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The teaching of good obstetric practices from the Residency 
preceptors’ perspective 

Abstract  The aim of this study was to unders-
tand how the topic of good obstetric practices is 
taught in residency programs according to the 
preceptors’ perception. This is a descriptive, ex-
ploratory study, with data triangulation, with a 
qualitative approach. A total of 35 professionals 
participated in the study, of which 21 were phy-
sicians and 14 nurses. Data were collected from 
March to June 2018. The analysis was supported 
by NVivo software. The nuclei of meanings and 
categories were identified in the different stages, in 
pedagogical projects: the structuring aspects, com-
petence profile and guiding policies for normal 
childbirth; in the interviews: theoretical-practical 
approach and the practices present in the training 
and, in participant observation:  aspects related to 
the structure of the scenarios and the use of prac-
tices. Possibilities and limits were observed in the 
role of preceptors in the training process, constitu-
ting an area that requires continuous attention, 
aimed at the strengthening of the pedagogical pro-
cesses in order to expand the disruptive potential 
of new health professionals.
Key words Health human resource training, Na-
tural childbirth, Obstetrics, Women’s health
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Introduction

The health education scenario is a considerable 
pedagogical challenge to be faced by residen-
cy programs1. The fragmentation of health care 
persists, prioritizing super-specialization and so-
phistication of procedures, ignoring pedagogical 
strategies based on problematized teaching and 
the construction of collective knowledge2. Pro-
fessional training in health is a complex process. 
Moreover, this model has enhanced the technical 
and social division of health work3.

The training in the “residency in health” 
modality is considered a modality of in-servi-
ce training, which is based on learning through 
daily practice, from exposure to situations that 
are specific to training, and represent moments 
of professional daily life, planned in a didactic 
manner1. In addition to contributing to the ideo-
logical construction guided by ethics and profes-
sional identity, its understanding is not limited 
to an isolated educational project of specializa-
tion, but also aimed at training the workforce in 
institutions that maintain programs and a health 
policy space4.

In the context of training in obstetrics, there 
is a distinction between the Medical Residency 
and Health Professional Areas (Uniprofessional – 
Obstetric Nursing), which are postgraduate tea-
ching modalities characterized by in-service trai-
ning and supervised by qualified professionals. 
They are considered the gold standard of lato 
sensu postgraduate courses, a practice characte-
rized by the progressive acquisition of technical 
and relational attributes in the development of 
professionalism. They are regarded as a differen-
tiated professional qualification, as they enable 
the development of knowledge and professional 
skills, add security in the development of work 
and satisfaction with the profession5,6.

In the health production scenario, the Bra-
zilian health system still faces major challenges 
in providing comprehensive and quality care to 
women. However, scenarios with the potential to 
act synergistically for an effective change in deli-
very and birth care are identified, with the imple-
mentation of good perinatal practices as public 
policy1,7. Evidence-based practice is an effective 
strategy to improve the quality of obstetric care8, 
but it is not always an easy process to encourage 
health professionals to change routine interven-
tions in accordance with these practices.

Considering that the change in the delivery 
care model can occur through the adequate trai-
ning of new professionals, based on the expertise 

of good obstetric practices, it is essential to reflect 
on training perspectives that go beyond the tech-
nical-pedagogical approaches, as the educational 
process is essentially a social, relational, commu-
nication and political one9,10.

Thus, given the potential of the training pro-
cess to change the obstetric model and to reduce 
maternal and neonatal morbidity and mortality, 
this study aims to understand how the topic of 
good obstetric practices is taught in residency 
programs (nursing and medicine) according to 
the tutors’ perception.

Method

This is a descriptive, exploratory study, with data 
triangulation, with a qualitative approach. We ai-
med to disclose social processes that remain little 
known, based on the reports of the tutors of the 
residency course in obstetrics. The qualitative 
approach showed to be adequate, as it meets very 
particular questions. It is concerned with a level 
of reality that cannot be quantified1,11. Data trian-
gulation emerged as a dialogue strategy, capable 
of enabling the intertwining between theory and 
practice and aggregating multiple sources of evi-
dence in relation to the same set of questions, 
aiming to corroborate the same finding1,12. The 
study was carried out with tutors from a higher 
education institution in the Federal District. The 
participants were obstetricians and obstetric 
nurses, who work as preceptors in the Residency 
Course. The participants’ inclusion criteria were 
defined as: working as a preceptor of medical re-
sidency or obstetric nursing courses and agreeing 
to participate in the study.

A total of 35 preceptors participated, of whi-
ch 14 were nurses and 21 physicians. Preceptors 
from all services were invited, which characteri-
zes the amplitude of the research. The sample was 
a non-probabilistic one and adopted convenien-
ce sampling1,13. The depletion of new subjects in 
the respondents’ discourse was used as a sample 
saturation parameter1,14.

Data collection from the interview and par-
ticipant observation were carried out between 
March and June in 2018. The search for pedago-
gical projects required a longer time and started 
in August 2017. When analyzing the documents, 
we aimed to answer the following question: Are 
the recommendations of the national and inter-
national guidelines for childbirth care textually 
included in the pedagogical projects of residen-
cy courses in obstetrics? For the analysis of the 
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pedagogical projects, the usual content analysis 
techniques were used aiming to decipher, in each 
text, the emerging nucleus that would meet the 
purpose of the research. This stage consisted of 
a codification, interpretation process and infe-
rences about the information contained in the 
projects1,11.

Face-to-face interviews, with a mean duration 
of thirty minutes, were guided by a semi-structu-
red questionnaire. The questionnaire included 
the following agenda: How are good practices in 
labor and birth care addressed during the resi-
dency program (What is taught? How is it tau-
ght?)? What evidently useful practices are used by 
residents when working with patients in labor?1 
The interviews were recorded on digital media 
for subsequent transcription and data analysis. 
The software NVivo13 was used to support the 
qualitative data analysis in the process of content 
analysis15. 

Participant observation was carried out in 
the eight investigated scenarios, with the aid 
of a field diary, and two thematics were identi-
fied:  the structure of the birth scenario (space 
for walking, use of a birthing stool, ball, rocking 
birthing chair, shower and PPP [pre-, peri- and 
postpartum] beds) and the use of practices for 
conducting the labor and birth (category A-prac-
tices that are demonstrably useful and should be 
encouraged; category B-clearly harmful or inef-
fective practices; category C-practices without 
sufficient evidence to support a clear recommen-
dation; and, category D-practices frequently used 
inappropriately. Participant observation allows 
obtaining a holistic and natural perspective of 
the assessed topic16. This technique was perfor-
med with the help of a guiding script, and the 
items categorized as “yes” or “no” aimed to show 
whether certain actions were performed or not 
by the preceptors in the obstetric residency cou-
rse. The presence or absence of aspects related to 
environment and use of practices was considered 
for the analysis.

Data triangulation between the three resear-
ch products allowed an aggregation of the analy-
sis and the acquisition of a certain reality from 
different angles, allowing the assessment of in-
formation, aiming to minimize biases resulting 
from a single analysis perspective12.

This study followed the determinations of 
Resolution 466, of December 12, 2012, of the Na-
tional Health Council, which provides guidelines 
and regulatory standards for research involving 
human beings. The project was approved by the 
Research Ethics Committee of the Health Secre-

tariat of the Federal District – CEP/SES/DF un-
der Opinion N. 2,166,900 of July 10, 2017.

Results and discussion

Pedagogical projects of the courses

The search for the pedagogical projects of the 
residency programs was carried out upon request 
by electronic mail (e-mail) sent to the course co-
ordinators. A political-pedagogical project im-
plies strategies and practical proposals for action. 
In order to educate, it is not enough to indicate 
a destination and a path to get there. It is neces-
sary to indicate how to get there and walk the 
path together. The project must indicate broad 
perspectives, which values ​​guide the educational 
action, the ideologies at stake, and a discussion 
of the local, national and international context. It 
must portray the aspirations, ideals and hopes of 
the academic community1.

In the residency teaching modality, 80% to 
90% of the courses take place in the context of 
care practice, which requires planning of the ac-
tions of the pedagogical project, not only about 
what is taught, but how it is taught1. For Freire 17, 
under the conditions of true learning, students 
are transformed into real subjects of construc-
tion and reconstruction of the taught knowledge, 
alongside the preceptor, who is also the subject 
of the process.

Regarding the political-pedagogical projects, 
we aimed to verify whether public policies rela-
ted to childbirth and birth were contemplated, 
in accordance with the recommendations of the 
Ministry of Health (MH) and the World Health 
Organization (WHO). Initially, the material was 
organized, the projects were read while looking 
for coincident and divergent syntheses of ideas 
and, subsequently, the following analysis catego-
ries were defined: structural aspects of the pro-
jects; graduates’ competence profile and, finally, 
public policies guiding normal birth1.

Chart 1 shows the two categories identified 
in the medical residency projects, followed by the 
registration units. The structuring aspects of the 
pedagogical project, as well as the competences to 
be developed by the graduates, are similar in the 
projects of the analyzed medical residency pro-
grams. In addition to the content, it is necessary 
to insist that the meanings of educational objec-
tives cannot be limited to the content established 
by accumulated traditions, but that they can and 
should be revised and modified1,18.
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Although Brazil has edited policies, programs 
and strategies since the 1980s, as well as other 
Latin American countries, there has been an 
alarming increase in the rates of Caesarean sec-
tions, making this the main type of delivery. Of 
the 3 million births that occur annually, 55.5% 
occur by Caesarean section, although Normal 
Birth Centers have been increasingly created and 
movements in favor of normal birth have gained 
strength1,19.

Faced with a scenario of discussion regarding 
the autonomy of women and medical profes-
sionals, the Federal Council of Medicine (CFM, 
Conselho Federal de Medicina) gave its opinion 
through Resolution N. 2,144/2016, clarifying 
that, as long as she has received information 
about the risks and benefits of both vaginal and 
Caesarean deliveries, it is the pregnant woman’s 
right to choose to undergo the Caesarean section 
in elective situations (from the 39th week of ges-
tation)1,20.

Chart 2 shows the three identified categories, 
followed by the registration units. The political
-pedagogical project of the nursing residency 
course brings, in a contextual manner, all MH 
programs and policies to encourage the promo-
tion of normal and humanized childbirth1.

It refers to government programs developed 
to improve maternal health concentrating on 

childbirth and birth care, with a strong potential 
for the reduction of maternal mortality. It ad-
dresses the Comprehensive Assistance Program 
for Women’s Health (PAISM, Programa de Assis-
tência Integral à Saúde da Mulher), considered a 
reference program in going beyond the maternal
-infant perspective and treating women further 
than their reproductive specificity1,21.

It mentions the Technical Report “Care in 
normal birth: a practical guide” (WHO, 1996) 
which classifies the practices according to useful-
ness, efficacy and risk, to guide the professional’s 
conduct in the management of labor and delivery. 
Based on this document, it was possible to urge 
professionals to rethink childbirth as an event 
that transcends the strictly biological aspects1,22.

It addresses the Program for the Humaniza-
tion of Prenatal Care and Birth (PHPN,  Progra-
ma de Humanização do Pré-natal e Nascimento), 
which has as its central objective to establish 
adequate procedures for the care of childbirth 
and birth and include working with Traditional 
Midwives; it also highlights the importance of the 
Cegonha Network, which incorporated the ac-
tions from previous programs, to ensure access, 
embracement and effectiveness in care during 
labor and birth, the growth/development of the 
child up to 24 months and access to reproductive 
planning1,21.

Chart 1. Political-pedagogical projects of the Medical Residency Program. Brasília, DF, 2019.

Structural aspects Graduates’ competence profile

Pedagogical guidelines To know and interpret the main epidemiological, demographic and socio-
economic-cultural aspects that affect women's health

General and specific objectives To develop knowledge for an adequate understanding of the relationship 
between psychological alterations and tocogynecological disorders

Student evaluation process Practicing low- and high-risk prenatal care; and training in the prevention, 
diagnosis and treatment of the main clinical and obstetric complications

Program self-assessment To develop the capacity of judgment and discernment to indicate effective 
and efficient tests and treatments

Faculty/year Capacity to communicate with patients, colleagues, professionals in the field 
and other people involved in the treatment

Theoretical and practical 
program

Capacity to work harmoniously in a team

Duration and total workload Compliance with ethical principles

Supervisor’s attributions Professional commitment and responsibility

Preceptor’s attributions To train specialists with knowledge, skills and competences to work in the 
SUS and private health network

Graduate’s profile and 
competence

Comprehensive and humanized care in women's health 

Criteria for completion of the 
MRP and board certification

Promote greater teaching-service interaction

Source: New Trends in Qualitative Research 3 (2020, p. 97).
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 As the last update of the political-pedagogical 
project of the nursing course was in 2016, it does 
not include, therefore, the National Guidelines 
for Care in Normal Childbirth, the most recent 
document from the MH, prepared in partnership 
with scientific societies and representatives of 
civil society, which proposes evidence-based re-
commendations on issues related to the types of 
delivery. The creation of the Guidelines followed 
systematic methods described in the literature to 
adapt existing clinical guidelines to the local re-
ality1,20.

Therefore, the pedagogical project of the nur-
sing course has contents that support the promo-
tion of changes in care paradigms, aimed at he-
alth practices based on scientific evidence1. For 
Leal23, the presence of an obstetric nurse as part 
of the delivery care team is associated with better 
results in labor and delivery, reduces unnecessary 
interventions, including Caesarean sections, in-
creases women’s satisfaction, the appropriate use 
of beneficial technologies and positive perinatal 
outcomes.

Interviews with the preceptors

Within the proposed objective, we aimed to 
assess in the preceptors’ speech how the good 
practices are discussed in the residency program, 
what is addressed, how it is addressed, and which 
practices are most frequently used in the service. 
The interviews were carried out between March 
and June in 2018; the participants were identified 
by their professional category (P = Physician and 
N = Nurse), followed by a cardinal number (E1 
or M1, and so forth)1.

Chart 3 is a synthesis of responses related 
to how good practices are addressed during the 
residency program (What is taught? How is it 
taught?) and which practices are used. We sought 
to establish an interaction between the content 
manifested in the documents with the content of 
the respondents’ statements.

According to the preceptors, they teach the 
best practices recommended by national and in-
ternational guidelines for assisting normal birth 
and seek alignment between theory and practice 

Chart 2. Political-pedagogical project of the Residency Program in Obstetric Nursing. Brasília, DF, 2019.

Structural aspects Perfil de competências dos egressos
Políticas públicas 

norteadoras da promoção 
do parto normal

Graduates’ competence profile Public policies guiding 
the promotion of normal 
childbirth

Pedagogical 
guidelines

To know and apply the Public Policies of Maternal and 
Perinatal Health

To use the guiding references 
for the promotion of normal 
birth

General and 
specific objectives

To provide assistance and nursing care in a systematic, 
comprehensive and humanized way to women in the 
pregnancy-puerperal cycle, as well as to their newborns and 
their families, in the context of primary and secondary care

Comprehensive Women's 
Health Care Program

Student’s 
evaluation process

To assist women in obstetric emergency situations WHO/MH Technical Report 
– Assistance in Normal 
Childbirth: a practical guide

Program self-
assessment

To assist women and their families in situations of violence Prenatal and Birth 
Humanization Program

Faculty/year To assist the woman with clinical complications and 
obstetric pathologies in the pregnancy-puerperal cycle

National Policy for 
Comprehensive Care in 
Women's Health 

Theoretical and 
practical program

To develop critical-reflective capacities related to 
professional practice

Cegonha Network Program

Duration and total 
workload

To plan and implement educational programs for users and 
the nursing staff

Graduates’ 
competence profile

To provide care based on scientific evidence, striving for 
the ethical principles of the profession. To encourage the 
promotion of changes in care paradigms, aimed at health 
practices based on scientific evidence

Source: New Trends in Qualitative Research 3 (2020, p. 98).
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from the classroom to practical scenarios. Howe-
ver, when analyzing the pedagogical projects of 
medicine, there are gaps in the description of 

public policies related to the promotion of good 
practices in normal birth1. This discrepancy be-
tween what is contained in the pedagogical pro-

Chart 3. The teaching of good practices in the residency program, according to the preceptors. Brasília, DF, 2019.

Thematic Categories Registration units

Alignment
between 
theoretical 
content and 
practice

Programmatic content “We have an entire program, a programmatic content, revised annually, 
which is the pedagogical project, and in the content, the topic of good 
practices is addressed” (N1)

“During the residency development, they have a workshop, they are 
tutored on good practices, which would be the theoretical part and 
they come to apply them, [...] then they are taught by us, with all 
the resources and mechanisms that facilitate good practices and they 
learn together with us, watching us do it and performing these good 
practices with us” (N13)

“One of the first modules they have in the theoretical program of 
medical residency is childbirth care and in this module, they have all 
the items related to good practices in childbirth care. Moreover, during 
the practical activity, the theoretical part is put into practice. It is seen 
in theory and at the moment of practice” (P1)

Theoretical and 
practical moment

“We address it at all times, in lectures and during practice, every time 
we provide assistance, we use good practices and pass this on to the 
residents” (N3)

“Currently, practice is more in line with theory and since the beginning, 
from the public policies of the first module, we see the protocols, the 
evidence [...] the residency is guided by them, it is grounded on these 
Good Practices” (N4)

“It is seen in the theoretical-practical program together with the other 
items that are part of the theoretical program and then it is taught in 
daily practice” (P9)

Practices in 
normal birth 
care

Evidently useful 
practices

“The non-pharmacological methods, we try to use all of them” (N12)

“The presence of a companion and free-choice doula” (N5)

“[...] skin-to-skin contact, delayed clamping of the cord, breastfeeding 
within the first hour of delivery” (P9)

“[...] I ask, talk to the woman, look her in the eye, listen to what she 
has to say, because that is where you will guide your practice, [...] 
bonding is the main way, in In my opinion, of providing qualified 
assistance under the precepts of humanization, of a respectful 
delivery, because it does not help to have a ‘one-size-fits-all’ approach 
with everyone, not all things are the same” (N11)

“In relation to harmful or ineffective practices that must be eliminated 
and are worthless in this service is the use of routine intravenous 
infusion, the lithotomy position and directed pushing” (E5)

Clearly harmful 
practices

“Nowadays, there is no such thing as routine induction [...]” (E7)

Practices without 
evidence that should be 
used with caution

“The Kristeller maneuver is rarely done, but it still happens” (E11)

Inappropriately used 
practices 

“In the nursing residency, we have eradicated the episiotomy, it is not 
done” (E2)

“Vaginal examinations by more than one professional are done because 
we need to teach, don’t we? [...] so the examination is done twice – by 
the evaluating physician and the student” (M10)

Source: New Trends in Qualitative Research 3 (2020, p. 100).
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ject and the practices declared by the tutors sig-
nals the reproduction of the hidden curriculum 
in the training of residents, a fact that also occurs 
in undergraduate medical school24.

The curriculum of a training program consists 
of multiple dimensions. The official dimension 
or official curriculum stands out, corresponding 
to what is written in an institutional document, 
with a legal and normative framework, which 
provides the pedagogical plan that teachers must 
put into practice. It constitutes a reference for 
the managers. However, there is the operational 
dimension of the curriculum, which consists of 
what is taught and evaluated in practice, invol-
ving all the factual actions between teachers and 
students and differs from the previous one be-
cause each teacher makes an interpretation. And 
there is the hidden curriculum, which is one that 
exists in the learning process but is not embodied 
in the formal curriculum and, therefore, it is not 
officially recognized. It can have a greater impact 
on the student, as it is related to ethnicity, gender, 
religion or other issues that are unknown 25. It 
results from the interpersonal relationships that 
develop in the academic sphere, with emphasis 
on those that emerge from everyday situations 
and are not established in the set of knowledges 
included in the formal curriculum24.

It is considered that part of today’s preceptors 
are still the result of the old training model that 
they experienced as resident students and that 
reproduce biomedical models, avoiding the pro-
motion of the problematizing practice that leads 
the student/resident to question and reflect on 
the facts that they face, leading to the formation 
of a critical consciousness. And thinking is not 
just “reasoning” or “calculating” or “debating”, as 
we have been taught, but above all it is to make 
sense of who we are and to what happens to us1,26. 
Thus, an in-depth and continuous analysis of the 
educational and professional training experien-
ces that constitute the several dimensions of the 
residency program curriculum is required, espe-
cially those that occur unintentionally, mainly re-
lated to the development of values ​​and attitudes, 
which constitute the “background” of the lear-
ning process24.

The need for change in professional training 
with theoretical-practical support for a humani-
zed obstetric care is one of the strategies devised 
by Rede Cegonha (the “Stork” Network)21 for the 
implementation of care that favors the well-being 
of the pregnant woman and the newborn. Addi-
tionally, this model seeks to be as little invasive 
as possible, considering both the physiological 

and psychological processes and the sociocultu-
ral context1.

One considers that relearning is much more 
difficult than learning in the initial training, and 
that the change in the delivery care model can oc-
cur through the adequate training of new profes-
sionals, based on the expertise of good obstetric 
practices. Based on this, it is essential to reflect 
on training perspectives that go beyond the tech-
nical-pedagogical approaches, as the educational 
process is essentially a social, relational, commu-
nication and political one1,8.

According to Merhy27, some trainings are ne-
cessary for the acquisition of certain work techni-
ques and can be supplied without much difficul-
ty. This author states that health education and 
health work literally intermingle, that one pro-
duces the other, both for the construction of the 
worker’s competence and for the expression of 
their place as a care-producing subject. For Feue-
rwerker28, one practice enhances the other; one 
does not happen without the other. Therefore, it 
is not possible to think about changes in training 
without the concomitant production of many 
action processes in territories and units that are 
built in a shared manner. According to Freire’s17 
ideas, it seems that tutors have possibilities and 
limits, as historical and unfinished beings who 
undergo conditioning caused by the sociocultu-
ral and economic context to which they belong, 
while developing a strong potential for change.

Participant observation

In the participant observation, it was possible 
to understand the performance scenarios of the 
residency tutors, as well as to verify the presen-
ce or absence of resources available in the use of 
practices and which practices are guided in child-
birth and birth care. The participant observation 
makes it possible to understand the relationships 
between individuals and between individuals 
and institutions, as well as the practices, perspec-
tives and opinions of the research subjects, which 
would not be possible to comprehend through 
other techniques11.

Of the eight practical scenarios of the resi-
dency programs, only two had a planned physical 
structure for patient ambulation during labor 
management. The others, despite the lack of a 
suitable environment, make this practice viable 
in the physical space of the Unit’s corridors. PPP 
(pre-, peri- and postpartum) beds are present 
in the environment of all scenarios, helping the 
mother to have her privacy preserved throughout 
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the process of labor and delivery and can welco-
me the companion of her choice, whether they 
are male or female.

The use of practices identified in partici-
pant observation is in line with the interview 
responses. Soft care technologies are offered by 
preceptors through non-pharmacological pain 
relief methods. The mother has access to the ball, 
the rocking birthing chair, the warm shower, the 
massage and the birth stool as alternatives to the 
verticalized positions for birth. However, each 
woman, depending on her culture, beliefs and re-
ligion, chooses the ones that bring more comfort 
and well-being during the birth process.

In addition to the benefits of support in labor 
and delivery for the perinatal outcomes, women 
with companions report having suffered less vio-
lence during childbirth and demonstrate more 
satisfaction with the care they received. The pre-
sence of an obstetric nurse as a member of the 
delivery care team has a positive impact on the 
reduction of Caesarean sections and on the use 
of good practices recommended by the WHO 
and MH23. Studies consider that the successful 
alignment depends on the preceptor’s skill, whi-
ch must go beyond technical knowledge for the 
provision of a humanized, safe, adequate and 
timely care29,30. The scientific literature provides 
evidence supporting the importance of good pre-
ceptorship in obstetrics31.

A systematic review of qualitative studies32 
showed that women want emotional support; 
they want to be informed and participate in de-
cision-making about the birth of their children. 
Teaching these aspects requires the preceptor’s 
skill, allowing them to understand when inter-
ventions become necessary because they have 
valid indications and, above all, that the patient 
must be aware of the needs and risks, through in-
formed consent33.

Although much progress has been made re-
garding the use of good practices by preceptors, 
it was disclosed that some practices considered 
to be evidently harmful still persist, such as the 
use of the lithotomy position and the efforts of 
prolonged and directed pushing. Vaginal exami-
nations by more than one professional, a practice 
that was classified among those that are inappro-
priately used, is still used with the justification 
that they are performed in teaching hospitals.

Belizan34 identified barriers that prevent pro-
fessionals from adhering to evidence-based prac-
tices: barriers due to the difficulty of accessing 
up-to-date information, barriers due to the chro-
nic shortage of human resources, which limits 

the time to study them, because they believe that 
practices do not change; barriers because they 
do not notice the bad results obtained with the 
current practices; barriers because they see the 
pressure to change the practice as an imposition; 
and due to the lack of explicit clinical guidelines, 
among others.

Any intervention performed in a normal si-
tuation is unnecessary. At best, it is useless. At 
worst, it is harmful to both mother and baby be-
cause it increases the risk of complications. It is 
evidently known that unnecessary interventions, 
performed without indication, impair the natu-
ral progression of labor and lead to iatrogenic 
events35.

For Koblinsky36, despite the diversity of mo-
dels of care provision, the starting point is the 
same for all countries: to ensure that every wo-
man, anywhere, is placed in a safe environment. 
Every service needs clear norms about the care 
that must be provided to women in the pregnan-
cy-puerperal cycle. The implementation of these 
protocols supports the increase of access to good 
care practices by pregnant women.

Final considerations

According to the preceptors’ perception, they ad-
dress the thematic of good practices recommen-
ded by national and international guidelines for 
normal birth care, from the classroom to practice 
scenarios. It was observed that the political-peda-
gogical project of the nursing course includes the 
recommendations by the MH and the WHO. The 
course has as its guiding axis the ideology of wo-
man-centered care, the encouragement of the use 
of good obstetric practices, the reduction of un-
necessary interventions, the demedicalization of 
health care, the promotion of autonomy and the 
protagonism of women. As for the political-pe-
dagogical projects of medical residency, they do 
not yet textually include the recommendations 
of the MH and the WHO related to the topic of 
good practices in childbirth and birth. 

It was demonstrated that the use of some evi-
dently harmful practices persists; that residency 
education requires continuous attention aimed 
at strengthening pedagogical processes in the dif-
ferent curricular dimensions, qualification of the 
actors involved in the training and the organiza-
tion of childbirth care services; that institutional 
support is important in that it allows professio-
nal improvement, which is conceived in practice, 
but have a universe of action, of knowledges and 
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skills that go beyond the teaching knowledge and 
must be researched, systematized and developed.

It is confirmed that these courses represent a 
strong potential for the change in the model of 
childbirth care, as long as the MH policies and 
programs are included in the political-pedagogi-
cal project of these courses, in practical-assistance 
teaching, and ingrained in the professional body 
of knowledge constructed and produced in the 
subjective interactions of the work team, com-
prising the operational and hidden dimensions 
of the curricula. Collaborative efforts between 

educators, health professionals and management 
are essential for the successful implementation 
of the teaching of good practices in natural birth 
care, which are addressed both in theory and in 
clinical practice.

Finally, we recommend improving the tea-
ching-service articulation, so that the Teaching 
Institution can offer better conditions that will 
allow the preceptor to reformulate their practice, 
through the construction of new concepts that 
are recreated in a theoretical-methodological di-
mension with an adequate support.
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