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ABSTRACT

Objective: to understand the perceptions and expectations of pregnant women about
the type of birth. Method: this is a qualitative research, based on the assumptions of
the Humanization of Obstetric Care. 15 pregnant women were interviewed twice at the
beginning and the end of gestation between October 2015 and May 2016. Data were
analyzed according to the method of the Discourse of the Collective Subject. Results: the
discourses were associated with four themes: Advantages of vaginal birth over cesarean
section; Fear and unpredictability of vaginal birth; Importance of the doctor in the definition
of the type of birth; and Influence of family and friends in choosing the type of birth. Final
considerations: according to pregnant women, vaginal birth has more benefit compared
to cesarean section. However, during gestation and birth, fear of pain and the unexpected,
and medical opinions of friends and family against vaginal birth strongly influence the
choice of cesarean section.

Descriptors: Pregnant Women; Parturition; Humanization of Assistance; Nursing; Qualitative
Research.

RESUMO

Objetivo: apreender as percepcoes e expectativas de gestantes sobre o tipo de parto. Méto-
do: trata-se de pesquisa qualitativa, que tomou por base os pressupostos da Humanizagao
da Assisténcia Obstétrica. Entre outubro de 2015 e maio de 2016, 15 gestantes foram entre-
vistadas duas vezes, no inicio e final da gestacdo. Os dados foram analisados segundo o mé-
todo do Discurso do Sujeito Coletivo. Resultados: os discursos apreendidos associaram-se a
quatro temas: Vantagens do parto vaginal sobre a operagdo cesariana; Medo e imprevisibilidade
do parto vaginal; Importancia do médico na defini¢éo do tipo de parto; e Influéncia da familia e
amigos na escolha do tipo de parto. Consideragdes finais: para as gestantes, o parto vaginal
apresenta beneficio em comparagao a operacao cesariana. Contudo, durante a gestagao e
nascimento, o medo da dor e do inesperado e opinides médicas, de amigos e familiares con-
trarias ao parto vaginal, influenciam fortemente a opgao pela operacéao cesariana.
Descritores: Gestantes; Parto; Humanizagao da Assisténcia; Enfermagem; Pesquisa Qua-
litativa.

RESUMEN

Objetivo: entender las percepciones y expectativas de mujeres embarazadas sobre el tipo
de parto. Método: se trata de una investigacion cualitativa, que se basé en los presupuestos
de la Humanizacion de la Asistencia Obstétrica. Entre octubre de 2015 y mayo de 2016, 15
mujeres embarazadas fueron entrevistadas dos veces al inicio y final de la gestacion. Los
datos fueron analizados seguin el método del Discurso del Sujeto Colectivo. Resultados: los
discursos incautados se asociaron a cuatro temas: Ventajas del parto vaginal sobre la operacion
cesdrea; Miedo e imprevisibilidad del parto vaginal; Importancia del médico en la definicion del
tipo de parto;y Influencia de la familiay amigos en la eleccion del tipo de parto. Consideraciones
finales: para las mujeres embarazadas, el parto vaginal presenta beneficio en comparacion
a la operacién cesarea. Sin embargo, durante una gestacion y nacimiento, o parecer médico
inesperado, de amigos y familiares con parto vaginal, fuertemente influenciado por el
funcionamiento de la cirugia cesarea.

Descriptores: Mujeres Embarazadas; Parto; Humanizacion de la Atencion; Enfermeria;
Investigacion Cualitativa.
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INTRODUCTION

Birth is a phenomenon intrinsically related to women and their
families, becoming a social practice and, as such, its meaning goes
through historically determined changes. Until the nineteenth
century, birth was considered ritual performed by midwives in
households. With the creation of hospitals, at the end of this
century, this event was gradually institutionalized; a change that
has given it new meanings, transcending from the physiological,
family and female events to the medical act!.

From then on, the role of the parturient was replaced by that
of the medical professional for whom the driving was granted
and all the decisions regarding parturition. Cesarean birth began
to be used on alarge scale, often as a routine procedure, without
any obstetric indication necessary for its accomplishment®@, little
recognizing the importance of the emotional aspects and the
interference of the external environment in the process of labor
and birth. There is favor to the interventionist action of this profes-
sional, besides the overvaluation of techniques and technologies
in a process of alienation of the woman, family and society™.

Currently, cesarean section is considered acommon procedure,
with evidence that its choice is strongly influenced by partners,
family, friends and the media, where vaginal birth is often presented
in a negative way. The idea of the safety provided by the cesarean
section contravenes anxiety and fear of vaginal birth, justifying the
desire of pregnant women for this type of birth, with the support
of family members, especially of their mothers and companions
who often end up guaranteeing the procedure payment®. A re-
search carried out in a private medical center in northern Taiwan
has shown that the medical professional can play a decisive role in
choosing the cesarean section, either by presenting it as an option
from the beginning of gestation, and by responding to the passive
acceptance of the pregnant woman, or for supposedly leading to
shared decision-making throughout gestation®. In Brazil, a qualitative
study carried out with women who experienced both vaginal birth
and cesarean section showed ambivalence of feelings: in vaginal
labor, difficulty in labor as opposed to ease in recovery, being the
inverse for cesarean section. Vaginal birth was also reported as
fast, simple, practical and healthy, whereas cesarean section was
described as complicated and associated with negative events,
although it allows birth planning®®.

Cesarean section’s performance, on demand, is associated with
the pregnant woman'’s high schooling, higher family income and,
consequently, greater access to technology. Mostly, doctors do not
contradict this desire, which contributes to the high rates of the
procedure, often decided at the beginning of prenatal care®. On
the other hand, vaginal birth may not occur, even when desired,
due to the lack of orientation of the pregnant women on their
evolution or even by the valorization of the possible complica-
tions of this type of birth®.

Global recommendations for care in prenatal care include the
development of educational actions with groups of women with
the goal of promoting improvements in maternal and newborn
health. Taking advantage of the opportunity to discuss doubts
and wishes of pregnant women is important, offering concise
information, identifying the needs in a timely manner and,
therefore, the search for solutions?”.
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In an emancipatory perspective, among the professionals of
different health sectors, nurses are shown as strategic agents to
share technical-scientific knowledge inherent to the prenatal
and birth period with the pregnant women, as well as to address
the emotional aspects that these women and their families
can live in these periods. The present study was proposed in
order to deepen the knowledge about the factors influencing
the choice by type of birth and to what extent they are pres-
ent during the pregnancy-puerperal cycle. It aims to obtain
subsidies to enable these educational actions, recognizing
the necessary autonomy of pregnant women in the option for
the type of birth appropriate to their obstetric condition and
their concept. Identification and analysis of these influences,
from the perspective of pregnant women, are fundamental to
subsidize effective educational practices, with the intention of
qualifying and changing the model of care for birth.

OBJECTIVE

To understand the perceptions and expectations of pregnant
women about the type of birth.

METHOD
Ethical aspects

This research was approved by the Research Ethics Commit-
tee of the Faculdade de Medicina de Botucatu and met all norms
foreseen for research in humans.

Theoretical-methodological framework

The principles of Humanization of Obstetric Care were used as
a theoretical framework, considering that its precepts are related
to the improvements in the follow-up of women throughout
the pregnancy-puerperal cycle. Humanization of Obstetric Care
is a primary condition for adequate follow-up of the birth and
puerperium, based on aspects such as the reception and care
of women, her family members and newborns with dignity by
the Health Care Network (Rede de Atencdo a Satde) and the
adoption of beneficial measures in the follow-up of birth and
birth, avoiding interventionist and often unnecessary practices,
leading to greater risks for the woman and the newborn®.

The Discourse of the Collective Subject (DCS) method was
applied to the collected data, favoring the expression of the
respondents’ thinking, starting from systematic and standard-
ized procedures. Initially, Key Expressions (KE) were identified
as continuous or discontinuous pieces of speech, selected by
the researcher for revealing the essence of the content of the
testimony. Such expressions are fundamental parts for the
construction of DCS, since they possess the essence of thought,
as it appears in discourses, excluding nonessential thoughts.
Then, the selected KE were grouped from the Central Ideas (Cl),
statements that translate the essential of the discursive content
present in the testimonies of the social actors. Finally, the DCS
were constructed. For this, the synthesis-based discourses were
composed in the first person singular, considering the KE and
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the Cl of the individual discourses, by convergence between
them and seeking to contemplate the proposed objective®.

Type of study

This study is characterized as a prospective field study, with
a qualitative approach, research modality indicated to the study
of the experiences and the interpretations that the individuals
make with respect to the feelings and thoughts involved“.

Methodological procedures

Intentionally, they were invited to participate in this research:
pregnant women under follow-up in a public service of a mu-
nicipality in Sdo Paulo countryside, as well as participants of
the Prenatal Guidance Group of the same municipality that also
embrace pregnant women served by the private health network.

Data collection was performed by one of the authors, a nurse
working in the primary care network of said municipality and a
master’s degree course in Nursing Postgraduate from a public
university in the same geographic region. This researcher pre-
sented previous experience in the application of a semi-structured
interview, a data collection strategy chosen for allowing access
to the data of reality, from the perspective of the informant,
since he is given the freedom necessary to address the study
questions®', There were two moments of interview: the first
(M1), before the 20™ week and the second (M2), after the 35%
week of gestation. The only inclusion criterion was related to
gestational age, which should allow inclusion in the study in
the first half of pregnancy.

All participants were given information about the research,
about the objectives and way of collecting data. There were no
refusals and, thus, the day and time for M1, between October
and December 2015, were scheduled. The second interview
took place between February and May 2016, contemplating
the same M1 pregnant women.

Allinterviews were carried out at the participants’residence,
in a reserved space, with a duration ranging from 35 to 45 min-
utes. Two voice recording devices were used and the recorded
material was transcribed in its entirety. The guiding question
was: “Talk about the type of birth you want (M1)". At M2, this
was repeated and two other issues were included: “Have you
changed your mind? Why?”In the search for varied testimonials,
phrases were used to encourage the interviewees’speech:“Tell
me more about it “What do you think about this subject?” or
“Tell me more about your ideas”. At the two moments, after the
interview, the recording was presented to the pregnant woman,
requesting completeness and/or correction of the recorded
content, when necessary.

Alternatively, information on the type of birth performed was
obtained on the woman’s first return to the postpartum health
unit for the neonatal screening test called the Heel-Stick test
and the baby’s vaccination.

The final number of 15 participants was established during
the development of the research and considered the possibil-
ity of obtaining enough data to respond both the proposed
objective and theoretical saturation point: a conceptual tool
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used in qualitative research in the different fields of Health, in
order to establish the moment for interruption in the capture of
new components!'?, Participants were identified with the letter
P (pregnant woman) and numbers from 1 to 15 to protect their
anonymity, according to the order of interviews.

Data analysis

The data obtained in the interviews were systematized
according to the Discourse of the Collective Subject method,
being discussed in the light of the Humanization of Obstetric
Care premises. Speeches were associated with four themes:
Advantages of vaginal birth over cesarean section; Fear and
unpredictability of vaginal birth; Importance of the doctor in the
definition of the type of birth; and Influence of family and friends in
choosing the type of birth. Data were codified by the interviewer
who also transcribed them in full, counting on the contribution
of the other authors in the analysis performed.

RESULTS

The 15 participants were characterized by their mean age
of 27.5 years, ranging from 18 to 37 years. All had a partner at
the time of data collection and more than eight years of school
approval and, predominantly, did not exercise paid employ-
ment, but among those who exercised, were mentioned the
professions: maid, nanny, janitor and footwear. Regarding the
obstetric history, nine women were primigravidae, three had
undergone an abortion and three had a history of a cesarean
section. Regarding the current gestation, 13 pregnant women
were attended in the public service, in Basic Health Units and
two in private medical practices.

Among the participants interviewed in M1, eight (P1-P3, P10-
P13 and P15) reported the desire to perform vaginal birth, five
(P4-P5, P7-P9) expressed preference for cesarean section and
two (P6, P14) had doubt about the type of birth. At M2, there
were no doubts as to the type of birth desired: eight pregnant
women (P1, P4-P5,P7-P10, P14) preferred cesarean section and
seven (P2-P3, P6,P11-P13, P15).

There are few changes with regard to the desired birth in
the two moments of interview (M1 and M2). Regardless the
type of birth chosen, most participants maintained the same
desire throughout pregnancy: vaginal (P2-P3,P11-P13, P15) or
cesarean section (P4-P5, P7-P9) and between the two pregnant
women with doubts in early pregnancy, one mentioned desire
for vaginal birth and the other for cesarean section at the end
of pregnancy. Of the seven women who mentioned that they
wished for vaginal birth at the end of gestation, five underwent
cesarean section. None who mentioned desire for cesarean sec-
tion in M2 had vaginal birth. Summary of the place of prenatal
care, type of birth desired and justification in the two interview
moments, is shown in Chart 1, as well as the birth actually per-
formed with justification.

Perceptions and expectations during the gestation regarding
the type of birth desired are presented, considering the moment
of data collection (M1 or M2) and separated by themes that ag-
gregate the DCS constructed, with the respective Cl.
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Chart 1 - Prenatal, type of birth desired in Moments 1 and 2 and the performed, with the respective justifications, Botucatu, Sdo Paulo, Brazil, 2016

M1 M2
Birth . .
Prenatal . . Justification
B":th Justification B":th Justification performed
desired desired
P qullc/ Vaginal Low risk, fast recovery, it favors Cesar.ean Safety, medical influence. Cesar'ean Doctor—preg.n'ant
private the baby. Section Section | woman decision
P2 | Public Vaginal F_ast recovery, it respects baby’s Vaginal It favors baby and suckling, fast Cesar.ean Macrosomia
time. recovery. Section
. h s . ) Cesarean .
P3 | Public Vaginal | Fast recovery, short hospitalization. Vaginal | Various benefits, fast recovery. Section Fear of pain
P4 Public/ | Cesarean | Cesarean section safety did not Cesarean | Fear of induction of vaginal birth and Cesarean | Doctor-pregnant
private Section | dilate in the 1st gestation. Section | pain. Section | woman decision
P5 | Public Cesar.ean Fear of vaginal birth, practicality. Cesar.ean Fear of vaginal birth. Cesar.ean Doctor—preg'n.a nt
Section Section Section | woman decision
P6 Public Doubt PreY|ous Fesarean birth, benefits of Vaginal | Healthy, fast recovery. Vaginal Fastand tltanqwl
vaginal birth evolution
p7 Public/ | Cesarean | Fear of vaginal birth, influence of | Cesarean | Fear of vaginal birth, practicality, Cesarean | Doctor-pregnant
private | Section | friends. Section | medical influence. Section | woman decision
P8 | Public Cesar.ean Previous pelvic surgery. Cesar.ean Pelvic problems. Cesar.ean Doctor-preg‘n.a nt
Section Section Section | woman decision
P | Private Cesar.ean Bad experience with vaginal birth, Cesa(ean Bad experience with vaginal birth, Cesar.ean Doctor—preg.ngnt
Section Section | safety. Section | woman decision
P10 Pu.bI'C/ Vaginal | Several benefits. Cesar.ean Fear of vaginal birth, security. Cesar.ean Doctor—preg'n.a nt
private Section Section | woman decision
. . Low risk, understanding pain, fast . Fear of cesarean section, influence of Cesarean Presséo arterial
P11 | Public Vaginal Vaginal - -
recovery. natural practices. Section aumentada
P12 | Public Vaginal | Low risk, several benefits. Vaginal !t favqrs the baby, fast recovery, risk of Cesar.ean Medical decision
infection after cesarean section. Section
I . Pregnant
P13 | Public Vaginal | Low risk, several benefits. Vaginal Fast recovery, short hospltall.zatlon, risk of Vaginal woman'’s
infection after cesarean section. .
decision
. Benefits of vaginal birth, practicality | Cesarean | Fear of vaginal birth pain, low risk, Cesarean | Doctor-pregnant
P14 | Private Doubt - - s - .
of cesarean section. Section | practicality. Section | woman decision
P15 | Public Vaginal Fast recovery, short hospltallzatlon, Vaginal Risk of |nfe.ct|c.)n after cesarean section, Cesar.ean Medical decision
fear of cesarean section. short hospitalization, facilitates care. Section

Theme 1. Advantages of vaginal birth over cesarean section

First Moment - M1

Itisidentified in DCS 1 and 2, the preference of the pregnant
women for vaginal birth, justified by its advantages, such as
natural birth, transient pain and fast recovery of the mother,
allowing better care for the baby.

DCS 1:sothe type of birth I want is the vaginal birth, since | always had
that desire, even before | became pregnant, | already thought: “when |
get pregnant, | want to have vaginal, at least it only hurts at the time”
We have the baby and it gets easier, the body comes back faster, w
stays only one day in the hospital and we are already walking. | prefer
a thousand times to feel the pains of the contraction and then to be
well! Godwilling, it’s going to be natural. (Cl 1-Vaginal birth only hurts

at the time and recovery is fast. Interviews: P1-P3, P10-P13, P15)

DCS 2: | prefer to have vaginal birth because it is more natural.
It's baby time! It's easier, quicker, it’s just good things ... Had the
baby [the baby] today, practically tomorrow you can leave, you
can do your things, you can take better care of the child. | think on
this side, for being able to be more calm to take care of the baby.
(CI 2- | prefer vaginal birth because it is more natural and al-
lows better care for the baby. Interviews P1-P3, P10- P13, P15)

Cesarean section is contemplated in DCS 3 as a last option,
only with accurate medical indication, and the fear feeling is
revealed associated with its accomplishment.

DCS 3:I'm very afraid of the cesarean because you have to stay in
the hospital for three days, at rest, with the stitches, you risk getting
bacteria and infections because of the cut and we cannot gain
weight. It’s not cool, I'm really scared. So, only as the last resort,
in the case of not being born, or having any complications... (Cl
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3- Cesarean section only as the last resort. Interviews: P1-P3,
P10-P13, P15)
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whereas DCS 9, on the other hand, reveals a positive attitude
related to the pain of vaginal birth, including by the availability
of non-pharmacological methods of their relief.

Second Moment - M2

Itis observed in DCS 4 the maintenance of the preference for
vaginal birth in relation to cesarean section, still due to the rapid
recovery, the lower risk of infection and respect for the baby’s
time. In DCS 5, the possibility of cesarean section is verified, if
necessary, in the presence of complications or risks.

DCS 8:1am afraid of not having dilation, of delaying and suffering,
especially the baby being born late... | think that when you become
a mother, you care more about them than with us ... There are
people who are already afraid and choose cesarean. | do not! |
want to try [vaginal birth]! (CI 8- I'm afraid to suffer, but I'll try
vaginal birth. Interviews: P2-P3, P6, P11-P12, P15)

DCS 4: I still want vaginal labor. It's all easier: the recovery is
faster, they say that labor takes time, but recovery is immediate,
and there are no complications. You have the baby [in one day]
and the other can leave, you can take better care of the baby. So
1 give preference to this, it is healthier and has no risk of infection.
It’s the time the child wants to be born, it’s nature, its moment...
It has everything to be vaginal [birth] and has less risks for both
me and the baby. (Cl 4- | still want vaginal birth because of its
advantages. Interviews: P2-P3,P6, P11-P13, P15)

DCS 5:you have to try vaginal birth and if there is any complication,
last minute, or if you do not come, you have a cesarean section.
If you do not risk, | think vaginal birth is worth a try! (Cl 5- You
have to try vaginal birth, unless there is some complication.
Interviews: P3, P11-P13, P15)

DCS 9: the pain, | do not care, because | already know it will hurt,
but I think it is bearable... | will not be the first to have vaginal
[birth] and, in the old days, | did not have a cesarean, they were all
[births] vaginal. Today, the hospital has a pool, balls ... It's cool! So,
you have to try. For me, it will be better, | am alone and the stitches
[cesarean section] can disrupt. (Cl 9- The pain is bearable and |
will not be the first to have vaginal birth. Interviews: P2-P3, P6)

Theme 3. Importance of the doctor in the definition of
the type of birth

First Moment - M1

In DCS 10 and 11, the possibility of a shared decision with the
doctor regarding the type of birth was observed.

Theme 2. Fear and unpredictability of vaginal birth
First Moment - M1

The fear of pain during vaginal birth remains portrayed in the
speeches obtained and, according to the DCS6, such painis seen as
necessary for the birth, being compensated by the arrival of the baby.

DCS 6: I'm afraid of the pain, because everyone says that the pain
of birth is bad. | guess it’s strong; it should not be colic.... But at the
same time that I feel that pain, | will think that it is to have my baby,
which it will be worth it! (Cl 6- | am afraid of the pain, but for my
baby it's worth having vaginal birth. Interviews: P2, P10-P11, P15)

In addition to pain, waiting, unexpected and unpredictable
at the time of birth may be identified as potential generators of
insecurity, a feeling that often influences choices in favor of birth

DCS 10: vaginal birth is healthier for pregnant women, recovery
is fast, but say the pain is very strong. In cesarean, the problem is
that there are days with pain, that boring little pain to stand up,
because she has the stitches. So | still have questions, | want to
talk to the doctor to see what we decide. (Cl 10- My doctor and
I have not yet decided the type of birth. Interviews: P6, P14)

DCS 11: everything | alright. I've already talked to him [doctor],
I want to have a C-section, and he agreed. He said to sign a term
that | want on my own, that it is not the doctor who is forcing. |
asked if he objected to not doing [vaginal birth] and he said he
had no problem at all, just sign the term that there is no problem
with cesarean section. (Cl 11- | want cesarean section and the
doctor agreed. Interviews: P4- P5, P7-P9)

Second Moment - M2

by cesarean section, as highlighted in DCS 7.

DCS 7:1believe that every woman should be afraid of both the vaginal
birth and the cesarean, because you do not know what will happen
...| prefer cesarean because | will not feel pain at the time, | will feel it
later... Vaginal hurts a lot before, 'm afraid of pain, of contractions,
afraid of something happening to me as much as to the child. The
class says that it takes hours to have the baby with vaginal birth,
it stays there with pain, in the serum, | do not know ... The fear that
makes me prefer the cesarean section... (Cl 7- I'm afraid, several
things can happen at birth time. Interviews: P4-P6, P7, P9, P14)

Second Moment - M2

Itis observed in DCS 8 that there is concern about labor at the
end of gestation, regarding waiting time and other difficulties,

The unpredictable feeling of labor may lead to the choice of
cesarean section at the end of pregnancy. Sometimes a decision
is shared or even encouraged by the doctor, as can be identified
in the DCS 12 and 13.

DCS 12:1would be heading for vaginal birth, but now I've decided
to have a C-section. | talked to the doctor and he made me feel
safe for the cesarean section. It’s all right!  hope [the baby] comes
on time... (Cl 12- The doctor convinced me to have a cesarean.
Interviews: P1, P- P5, P7- P10, P14)

DCS 13:/chose the cesarean because it was more relaxed, the doctor
thought it more appropriate, for health, even. At SUS I would have
to try vaginal [birth] and, if | did not “give it’] then | would have
acesarean ... It is very risky! The doctor thinks | might pass out at
the time and something will happen to me or to the baby. If it's
not the C-section, | can risk my life and my daughter! If it was the
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real vaginal, quiet birth, | wanted to ... But | will not be suffering,
inducing the birth, | do not want, not at all ... So, everything is
right, it will be C-section! (Cl 13- It has to be cesarean so as not
to have risks. Interviews: P1, P4-P5, P7-P10, P14)

4. Influence of family and friends in choosing the type of birth
First Moment - M1

In DCS 14, the decisive role of people in the conviviality of preg-
nant women is observed, in the choice of the latter by type of birth.

DCS 14: when | got pregnant, | wanted it to be vaginal, | wanted
to try, it was my dream to have a vaginal birth. It's very different,
natural, you feel everything ... But, they kept saying many things,
that! couldnot... Then I had thqt... (Cl 14-They talked a lot against
vaginal birth. Interviews: P4, P7, P9)

In particular, family members play an important role in any
decision-making process on the type of birth. In DCS 15, clear fam-
ily support emerges as to the chosen route of birth: vaginal birth;
while the DCS 16, the familiar induction to the cesarean section.

DCS 15: family always supports and is always close to us ... My
husband supports me a lot and says, “do whatever you want” My
mother had children in vaginal birth and she said that it is good. He
said that it is not that pain that the people talk about, that it is not
apain thatis not bearable. So they support! (Cl 15- | have support
from my family for having vaginal birth. Interviews: P1-P3, P11)

DCS 16: my mother is concerned. She says she prefers cesarean so
I will not suffer. | think she imagines that cesarean section is less
suffering than vaginal birth ... My husband says “No way you are
going to have vaginal [birth], you gotta have a C-section!” Because
if you want to, he pays... (Cl 16- My mother and my husband
prefer cesarean section. Interviews: P2, P10, P15)

Second Moment - M2

It should be noted that good stories and experiences with
vaginal birth can positively influence the choice for this type of
birth. These aspects are set out in DCS 17.

DCS 17: everyone wants me to have a vaginal birth, my family
and my husband support what | decide... My mother supports, she
advises, because she had me and my sister vaginal [birth]. She says
that recovery and getting used to the child is better. 'm calm, I think
everything is going to work out. (Cl 17- 1 have family support in the
decision for vaginal birth. Interviews: P2-P3, P6, P11- P13, P15)

By contrast, at the end of pregnancy, the family members’
perception of the fragility of the pregnant woman may influence
in favor of the cesarean section, as can be seen from DCS 18.

DCS 18: from my mother | do not have support to have vaginal
birth. When | did the ultrasound he [the baby] was of the right
size and weight, but my mother said, “how are you going to have
vaginal birth?” My husband also wants cesarean, he says like this:
“l want to see at the time, if you will” (Cl 18- My family thinks |
cannot handle vaginal labor. Interviews: P2, P15)
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DISCUSSION

It was possible to understand, in this study, the pregnant women's
perceptions and expectations regarding the type of birth desired,
revealing the aspects that were considered and the ones that defined
the birth performed, being often pointed out the advantages of
vaginal birth, especially for the baby; the fear of pain related to labor
and the unpredictability of vaginal labor; and the valorization of the
doctor’s and family’s indication as to the type of birth.

The choice for vaginal birth is justified in studies, especially for its
advantages such as: being natural, healthy, fast recovery and provid-
ing greater autonomy for self-care and care with the newborn®1219,
reasons according to what was learned in the statements of the
pregnant women, since the discourses point out the advantages
of vaginal birth, related to the rapid recovery and quality of the
relationship with the baby in the postpartum period, identified as
aspects that make vaginal birth better for the mother and the baby.

A study conducted in West Africa identified factors related to
lower satisfaction with cesarean section, such as slower recov-
ery, emotional, social and economic impact, presented mainly
by women from less favored economic classes, due to the less
support for the accomplishment of the domestic tasks and dif-
ficulties related to care with the newborn.

It was verified in the discourses recognition of the pregnant
women about the disadvantages of cesarean section, mainly
due to the dependence of the family members on the routine
activities, caused by the slow recovery in the postpartum, due to
the pain in the incision and the presence of the surgical stitches,
factors associated with difficulties in mother-child care.

Fear of pain during labor proved to be a frequent feeling in
speeches. Among other possibilities of Humanized Obstetric Care,
the support for pain relief offered to women can be physical and/
or emotional, transmitting safety to the parturient, from sharing
on the evolution of labor and the use of non-pharmacological
techniques, such as warm baths and the use of Swiss ball,among
others, always respecting the physiological limits of each woman
and ensuring that, on request, pharmacological pain relief methods
are used®?'®, In addition, relaxation techniques may reduce the
behavioral reactions present in labor, such as stress and anxiety
over pain, including the adoption of comfortable postures in
quiet and well-lit environments7-'8),

Itis understood from the speeches that the difficult recovery
and the pain in the postpartum were the main negative questions
related to cesarean section and pointed out by the pregnant
women. On the other hand, pregnant women who preferred
this type of birth corresponded to the perception that vaginal
birth was often associated with unnecessary suffering, spared
by cesarean section, evidencing the model of medical-centered
care", Similarly, a study conducted in Germany showed that the
decision by cesarean section is justified by fear of vaginal birth,
concern with the child and association of cesarean section with
less negative birth type. Most of the women who opted for the
cesarean section were satisfied and emphasized the desire for
this type of birth in the next pregnancies®.

The lack of accurate information about vaginal birth, as well as
the lack of recognition of the techniques that help in the safe and
comfortable progression of labor, can make it difficult to maintain
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the preference for this type of birth, from the beginning to the
end of gestation, in this study. In addition, medical and doctor-
pregnancy decisions were frequently identified as determinants
of choice for cesarean section, contributing to the increase in rates
of this frequent and easily adopted procedure(®. Recognizing
the determining factors for the changes in the decision-making
process by the type of birth constitutes an essential practice for
the definition of a healthy birth care line, with the preparation
of the institutions that will receive the pregnant women and the
professionals responsible for birth care.

In most public and private institutions, cesarean birth rates are as-
sociated with surgeries intentionally scheduled and/or decided within
the first few hours after hospital admission after commencement
of labor, such as elective cesarean section or elective intrapartum
cesarean section®. Increase occurrence of this procedure is also
related to the desire of women for this type of birth supported by
the doctor, either by the convenience of scheduling the procedure,
by the viability of having the same health professional who accom-
panied the prenatal care, by the preference of the family or by the
perception that cesarean section is better for the mother and the
newborn, aspects evidenced in the literature',

A Uruguayan study has shown that the doctor’s economic
benefit and the woman'’s request contributed to the increase
in rates of cesarean birth, especially the private health sector. It
was identified that maternity hospitals using high technology,
with medical-centered care, were located mainly in the United
States, France and Brazil, while the Netherlands had a woman-
centered care with the presence of midwives and a low number
of interventions during the care®",

Another study on the risks of cesarean without accurate indi-
cations in the United States investigated factors associated with
the maternal mortality ratio from 2005 to 2014, showing that the
increasing indication of cesarean section was significant for the
increase of this indicator??.

For the newborn, there is evidence that the consequences of
unintended cesarean section can detract from essential health-
related actions. A study conducted in Bangladesh found that
babies born by cesarean section were 67% less likely to initiate
breastfeeding early than vaginal deliveries, resulting from delay
in skin-to-skin contact between mother and baby, maternal
conditions after cesarean section®. Thermal care and facilita-
tion of early skin-to-skin contact between the mother and the
newborn are fundamental for the promotion of breastfeeding,
even in the first hour after birth, thus contributing to the success
of this practice®.

As seen in this study, the biomedical model of care for preg-
nancy and birth, based on the risks that vaginal birth can cause
and presents cesarean section as a model of security and moder-
nity, is characterized by the lack of centrality and protagonism
of women that generally does not discuss with the doctor what
would be best for her and her child, accepting the conduct with-
out questioning, overestimating medical opinion regarding the
choice and final indication of the type of birth®2>),

From the discourses of this study, it was possible to understand
that the experiences of family members interfered in the choice
of the pregnant woman in the type of birth, especially when they
were vaginal deliveries. A study carried out with 25 puerperal
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women at the University Hospital of Mato Grosso do Sul State,
Brazil, evidenced decision-making based on previous experiences,
and women who had previously had vaginal birth had a desire for
this type of birth, in the case of cesarean section. Due to the lack of
accurate prenatal information, and with the current model of care
in the public and private sectors, insecurity and frustration about
previous experiences are common, and so often the influence is
negative®. It is recommended to provide evidence-based informa-
tion on the types of births and births for pregnant women during
prenatal care, aiming at the inclusion and active participation of
women in the decision process, respecting the clinical condition
as well as cultural characteristics and autonomy@4,

Study limitations

Among the limitations, the difficulty of early capture of the
pregnant women included in the study is highlighted, resulting
in proximity between the two interview moments (M1 and M2).
This may have contributed to the low variability in the type of
birth referred to as desired by participants.

Contributions to the fields of Nursing, Health or Public
Policies

The results of this study reinforce the need for recognition by
nurses and other members of the health team of the central role
of the pregnant/parturient in the pregnancy-puerperal cycle,
including assisting the active and enlightened participation of
them and their families. In this sense, the offer of specific educa-
tional activities in a group of pregnant women may be important,
since it has the potential to demystify some aspects of vaginal
birth, especially related to the fear of pain and its unpredictability.

FINAL CONSIDERATIONS

This study'’s findings confirm that the decision on the type of
birth involves, besides the preferences of the pregnant woman,
also those of the family and those of the doctor, being identified
the main aspects that influence that process. By and large, in early
pregnancy, pregnant women were divided between the preference
for vaginal birth because of its advantages for the mother and the
baby, and cesarean section, especially since it involved less pain.
At that first moment, there were also doubts as to the type of birth
desired. At the end of the day, there was no doubt, being more
preferred the cesarean section. This preference was still closely
linked to the perceptions and expectations that, in this type of
procedure, the pregnant woman is saved from pain and she and
her baby are given greater security, contradicting the evidence
contained in both the scientific literature and related public policies.

Provision of educational groups, especially organized in the
style of ‘Round Conversations, aimed at pregnant women and
their families, may play an important role in the empowerment
of women in choosing the type of birth, since the rejection
overcoming to vaginal birth will go through the deconstruction
of cesarean section as an ideal model for the birth and by the
valuation of labor assisted in a safe and humanized way as an
essential mechanism for the health of mothers and newborns.
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