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Practices of health professionals in delivery and birth care 

Práticas de profissionais de saúde na assistência ao parto e nascimento 

Laura Pinto Torres de Melo1, Hilana Dayana Doudou2, Antonia Regynara Moreira Rodrigues1, Maria Adelaide 
Moura da Silveira1, Eryjosy Marculino Guerreiro Barbosa1, Dafne Paiva Rodrigues1

Objective: to understand the practices adopted by health professionals in the care of parturient women. 
Methods: qualitative study conducted in a public hospital with 13 health professionals through semi-structured 
interviews. Narrative data were organized according to content analysis. Scientific evidence for best practices in 
delivery and birth care according to recommendations of the World Health Organization, were used as reference. 
Results: two care contexts were raised: the use of practices backed by scientific evidence and routine practices 
whose evidence is not favorable to use, denoting the adoption of practices derived from beliefs and knowledge 
of physicians on duty. Conclusion: professionals had their practices backed by scientific evidence, but they 
still use strategies whose effectiveness is not guaranteed. There is, therefore, a long way to humanize the care 
provided during childbirth. 
Descriptors: Parturition; Natural Childbirth; Midwifery; Women’s Health; Obstetrics.

Objetivo: compreender as práticas adotadas por profissionais de saúde no atendimento à parturiente. Métodos: 
estudo qualitativo, realizado em uma maternidade pública com 13 profissionais de saúde, a partir de entrevista 
semiestruturada. Dados narrativos organizados de acordo com o método de análise de conteúdo, tendo como 
referencial as evidências científicas para boas práticas de atenção ao parto e nascimento, fundamentada nas 
recomendações da Organização Mundial da Saúde. Resultados: revelaram-se dois contextos assistências: 
utilização de práticas respaldadas em evidências científicas e práticas rotineiras, cujas evidências não são 
favoráveis ao uso, o que denota a adoção de práticas oriundas de crenças e saberes de plantonistas. Conclusão: 
os profissionais apoiavam suas práticas em evidências científicas, porém permaneciam utilizando estratégias 
cuja eficácia não está garantida, apontando ainda um longo caminho para humanizar a assistência durante a 
parturição. 
Descritores: Parto; Parto Normal; Tocologia; Saúde da Mulher; Obstetrícia.
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Introduction

Assistance to labor and birth has undergone 
profound changes over the years, leaving the home 
environment to take place in the hospital setting, led 
by technology and surgical methods, and resulting in 
the removal of the family and of society from the birth 
process(1).

A technicist model of attention focused on 
professionals, with surgical and drug interventions, 
started to prevail. In such models, professionals and 
institutions had the control of the whole process, de-
termining rules and rigid routines that sometimes 
would prevented women from exercising their prota-
gonism during labor and birth(2). 

In a move towards overcoming this model, the 
World Health Organization published a practical gui-
de for normal birth care. Strategies to ensure safe mo-
therhood and humanized care, without risks to wo-
men and newborns, where proposed. The proposals 
aimed to reduce interventions in childbirth care, have 
the woman as protagonist of the birth itself, incorpo-
rating the companion of their choice in the childbir-
th process and considering the social and emotional 
dimension in care dynamics, guiding assistance by 
scientific evidence(3). 

In Brazil, the trend to reorganize labor and 
birth care started with health programs and policies 
that proclaimed the idea of   humanized parturition by 
several segments. However, despite the efforts to im-
prove the service and the relationship between pro-
fessionals and users, humanization of the assistance 
provided to women before, during and after childbir-
th remains a challenge that health services, especially 
health workers, should overcome.

The term humanization of birth refers to a mul-
tiplicity of interpretations and a broad set of propo-
sed changes in care practices. These are supported on 
pillars such as evidence-based practice, respect for 
human rights, appreciation of human experience, re-
sizing of roles and powers in the birth scene, placing 
the woman and her family as centers of care and the 

rescue of the physiological and natural characteristics 
of birth, bringing new and challenging, sometimes 
conflicting, concepts to the daily routine of services(1). 

Labor and delivery comprise a complex and 
multifaceted interaction between mother and fetus, 
through a series of physiological and psychological 
events, by means of which the fetus is expelled from 
the uterus, leading to the birth of a baby and the for-
mation or expansion of a family(4).

The complexity of factors surrounding delivery 
and the assistance to this moment has raised ques-
tions that go from the quality of obstetric care to the 
meaning of parturition. Previous studies about the 
perceptions of professionals and users have revealed 
that the humanization of labor and birth covers struc-
tural aspects and the ethical attitude of professionals, 
effective interpersonal communication, involvement 
and mutual respect between professional-parturient-
-family, since hosting up to hospital discharge(1,5-6).

This information strengthens the need for re-
flection and struggle for recover the natural scenario 
of birth. This was formerly re-written as a physiologi-
cal and natural process in women’s lives and their fa-
milies, including health professionals as a key element 
to implement humanized birth, as they are drivers of 
this process. This study was developed to respond the 
following question: how can the routine practices of 
health professionals during labor, delivery and birth 
be characterized?

Thus, the objective was to understand the prac-
tices adopted by health professionals in the care of 
parturient women.

Methods

Qualitative study conducted in a public hospi-
tal that provides secondary care located in Fortaleza, 
Brazil. The choice of this site was supported by the 
fact that this is a reference to maternal and child care 
in the municipal network and because it develops pro-
grams and projects aimed at humanization of delivery 
care.
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The study included 13 professionals with su-
perior education, namely, four nurses and nine physi-
cians, who met the following inclusion criteria: having 
residence or specialization in obstetrics; providing as-
sistance only in the delivery room for at least six mon-
ths and be working in the period of data collection. 
Participants were identified by the letter “P”, referring 
to participant, and numbered in chronological order 
according to the interviews.

Data were collected from March to June, 2013, 
by applying semi-structured interviews developed by 
the authors. The interviews consisted of professional 
identification and information related to practices 
adopted by professionals during labor and delivery.

For analysis of the interviews, we used the con-
tent analysis method(7). This method is a set of analy-
sis techniques of communication that uses systematic 
procedures and description of the objectives of the 
content of messages in three phases: 1) Pre-analysis; 
2) Exploration of material; 3) Treatment of results, in-
ference and interpretation.

Finally, results were interpreted and subse-
quently discussed with the literature on the subject. 
For this, scientific evidence for best delivery and bir-
th care practices according to the recommendations 
of the World Health Organization were used as refe-
rence. Practices were classified into: (A) demonstra-
bly useful practices that should be encouraged; (B) 
clearly harmful or ineffective practices that should 
be eliminated; (C) practices for which there is insu-
fficient evidence to support a clear recommendation 
and which should be used with caution until further 
research clarifies the matter; (D) practices often used 
improperly(3). 

The study complied with the formal require-
ments contained in the national and international 
regulatory standards for research involving human 
beings.

Results 

The study included 13 professionals of the abo-
vementioned maternity, aged between 30 and 56 ye-
ars between six males and seven females. Regarding 
the training time, five had an average of six to 16 years 
and eight, 23-32 years. As for working time, one pro-
fessional had only six months, four professionals had 
from two to seven years, and eight had 10-22 years. 

The following thematic class stemmed from 
data analysis: Birth: the course of labor and delivery. 
This was composed of 70 recording units distributed 
in two categories and six subcategories based on the 
similarities of the interviewees’ speeches. In the first 
category, entitled “Best practices applied to parturient 
women”, favorable practices during labor and child-
birth were approached and distributed into four sub-
categories: non-pharmacological means, warm quiet 
atmosphere, useful practices in labor and delivery and 
participation of companions. The second category, en-
titled “Harmful practices for parturient women”, deals 
with conducts considered inappropriate during labor 
and delivery and these are distributed into two subca-
tegories: avoidable practices and inappropriate use of 
interventionist practices.

Category 1: Best practices applied to parturient 
women

This category included 41 record units and four 
subcategories that pointed practices adopted by heal-
th professionals that are considered beneficial during 
labor and delivery.

Practices and actions developed by health pro-
fessionals offer assistance to women in labor in a hu-
mane way, meeting their needs and particularities. 
These practices involve respect, emotional support, 
the good relationship between professionals and la-
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boring women, as well as actions that can encourage 
women to actively participate in their delivery and 
contribute to pain relief and labor progression.

The use of non-pharmacological means, the 
preparation of a warm and quiet atmosphere, the 
development of favorable practices during labor and 
delivery and the involvement of companions, were all 
mentioned as good practices. Figure 1 presents the 
subcategories related to best practices with respective 
reports of respondents.

The use of such practices by professionals 
while assisting delivery falls within the category A - 
demonstrably useful practices that should be encou-
raged, due to its benefits to mothers. These include 
giving guidance to women on the process of labor and 
delivery, stimulating non-pharmacological methods 
for pain relief, the release of diet, encouraging the pre-
sence of a companion, always respecting the will and 
choices of women, and environmental organization.

Among the non-pharmacological means, the 
Swiss ball, the horse, encouraging the use of upright 
positions for birth, ambulation, spray shower and 
massage, were cited as practices to minimize the 
pain of labor and delivery and, consequently, pro-
vide greater comfort and less anxiety.Another good 
practice mentioned was the reception of women and 
ater comfort and less anxiety.Another good practice 
men- tioned was the reception of women and their

Nonpharmacological means
Warm and quiet 

atmosphere
Useful practices during labor 

and delivery
Participation of companions

We use the ball and the horse as 
a way to stimulate the vertical 
position ... (P03).

...I leave the patient at ease, for 
her walk or use the horse, the ball 
... (P04).

Massages, positions, the issue of 
taking them to the bathroom, to 
take a bath for them to relax... 
(P13)

...We try to leave the patient in 
an environment with low light 
with little noise, as little noise 
as possible... (P01).

...She should receive assistance 
in a peaceful setting, a warm 
atmosphere... (P02).

...Provide a quiet environment 
to transmit them security... 
(P10).

...Explain her what we’re doing, 
what we will do and what will 
happen from then on... (P09).

...Liquid diet or a diet that pregnant 
women accept... (P08).

 ...Respecting her wishes, directions 
and options... (P02).

During childbirth, she must be 
preferably with a companion... 
(P04).

...The companion by her side and 
giving her as much comfort as 
possible... (P05).

...But I call the companion, 
explain him what he can do, I 
encourage him to do massage, 
I encourage him to be near the 
woman... (P03).

Figure 1 - Best practices applied to parturient women

families in a suitable physical environment, a warm 
atmosphere that may transmit tranquility, welfare 
and safety. In this environment, the presence and par-
ticipation of companions of the preference of mothers 
until the time of labor and birth is respected.

Category 2: Harmful practices for parturient 
women

This category gathered 29 record units dis-
tributed into two subcategories. The first described 
avoidable practices, and the second, the inadequate 
use of interventionist practices, which list the practi-
ces that have no scientific evidence in favor of its use 
during labor and delivery, but that are present in the 
reports of professionals (Figure 2).

The listed practices are distributed in three ca-
tegories. In category B - Clearly harmful or ineffective 
practices that must be eliminated, such as trichotomy, 
venous catheterization, enema and oxytocics admi-
nistration at any time before delivery; in category C 
- Practices without enough evidence to support a cle-
ar recommendation and that must be used with cau-
tion until further research clarifies the matter, name-
ly: early amniotomy and pressuring the uterus fund 
during labor and, in the category D - Practices often 
improperly used, which include repeated vaginal exa-
minations. 
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These interventionist practices do not favor the 
birth to occur naturally. The recommendation of the 
World Health Organization is that they must be used 
only when there is need, after evaluation and clinical 
judgment basis. This way, their use will not bring risks 
for the mother and/or the child, instead of causing it. 

It is noteworthy that some of these practices 
are avoided by professionals. This shows a trend to

Avoidable practices Inadequate use of interventionist practices

...We avoid making evacuating enema... 
(P02).
...We avoid puncturing a vein of the 
patient... (P01).
...We try to avoid excessive digital vaginal 
examination... (P01).

...We avoid breaking the bag too early, but 
let it break naturally... (P11).

...We avoid episiotomy... (P09).

...We avoid trichotomy... (P02).

...But, sometimes the patient is already very close to giving birth and you see that it’s not a forced 
move, to hold a little the uterus and press, put a little pressure, I think that’s better than using 
forceps... (P06).

Amniotomy is something I like to do after seven centimeters, I think that helps a lot...you do 
amniotomy and the child is born half an hour later (P06).

 In childbirth, if it is taking too long, it is sometimes necessary to use a forceps...to avoid the 
child’s suffering(P10).

An inadequate practice that we see very often is the use of oxytocin (P10).

It has its indications, but we see a very widespread use, sometime ago oxytocin was even more 
frequently used... (P01).

Figure 2 - Harmful practices for parturient women

Discussion 

One limitation of this study was the fact that it 
was carried out only with professionals and in a single 
health institution. It becomes vehement give voice and 
space for mothers report the care they received during 
labor and childbirth. It is also necessary to expand the 
search for the various scenarios where the delivery 
happens, as a proposal for improvement of obstetric 
practices to meet the needs of professionals and wo-
men experiencing the parturition process. These are 
suggestions for future research.

Promoting comfort and satisfaction to women 
is the primary task during labor and delivery. Actions 
that have these goals involve the appreciation of phy-

wards humanized care, avoiding venipuncture, tricho-
tomy, enema, episiorrhaphy and excessive digital vagi-
nal examinations. Others, though, are less frequently 
practiced but remain present in the routine of pro-
fessionals. For example, amniotomy, oxytocin use and 
Kristeller maneuver are some of these practices. Their 
use require greater awareness and critical reflection 
from professionals, considering the benefits and safe-
ty for mothers and neonates.

siological birth, the appropriate use of technology, 
the maintenance of favorable environments, the use 
of non-pharmacological practices for pain relief and 
granting women more control over childbirth(8).

The practical guide for assistance to normal 
childbirth of the World Health Organization propo-
ses rational and critical care practices, restricting in-
terventionist practices to cases where such practices 
are really necessary. Furthermore, the guide encou-
rages vaginal delivery, breastfeeding in the immedia-
te postpartum period, the rooming-in (mother and 
newborn), the presence of the father and/or another 
companion during the birth process, and the role of 
obstetric nurses in the care of normal deliveries(3). 

Current studies show a growing trend of parti-
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cipation of obstetric nurses in normal birth care. Their 
continued support throughout labor and normal de-
livery promotes positive outcomes and less technical 
and surgical interventions, thus preserving the ma-
ternal and fetal well-being, as well as ensuring a safe, 
personalized and humanized experience(2,9-10).

A research conducted on the basis of scientific 
evidence of interventions routinely used in the labor 
and delivery process in the United States (epidural 
analgesia, oxytocin use, amniotomy and episiotomy) 
found that these are widely used by professionals and 
the routine use of these interventions disturb the nor-
mal physiological processes of labor and birth, increa-
sing complications for women and their babies. It was 
showed still that the best care is the one that promo-
tes, supports and protects the physiology of labor and 
birth and ensures safe childbirth. Women should be 
fed, have the heart rate of the baby evaluated with in-
termittent auscultation, have access to a wide variety 
of ways to ease the pain and give birth in harmonious 
environments that respect the natural time for evolu-
tion of delivery(11).

Humanizing childbirth care means, therefore, 
granting women the main focus of care. This includes 
creating spaces for them to exercise their autonomy 
throughout the process, allowing a companion of their 
choice, telling the patient the procedures to be under-
taken, respecting all their rights and labor physiology, 
avoiding unnecessary interventions, recognizing the 
social and cultural aspects of labor and birth, offering 
emotional support to women and their families, fa-
cilitating the creation of family bonding and the mo-
ther-child bond(1,12). Thus, in this perspective, women 
become protagonists of their birth and the main com-
ponent of maternity(13).

Among the changes related to the humanization 
of childbirth, the physical structure of the place where 
delivery will happen is very important. Ambiance is 
responsible for the sense of welcoming, support and 
warmth, allowing women to experience the birth as 
a pleasurable experience(5,14). In this study, the com-

mitment of professionals to provide a warm and quiet 
environment in which mothers may feel comfortable 
to experience labor and the birth of their child streng-
thened the strategies used to humanize assistance.

The speeches of professionals in this study also 
mentioned delivery and birth care practices such as: 
respecting the wishes and needs of the women, the 
establishment of communication and orientation and 
recognition of the importance of companion at the 
moment of delivery. These practices present scientific 
evidence their beneficial results for labor and child-
birth. They involve tranquility, security and increased 
confidence to the mother, and should therefore be 
encouraged, converging towards the humanization of 
care for women during childbirth(14).

In the opinion of respondents, the companion 
was defined as a key element to provide emotional su-
pport to parturient women. They encourage to expe-
rience labor and delivery in a more tranquil manner, 
reducing anxiety and bringing the birth process as 
close to families as possible. In this respect, the pre-
sence of companions is very important for the safety 
and comfort provided to parturient woman, revealing 
greater satisfaction and tranquility(6).

The good practices mentioned by professionals 
in this study included encouragement to upright posi-
tions, walking, massages and baths, non-invasive and 
non-pharmacological methods aiming at the welfare 
and relief of pain, and respecting the women’s wishes 
and choices. This result shows the knowledge of the-
se professionals and the application of some practices 
leading to humanized care, in line with the scientific 
evidence presented in category A.

In studies evaluating the practices used for pain 
relief during labor, ambulation, proper breathing, the 
use of the Swiss ball, massages, shower or immersion, 
the use of the horse, music therapy, and aromatherapy 
were cited by mothers as good practices to minimize 
pain and to help to make the birth process more rela-
xing and enjoyable(6,15).

Furthermore, a systematic review concluded 
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that practices such as walking and vertical positions 
in the first stage of labor reduce the time spent in la-
bor, the risk of cesarean delivery, the need for epidu-
ral. These practices have not been associated with any 
negative effect for mothers and babies(16). Regarding 
the bath, a randomized clinical trial conducted in the 
United States found that, in addition to the physical 
hygiene, this is an strategy that is easy to implement, 
has favorable cost-benefit and is effective for reducing 
pain during labor(17).

It is important that health professionals inform 
the benefits of the techniques adopted during child-
birth. The decision to use or not is entirely up to wo-
men. They must choose how they want labor happen, 
free to decide as the protagonists of the whole process 
of giving birth. 

Fluid and food restriction during labor is a 
practice recognized by the World Health Organization 
as often inappropriately used. However, in the pre-
sent study, professionals reported that mothers are 
allowed to eat whatever they chose, which opposed 
to previous research’ findings(18) stating that one of 
the practices that are improperly used in normal de-
livery is routine fasting. This brings discomfort to the 
mother and risks to the fetus due to the reduction of 
blood glucose levels. Therefore, water and food should 
be offered according to the conditions and the evolu-
tion of labor. This is actually recommended for low-
-risk pregnant women during the active phase of labor. 

Episiotomy is another practice cited in pre-
vious studies(19) as improperly used and often without 
indication. In the present study, it is commendable 
that this practice has been avoided by professionals. 

It was noticed also that venipuncture, tricho-
tomy, enema and excessive vaginal examinations were 
avoided by professionals, as these are clearly harmful 
or ineffective practices according to the recommen-
dations of the World Health Organization. This gives 
evidence of understanding and awareness of profes-
sionals towards seeking the humanization of the care 
provided to women during childbirth. However, some 
assistance methods that lack scientific evidence are 

apparent. They are the Kristeller maneuver and am-
niotomy, and the clearly negative use of oxytocin(3). 

The indiscriminate use of oxytocin was mentio-
ned by professionals as improper. Scientific evidence 
classify the use of oxytocin at any time of labor as cle-
arly harmful and should be avoided or used only when 
strictly necessary and judiciously in order to avoid 
risks to women and newborns(3.19). 

The reports show that the Kristeller maneuver, 
a practice without enough evidence for a clear recom-
mendation, is still used by professionals as a method 
to accelerate labor and birth. The guide of the World 
Health Organization considers this maneuver, or any 
other similar, a harmful and risky practice(3). The fre-
quency of this procedure is due to the lack of humani-
zed practices during labor. Women should be encou-
raged to give birth in the position that they prefer(19). 

Regarding amniotomy, two realities were iden-
tified: professionals who wait for the natural rupture 
of membranes and professionals who opt for the pro-
cedure of amniotomy. This is a practice that should be 
delayed until the end of the delivery because it is an 
invasive procedure that entails risks, especially regar-
ding maternal and fetal infections. Amniotomy, tough, 
is indicated in the event of doubt as to the color of the 
amniotic fluid and possible fetal suffering(19). One of 
the aspects revealed in this study was that, in the unit 
studied, the opinion of some workers became real and 
superior to the guidelines of the World Health Orga-
nization. It seems clear that the adoption of practices 
depends upon the belief and knowledge of physicians.

This study showed that delivery care was 
linked mainly to availability, sensitivity, commitment 
and work of professionals. In this regard, we note that 
the attitude of professionals is a threshold between 
humanized delivery care and the perpetuation of a 
technical assistance. Professionals are essential to en-
sure a safe and pleasurable parturition, in which the 
resources used should consider risks and benefits, 
in addition to providing comfort of mothers and res-
pecting their desire and autonomy to make decisions 
about their delivery. 
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It is believed that this study deepens the know-
ledge in obstetrics and raises reflections on the need 
to improve the labor and birth care practices, accor-
ding to scientific basis, and aiming to meet the spe-
cific needs of each woman, adding theory, technique 
and humanization to the care provided to the mother-
-child-family system.

Conclusion

The data showed the awareness of professio-
nals on the needs and rights of women as a major fac-
tor for qualified and safe care to parturient women, 
their children and families. Humanized care relied on 
offering food and fluids, preparing a warm and quiet 
environment, giving information on the procedures to 
be performed and the process of labor and respecting 
their will in relation to adoption of positions and choi-
ce of a companion, who comforts and encourages the 
empowerment of women.

Professionals believe that practices such as ve-
nipuncture, enema, excessive vaginal examinations, 
trichotomy and episiotomy should be avoided during 
childbirth care. In turn, there is much to advance to-
wards humanize care to delivery and birth. This is 
because practices such as Kristeller maneuvers, the 
use of oxytocin and amniotomy are still found in the 
reports as resources to accelerate birth and prevent 
fetal distress. 

Collaborations 

Melo LPT, Doudou HD and Rodrigues DP con-
tributed to the project design, collection, organization, 
analysis and interpretation of data, writing and appro-
ving the final version of the article. Rodrigues ARM, 
Silveira MAM and Barbosa EMG contributed to writing 
the article, relevant critical review of the content and 
approval of the final version to be published.
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