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Abstract
For decades, contemporary healthcare has been dominated by the traditional biomedical model. Al-
though highly effective in reducing maternal and neonatal mortality and treating complex pathologies, 
this clinical-centric paradigm has progressively marginalized the psycho-social, spiritual, and value-based 
dimensions of  patient care. In response to the growing gap between clinical efficacy and patients’ lived 
experiences, a shift toward a humanized and holistic healthcare model has emerged placing the individual 
firmly at the center of  the therapeutic process. Over recent decades, increasing attention has been given 
to respectful, person-centered care for women and newborns. This commentary reflects on the evolution 
of  humanized care and discusses selected Italian initiatives that illustrate its application in women’s health. 
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Introduction
Humanized care has gained increasing attention as an approach that complements clinical effecti-
veness with respect for patients’ needs, preferences, values, and dignity1. In women’s health, this 
perspective is particularly relevant during pregnancy, childbirth and the postnatal period, when 
clinical care intersects with important physical, emotional and social experiences. Humanization 
is not an alternative to safety and efficacy, but a complement that places the person at the center 
of  the care process1. In this context, the role of  healthcare professionals must evolve, enriching 
itself  with communication and relational skills, such as active listening and empathy, particu-
larly in humanized care directed at women and, specifically, the maternity pathway. Although 
childbirth is a physiological event in most cases, recent decades – particularly in industrialized 
countries – have observed the adoption of  a predominantly clinical and disease-focused model 
of  care. This perspective may contribute to increased medicalization and unnecessary medical 
interventions, compromising the humanization of  the birth event1. Since the mid-20th century, 
advances in technologies for diagnosis, prevention, and treatment have increasingly shifted wo-
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men’s care toward hospital-based services, particularly during childbirth2, with improvements in 
quality, efficiency, and safety3. This system has been associated with reduced trust in healthcare 
and increased professional stress, sometimes leading to burnout3. Humanization, therefore, me-
ans integration: reconciling medical care, interventions and therapies with the recognition of  the 
patients not only within the context of  their illness, but as individuals with their own background 
and capabilities4. Holistic care action is directed toward identifying the resources and therapeutic 
potential of  the mind-body system1: this implies personalized care that takes into account the 
patient’s identity and interpersonal relationships4. 

Historical and theoretical background
The path toward this goal can be traced to developments in humanistic and person-centered 
approaches during the mid-twentieth century, including Rogers’ person-centered approach and 
Buber’s philosophy of  dialogue5,6. This model implied a more holistic perspective, where illness 
was treated within the context of  the uniqueness of  the individual’s experience6. The concept of  
patient-centered medicine was further developed through the work of  Michael Balint7, while Jean 
Watson’s theoretical contribution further supported the humanization of  nursing care8. Building 
on this wave of  thought, a movement for the “humanization of  childbirth” emerged in the 1960s 
and 1970s, promoting a holistic care approach and model that centered on the woman along with 
her emotional, psychological and social aspects2. This movement was particularly strong in Latin 
America during the 1990s, in a context where traditional practices, spiritual rituals and beliefs 
associated with pregnancy were deeply rooted in society. These practices were not demonized 
or eradicated, but respected and supported wherever possible. Furthermore, it was a movement 
that challenged the social inequalities that women faced during the birth process2. This line of  
thought developed in parallel with a broader international feminist response, particularly in the 
United States, which criticized the increasing medicalization of  women’s bodies and reproductive 
processes2. A further step toward humanizing care was the “Declaration on the Elimination of  
Violence against Women,” adopted on December 20, 1993, by the UN General Assembly9. This 
declaration arose from the need to provide a comprehensive definition of  “violence against wo-
men” and the fundamental rights to be applied for its elimination in all forms. 
A 2010 landscape analysis on the mistreatment of  women during childbirth in health facilities 
systematized the concept of  “disrespect and abuse during childbirth”10, helping bring respectful 
maternity care to the forefront. This development occurred alongside broader international ef-
forts to improve maternal health, including the Millennium Development Goals  –  eight global 
targets set by the UN, including promoting gender equality, empowering women, reducing child 
mortality and improving maternal health11.
In 2016, attention shifted toward antenatal care. The World Health Organization (WHO) sought 
to raise awareness about this phase, as Antenatal Care (ANC) allows for key health functions, 
including health promotion, screening, diagnosis and disease prevention. Implementing these 
practices has shown that ANC is a crucial tool for preventing maternal and neonatal morbidity 
and mortality12. 
Furthermore, the period near childbirth and the moment of  delivery itself  are critical periods 
for preventing complications; as hospital births increased, focusing on the quality of  intrapartum 
care became essential. In 2016, the WHO identified eight domains for improving the quality of  
maternal and newborn care in health facilities: evidence-based care practices and complication 
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management, actionable information systems, functioning referral systems, effective communi-
cation, respect and preservation of  dignity, emotional support, competent and motivated staff  
and the availability of  essential physical resources13. In 2018, the WHO further developed this ap-
proach through its recommendations on intrapartum care for a positive childbirth experience14.
In 2022, focus expanded to the postnatal period to improve the quality of  care and maternal and 
newborn well-being. A positive postnatal experience is defined as one where women, newborns, 
partners, parents, caregivers and families receive consistent information and support from heal-
thcare professionals within a flexible, well-resourced health system that recognizes the needs of  
women and babies and respects their cultural context15. 
Currently, respectful and person-centered maternal and newborn care is recognized within inter-
national WHO frameworks2. Midwife continuity of  care represents one model through which 
these principles can be translated into practice, by promoting relational continuity, individuali-
zed support, and greater involvement of  women in their care. The 2024 Cochrane review led 
by Sandall et al16 evaluated midwife continuity of  care models compared with other models of  
maternity care. These models were associated with a higher likelihood of  spontaneous vaginal 
birth, lower rates of  caesarean and instrumental birth, and more positive maternal experiences, 
although the certainty of  evidence varied across outcomes16.

Regulatory developments in Italy
The humanization of  care gained increasing recognition within the Italian healthcare system 
through reforms aimed at improving the quality and organization of  healthcare services4.
A key step was Ministerial Decree of  April 24, 2000, which introduced the Progetto Obiettivo  
Materno-Infantile (POMI), essential for organizing and improving care across the birth pathway 
in Italy. This project aimed to protect maternal and neonatal health at all stages of  life; promote 
responsible motherhood; humanize care with special focus on the birth pathway; reduce cesarean 
rates; promote breastfeeding; coordinate and ensure levels of  care; guarantee required Assisted 
Maternal Transport Services (STAM) and Emergency Neonatal Transport Services (STEN) and 
encourage early, protected discharges17. 
A significant step was the definition of  the Essential Levels of  Care (Livelli Essenziali di Assi-
stenza – LEA), which identified the healthcare services that the National Health Service must 
guarantee to citizens18. 
Following this, the State-Regions Agreement of  December 16, 2010, further emphasized promo-
ting and improving quality, safety and appropriateness in birth pathway care. It introduced guide-
lines to reduce cesarean sections and ensure maternal-neonatal safety by promoting the progres-
sive rationalization and reduction of  birth centers with fewer than 500 – 1,000 births per year19.
A further relevant step toward humanizing care was taken with Law 219/2017, the primary 
Italian legislation regulating informed consent and Advance Healthcare Directives (Disposizioni 
Anticipate di Trattamento - DAT)20. This law establishes every individual’s right to clear, understan-
dable information about their health status, as well as the risks and benefits of  proposed medical 
treatments. Everyone has the right to accept or refuse treatments and receive comprehensive 
information on consequences and alternatives to make a free, informed choice20. Expressing 
informed consent is part of  a communicative process built on trust and respect between patient 
and professional. Thus, the patient’s right to self-determination is placed at the center, shifting 
from a disease-centered approach to a person-centered one20.
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Humanization strategies: Italian experiences
Regarding strategies for humanizing care for women, several Italian initiatives illustrate how hu-
manization principles can be translated into practice. These initiatives are presented as illustrative 
examples of  humanization-oriented practices rather than as evidence of  clinical effectiveness.

Endometriosis
Endometriosis is a chronic, estrogen-dependent inflammatory disease that primarily affects wo-
men of  reproductive age. The primary symptom is pain, which has psychological (such as anxiety 
and/or depression) and social consequences. To alleviate these symptoms, the University Ho-
spital of  Modena (Azienda Ospedaliero-Universitaria – AOU; Modena, Italy) launched the Endogym 
project for patients with endometriosis experiencing persistent pelvic pain21. This project aims 
to evaluate the benefits of  a program combining yoga and pelvic floor physiotherapy on chronic 
pelvic pain. Its founding principle is the humanization of  care, based on the understanding that 
health and illness result from the interaction of  biological, psychological and social factors. Stu-
dies have shown that endometriosis symptoms negatively impact psychological and social well-
being, reducing quality of  life21. The combined approach was associated with improvements in 
quality of  life and a reduction in deep dyspareunia.

Inflammatory bowel diseases 
Within the broader field of  inflammatory bowel diseases, including Crohn’s disease and ulcerative 
colitis, the AOU of  Modena launched the “Traces of  Frida: The Resilient Body” project in collabo-
ration with the National Choreographic Center (CCN) Aterballetto, established in Italy in 2022 
with recognition from the Ministry of  Culture22. 
This project targets women with inflammatory bowel diseases who have undergone major abdominal 
surgery at the Multidisciplinary Clinic for Chronic Inflammatory Bowel and Joint Diseases at AOU 
Modena22. The project’s name was inspired by artist Frida Kahlo – specifically her portraits of  her 
body worn by illness, which served as inspiration and a way to overcome suffering by reconstructing 
her self-image and body image22. The goal is to explore the potential benefits of  dance on inflamma-
tion, symptoms, disease-related stress, body-image perception and overall quality of  life22. 

Breast Cancer
Breast cancer is a malignancy arising from uncontrolled cell growth within the mammary gland. 
A cancer diagnosis can have a disruptive impact on a person’s life and relationships, often leading 
to isolation; addressing this aspect alongside the disease itself  is crucial. To this end, the “New  
Seasons” project was launched by the University Hospital of  Siena, the Terre Regionali Toscane Agen-
cy and the Serena Onlus association23. Running from September to December at the Suvignano 
Agricultural Estate, it offers women diagnosed with breast cancer and their families a place to 
gather, find support and share experiences. Patients and families collaborate on a social farming 
project, cultivating an antioxidant-rich garden guided by an agronomist and a nutritional physi-
cian to promote healthy eating. Additionally, group meditation sessions with psychotherapists 
take place in nature, utilizing cognitive-behavioral mindfulness techniques. This project is in-
tended to support patients with an opportunity for active participation and may contribute to 
improving patients’ experience of  illness and individual well-being23.
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Conclusions
The future evolution of  healthcare depends on providing professionals with active listening and 
relational skills. Humanizing healthcare for women and all patients should therefore be regarded 
not as an optional complement to clinical care, but as an integral dimension of  high-quality, ethi-
cal and person-centered healthcare.
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