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Abstract This article eevaluates delivery and
birth care practices in maternity facilities in Bra-
zil’s North and Northeast regions. We conducted a
qualitative evaluation of 91 facilities in the North
and 181 facilities in the Northeast. The data was
collected using systematic observation by a team
of 44 previously trained evaluators and record-
ed in a field diary. A thematic analysis of the
collected data was performed, resulting in three
core themes: challenges of collegial management;
challenges for coping with obstetric violence; and
the potential of the evaluation process for driving
change. Advances were made in the implementa-
tion of good labor and childbirth care practices;
however, some maternity facilities still reproduce
hierarchical models without spaces for collegial
management and accounts of obstetric violence
were common. Health professionals used the pres-
ence of risk to justify the low level of adoption of
good practices. However, the findings reveal prog-
ress towards the humanization of care. The results
also show the potential of the evaluation process
for driving change. Although progress has been
made towards the adoption of the good practic-
es recommended by the Stork Network Program
both in the area of management and care delivery,
many challenges remain in view of the dominance
of a hierarchical management model associated
with an interventionist approach to health care.
Key words Health evaluation, Humanized birth,
Violence
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Introduction

Humanized childbirth care is one of the pillars of
the Programa Rede Cegonha (RC) or Stork Net-
work Program, created in 2011 by the Ministry
of Health with the aim of reducing maternal and
neonatal mortality."

The RC shifts away from the logic of the he-
gemonic model of maternal care, characterized
by high rates of cesarean sections, the medical-
ization of delivery and birth, unsafe abortion,
and elevated rates of perinatal morbidity and
mortality. The program aims to promote healthy
labor and childbirth through the provision of
women-centered care that guarantees privacy
and autonomy and avoids unnecessary interven-
tions.” These changes involve aspects related to
work processes and more equal relations between
managers and care staff, professional groups, and
health professionals and patients.*

However, the implementation of this mod-
el faces a number of challenges stemming from
an organizational structure and logic that is
centered on biomedical knowledge and power
and hierarchy within and between professional
groups and fails to recognize women’s autonomy
and subjectivity.

One of the key challenges of the RC is to
combine strategies designed to promote changes
in care practices with the systematic monitoring
and evaluation of the country’s maternity facili-
ties based on the goals and guidelines of the RC.!
To this end, between 2013 and 2015, the Ministry
of Health conducted the first RC evaluation cycle
including all maternity facilities encompassed by
regional action plans®, followed by a second cycle
undertaken between 2016 and 2017.7# This study
draws on the results of the second cycle.

Considering the deep inequalities in health
service coverage and access in the country’s
North and Northeast regions and, consequently,
the persistently high rates of maternal and infant
mortality in comparison to the South and South-
east, the efforts of the RC in these regions have
been more effective. Between 2010 and 2015 (one
year before and five years after the creation of the
RC), Brazil saw a reduction of 11.6% and 15.6%
in the maternal mortality ratio and infant mor-
tality rate, respectively.’

This article evaluates delivery and birth care
practices in maternity facilities located in Brazil’s
North and Northeast regions based on the per-
ceptions of the RC evaluators in order to gain a
deeper understanding of the challenges faced by
the country’s maternal health services.

Method

We conducted a qualitative evaluation of mater-
nal health services as part of the project “Evalua-
tion of labor and childbirth care management in
Brazil’s Unified Health System (SUS)”"#

The evaluation included the following types of
public and private facilities (hospitals under con-
tract with the SUS) located in health regions in the
North and Northeast: 1) facilities performing at
least 500 deliveries a year regardless of whether or
not they were receiving financial incentives from
the RC (n=245); 2) facilities performing less than
500 deliveries a year receiving financial incentives
from the RC (n=15); and 3) facilities that do not
perform deliveries, but receive funding for neona-
tal units (n=12). Eligible facilities were identified
using the latest available data (2015) from the
SUS’s Hospital Information System.

A total of 272 health facilities were evaluat-
ed: 181 in the Northeast — Maranhao (14), Per-
nambuco (32), Piaui (8), Ceard (44), Rio Grande
do Norte (14), Paraiba (10), Alagoas (16), Ser-
gipe (9), and Bahia (34); and 91 in the North —
Acre (6), Amapé (4), Amazonas (12), Para (54),
Rondoénia (7), Roraima (1), and Tocantins (7).

The data were collected by a previously
trained team of 44 evaluators (28 in the North-
east and 16 in the North) and 10 supervisors
made up of health professionals with experience
in maternal and infant health care and/or man-
agement. The supervisors provided support to
the evaluators and coordinated the data collec-
tion process in conjunction with local and re-
gional health managers.

The data were collected between December
2016 and June 2017. In each facility, on the first
day of the evaluation, the evaluation team held a
meeting with local and regional health manag-
ers (local government health managers, directors
and heads of obstetric and neonatal services,
and representatives from the health regions) to
explain the aims of the evaluation and methods
used. The evaluators worked in pairs and spent
three days in each facility in the Northeast and
five days in the North.

The data collection method adopted by this
study was systematic observation. Observations
were made during the evaluators’ stays in the fa-
cilities based on a guide designed to capture the
different perspectives of the subjects, including
ambiguities and tension.

The guide contained questions related to the
following aspects of labor and childbirth care
practices: 1) general information about the ma-



ternity facility; 2) use of protocols and indicators;
3) maternal and newborn care; 4) quality of in-
formation provision and welcoming of mothers
and companions; 5) managers’ stance towards
the institutional model of labor and childbirth
care and adoption of good practices; 6) staff par-
ticipation in institutionalized or informal deci-
sion-making spaces; and 7) manager-care staff
communication in relation to work processes
and working conditions. All observations were
recorded in a field diary.

We conducted a thematic analysis of the col-
lected data' drawing on theoretical frames of
reference for work processes, the humanization
of care and implementation of good obstetric
and neonatal practices. We addressed power rela-
tions, ways of organizing work process and work-
ing conditions.

This study was approved by the Maranhdo
Federal University and Sergio Arouca National
School of Public Health human research ethics
committees (CAAE 56389713.5.3001.5240). The
health facilities were identified using a code con-
sisting of the letter N (North) or NE (Northeast),
followed by the state and facility number.

Results and discussion

The analysis of the field diaries generated three
core themes: 1) Challenges of collegial manage-
ment; 2) Challenges for coping with obstetric
violence; and 3) The potential of the evaluation
process for driving change.

Challenges of collegial management

Our findings show that some facilities had
implemented or were in the process of imple-
menting the device “collegial management” and
had shared decision-making spaces, revealing
important progress towards making the changes
to the management model envisioned by the RC.

“The institution has shared management
spaces, where cases and work routines are dis-
cussed with the aim of improving care delivery.
Cases are discussed to evaluate conduct. Staff
regularly take training and refresher courses rele-
vant to their area”. (N3-6)

“There is no collegial management body,
but it is in the process of organization. However,
conversation circles are held on a monthly basis
where all professional staff are invited and gener-
ally attend. There are training courses and pro-
fessional staff always seek training opportunities,

since they are encouraged and committed to im-
proving work processes”. (N6-7)

Weaknesses in collegial management pro-
cesses were highlighted in the first RC evaluation
cycle. Although spaces for communication such
as steering groups, collegial management bod-
ies and forums were recognized as mechanisms
that strengthen shared decision-making, few
have been put in place so far. In addition, politi-
cal transition and lack of continuity in state and
local government administrations and hospital
management were highlighted as setbacks for the
RC implementation process.®

There were also cases of services without col-
legial management mechanisms and others that
had mechanisms in place but reproduced the
same centralized management model that fails
to promote staff and patient participation. The
following accounts illustrate the situations found
by the evaluation team:

“There are meetings between the hospital
managers and unit coordinators to discuss work
processes; however they don’t include care staff
on a regular basis. Only now and again and in-
formally”. (NE2-20)

“The decisions taken by the collegial bodies
neither involve technicians nor patients. They
seem to work by theme, like maternal mortality
for example; and the other meetings are held by
separate professional groups”. (NE2-23)

Despite progress in collegial management,
in general, the classical model based on division
of labor between managers and workers pre-
vails, separating management from care. In this
approach, the planning and the organization of
work processes rests with managers'>'? and care
workers are charged with the task of everyday
care delivery. Staff, particularly those involved in
care delivery, do not participate in decision-mak-
ing. In addition, each professional group takes
care of its own, reinforcing fragmentation and
establishing a hierarchy of power.

The debate on the management of work
processes in health care is by no means new and
highlights the need to question the hegemon-
ic management logic in health services, which
restrains inventiveness and strengthens mecha-
nisms of control and subjugation of profession-
als and patients."?

The guideline Participatory and Shared Man-
agement states that management and care pro-
cesses are inseparable because the management
of work processes in health care cannot be un-
derstood as an administrative task separated
from care practices."* How work processes are
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organized therefore directly influences care de-
livery. The subordination of care staff to manag-
ers in collegial management bodies jeopardizes
communication, turning it into the mere trans-
mission of decisions, reinforcing existing power
relations within and between different profes-
sional groups.

Collegial management is a humanization
device that views the management of work pro-
cesses as a collective challenge.”® This device has
the potential to produce change, promoting the
democratization of services by including new
subjects and sharing responsibility for ways of
managing and caring."”

On its own, the implementation of human-
ization devices does not secure the participation
of the different actors involved in the care pro-
cess.'® This means that the group that makes up
the collegial management body needs to evaluate
its own mode of operation and the work process-
es underpinning day-to-day practices.

The evaluators highlight that communica-
tion technologies such as email and WhatsApp®
were used as tools to improve communication
between managers and care staff.

“In general, we noticed good relations be-
tween managers and staff. The professionals
made some very positive comments about man-
agers, who are visibly active. Communication
takes place openly via WhatsApp groups, email,
meetings, training courses etc. Although there
are no formal shared management spaces, pro-
fessionals generally feel that the questions they
raise are taken into consideration by managers in
decision-making”. (NE2-26)

Although WhatsApp® was used to facilitate
the shared decision-making, it was also evident
that it was used to reproduce traditional insti-
tutional dynamics, serving more as a channel to
communicate decisions taken by managers than
a space for collective decision-making.

“There are meetings between unit coordina-
tors and some information is passed on to the
professionals in the WhatsApp groups (mainly
to the doctors), but they don’t participate and
are not briefed about the discussions held in the
management meetings”. (NE4-3)

Studies highlight that strengthening com-
munication between and within groups is vital
to democratizing health services. Effective com-
munication strengthens subjects’ capacity to ex-
ert mutual influence and assign new meanings to
their work and day-to-day practices. Shared orga-
nization of work processes requires dialogue and
sharing between professionals, leading to quality

improvement and a clearer definition of shared
responsibilities between professionals and teams.’

One of the justifications given by managers
for the low level of staff participation in meetings
is shift patterns. This is a crucial issue to be con-
sidered in tackling the organizational structure
and logic of hospitals, since, to ensure participa-
tory decision making and shared responsibility
for care, staff need to incorporate sharing into
their everyday practices. Management and care
models will not change unless work processes
change, meaning that it is necessary to rethink
organization. The horizontalization of care is an
issue that needs to be addressed by the creation
of referral teams."”

Another issue highlighted by the evaluators,
which is equally important, is staff turnover. In
this respect, to promote staff health and well-be-
ing, retain health workers and improve the qual-
ity of care, it is important to value health work
and workers by guaranteeing stable employment
relationships and improving working terms and
conditions.'

Challenges for Coping with Obstetric
violence

One of the main focuses of the RC is the pro-
motion of strategies to reduce obstetric violence.
An important step forward towards change in
maternal and infant health care is the problema-
tization of normalized practices and conduct that
are not conducive to the humanization of care.

Misconceptions about obstetric violence, in-
cluding legal aspects, make the criminalization of
this type of violence infeasible, despite evidence
of its practice.” Internationally, the term obstet-
ric violence is associated with the violation of
women’s rights, being recognized as an import-
ant public health issue by the World Health Or-
ganization.”® Obstetric violence, which includes
abusive treatment, disrespect and neglect during
childbirth, is widespread in health systems in var-
ious countries??. Studies in Brazil suggest that
it is one of the dimensions of institutional vio-
lence” and gender violence®, highlighting that
RC is a key strategy for tackling this problem.

This process, which includes acknowledg-
ing the problem and promoting changes in
deep-rooted practices in health services, is slow
and marked by advances and setbacks. The trans-
formation towards good practices coexists with
the situations of violence identified by the evalu-
ators in facilities in both the North and Northeast
regions.



“There are reports of obstetric violence from
puerperal women and you can tell from their
accounts that they are scared. Since everyone
knows each other and it’s the only hospital in the
municipality (...), [they] are scared of reprisals”.
(N4-9)

“Some of the puerperal women complained
about the treatment. They were mistreated by
nursing technicians who complained about their
screaming and told them to “shut up” and lay still
on the bed”. (N4-11)

“In cases of laceration or episiotomy, women
have walk to the procedure room at the end of
the corridor of cubicles improvised for stitching”.
(N5-2)

The findings also show that the diagnosis of
“obstetric risk” justified the low level of adoption
of good practices by professionals in referral hos-
pitals for high-risk women. For both managers
and staff, high-risk deliveries are seen as a medi-
cal procedure.

“There is a belief that high-risk deliveries are
not included in the humanization model and all
interventions are justified by the fact that it is a
high-risk maternity facility”. (NE2-15)

According to the health professionals, carry-
ing out interventions that are not explained to or
have not been requested by women is justified by
the risk-safety principle. Conducting procedures
without consent is not construed as violence, but
rather a way of ensuring safe delivery.”® This type
of care gives preference to medical hegemony and
technical care to the detriment of patients’ rights.

Pregnancy risk assessments are conducted
to prevent adverse outcomes and its utilization
establishes different categories of pregnancies.
According to Robles,” risk assessment is used to
legitimize the use of hard technologies and med-
ical interventions seen as a form of control over
disease.

The institutionalization of abuse and disre-
spect for women’s autonomy is normalized to
save lives. Studies have shown the existence of
mistreatment of women in maternity facilities
in different settings.”?** The over-medicaliza-
tion of the natural process of birth is an everyday
practice, characterizing the obstetric violence,
disrespect and abuse brought upon women by
health professionals.”® The idea that giving birth
is a risk in itself, and that there is no such thing as
a pregnancy without risk — hence the term “nor-
mal-risk” — may be at the root of these abuses and
explain the results found in this study.

Rooted in gender stereotypes, violence against
women is present in medical training courses in

Brazil and Latin America, which teach painful un-
necessary normalized procedures that are incor-
porated into work processes.* According to Diniz
(2016),”" professionals are taught that parturient
women do not have the right to make choices and
that medical students’ educational needs are more
important than women’s autonomy and integrity,
trivializing the violation of women’s rights, which
is a hidden part of the curriculum.

The evaluators’ suggest that in teaching hos-
pitals, including university hospitals, practical
classes are often placed before the health needs
and rights of women.

“A lot of women reported feeling uncomfort-
able with the presence of residents and students.
The labor and delivery rooms are always full of
students. Some behave inappropriately, causing
women to suffer”. (NE2-14)

“The maternity facility receives students on
supervised internships. With regard to medical
internships, women undergo unnecessary inter-
ventions so that the residents/interns can learn
the procedures, leading to an increase in the
number of unnecessary episiotomies and cesare-
ans and repetitive vaginal exams”. (NE8-8)

“Students do vaginal exams one after the
other without asking permission. Women feel
obliged to be an object of study. One woman
said: ‘because it’s their work and I can’t com-
plain”. (NE2-27)

“The hospital receives students and some-
time the doctors give classes to the undergrad-
uate students in the conventional intermediate
care unit”. (NE4-10)

The examples of violence illustrated in the
above accounts have been discussed in other
studies without explicitly mentioning the term
obstetric violence. One study on violence com-
mitted by health professionals in maternity fa-
cilities shows that, although most care staff ac-
knowledge rude and disrespectful treatment, this
behavior is often trivialized and regarded as “jok-
ing”. The argument used to justify violent con-
duct such as putdowns, threats and reprimands
is the need to use authority to manage day-to-day
situations in health services.?

Health professionals also highlighted that
lack of facilities and human resources and over-
crowding were other factors responsible for the
violation of rights:

“There was only one bathroom in the labor
room, which was really dirty and had a queue of
women in labor waiting to use it. The normal de-
livery rooms are in the surgical block and after
delivery the women lay on stretchers on the two
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sides of the corridor because there are no beds in
rooming-in”. (NE2-27)

“We can’t say there are good practices, the ma-
ternity facility is routinely overcrowded. Women
have no privacy whatsoever and are not allowed a
companion, neither in the labor room nor in the
delivery and postpartum rooms”. (NE2-27)

“There are not enough staff to deliver quality
care. Understaffing prevents the adoption of var-
ious good practices because professionals have
only a small amount of time to see each patient”.
(NE4-5)

“Professionals from different sectors find it
difficult to adopt good practices, mainly due to
overcrowding and the fast pace of work. Care
staff-patient relations are permeated with neglect
and violence”. (NE2-23)

“The maternity facility doesn’t allow com-
panions throughout the entire period of labor,
justified by overcrowding and lack of privacy”.
(NE9-8)

These and other factors, such as operating be-
yond capacity, understaffing and lack of ongoing
training, lead to excessive workloads and a dete-
rioration of working conditions.

Overcrowding can also lead to misunder-
standings within and between health teams,
between care staff and patients, and between
patients and family members. This situation af-
fected the quality of care delivered to patients
and their families, including the right to a com-
panion of choice, offering non-pharmacological
pain relief methods and provision of informa-
tion on mother and baby health status. These
practices are elements of the women-friendly
care approach adopted in accredited facilities
participating in the Baby-Friendly Hospital Ini-
tiative created in 2014.%

“They (pregnant women) don’t receive in-
formation about the right to a companion, the
ombudsman, or any right whatsoever. And little
information is given about their health status. A
lot of women reported: ‘my mum/husband/com-
panion only knew that my baby had been born
hours later’. (NE2-27)

“The puerperal women received little infor-
mation about conditions during birth and new-
born care”. (NE9-20)

Many violations of women’s rights were re-
corded, stemming from practices that denote
power relations that depersonalize women, re-
ducing them to an object of intervention.?*”!

In contrast, evaluators also found institutions
whose managers and professionals were engaged

in the process of implementing changes to pro-
mote non-violence and the defense of patients’
rights. Within this process, practices that come
close to the humanizing praxis coexist with more
conventional approaches, expressing the tensions
present in manager-care staff and care staff-pa-
tient/family relations.

“During the evaluation process, actions that
show both management and staff commitment
to good labor and childbirth care practices were
evident, therefore converging towards the pro-
posal of the Rede Cegonha”. (NE2-13)

“Companion present 24-hours a day.
Non-pharmacological pain relief methods of-
fered. Free to walk around. Drinks and food of-
fered during labor. Skin-to-skin contact imme-
diately after birth is a well-established routine in
the maternity facility. (...) Welcoming with risk
classification not in place. After admission, wom-
en are examined in the labor room without ade-
quate privacy. There seems to be little integration
between managers and staft”. (NE3-8)

“The adoption of labor and childbirth care
practices is already routine, [the staff] are sur-
prised when women don’t want [the practices],
but always respect the patients’ wishes. There are
volunteer doulas who also support the imple-
mentation of good practices, empowering wom-
en during childbirth”. (NE9-14)

“Managers are committed to the changes in
the labor and childbirth care model”. (N1-4)

This reality reveals the complexity of the pro-
cess of change driven by the RC and the need to
ensure continuity. Despite significant advanc-
es, more investment in continuing professional
training and development is required, together
with increased dissemination of information to
help women understand their rights.

The potential of the evaluation process
for driving change

The findings from the second evaluation cy-
cle reveal a number of advances triggered by the
results of the first evaluation cycle.

“In the interview, the managers mentioned
the previous evaluation [in 2015, during the first
cycle], in which the maternity facility obtained
various low scores. Thereafter, they sought to im-
prove the indicators”. (NE2-13)

These findings demonstrate transformative
potential of the RC monitoring process. In the
first cycle, the evaluators reported that the filling
out of the evaluation instrument prompted dis-
cussions about the strengths and weaknesses of



the service, leading to the development of actions
to improve indicators. One of the aims of the RC
evaluation process is precisely to promote the de-
velopment of a set of actions that foster changes
in the health care management model adopted in
SUS maternity facilities.*

In the second cycle, managers were informed
previously about the list of protocols and indica-
tors that would be requested. The fact that they
knew they were going to be evaluated led them
to prepare for the evaluation and this process fre-
quently spurred change.

In many cases, it was evident that the pro-
tocols provided to the evaluators had been pre-
pared for the evaluation and were not actually in
place in the facility.

“Some staff reported that the protocols were
placed in the sectors on the day of our arrival in
the hospital”. (N4-42)

Good practice protocols aim to promote
changes in the conduct of health teams, encour-
aging the adoption of practices based on evidence
and group discussions. However, the results show
that practices varied from care professional to
care professional and shift to shift:

“Over the days on which the evaluation was
conducted, it was evident that conduct varied ac-
cording to the professional/shift”. (N1-5)

“Some inadvisable practices were performed,
depending on the doctor on shift “. (NE4-13)

The findings also show that, although indica-
tors were not always used, this evaluation provid-
ed managers with the opportunity to discuss and
reappraise their use:

“Indicators were not used because they didn’t
realize how they could be used to improve service
delivery”. (N4-4)

“After the document analysis, the managers
demonstrated commitment and an understand-
ing of the importance of indicators for care plan-
ning”. (N4-8)

“Few indicators are tracked, but, making the
most of the evaluation and the training aspect of
the evaluation process, the managers suggested
they would monitor the requested indicators”
(N4-29)

Tracking indicators is important for the anal-
ysis of work process outcomes. It enables health
teams to correct the direction and change track
in order to improve care quality. Building an
evaluative culture that cuts across the planning
and management process is a major challenge for
today’s health systems.**

The transformative power of evaluation was
evident both in situations in which indicators

were put together to present to the evaluation
team and where the evaluation team helped
managers to calculate them, proving to be key to
actions directed at improving services.

Another positive element was the meetings
held during the evaluation process. In some facil-
ities, the participation of local and state govern-
ment health managers in the evaluation process
resulted in the scheduling of meetings and dis-
cussions and stronger support for and commit-
ment to the RC.

“The managers of the maternity facility
showed a desire for and commitment to change,
reflected in the meetings that this evaluation
prompted between service managers and local
health managers. Discussions between state and
local health managers regarding support for the
implementation of the RC across the whole mu-
nicipality were also scheduled, leading to better
coordination between hospital care staff and
health teams from the family health program”
(NE2-4)

“On the course during the evaluation visit,
service managers and local government health
managers agreed various types of support’.
(NE2-7)

“Some agreements were made that will un-
fold after the evaluation process”. (NE2-19)

The methodological approach adopted in the
evaluation of the RC emphasized the inclusion of
different actors, including managers at multiple
levels. This approach not only validates and legit-
imizes the process, but also provides an opportu-
nity for sharing and making decisions that have
the potential to transform the country’s health
care management model.

The accounts presented here — produced
from interviews with managers, staff and pa-
tients and the observation of practices in each
facility— provide an evaluative look at the reality
of maternity facilities in the North and Northeast
of Brazil. The picture of theses settings provided
by the descriptions recorded in the field diaries
and their subsequent analysis, together with the
results of the questionnaires, provide valuable
insights into pressing issues facing maternal and
infant care in Brazil.

One of the strengths of this qualitative study
is that it permitted the analysis of the imple-
mentation of the RC in regions with the great-
est needs, which have had persistently high rates
of maternal and infant morbidity and mortality
for centuries. We were unable to find other stud-
ies evaluating the management of women’s and
children’s health care across all states in Brazil’s
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North and Northeast regions after the creation of
the RC.

One of the limitations of this study is that
methodological differences between studies
hamper the comparison of the results of the two
evaluation cycles.

Final considerations

The findings reveal that progress has been made
towards the adoption of the good practices rec-
ommended by the Rede Cegonha both in the area
of management and care delivery. However, many
challenges remain in view of the dominance of a
hierarchical management model associated with
an interventionist approach to health care. Thus,
despite the advances, more investment is needed
to promote the humanization of care.
Considering that this study was undertaken
during the second RC evaluation cycle, efforts
are needed to promote the effective transforma-
tion of health care management, especially in
the following areas: creation of effective shared

management spaces; training of professional staff
and health managers; implementation of good
practice protocols, and incorporation of evalua-
tion processes into everyday practices in materni-
ty facilities to enable the monitoring of the RC.
Moreover, the findings of the first evaluation cycle
show that institutional support plays a central role
in the implementation of the guidelines of the RC.
Strengthening this role is key to the consolidation
of the changes needed to improve care quality.

It is important to stress the importance of de-
veloping actions in primary care settings — from
antenatal through to labor and childbirth care —
to empower women and help them understand
and take ownership of their rights. With appro-
priate training, primary health teams can play an
important role in promoting women’s protago-
nism and autonomy.

The results of the RC evaluation process can
make a significant contribution to improving the
management of maternal and infant health ser-
vices. Further evaluation cycles should therefore
be conducted to permit the ongoing monitoring
of care quality.
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