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ABSTRACT
Objectives: to understand women’s perception regarding the care received during labor 
and birth. Methods: this is a descriptive-exploratory, qualitative study carried out with 54 
postpartum women from hospitals in the Metropolitan Region II of the state of Rio de Janeiro, 
from January to December 2018, using semi-structured interviews submitted to content 
analysis. Results: puerperal women’s perceptions about the childbirth care they received 
indicated the use of interventions, such as pressure maneuvers on the uterine fundus during 
the expulsion period - Kristeller maneuver, episiotomy and repeated vaginal examination 
and without consent. The use of institutional routines, such as zero diet, horizontal birth and 
disrespect. Final Considerations: despite the encouragement of public humanization policies, 
the technocratic model is still present in obstetric care during childbirth. The humanization 
of obstetric care requires changes in attitudes and care paradigms, in order to guarantee 
respect and the right to quality care.
Descriptors: Nursing; Women; Parturition; Humanization of Assistance; Reproductive Rights.

RESUMO
Objetivos: compreender a percepção das mulheres quanto à assistência recebida durante 
o parto e nascimento. Métodos: estudo descritivo-exploratório, qualitativo, realizado com 
54 puérperas de hospitais da Região Metropolitana II do estado do Rio de Janeiro, de janeiro 
a dezembro de 2018, utilizando entrevistas semiestruturadas submetidas à análise de 
conteúdo. Resultados: as percepções das puérperas sobre a assistência ao parto recebida 
apontaram a utilização de intervenções, tais como manobras de pressão sobre o fundo 
uterino no período expulsivo - manobra de Kristeller, episiotomia e toque vaginal repetidos 
e sem consentimento. A utilização de rotinas institucionais, como a dieta zero, parto 
horizontal e desrespeito. Considerações Finais: apesar do incentivo das políticas públicas 
de humanização, o modelo tecnocrático ainda se faz presente na assistência obstétrica ao 
parto. A humanização da assistência obstétrica requer mudanças de atitudes e paradigmas 
assistenciais, a fim de garantir respeito e direito à assistência de qualidade.
Descritores: Enfermagem; Mulheres; Parto; Humanização da Assistência; Direitos Sexuais 
e Reprodutivos.

RESUMEN
Objetivos: comprender la percepción de las mujeres sobre la asistencia recibida durante el 
trabajo de parto y el parto. Métodos: estudio descriptivo-exploratorio, cualitativo, realizado 
con 54 puérperas de hospitales de la II Región Metropolitana del estado de Río de Janeiro, 
de enero a diciembre de 2018, mediante entrevistas semiestructuradas sometidas a análisis 
de contenido. Resultados: las percepciones de las puérperas sobre la atención recibida del 
parto indicaron el uso de intervenciones, como maniobras de presión sobre el fondo uterino 
en el período expulsivo - maniobra de Kristeller, episiotomía y toque vaginal repetido y 
sin consentimiento. El uso de rutinas institucionales, como dieta cero, parto horizontal y 
falta de respeto. Consideraciones Finales: a pesar del impulso de las políticas públicas de 
humanización, el modelo tecnocrático sigue presente en la atención obstétrica durante el 
parto. La humanización de la atención obstétrica requiere cambios de actitudes y paradigmas 
de atención, a fin de garantizar el respeto y el derecho a una atención de calidad.
Descriptores: Enfermería; Mujeres; Parto; Humanización de la Atención; Derechos Sexuales 
y Reproductivos.
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INTRODUCTION

Childbirth safety is currently one of the milestones of current 
obstetric care and one of the emerging topics in the international 
health scenario, beyond women’s expectations, a care that affects 
their health without harm and with better outcomes in the care 
provided at work of childbirth and birth(1). It becomes necessary, 
in addition to timely access to health services(1), a practice based 
on scientific evidence and without the use of outdated behaviors 
that are still employed in the context of care, being contradicted 
by guidelines and recommendations of international entities 
and the World Health Organization (WHO), which contributes to 
a transformation of obstetric care as a redefinition of behaviors 
adopted by health professionals(2-3).

In this sense, the study presents women’s perceptions in rela-
tion to the care offered during labor and birth in public maternity 
hospitals. The care to the parturition process constitutes a chal-
lenge for the safety of childbirth and birth care, being a practice 
still supported by attitudes disconnected with scientific advance, 
which are perpetuated by the work of health professionals, with 
institutional routines of health units(4-5). The power and authority 
resulting from the institutionalization process of hospital routines, 
horizontal, protocol and instituted care support the various 
forms of knowledge and practices considered outdated, which 
constitute a risk to perinatal health(5). 

Currently, numerous changes have been discussed interna-
tionally in the scientific community, such as the universal use of 
continuous support from health professionals, which has shown 
positive effects with a reduction in unnecessary interventions, 
ensuring better maternal and neonatal outcomes. Continuous 
support ensures benefits such as reduced need for epidur-
als, reduced use of oxytocin, instrumental deliveries, cesarean 
deliveries, postpartum depression and neonatal admissions to 
specialized units. Thus, the international literature guarantees 
the shortening of labor duration, as well as better maternal 
satisfaction, bonding with the baby, better neonatal outcomes 
and reduced women’s anxiety(6-7).

But this support is still little used during obstetric care, as the 
predominance of care is linked to a high rate of hospital interven-
tions, such as cesarean section, episiotomy, Kristeller maneuver, 
unnecessary vaginal examination, endogenous oxytocite, obstetric 
forceps, among others(3,6,8-14). This fact is constituted by advancement 
of technology and use of a technocratic model in modern obstetrics, 
thus contributing to care aimed at intervention of the female body(6).

In this way, the norms and routines are supported by the 
biological logic and anchored in the legal guarantee of their 
professional exercise of each individual on the female body, but 
what we see is the non-recognition of scientific value(9), since the 
practice of qualified, safe and respectful care has its use value 
based on the best scientific evidence, in addition to guarantee-
ing respect for women.

In this scenario, in 2011, the federal government instituted the 
Stork Network (Rede Cegonha) in the Unified Health System (SUS 
– Sistema Único de Saúde) through Ordinance 1459 of June 24. The 
Stork Network has been identified as one of the most important 
inducing strategies in the qualification and safety process for the 
reproductive process, with a focus on maternal and child health 

around the organization of services and the safety of care(8). The 
operationalization of the Stork Network promoted a movement 
in favor of humanization, with the rescue of women’s role as 
subjects of the right to a qualified and safe birth.

WHO advocates that all women are entitled to the highest at-
tainable standard of health, including the right to dignified and 
respectful care throughout pregnancy and childbirth(3,5,9-13,15). Thus, 
the humanization of childbirth care processes enables the open-
ing of dialogues in the field of knowledge and health practices 
in the ways established in health work established in/with the 
process of co-responsibility for the transformation of the reality 
of work itself, with the use of best practices, such as offering 
solid and liquid food, avoiding unnecessary interventions in the 
woman’s body, respecting her privacy and autonomy, promoting 
care based on non-pharmacological pain relief technologies. This 
set of factors evidences the close relationship between senses, 
motivation, satisfaction and value perception that configure the 
aspects of live work in health(15).

However, it is still necessary to implement changes in line 
with these important initiatives, as obstetric care presents some 
obstacles to the use of these practices, such as the lack of: 
professional training, institutional policy; maternity hospital 
infrastructure, knowledge of women and caregivers about their 
reproductive rights; attitude of reframing by professionals, in 
view of their performance and the care model. Moreover, there 
is an asymmetric relationship between health professionals and 
women, causing a crisis of confidence(1,6-7,10-12). 

Thus, the study had as a guiding question: how do women 
perceive the practices used in the daily life of obstetric care? Thus, 
the study intends to create opportunities for humanization as 
a strategy for changes in care, with the redefinition of practices 
in daily life of childbirth and birth, the valuing of respectful care, 
safety, inhibiting any damage to perinatal health and the use of 
unnecessary interventions.

OBJECTIVES

To understand women’s perception regarding the care received 
during labor and birth.

METHODS

Ethical aspects

The study was approved by the Institutional Review Board 
of the Universidade Federal Fluminense, as provided for in the 
Brazilian National Health Board (CNS – Conselho Nacional de 
Saúde) Resolution 466/2012. To preserve the respective secrecy, 
anonymity and reliability, the interviewees were identified with 
the letter (P) for postpartum woman, followed by a numerical 
figure corresponding to the sequence of the interviews (P1, P2, 
P3, ..., P56), in addition to the guarantee of voluntary participa-
tion by signing the Informed Consent Form (ICF).

Study design

It is descriptive, exploratory and qualitative research. Descriptive 
research is established in the description of the characteristics of 



3Rev Bras Enferm. 2022;75(Suppl 2): e20210215 9of

Women’s perception of labor and birth care: obstacles to humanization

Rodrigues DP, Alves VH, Silva AM, Penna LHG, Vieira BDG, Silva SED, et al. 

a given population or phenomenon, while exploratory research 
aims to bring researchers closer to the topic, in order to make 
them more accustomed to the facts and phenomena related to 
the research problem(16). The Consolidated Criteria for Reporting 
Qualitative Research (COREQ)(17) was used to help researchers to 
report qualitative research information with transparency and 
quality.

Study setting

The research had as settings the rooming-in of public maternity 
hospitals in the maternal and child health care network in Met-
ropolitan Region II of the state of Rio de Janeiro, Brazil, namely: 
Hospital Universitário Antônio Pedro, Hospital Estadual Azevedo 
Lima, Maternidade Municipal Dr.ª Alzira Reis Vieira, Maternidade 
Municipal Dr. Mario Niajar. These units correspond to woman care 
at habitual risk and high risk in labor and birth care linked to SUS 
in Niterói and São Gonçalo.

Metropolitan Region II of Rio de Janeiro has a territorial exten-
sion of 2,711 km2, corresponding to 6.18% of the state territory, 
integrating seven municipalities, such as Niterói, São Gonçalo, 
Maricá, Itaboraí, Tanguá, Rio Bonito and Silva Jardim, having 
an absolute occupancy of 1,940,536 inhabitants. The region in 
relation to women’s access to maternity hospitals includes a uni-
versity hospital, a state hospital, both for medium and high-risk 
obstetric care, four municipal units for usual-risk obstetric care 
and a philanthropic unit for usual-risk. 

Data source

The research participants were 56 postpartum women, 14 
from each health unit, who met the following inclusion criteria: 
women in immediate postpartum period; over 18 years of age; 
who had vaginal births in public maternity hospitals; with a stay 
of 12 hours or more in the unit. The exclusion criteria took into 
account women who presented any physiological change or 
instability, such as postpartum hemorrhage and hypertensive 
syndrome, and psychological syndromes, such as depression or 
anxiety crises, that would make their participation unfeasible.

Knowledge of childbirth type and information about puerperal 
women’s health status were verified in nursing records and from 
information provided by professionals in the sector.

An initial reception was carried out in each scenario in the 
puerperium wards with women, in order to establish a more 
empathetic and communicative relationship, in order to present 
the research objectives and the way to conduct the data collec-
tion technique. At this point, a collaborative relationship was 
established with participants, demonstrating the importance 
of their reports regarding the care provided during labor and 
birth. Thus, their testimonies would be essential to respond to 
the objectives of the study and identify obstetric care in these 
maternities.

After this welcoming and communicative establishment process, 
the sample was delimited by convenience, in which participants 
were approached, in person, by the main researcher, inviting them 
to participate in the research. It is noteworthy that none of the 
approached participants refused to participate in the study. The 

quantitative of the study sample was established by theoretical 
saturation(18), when new themes or types of utterances are not 
consistently added after new interviews.

It is noteworthy that none of the participants knew about the 
interviewer’s personal objectives and characteristics, as well as 
no relational movement with the institutions to carry out the 
study. Thus, the recruitment of women in each scenario had no 
way of approaching the researcher, i.e., a direct relationship (prior 
contact) with women, because this entire descriptive process of 
the reception and recruitment stage was carried out at the time 
of data collection.

Data collection and organization

The investigation route used the semi-structured interview, 
with closed- and open-ended questions related to the social and 
economic identification profile of women, and the completion 
of the following research questions: how was your experience 
of the care process in childbirth and birth? What is your percep-
tion of this implemented care? Data were collected, individually 
and privately, only with the mother and the researcher, between 
January and December 2018 in a reserved room in the maternity 
hospitals. During the interview, the newborn was under the 
companion’s care in the rooming-in of each unit.

Thus, the interviews were conducted, in depth, in a single 
moment with the participant, with an average duration of 45 
minutes each, which enabled the investigation of the perception 
of obstetric care received by health professionals. The testimonies 
were recorded on a digital device, with prior authorization from 
participants, and later transcribed in full to follow the process of 
processing the material. 

The data collection technique was conducted only by the 
main researcher, avoiding a differentiated conduct, given the 
way that each researcher could introduce in the interview, while 
the research team was in charge of acting in data treatment and 
analysis. It is noteworthy that the researcher, at the time, held 
a master’s credential, in which he had mastery of the interview 
technique, as he received all the training from the research team’s 
PhD members, as well as experiences of applying the interview 
in other studies. 

It is noteworthy that both the main researcher and the team 
of researchers had no personal and professional relationship with 
the institutions, avoiding any conflict of interest in the study. The 
interest was only related to the problem of the study, not because 
of the interests of the institutions and interviewees in the study.

Data analysis

In data analysis, we sought treatment based on content 
analysis(19), with the objective of discovering the content of the 
manifested speech, which presupposes in three moments: 1) pre-
analysis of statements (material organization, with text skimming, 
with a choice of documents to be analyzed, a priori, or selecting 
those that were collected, a posteriori, construction of the corpus 
based on exhaustiveness, representativeness, homogeneity and 
relevance, formulations of hypotheses or objectives and material 
preparation); 2) material exploration and treatment of results 
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(coding and categorization of material - codification involves the 
cut made of the units of meaning, which can be words, the theme, 
the object or referring to the event, and to select the units, it must 
take into account the relevance, being able to obtain frequency or 
occurrence, called contingency analysis; categorization will follow 
semantic, syntactic, lexical, or expressive criteria); 3) inference and 
interpretation (interpretation of the results obtained, based on 
inference, constituting a type of controlled interpretation that 
can be supported by the constitutive elements of the classical 
communication mechanism through the message - meaning 
and code and by the sender and the receiver)(19).

The study obtained the descriptive report of the testimonies 
of the care received and women’s perception regarding obstetric 
care, with obstetric care as the analytical category of the study. In 
this sense, the team of researchers carried out treatment of results 
and analysis of the material, guided by the analysis framework(19).

Thus, the data were sorted, with the transcript of the interviews 
in full. A text skimming and grouping was performed, submitting 
to a detailed and exhaustive analysis and confronting with the 
scientific literature. Following the plan, the selection of units of 
analysis (units of meaning) was carried out, appearing, through 
their frequency (repetition of meanings), namely: disrespect 
(F45%), obstetric interventions (F-62%), routines institutional (F-
56%), abandonment, non-welcoming (F-36%), negligence (F-32%), 
lack of freedom and privacy (F-28%), aggression and violence 
(F-25%). Finally, in the last phase of the analytical process, the 
identification of the units of meaning allowed, in the last stage of 
analysis, the categorization of the constructive elements and the 
regrouping of meanings, based on non-aprioristic categorization.

RESULTS

Of the 56 women, there was a predominance of participants 
aged between twenty and five and thirty years (50%), self-declared 
brown (50%) and black (27.7%) skin color, with Catholic religion 
(35.7%), complete high school (64.2%), in stable union (71.4%), off 
the books (53.5%), being housewives, that did not contribute to 
family income, which ranged from 3 to 4 minimum wages (35.7%) 
- based on R$954.00 (about US$174), minimum wage in 2018, with 
own housing (50%), with up to six family components (64.2%).

Non-aprioristic categorization made possible from partici-
pants’ responses, the construction of the following categories: 
1) Obstetric interventions in childbirth and birth: a counterpoint 
to scientific evidence; 2) Humanization as a necessity in the daily 
routine of obstetric care in women’s voices. It is mentioned that 
currently some obstetric practices introduced in the daily care 
of women and newborns have been questioned, for not bring-
ing any benefit in its use, such as episiotomy without consent, 
excessive vaginal examination and use of endogenous oxytocin, 
maneuvers pressure on the uterine fundus in the expulsive period 
(Kristeller maneuver). These aspects were guided by scientific 
literature appropriation and based on the humanization policy 
and national guidelines on normal childbirth. 

Obstetric interventions in childbirth and birth: a counterpoint 
to scientific evidence

Women’s perceptions pointed out the experience of obstetric 
practices used in daily labor and childbirth. Among these practices, 

Kristeller maneuver (described by German physician Samuel 
Kristeller), which consists of compression of the uterine fundus 
during the second period of labor aiming at its abbreviation, being 
considered inappropriate. Participants considered it a frightening 
and horrible moment through the use of obstetric care.

They climbed on me and pushed my belly, I was a little scared, 
because they didn’t say anything. (P5)

They stood on top of me pushing my belly, it was this horrible part 
that I didn’t like, they stood up my belly and kept pushing, they 
put the arm and pushed down, making me feel very bad at the 
time. The strength he was putting hurt my belly and I could not 
push anymore. (P15)

Some procedures performed were perceived as disrespectful 
interventions on your body, such as the use of episiotomy in the 
context of birth. Episiotomy, from participants’ perception, was a 
moment of brutality, painful, without information and empathy, 
going against the recommendations of strategies for humanization:

Who stitched me was rude [...] when he stitched me was the worst 
part! I felt like an animal. (P1)

I felt horrible, treated like an animal [...] stitched me all over, he was 
rude at the time, it was horrible and still hurts a lot in the place; 
it was conducted without patience with me and he did not say 
anything to me just said after it was done, and before he didn’t 
say anything that he stitched me. This situation was horrible and 
also I did not want it to happen. (P24)

Vaginal examination, performed in obstetric assessment, pres-
ent in the daily practice of maternity hospitals, was also perceived 
as a disrespectful intervention, without dialogue and empathy in 
the care process, according to the following statement:

And when he examined me he did not say anything, he left the room, 
took a form and began to fill and I saw that it was hospitalization 
form; and when he finished filling, he called the nurse to take me 
and said “Let’s walk”, to go up the ramp, and he said I had eight 
dilation, I can’t walk, let me run, then; he ran and brought me 
here to the pre-childbirth room and in that room I stayed; they 
examined me all the time, I asked to operate, he said he couldn’t 
operate because he’s going to take the baby out much sooner, let 
him come through normal birth. (P22)

Humanization as a necessity in daily life of obstetric care 
in women’s voice 

Abandonment was present in puerperal women’s perceptions, 
constituting a direct relationship with the induction of labor for 
oxytocite administration. Participants felt abandoned by health 
professionals, with no relationship, empathy and care. 

I felt abandoned! [...] they [professionals] only put the serum 
there, leave you alone and say nothing! [...] I started to feel more 
pain, pain, pain and I almost died, and no one would be there to 
see, because they tell you that they have to have 10 cm of dilation 
and leave you suffering, suffering, suffering and when you cannot 
take it anymore, they [professionals] come and help you. (P1)
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It was bad, we call, call, but they take a long time to pay attention 
to you, there are a lot of pregnant women and few nurses and you 
can’t be there all the time, but it was bad, there could be more to 
pay attention, a strength, it would help. (P18)

The women perceived the lack of respect referring to feeling 
“thrown away” and “dumped”, justified, in most cases, by institutional 
routines in obstetric care, such as the indication of the zero diet.

I felt dumped, because I had my son at dawn, I could not drink water 
or eat, I was painless [...] when the pain started, I stayed longer in 
the room and they brought nothing to me, because I could not 
drink or eat anything. We feel thrown away, like an animal! (P1)

We are starving [...] they did not give anything to eat and drink, 
we are starving [...] I felt weak in the prepartum room [...] about to 
faint [...] we feel a lot of pain [...] it was bad, because I was in pain, 
hunger, tired, I could not take it anymore [...] I thought I was going 
to faint! (P2)

They [professionals] told me that I could not eat, only after childbirth, 
and drink water too [...] I was very weak, really weak, and even 
more with the pain and contractions [...] I hardly had the strength 
to have my son [...] it was horrible this feeling. (P5)

Participants also highlighted their perceptions regarding the 
position for the time of childbirth/birth. They referred to the gy-
necological/lithotomy position as the most traditional modality 
in obstetrics in the way of being born, disregarding the freedom 
established by the humanization policies during childbirth:

Um, I was in the pre-childbirth room and they told me it’s time, they 
took me to the room to have the baby and I had to lie down and 
put my legs up, and they [professionals] said to hold the iron to 
make contractions easier and faster, that’s what happened. (P22)

When I left for the childbirth room, the nurse who was with me 
took me and put me in bed, lying down with my legs up [...] she 
asked to push and push and hold on to the iron for this [...] born 
fast and she was there to help out [...] and it was good and fast, 
because I got up and did what she said and right away the head 
came out and it was fast. (P30)

I found it uncomfortable, but I had to stay upright like him, he 
told me to stay, because I was crooked because I wanted to see 
the child leave and he scolded me, yelled at me to stay upright, I 
thought it was bad, and after he said stay straight in bed. (P42)

Verbal violence was present in obstetric care with the partici-
pants who, according to their perceptions, pointed to a verbal 
aggression, disrespecting the woman’s uniqueness and her 
moment of giving birth, contributing with more pain during the 
period of childbirth and birth.

The health professional was there yelling at me; they have to help 
us and not scream [...] I was even more nervous and in pain [...] so 
I threw the serum on him. (P3)

It was very bad for me [...] it was my first birth treating me with 
rudeness, yelling at me [...] I did not like it at all [...] and they should 
have respected me better, this situation was complicated. (P4)

The professional at night complained and yelled at me to be 
quiet and shut up, he was screaming because of the pain, but 
my screams were bothering him [health professional] and he 
complained and did this, and I was quiet so I wouldn’t have any 
problems because of him. (P37)

DISCUSSION

Obstetric care has been constantly modified over the years, 
with the incorporation of new knowledge, practices, conducts. 
These changes have been aligned with scientific evidence and 
the guidelines and recommendations of institutions, such as who, 
for care based on childbirth respect (humanized) and safety. It is 
noteworthy that unnecessary interventions have been obstacles 
to the safety and modification of the current model, with the 
incorporation of humanization, being the foundation for the 
transformation of obstetric practice in the country.

Kristeller maneuver, a non-recommended approach, which is 
an interventional practice in the context of childbirth and birth, 
performed by health professionals during the expulsion period with 
compression of the uterus fundus, aims to accelerate the expulsion 
period. On the other hand, this conduct performed is not a recom-
mended practice by international and national organizations, such 
as the WHO and the MoH, as its applicability produces a greater risk 
of maternal and fetal injuries(20). In addition to this, this procedure is 
not recommended for its execution by professional entities, such as 
the Brazilian Federation of Gynecology and Obstetrics Associations 
(FEBRASGO - Federação Brasileira das Associações de Ginecologia e 
Obstetrícia), the Brazilian Association of Midwives and Obstetric 
Nurses (ABENFO - Associação Brasileira de Obstetrizes e Enfermeiros 
Obstetras) and the Federal Council of Nursing (COFEN - Conselho 
Federal de Enfermagem), entities of professionals who work directly 
in woman care in the obstetric field.

Scientific evidence shows that Kristeller maneuver should not 
be practiced. Although the results show that its applicability has 
a shorter duration in the second period of childbirth, there was 
an important increase in the risk of severe perineal lacerations, 
uterine rupture, dyspareunia and urinary incontinence six months 
after childbirth, in addition to neonatal complications such as 
shoulder dystocia, increased risk of a fifth minute Apgar score 
below seven, in addition to fetal sequelae such as hypoperfusion 
and cerebral palsy(21). We need to expand discussions in the field 
of health work, focusing on job qualification, based on scientific 
evidence, expanding the reconfiguration of care during childbirth 
and childbirth described by health policies, especially humaniza-
tion(1-3,9,14), inducing the childbirth care model transition in Brazil.

Thus, when a practice is based on health procedures already 
considered by scientific evidence as outdated, their maintenance 
becomes a disrespect for women’s health. Ensuring women the 
best health behavior is a constitutional right and a duty of all 
health professionals. Lack of knowledge in the advancement of 
scientific value in health and the lack of continuing education 
favor a professional practice, often disconnected from current 
demands for safe care.

The purpose of obstetric interventions, in relation to the use 
of episiotomy, observed, in 11 studies of randomized clinical 
trials involving 5,977 women, the comparison of two groups of 
women, one group receiving selective episiotomy, and the other, 
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episiotomy of routine. In this survey, it was found that women 
undergoing selective episiotomy had less severe perineal trauma. 
The rationale for performing this type of episiotomy was to prevent 
severe perineal trauma, which was not considered true given 
current evidence, because it was also identified that there was 
no benefit of routine episiotomy for women and their babies(22). 

Thus, the justification for performing episiotomy for prevent-
ing trauma and perineal lacerations is not proven(23-24), and when 
we use this interventionist conduct in childbirth, it denies the 
scientific evidence that establishes the non-use of episiotomy 
as a routine practice in childbirth. It is evident that this care is 
supported by the lack of scientific knowledge, with institutional 
guarantee for health service management to maintain outdated 
routines; however, ensuring the best evidence favors the singular 
care centered on the woman rather than its applicability, which 
causes pain in women, as it is a “rude” intervention and without 
proper information and authorization, needing greater respect 
and empathy with women for their wishes on their bodies, as 
an alignment of conduct based on respect and humanization.

We must follow the same logic for excessive vaginal examination, 
as they must be performed every two hours, in the active phase of 
labor, with no need to repeat them in the passive phase. The WHO 
establishes that vaginal examination should be used every four 
hours, when the progression stop is assessed, being enough the 
time established by the international institutions of obstetrics(3,20). 
Therefore, vaginal examination is not recommended before two 
hours and after four hours after the previous exam(20) and, when 
performed excessively, it configures a disrespect and violation of 
the female body.

In this conception, a woman’s body must be respected and 
excessive invasion must be avoided. The work for the obstetric 
condition assessment should, with respect to the woman, fol-
lowing the recommendations of international organizations that 
support a care with respect to physiology, inhibit unnecessary 
interventions(1-3,20). Alternatives for assessing the active phase of 
childbirth should be proposed, such as the purple line as an ef-
fective option for assessing cervical dilatation and fetal descent, 
which has proven to be efficient; however, little used in practice, 
especially in Brazil, requiring further studies of its assessment to 
identify its evidence(3).

However, for a change in this reality to occur, it is necessary that 
managers and health professionals make use of important strate-
gies for a reorganization of care management in health services, of 
MoH initiatives, such as the Improvement and Innovation in Care 
and Teaching in Obstetrics and Neonatology project (APICEON 
- Aprimoramento e Inovação no Cuidado e Ensino em Obstetrícia 
e Neonatologia)(25), which aims to qualify the processes of care, 
management, training related to childbirth, birth and abortion 
in hospitals with teaching activities, incorporating a model with 
practices based on scientific evidence, humanization, safety and 
guarantee of rights.

It is corroborated that abandonment is in the daily life of maternity 
hospitals, constituted by the introduction of a range of obstetric 
interventions, mainly in oxytocite administration, leaving women 
without the necessary support during the stages of childbirth, but 
also with the intention of medicalizing their body. So, medicaliza-
tion can be understood as a form of service management, which 

ensures that health professionals take ownership of phenomena 
related to human existence and transform them into objects, 
subjected to processes of normalization of bodies, their social and 
sexual practices as well as their pleasures(26-27). As a result, when a 
woman is subjected to care management, she operationalizes the 
process of pathologizing childbirth, with intense medicalization, 
transforming a physiological process into a pathological one at the 
expense of not exercising scientific evidence in childbirth and birth.

Regarding the support of this conduct on the part of service 
management, health professionals promote an institutional aban-
donment of women, setting them “aside” and literally abandoned 
and deprived of qualified care, supported by care management(28). 
In fact, when oxytocin is administered, at that time, women are 
left to feel childbirth(20,27) pains inherent to their sexuality. When 
women are hospitalized, it seems like an institutional “punishment”, 
because childbirth is so negative that they think about not being 
subjected to such erroneous acts of their active sexuality(26). It 
should be stated here that qualified support must be provided, 
with the introduction of non-pharmacological technologies for 
pain relief, respecting their citizenship status and the centrality 
of care, since managers and professionals will be on the spot to 
promote continuous and qualified care, contrary to what hap-
pens: the disrespect of their female condition.

Over the years, the WHO has been a constant movement to 
build a new paradigm of care for women’s health in the pregnancy-
puerperal cycle(3). In this way, we seek comprehensive obstetric 
care permeated by quality care based on care practices based on 
scientific evidence, on women’s right to choose and minimization 
of interventions at this time, aiming at the intersection of science 
with emotions, ensuring humanized care(29). Ensuring the human-
ization of childbirth is a right, and the perceptions of the women 
in the study demonstrate the urgency for the reconfiguration of 
care processes in relation to the restriction of liquid and solid food 
during labor, constituting a common routine in hospital care in 
the studied group. Feeding rejection is supported in preventing 
the risk of gastric aspiration. However, women in the parturition 
process need sufficient energy intake to continue with labor(29).

It is known that humanization is a women’s human right, based 
on scientific evidence. In Brazil, the MoH made available the Bra-
zilian National Guidelines for Normal Childbirth Care (Diretrizes 
Nacionais de Assistência ao Parto Normal)(30). The guidelines reaf-
firm the right of women to be informed about possible birthing 
positions and to choose the one they feel most comfortable in 
giving birth(30). The benefits of humanization translate into a re-
duction in the duration of the second period of labor, a reduction 
in instrumentalized and episiotomy births, a reduction in fetal 
heart rate abnormalities and a reduction in pain(3,20,30).

Verbal violence is evident in the scientific literature(31), which 
stands out as the second most identified type of violence in the 
eight health regions of the state of Tocantins, appearing in the 
form of rude treatment, threats, repression, screams, humilia-
tion and disrespect, as evidenced by the authors(31) and which 
materializes in verbal violence due to the lack of care, neglect 
and treatment received by health professionals in obstetric care.

Thus, the production of attitudes that meet the real demands 
of women, aiming at safety and quality of childbirth care, elimi-
nates obstetric violence, which is supported by care practices and 
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scientific evidence protocols that are not recommended by national 
international health policies(31). Thus, the maintenance of practi-
cal childbirth and birth care practices that are not recommended 
perpetuates institutional obstetric violence, inserted in daily life 
of maternity hospitals(31-32).

Study limitations

It is worth highlighting the limitations of this research, since it 
was developed from a particular reality of the scenarios involved, 
which did not allow for relationships and their generalization, in 
addition to the fact that all institutions did not participate in the 
study, not obtaining the totality of maternity hospitals in the region. 

Contributions to nursing

We know that the strengthening of obstetric care based on 
scientific evidence and humanization is necessary, as a practice 
based on technical-scientific knowledge raises a qualified and 
safe obstetric nursing process for childbirth and birth. 

For transformations in the Brazilian obstetric scenario with 
the transition of the care model, humanization is seen as the 
foundation for this change, fostered by humanization policies 
in reproductive health. 

This research contributes to the scope for the use of obstetric 
practices, which are still part of maternity hospitals’ daily life so 
that you can reflect on professional performance based on the 
humanization of care and scientific evidence.

FINAL CONSIDERATIONS

The expansion of efforts to change the care model with a 
focus on humanization implies qualifying health professionals 
and managers, subsidizing work and management based on 
science, respect and women’s rights for a more qualified and 
successful childbirth.

The appreciation of this model centralizes the recommendations 
and guidelines of public policies, such as the Stork Network, which 
advocates care articulated with the recommendations of international 
and national organizations, such as the WHO and the MS, for care 

that is focused on more physiological care, avoiding unnecessary 
interventions, enabling a new reconfiguration in obstetric care.

With the resignification of a practice by health professionals 
and managers, the work process becomes qualified, inducing 
labor and birth as a successful experience. This appreciation al-
lows it to be an inducer of change, inhibiting forms of obstetric 
violence, which are engendered in the care and management of 
maternity hospitals, together with women in childbirth.

However, despite these incentives, there is still a lot to advance 
in obstetric care, which permeates the application of obstetric 
interventions, sustaining the technocratic model, with women’s 
perception of disrespect, lack of empathy and care in daily life of 
childbirth and birth, in addition to the use of institutional routines, 
ensuring professional autonomy and inhibiting women in the 
birth process scene, prevailing verbal violence in relationships 
with professionals. Thus, despite the fact that humanization is 
within an international movement of transformations in care, it 
is still necessary to break with the challenges to ensure atten-
tion focused on a new way of looking at and caring for women, 
guaranteeing respect, autonomy, empathy and uniqueness of 
care, supported by public policies in reproductive health.

Thus, it is necessary to expand political incentives for training 
in maternal and child services in qualification of the management 
of maternity services and its redefinition in health professionals’ 
daily practice, especially in the Metropolitan Region II of Rio de 
Janeiro.
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