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HIGHLIGHTS

¢ Evaluation of safe and unsafe practices in deliveries.

e Delivery care with minimum intervention is still a challenge

e Training health workers, safe delivery kits and effective referral system required.

e Skilled attendant's deliveries were safer with some failures in hygienic practices.

e 29% women experienced obstetric complication not received emergency obstetric care.
e Training health workers, safe delivery kits and effective referral system required.

e Promoting a normal birth

Abstract: This study aimed to evaluate the practices of hospital care during pré parturition and normal
delivery in a maternity hospital in Southern Brazil. A cross-sectional and quantitative study performed with
82 postpartum women. Results were evaluated for the total number of postpartum women and in two groups
according to hospital delivery time (< 8 and > 8 hours). Chi-square and Fisher Exact tests were used. with a
significance level of 5%. Percentages of useful practices were: oral diet (23.2%), freedom of position and
movement (90.2%), non-pharmacological methods to alleviate pain (64.6%), companion in prepartum
(62.1%) and parturition (42.5%) and partogram (62.2%). Harmful practices: enema (3.7%), trichotomy (3.7%),
lithotomy position (92.7%) and Kristeller maneuver (20.7%). Practices used inappropriately: amniotomy
(4.9%), oxytocin (41.5%), analgesia (1.2%) and episiotomy (36.6%). The hospital labor time above 8 hours
was associated with offering oral diet (p < 0.001), use of non-pharmacological methods for pain relief (p <
0.01), oxytocin infusion (p = 0.01) and episiotomy (p < 0.01). The delivery care with minimum intervention
compatible with the recommendations is still a challenge.

Keywords: obstetric labor; natural childbirth; health services research.
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INTRODUCTION

Assistance in labor and birth in Brazil is in a transitional period, from a model in which labor is considered
a medical and risk event, occurring in a hospital environment with unnecessary and harmful interventions to
a progressive insertion of humanization principles with woman-centered care [1]. However, excessive labor and
delivery medicalization is still a reality in Brazilian obstetric care [2-3].

The hegemonic biomedical model in obstetric and neonatal care, as well as the uncritical use of technical
knowledge, can contribute to an increase in risks with a consequent worsening in maternal and infant
morbimortality indicators [2]. Aiming to improve those indicators, the World Health Organization (WHO)
proposed, in 1996, the adequate use of obstetrical technologies based on scientific evidence, which classifies
obstetric actions in normal childbirth according to utility criteria, efficacy and absence of dangerousness [4],
approved later by the Ministry of Health [5].

In this sense, health indicators can be a reflection of the availability and quality of care offered by health
services to pregnant women, postpartum women and newborns [6-7]. The analysis of indicators and
evaluations of obstetric practices are very important, since they can help managers and healthcare services
professionals towards actions and resources according to actual needs [8]. In addition, the quality of obstetric
and neonatal care will depend on integration of all to ensure compliance with constitutional principles of
universality of access, equity and integral care.

Given this scenario, and due to the fact that there are few studies on the matter, this study aims to
evaluate the practices in hospital care during labor and normal delivery in a maternity hospital in Southern
Brazil.

MATERIAL AND METHODS

A cross-sectional quantitative study was carried out with a consecutive sample of normal postpartum
postpartum women, referred to as a usual risk pregnancy for a maternity hospital linked to the Brazilian
Unified Health System (SUS), in Southern Brazil. The sample size was calculated based on an estimate
episiotomy rate of 50% [9], 25% relative precision and significance level of 5%, resulting in a sample of at
least 61 normal deliveries.

For the data collection, a consultation was first made to the admission system, searching all admitted
patients as admission for delivery. Among all admitted pregnant women, those who had normal labor were
selected. All postpartum women who had normal births classified as usual risk on the Pregnant Woman Card,
who were 18 years old or older and who agreed to participate by signing the Informed Consent Form were
included. Postpartum women submitted to cesarean section, those classified as moderate or high risk on the
Pregnant Woman Card and who had stillbirth were excluded. Of the 162 births registered in the period
between September and December 2016, 106 were normal deliveries and 59 were cesarean deliveries. Of
the 106 normal deliveries, 24 (22.6%) were excluded from the research: 17 postpartum women were less
than 18 years old, three stillbirths, and one normal home birth. There were two losses and one refusal, totaling
82 postpartum women surveyed.

The data were obtained through interviews with the puerperae during the hospitalization period, up to 48
hours after delivery. Those interviews were performed with the parturient in the bed, in a standardized way
by the same interviewer, in a single meeting. In addition to the interview with the postpartum women, data
were collected from the Pregnant Woman Card and the medical record.

Data collection included socioeconomic, obstetric and newborn data. The socioeconomic data were: age,
marital status, skin color, schooling, paid work and monthly per capita family income. The obstetric and
newborn data were: number of prenatal consultations, number of pregnancies, intercurrences in pregnancy,
gestational age, length of hospital stay until delivery in hours, newborn weight in grams and Apgar in the first
and fifth minutes.

To evaluate the obstetric practices of care for normal birth, a classification organized in three categories
was used: practices that were demonstrably useful and should be encouraged, practices that are clearly
harmful or ineffective and should be eliminated and practices frequently used inappropriately during labor
and delivery [1].

The different practices of attention to normal delivery were analyzed for the total number of puerperae
and, for comparative purposes, in two groups according to the time of labor in hospital delivery. The hospital
labor time was defined as the period between admission and the time of birth, categorizing the parturients
with hospital labor time in up to 8 and greater than 8 hours. The 8-hour hospital stay was chosen because
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the duration of active labor takes an average of five hours for multiparous women and eight hours for
primiparous women [10].

Data were presented by absolute and relative frequencies and descriptive statistical measures.
Comparisons were performed using Pearson's Chi-square test and Fisher's exact test, with a significance
level of 5%. The study was approved by the Research Ethics Committee of Universidade Estadual de Ponta
Grossa under protocol number 1.652.509 and CAAE 57695516.0.0000.0105.

RESULTS

The postpartum women had a mean age of 23.3 (+5.6) years, and the other socioeconomic, obstetric
and newborn data are presented in Table 1. For the total number of postpartum women, the vast majority
(89.0%) was 20 years old or older and had a stable partner (86.6%). The majority self-declared as white
(63.4%) and had more than eight years of study (57.3%). A little more than half reported not having a paid
work (54.9%) and the majority declared monthly per capita family income lower than one minimum wage
(87.7%).

Table 1 shows the distribution of the total number of puerperae according to socioeconomic, obstetric
and newborn data.

With regard to gestation, all postpartum women in the study reported having undergone prenatal care
(100%), with almost 85% having seven or more prenatal consultations. Most of the women (76.8%) were
multiparous (two deliveries or more) and the hospital labor time was up to eight hours in 63.4% of the sample.
Less than 20% of the women presented some type of intercurrence during pregnancy. At the time of
admission, almost all the puerperae (96.3%) had full term gestation (37 weeks of gestation or more) and the
mean gestational age at admission was 39.0 (£1.4) weeks.

Low percentages of prematurity (3.7%) and low birth weight (2.6%) were observed. The majority (91.0%)
of newborns had adequate weight at birth, between 2,500 and 3,999 grams, being the mean birth weight of
3,254.3 grams (£393.0). Apgar values in the first and fifth minutes were equal to or greater than 8 in 86.3%
and 98.7% of the newborns, respectively (Table 1).

Table 2 presents the occurrence of practices that were shown to be useful during labor and delivery for
the total number of postpartum women and for those with hospital labor lasting up to eight hours and more
than eight hours. The majority of postpartum women received an oral diet (76.8%), had freedom of position
and movement during labor (90.2%), had some non-pharmacological method for pain relief such as massage
and baths (64.6%) and had their companion of choice during labor (62.1%). However, only 41.5% of the
puerperae reported the presence of a companion during the delivery. In most medical records, the partogram
was present and completely filled, and in 37.8% they were incompletely filled or were not in the medical
record. There was a significant association for postpartum women with hospital labor time of more than 8
hours and offering of oral diet (p < 0.001) and non-pharmacological methods for pain relief (p < 0.01) in
relation to postpartum women with hospital labor time of up to 8 hours (Table 2).
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Table 1. Distribution of the total number of puerperae according to socioeconomic, obstetric and newborn data (n=82).

Variables n %
Age in years

Less than 20 9 11.0

20 or above 73 89.0
Marital status

Without a partner 11 134

With a partner 71 86.6
Skin color

Non-white 30 36.6

white 52 63.4
Schooling

Up to 8 years of study 35 42.7

Over 8 years of study 47 57.3
Paid work

No 45 54.9

Yes 37 45.1
Monthly family income* per capita in reais?

Up to 880.00 71 87.7

> 880.00 10 12.3
Prenatal consultations

<6 13 15.9

7 or more 69 84.1
First pregnancy

Yes 19 23.2

No 63 76.8
Time of hospital labor

<8 52 63.4

8 or more 30 36.6
Intercurrences in pregnancy

Yes 14 17.1

No 68 82.9
Gestational age

< 37 weeks 3 3.7

37 weeks or more 79 96.3
Birth weight in grams®

< 2,500 2 2.6

2,500 to 3,999 71 91.0

4,000 or more 5 6.4
Apgar in the first minutec

<7 11 13.7

8 or more 69 86.3
Apgar in the fifth minuted

<7 1 1.3

8 or more 78 98.7

*Amount of R$880.00 was equivalent to a minimum wage during the period of data collection.
No information or the parturient could not inform: 2n=1 (1.2%), ®n=4 (4.9%), °n=2 (2.4%), n=3
(3.6%).
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Table 2. Frequency of practices demonstrably useful during labor and delivery, for the total number of postpartum
women and with up to 8 hours and more than 8 hours of hospital labor (n=82)

Time of hospital labor

. Total (hours)
Variables Upto8 Morethan 8 p
n % n % n %
Oral diet offered <0,001*
Yes 19 232 5 96 14 46.7
No 63 76.8 47 904 16 533
Freedom of position and movement 0.25**
Yes 74  90.2 45 865 29 96.7
No 8 9.8 7 135 1 3.3
Non-pharmacological methods for pain <0.01*
relief
Yes 53 64.6 25 481 28 933
No 29 354 27 519 2 6.7
Presence of companion (prepartum) 0.11*
Yes 51 621 29 442 22 733
No 31 378 23 558 8 26.7
Presence of companion (labor) 0.10*
Yes 34 415 18 346 16 533
No 48 58.5 34 654 14 46.7
Use of partogram 0.43*
Yes 51 622 34 654 17 56.7
No 31 378 18 346 13 433

*Chi-square test **Fisher's Exact Test

Regarding frequencies of practices considered to be harmful or ineffective during labor and delivery and
to be abandoned, it was observed that enema and trichotomy were not routinely used, occurring in only 3.7%
of all puerperae. The lithotomy position was routinely used during delivery, being reported by 92.7% of
postpartum women. The Kristeller maneuver was used in 20.7% of deliveries. In the comparison between
the puerperae with hospital delivery time of up to eight and more than eight hours, none of these four practices
presented significant difference (all p values were > 0.05) (Table 3).

Table 3. Frequencies of practices clearly harmful or ineffective during labor and delivery for total postpartum women
with up to 8 and more than 8 hours of hospital labor (n=82).

Hospital labor time

) Total (hours) p

Variables Upto8  More than 8
n % n % n %

Enema 1.00**

Yes 3 3.7 2 3.8 1 96.7

No 79 96.3 50 96.2 29 3.3
Trichotomy 0.55**

Yes 3 3.7 1 1.9 2 6.7

No 79 96.3 51 98.1 28 93.3
Lithotomy position during delivery 0.66**

Yes 76 92.7 49 942 27 90.0

No 6 7.3 3 5.8 3 10.0
Kristeller maneuver 0.12*

Yes 17 207 8 154 9 30.0

No 65 79.3 44 846 21 70.0

*Chi-square test  **Fisher's Exact Test
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The Table 4 shows frequency of practices that are frequently used inappropriately during labor and
delivery, for all deliveries and with up to 8 and more than 8 hours of hospital labor.

Table 4. Frequency of practices that are frequently used inappropriately during labor and delivery, for all deliveries and
with up to 8 and more than 8 hours of hospital labor (n=82).
Admission time until delivery (hours)

Total

Variables Upto 8 More than 8 p
n % n % n %
Amniotomy 1.00**
Yes 4 49 3 5.8 1 3.3
No 78 95.1 49 94.2 29 96.7
Oxytocin infusion 0.01*
Yes 34 415 16 30.8 18 60.0
No 48 58.5 36 69.2 12 40.0
Analgesia 0.37**
Yes 1 12 0 0.0 1 3.3
No 81 98.8 52 100.0 29 96.7
Episiotomy <0.01*
Yes 30 36.6 12 23.1 18 60.0
No 52 63.4 40 76.9 12 40.0

*Chi-square test  **Fisher's Exact Test

Regarding the obstetric practices that are frequently used inappropriately during labor and delivery,
amniotomy was performed in 4.9% of cases. Oxytocin infusion in the first or second periods of labor occurred
in 41.5% of the analyzed births. In 1.2% of cases, analgesia was used and episiotomy was performed in
36.6% of women. There was a significant association for the puerperae with hospital delivery time of more
than 8 hours and oxytocin infusion during the first and second periods of labor (p=0.01) and episiotomy
(p<0.01), in relation to postpartum women with hospital delivery time of up to 8 hours (Table 4).

DISCUSSION

This study evaluated the practices in hospital care during labor and normal delivery in a maternity hospital
in Southern Brazil. Overall, the women surveyed may be considered young, with the vast majority having a
partner and being white, many with less than eight years of schooling and most of them without paid work.
The low age associated with low schooling favors unemployment and women's economic and social
dependence [11].

Prenatal follow-up was performed by almost all the puerperae surveyed, similar to an evaluation that
described obstetric care provided in two municipal public maternity hospitals during normal delivery in the
city of Natal [12]. However, the authors reported that approximately half of the postpartum women had 7 or
more prenatal consultations, a lower percentage than in this study.

As for the newborn characteristics, 3.7% of pregnancies younger than 37 weeks at delivery, higher [12]
and slightly lower [13] prematurity value than reported in the literature. Newborns weighting less than 2,500
grams at birth were close to those of other studies [12-13]. Apgar values of 8 or more in the fifth minute were
considered satisfactory and better when compared to the literature [12].

In the evaluation of quality of care for labor and normal delivery, among the practices that are
demonstrably useful and that should be encouraged is the offer of oral diet for the parturient. In this study,
the supply of oral diet, including liquids and solids, was reported by almost a quarter of the puerperae
surveyed. Similarly, women with usual obstetric risk received an oral diet in a survey that evaluated the use
of good practices and obstetric interventions in labor and delivery care with data from the research Nascer
no Brasil, conducted in 2011 and 2012 [14]. Studies have reported an oral diet offer during labor of 54.6% [1]
and zero diet in 62% of parturients [13]. In this study, the hospital labor time of more than 8 hours was
significantly associated to the useful practices of offering oral diet. Restricting liquids and food during labor is
a common practice in many healthcare facilities. Restriction of oral ingestion may be unpleasant for some
women and may adversely influence their labor experience [15]. The low percentage of oral diet offerings
may be linked to the uncertainties of possible interventions such as emergency cesarean section. However,
the Ministry of Health recommends that women in labor may ingest liquids, preferably isotonic solutions and
not just water. In addition, those who are on opioid or do not present imminent risk factors for general
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anesthesia may eat a light diet [10]. In fact, since the evidence does not show benefits or damages, there is
no justification for restricting liquids and foods during labor for women at low risk of complications [15].

Freedom of position and movement were reported by the vast majority of postpartum women. This result
was similar to a study that sought to evaluate delivery care in health institutions, where physicians and
obstetrical nurses worked together in Belo Horizonte, where 230 and 238 postpartum women were surveyed
for practices in labor and delivery, respectively. Of the 230 postpartum women surveyed during labor, 96%
reported free movement [1]. The freedom of movement for the parturient has also been reported in other
studies [11,14,16], reinforcing the practice of vertical position during labor. The benefits of adequate parturient
mobility positively influence labor by increasing pain tolerance, avoiding drug use, and improving the course
of dilation and reducing the duration of the labor active phase, as evidenced in one clinical trial performed at
the Centro de Obstetricia do Hospital Universitario de Sdo Paulo (USP), in which a comparative analysis was
performed between a treatment group and a control group, both with 50 parturients each [17].

Another practice with a high percentage of reporting was the use of non-pharmacological methods for
pain relief, by 62.6% of postpartum women, a value lower than that found in a previously cited study (74.2%)
[1], but at least twice as high than that reported in the literature [14]. The hospital labor time of more than 8
hours was significantly associated to the useful practices of non-pharmacological methods for pain relief. The
increased use of non-pharmacological methods for pain relief may demonstrate the healthcare team concern
to provide greater comfort to the parturient as labor time is prolonged. The majority of postpartum women in
this study reported performing sprinkling in hot water and massage, practices that are recommended by the
Ministry of Health [10]. At Centro de Parto Normal Casa de Maria, in the city of Sdo Paulo, where 991
parturients and their newborns were surveyed between 2003 and 2006, sprinkler bath (71.0%) or immersion
(21.9%) and comfort massage (29.8%) [11] were also used. Sprinkler bath was reported in 23.48% of women,
identifying practices used by obstetric nurses in delivery care in two public maternity hospitals in Rio de
Janeiro, where 4,787 births were evaluated, of which 2,914 were monitored by obstetric nurses [16].
Importantly, the offer of non-pharmacological methods for pain relief demonstrates support by the team in
taking measures to make labor more comfortable, supporting the parturient’s choice.

In this study, the presence of companion was evaluated during the prepartum period and at delivery. A
companion rate of around 60% in the prepartum period and 40% in the delivery was observed, data
considered satisfactory when compared to the presence of family members during labor of 19.5% [13] and
between 0.9 and 19.2% [18]. However, the values found could be even higher, as reported in the literature
(95.4% [11], 92.2% [11] and 86.7% [12]). In a Brazilian research [14], 24.5% of women had no companion,
56.7% had partial companion and only 18.8% had continuous companion. The independent predictors of not
having a companion or partial companion were the low income and schooling, brown skin, use of the public
sector, multiparity and vaginal delivery [19]. It should be considered that the evaluation of this indicator can
be hampered if there is a lack of structure of maternity hospitals in welcoming the companion and ensuring
privacy to the other patients. In the maternity hospital studied, it was requested that, whenever possible, the
companion of choice was female, seeking to maintain greater comfort and privacy for the parturients. The
presence of family members in the delivery is a right guaranteed in Brazil by Law 11108/2005, regulated by
the Ministry of Health by the Administrative Rule 2418/2005 [20]. The main benefits of continuous support in
childbirth (not necessarily family/friends) would be the reduction of labor time [21-22], the lower propensity to
use oxytocin [21] and analgesia, a better satisfaction and positive experience of childbirth, the lower incidence
of cesarean section [10,21-22] and instrumentalized vaginal delivery [10]. This latter benefit is most evident
when performed by non-professionals of the hospital, but partners, relatives, friends and doulas. Continued
support at childbirth would require further investment in the training and placement of healthcare
professionals. However, these investments could lead to lower costs, considering the benefits, such as the
reduction of procedures and interventions [10].

The presence of a partograph in 62.2% of medical records is above the average reported in a survey
conducted in Brazil (41.4%) and 28.5%, described in a study evaluating the quality of hospital care for normal
delivery in Goiania, with 404 women in 13 hospitals [13]. In a different way, 77.4% of partogram was found
in the monitoring of labor progression [1] and 93.4 and 99.11% during the evaluation of 213 and 222 patients,
respectively, in two maternity hospitals in Rio de Janeiro, using WHO standards as standard [18]. The
frequency of this non-existent or incompletely filled document reached almost 40% in this study and a very
low value of its use [12], even though it is known from the evidence that its use can bring benefits. A WHO
partograph template or equivalent, with a 4-hour course of action, should be used to record the labor progress
[10].
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With regard to clearly harmful or ineffective practices that should be eliminated from labor and delivery,
enema and trichotomy were reported in only 3.7% for both cases, indicating their almost complete elimination
during labor care in the maternity hospital in matter. This also occurred in a study conducted in Belo
Horizonte, where no enema and trichotomy were performed [1], and in a study conducted in Goiania, the
enema was performed in a very low percentage [13]. However, values of 17% and 38.4% for enema and
63.3% and 41.1% for trichotomy practice in vaginal deliveries [18] and 41.1% of trichotomy [13] were still
found. The National Guideline on Assistance to Normal Delivery, elaborated by the Ministry of Health, makes
it clear that enema and pubic and perineal trichotomy should not be performed routinely during labor [10].
Despite this, the practice of trichotomy remains incorporated in the puerperae culture, and among those who
did not undergo trichotomy in a hospital environment, 92.2% reported that this practice was performed at
home.

The lithotomy position during delivery was reported by 92.7% of parturients. This high percentage may
indicate a model of attention marked by harmful or ineffective interventions. Some studies have shown similar
results, with percentages of 98.8% [18] and 97.1% [14] for lithotomy position and 100% for supine position
[13]. The lying position for delivery is culturally rooted, not only by healthcare professionals, but also by the
patients themselves [1]. However, some publications have shown greater proportions of the use of non-
lithotomic positions in delivery [16,23-24], which may indicate a search for changes in practices related to the
pregnant women care. In fact, the parturient should be discouraged from adopting the supine, horizontal or
semi-supine dorsal decubitus positions during the second period of labor, but encouraged to adopt any other
position she finds more comfortable, such as squatting, lateral or four supports [10]. A recent review suggests
several possible benefits for upright position in women without epidural anesthesia, such as a slight reduction
in the duration of the second stage of labor (especially in primigravidae) and reduction of episiotomy and
assisted delivery rates [25].

Current recommendations suggest that the Kristeller maneuver should not be performed in the second
period of labor [10]. In the present study, it was reported by approximately one fifth of postpartum women.
Although the frequency was lower than 37.3% of women classified as usual obstetric risk [14] and other
researches with even greater percentages [13-18], these rates were expected to be close to zero or very low,
as in the evaluation carried out in Belo Horizonte, where only 9.3% reported this practice [1]. It seems that
the phenomenon of using the Kristeller maneuver or compression of the uterine fund is more common than
is disclosed, resulting in even legal implications against physicians and healthcare providers in the United
States and the European Union [26].

Among the practices frequently used inappropriately during labor and delivery, amniotomy was described
in 4.9% of charts, much smaller than those found in national studies, ranging from 40.7% a 82.2% [1,9,11,14].
Early amniotomy, associated or not with oxytocin, should not be performed routinely in laboring women
progressing well but may be considered in the suspicion of failure to progress in the first stage of labor with
intact membranes. In these cases, amniotomy can decrease labor for approximately one hour and increase
the intensity and pain of contractions [10].

The use of oxytocin should be considered when contractions are inadequate at the beginning of the
second period of labor [10,27]. However, this practice was evidenced in 41.5% of cases in this study, and its
use is even more frequent in other reports in the literature [1,12-13]. In this study, the longer hospital labor
time (> 8 hours) was significantly associated with the often inadequately used practices of oxytocin infusion.
Maybe the prolongation of hospital labor time is accompanied by anxiety feelings of the patient, her
companion or the healthcare team. This could lead to interventionist practices in order to shorten labor time,
practices that are sometimes unnecessary or inappropriate.

Oxytocin may cause, among other effects, increased intensity and frequency of uterine contractions,
nausea, vomiting, stomach pain, cardiac arrhythmias and increased blood pressure. In this sense, it is
important to monitor, during its administration, the frequency of uterine contractions, the patient's blood
pressure and fetal heart rate [27].

The frequency of regional analgesia at delivery was extremely low. Other studies indicated very variable
values, from the non-existence of analgesia to 54.4% [1,9,13-14,18]. Although non-pharmacological methods
for pain relief were used in the maternity hospital in matter, the frequency of regional analgesia was very low.
The maternal request for labor analgesia comprises sufficient indication for its accomplishment, regardless
of the stage of labor and the dilation degree, provided that it is clarified and discussed with the pregnant
woman. However, the parturient should be alerted about association with negative outcome, adverse effects
and major complications, as well as increased need for venous access and monitoring [10].
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Currently, it is recommended that episiotomy should not be performed routinely during spontaneous
vaginal delivery [10]. Considering this recommendation, the occurrence of episiotomy was observed in two
public maternity hospitals in Rio de Janeiro in only 4.0% and 8.29% of cases [16], in 8.4% ! of pregnant
women surveyed in 11 maternity hospitals in Belo Horizonte and in 7.2% and 14.8% in other studies [9].
Thus, the value found in this study (36,6%) can be considered higher than expected, as well as in other
publications, ranging from 53.6% to 85.2% [11-14,18]. Moreover, the longer hospital labor time showed a
significant association with the often inadequately used practices of episiotomy. Many physicians believe that
routine episiotomy prevents serious injury during labor. A recent review has shown that believing that routine
episiotomy reduces perineal/vaginal trauma is not supported by the current evidence [28].

Among the limitations of the present study is the collection of information from medical records that
depend on the quality of their completion. Nevertheless, many studies on the same subject use medical
records as a source for data collection [1,9,11,13-14,18]. The information provided by the puerperal
interviewees is subject to memory bias, which is minimized by the interview until 48 hours after delivery.
Despite these limitations, the results may contribute to a better understanding of hospital care practices
during labor and normal delivery.

It is expected that the results found may support strategies aimed at improving care during delivery. As
examples, multidisciplinary model of hospital care, with integration of other health professionals; monitoring
of labor and delivery with scientific rigor and humanization in care, with implementation of support actions
and support to pregnant women in labor.

CONCLUSION

In the evaluation of the three categories of hospital care practices during labor and normal delivery, both
percentages considered satisfactory and not satisfactory were observed. Hospital labor time longer than 8
hours was associated with offering oral diet, use of non-pharmacological methods for pain relief, oxytocin
infusion and episiotomy.

It is important for the healthcare team to be able to accommodate women in labor at such an important
time in their reproductive lives, providing adequate clinical and emotional support, and labor and delivery
assistance with a minimum of intervention, compatible with the recommendations.
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