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Brazil’s National Humanization Policy, launched in 2003, emerged as a proposal to combat
institutional violence in the area of health. It concluded a long historical process for recognition
of rights that had been initiated by two important social movements: the women’s movement,
related to choices and equity in childbirth or pregnancy/abortion conditions, and the movement
led by people with mental disorders, related to possibilities and equity in treatment conditions
beyond the problematic asylum hospitalizations. Many other radical situations of disrespect
for human rights have been added to these two, so much so that the name ‘institutional violence’
seems more adequate, and the violence women suffer during childbirth constitutes a specific
modality of institutional violence. This new extended scenario to refer to the disrespectful
treatment of patients has clearly revealed, in different clinical situations, that people are
approached as ‘bodies without subjects’ in ‘dehumanized’ practices.
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Humanization was the word chosen to symbolize the necessary recognition that the
bodies approached in care provision are social subjects who have rights: the right to receive
explanations regarding their illnesses and the right to choose from correlate treatments.
Having a strong communicational impact, the notion of humanization was rapidly
encompassed by the critical discourse to refer to those situations of violence; however, its
meaning was not clear in terms of its distinction from the same institutional conditions, of

childbirth or asylum hospitalization, that had also been the product of human choices™*

Therefore, how can we distinguish between these two types of historical processes:
the one in which such institutionalized care emerges as a product of human choices
aiming to improve assistance and the one in which the improvement is annulled?
Annulled because it has ceased to constitute a choice made by patients and professionals
together; rather, it has become practically a compulsory indication of those types of
institutionalized care. Can the origin of this type of violence lie here?

Rights or fates?

Recently, the public debate about rights in maternity care became fierce again due to
two new regulation situations: Bill no. 435, sponsored by the Congresswoman Janaina
Paschoal, and Resolution no. 2232 of the Federal Council of Medicine. The Bill proposes
to guarantee that the parturient can choose the cesarean section as mode of delivery from
the 39" week of gestation. The Resolution, published on July 17, 2019, addresses ethical
rules for refusal of treatment, including pregnant women among the possible cases in which
the refusal cannot be accepted by the physician because it characterizes “abuse of rights”.

In the first case, the Bill passed and became State Law no. 17137 of August
23, 2019. In its first paragraph, the Law provides that cesarean delivery on maternal
request is a right of the patient and her autonomy must be respected; furthermore,
the condition for the exercise of this right is that the patient must be duly informed
and oriented about the risks of “successive C-sections” and the “benefits of normal
delivery”?. We would like to highlight some issues referring to the perspective of
rights and the conditions for their exercise.

First, the Law merely mentions the requirement of informing the patient about
the risks of successive C-sections, disregarding the risks of the procedure itself, even
if it is a single event in a woman’s life. Furthermore, the way in which the choice is
presented to the woman, with mention to risks and benefits, indicates that it cannot
be viewed simply as a choice for a consumer good. The immediate background is the
issue of the quality of the provided information about cesarean delivery and normal
delivery, and, obviously, the quality of the very working conditions of professionals
as the effective context where such choices occur, as we know the preferences of both
obstetricians and parturients due to conditions that are not technical-scientific, like
access to anesthetics or to the elective C-section, among others. In these situations, it is
important to ask whether human and social rights can be reduced to consumer rights.
The preferences of professionals, like the elective C-section, are not related to rights in
care production; they regard choices considered more opportune for personal reasons,
which is totally different from the situation in which the choice of surgical delivery
derives from a clinical need.
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Studies have shown that Brazil is one of countries with the highest number of
elective C-sections in the world, with a prevalence of 45.5% in women with low
obstetric risk*; the figure increases to almost 90% in the private sector’. Despite
the recommendation of the World Health Organization that the cesarean section rate
should not be higher than 15%, rates of this mode of delivery in Brazil reveal that the
decision about type of delivery is strongly influenced by non-clinical factors’. Among
these factors, there is the understanding, on the part of women, that the C-section is a
“painless” and less violent mode of delivery® and, on the part of professionals, that it is
safer and allows greater control of risks, higher optimization of their work in terms of
time and productivity, and less physical “harm” to the woman’.

Thus, the Law does not provide for the main clinical issue at stake in this choice:
the professional must evaluate the clinical need of such indication, but in good
working conditions. Moreover, the professional must share his or her evaluation with the
parturient, in a clarifying conversation in which he/she listens to her in order to consider, in
the decision, women’s desires and fears. The Law fails to address the most important issue,
disregarding aspects that are substantive and not trivial to the professional’s work and to
women’s health. In this sense, the Law transforms the right to choose into practically an
imposition of fate. Who will choose a mode of delivery with lower healthcare quality?

As for the second situation, the resolution of the Federal Council of Medicine
was received by part of the scientific community, jurists and humanized childbirth
militants as a threat to women’s autonomy in the choice of procedures, under the risk
of coercion to receive undesired treatments and compulsory hospitalization, as the
resolution provides that the competent authorities must be called to take measures
in order to ensure the treatment proposed by the physician. In this scenario, it is
inevitable to compare the situation to the case of Adelir, the pregnant woman who
refused to have a C-section and was taken from her home back to the hospital by police
officers under warrant, after the hospital called the competent authorities.

In December 2019, the Resolution provisions specifically related to pregnant
women were suspended by the Judiciary after the Public Prosecutor’s Office filed a
public-interest civil action against the Federal Council of Medicine, as it understood
that such provisions ignore the legal requirement of imminent danger of death for
imposing treatments on unwilling patients. Such provisions also contradict the childbirth
humanization policies of the Ministry of Health, which could favor the adoption
of unnecessary procedures.

The fact that the Public Prosecutor’s Office had to get involved in the defense
of women’s rights in the field of obstetric care calls our attention. On the one
hand, the pregnant woman’s impossibility of expressing her will before the State via
the Judiciary is revealed, as she had to be represented by the Public Prosecutor’s Office
against institutions that are well supported in social, economic and legal terms, having
access to lawyers to represent them, as was the case of the Federal Council of Medicine.
On the other hand, we can say that the Council ended up eliminating the character
through which medical authority is legitimized in society. This legitimation is given by
the spontaneous acceptance, free of constraints, of the physician’s healthcare decision in
his or her clinical judgement. This happens because the healthcare proposal is offered to
the patient in her individual medical care, always with the character of advice, not of
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imposition. It is that acceptance that progressively makes the patient depend on the
scientific basis that underlies clinical judgement, in a social process in which science is
legitimized as competent knowledge and the physician is legitimized as competent agent
in the use of this scientific basis*'®. Due to this, imposing the decision means, in fact,
undermining the legitimate authority.

We would like to invite you now to imagine another healthcare situation, more
common than the two childbirth situations examined here. Consider the situation of
choice between normal childbirth and C-section when the physician, who is treating
a parturient who wants to have a normal delivery, decides to perform a C-section and
convinces her that she must have it, using the justification that the C-section’s quality
is technologically superior than that of normal delivery. The physician acts in this way
not because of personal interests or immediate interests of an economic or political
nature, but because he or she believes that, technically, he/she would control the
childbirth process in a better way, despite the risks involved. Such evaluation may be
due to the fact that the maternity hospital where the physician works is better qualified
to perform C-sections in comparison to normal deliveries, or to the fact that it was the
procedure he/she practiced most in his/her university education, or even because the
physician believes that scientific technology is always better than traditional care with

low technological incorporation.

This situation shows that the physician is more concerned about his or her safety than
about the patient’s safety, and does not take into account, nor presents to the patient,
scientific evidence according to which the use of high technological incorporation not
always guarantees the best quality of healthcare. And the physician does not take this
evidence into account either because it is a very recent movement in the history of medicine,
or because this movement emerges after a long historical process that consolidated the belief
that incorporating more technologies will always be the best form of intervention.

In the case in question, the professional, by using this belief, transforms an advice
into an imposition, and does so on behalf of his or her authority as a physician. But is
this an exercise of authority?

Violence or authority?

According to Azeredo", many researchers in the field of Collective Health who defend
human rights and humanization understand that institutional violence is connected with
physicians’ excessive authority and power and that the proposal of tackling the problem
would involve the horizontality of the physician-patient relationship.

But what horizontality? Horizontality of power? And where, in a horizontality of
power, would authority itself be situated? These are not minor problems in healthcare
practice, as they involve the credibility of the sciences and their appropriation
by their technological agents - the health professionals. These questions deserve a wide
and profound debate, even though they have not been presented in this way about
humanization, except very recently in studies based on Hannah Arendt’s thought''*3.
Conceptual distinctions differentiating authority, power and violence have not received
much attention so far; due to this, these distinctions should be considered here, especially

based on the study conducted by Azeredo''.
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To Arendt'*'¢, authority is a special type of relationship grounded on the mutual
recognition of the asymmetry that constitutes that relationship. Therefore, this
means that the relationship of authority cannot be one between equals, as there is a
recognition, legitimized by the participants, of the hierarchy relationship represented
by authority. In the case of healthcare, users attend the service because they legitimize
and recognize knowledges and techniques that the professional has and that can be
useful, for example, in the childbirth situation, constituting a hierarchic relationship
with the professional. The constituted hierarchy does not allow the professional to
impose a certain conduct on the patient, as, according to Arendt', authority produces
a type of discourse that is “more than advice and less than a command” (p. 165).

It is in this way, as a consented technical and moral authority, that classic studies about
the medical profession deal with the socially and historically constructed relationship
between physicians and patients'’. Thus, imposing, instead of advising, a conduct, even
if the physician sees it as a technical-scientific need, is out of the question in individual
medical care (which obviously acquires a totally different meaning in the case of Public
Health and of the State’s power and authority in situations of social danger, such as
epidemics). In these terms, when the professional compels the patient to follow his or
her conduct, what is at stake is the deflation of his/her authority and not its increase.

According to Arendt, power is different from violence in that “out of the barrel of a gun
grows the most effective command, resulting in the most instant and perfect obedience.
What can never grow out of it is power”'¢ (p. 77). In this sense, power and violence have a
proportionality relationship: as power increases, violence decreases. To the author, power
emerges from the orchestrated action of women and men; it is the very purpose of politics.
Violence, in turn, is always understood as a means to achieve a certain end.

In the childbirth situation considered to illustrate our reflections, what is the end to be
achieved? When the physician compels the patient to accept some kind of care, imposing,
for example, the C-section as the only alternative, either due to the low quality of childbirth
care in view of the lack of anesthetists, or due to the dynamics of the professionals’ workday
or mode of occupation of hospital beds, or due to any reason other than the precise
indication of a C-section because of the urgent needs of the fetus or the mother - does it still
correspond to the C-section as a technological creation to improve childbirth care? Well, it
was in this way that the C-section emerged as a technology for the good of life and gained
recognition and legitimacy as a childbirth practice.

Therefore, we should bear in mind that using technology when it represents an
improvement in the care provided for a certain individual case is different from the
universal use of technology as a good in itself, that is, independently of the singular
conditions in which it will be used in each case'”. And what distinguishes one situation

from the other is in the service of what the technological resource will be used.

The capacity to distinguish the usefulness of the technological resource in each
clinical situation, present in liberal medicine as new intervention technologies were
progressively created’, has been, in historical terms, gradually replaced by the belief
in technology as a good in itself®, shifting it from the condition of a component of
medical practice to be used in its service to the position of an autonomous entity that
presides it'”. This process through which technological medicine was implemented
and developed, has engendered, in the reifying autonomization of technology, the
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progressive alienation of physicians as subjects of their practices. Thus, technology as
a human product to improve the intervention practice was dialectically transformed
into a dehumanized device, as it denies its character subordinated to the social subject
that is its agent of practice. Consequently, technology presides this agent in his/her
intervention, dehumanizing the very condition of the physician in his/her practice.
The physician starts to be an instrument or a means for the fulfilment of technology**.

In the current practice of the highly technological medicine, the physicians were
led, by historical processes of which they were also actors as social subjects, to the
position of always valuing the armed practice of technologies’. And, as they did this,
their importance as agents of medical practice gradually decreased: from subjects
capable of deciding and making choices regarding the use of these resources through
the faculty of judging, they gradually directed themselves to a subsidiary role of
means of access to technologies, whose use they do not necessarily choose anymore.
As Schraiber show us, the shift from liberal medicine to technological medicine
corresponds to a crisis of interactions in the physician-patient relationship, among
others, generating the ‘crisis of bonds of trust’ created in liberal medicine and based
on the legitimation of the physician’s authority, as we mentioned above. Thus, the
crisis of trust can be interpreted as a deflation of the medical authority itself. In a
society that deeply adheres to and believes in science, due to its technological products
rather than to the knowledge it produces, the authority over knowledge about diseases
and therapeutic treatments is disembodied from the subjects who operate the health
technologies and is deposited on the technologies themselves. Thus, in technological
medicine, the user looks for the service, not for the physician. On the other hand, the
physician does not have ‘his’ or ‘her’ patient anymore; the patient belongs to the service
now. Due to the protagonism of technologies to the detriment of professionals
and even of patients, they are now socially viewed not only through the clinical
decision-making, but also as a right - the women’s right of having access to them - and as
a product - a consumer product.

It is within this historical transformation of the roles assumed by technology in the
field of health that the debate about the cesarean section as a women’s right emerges, as
a consumer product and as clinical indication. And itis in this historical process that
we witness professional authority being unsettled by the reification of technologies
related to medical practice.
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