and feeling 
about obstetric care, based on their experienced needs in the care process. Methods: 
Phenomenological study based on the Schelerian framework, with 48 health professionals 
from four maternity hospitals within the Metropolitan Region II of the state of Rio de Janeiro. 
Data collection was done through a phenomenological interview; and the analysis, with the 
Ricoeurian methodological framework. Results: The vital value was signified in care centered 
on physiological processes, for an individualized and safe monitoring. The ethical value was 
signified in the attitudes that provide women with autonomy in their way of giving birth, 
and recognize dialogue as a process of sympathy, affection, and bonding. Conclusion: The 
resignification of obstetric practice, articulated with public policies in the field of delivery 
and birth, supported by a vital ethical value, positively contributes to the humanization of 
care for women.
Descriptors: Maternal-Child Health Centers; Delivery of Health Care; Obstetric Nursing; 
Obstetrics; Philosophy, Nursing.

RESUMO
Objetivo: Compreender os valores dos profissionais de saúde no processo de pensar e 
sentir do cuidado obstétrico, baseando-se em suas carências vivenciadas no processo de 
cuidar. Métodos: Estudo fenomenológico fundamentado no referencial scheleriano, com 
48 profissionais de saúde de quatro maternidades da Região Metropolitana II do estado 
do Rio de Janeiro. A coleta de dados foi por entrevista fenomenológica; e a análise, com o 
referencial metodológico ricoeuriano. Resultados: O valor vital foi significado no cuidado 
centrado nos processos fisiológicos, para um acompanhamento individualizado e seguro. 
O valor ético foi significado nas atitudes que oportunizam autonomia da mulher em sua 
forma de parir e reconhecem o diálogo como processo de relação de simpatia, afetividade 
e criação de vínculo. Conclusão: A ressignificação da prática obstétrica, articulada com as 
políticas públicas no campo do parto e nascimento, sustentada por um valor vitalético, 
contribui positivamente na humanização do cuidado às mulheres.
Descritores: Centros de Saúde Materno-Infantil; Parto Humanizado; Enfermagem Obstétrica; 
Obstetrícia; Filosofia em Enfermagem.

RESUMEN
Objetivo: Comprender valores de profesionales de salud en el proceso de pensar y sentir del 
cuidado obstétrico, basándose en sus carencias vividas en el proceso de cuidar. Métodos: 
Estudio fenomenológico fundamentado en el referencial scheleriano, con 48 profesionales 
de salud de cuatro maternidades de la Región Metropolitana II de Rio de Janeiro. Recolecta 
de datos fue por entrevista fenomenológica; y el análisis, con referencial metodológico 
ricoeuriano. Resultados: El valor vital fue significado en el cuidado centrado en procesos 
fisiológicos, para un acompañamiento individualizado y seguro. El valor ético fue significado 
en actitudes que posibilitan autonomía de la mujer en su manera de parir y reconocen 
el diálogo como proceso de relación de simpatía, afectividad y construcción de vínculo. 
Conclusión: La resignificación de la práctica obstétrica, articulada a políticas públicas en el 
campo del parto y nacimiento, sustentada por un valor vital-ético, contribuye positivamente 
en la humanización del cuidado a mujeres. 
Descriptores: Centros de Salud Materno-Infantil; Parto Humanizado; Enfermería Obstétrica; 
Obstetricia; Filosofía en Enfermería.
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INTRODUCTION

Through World Health Organization (WHO) and the Ministry of 
Health (MH) initiative, childbirth care has been transformed over 
the years on a global level and in Brazil, with the formulation of 
guidelines for normal childbirth, aimed at the review of knowledge, 
conduct, and obstetric practices in the field of childbirth(1-2). These 
changes are the result of the collective construction of the move-
ment initiated by women, professionals, health administrators, and 
researchers since the 1980s in favor of maternal and child health. 
Such changes allowed for a redefinition of the obstetric practices 
of health professionals, in line with Schelerian values(3-6), that is, 
supported by respect, quality of care, protagonism, autonomy, 
women’s satisfaction, safety, and care anchored in scientific evi-
dence(7-11). However, the excess of unnecessary interventions is 
still part of daily care, including in maternity hospitals in Brazil.

Women undergo numerous obstetric procedures, such as 
episiotomy, Kristeller’s maneuver, medicalization of oxytocics, 
trichotomy, enema, in addition to the cesarean epidemic in the 
country(2,7-14). Studies point to obstacles in the organizational 
structure of work management and professional attitudes, which 
are sometimes discriminatory, prejudiced, violent and inconsistent 
with good practices in childbirth care and with evidence-based 
practice(8,12-14), going against the biopsychosocial needs of women 
and their care values(4-6,15-18).

Therefore, the movement for the humanization of childbirth 
has expanded public health policies in the reproductive field 
since the 2000s to qualify maternal and childcare and provide 
dignified and respectful care for women, encouraging their 
autonomy and protagonism, guaranteeing their sexual, repro-
ductive, and human rights, as well as their values(3-6,15-18). This 
movement enabled a line of interventions consistent with Goal 
5 (Improving maternal health) of the Millennium Development 
Goals (MDGs); and currently with Goal 3 (Health and well-being) 
of the Sustainable Development Goals (SDGs). 

Among these interventions is the creation of public policies such 
as: Programa de Humanização no Pré-natal e Nascimento [Prenatal 
and Birth Humanization Program] (PBHP)(10); Política Nacional de 
Humanização [National Humanization Policy] (NHP)(19-20); Estratégia 
Rede Cegonha [Stork Network Strategy](11,20); in addition to the new 
MH’s National Guidelines for Assistance to Normal Childbirth(21). 
Such policies promoted accessibility and resoluteness; expansion 
of obstetric care; construction/renovation of units; training/altera-
tion of professional conduct; reorganization of the work process 
with an emphasis on the collaborative model of a multidisciplinary 
team; encouragement of normal/natural/physiological childbirth; 
and reduction of obstetric interventions(22), with the valuation 
of subjectivity, individuality of care and of women’s values and 
expectations(3-6,15-18).

The meaning of humanization involves attitudes, practices, 
conducts and behaviors based on the healthy development of 
the delivery and birth processes, with a respect for individuality, 
uniqueness, and appreciation of women(8). This humanization 
is aimed at service users, health professionals, and managers, 
with the aim of achieving quality and safety in delivery and birth 
care. Thus, the humanization of care movement, with emphasis 
on humanized childbirth, sought to realign women’s autonomy 

versus the power over women’s bodies centered on health pro-
fessionals through institutional norms(13-14).

Thus, humanization in childbirth care processes enables the open-
ing of dialogues in the field of knowledge, in health practices, and in 
the established ways of health work(19). Such modes are established 
in/with the co-responsibility process for the transformation of the 
work reality itself and in the set of actors. This highlights the close 
relationship between senses, motivation, satisfaction, and perception 
of value(3-6) that configures the aspects of live work(23).

From this perspective, Scheler’s philosophical understanding 
makes room for analysis of the current context of humanization in 
the Brazilian scenario. The evaluative conception points out that 
value is everything that is esteemed for the human being(24-25) and 
that, in the intuitive dimension, it is valid for the person’s life(26). Every 
value added by the person is intended to fulfill their needs, anxieties, 
and experiences(24), represented here in the parturition process. This 
process is from the world of life, and the values are experienced by 
every person involved. In the conceptual dimension of his theory, three 
points are important: value, countervalue, and non-value. According to 
Scheler’s thinking, everything that has a sense of opposition to value 
constitutes the countervalue, as we can illustrate: in being of value, 
“health”, and the countervalue, the “partaking in inadequate nutrition”, 
with consumption of harmful fats and ultra-processed products, this 
diet is an opposition to the “health” value; and the non-value means 
the total indifference to the “health” value(24).

The study emerged based on experiences in the environment 
of obstetric care and assumed the content of positive values arising 
from the humanization process, in which the limitation of studies 
relating obstetric care to the theoretical framework in question was 
perceived; these mostly addressed the values of breastfeeding and 
education(4,6,15-17). Therefore, it was necessary to investigate this field of 
women’s care. Thus, the following guiding question was used: What are 
the evaluative meanings of health professionals in the work process 
in relation to humanized delivery and birth?

The values for humanity (person) are in line with science, respect, 
and social justice(24). In humanization, there is encouragement so that 
women’s values and expectations are respected, such as the life of 
the woman and the baby in light of the physiology of parturition, 
with the support of a qualified, safe, and scientific evidence-based 
professional practice as a way of caring in collaboration with the 
people involved(1-2,14,19). In this sense, based on the humanized 
model for delivery and birth, health professionals translate into their 
daily lives values that can be favorable or contrary to the needs of 
pregnant women(1-2,11,19-20). 

OBJECTIVE 

To understand health professionals’ values in the process of 
thinking and feeling about obstetric care, based on their expe-
rienced needs in the care process.

METHODS

Ethical aspects

The study was approved by the Research Ethics Committee 
from Hospital Universitário Antônio Pedro (HUAP) [Antônio Pedro 
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University Hospital] of the Universidade Federal Fluminense (UFF) 
[Fluminense Federal University]. Voluntary participation was guar-
anteed by signing the Informed Consent Term (ICT). To preserve 
anonymity, respondents were given an alphanumeric coding (PS1, 
PS2, PS3, ...PS48).

Theoretical-methodological framework and study type

Phenomenological study, supported by Max Scheler’s Theory 
of Hierarchy Values, for a valuative understanding(24). The chosen 
theoretical framework portrays that values exist a priori, as they 
prevail for man, are independent of any personality of those who 
carry them, and are apprehended through a process(24). Values 
are present in the lives of health professionals, influencing their 
actions(27). The perception of being in the world, represented 
here in childbirth care, enables access to values, which are based 
on their feelings. Values are ranked in categories in ascending 
order: 1) useful values; 2) vital values; 3) spiritual values, which 
include aesthetic/moral, ethical, intellectual (logical) values; and 
4) religious values(24-27).

This article highlights the values of obstetric care in line with the 
humanized model. The writing of the study followed the criteria 
presented in the Consolidated Criteria for Reporting Qualitative 
Research (COREQ)(28), which aims at the quality and transparency 
of reporting on qualitative health research. 

Study scenario

The research was carried out in maternity hospitals of public 
SUS [Brazilian Unified Health System] hospitals in the Metropolitan 
Region of the state of Rio de Janeiro, namely: Hospital Estadual 
Azevedo Lima; Maternidade Municipal Dr.ª Alzira Reis Vieira; Ma-
ternidade Municipal Dr. Mario Niajar. The scenarios were chosen 
according to the criterion: being a public institution with more 
than one thousand births/year.

Data sources

Around 36 professionals were eligible for participation (18 
obstetricians and 18 obstetric nurses) in each maternity hospital, 
this number of professionals were provided by management. 
Then, recruitment by convenience was carried out, with the in-
vitation being made with the presentation of the objective and 
information about the study. Data collection was carried out by 
the main researcher in each maternity hospital during the work 
shift of the surveyed professionals.

At that time, the following inclusion criteria were applied: 
being an obstetric nursing professional and an obstetrician; 
and act in the care of women in the delivery and birth process. 
Professionals with less than six months of service were excluded.

After applying the criteria, eligible participants were invited 
for an interview. The collection was terminated due to sufficiency 
of meanings(29); specifically, when the concurrently developed 
analysis indicated that the meanings obtained responded to 
the research objective, that is, the inclusion of new participants 
was no longer necessary. So, the number of participants was not 
predetermined and totaled 48 health professionals, of which 12 

were from each maternity hospital, with 6 from each professional 
category participating in the study.

Data collection and organization

One of the main instruments for approaching the phenomena 
is the phenomenological interview(29-30), which provides access 
to the meanings of the study participants. The interview began 
with asking objective questions to characterize the participants 
(gender, age, graduation from an institution, length of experience 
in the obstetric area). This was followed by a triggering question, 
namely: “Talk about your daily care with women in the process of 
delivery and birth.” With this, we sought to apprehend the values 
expressed by the participants in obstetric care. During the interview, 
the researcher adopted a position of listener and, at the same time, 
stimulator, so that, when he felt the need for more information, he 
asked the interviewee to talk more about the subject in question(30).

Data were collected individually from April 2017 to April 2018, 
at the participants’ workplace, in a private room (office) in the 
health units, with the presence of the main researcher and the 
participant only, ensuring the non-interruption of the dialogue. 
The interviews were carried out in a single moment with each 
participant, with an average duration of 45 minutes each. The 
speeches were audio-recorded on a digital device, with prior au-
thorization from the participants, and later transcribed verbatim. 
Then came the treatment of the material. 

Data analysis

The analysis was developed according to the Interpretation 
Theory(31) and followed these steps: 1) Initial reading, in which the 
main researcher listened to the audio-recorded material, read the 
transcript, and made the first readings of the written text, free of 
judgment, in search of the relationship between the production of 
meanings (in the interview) and its first apprehension (in reading 
the transcripts), followed by highlighting, in the text (with color), 
the first identified meanings; 2) Critical reading, when the word, 
sentence, paragraph, and the text as a whole (discourse) were read 
in order to expand the apprehension of meanings (other meanings 
identified by the researcher were highlighted in color) and their 
organization (chromatic coding was used for similar meanings 
with empirical categorization to form the meaning units and their 
respective meanings); 3) Appropriation, developed through the 
interpretation of the meanings of health professionals in relation 
to obstetric violence, based on the Theory of Values(24). The par-
ticipants’ speeches were discussed based on scientific evidence.

RESULTS

The health professionals were 24 obstetric nurses and 24 
obstetricians, 39 women and 9 men. Regarding age, the majority 
(26) were between 30 and 50 years old; 14 were over 50 years 
old; and 8 were between 20 and 29 years old. Most (32) gradu-
ated from a public institution; and 16, from a private institution. 
Regarding the time working in the obstetric area, the majority 
(20) had been working for over 10 years; 15 had been working for 
less than 5 years; and 13, between 5 and 10 years of experience.
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The results pointed to the unit of meaning: the value of 
humanization in delivery and birth. The evaluative expression 
of health professionals with regard to care during delivery and 
birth is essential, as they unveil the experiences that give new 
meaning to values ​​by identifying changes in the scientific field, of 
policies, protagonism, autonomy, expectations and satisfaction 
of women. Thus, value is attributed to the humanized model, 
which is expressed in the vital values ​​and in the ethical and moral 
values ​​of care for women during childbirth and birth.

This unit of meaning included the following meanings: 1) The 
vital value in humanized obstetric care; 2) The ethical value of 
obstetric care: sympathy for the care of others.

The vital value in humanized obstetric care

The meaning of speech expresses the growth and develop-
ment of the health professional as a vital agent for care and points 
to the appreciation of the centrality of physiological processes, 
based on scientific knowledge. 

In humanized childbirth, we try to provide qualified care […] 
always provide individualized care, with the analysis of the clinical, 
obstetric, emotional part, always trying to give humanized care to 
the patient, in each case, following the evidence. (PS06)

It has changed a lot during my almost 30 years of maternity […] 
the delivery, we saw it as a surgical patient and today we face it in 
a more physiological way […] I even think that the name “normal 
childbirth” is something that should no longer exist, it must be a 
physiological birth […] creating conditions that favor physiology: 
this translates into security for the woman. (PS34)

Childbirth is a natural event that takes place physiologically, it 
is a moment of extreme transformation for the woman/mother 
and for the child, obviously, respecting physiology, as we must be 
aware of any physiological change: this is vital. (PS18)

Physiology is recognized as a value in itself as it applies to the 
natural childbirth process. It is possible to notice the apprehension 
of the vital value, essential for the recognition of the healthy and 
physiological value. In addition to offering conditions to understand 
well-being as inherent in the life of the woman and her baby, 
this apprehension attributes to them the essential value of life.

Professionals also express humanized obstetric care when they 
recognize the distinction between normal, meaning physiological, 
as a natural event, and normal referring to the norm or routine, 
as an event crossed by excessive interventions and unnecessary 
manipulations of the woman’s body.

Natural childbirth, it is just perfect, physiological, it is not normal 
childbirth […], because, as we here [in the maternity hospital] 
end up following the woman since the beginning of labor […], so 
we follow all the phases of it, when she arrives excited about this 
childbirth, when she feels pains, so we are monitoring, stimulating, 
explaining step by step. It is not routine: each woman is unique; 
this care guarantees well-being. (PS10)

The speeches reinforce the vital value as a desirable well-
being for all human beings who value their existence in life and, 

simultaneously, express their emotional feeling, giving meaning 
to their well-being to guarantee their health at the time of delivery 
and birth. The humanized model of delivery allows us to bring a 
new value perspective to the understanding of parturition as a 
natural process, redefining the professional’s values in obstetric care.

The ethical value of obstetric care: sympathy for the care 
of others

The professional values care centered on women’s autonomy 
and freedom in their way of giving birth and provides an oppor-
tunity for informed choice, supported by scientific evidence, to 
maintain care safety. These attitudes point to the redefinition 
of values in obstetric care and reinforce the humanized model.

“Let’s squat for a bit.” But here, I’ve even talked to the medical 
coordinator, our boss has a stool that is very useful during labor, 
that she [woman] can sit on the stool, and you can have a family 
member or a professional behind her so that he can support her 
in an upright position to facilitate, but he said he will provide, that 
the work is ongoing. (PS25)

So, we try to value the patient’s choices [woman] from the begin-
ning, I understand the changes […] humanization should be the 
focus, with individualized care for the woman, reaffirming the 
values of scientific evidence. (PS27)

It is also known that the lying position is not a position that favors 
physiology, it is the traditional one, but in fact it is not the most 
natural childbirth, the position that women usually instinctively 
assume for childbirth, when by herself, is either on all fours or 
crouched […]. It is usually more vertical than lying down, but 
lying down has become the norm, so sometimes the person will 
remember that they saw on television that you should be lying 
down: “I’m going to lie down!” But instinctively it is not, so much 
so that the woman, when she is in contraction, she prefers to be 
sitting or walking or squatting, gives a better relief, in the hips, in 
the position and relaxes more. (PS46)

Such discourses value the professional’s ethics, in which 
the value is consistent with emotional intuition. Health profes-
sionals point to the ethical value, which, through friendly care, 
understands the feelings of the other, is affected by the other, 
and engages in affective exchanges.

Ethics becomes a value that enables better health practices, 
such as the affectivity of care, producing a sympathetic relation-
ship. In this way, such meanings express a redefinition of labor 
and birth as something beautiful, unique, and rediscovered, 
strengthening the humanization of health as an ethical value 
for obstetric care:

Childbirth is the most beautiful thing the human body can do, it’s 
a time when a woman rediscovers herself as a person, it’s a time 
when a woman rediscovers herself as a mother, she realizes that 
she can give birth. (PS36)

This moment of delivery and birth for me is unique. We professionals 
must be on the side of the woman, with the woman, this is ethical. 
The scientific evidence clearly shows this; this is a fundamental 
value for safe and ethical care. (PS44)
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Health professionals show the importance of dialogue as a 
relationship process for qualified care. Such dialogue enables the 
creation of a bond and a relationship of sympathy, as it reveals 
itself in an affective relationship with the woman, with her care 
and her health. Only when the bond is determined is it possible 
to empathize with the other. 

A qualified care is correlated with our ethics, so, in a humanized 
model, we must create a bond with her [woman], so that we can 
welcome, listen, interact, create bond and affection with this 
woman and so that she [woman] feels safe with our actions in 
caring for her. (PS01)

I think dialogue is essential, as we have several women from 
different sociocultural or socioeconomic levels […] you have to 
talk, understand what the woman says, but I think basically you 
have to have a good doctor-patient relationship with dialogue 
and affection. (PS43)

Thus, the ethical value is incorporated in the way in which health 
professionals act with women and take care of them, in which the 
affection of being with the other and taking care of the other is 
established. Sympathetic care is aimed at the other (parturient) 
in its integrality of being a woman giving birth and becomes 
possible when it is directed towards the woman’s individuality.

DISCUSSION

The valuative expressions revealed by the interviewees’ speeches 
in this study made it possible to discuss the vital-ethical value 
of humanized obstetric care for the care of others(32). First, it is 
mentioned that health is a vital value, effectively translated as 
something essential to well-being. This value experienced by the 
care of nurses and doctors in the daily life of maternity hospitals 
is related to the Schelerian valuative sense(24), in which man’s 
emotional intuition allows him to make an immediate reference 
to the object (value), which is a fruit of existential scarcity(25-26). 
The search for the vital value, which the humanized model offers 
health professionals in their search for fullness, favors the profes-
sional’s development and growth. Thus, the object is valid for the 
human being, as this, in fact, fulfills their needs.

It is noticed that the health professionals’ discourses are 
directed towards a new meaning (a new meaning by the new 
worldview), encompassing humanization as a process to ensure 
vital value(24-25). The humanized model reinforces the openness 
to vital care for women and their babies. In this transition, the 
obstetric model is configured in faceted values: vital values are 
based on values centered on physiological processes, that is, on 
a primordial value to ensure human life.

Thus, humanization dialogues with vital values while aligned 
with the well-being of women and babies(24), with emphasis on 
the reduction of medicalization, specifically of elective cesarean 
sections, and the elimination of care techniques that limit and 
harm the physical freedom of women in labor(2,7-12). Humanization, 
in the participants’ discourse, reinforces the vital value expressed 
in ensuring the centrality of care for women within the field of 
physiological birth processes, in which it constitutes a value in 
itself(24-26), ensuring the well-being of the mother-infant binomial. 

This is expressed in the change in the meaning of parturition as 
a no longer a normal event (norm or routine), full of unnecessary 
interventions, but in the understanding of a physiological birth, 
enabling greater dialogue for shared and focused decision-
making for the integrality of care for women(2,14,19-21). Thus, the 
humanization model strengthens this sense of new meanings of 
professional practice in obstetric care, with its exercise centered 
on the physiological processes of delivery and birth.

A highlight of these changes in practices and knowledge is 
related to the influence of proposals made by public policies, such 
as the NHP and, especially, the Estratégia Rede Cegonha [Stork 
Network Strategy], which reaffirm the vital value of childbirth(24), 
supported by the recognition of the centrality of the physiological 
processes. Thus, vital values constitute the basis of professional 
practice, guided by the value of life, with well-being and safety 
as milestones for achieving the fullness of healthy life(16-24). It is 
worth emphasizing that the value of sensitivity, correspondent 
to well-being, is significantly interpreted by health profession-
als in the field of the centrality of the physiological processes of 
childbirth and is in line with the humanized model. This leads to 
an understanding of the vital value as the potential of obstetric 
care, in order to carry out delivery and birth with an individual-
ized and safe monitoring(7-9,14,19,24-29).

Thus, the transition from the obstetric model becomes an 
essential need for the transformation of delivery and birth care, 
according to the speeches of health professionals. Therefore, 
this attention is based on values combined for well-being, vital 
values, that is, essential to life(24). These values are also present 
in the alignment of public health policies in the obstetric field. 
Vital values are inherent to human dignity, in the autonomy of 
giving birth, with respect for their choices, aligning them with 
the value of justice and the right to life(24-25,33).

This recognition is also consolidated in the valuation of sci-
ence to ensure qualified care, because when health professionals 
support their performance by scientific recommendations(2), the 
value of life is perpetuated, guaranteeing individualized care 
for safety. Finally, when professionals value humanization, they 
tend to recognize the sense of the vitality of their care as a vital 
essence for the other(24,32). Therefore, the woman is recognized 
as a subject with autonomy in the act of giving birth, within her 
rights, and care as a value in itself, thus validating the safety of 
the parturient and the newborn(1-2,7-14,24-26).

There is an appreciation in the speeches of health professionals 
when they bring scientific recommendations(1-2,7-11,21), which qualify 
the care practice for normal childbirth centered on the needs of 
women, classifying it into categories related to the need of each 
woman, recognizing the uniqueness and particularity of care, 
and enabling the professional’s development. Consequently, the 
founding value (vital) aims to encourage the adoption of useful 
care(24-26) instead of harmful and/or ineffective practices, which 
should be avoided and abolished in the daily routine of maternity 
hospitals. Thus, when individualized care is proposed, valuing 
science and feelings, the routine established by the technocratic 
model that values the same standard of care for all women in 
labor is broken; it is opposed to the serial parturition process. 
Thus, humanization allows this scientific evaluative intuition, 
based on the vital value and training (search for knowledge) as 
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a humanistic process, an education focused on the knowledge 
of the spirit(1,9-12,21,24-26,34).

Therefore, to consider the ethical value(24,32) in the parturition 
process is to value the well-being of delivery and birth, an atten-
tion that facilitates openings for the emotions and feelings of the 
woman who experiences childbirth. These processes affect her 
emotional existence, and her self-esteem is expressed beyond 
reason(24-26), influencing her autonomy to give birth. In this way, 
the professional recognizes the value of humanization and finds 
an echo to implement humanized care, which is fundamental 
for the establishment of ethical value(32) and is established in 
the development of the feeling on the part of the health profes-
sional towards life and towards the woman. Ethical value allows 
professional conduct to contribute to shared care: for example, 
this occurs when it promotes freedom in women about how to 
give birth, encouraging more upright positions, such as squatting 
and stool delivery, which ensure more comfort and well-being 
of parturition; thus, horizontal birth is avoided as the traditional 
form of birth and, consequently, interventions in the birth scene.

Ethical values(32) are intrinsically linked to the achievement 
of a congruent dynamism for qualified and safe care, supported 
by the value of scientific evidence (ethics vs. scientific evidence), 
which are captured by the daily life of maternity hospitals in 
the full exercise of care practice associated with the value of 
truth produced by knowledge processes(1,7-14,24-25). However, the 
transgression of ethical values is shown in behaviors contrary to 
science, not guaranteeing the woman’s existence and care, nor 
her freedom, as proposed by humanization(27).

Thus, the meaning of obstetric care is established in affec-
tivity as a facet of ethical value(2,21,24,32), in listening to women 
who want more vertical positions, enhancing a safe birth and 
inhibiting unnecessary interventions. This care centered on 
dialogue enhances trust and provides opportunities for sharing 
decisions, with co-responsibility and promoting autonomy for 
the experience of a pleasurable birth, with values incorporated 
by humanization(11-14,19-20,24-25,35-36).

As for the meanings of health professionals in labor and birth, 
the ethical value(24,32) was shown through a sympathetic care (af-
fection) towards the other(24-25). This ethical value is established in 
the relationships between the woman and the health professional, 
in which, with the professional’s intention to affect the other, an 
approach to the woman is developed(16-19,24,29,32,37). 

This Schelerian conception(24) sustains that, through affection, 
the ability to sympathize with the other is established, perceiving 
them as human and not as a mere object. This is an important 
position for the principles that govern humanization, with respect 
for women and their individuality, uniqueness, autonomy, and 
creation of bonds as the purpose of carrying out behaviors based 
on humanization(24-26,32,37). Ethical values are mediated by labor acts 
that consolidate the good of a given society, collective of people 
or individual(24-26,32,37). Thus, these are superior values, the value 
of human life and the spiritual value, which is why they become 
essential and healthy values for humanity(24), here represented 
by the act of watching the parturition process.

In this way, humanization is articulated with the ethical value(32) 
and enables an essay for a care based on affection, enhancing the use 
of values to the other, in health care, even revealing the construction 

of values in the sympathetic care(24-25). That is because, to empathize 
with the other is to establish a dialogue, with the creation of a bond, 
unifying an affective act that motivates the action to care for the 
other (understand what the other is going through and how)(32).

It is understood, therefore, that the discourses of health pro-
fessionals confirm that humanization is supported by the ethical 
value in affective care(32) and unique with the other. This exercise 
in the subjectivity of caring for the other (sympathy) considering 
effective obstetric behavior provides a unique care. Since this care 
for the other is an affective impulse, whose first manifestation 
is the being’s sympathy for oneself and for the other, it implies 
multiple transformations with the subjects involved (the woman, 
the partner, and the family), thus strengthening affective, social, 
and spiritual relationships(26,32,37-38). This leads us to recognize 
that women have their own knowledge about their bodies and 
that their knowledge must be shared in the parturition process, 
in order to guarantee the ethics of comprehensive care(1-2,7-14).

It can be deduced that the ethical value(24,32) is conceived as a 
care, based on a unique experience, which requires our respect, 
affection, and love, when considering the issues concerning the 
preservation of the other as a human being. Responsible ethical 
care can be seen as a universal value(32). Therefore, ethical value 
becomes a transforming essence of daily practice, and it must be 
present with the other person, exalting their human rights(25-27,32,37-39).

The person is the center of all ethical foundations, and genuine 
acts of sympathy display a positive ethical value(24,32). Sympathy is 
inseparable from aspects of care for the person(32). So, the health 
professional, when attending the birth, is faced with meanings 
that are established as an affective connection with sympathetic 
care(32,37), he understands his approach to the human being as a 
whole(32) and with humanization, permeated by the approxima-
tion of the concrete meaning of birth as a value in itself.

Thus, it is necessary for the health professional to understand 
the value of obstetric care in its entirety when, by listening to the 
woman, he interacts with her anxieties and expectations. With 
this action, affectivity and creation of bonds are enhanced, as 
there is sympathy with the woman, and this sympathetic process 
with the other produces a more qualified, safe, and shared care. 
Thus, humanization allows health professionals to establish new 
meanings in parturition, based on vital and ethical care, being 
the link for women to be seen, heard, and understood with 
comprehensive care. In addition, the health professional, in their 
preferred evaluative dimensions, contributes to their intuitive 
act of reorganizing the hierarchy of values, being an essential 
situation for the transformation of their attitude in obstetric care.

Study limitations

As a study limitation, the institutional impossibility of carrying 
out a document analysis regarding the descriptions of care prac-
tices reported by professionals, that are available in institutional 
documents, is mentioned.

Contributions to the field of Nursing

It is noteworthy that care centered on vital and ethical values 
enables qualified and safe care, as valuing the pregnant woman is 
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to feel and be with the other in its entirety. Thus, obstetric services 
must be aligned to give new meanings to the care of women in 
the daily parturition that the humanization model highlights.

Sharing health actions is a necessary value in the relationships 
between health professionals, managers, and users of the service. 
It should be guided by vital and ethical values, aiming to provide 
sympathetic care with others, with a focus on human rights, 
women’s rights, justice, and scientific evidence, which cannot 
be disconnected from the health care process. 

FINAL CONSIDERATIONS

Health professionals, collectively, unveil meanings about 
the humanization of obstetric care and discuss the potential of 
humanization as a means to change care, giving new meanings, 
aligned with vital and ethical values, established in affective 

relationships through the sympathetic process. They reframe 
their mode of care, based on humanization, and express the vital 
and ethical value as the foundation for this change, as opposed 
to the use of technocratic principles in parturition.

The redefinition of obstetric practice is articulated with public 
health policies, in the field of delivery and birth, with the insertion 
of the vital and ethical value for the lives of women and their babies, 
intervening in the way of caring for women. Qualified, safe and 
shared care is combined with affection, with care for the other.
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