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RESUMO

Identificar as praticas obstétricas empregadas na assisténcia a0 parto e d associacio entre condigdes obstétricas e sociodemogréficas
das mulheres com a via de parto. Estudo de método misto, do tipo concomitante, com 399 puérperas, por meio de entrevistas
estruturadas e semiestruturadas, dados de prontuarios e caderneta da gestante, entre agosto de 2017 a margo de 2018, em uma
maternidade publica do Parana. Utilizou-se andlise de contetdo e teste do qui-quadrado para analisar os dados. Foram identificadas
frequentes intervencoes obstétricas na assisténcia ao parto, sendo as principais: uso de ocitocina, amniotomia, exames vaginais
repetidos, episiotomia. O parto vaginal esteve associado a idade materna, risco habitual, membranas rotas, dinimica uterina
ausente e dilatacio uterina maior que cinco na admissio. Conclui-se que ha uso frequente de praticas prejudiciais, ineficazes ou
usadas de modo inadequado e incipiente uso de praticas que devem ser estimuladas.

Palavras-chave: Obstetricia. Parto. Saude da mulher.

ABSTRACT

To identify the obstetric practices used in childbirth care and the association between obstetric and sociodemographic conditions
of women and the route of delivery. This was a concurrent mixed-method study with 399 postpartum women, which used
structured and semi-structured interviews, data from medical records, and the pregnant woman’s health record between August
2017 and March 2018 in a public maternity hospital in the state of Parand. Content analysis and a chi-square test were used to
analyze the data. Frequent obstetric interventions in childbirth care were identified, mainly the use of oxytocin, amniotomy,
repeated vaginal exams, and episiotomy. Vaginal birth was associated with maternal age, usual risk, ruptured membranes, absent
uterine dynamics, and uterine dilation greater than five on admission. In conclusion, there is frequent use of harmful, ineffective,
or inappropriately used practices and incipient use of practices that should be encouraged.

Keywords: Obstetrics. Parturition. Women’s Health.
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INTRODUCTION

In Brazil, the main women’s health
care policies and programs about obstetric care
include the Program for Women’s Health Care
(PAISM), implemented in 1984, the Program for
Humanization of Prenatal Care and Childbirth
(PHPN), started in 2000, the National Policy for
Women's Health (PNAISM), implemented in
2004, and the Cegonha Network, in 2011.>> The
state of Parand has the Parand Mother’s Network
Program, implemented in 2012, whose objective
is to qualify assistance during prenatal care,
childbirth and the postpartum period, aiming
to reduce maternal and child morbidity and
mortality.®

In the global setting, in relation to the
quality of childbirth care, in 1996, the World
Health Organization (WHO) classified practices
related to vaginal birth into four categories:
demonstrably useful practices, which should be
encouraged; practices that are clearly harmful
or ineffective and must be eliminated; practices
for which there is insufficient evidence to
support a clear recommendation, and therefore
should be used with caution; and practices
that are frequently used inappropriately. These
categories were updated in 2018 and consider
the usefulness, effectiveness, and absence of
dangerousness of obstetric practices and continue
to be recommended, as they are based on diverse
scientific evidence.”

Likewise, in 2017, in Brazil, the National
Guidelines for Assistance to Vaginal Birth were
published, which, after systematically synthesizing
and evaluating scientific evidence regarding
practices in labor and childbirth assistance,
subsidizes and guides care for women in labor,
intending to promote, protect and encourage
vaginal childbirth.?

In 2018, the WHO
recommendations for care during childbirth

released

for a positive birth experience. These
recommendations focus on care for women and

newborns to benefit their health and well-being,
in particular women with the possibility of giving
birth to a healthy baby in a safe environment from
a clinical and psychological point of view, with
the support of professionals prepared to birth
assistance, friendly and technically competent.
These recommendations are based on the premise
that women who want physiological labor and
childbirth can be included in decision-making,
even when these involve medical interventions.”

Although there are national and
international policies, programs, and strategies
for adequate childbirth care, in Brazil, there is
still a prevalence of obstetric interventions in
birth care in maternity hospitals, such as the
use of oxytocin, artificial rupture of membranes,
instrumental birth, episiotomy, repetitive vaginal
exams, Kristeller maneuver.”" Evidence indicates
that episiotomy can increase perineal trauma,
pelvic floor dysfunction, and anal sphincter
dysfunction, in addition to urinary or fecal
incontinence."

In Spain, a multicenter study shows that
women who have birth plans (used to express
desires and expectations regarding childbirth)
are older, more educated, and commonly
primiparous and that cesarean sections were less
common in women with birth plans. However, the
study found no difference between women with
and without a birth plan concerning instrumental
birth, lacerations, or episiotomy rate.'?

For better assistance to parturient
women, knowledge of the sociodemographic
and obstetric profile is necessary, which allows
contributing to the actions developed and the
way of caring for and assisting this population.
The understanding and interpretation of this
information and its application in clinical practice
can support the planning of childbirth care, the
promotion of the health of women of childbearing
age, and the prevention of complications inherent
to the pregnancy-puerperal cycle."

In this sense, the question is: “What are
the obstetric practices used during childbirth
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care and associations between obstetric and
sociodemographic characteristics of women and
the route of delivery?.” To clarify this question,
this study aimed to identify the obstetric practices
used in childbirth care and the association
between obstetric and  sociodemographic
conditions of women and the route of delivery.

METHODOLOGY

This was a concurrent mixed-method
study with 399 postpartum women in a public
maternity hospital that is a reference for high-risk
birth care for the 10th Health Regional Division of
the state of Parand.

Postpartum women with gestational
age equal to or greater than 37 weeks, who got
prenatal care in the public health system, and who
were hospitalized in the rooming-in sector after
24 hours postpartum were included. Postpartum
women under 18 years of age and those who gave
birth outside the hospital were excluded.

To select the participants, a sample
calculation was carried out based on the number
of births that occurred in 2016, obtained from
the Live Birth Information System (SINASC),
considering N size (number of elements) of the
population; n size (number of elements) of the
sample; n° the first approximation for the sample
size; EO acceptable margin of error in sampling,
resulting in a sample of 399 women for the
quantitative part.

For the qualitative part, ten postpartum
women were interviewed, considering the study’s
inclusion criteria. Upon data saturation, which
converged on the same themes, the interviews
were ended.

Data were collected from August 2017 to
March 2018 by undergraduate nursing students
and master’s students from the Public Health
program of a public educational institution who
were previously trained. Data were collected from
medical records, the pregnant woman’s health
record, and interviews guided by a structured
and semi-structured instrument with postpartum
women selected by convenience.

To collect quantitative data, a structured,
validated instrument was used, developed
by researchers with expertise in maternal
and child health. The instrument contained
sociodemographic variables: age; race; education;
marital status; maternal occupation; family
income; receipt of allowance; and variables of
obstetric conditions: risk classification; previous
pregnancies; uterine dilation and dynamics,
status of membranes; the presence of vaginal
bleeding upon hospital admission; complications
intrapartum; route of delivery; delivery option,
and variables about the care provided during
childbirth: the presence of a companion, vaginal
examination and the professional who made it;
use of oxytocin; water and food intake during
labor; birth position; guidance on childbirth; use
of non-pharmacological methods for pain relief.

Qualitative interviews were guided by
a semi-structured instrument, audio-recorded,
and began with the question: “Describe the
care received during childbirth.” Subsequently,
other questions were presented to the women to
deepen the interviews. To guarantee anonymity,
participants were identified with the letter W
(woman) and a number corresponding to the
interview order, being W1, W2, W3, successively.

Quantitative =~ data  were  entered
in Microsoft Excel® spreadsheets. For the
association between different sociodemographic
and obstetric variables and delivery routes, the
Chi-square test of independence was applied,
followed by the post hoc adjusted residuals,
which allows the identification of categories
with which the variables present a statistical
association. For all tests, a significance level of 5%
was assumed, and all analyses were carried out
using the licensed program XLStat, version 2017.

Qualitative data were transcribed in full
and analyzed using the thematic content analysis
technique. In the pre-analysis, data were read and
organized; when exploring the material, the units
of meaning were identified, which gave rise to the
category and subcategories; in the treatment of
data obtained and interpretation, the content was
interpreted considering the proposed objective.'*
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The study is derived from the database
of a main, multicenter project, entitled Parand
Mother’s Network in the User’s Perspective:
the Care of Women During Prenatal Care,
Childbirth, the Postpartum Period, and the
Child, approved by the Human Research Ethics
Committee of the State University of Londrina,
CAAE 67574517.1.1001.5231, opinion 2.053.304.
Authorization was obtained from the field of
study to use data from medical records, and
prior agreement was obtained from the study
participants by signing the Informed Consent.

RESULTS

Participants were 399 postpartum women
with an average age of 26.76 * 06.21 years, the

majority of whom were white 64.4% (257), with
up to eight years of education (214) 53.6%. 92.8%
(371) had a partner, who was the main provider
for 43.6% (174). Family income was between R$
2,170.39 * 1,273.32, and 13.5% (54) depended
on some government allowance to support the
family.

Vaginal birth was found for 56.1% (224)
of participants and cesarean section for 43.8%
(175). When analyzing the association between
sociodemographic variables and the delivery
route, only the variable “maternal age” (2=0.06;
p=0.048) showed a statistical association
(p<0.05), making it possible to verify that
women aged less than or equal to 19 years were
those who most frequently underwent vaginal
births (Table 1).

Table 1. Sociodemographic variables associated with the route of delivery. 10th Regional Health Division, state of

Parana, Brazil. 2017-2018

) ) Vaginal birth Cesarean birth
Variables Categories
n % n % p-value*
<19 years 36 16.07 16 9.14
Maternal age (n=399) 20 to 39 years 182 81.25 149 85.15 0.048
> 40 years 6 2.68 10 5.71
White 137 63.43 116 67.84
Black 14 0.48 5 2.92
Race (n=387) Yellow 0 0.00 0 0.00 0.423
Brown 64 29.63 49 28.65
Indigenous 1 0.46 1 0.58
. < 8 years 75 33.48 58 33.14
szffgggl) Schooling 910 11 years 8 574 9 5657 0.955
> 12 years 21 9.38 18 10.29
i With companion 208 92.86 156 89.15
Marital status (n=399) ) 0.182
No companion 16 7.14 19 10.85
Maternal occupation Paid 110 49.55 90 51.72
_ i i 0.668
(n=396) Without remuneration 112 50.45 84 48.29
<1 minimum wage (WG) 13 6.57 10 6.80
From 1 to 2 WG 79 39.90 61 41.50
Family income (n=345) From 2 to 3 WG 068 34.34 45 30.61 0.497
From 3 to 5 WG 34 17.17 23 15.65
Above 5 WG 4 2.02 8 5.44
Yes 23 10.31 19 10.98
Family allowance (n=396) 0.830
No 200 89.69 154 89.02

*p-value of the Chi-square test of independence.
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Most pregnant women, 74.5% (297), were
classified as having usual risk or intermediate risk,
while 25.5% (102) were considered as high risk.
Regarding maternal and fetal conditions upon
admission, almost all women showed no changes
in vital signs, 89.0% (335).

When obstetric variables related to the
route of delivery were analyzed, the only variables
with no statistical association (p>0.05) were
vaginal bleeding; intrapartum complications;
changes in vital signs; previous pregnancy;
companion during labor, with all other variables
being associated (p<<0.05) with the route of
delivery.

Vaginal birth was associated with dilation
of 8 to 10 cm at the time of admission, ruptured
membranes, present uterine dynamics, as well
as a history of previous vaginal birth, and the
pregnant woman’s option for vaginal birth (Table
2).

In turn, cesarean section was associated
with high-risk pregnancy, cervical dilation
between 0 and 4 cm upon admission, absent
uterine dynamics, intact membranes, previous
cesarean section, and the pregnant woman’s
option for having a cesarean section (Table 2).

Table 2. Obstetric variables related to the route of delivery. 10th Regional Health Division, state of Parand, Brazil.

2017-2018
Vaginal birth Cesarean birth
Variables Categories
n % n % p-value*
Usual risk 114 50.89 86 49.15
Risk classification (n=399)  Intermediate risk 64 28.57 33 18.85 0.010
High risk 46 20.54 56 32.00
0to 4 cm 61 31.44 66 7253
Cervical dilation (n=285)  5to7 cm 53 27.32 7 7.69 < 0.0001
810 10 cm 80 41.24 18 19.78
Present 165 95.38 36 36.73
Uterine dynamics (n=271) < 0.0001
Absent 8 4.62 62 63.27
State of the membranes Integral 100 55.87 95 77.87  0.0001
(n=301) Ruptured 79 44.13 27 22.13 '
Present 29 16.67 11 9.02
Vaginal bleeding (n=296) 0.058
Absent 145 83.33 111 90.98
Intrapartum complications Y¢S 20 9.30 21 13.04 0.249
(n=399) No 195 90.70, 140 86.96 '
Change in vital signs Yes 23 1031 19 10.98 0.830
(n=376) No 200 89.69 154 89.02
Previous pregnancy None 90 40.00 61 34.86 0.293
(n=399) Multiparous 134 60.00 114 65.14
Type of previous birth Vaginal Birth 114 87.02 29 28.43  0.0001
(n=233) Cesarean section 17 12.98 73 71.57
Delivery option of the preg- Vaginal Birth 195 89.04 89 52.35  0.0001
nant mother (n=389) Cesarean section 24 10.96 81 47.65

#p-value of the Chi-square test of independence.
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The obstetric practices used during labor
are listed in Table 3, in which almost half of the
women used oxytocin and episiotomy. The birth

was mainly accompanied by a physician and just
over half of the women had a companion present.

Table 3. Obstetric practices used during labor in the 10th Regional Health Division, state of Parana, Brazil. 2017-2018

Variable Description n %
Use of in (n=379) Yes 180 47.50
se of oxytocin (n=
ok No 199 52.50
v (1=399) Yes 289 72.43
enous access (n=
No 110 27.57
Yes 375 96.65
Vaginal touch (n=388)
No 13 3.35
Yes 358 95.47
Consent to vaginal examination (n=375)
No 17 4.53
| . | | Yes 86 2293
Vaginal examination by several people (n=375
& ¥ fon by several people ( ) No 289 77.07
Spontaneous 132 76.75
Rupture of membranes (n=172) o
Artificial 40 23.24
Yes 120 30.07
Liquid intake (n=399)
No 279 09.93
Food intake (1=399 Yes 50 16.72
ood intake (n=
) No 349 87.47
Eoisiof 25 Yes 98 43.55
isiotomy (n=
pisiotomy (n=225) No 127 56.45
> ¢ on (1=399) Yes 209 52.38
resence of companion (n=
P No 190 47.62
Lithotomy 215 53.88
Dorsal non-lithotomy 175 43.85
Birth position (n=399) Four support 5 1.25
Squatting 3 0.77
Vertical 1 0.25
Resident doctor 391 99.50
Professional who accompanied (n=393) )
Nurse/resident 2 0.50

*p-value of the Chi-square test of independence.

The thematic category “Childbirth care”
presents two subcategories that give voice to
the aforementioned quantitative data regarding
obstetric subcategory
“Harmful, ineffective or inappropriately used
practices” highlighted the practices still present
in the maternity hospital studied, namely: supine

interventions.  The

position during labor, repeated or frequent
vaginal exams carried out by several people,
routine use of oxytocin, amniotomy, pressure

on the fundus of the uterus, transfer of the
parturient to the delivery room/table, episiotomy,
and lithotomy position for delivery, which
confirm the quantitative data. In addition to the
statements confirming the practices researched
in the quantitative phase, intestinal washing and
manual exploration of the uterus after childbirth
were identified through the statements.
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[...] the boy made the exa-
mination and then called
someone else to make it
again [...] they were exa-
mining me all the time and
with the door half open.
Wow, it was horrible! And
they didn’'t tell me any-
thing [...]. I thought it was
too much all the time there
examining and touching, it
hurts a lot [...] I couldn’t
walk because of the IV that
was connected to the wall
[...] T had to stay in bed
[.-]- [.-]] T had to walk to
the delivery room [...] they
said that was just the way
it was and that I had to
walk quickly; otherwise,
the baby would be born
right there in the bed,
and it would tear me up.
They had to make the cut
to help the baby be born
[...]. They didn’t say any-
thing; I just felt the pain
of cutting; I screamed even
more, and the doctor said
she had given anesthesia,
that T wasn’t supposed to
scream like that [...] after
the placenta came out, she
had to do an examination
that hurt a lot (M5)

[...] they came to do the va-
ginal examination |[...] they
put a pill [...] then went to
the IV and then [the con-
tractions] started |[...] left
[to the delivery room], I
got on the stretcher |...]
a bad feeling [...] I don't
think I needed to go there
[delivery room] walking
[...] if T pushed out there,
he [baby] would fall. Then
my water broke |[...]. I just
held the iron and waited
for the contraction and
pushed [...]. (M3)

[...] they took me to the
delivery room [..] almost
when the baby was born,
the doctor asked the girl
who was there to help by
pushing on my belly when
I was having a contraction.
(M)

[...] she [the doctor]
only said to breathe pro-
perly [...] she broke my
water. (M1)

[...] they put the pill in
the morning and the af-
ternoon, and they put
on an IV to relieve pain.
And they told us not to
push yet [..]. When it
was night, T was tired
[-..] they told me not to
eat anything. (M4)

[...] they attended me,
said that I was going to
be hospitalized, that the
baby was going to be
born [..] my husband
went to the hospital and
I stayed there [...]. They
did the (intestinal) wash
[...] they put me on an
IV and then went to the
delivery room. [...] They
broke [amniotic mem-
branes| there in bed.

(M6)

The subcategory “Practices that should
be encouraged” identified the contradiction of
the recommendations, that is, the presence of a
companion was commonly denied, the woman
did not have the freedom to choose position
duringlabor or at birth, privacy was compromised,
food was not offered or encouraged frequently,
empathetic support and monitoring of the
woman’s physical and emotional well-being by
service providers were shown to be compromised,
the provision of information and explanations
the parturient woman wants, or needs were not
considered, in addition to the woman’s choices
and desires regarding the route of delivery not
being considered.

[..] T had to lie down
on the stretcher because
the IV was in a machine
that had to be plugged
in and T couldn’t walk
because of it. They told
me to stay quiet [...] that
it was like that, and I had
to bear it [...| I heard the
girl who did my consul-
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tation saying: “She wa-
nted a vaginal birth and
now that she’s in pain,
she’s there screaming”
[...]. The girl who hel-
ped me didn’t say any-
thing [...] I wanted to
know what was happe-
ning, but they didn’t tell
me anything. Then she
said to wait as they were
seeing what they were
going to do, whether
they were going to do a
cesarean section or not.
So, I said that I didn’t
want to have a cesarean
section, that I wanted a
vaginal birth. Then the
girl giggled and left the
room and left me wai-
ting for a while longer
[..]. (M7)

[...] no one could stay
[...] the nurse said it
couldn’t, but I knew the-
re was a companion law
[...], but they told me
there was no space for a
companion |[...]. My sis-
ter was waiting outside
[...]- [..] it was already
night, I was tired [...],
they told me not to eat
anything [...]. The baby
took a long time to be
born; I was pushing, and
the contraction came,
but it took a long time.
And I no longer had the
strength (M4)

I really wish my husband
had stayed there with
me, but they said he
couldn’t [...]. (M10)

I wanted [the compa-
nion’s presence]. My
husband. It was my first
child and my sister, who
already has a child, wa-
nted to stay with me, to
help me, but the nurse
said she couldnt... I
knew there was a com-
panion law [...], but they
told me there was no
space for a companion
[...]. I wanted him [hus-

band] to stay there with
me, and he also wanted
to because he’s a big da-
ddy, and he wanted to
stay with me. (M3)

[...] They said almost no-
thing [...] they said to keep
walking in the corridor
[-..]. My husband had to le-
ave and I stayed there wa-
lking [...] L told the girl that
the pain had gotten worse,
but they kept me waiting
and didn’t say anything [ ...
at that time we get scared
and even alone, it's very
difficult at these times [...]
I wanted him [husband] to
stay there with me. (M5)

DISCUSSION

In this study, most parturient women
investigated were young adults, white, with up
to eight years of schooling. Similar results were
found in a national study that evaluated the
Cegonha Network, in public maternity hospitals,
revealing that the majority of women in labor
were young, aged between 20 and 34, with less
than ten years of education, and self-declared
black or brown.*"

As for the race of women, this can vary
depending on the region of the country. In the
north and northeast, most women are brown,
while in the south and southeast, white women
predominate.'¢

Just over half of the women had a vaginal
birth, corroborating a national study that showed
that 56.2% of vaginal births were carried out in the
public network and more than 80% of cesarean
sections in the private network.” Such results are
still much higher than the WHO recommendation,
which recommends cesarean sections at around
15%.%” Cesarean section rates may refer to the
interventionist and medicalization nature of
childbirth care, with unnecessary exposure of
newborns to risks and complications after birth."

Such findings may indicate the need for
changes in culture and educational practices to
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reduce unnecessary interventions, especially
in the care of pregnant women classified as
having habitual risk, as they do not require the
interventionist model, but rather monitoring,
guidance, care, and support network, which can
improve the outcome for the mother and baby."®

Vaginal birth was associated with the
labor phase, at the time of hospital admission,
being more frequent in women who were in
labor, in the active phase, although another study
points to an increase in vaginal births throughout
the years and a greater number of admissions in
the latent phase.”

Cesarean section, on the other hand, was
shown to be related to high-risk pregnancy and
absence of labor (cervical dilation between () and
4 on admission, absent uterine dynamics, intact
membranes), although it is probably related to a
previous cesarean section and maternal option
for a cesarean section, supported by state law
20,127 of 2020 and which can be carried out after
39 gestational weeks.?

Early amniotomy and the use of oxytocin
are used in different national and international
realities, contrary to WHO recommendations.
Likewise, free intake of liquids and food is
recommended for women at normal risk during
labor. In high-risk patients, research shows that
there is not enough evidence to recommend
fasting, as Mendelson syndrome - gastric aspiration
pneumonitis during anesthesia - was not reported
in more than 3,000 women participating in trials
included in a systematic review.” However, in the
present study, the vast majority of women did
not receive any liquid or food, disregarding such
recommendations.

The most used position during childbirth
was the lithotomy position, demonstrating favor
to health professionals and not to the woman,
as they do not offer the parturient woman other
options, confirming the lack of the right to
participate in her process of giving birth, denying
her freedom of choice.*

Among the strategies used to
humanize and qualify childbirth care are non-

pharmacological methods for pain relief, such
as bathing, massages, and using a ball, among
others.> However, this is not a reality for all
women. A study with 10,675 postpartum women,
carried out in the five Brazilian macro-regions,
showed that half of the women had access to
these methods, and in the private network, less
than a third of the group used these strategies
during labor.”

The companion is a fundamental part
of the humanization of care, which is why the
WHO emphasizes the need for women to be
accompanied during the birth process, this being a
right provided for by law in Brazil > Nevertheless,
in this study, almost half of the women did not
have the guaranteed presence of a companion.
Another study that analyzed 102 medical records
reported that 92.8% of pregnant women had the
presence of a companion of their choice during
the process of giving birth.” The national average
was 84.7% presence of companions in 2017."

In this study, almost all births were
attended by medical professionals, with little
intervention by professional nurses. A study
carried out in the Southeast region of Brazil that
compared the care provided in public maternity
hospitals compared to the care offered in birth
centers concluded that birth care provided by
obstetric nurses is central to demedicalized care,
centered on women’s autonomy and rights,
offering good practices with the potential to
change the obstetric reality in Brazil '

In this sense, nurses, midwives, and
nurses graduating from lato sensu graduate
programs in the area of obstetrics can contribute
to achieving universal coverage of women'’s health
care, from primary to hospital care. The training
of these professionals can support necessary
changes in childbirth care, such as reducing
unnecessary interventions.**

Above all, the results indicate the need
for health professionals who assist women during
prenatal visits to integrate and promote guidance
during prenatal consultations to qualify maternal
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and child health?, since the lack of information
makes women susceptible to unnecessary
interventions due to their lack of knowledge
regarding the birth process, leaving them at the
mercy of the care model exercised by the team.*
Therefore, personal experiences and
empirical knowledge should not be recognized as
the only references for support and information
about labor and birth.”” Providing precise
guidance concerns humanized assistance and is a
fundamental attribute of a trained professional.”®
The study brings contributions and
practical implications for health services and
professionals working in childbirth care,
highlighting the need to reduce unnecessary
interventions and encourage the adoption of good
obstetric practices in childbirth care. Considering
that pregnancy and birth are physiological
processes, services and professionals are
required to support their practices through care
protocols based on scientific evidence, which can
promote and guarantee the health of women and
newborns, regardless of the country, region, and
character of the service (public or private).

CONCLUSION

Vaginal birth was more frequent,
especially in younger women, classified as having
usual or intermediate risk, admitted in the active
phase of labor. Regarding obstetric practices
in childbirth care, frequent interventions were
found, such as the use of oxytocin, amniotomy,
repeated vaginal exams, episiotomy, among
others; the presence of a companion and food
intake during the labor and delivery period
were not guaranteed for all women, due to data
integration; furthermore, from the statements, it
was noted that the parturient was transferred to
the delivery room/table and lithotomy position
to give birth, commonly carried out by health
professionals.

Therefore, the frequent use of harmful,

ineffective, or inappropriately used practices and
the scarce adoption of practices that should be
encouraged in childbirth care were identified.
Women aged less than or equal to 19 years were
those who had the most vaginal births.

The need to strengthen the use of
good practices is stated, opting to use obstetric
interventions only when and if necessary. Because
the birth was mainly accompanied by doctors,
midwives must be included in the field of work.
The inclusion of these professionals is believed to
favor the use of good practices in childbirth care.
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