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Abstract
Objectives: to understand the cultural context presented in hospitals and its relation to
the obstetric nurse’s autonomous practice on low-risk childbirth care.
Methods: ethnographic research performed in three public maternities in Rio Grande do
Norte, Brazil. Three managers and twenty-three obstetric nurses participated in this research.
Results: distinctive on cultural, organizational and structural aspects of the hospital
institution interfering directly with the obstetric nurse’s autonomous practice. Among these
aspects, professional appreciation on low-risk childbirth care contributes for the nurse’s
autonomy
Conclusions: it was noticed that obstetric nurses undergo different contexts of action,
which directly interfere with their autonomy on low-risk childbirth care and their decisionmaking abilities. It is necessary, then, to eradicate the relation of dominance and submission
that it is still imposed by medical hegemony.
Key words Obstetric nursing, Professional autonomy, Midwifery, Delivery rooms, Women's
health
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Introduction
The obstetric nurse is a legally qualified professional
with the ability to care for women during parturition
processes. There are, however, issues in the hospital
environment regarding to the nurse’s autonomy on
low-risk childbirth care taking place at the Sistema
Único de Saúde (SUS) (National Health System)
institutions.
Autonomy is understood as a determined degree
of power, theoretically and/or of practical knowledge
at the work environment, the competence in making
choices, the ability to take action and responsibility
in the decision-making.1 It is noteworthy that this is
not a singular property of the subjects, but a significance that demands intersubjectivity, since it is
based on a set of socially designed conditions.
Therefore, it is associated with the issues related to
the decentralizations of power, for it seeks to ensure
a greater political participation of the subjects.2
In spite of the progress in the ministerial policies
and mandates, as a guarantee of the Lei do Exercício
Profissional (Law on Professional Practice), which
upholds the obstetric nurses’ practice, their participation in childbirth care is still limited during the
routine in the health services. 3 Thus, overcoming
this reality, it still remains a challenge, since care for
the parturient continues to be centered in the
biomedical model, in which interventionism is
habitual in institutions that assist women, 4 with
growth in all the regions in Brazil.5
It is necessary to broaden the discussion on this
context, in which the practice of nursing takes place.
In this perspective, it is necessary to understand the
potential availability in organizational establishments to generate information about critical knots
that prevent the obstetric nurse’s effective participation during low-risk childbirth.
Therefore, it is inferred that the obstetric nurse’s
autonomy is directly related to his or her freedom on
the decision-making while caring for the parturient,
thus significantly contributing to the humanization
on childbirth care.
Nevertheless, it is known that this participation
is influenced by the existence of power relations in
the health institutions,6 as well as by beliefs, values,
relationships and meanings. 7 Thus, the obstetric
nurses’ decision-making on parturient care is mediated by the cultural issues presented at the workplace.8
It is observed that the nurse’s performance is a
social event with significant cultural influence,
imposed by established power relations. 7 For this
reason, this study was developed around the central
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concept of culture, for it is believed there is something concealed that promotes or inhibits the
obstetric nurse’s autonomy. From this perspective,
culture is defined as a web of meanings established
by human beings, in which he or she views his or her
world. This interpretative analysis of meaning is
incorporated by social relations in a semiotic
approach.9
In general, the contextual aspects surrounding
the research problem of this investigation concerning
the obstetric nurse’s autonomy has prompted a question: how does the cultural context of the hospital
institution relates to the obstetric nurse’s
autonomous practice on low-risk childbirth care?
Therefore, this study aims to understand the
cultural context of the hospital institution and its
relation to the obstetric nurse’s autonomous practice
on low-risk childbirth care. Thus, this study intends
to contribute in strengthening the Obstetric Nursing
with aspiring significant changes in the Obstetric
health model, centered on a holistic vision and
humanized care.
Currently, three models guide the paradigms of
health care in Obstetrics: technocratic, humanistic
and holistic. The technocratic model is based on the
concept of separating the mind and body, as well as
on the domination of machines over individual and
collective beliefs. Opposing this concept, having a
humanized model brings the idea of interconnection
among the physical condition, the psychological
components and the society. The holistic model on
the other hand, combines the richest variety of
approaches, indicating the influence of the body,
mind, emotions, spirit, and environment in the
healing process and human care.10
However, it may be considered that the elements
of the institutional culture influences the transformation regarding to reshaping healthcare models, as
well as in social and power relations. These aspects
establish an interface with the process of subjectivity
and construction of professional identity, seeking
autonomy in care for the parturient. Thus, the
obstetric nurse’s decision-making process and the
consolidation on childbirth care models are challenging, for they depend on ethical aspects related to
moral, cultural and social issues existent in the
obstetric sector.

Methods
Types of Study

The ethnographic research was developed in three
public maternities in Rio Grande do Norte, Brazil.

Autonomy for obstetric nurse on low-risk childbirth care

The ethnography was chosen as a methodological
reference for this investigation allowing the creation
of concepts and explanatory relations through the
comprehension or the construction of a network of
meanings, built on the interrelationship, beliefs, and
values of people in the institutional establishments.11
In relation to institutional establishments, it is
important to emphasize that maternity 01 has 53
beds, of which 10 are for Prepartum, Childbirth and
Postpartum suites (PCP), and the remaining beds are
distributed among Pediatrics, Rooming-in, Clinical
Surgery and Neonatology. The staff is composed of a
multi-professional team for a 24 hour shift and
obstetric nurses are exclusively for the PCP sector.
The second participating institution is organized
in 16 PCP suites, three rooming-in wards, and a
multi-professional team for the 24 hour shift. The
obstetric nurses are not exclusively for the PCP
sector. However, the third maternity has an obstetric
center, but it does not have PCP suites. It has a 24
hour shift with a multi-professional team, though,
only four obstetric nurses had a shift in the low-risk
childbirth sector.
Procedures

The selection of three public maternities in the State
of Rio Grande do Norte, Brazil, occurred due to the
following criteria: to be well-established in assisting
low-risk women in labor and to have obstetric nurses
as part of the parturitive care process.
Three managers participated in this study, one
from each maternity and 23 obstetric nurses who
worked at one of these health institutions and met
the following inclusion criteria: they were part of
the obstetric sector and were included to care for
women in low-risk parturitive process. Those who
were on vacation, on medical leave or any other type
of leave were excluded at the time of data collection.
The majority of the obstetric nurses were women
with a predominance of 30 to 39 years old. In regard
to professional training time, it was observed that in
the investigated maternities there were professionals
with a long time of proven expertise in obstetrics. In
relation to the length of work experience, most of
them stated that they had an extensive professional
experience in obstetrics. In reference to the
managers, they are professionals in the area of
Obstetric Nursing, Speech Therapy and Medicine.
Among them, two have been in management at the
institution for two years and one about 11 years.
The data collection occurred from July to
October 2016, through multiple sources: semi-structured interviews, participant observation, field diary

and focus group. Two ethnographic, descriptive, and
structural questions started the interviews with
obstetric nurses: 'Speak about your experience in the
decision-making process in the childbirth care at this
institution' and 'How do you analyze the organization at this institution as a referral place for humanized childbirth?’
The interviews took place at the hospital,
according to the informants’ solicitation, except for
a manager, who chose to be interviewed at his residence. In both locations, the data collection occurred
calmly without any interruptions. Simultaneously,
the participant observation occurred through a script
that included eight observable indicators with the
intention of guiding the data collection and mapping
the obstetric nurses’ work routine.
The researcher considered as a criteria during
this technique, to collaborate with the identified situations that presented a risk or discomfort to the
parturient. Observations occurred during day and
night work shifts with an average of 12-hour period
for each professional. The descriptions were related
to structural, organizational, and cultural conditions,
as well as behaviors, actions, specific activities, relationship and dialogues of the obstetric nurse. The
participant observation is a method to obtain information in regard to a determined group of people’s
culture in their living environment.12
After this stage, two contrasting questions arose
to interview three managers from the institutions that
were participating in this research, in order to
confront the data collected: ‘Could you talk about
obstetric nurses’ participation in the low-risk childbirth care at this institution?’ And ‘Speak about the
role in management to promote the obstetric nurses’
autonomy on low-risk childbirth care.’
In addition, the events taken place during the
data collection were registered in the field diaries,
such as informal conversation, expression of
sadness, happiness, revolt, fear, insecurity and relation of dominance. Finally, the focal group technique
was performed in a single session, where eight
obstetric nurses participated, in order to discuss new
questions originated by the semi-structured interviews and the participant observation, as well as to
enable validation of cultural themes (concepts) that
emerged during the phase on data analysis.
It is noteworthy that in order to assure confidential collected information, the participants’ names
were replaced by numbers and letters. Thus, the
anonymity was guaranteed by using an alphanumeric
code consisted by the initials of the profession/position (E for Enfermeiro (Nurse) and G for Gestor
(Manager) ), followed by a cardinal number, such as
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E01.
The data were analyzed simultaneously to the
data collection, according to the ethnography
precepts, 12 thus, as the data were collected,
concomitantly, they were organized, systematized
and analyzed, to identify cultural domains and the
emergence of new ethnographic questions. The
participant observation, interviews and field diary
subsidies were inserted in the Atlas.ti software,
which was used for the qualitative analysis of the
collected information.
Moreover, multiple sources of data and four
stages were recommended in the analysis process:
domains, taxonomic, componential and theme
analysis. Of these, the emerged terms included corresponded to the subcategories, and the covered
terms, referred to the categories. The semantic relation gave origin to these concepts.12
Soon after, the domain analysis began, intending
to identify symbolic domains/categories or symbols
that could share cultural meaning concerning the
obstetric nurse’s autonomy on low-risk childbirth
care. The next phase in the analysis was the elaboration of taxonomies, in which the data collection was
analyzed in depth, constructing a hierarchy classification. At this stage, terms included in contrast were
identified, giving a rise to the third level of the
analysis, entitled componential, which represents the
systematized quest for differences among symbols
and helps the discovery of meanings.12
Thematic analysis, which was the last and more
refined stage, started in the immersion of the ethnographic data, while finalizing the domain, taxonomic
and componential analysis process with the objective of identifying the cultural themes (concepts).
Therefore, five cultural domains, a taxonomy, and a
contrast arose through this research analysis process.
The cultural mapping approach, which consists of
the interlacing of the domains, defined three cultural
themes (concepts), allowing the discovery of three
covered terms, one of which was presented here and
validated by the focus group participants, originating
the central cultural theme: constructing the obstetric
nurse’s autonomy on low-risk childbirth care.

study.

Results
In the three maternities participating in this research,
it was confirmed that the distinct cultural, organizational and structural aspects of the hospital institution directly interfere with the obstetric nurse’s
autonomous practice on low-risk childbirth care.
Thus, among the cultural aspects recognized in
the informants’ practice scenarios of this study, the
biomedical model in the parturitive process was
emphasized, as it can be seen in the following report:
“Often, when we arrive for our shift, she is already on the
serum, she’s already on oxytocin. They tell her to lie in
bed, and when we arrive, we try to change that whole
paradigm, but we can’t.” (E18)

The institutional policies of two maternities
investigated were linked to the hegemony of this
healthcare model. As a result, this makes it difficult
for the obstetric nurse as an agent, change in the
parturitive process, as it can be perceived in the
nurses’ and managers’ statements:
This institutional policy at this hospital is rooted in the
medical hegemony, not in the obstetric nurse’s practice.
(E22)
If the intention was to establish a maternity with a model
of care led primarily by the obstetric nurse, then adding
physicians wasn’t supported to be a privilege in this
scenario. At no time, there was the concern to enable institutional policies focused on Obstetric Nursing. (G02)

The central mechanism of medical category
domination of the institution implies significant
difficulties in the decision-making power, not only
the obstetric nurse, but also the team, that begins to
act unstructured. This was highlighted by one of the
interviewees saying that
“[...] faces a loose team, physicians on shifts with his or
her own conduct, and very heterogeneous nurses.” (E09)

Ethical Aspects

The development of this research took place after the
formal consent from the institutions, a favorable
assessment of the Ethics and Research Committee
(CEP) at the Universidade Federal do Rio Grande do
Norte
(UFRN),
under
CAAE
number
55187716.9.0000.5537, and the Informed Consent
Form (TCLE) was signed by the participants of this
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In order to alter this hegemony, based on a
proposal of a humanized obstetrical model, it is
necessary to change the institutionalized beliefs and
values, even though that may trigger conflicts among
health professionals, given the possibility to change
their respective work processes, as seen in the
following speech:
“They are professionals who don’t agree with changes.

Autonomy for obstetric nurse on low-risk childbirth care

They are not against obstetric nurses, but there are also

because I feel protected and supported, Leaving here, now

simple things: they are against the bed, against the PCP

I’m not so sure (E09).

system (in the same suite) […] They are people who has a
closed mind to change, they’re settled in their system and
they don’t want things to change.” (EO2)

The biomedical culture, which supports the
medicalization process of childbirth, is still present
in two maternities researched, in which these maternities are unable to provide effective conditions and
attitudes consistent with good practices on humanization of childbirth.
It was noticed, through the participant observation, in one of the maternities researched, for
example, the inexistence of non-pharmacological
methods, as well as inadequate environment to
promote humanized childbirth. In addition, the organization of the service follows the traditional line of
care, reinforcing the division of work among those
who are in charge and those who execute actions.

Institutional culture, besides promoting professional autonomy, manages to establish important
interaction with other professionals, from a collaborative and multi-professional service perspective, as
observed in the following statement:
The obstetric nurses, in this hospital, have enough
autonomy in the decision-making to evaluate, to partake,
to assist a childbirth and, when identifying any dystocia,
they for the physician. They (the physicians) have a lot of
confidence in the obstetric nurses, and so do the other
professionals. We really discuss the cases with the whole
team. There is information exchanging among our areas.
(E01)

Associated to this, adequate working conditions
favor the development of good practices on childbirth care to be in accordance with humanization.

I don’t think this is a well-established place for humanized childbirth. Sometimes, the patient is placed on a chair

It’s a structured environment with PCP suites (in a same

in the hallway because there are no more hospital beds

suite), and that makes it much easier to work with human-

[…] There aren’t non-pharmacological methods. We try

ization. In addition, […] the institution offers non-phar-

to humanize the process because there is a law but in

macological methods to strengthen our practice. (E01)

terms of structure and conditions offered, there aren’t
offered any. (E20)

Another aspect to be considered in the context of
professional practice, which directly impacts the
obstetric nurse’s autonomy, is the overcrowding of
certain services, a situation that is aggravated by
inadequate dimension, resulting in overload work for
these nurses. The following statements properly
portray this reality:
There aren’t enough staff to follow up. So, often […] even
at the time of childbirth you can’t be present, because
you’re doing another activity […] we end up taking on all
the patients from several sectors, and we can’t really do
what is within our competence. We also have overcrowding […] This way, care won’t be as humanized as
we’d like it to be. (E14)

It is noteworthy mentioning the appraisal of the
obstetric nurse’s professional identity on low-risk
childbirth care in a maternity, since it contributes to
the autonomy of these professionals. For instance,
This work developed here is very beautiful, because
nurses really see themselves as obstetric nurses, able to
provide care during labor, discuss with the medical team
and be heard […]. In here, I feel fulfilled and comfortable

Discussion
Based on the collected data analysis, it can be
inferred that the cultural context present in the institutional hospital is related to the obstetric nurse’s
autonomy on low-risk childbirth care in several
forms.
One of the cultural characteristics identified in
the practice scenarios of the informants of this study
was the biomedical model as a preponderant way of
conducting the parturitive process. This model is
characterized by medical hegemony and the
appraisal of techniques that do not appreciate the
active participation of women in childbirth, as exemplified in the E18 speech. For this specific reason,
does not favor the protagonism of women, an essential aspect for humanized childbirth care.13
It was demonstrated that the biomedical model,
by establishing routines of physician-centered care
and the appreciation of procedures and high technologies, hinders the availability of humanized care
during childbirth.14 From this perspective, childbirth
is seen as a pathological process, imbued with interventions in order to maintain control power of the
parturient,15 and not as a physiological and natural
event, capable of requiring little or no intervention.13
A study developed in Rio de Janeiro14 states that
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hospital culture, centered on the biomedical model,
may influence in how the obstetric nurses provide
care. Hence, labor care will use all the available
technological means in obedience to the biomedical
model. Therefore, childbirth care is anchored in a
system of norms and values of its own, with distinct
processes of production and reproduction of dominance relations.16
Thus, the interviewees identified interference of
the technical hegemony over their professional identity, as their role suffers subordination and dependence to the medical conceptions. Consequently, a
relationship of domination and subordination,
without cooperation is developed between physicians and nurses. Therefore, in the symbolic context
of hospital performance, a hierarchical position is
established among the professional categories.16
In addition to the domination it establishes over
the obstetric nurse and other health professionals,
medicine also has strong upward influence on the
institution itself and on the patients. The participants
of this study recognized the necessity to change the
current paradigm for labor care, based on non-interventionist models.
Nevertheless, adopting the proposal of a humanized obstetric model means changing institutionalized beliefs and values which has shown to trigger
conflicts among health professionals. Thus, obstetric
nurses’ performance is often dependent on the
medical staff on shift and on the biomedical model
established at the maternities.
The humanization on healthcare emerges as an
alternative to transform the current scene in SUS,
requiring changes in several aspects, in order to
overcome the difficulties to access quality services.
This situation extends to women’s health, especially
when care is analyzed based on good practices on
childbirth care.17
From this point of view, humanization could be
conceived as a reflexive process, focused on values
and principles that lead to a dignified, supportive and
welcoming care, based on an ethical stance and
respectful of human dignity.18
Regarding to the participants' speech, it is
possible to perceive an inconsistency between the
practice experienced by the obstetric nurses and the
ministerial guidelines that address the childbirth
care. This is due to the fact that some institutions
show signs of dichotomy between the perspective of
the humanistic care model and the pressures arising
from medical control in the management of care
processes.
This reality has caused difficulties in the
strengthening the consolidation of the teamwork in
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the health services, due to the isolated and independent hegemonic model. For this reason,, there is the
fragility of the obstetric nurses' cohesion in their
conduct with the objective of advancing in their
profession.
It should be noted that, influenced by the socialization and cultural history of the institution, professional practice involves dynamic processes capable
of causing interference in its identity, which is then
constructed and reformulated with the interaction
established among social actors, through the
meaning that human beings verify themselves or
those who are attributed by others. 19 And so, the
professional identity of the obstetric nurse tends to
be differentiated when this social actor experiences
contexts with cultural characteristics of the professional appreciation.14
Cultural differences, values, meanings and
symbolic systems of a group are increasingly visible
and relevant in the field of social practices.
Therefore, it is imperative to learn the origin of these
issues and to define mechanisms that point to which
direction they may lead. 20 For this reason, it is
worth pointing out that the institutional culture of
one of the maternities develops strategies aimed to
the professional identity of the obstetric nurse on
low-risk childbirth care.
According to the statements presented in the
results, the participants were able to individually and
collectively construct a professional identity as they
wished to achieve in the care of women in parturition process. It was verified that the strategies referenced by the interviewees, in the aforementioned
institution, were counter-hegemonic and focused on
results that promote the humanistic model, as well as
the autonomy of the obstetric nurse on low-risk
childbirth care.
Furthermore, they can establish important interactions with other professionals, from the perspective of collaborative and multi-professional service.
In order to do so, it is necessary to move forward in
the relations among the different categories to avoid
overlapping among them and to collaborate with
each other as members of a single team whose final
commitment is directed towards the patient’s care.21
Hence, it is necessary to analyze the specific
organizational arrangements in nursing practice, the
established social relations and the system of value
that will grant meaning. Social relations established
in the context of professional activity distribute to
power, institutionalize forms of action in different
spaces and areas of knowledge, besides shaping
daily activities of social actors.22
These relationships go beyond technical trust, in

Autonomy for obstetric nurse on low-risk childbirth care

so far as they arouse the feeling of being part of a
larger purpose. They contribute to the autonomy of
the obstetric nurse and to professional satisfaction
and, in a positive way, reflect on the organizational
climate of the institution. Thus, they allow suitable
working conditions for nursing practice development.
The Ministry of Health considers the environment, access to non-pharmacological methods of
pain relief, participation of a multi-professional
team, and the performance of the obstetric nurse
with autonomy for principles and guidelines of
humanization.17
Thus, another aspect to be mentioned concerns
the adequate number of professionals. According to
the Ordinance Number 11, dated on January 7, 2015,
for five PCP suites, there should be an obstetric
nurse as a care coordinator and a nurse, with a
coverage of 24 (twenty four) hours a day.4
The information obtained in this study shows the
different structural, organizational and cultural
conditions that, depending on the place of performance, promote or inhibit the autonomy of the
Obstetric Nursing in the hospital context. Thus, the
institutional context of services is not limited to the
set of structural and technological provisions.
Therefore, it is also imperative to reflect on the relations that comprise the experience of the actors who
witness the reciprocal strategies of social order and
power, on which services are constructed. 23 As
historical progression occurs, the systems are
enacted within institutions, aiming to establish disciplinary order.24
In this approach, it was confirmed that one of the
maternities researched has been conducting over the
years regarding the insertion of the obstetric nurse in
the childbirth scene, in order to consolidate the
humanistic model in care. This reality is acknowledged not only by the professionals who work there,
but also by their managers.
The dissemination of the institutional culture,
regarding the change of the care model and the
autonomy of the obstetric nurse in conducting lowrisk childbirth, is already a reality in the state of Rio
Grande do Norte. However, despite this recognition,
obstetric nurses presented signs of difficulties in
their decision-making power, a fact that can trigger
an internal crisis in the institutional culture already
established in the given maternity, due to the hegemony of the Cartesian model still present in the
obstetric area.
Crisis is understood as the set of probable
cultural changes that result in new perceptions about
reality and social practices. Thus, internal stability,

as well as the way of perceiving the meaning of what
is experienced daily, may undergo changes, since
these are phenomena capable of causing disorder of
what appears to be stable.25
In this point of view, the challenge was noticed
to portray the reality experienced by obstetric nurses
in public maternities in the state of Rio Grande do
Norte, due to the different contexts and their infinite
possibilities which directly interfere with the professional’s decision-making power.
It was observed that these spaces are constituted
by structural conditions, organizational practices
and, above all, by cultural aspects, such as values
perpetuated by the institution and beliefs of the individuals involved, which are capable of enabling the
development of dependence or autonomous practice
of the obstetric nurse. Also, it was seen that this
universe unleashes a network of social and power
relations, interspersed by the diverse feelings that
permeate the obstetric practice.

Final considerations
The trajectory of this study found that obstetric
nurses experience different contexts of action, which
directly interfere in their autonomy on low-risk
childbirth care. These spaces cover different structural conditions, organizational processes and, above
all, cultural aspects that, depending on the place,
contribute for them to have freedom in their decision-making power, in order to remove the relations
of domination and submission still imposed by
medical hegemony.
Therefore, "plunging" into the social world of
the obstetric scenario made it possible to understand
that it is a medium permeated by beliefs, values and
interactions, which shape the knowledge power of
multiple professions and establish relationships
capable of generating a dense network of not only
tension, conflicts, contradictory negotiations and
feelings, but also of learning.
The consideration on the obstetric nurse’s role in
managing the parturition process revealed, beyond
limits, the possibility of the appreciation of the
professional identity on low-risk childbirth care,
aspiring the development of his or her autonomy,
having as a starting point the cultural context where
the phenomenon happens, since the professional
practices have traces of the cultural universe of the
institution in which they belong.
Therefore, this study has brought relevant contributions to address difficulties in the perspective of
autonomous obstetric nurses, since it discussed
points that consists in the articulation between
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culture and autonomy, aiming at the subjectivities of
this professional on low-risk childbirth care.
Thus, the shared experiences and inherited
values exert an influence on daily activities, in order
to promote or inhibit autonomy, embodied by the
individual, that is, from the attitude of the individual
to the action and from his or her power in relation to
other people present at the institution.
The interviewees in this study displayed difficulties of expression and clarification of the meanings.
However, in an attempt to minimize these limitations, the researcher provided a private and comfortable environment capable of promoting the free

expression of feelings, perceptions and meanings.
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