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ABSTRACT: 
Objective: Evaluate the quality of care provided to women and children during cases of natural 
childbirth in municipal public maternity wards of the city of Natal/RN, Brazilian Northeast.  
Method: A cross-sectional study, quantitative in two public hospitals with 314 puerperal women 
attending the period between April and July 2014.  
Results: The differences between the maternity wards were identified with regard to the provision of 
liquids orally (p=0.018), stimulus for  non-supine position (p=0.002), existence of partograph (p=0.001), 
support or welcoming by health professionals (p=0.047) intravenous infusion (p<0.001), supine position 
(p<0.001), use of oxytocin (p<0.001), food and liquid restriction (p=0.002), and the fact that the touch is 
performed by more than one examiner (p=0.011). Assistance during the process of labor and birth 
showed better results in general for motherhood A.  
Conclusions: They become necessary to implement improvements and realignment of current 
obstetric model. 
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RESUMO: 
Objetivo: Avaliou-se a qualidade da assistência prestada à mulher e ao filho durante o parto normal 
nas maternidades públicas municipais da cidade de Natal/RN, Nordeste do Brasil.  
Método: Foi realizado um estudo transversal, quantitativo, em duas maternidades públicas, com 314 
puérperas atendidas no período de abril a julho de 2014.  
Resultados: As diferenças entre as maternidades foram identificadas quanto ao oferecimento de 
líquidos por via oral (p=0,018), estímulo a posições não supinas (p=0,002), existência de partograma 
(p=0,001), apoio ou acolhimento pelos profissionais de saúde (p=0,047), infusão intravenosa (p<0,001), 
posição supina (p<0,001), uso de ocitocina (p<0,001), restrição hídrica e alimentar (p=0,002), e o fato 
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de o toque ser realizado por mais de 1 examinador (p=0,011). A assistência prestada durante o 
processo de parto e nascimento apresentou melhores resultados, em geral, para a maternidade A.  
Conclusões: Fazem-se necessárias à implementação de melhorias e readequação do modelo 
obstétrico vigente. 
 
Palavras-chave: Enfermagem Obstétrica; Avaliação em Saúde; Qualidade da Assistência à Saúde; 
Parto Normal. 

 
RESUMEN: 
Objetivo: Evaluar la calidad de la atención prestada a la mujeres y a su hijo durante el parto normal en 
las maternidades públicas de la ciudad de Natal/RN, Nordeste de Brasil.  
Método: Se realizó un estudio transversal, cuantitativo, en dos hospitales públicos con 314 madres 
asistidas en el período de abril a julio 2014.  
Resultados: Las diferencias entre los hospitales fueron identificadas en cuanto a la oferta de líquidos 
por vía oral (p=0,018), estímulo a la posición no supina (p=0,002), presencia de partograma (p=0,001), 
apoyo o atención por profesionales de la salud (p=0,047), infusión intravenosa (p<0,001), posición 
supina (p<0,001), uso de oxitocina (p<0,001), restricción de líquidos y alimentos (p=0,002), y el hecho 
del toque ser realizado por más de un examinador (p=0,011). La asistencia durante el proceso del parto 
y nacimiento mostró mejores resultados en general para la maternidad A. 
Conclusiones: Se hace necesario implementar mejoras y la readecuación del actual modelo 
obstétrico. 
  
Palabras clave: Enfermería Obstétrica; Evaluación en Salud; Calidad de la Atención de Salud; Parto 
Normal. 

 

INTRODUCTION 
 

In recent years, several changes have occurred in the obstetrics field. As an example 
of a reaction to the model established with the hospitalization of labor and birth, 
emerged a movement with a view to humanization. This brought discussions, which 
highlighted practices and institutional routines designed scientifically as unnecessary 
and contributors to transform an occasion that should bring joy and satisfaction in 
something frightening(1).   
 
The humanization of delivery and birth has emerged as a challenging proposal for 
hospitals, health professionals and society, seeking new possibilities of care practices 
and redefinitions of roles of the subject members of this scenario(2,3). In addition, we 
sought to rescue the normal delivery as a physiological event, including all the 
complexity associated with the process of pregnancy, delivery and birth, so that the 
woman regain control over its child birth process(4). 
 
On the normal delivery, the routines undertaken during this period were grouped into 
four categories: Category A - practices that are demonstrably useful and should be 
encouraged; Category B - practices clearly ineffective or harmful and which must be 
eliminated; Category C - practice in relation to which there is no scientific evidence 
sufficient to support a clear recommendation and should be used with caution; and 
Category D - practices often used improperly(5). 
 
Even so, in spite of the advances, in many cases the practices developed in the daily 
life of obstetric services are in step with the recommended by public health policies. 
Thus, one of the ways to identify how specific assistance is provided may be upon the 
development of studies that address the quality evaluation. The city of Natal, capital of 
Rio Grande do Norte, Northeastern Brazil, constitutes itself as a reference in the 
obstetrical care state. However, the insecurity prevailing in the obstetric services within 
the state contributes to that, sometimes, the displacement of the parturients toward the 
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capital. This fact favors the overload of local services, which have difficulties to provide 
quality assistance outside the excessive demand of pregnant women(6). Thus, this 
study aimed to evaluate the quality of obstetric care provided to women and child 
during normal delivery in public maternity hospitals in the city of Natal/RN. 

 
MATERIAL AND METHOD 

 
This was a cross-sectional study, with a quantitative approach and based on the 
protocol of Strengthening the Reporting of Observational Studies in Epidemiology(7). 
The study was developed in two municipal public maternity hospitals (A and B) located 
in the city of Natal. This is inserted on the coast of the state of Rio Grande do Norte in 
the Northeast region of Brazil, and corresponds to the capital of the state, with a land 
area of 168.53 km2(8). The maternity A, for not having a surgical center, performs only 
normal deliveries. In turn, the maternity unit B performs in addition to normal 
deliveries, cesarean surgery. 
 
The study participants understood puerperal women, whose son was born alive, 
transpel way, with onset of spontaneous labor or induced, and that showed physical 
and emotional conditions to answer the questions proposed. Puerperal women were 
excluded from the study adolescents who were not accompanied by their legal 
guardians at the time of the interview, in order to authorize their participation in the 
research. Also the exclusion was performed when the delivery occurred at home. 
Based on the number of births that occurred in the year of 2012, we calculated the 
size of the sample considering an α=5% and a margin of error of 0.05, which resulted 
in a value equal to 314 puerperal women allocated proportionally to each maternity 
leave (Maternity A: 112; Maternity B: 202). 
 
The data collection instrument was built based on the recommendations of the WHO(5) 
for the assistance to normal delivery and passed through the validation process, 
having the final version obtained excellent concordance (k=0.96; CVI=0.99). The data 
collection occurred in the period from April to July 2014, and the visit to the maternity 
ward took place consecutively, with intervals of 24 hours, counting from the beginning 
of the first day of the collection. The rapprochement with the puerperal women gave 
themselves through oral invitation during a visit to the housing assemblies and after 
acceptance of the contacted, began the structured interview. Additional information 
was obtained from the medical records: number of prenatal consultations; gestational 
age; Apgar scores; weight of the newborn; presence of trace; use of oxytocin; 
performance of episiotomy; epidural analgesia. 
 
The data collected were entered in a spreadsheet in Microsoft Excel® program Oficce 
2010 version and then exported to the program IBM SPSS Statistics® version 20.0. 
For the analysis of the categories related to the recommendations of who we used 
absolute and relative frequency. Qui-Square tests of Pearson and Fisher's exact test, 
the latter for the cases in which the frequency expected was lower than 5, comparing 
the differences observed between the two maternities. It is considered in all statistical 
tests, the significance level of 5% 
 
The project was approved by the Research Ethics Committee at the Rio Grande do 
Norte Federal University, under nº 562,313 of 28 February 2014 and Presentation 
Certificate for Ethics Consideration: 25958513.0.0000.5537. 
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RESULTS 
 
A Tables 1 and 2 show the use of the WHO recommendations for normal delivery 
assistance by categories. On the category, there has been providing oral liquids in 
labor and childbirth (45.54%), respect for privacy (90.13%), companion presence 
(85.67%), answered questions in case of doubts/questions (96.43%) and aid for pain 
relief through non-invasive and non-pharmacological methods (79.30%). The methods 
most often used corresponded to the bathroom to shower (46.18%), walking (45.86%) 
and achievement of massages (34.71%). Were also cited the wheelie (33.12%), 
breathing exercises (27.07%) and ball of calving (8.92%). The last method was 
available exclusively to the maternity unit A. 
 
Furthermore, it was observed that fetal monitoring by means of cardiac auscultation 
(96.18%), guidance as to the possibility of non-supine positions during labor (59.24%), 
existence of trace (2.23%), direct skin contact early, at least 30 minutes in the first 
hour of life, between mother and son (78.66%), guidance regarding the initiation of 
breastfeeding in the first hour postpartum (78.34), support or acceptance by health 
professionals (92.36%), and prior choice of motherhood by puerperal women 
(51.91%). It was identified differences between maternity units for the variables offer of 
liquids orally (p=0.018), a stimulus to no-supine positions (p=0.002), existence of trace 
(p=0.001) and support or acceptance by health professionals (p=0.047). 
 
In terms of category B, was not reported the achievement of enema and trichotomy in 
the institutional framework in none of the cases. There was intravenous infusion during 
labor (48.73%), supine position during the whole labor (23.57%), delivery in lithotomy 
position (99.68%) and use of oxytocin before delivery (52.87%). In the case of 
categories C and D were checked pressure in the uterus (22.29%), hydric restriction 
and food (18.15%), more than three vaginal rings (31.60%), more than one examiner 
(60.77%) and performance of episiotomy (50.64%). Information about epidural 
analgesia were not present in any of the cases evaluated. 

 
Table 1: Use of WHO recommendations for care of normal delivery in maternity wards 

A and B (Category A). Natal/RN, Brazil, 2014. 
 

CATEGORIES/ITEMS GENERAL MATERNITY A MATERNITY B p-
Value 

 n % N % N %  

 
A. PRACTICES DEMONSTRATELY USEFUL AND TO BE STIMULATED 
Liquids Offering        
Yes 143 45,54 61 54,46 82 40,59 0,018 
No 171 54,46 51 45,54 120 59,41  
Privacy         
Yes 283 90,13 104 92,86 179 88,61 0,227 
No 31 9,87 08 7,14 23 11,39  
Companion Presence        
Yes 269 85,67 96 85,71 173 85,64 0,986 
No 45 14,33 16 14,29 29 14,36  
Answered Question†        
Yes 54 96,43 20 100,00 34 94,44 0,532* 
No 02 3,57 00 - 02 5,56  
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Pain relief aidǂ         
Yes 249 79,30 94 83,93 155 76,73 0,132 
No 65 20,70 18 16,07 47 23,27  
Fetal monitoring 
(auscultation) 

       

Yes 302 96,18 111 99,11 191 94,55 0,062* 
No 12 3,82 01 0,89 11 5,45  
Stimulus to non-supine 
positions 

       

Yes 186 59,24 79 70,54 107 52,97 0,002 
No 128 40,76 33 29,46 95 47,03  
Partograph Existance        
Yes 07 2,23 07 6,25 00 - 0,001* 
No 307 97,77 105 93,75 202 100,00  
Skin contact mother and 
son 

       

Yes 247 78,66 86 76,79 161 79,70 0,546 
No 67 21,34 26 23,21 41 20,30  
Breastfeeding stimulation        
Yes 246 78,34 92 82,14 154 76,24 0,224 
No 68 21,66 20 17,86 48 23,76  
Hosting        
Yes 290 92,36 108 96,43 182 90,10 0,047* 
No 24 7,64 04 3,57 20 9,90  
Maternity choice        
Yes 163 51,91 61 54,46 102 50,50 0,500 
No 151 48,09 51 45,54 100 49,50  
Source: Own research (2014);  
Caption: * Fisher's exact test; † Values for puerperal women who asked questions (17.83%, n 
= 56); Não Non-invasive and non-pharmacological methods. 

 

Table 2: Use of WHO recommendations for care of normal delivery in maternity rooms 
A and B (Categories B, C and D). Natal/RN, Brazil, 2014. 

 

CATEGORIES/ITEMS GENERAL MATERNITY A MATERNITY B p-
Value 

 n % n % N %  

B. PRACTICES CLEARLY HARMFUL OR INEFFECTIVE AND TO BE ELIMINATED 
Enema        
Yes - - - - - - - 
No 314 100,00 112 100,00 202 100,0  
Trichotomy        
Yes - - - - - - - 
No 314 100,00 112 100,00 202 100,0  
Routine intravenous 
infusion during Labor 

       

Yes 153 48,73 38 33,93 115 56,93 <0,001 
No 161 51,27 74 66,07 87 43,07  
Supine Position in 
Labor 

       

Yes 74 23,57 12 10,71 62 30,69 <0,001 
Nio 240 76,43 100 89,29 140 69,31  
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Delivery in lithotomy 
position 

       

Yes 313 99,68 111 99,11 202 100,00 0,357* 
No 01 0,32 01 0,89 00 -  
Use of oxytocin 
before delivery 

       

Yes 166 52,87 34 30,36 132 65,35 <0,001 
No 148 47,13 78 69,64 70 34,65  
C AND D. PRACTICES WITHOUT SUFFICIENT EVIDENCE OR USED IN UNFAIR 
MODE 
Pressure on the 
uterine bottom 

       

Yes 70 22,29 21 18,75 49 24,26 0,261 
No 244 77,71 91 81,25 153 75,74  
Water and food 
restriction in Labor 

       

Yes 57 18,15 10 8,93 47 23,27 0,002 
No 257 81,85 102 91,07 155 76,73  
Epidural analgesia        
Sim - - - - - - - 
Não 314 100,00 112 100,00 202 100,00  
More than three 
touchs†ǂ§ 

       

Yes 97 31,60 29 26,61 68 34,34 0,163 
No 210 68,40 80 73,39 130 65,66  
More than one 
examinerǂ|| 

       

Yes 189 60,77 57 51,35 132 66,00 0,011 
No 122 39,23 54 48,65 68 34,00  
Episiotomy        
Yes 159 50,64 52 46,43 107 52,97 0,267 
No 155 49,36 60 53,57 95 47,03  
Source: Own research (2014);  
Caption: Own research (2014); * Fisher's exact test; † Value of the median used for 
categorization; ǂValues for puerperal women in whom a vaginal touch was performed 
(99.68%; n = 313); §Excluded: did not know to inform (1,92%; n = 06); || Deleted: could not 
report (0.64%, n = 02). 

 

DISCUSSIONS 
 
The data revealed that the practices of category A presented better results in maternity 
A, but should be encouraged in both maternities, especially for some evaluated items. 
In terms of Category B, C and D practices, some are no longer part of the routine of 
institutions. However, those that continue to be performed presented high 
percentages, being the largest observed in maternity B. 
 
Oral delivery of fluid in labor occurred to less than half of puerperal women, with 
poorer outcomes for B maternity. However, the results were higher than those found in 
a survey that assessed the use of WHO practices in a birth center in the Southeast of 
the country, 39%. The study also considered the possibility of solid and liquid foods 
and in this case the percentage increased to 56.6%(9) A systematic review on the 
subject concluded that there are no benefits or harms associated with this practice for 
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women at low risk of complications. Furthermore, given the lack of research with 
women who present a higher risk of complications, there is no evidence to support the 
restriction(10). 
 
Privacy was reported by a large number of puerperal women. However, this result 
should be evaluated with caution, since it was remarkable during the responses that 
for many puerperas the lack of privacy was something inherent in the process of 
childbirth and birth. Thus, even in the face of this occurrence, her ideas did not permit 
real identification, denoting the need for deeper investigations into what is privacy for 
the puerperal woman in the birth scenario. In contrast to this result, an investigation 
conducted at a maternity school identified that only 15% of parturients reported having 
privacy(11). Moreover, a Brazilian population-based study evidenced some factors 
associated with greater privacy during the birth and delivery process, such as high 
schooling, cesarean sections, presence of companions and private payment 
sources(12).  
 
Concerning the presence of the companion, inferior results were obtained in a 
research developed in Brazil, where a percentage of 75.5% was obtained for some 
companion type during hospitalization(13). This shows that gradually the presence of 
the companion during labor begins to be integrated as part of the institutional routine in 
the maternity hospitals investigated. A systematic review has demonstrated that 
ongoing support has significant clinical benefits, is harmless and therefore should be 
available to all women in the parturition process(14). 
 
Few women asked, but those who did, for the most part, had their doubts clarified. A 
study related to the satisfaction of the woman during the parturition process identified 
that the clarity of the explanations was associated to the birth in the Southeast and 
South Regions of Brazil, presence of companion and source of private payment(12). 
Thus, the provision of explanations and information to women is fundamental to the 
understanding of this moment, and this item should receive special attention from the 
service providers. 
 
In terms of the use of non-invasive and non-pharmacological methods for pain relief, 
the results obtained were close to those found in a research study developed in a 
university hospital in the southeast of the country (77%). Such situation also occurred 
in this research. This reality demonstrates the acceptance of puerperal women to non-
pharmacological methods for pain relief in labor, when they are available at 
institutional level.  
 
A study conducted to summarize the evidence of systematic reviews on the efficacy 
and safety of nonpharmacological and pharmacological interventions for the 
management of labor pain has concluded that most nonpharmacological methods are 
noninvasive and appear to provide safety to the woman in labor and to your child. 
However, its efficacy is uncertain due to limited evidence of high quality. Some 
methods like water immersion, massage and relaxation can smooth labor pain. Thus, it 
is necessary to consider the needs and circumstances of each woman(16). 
 
In fetal monitoring, only cardiac auscultation was verified, and this was reported by 
practically all women, emphasizing the importance given by professionals to this 
procedure, different from what occurred in a study on the quality of normal delivery 
assistance in a city in the Center of the country, where auscultation was not performed 
in 29.1% of the cases(17). 
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The stimulus to non-supine positions, specifically for labor, was described by slightly 
more than half of the puerperae, with better results in maternity A. Regarding this 
subject, there is clear evidence that walking and vertical positions, compared to 
reclining positions or bed care, reduce labor time, cesarean section risk, need for 
epidural analgesia, and appear to be unrelated to the increase in negative effects on 
the mother and child. Women at regular risk should be informed about the benefits 
associated with upright position, and encouraged to assume the one that best suits 
their needs (18). 
 
The partograph was not practically part of the institutional reality of the evaluated 
maternity hospitals, only existing low percentage in maternity A in the presence of 
medical students. Differently from that observed, a study carried out in school 
maternity hospitals located in the Northeast Region of Brazil found a frequency of 42% 
regarding the use of the partograph(19). The current available evidence does not allow 
a routine recommendation of the partograph. In this sense, the authors of the 
systematic review, when considering its wide acceptance, recommended that its use 
should be determined locally until stronger evidence emerges(20). This fact, considering 
the influence of this tool to reduce cesarean rates, as well as the context of the 
Brazilian reality with high rates of this surgery, should be encouraged in the institutions 
evaluated. 
 
Skin-to-skin contact between mother and child reported in both maternities was 
superior to that found in a survey that evaluated this practice in Brazil (41.9% for 
vaginal deliveries). When comparing the types of delivery, newborns vaginally 
presented a greater chance of having this contact in relation to the cesarean section. 
Likewise, the stimulus to breastfeeding in the first hour of life was also higher 
(78.34%). The authors of the national survey obtained a percentage equal to 59.2% for 
this practice, with a greater chance of its occurrence in vaginal deliveries (21). These 
results are associated with the adaptation of the newborns of the present study to 
extrauterine life, a condition that favors the development of these interventions. In 
addition, it may be a reflection of the fact that both maternities are Child Friends 
Hospitals. 
 
According to this initiative, in step number 4, early skin contact between mother and 
child should occur immediately after delivery for at least one hour, in addition to 
encouraging breastfeeding. The mentioned recommendation stipulates that at least 
80% of the women interviewed should refer to the implementation of these practices 
during the institutional evaluation process(22). Such contact may bring benefits related 
to breastfeeding, as a greater probability of breastfeeding between one and four 
months after birth and does not present any visible or short-term adverse effects in the 
short or long term(23).  
 
Regarding the host (92.36%), lower results were obtained in the study by Figueiredo et 
al.(11), where 78% of the puerperae reported being welcomed. Within the scope of the 
Stork Network, among its guidelines, there is a guarantee of the reception and 
classification of risk. It should be emphasized that the act of welcoming is not reduced 
to kind behavior from some professionals, nor a physical reorganization of the service 
or institution of a service triage, once when developed it deviates from its real 
purposes(24). Thus, it is understood that this component is a relevant aspect for the 
process of evaluating service quality, especially when expressing the user's vision. 
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 Regarding respect for the woman’s choice of the place of birth, the Stork Network 
recommends the existence of a link between the pregnant woman and the care 
network from the prenatal period, including the maternity expected to perform the 
delivery(24). In addition, Law nº 11,634, dated December 27, 2007, ensures the right to 
be bonded to the maternity where the pregnant woman will receive care in the SUS(25). 
However, little more than half of the women interviewed had the opportunity to choose 
the institution in which the childbirth would be performed, reflecting disrespect for this 
right. On the other hand, those who did not have the possibility to choose were more 
likely to be pilgrims from various institutions and expose themselves to the numerous 
risks associated with this problem, considering the possibility of not being bound. 
 
The use of enema and trichotomy was not identified in any of the maternity hospitals 
evaluated, demonstrating that these procedures were definitively eliminated from the 
routine of institutional obstetric practices. However, on the trichotomy, although the 
procedure was not performed in the maternities, the interviewees reported having 
done so in their homes, proving to be something culturally instituted and accepted by 
women. Studies such as d'Orsi et al.(26), with data collection between 1998 and 1999, 
identified for enema (17% and 38.4%) and trichotomy for vaginal deliveries in public 
and private maternity hospitals (63.3% and 41.1%). In Canada, research developed 
between 2005 and 2006 presented percentages of 5.4% and 19.1% for enema and 
trichotomy respectively(27). 
 
On the enema, a systematic review with four clinical trials, with 1,917 women, 
concluded that there is no benefit in terms of the rate of puerperal infection and 
neonatal infection. Likewise, no significant differences were identified regarding 
perineal laceration and mean duration of labor. Thus, their routine use is 
discouraged(28). 
 
For routine trichotomy in the admission of labor, a systematic review showed no 
difference in maternal febrile morbidity, perineal wound infection and dehiscence of the 
perineal wound. So, the authors concluded that there is no evidence to recommend 
this practice(29). In this sense, with the recommendations of the researches developed 
in recent years, the enema and the trichotomy were progressively excluded from the 
routine of obstetrical procedures. 
 
The intravenous infusion in labor was present in both maternities with the worst 
percentages for B. However, higher results were found, considering the national 
coverage (73.8%) and the Northeast Region (71.5%)(30). Its indication is usually related 
to hydration and nutritional support and a possible reduction of labor time. However, a 
systematic review of this practice in nulliparous women at usual risk has demonstrated 
the lack of robust evidence to recommend it(31). 
 
About supine delivery, such a position is routinely adopted in both maternities. In 
Brazil, in a study considering all the Regions of the country, this position was present 
in 91.7% of the habitual risk births evaluated(30). However, when other positions are 
available, women tend to assume them, such as semi-settled (82.3%) and lateral 
(16.0%)(9). 
 
A survey identified 38.2% of births at normal risk in Brazil, with the highest in the 
Southeast (47.2%), South (46.1%) and Northeast (30, 9%) (30), results lower than 
those found in maternity B. This shows that this is a practice widely used in the daily 
obstetric services investigated, making it necessary to develop other research on the 
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real need for indication. Systematic review of the use of oxytocin compared to no 
treatment or delayed treatment for slow progress in the first stage of labor has 
concluded that although reducing labor for some women is important, if the goal is to 
reduce cesarean sections, other aspects should be considered(32). 
 
Regarding the pressure in the uterine bottom, a percentage of 37.3% was identified for 
this maneuver in pregnant women with habitual risk in Brazil, with the Central West 
(45.5%) and Northeastern (40.6%) Regions obtained the worst results, which shows 
values above those identified in the present study (22.29%)(30). Regarding this issue, a 
study on the effects of the Kristeller maneuver on the pelvic floor revealed that such 
intervention did not modify the functionality of the pelvic floor, but increased episiotomy 
rates (66% vs. 25.3%, p <0.0001)(33). A systematic review has concluded that there is 
no evidence available for making claims about the benefits or harms of this 
maneuver(34). In view of the observed episiotomy rates, especially in maternity B, the 
frequency of pressure on the uterine fund should be reviewed in order to minimize 
possible damage to maternal and fetal health. 
 
Epidural analgesia is not part of the routine procedures of any of the maternity 
hospitals investigated. In Brazil, the use of this practice was 31.5% for deliveries at 
usual risk(30). In a study with multiparous women, there was an association between 
cesarean section and epidural or spinal anesthesia (35). Systematic review has 
identified that epidural analgesia appears to be effective in reducing pain during 
delivery but increases the chance of an instrumental delivery (36). 
 
When evaluating their frequency in a Scottish hospital, it was found that 75.52% of the 
women had three or more vaginal exams during labor, with a mean of 2.9 ± 1.5, and 
variation between one and seven touches, the mean being close to that obtained in 
the present investigation (3.09 ± 1.91) (37). A systematic review study of routine vaginal 
exams to assess the progress of labor found no evidence to support or reject the 
routine use of this examination during delivery (38). Given the lack of evidence, it should 
be considered that vaginal exams are invasive procedures, uncomfortable, and in 
some cases cause pain(39). 
 
Finally, the percentage of episiotomy obtained (50.64%) was similar to that found for 
Brazil (56.1%)(30). A policy of restrictive episiotomy compared to its routine execution 
seems to present a number of benefits, such as less severe perineal trauma, suturing, 
and healing complications. However, there was an increase in anterior perineal trauma 
with restrictive episiotomy(40). It is noteworthy that in situations where delivery is 
attended by obstetrical nurses, lower percentages of this procedure are identified, 
demonstrating that these professionals perform fewer unnecessary interventions at 
perineal level(41). Thus, considering the percentages identified in the two maternities 
evaluated, it is necessary to reconsider the frequency with which this practice occurs, 
with a view to reducing the physical and emotional damages that it entails in the 
woman, as well as to encourage the attendance at the usual risk delivery by the nurse 
obstetrician. 

 
CONCLUSIONS 

 
In view of the results presented, it was verified that the practices of category A need to 
be increasingly stimulated, especially in maternity B, such as the use of partograph, 
the provision of liquids and the stimulation of non-supine positions. In an articulated 
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way, prenatal care needs to ensure the existence of a link between pregnant women 
and the maternity in which the delivery will probably occur. On the contrary, the 
practices present in the other categories should be reviewed, such as delivery in a 
lithotomy position, the use of oxytocin in labor, vaginal touch performed by more than 
one examiner and the occurrence of episiotomy. 
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