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Birth integrity through the lens of medicalization, risk, 
embodiment, and intersectionality
Un regard théorique sur l’intégrité à la naissance :  
médicalisation, théories du risque, embodiment et intersectionnalité
Stéphanie Batram-Zantvoort*, Céline Miani, Oliver Razum

      Abstract
Introduction: Recent quantitative public health research 
indicates that women globally report suboptimal treatment 
during facility-based childbirth. The approaches most 
frequently used to capture mistreatment have failed to 
reconcile theoretical perspectives and empirical measures. 
To contribute to a more precise consideration of the cultural 
drivers, institutional conditions, direct expressions, and 
individual perceptions that violate or preserve what we define 
as “birth integrity,” we develop a new theory-based approach 
and an accompanying multilevel framework. 
Purpose of research: We substantiate the terminology of birth 
integrity with theoretical grounds, referring to two theoretical 
discourses: medicalization and risk theory on the one hand 
and embodiment theory and intersectionality on the other 
hand. We then contextualize birth integrity within a multilevel 
framework to operationalize its potential for public health 
research.
Results: The birth integrity concept and framework 
acknowledge that women and birthing persons experience 
a multitude of gender-specific violations. These may express 
themselves at the macro- to micro-level as implicit, inherent, 
normalized, and invisible or as explicit, intentional, visible, 
and socially accepted. To identify better the drivers and 
determinants of birth integrity protection and violation, 
we present a six-field framework and weave theoretical 
contributions into research on perceptions, experiences, 
practices, and norms around childbirth.
Conclusions: Birth integrity, as a theory-informed, multilevel 
approach, constitutes an important step toward exploring the 
topic in more dimensions than quantitative health research 
has done so far. Beyond the already existing evidence on 
birth integrity violations through disrespectful interactions 
and abusive practices, research into birth integrity can help 
develop our understanding of gender-based violence and 
health inequalities in childbirth. 

Keywords: embodiment; risk, birth integrity; obstetric violence; 
disrespect and abuse; mistreatment; medicalization; respectful 
maternity care.

ûû       Résumé
Introduction : Des recherches quantitatives récentes en matière 
de santé publique indiquent que les femmes dans le monde entier 
font état d’un traitement sous-optimal lors des accouchements en 
établissement. Les approches les plus fréquentes utilisées jusqu’à 
présent pour saisir ces abus, violences ou mauvais traitements 
n’ont pas vraiment réussi à concilier perspectives théoriques et 
mesures empiriques. Afin de contribuer à une prise en compte plus 
précise des moteurs culturels, des conditions institutionnelles, 
des expressions directes et des perceptions individuelles qui 
portent atteinte à ou préservent ce que nous définissons comme 
« l’intégrité à la naissance », nous développons une nouvelle 
approche théorique et un modèle à plusieurs niveaux.
But de l’étude : Nous étayons la terminologie de l’intégrité à 
la naissance par des fondements théoriques, en nous référant 
à deux discours théoriques : la médicalisation et la théorie 
du risque d’une part, et la théorie de l’embodiment et de 
l’intersectionnalité, d’autre part. Nous la contextualisons ensuite 
dans un modèle à plusieurs niveaux afin d’opérationnaliser son 
potentiel pour la recherche en santé publique.
Résultats : Le concept et le modèle de l’« intégrité à la 
naissance » reconnaissent que les femmes et personnes qui 
accouchent subissent une multitude de violations propres au 
genre, qui peuvent s’exprimer à tous les niveaux (macro à micro) 
comme étant implicites, inhérentes, normalisées et invisibles ou 
explicites, intentionnelles, visibles et acceptées par la société. 
Grâce à une différenciation en six domaines, nous tissons une 
contribution théorique dans les pratiques de soins obstétriques.
Conclusions : L’intégrité à la naissance, en tant qu’approche à 
plusieurs niveaux dont les fondements sont théoriques constitue 
une étape importante pour mettre en lumière ce sujet par-
delà les dimensions étudiées jusqu’à présent dans la recherche 
quantitative en santé. Au-delà des preuves disponibles sur 
l’atteinte à l’intégrité à la naissance par des interactions 
irrespectueuses et des pratiques abusives, elle permet de faire un 
pas de plus vers la compréhension des violences de genre et des 
inégalités de santé lors de l’accouchement.

Mots-clés : Embodiment ; Risque ; Intégrité à la naissance ; 
Violences obstétricales ; Manque de respect et abus ; 
Maltraitance ; Médicalisation ; Soins maternels respectueux.
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Introduction

Women worldwide report suboptimal treatment 
during facility-based childbirth: while some maternal 
care settings provide unnecessary interventions, others 
under-provide in terms of interventions or staff availabil-
ity (1). What is particularly concerning is the evidence of 
disrespect, mistreatment, and violence directed toward 
women during labor and birth by health care personnel. 
The scientific discourse on obstetric violence is predomi-
nantly located in sociology and public health (2, 3) and is 
societally rooted in activist movements (4). The social fight 
for gender equality, including the protection of maternal 
rights, has contributed to the adoption of laws addressing 
obstetric violence in several Latin American countries (5). 
Although the quantitative research on inadequate mater-
nal care provision and conditions has so far primarily con-
centrated on the Global South (6, 7), the phenomenon has 
caught feminists’ and health researchers’ attention in the 
Global North as well and led to childbirth rights initiatives 
and an increase in research activity (8, 9).

The few studies conducted in high-resource settings 
demonstrate that the phenomenon of mistreatment during 
childbirth is a problem with global dimensions. The World 
Health Organization (WHO) addressed this topic in 2014, 
appealing for further research to prevent and eliminate 
mistreatment during birth (10). Similarly, the Council of 
Europe adopted a resolution calling to prevent and fight 
against all forms of gynecological and obstetric violence 
in 2019 (11). 

The research approaches most frequently used rely 
on the Disrespect and Abuse (D&A) or the Mistreatment 
(MisC) frameworks to explore the shortcomings of 
maternity care provision in different dimensions (e.g., 
physical abuse, non-consented-care, non-confidential 
care). Additionally, the Respectful Maternity Care (RMC) 
charter addresses the protection of rights (e.g., mobility 
and birth position, companion of choice) granted to all 
women during birth, as well as the level of respect and 
dignity health care workers show when caring for them 
(e.g., responsiveness toward needs, timely care). Last, the 
concept of Obstetric Violence (OV) highlights that these 
interpersonal expressions of violence point to a broader, 
systemic culture of disregarding women, including the 
insufficient financing of maternal health care services, a 
lack of access to reproductive health services, and medi-
cal training that favors the internalization of authoritarian 
behaviors among health professionals (12). Sociological 

and philosophical actors stress the importance of con-
ceptualizing OV as a society-wide problem, an example 
of the institutionalized and normalized expressions of 
gender violence and social inequalities. While the con-
cepts of D&A, MisC, and RMC have led to the development 
of data collection frameworks and instruments used in 
public health studies through observations, surveys, and 
interviews, the impact of this work remains limited from 
a theoretical point of view. In contrast, most of the publi-
cations on OV include theoretical reflections from the out-
set but are predominantly located outside public health 
research, rely primarily on qualitative methodology, or 
make contributions at a more discursive and analytical  
level (13, 14). 

In summary, the research discourse on birth experiences 
in maternal health care settings is twofold. On the one 
hand, there are contributions from public health research 
that refer to a set of predefined dimensions to describe the 
expression of abusive (or respectful) care. On the other 
hand, there are theoretically strong contributions from 
the humanities and social sciences that have not been 
sufficiently integrated into public health research, partic-
ularly when it comes to measurement in primary studies. 
The interweaving of theoretical lenses and measurement 
tools may contribute to identifying deep-seated causes or 
cultural drivers that influence perspectives, perceptions, 
and approaches in terms of (mis)treatment in maternity 
care facilities. 

We consider the limited linking of theory with empir-
icism to be problematic and are convinced that the ter-
minologies and methodologies currently used have 
(presumably) unintended implications. An issue shared 
by terms like MisC and D&A is the underlying connotation 
of framing the problem merely on an interactional level. 
Although there is evidence of abusive and non-consented 
treatment of women in labor, the phenomenon, its causes, 
and its consequences extend beyond the current level of 
interaction. The same applies to the concept of RMC that 
terminologically points to how a respectful organization 
of maternity care should be implemented. Last, although 
we share the OV standpoint that inequalities originate 
from macro-structural processes to a great extent and that 
these have been institutionalized in obstetric care, we con-
sider it problematic to associate obstetrics as a whole with 
the term of violence.

To conceptually set the phenomenon in a more holis-
tic frame, we believe it is relevant to not refer to actions, 
childbirth rights, nor institutions. With the term birth 
integrity (BI), we highlight every woman’s right to the 
inviolability of their integrity and put the individually 
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perceived birthing experience at the center. BI includes 
physical, mental, and social integrity as well as the imme-
diate effects (e.g., fear, shame, physical pain) and delayed 
effects (e.g., trauma, prolonged pain, sexual impairment) 
of integrity violations. We propose BI as a gender-sensi-
tive and inclusive term that explicitly acknowledges every 
birthing body regardless of their gender by using both the 
terms “birthing person” and “women,” yet always under-
stood inclusively. 

With this article, we aim to substantiate the terminol-
ogy of BI with theoretical grounds and propose to use it 
through a multilevel framework that may contribute to a 
more precise consideration of the cultural drivers, institu-
tional conditions, direct expressions, and individual per-
ceptions that violate or preserve BI. For this purpose, we 
refer to two theoretical discourses. First, we shed light on 
the interwoven historical processes of medicalization and 
risk discourse around birth. We argue that the underlying 
cultural knowledge about childbirth influences the orga-
nizational practices of care, forms the individual woman’s 
birth attitudes, and determines how birth experiences are 
eventually perceived and interpreted. Hereafter, we sub-
stantiate our terminology through embodiment and inter-
sectionality theories and consolidate our understanding of 
birthing as a profoundly physical, mental, and social pro-
cess. Last, we contextualize BI within a multilevel frame-
work and elaborate the potential of the BI framework for 
public health research.

Theoretical perspectives on childbirth

It’s all about the risk! Birth medicalization in the light 
of risk theory

The sociologist Ulrich Beck described Western soci-
ety’s cultural logic as structured by a risk rationale (15). 
Attempts to predict, control, and influence the future 
serve as preventive measures to identify and avert poten-
tial risks (16). For a situation to be perceived as risky, it is 
not the actual occurrence of the decisive risk but rather 
the uncertainty of whether, when, and to what extent the 
perceived risk could occur. The understanding of risk can 
differ between temporal, local, situational, and individual 
contexts and carries the potential of managing one risk at 
the expense of another. Ultimately, however, the degree 
of risk perception and risk management (e.g., identifying 
options to minimize risk) lies with each individual (17).

In contemporary Western society, giving birth is dom-
inantly negotiated within a discourse of risk that itself is 
part of a fundamental transformative process of medical-
ization. While a few centuries ago, giving birth was pri-
marily approached within its social dimensions, today, it 
is under the almost exclusive realm of the medical sphere. 
We briefly discuss two logics of conceptualizing child-
birth and trace how divergent birth-associated risks are 
derived and addressed in care practice. Research on birth 
expectations and experiences provides insights into the 
heterogeneity of risk scenarios that expectant mothers 
have developed in the light of their forthcoming births, 
proposing that different “birth habitus” influence what is 
perceived as risky birth scenarios.

Medicalization and models of childbirth 

Medicalization as a sociological concept describes the 
process of the gradual expansion of medicalized views on 
social issues and subsequent transformations at the levels 
of health- and illness-related knowledge and perception, 
organization, and interaction (18). Former nonmedical 
areas became defined, located, and treated within the 
medical sphere as illnesses, disorders, or, more generally, 
as deviance from a supposed norm (19). Compared to the 
medicalization of male health, the natural life processes of 
females in general—and specifically with regard to preg-
nancy and childbirth—were exposed to medicalization to 
a much greater extent. While males’ natural processes are 
more hidden, females show visible external markers (e.g., 
menstruation, pregnancy, lactation). In relation to their 
social gender roles and their “patterns of dealing with 
their own symptoms,” female bodies have been subjected 
to a greater (and individually hardly avoidable) degree of 
medical consideration (20). 

The historical-cultural process of childbirth medicaliza-
tion was accompanied by medico-technological advances 
that brought new ways to technologically control or inter-
vene in childbirth. In this transformational process of 
medical professionalization, obstetrics emerged as the 
dominant reference system for expertise around birth 
(21). This new institutional place of birthing was accom-
panied by a gradual shift of birthing responsibilities from 
midwives to physicians. Traditional midwifery knowledge 
now had to be applied within the obstetrics systems’ ratio-
nalities. 

Birthing is nowadays located in specialized hospital 
units, and its practices are based on highly structured, 
streamlined, and technologized grounds. Actions are 
informed by limit values (e.g., weight standards, time 
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limits) and follow the goal of ensuring the highest possi-
ble level of safety for mother and child, primarily reducing 
mortality and morbidity rates.

The gradual expansion of medical dominance in most 
high-resource countries did not remain unquestioned and 
has led to divergent and alternative conceptions of birth-
ing, especially from anthropological, sociological, and 
feminist perspectives. In their respective idealized forms, 
the “medical model” and “social model” of childbirth dif-
fer considerably in terms of ideology, care practice, and 
the understanding of birth-related risks (22) (Table 1). 
Contrasting the biomedical and the social model of child-
birth remains analytical; in reality, practitioners can iden-
tify with and align their practice to either one regardless 
of their gender, professional background, or job title (23).

Risky childbirth

Discourses around the riskiness of birth function as a 
“key concept” in the knowledge and management of birth-
ing. Consequently, in most countries with high-resource 
health systems, pregnancy and births are safer than ever. 
For contexts with a functional and stable maternity care 
system, the paradigm of “risky childbirth” that requires 
precautionary medical management derives its explana-
tory power (at least partly) from the still high maternal 
and perinatal morbidity rates in contexts with deficient 

maternity care provisions (24). As a result, it implicitly 
depicts childbirth as an inherently dangerous event (25).

Entering into the risk discourses on childbirth brings 
with it a danger of not fully representing the arguments on 
one side or the other (26). The two most opposite assump-
tions on this spectrum are represented by the proponents 
and opponents of the “freebirthing movement.” Advocates 
on one side of the spectrum argue for completely unas-
sisted birthing by claiming that all pregnant persons have 
the physical and mental ability to give birth in a safe, quiet, 
and natural environment without disturbing factors. 
Opposing voices (as often represented by the medical pro-
fession’s view) frame childbirth as an extremely risky sit-
uation that requires technical control and precautionary 
measures. Both perspectives conceive birth as subject to 
risk. However, the underlying risk perception could hardly 
be more different: while the freebirthing movement advo-
cates’ definition of risk lies in an interruption of the bio-
chemical, physiological, and mental processes of birthing, 
the contrary position views the bodily procedure of birth-
ing itself as highly prone to adverse malfunctions. It fol-
lows that the risk management attempts differ strongly. 
This line of thought is substantially based on the idea of 
defining the boundary of risk by determining what consti-
tutes a tolerable risk (23). In reality, most birth scenarios 
occur on a spectrum somewhere between these extreme 
positions, often in correlation with different birth settings 

Table I:  Social and medical models of childbirth

Source: created by the authors, based on (22, 23, 51, 52).
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(e.g., midwifery-led birthing centers, maternity wards in 
hospitals).

In many European countries, pregnant individuals may 
freely decide their place of birth. However, this decision 
frequently depends on the availability and accessibility 
of a health care institution rather than on their preferred 
care approach. The resources for out-of-hospital births 
in most contexts are limited. In most countries, around 
1 percent of all births occur at home or in birthing cen-
ters—except for in the Netherlands, where approximately 
25 percent of all newborns were born out of hospital in 
2010 (27). Most pregnant women, therefore, end up hav-
ing a seemingly low-risk-pregnancy birth in a hospital set-
ting. However, a prospective cohort study by the National 
Perinatal Epidemiology Unit shows that (at least) for mul-
tiparous persons, out-of-hospital births “significantly and 
substantially reduced the odds of having an intrapartum 
caesarean section, instrumental delivery or episiotomy” 
(28). With regard to cesarean sections, the WHO states 
that a rate higher than 10 percent is not associated with 
reductions in maternal and newborn mortality rates 
(29). However, the rates in European countries lay clearly 
above this recommendation (in 2017: Cyprus: 54 percent, 
Germany: 30 percent, France: 20 percent) (30). 

From a critical perspective of the over-medicalization of 
childbirth, these numbers can partly be explained by the 
dominance of the childbirth risk discourse that may evoke 
a birth management style demanding hospitalization, 
technical surveillance, and routinely performed interven-
tions to establish the highest possible degree of control 
over the childbirth process (28). Recent evidence sug-
gests that a birth management style that is less oriented 
toward technological surveillance and instead emphasizes 
personalized and continuous birth support is both safe 
and beneficial, echoing what the WHO has stated in their 
recommendations for positive childbirth experiences (1). 
By promoting a more restrained and balanced approach 
to intervening during childbirth, the WHO emphasizes 
the importance of a sensitive and person-oriented care 
approach that allows interventions to take place effec-
tively and promptly when necessary. Person-centered 
care is set to reduce the possible risks emerging from an 
over-medicalized approach to birthing to prevent cas-
cades or sequences of interventions (31).

Birth habitus and risk

The “medical” has become the “natural” for many 
women, meaning that their childbirth expectations and 
experiences tend to adhere to a techno-medical birth 

model (18). Most distinguish “natural” from “medical-
ized” childbirth based on whether or not they made use of 
pain-relief medication (e.g., epidurals) or have given birth 
through vaginal surgical delivery or cesarean section (32). 
The perceptive dominance of the risk discourse surround-
ing childbirth corresponds with different birth habitus 
(33). Medical anthropologist Davis-Floyd identified three 
distinct knowledge patterns of how women fathom birth 
in the light of different medical settings, options, and risks. 
Further studies support not only that nearly all women 
approach their childbirth in the light of risk configura-
tions (34), but also that what they perceive as risky differs 
according to their underlying “birth habitus.” 

The first group of women displays a fully techno-med-
ical conceptualization of birth, seeing the physician as 
the one in charge of delivering the newborn while the 
woman takes a passive role. This attitude corresponds to 
a strong faith in the doctor’s authority and unconditional 
adherence to hospital routines. Additionally, women 
within this subgroup tend to fear childbirth or adopt 
a rationalizing position, considering and managing all 
eventualities in advance (35). Women opting for elective 
cesarean sections recur to biomedical forms of knowl-
edge and rationalize their decision as the safest choice to 
“deal with the uncertainties” and guarantee “a positive  
outcome” (24).

The second cluster of women approaches childbirth 
in the opposite way, claiming a holistic understanding of 
birthing and often giving birth in non-clinical settings. 
They perceive themselves as active birthing subjects. They 
allocate childbirth risks to hospital settings and fear an 
unnecessary use of technology, believing that bowing to 
clinical protocols would unfavorably interrupt the bio-
logical, hormonal, and emotional interplay needed for 
the successful progression of physiological childbirth 
(24). Similarly, these women fear losing their autonomy, 
self-determination, and control over the situation in an 
unknown environment with birth attendants who will 
potentially perform unnecessary interventions (36). Those 
perceptions correspond to the women-centered ideology 
that depicts women as “birthing experts” (18). This self-
conception is mainly observed in educated middle-class 
women, supporting the conclusion that the birth habitus 
is influenced by social positions (e.g., race, class).

The last group is allocated in between those extremes, 
with women expressing how important they find it to 
make their own choices (e.g., freely deciding how to man-
age labor pain) and highlighting their personal rights (e.g., 
moving into a comfortable position) within the hospital 
setting. 
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Birthing as an embodied experience

When the paradigm of medicalized birth developed, it 
incorporated a dualistic line of thought separating the 
human body from the mind. This mind-detached, somat-
ic-focused view abetted the emergence of a biomedical 
paradigm in which body functions are seen as mechanical 
processes that can be repaired. The biomedical concept 
did not remain unchallenged, as exemplified by a theoret-
ical embodiment perspective on childbirth. Embodiment 
theories scrutinize this body-mind dualism and instead 
propose a holistic understanding premised on an interwo-
venness of physical, mental, emotional, social, and envi-
ronmental processes.

To address the interlinkages of birthing, the environ-
ment, and society, we propose the prisms of phenomeno-
logical and ecosocial embodiment theory. Then, we take a 
look at findings from qualitative research on how mothers 
articulate their vulnerabilities concerning their BI.

Phenomenological approaches to childbirth embodiment 

Whether a woman perceives herself as an embodied 
birthing subject or has adopted a mechanical view of the 
process of birth impacts how she values her actual birth 
experiences. The use of technology and birth surveillance 
contradicts some women’s idea of birthing and their sense 
of being the active actor in parturition. This discrepancy 
between one’s self-perception and the actual event can 
evoke (physical) alienation and loss of control (37). An 
environment that is perceived as stressful or frighten-
ing by the mother is mirrored by the endocrine system 
releasing stress hormones that may hinder the birth’s pro-
gression (e.g., interruption of breathing technique lead-
ing to overwhelming pain or emotional overload) (38). 
Considered at a more abstract level, a confrontation with 
the denial of control over one’s emotional or bodily needs 
or the restriction of one’s will can cause a severe level of 
stress or fear with physical consequences (e.g., the release 
of stress hormones) (39). This confrontation can occur 
directly (e.g., by instructions) or indirectly (e.g., adminis-
tration of medication that requires a certain physical pos-
ture). The onset of maternal stress can have several causes 
related to interactions with health care professionals (e.g., 
through disrespectful communication) or refer to the 
labor rooms’ design and equipment (40). The equipment 
available in maternity wards (e.g., tubs, mobile electronic 
fetal monitoring) extends (or limits) the birthing wom-
an’s scope of options to find a comfortable position that 
helps to cope with labor pain. Spaces that ensure visual 

and auditory privacy enable the woman to focus on her 
labor process without having to think about disturbing 
external factors or being watched by uninvolved people. 
The design of labor rooms (e.g., openly exposed techni-
cal devices vs. a poster to support pain management) 
shapes a birthing woman’s self-conception and impetus  
for action. 

Ecosocial embodiment theory and intersectionality: 
Assessing inequalities 

While phenomenological embodiment theories focus 
on micro-relations, the ecosocial approach takes a macro-
structural perspective in stating that humans “literally 
incorporate, biologically, the material and social world in 
which we live, from in utero to death” (41). Accordingly, 
health inequalities can only be grasped when consider-
ing their historical development, the current social living 
circumstances, and one’s individual bodily conditions. 
Embodiment theory includes both structural (e.g., societal 
arrangements of power and production), environmental, 
social (e.g., education), and individual components (bodily 
processes, genetic dispositions) (42). Maternal mortality 
in the US population varies widely depending on the moth-
er’s race and ethnicity. It thus represents a field of analysis 
for scrutinizing BI through the prism of ecosocial embodi-
ment theory. Non-Hispanic black women show the highest 
mortality rates with 37.1 deaths per 100,000 live births, 
versus 14.7 for non-Hispanic white women and 11.8 for 
Hispanic women (43). The causes of these differences are 
not sufficiently researched. A US study on mistreatment 
during childbirth disclosed inequities in maternal care 
provision. Overall, indigenous women were most likely to 
report having suffered from at least one form of mistreat-
ment (32.8 percent), followed by Hispanic (25 percent) 
and Black women (22.5 percent), while White women 
(14.1 percent) were least likely to report mistreatment 
during childbirth. Specifically, the dimensions of verbal 
abuse, being ignored by health providers, and having their 
requests denied happened twice as often for non-White 
women compared to White women (44). It is likely that 
the reasons for the discrepancies relating to racial or eth-
nic background are multifactorial, mutually reinforcing, 
and intersecting, with regard to maternal morbidity, mor-
tality, and reports of mistreatment and discrimination in 
care. Inequities in childbirth reflect an interplay of embod-
ied inequalities, cultural and social protective factors (e.g., 
first-generation immigrant communities’ informal care 
and support systems known as the “Latina epidemiologic 
paradox” (45)), and social inequalities (e.g., discriminative 
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patterns in maternity care, such as neglecting care due to 
underlying racial assumptions, and barriers to accessing 
maternity care). 

To disentangle the interwoven synergies of child-
birth-related inequity and inequality in the light of BI, 
we propose to combine intersectionality theory (46) and 
ecosocial embodiment theory. 

Intersectionality theory stresses the importance of 
understanding intersecting lines of discrimination and 
structurally mediated inequalities based on differences 
in, for example, race, sex, or class from the macro- to 
micro-level (47). An intersectional lens focuses on how 
social positions form axes of inequality that affect birthing 
conditions, including access to health care, the quality of 
received care, the extent to which the woman’s requests 
are taken seriously, and whether she is perceived as an 
informed and conscient agent. Beyond that, the individ-
ual’s social position shapes risk perception, expectations, 
preparedness, knowledge, and childbirth experiences 
(32). In summary, intersectionality theory tackles how 
social positions are defining the lines of marginalization 
and dominance and, subsequently, how they channel 
oppressions and privileges. Ecosocial embodiment the-
ory complements intersectional theory by considering the 
bodily manifestations of social inequalities through scru-
tinizing the societal and environmental (pre)conditions 
that lead to unequal health chances. It is crucial to better 
research how women in childbirth bring heterogeneous 
physical, emotional, and psychosocial needs with them. 
A laboring and birthing person’s demands depend on 
varying factors, including their (mental) health, physical 
constitution, social background, and prior experiences of 
(structural) disadvantage (e.g., racism, ableism), trauma, 
or other preconditions that make them even more vulner-
able. In terms of BI, it is of ethical relevance and a right of 
every birthing person to get the highest available standard 
of maternity care that is equitable and free from any form 
of harm (48). 

Birthing bodies at risk

Qualitative findings on how pregnant women justify 
their birth plan decisions (from an elective cesarean 
section to an assisted home birth) show substantive dis-
parities in the expected implications of birthing for their 
bodies (24). The women opting for cesarean sections are 
most concerned about the loss of control over their body 
functions (e.g., loss of blood) and acoustic expression 
(e.g., screaming) and fear bodily fragmentation (e.g., tear-
ing). They frame their choice as a way of avoiding being 

naked and exposed to their (male) partner and the health 
professionals (49). The women aspiring to homebirths 
reveal a quite different expectation of embodied threats, 
most fearing unwanted and unnecessary interventions, 
losing control over decision-making, and developing the 
feeling of disempowerment. Like the other group, they 
fear the objectivating, reductive, and judgmental gazes 
that an uncontrollable amount of people could take 
upon their bodies. Feminist philosophers have analyzed 
this feeling as gendered shame (24), a sense that many 
women have internalized throughout their lifetime from 
a very young age. Feelings of childbirth-related gen-
dered shame derive “both from the reifying gaze that 
transforms women’s laboring bodies into dirty, overly 
sexual, not-feminine-enough, dysfunctional bodies and 
from a structural tendency to relate to laboring women 
as mothers-to-be (…) from whom ‘good motherhood’ is  
demanded” (49). 

Birth integrity framework

Through our exposition of risk, medicalization, embod-
iment theory, and intersectionality, we have attempted to 
highlight some of the underlying thought patterns that 
implicitly influence BI. By this we mean that the obstetrics 
team can be highly qualified, dedicated, and friendly, but 
their underlying assumptions, routines, and decisions can 
still violate BI. 

We acknowledge that women in childbirth experience a 
multitude of gender-specific violations that may express 
themselves as implicit, inherent, normalized, and invisible 
or as explicit, intentional, visible, and socially accepted. 
In part, these violations have been measured through the 
concepts of D&A, MisC, RMC, and OV. However, we see 
a lack of research about potentially integrity-violating 
experiences originating from the discrepancy between 
one’s “birth habitus” and the medical professionals’ per-
ception and management of childbirth-related risk. This 
again highlights that BI violations may not only originate 
from intentional, harmful actions against childbearing 
women but also from the manifestation of underlying cul-
tural knowledge and its institutionalized incorporations 
in maternity care practices. We believe that a multilevel 
approach to capturing the macro- to micro-level factors 
protecting or violating BI could constitute an essential 
step in analyzing this topic in more dimensions than quan-
titative health research has offered so far. This especially 
applies to rather latently effective patterns that oper-
ate as violators of BI. To proceed with this investigation 
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more systematically, we introduce a multilevel framework 
(Figure 1), initially developed by sociologist G. Ritzer (50) 
and adapted for our purpose. The BI framework consists 
of three levels (macro-, meso-, and micro-level) and has 
two expressions (manifest and latent). 

In the macro-latent field, we gather norms, values, and 
collective patterns of interpretation that are significant 
for society as a whole and relate to birth (e.g., medicalized 
view in birthing, risk, norms on femininity). This field also 
includes the interrelations between social groups that 
create superior and inferior positions in terms of power, 
access, or influence formed along intersecting identi-
ties (e.g., sex/gender, race/ethnicity). In the meso-latent 
field, we allocate the care culture (e.g., professional hab-
itus, information sharing). The birthing person’s prior 
birth expectations belong in the micro-latent field. As 
for the macro-manifest factors, they include the legisla-
tion (e.g., laws against gender-based violence) and access 
to health care. The health facility’s equipment, hygienic 
conditions, and the quality of medical care received (e.g., 
evidence-based care) are in the meso-manifest field. 
Finally, the micro-manifest field contains health profes-
sionals’ reactions to an individual’s attributes, requests, 
and actions (e.g., denial of requests or discrimination 
based upon attributes). This six-field differentiation marks 
an attempt to better identify different drivers and factors 
protecting or violating BI and can be examined through 
the lens of one (or more) of the introduced theoretical 
considerations. 

Outlook

We have drawn on medicalization, risk, embodiment, 
and intersectionality theories to substantiate our con-
cept of BI. Paired with an operationalizable multilevel 
framework, it constitutes an important step in recogniz-
ing this topic in more dimensions than quantitative health 
research has done so far. Certainly, by examining more 
theories we can gain a clearer picture of the various fac-
tors and mechanisms influencing the maintenance or vio-
lation of an individual’s BI. These reflections need to be 
implemented in the methodologies, operationalizations, 
and measurements of quantitative studies on BI. Theory-
informed approaches face not only the specific challenge 
of measuring the latent drivers of BI violation, but also 
the need to be as gender-inclusive as possible. Indeed, it 
is important that these approaches tackle the lived expe-
rience of a diversity of women and individuals with non-
female gender identities giving birth, as well as seeking to 
capture the disadvantages that individuals face in relation 
to racism, sexism, or ableism.

Conclusion

Birth integrity, as a theory-informed, multilevel 
approach, constitutes an important step toward explor-
ing further the topic of suboptimal treatment during 
facility-based childbirth in quantitative health research. 
Beyond the already existing evidence on birth integrity 
violations through disrespectful interactions and abusive 
practices, research into birth integrity can help develop 
our understanding of gender-based violence and health 
inequalities in childbirth.
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Abbreviations

BI Birth integrity
WHO World Health Organization
D&A Disrespect and Abuse in childbirth
MisC Mistreatment of women during facility-based 

childbirth
RMC Respectful Maternity Care
OV Obstetric Violence
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