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Performance of resident nurses in obstetrics on childbirth care 

Abstract

Objectives: to describe good practices on childbirth care and obstetric interventions

performed by resident nurses in obstetrics during the obstetric childbirth risk at a public

maternity hospital in Salvador. 

Methods: a descriptive cross-sectional study with a quantitative approach, based on the

of 102 parturients, between February and April 2016. The data collection was performed

through the collection of information on clinical files for analysis by using descriptive statis-

tics with absolute and relative frequencies for the evaluated categorical variables.

Results: it was observed that 100.0% of the women used some kind of non-pharmacolo-

gical method for pain relief, although the method of choice was to take a hot bath; 99.0% of

the women drank liquids; 94.0% had the presence of a companion of free choice; 99.0%

walked during labor; 100.0% had the freedom to choose a position during childbirth. It is

noteworthy that no woman in this study was submitted to episiotomy, and more than 70.0%

were not submitted to any obstetric intervention. 

Conclusions: the Programa de Residência em Enfermagem (Residency Nursing Program)

an important point in the childbirth humanization process is directly associated to the

increase in the normal childbirth rates, the highest use on good practices in childbirth care,

and the reduction on obstetric interventions.
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Introduction

The current conjuncture of obstetric care in Brazil
presents an epidemiological scenario with high rates
of maternal and perinatal mortality in an indiscrimi-
nated use of interventions and high cesarean section
rates. In this context, the Ministry of Health (MH)
released a Programa Nacional de Residência em
Enfermagem Obstétrica (National Residency in
Obstetric Nursing Program) in 2012, a program with
an objective to encourage higher education institutes
to train specialized nurse professionals in obstetrics.
This action seeks to contribute the qualification in
obstetric care by training nurses for humanized care
with the purpose of improving and modifying the
model in women’s health care, especially during
their pregnancy, childbirth and post-partum.1,2

In the state of Bahia, the Residência em
Enfermagem Obstétrica (Residency in Obstetric
Nursing) was implemented in 2012 through a part-
nership between the Ministries of Health and
Education along with the Universidade Federal da
Bahia (Federal University of Bahia). With the
premise of Post Graduating in the latu sensu
modality, by training nurses through practical educa-
tion in order to work in a humanized and integrated
manner, caring for women and newborns and deve-
loping skills to follow the physiological childbirth
process, as indicated by the orientations of good
practices in obstetric care, supported by scientific
evidence and by the strategy of the Rede Cegonha
(Stork Network).2

The qualified and competent obstetric nurses
follow the physiological childbirth process in
contributing to its natural evolution, recognizing and
correcting the deviations from normality, and refer-
ring those that need specialized care.3,4

In 1996, the World Health Organization (WHO)
developed a classification on common practices in
the conduction of obstetric childbirth risks
instructing on what should and should not be done in
the labor process. This classification was based on
scientific evidence concluded in researches from all
over the world.5 Therefore, it can be defined that
good obstetric practices as those proven to be bene-
ficial and based on scientific evidence by respecting
the physiological labor process and presenting the
best results for mothers and newborns. 

The WHO considers that through less interven-
tionist characteristic care, the obstetric nurses and
midwives are the most adequate professionals to
accompany pregnancies and obstetric childbirth
risks.5

According to a review published in Cochrane in

2013, most women who were assisted during labor
were by a midwife or an obstetric nurse in which
presented better results compared to those who were
assisted by physicians only. Their presence in
assisting childbirth, contributes significantly to
humanized care, promoting less interventions and
more maternal satisfaction.6 

Team work between obstetric nurses or
midwives with physicians on shift greatly decreases
the number of cesarean sections. The results of a
research carried out at the University of California,
San Francisco School of Medicine, with 4,351
parturients revealed that this model in care drasti-
cally decreased the cesarean section rates in nulli-
parous parturients and a slight increase in the rates
on vaginal birth after cesarean (VBAC).7 In this
model of group work, in cases of low risk, it is
suggested that nurses should provide care, and in
cases of high risk, the care should be provided by
obstetric physicians allowing a less interventionist
approach.7

A simple replacement of the physician for an
obstetric nurse does not necessarily result in huma-
nized care. It is noteworthy that the action of this
professional is inserted in a new proposition of care
and enables to change the model in care.3,4,5

With the purpose of contributing to the discus-
sion about care given by the obstetric nurses during
labor and obstetric childbirth risks, this study has a
goal to describe good practices in care and obstetric
interventions made by resident nurses in obstetrics
during obstetric childbirth risk in a public maternity
in Salvador.

Methods

This is a descriptive cross-sectional study with a
quantitative approach, carried out between February
and April, 2016, using secondary data found in
medical files. The study was developed at a Public
Maternity in Salvador city in Bahia State. We
selected 160 medical files from a total of 307 child-
births assisted by resident nurses in obstetrics. 147
medical files were not analyzed because there were
no signatures or stamps from the responsible
preceptor for the care along with the resident. Of the
160 medical files, 58 were excluded from the
research due to the lack of information regarding to
the essential variables for answering the questions in
this study. 102 medical files were analyzed, this is
equivalent to 34%.  The selection of the medical files
for this research was randomized and the elected
medical files corresponded to childbirth care
between January 2014 and May 2015.
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As the criteria for eligibility in this study, we
used data from puerperals’ medical files whose
childbirths were assisted by resident nurses in
obstetrics, in which lacked clinical or obstetric
pathologies, with gestational age between 37 and 41
weeks and 4 days, and besides a singleton preg-
nancy. 

The variables analyzed in this study were: good
practices and obstetric interventions during labor
and childbirth. Good practices are defined as: fluids
or food intake during labor or childbirth, the use of
non-pharmacological methods to relieve pain, the
presence of a companion of choice, mobility during
all the stages of labor and monitoring the progress of
labor through a partogram. Good practices assessed
during childbirth were: the use of vertical position,
late clamping of the umbilical cord, skin-to-skin
contact and breastfeeding in the delivery room. The
following interventions during labor was considered:
the use of venous catheter, oxytocin to accelerate
labor and amniotomy. Regarding to interventions
during childbirth, lithotomy and episiotomy were
also assessed variables.

For statistical analysis, the data collected was
organized in the Microsoft Excel version 2011
spreadsheets and analyzed through simple descrip-
tive statistics presenting absolute values and its
respective percentage values.

All the proportions, tests, confidence intervals
and models were estimated considering the complex
characteristics of the sample. A descriptive statistic
was used with relative and absolute frequencies,
strata, conglomerate and weighs. The statistic
program used was EPI INFO, version 3.5.2 –
Centers for Disease Control and Prevention (CDC),
United States.

This research adhered to the criteria and require-
ments of the Resolution n. 466/12 of the Conselho
Nacional de Saúde (National Health Council) that
defines the recommendations and standard proce-
dures for human researches was filed in the Research
Ethics Committee at the Escola de Enfermagem da
Universidade Federal da Bahia, and was approved
by the document number 1.399.789

Results

The analysis of the obtained data intended to iden-
tify the defined variables for this study. A set of
values was emphasized in which portrayed a profile
of assistance given by the resident nurses.

According to the social demographic data, we
observed that the mean age group of the participants
in this research was around 22 years old. The results

showed that the women had a mean of 8 years of
schooling. In relation to skin color, 40.2% of the
women were black, most of which (8.8%) were
unemployed. As to marital status, 21.6% of the
women were in a stable union. 94.1% of the women
were from Salvador city. In the medical files, 57.8%
had no information about their race, 76.5% had no
information about their occupation, and 61.8% had
no information about their marital status.

As to obstetric aspect, 99.0% of the women had
prenatal care. In relation to childbirth, 55.1% of the
women had one or more. The mean of the gestational
age was 38 weeks and 4 days (Table 1).

In terms of feeding, 99.0% of the women had
fluid intake during labor. As for the partogram,
94.9% of the women had their childbirth progression
monitored by this instrument. In relation to having a
companion, 92.8% of parturients had the presence of
a companion of their free choice during labor. Nearly
99.0% of the women moved around during labor,
walking or crouching.

According to the results of using good obstetric
practices during labor, 100.0% of the women used
some type of non-pharmacological method to relieve
the pain during labor. The methods were the birthing
stool, bobath ball, hot bath, massages and others that
include breathing, music therapy, aromatherapy,
crouching and vocalization. The most used non-
pharmacological method was the hot bath (81.6%).
Primiparous women used the non-pharmacological
methods more than those who had given birth
before, with the exception of the bobath ball (Table
2).

As for obstetric interventions during labor and
childbirth, we observed that in 20.4% of the women
had peripheral venipuncture, and in 18.4% oxytocin
was administered during labor. However, both inter-
ventions were more prominent in women who had
given birth before. Amniotomy was performed in
5.1% of the parturients; there were no registration of
episiotomy in any of the labors in this study. (Table
3).

The results of the variables for good practice
during labor showed that 100.0% of the women had
their rights respected and were able to position them-
selves freely during labor. Besides, in 99.9% of them
had skin to skin contact between the mother-baby
binomial and 95.9% had late clamping of the umbi-
lical cord. 97.0% of the women were able to breast-
feed in the first hour of the baby’s life, (Table 4).

In regards to the position during childbirth,
57.2% of the pregnant women gave birth in a semi-
seated position, followed by 18.4% crouching posi-
tion. None of the primiparous in this sample gave
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Table 1

Obstetric data.

Characteristics      

Median Gestational Age (IQI)* 39.4        (39.2 –    40)

Parity -  n (%)

Primiparous 46 44.9

Women with more than one childbirth 56 55.1

Had prenatal care  -  n (%)

Yes 101 98.98

No 1 1.02

* IQI= Interquartile Intervals.

Table 2

Good practices used during labor. 

Characteristics                                               Primiparous                    Women with more                       All women                                                                                                                 

than one childbirth 

n                  %                      n                 %                      n                   %    

Feeding

Yes 46 100.0 55 98.2 101 99.0

No 0 - 1 1.8 1 1.0

Use of partogram

Yes 45 97.8 50 89.3 95 94.9

No 1 2.2 6 10.7 7 5.1

Companion during labor

Yes 44 95.7 49 87.5 93 92.8

No 2 4.3 7 12.5 9 7.2

Walking

Yes 46 100.0 55 98.0 101 99.0

No 0 - 1 1.8 1 1.0

Birthing stool

Yes 27 58.7 19 33.9 46 44.9

No 19 41.3 37 66.1 56 55.1

Hot bath 

Yes 40 87.0 42 75.0 82 81.6

No 6 13.0 14 25.0 20 18.4

Ball

Yes 10 21.7 14 25.0 24 22.5

No 36 78.3 42 75.0 78 77.5

Massage

Yes 19 41.3 19 33.9 38 36.7

No 27 58.7 37 66.1 64 63.3

Other methods

Yes 27 58.6 24 42.9 51 50.0

No 19 41.4 30 57.2 51 50.0
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birth in a supine position or lying sideways. There
were no registrations of the lithotomic position in
any of these labors (Table 5).

The percentage by using good practices in care

by resident nurses has shown to be superior when
compared to obstetric interventions performed
during labor by these professionals.

Table 3

Obstetric interventions performed during labor and childbirth.

Characteristics                                               Primiparous                    Women with more                     All women                                                                                                                 

than one childbirth

n                  %                      n                 %                      n                   %    

Peripheral venous catheter

Yes 8 17.4 14 25.0 22 20.4

No 38 82.6 42 75.0 80 79.6

Oxytocin

Yes 7 15.2 13 23.2 20 18.4

No 39 84.8 43 76.8 82 81.6

Amniotomy

Yes 6 13.0 1 1.8 7 5.1

No 40 87.0 55 98.2 95 94.9

Episiotomy

No 46 100.0 56 100.0 102 100.0

Table 4

Good practices during childbirth.

Characteristics                                              Primiparous                       Women with more                    All women                                                                                                                 

than one childbirth

n                  %                      n                 %                      n                   %    

Companion during labor

Yes 45 97.8 51 91.1 96 96.0

No 1 2.2 5 8.9 6 4.1

Free position for childbirth

Yes 46 100.0 56 100.0 102 100.0

Late clamping

Yes 42 91.3 54 96.5 96 95.9

No 4 8.7 2 3.6 6 4.1

Skin-to-skin contact

Yes 44 95.7 56 100.0 100 99.9

No 2 4.3 0 - 0 0.1

Breastfeeding in the delivery room  

Yes 43 93.5 54 96.5 97 97.0

No 3 6.5 2 3.6 5 3.0
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The sociodemographic profile evidenced young
women with at least eight years of schooling, who
were in a stable union and were unemployed.
However, it is important to highlight that this infor-
mation was not found in the medical files, a fact that
made it difficult to define this profile more accu-
rately, since many medical files were not filled out
completely.

Evidences indicate several benefits of the pres-
ence of a companion during labor, such as, a
decrease in time of labor, less need for medication or
analgesia, as well as for operative or instrumental
delivery, higher Apgar scores, higher breastfeeding
rates, women feeling more confident, in control and
communicating during childbirth and being satisfied,
besides, a lower vulnerability to obstetric
violence.5,9,10

A continued support from a companion for a
woman in labor and at childbirth is a safe and highly
effective intervention to improve maternal and
neonatal outcomes, with high rates of maternal satis-
faction, low cost, and in addition, women have this
right.5

The data presented satisfactory results (92.8%)
in relation to companions being present at the time

Discussion

The results in this study allowed us to identify and
describe good practices in labor care and obstetric
interventions performed by resident nurses in obste-
trics during the assistance in obstetric childbirth risk.
Incorporating good practices in labor care and the
reduction of unnecessary interventions are recom-
mended by the WHO.5

The current recommendations from the Ministry
of Health to manage labor include the supply of
fluids, the encouragement to adopt vertical positions
and the freedom of movement, seeking to increase
maternal comfort and to facilitate the labor progres-
sion; and the use of non-pharmacological methods to
relieve pain, such as hot showers or baths, massages
and the like.8 These are accessible, non-invasive and
low-cost technologies, which can be offered by all
health services.

In this study, the use of good practices, such as
feeding during labor, movement, the use of non-
pharmacological methods to relieve pain and moni-
toring the labor evolution through the partogram,
presented varied incidences and values above 90.0%,
this is more frequent in primiparous.

Table 5

Assumed position during childbirth.

Characteristics                                               Primiparous                    Women with more                     All women                                                                                                                   

than one childbirth

n                  %                      n                 %                      n                   %    

Crouching

Yes 9 19.6 11 19.6 20 18.4

No 37 80.4 45 80.4 82 81.6

Gaskin

Yes 7 15.2 3 5.4 10 8.2

No 39 84.8 53 94.6 92 91.8

Semi- seated

Yes 27 58.7 31 55.4 58 57.2

No 19 41.3 25 44.6 44 42.8

Semi-lying down 

Yes 0 - 6 10.7 6 4.1

No 46 100.0 50 89.3 96 95.9

Lateral Position

Yes 0 - 2 3.6 2 0.04

No 46 100.0 54 96.4 100 99.9

Birthing stool

Yes 5 10.9 3 5.4 8 6.2

No 41 89.1 53 94.6 94 93.8

Lithotomy Position

No 46 100.0 56 100.0 102 100.0
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of labor and (96.0%) at childbirth. The results
presented here, unfortunately, do not reflect many
women’s reality. According to the latest cohort data
from Nascer no Brasil (Born in Brazil), 24.5% of the
women had no companion with them during labor,
18.8% had a continuous companion, 56.7% had a
partial companion, yet it shows that a lot of women
in Brazil cannot count on the presence of a
companion during labor or childbirth.11

The use of the partogram during labor in this
study was to follow most of the childbirths, 94.9%
of the women had their childbirths accompanied by
the partogram. To fill out the partogram information,
the institution that verified this study, began a
minimum uterine dilation of 6 cm and followed the
model recommended by the WHO. The use of this
graphic representation of labor allowed to monitor
its evolution, diagnosis of alterations and indicates
on making decisions.8

A systematic review from the Cochrane12 library
with 6,187 parturients synthesized the findings of
five clinical trials which assessed whether or not the
use of a partogram. The conclusion was that there
were no sufficient evidences to recommend a routine
use of the partogram as part of the follow-up on
childbirth, but it was emphasized that clinical trials
are necessary to establish the efficiency of its use.
However, since rate reductions were found in unne-
cessary cesarean section and as it a low-cost
measurement, it is possible to be useful in lower-
class populations. The researchers recommend
caution in its use.12

Fasting during labor is an old recommendation
based on the concern of risks in aspiration of gastric
contents in case of a general anesthesia is required, a
rare event, especially in women with low-risk preg-
nancies.13

Based on the necessity to maintain the woman’s
hydration and adequate caloric intake during child-
birth, as well as to offer her comfort and well-being,
in several locations, intake of light food or fluids
during labor was allowed.8 The results showed that
99.0% of the women who had fluids intake during
childbirth had a significant value which seemed to
be in agreement with the current scientific recom-
mendations.10 The recommendations for food or
fluid intake during labor should be analyzed
according to current knowledge, evaluating its risks
and benefits.

In a meta-analysis that included five studies
involving 3,130 women of obstetric risk for the need
of anesthesia, concluded that there is no reason to
restrict liquids and food for these women in labor.
According to the authors, there are no studies on

women at high-risk for complications, and therefore,
there are no evidences that support this practice of
fasting routine.14

Regarding to the freedom of movement in labor,
99.0% of the women walked around, and among the
primiparous, all of them opted for walking during
labor. The WHO recommends that all women should
be encouraged to move around and adopt the posi-
tions they find most comfortable for labor, since the
supine position during the first stage of labor may
have adverse physiological effects both for the
mother and fetus in the labor progression.5

A systematic review published in the Cochrane15

Library comprised 25 randomized clinical trials with
5,218 women regarding maternal positions and
walking during the first period of labor. The results
pointed out that there are important scientific
evidences that walking and vertical positions in the
active phase of labor reduce the duration by approxi-
mately one hour and 22 minutes less when compared
to the reclining position. Therefore, it reduces the
risk of cesarean section and the necessity of epidural
analgesia. It is recommended that, if possible,
women should be encouraged and supported to walk
around and be in vertical positions of their choice,
and thus, it may improve the progress of labor and
lead to a better maternal-fetal outcomes.15

Physiologically, it seems much better for the
fetus and for the mother to keep moving around
during labor because the action of gravity on the
fetal descent and trajectory is favored by the vertical
position of the parturient in labor and at childbirth.
In addition, this position prevents the compression
of the great maternal vessels, improving the blood
flow.16

The non-pharmacological methods of pain relief
are widely known throughout the world and there is
a wide variety of non-pharmacological methods.
According to WHO, they should be offered to all
women during labor care, considering them as
proven practices in being useful and should also be
encouraged.5

A systematic review17 with 11 clinical trials
report the various options of non-pharmacological
methods such as hot baths, Swiss ball perineal exer-
cises, breathing exercises, relaxation, massage,
acupuncture, electro-stimulation, subcutaneous
injection of distilled water, and among others. It is
asserted that these practices offer comfort and allow
the parturients’ a freedom to choose.17

In this study, the use of some non-pharmacolog-
ical method to relieve pain during labor was almost
100.0% for the women, demonstrating women’s
willingness to have a more active childbirth. The hot
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sample gave birth in a natural form.1

Another study carried out with 655 primiparous
women sought to compare the collaborative model
(integration in care between the obstetric nurse and
the physician) and the traditional model (focused on
the physician), showed that there were significant
differences in the collaborative model. In this model,
there was less use of oxytocin (50.2% in the collabo-
rative model versus 65.5% in the traditional model),
for artificial rupture of the membranes (54.3% in the
collaborative model versus 65.9% in the traditional
model) and of the episiotomy rate (16.1% in the
collaborative model versus 85.2% in the traditional
model).21

In this present study did not present cases of
episiotomy, which demonstrated a strengthening of
good practices in childbirth care by resident nurses
in obstetrics at the studied institution. It is important
to emphasize that nurses, historically, have less
interventionist training than medical professionals,
which is a facilitator in a more physiological
approach. The current WHO recommendation is not
to prohibit episiotomy, but rather to restrict its use
by applying criteria for its performance. However,
the rate of episiotomy should not exceed 10%, which
this rate was found in an English randomized cli-
nical trial.5

It is important to ratify that more than 70.0% of
the women in this study did not receive any type of
intervention during their labor and childbirth, in
other words, they had natural and physiologic child-
birth.

In this study, all the women had the freedom of
choosing the position during childbirth, the highest
prevalence was of the vertical positions (57.2%
semi-seated, followed by 18.4% crouching position).
Women can adopt any position that is pleasant to
them, preferably avoiding long periods in the dorsal
position. They should be stimulated in experiencing
what is most comfortable and their choices should
be supported. The lateral position, vertical (seated,
semi-seated, crouching or kneeling) and on all fours,
when they were in the second stage of labor, these
presented greater advantages than the dorsal posi-
tion. The vertical position causes less discomfort and
pulling difficulties, less pain during labor, less
vaginal or perineal trauma, and incision infec-
tions.5,15

The dorsal position is widely used in the second
period of labor, since it favors the service provider's
vision at the time of the fetal expulsion, on the
contrary to scientific evidence on this non-physio-
logical position. It is known that in this position
there is a reduction in uterine efficiency and conse-

bath was the most used non-pharmacological method
by women (81.6%), either by itself or associated to
other methods such as a massage (36.7%), bobath
ball (22.5%), or other methods that included
breathing, music therapy, aromatherapy, crouching
and vocalization (49.9%).

An experimental, randomized intervention and
blind clinical trial18 with 15 obstetric low-risk
parturient women, investigated the non-pharmaco-
logical interventions for pain relief. It was concluded
that the use of non-pharmacological interventions to
relieve pain during the active phase of labor, such as,
the hot bath alone and the combined of the Swiss
ball, reduced the score on pain indicated by parturi-
ents, in which promoted relaxation and reduced the
anxiety.18

Another systematic review19 that analyzed 22
studies evaluated non-pharmacological methods as a
therapeutic intervention. Ratifying that massage,
aromatherapy, immersion bath, acupuncture and
acupressure are effective methods to relieve the pain
in labor, because, in addition to diminishing painful
perception, reduce levels of anxiety and stress.
Among these, the most effective one was the
massage, especially when applied in the first phase
of labor.19

The data did not present high rates on obstetric
interventions; peripheral venous puncture was the
most frequent, 20.4%. In addition, 18.4% of the
women used oxytocin during labor, and both inter-
ventions were more present in women who had
deliveries  before. Amniotomy was performed in
5.1% of the parturients. No incidences of episiotomy
were found.

In Brazil, childbirth and birth care is in its
largely interventionist. In this perspective, childbirth
is treated as a medical event, in which the woman's
body is believed to be faulty and, in order to work
properly, it is necessary, routinely interventions are
needed.20

According to the cohort data on Nascer no Brasil
(Born in Brazil) was carried out with 23.940 puer-
peral women, the use of good practices during labor
occurred in less than 50% of the women included in
the study, which the occurrence was even less
frequent in the North, Northeast and Mideast
regions. On the other hand, obstetric interventions
proved to be excessive. The use of oxytocin and
amniotomy was 40%, higher in the public sector and
in women with lower schooling level. The Kristeller
maneuver, episiotomy and lithotomy were performed
in 37%, 56% and 92% of the women, respectively.
The results showed that only 5.6% of the low-risk
parturients and 3.2% of the primiparous of the
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quently decreases placental blood flow. A systematic
review23 with 20 randomized clinical trials of 6.135
women pointed out that the vertical or lateral posi-
tions were associated in reducing the duration of the
second period of childbirth, reducing fetal heart rate
abnormalities, increasing the diameter of the child-
birth canal, improving uterine circulation that allows
muscle fibers to fulfill their contractile function
more efficiently, as well as reducing reports on
severe pain and episiotomies. However, there was
greater blood loss, but no significant clinical reper-
cussions.22

Care for healthy newborns in the delivery room
basically includes warming and drying to promote
warmth, skin-to-skin contact with the mother, and
stimulate breastfeeding. However, what is seen in
most delivery rooms are various interventions with
the newborns. (Procedures used unnecessarily to
healthy newborns, such as, early clamping of the
umbilical cord, routinely aspiration, distancing the
mother and baby in the first hour of life). Such early
interventions influence the physiology and behavior
of the mother-baby binomial. Skin-to-skin contact
helps regulate the temperature of the newborn, the
colonization by maternal microorganisms, and
adjusts the newborn’s breathing and crying.3,5

Skin-to-skin contact shortly after birth improves
the neonatal outcomes in relation to crying and
improves cardio-respiratory stability, besides,
increases the success of breastfeeding within the first
hour of life without any apparent short and long term
negative effects, and should be recommended.23 A
systematic review with 297 neonates, which
included seven studies, showed that late clamping of
the umbilical cord seems to be associated to a lower
necessity of transfusion and less intraventricular
hemorrhage.24

There is still a great variation in the practices
used in the care of healthy newborns in Brazil. A
national cohort revealed that skin-to-skin contact
between the mother and the newborn soon after birth
was more frequent in the South Region (32.5%), as
the offering maternal breast in the delivery room
(22.4%). Although, the proportions of offering
maternal breast in the delivery room are still low in
all the regions in Brazil (16.1%), the lowest propor-
tion is in the Northeast Region (11.5%). In hospitals
with the title Amigo da Criança (Child’s Friend), the
newborn being breastfed in the delivery room was
significantly higher, but still low (24%). The
distancing of the baby from the mother also varied
significantly among the Regions in Brazil. In the
North Region, 87.3% of the newborns were to join
the mother, while in the Southeast only 61.4% were

joined.25

The presence of resident nurses in obstetrics in
parturient care contributes in a qualified and huma-
nized manner to the accession of clearly benefit
practices in women and newborns’ care. The data
from this study shows that the use of good practices,
as recommended by the WHO and the Ministry of
Health are being widely applied, as well as the
discreet use of the intervention during labor and
childbirth, allowing greater number of women to
experience more physiological childbirths.

The current obstetric care model used in the
country is still under development according to the
biomedic model, in which interventions are priori-
tized in the physiological process of labor and child-
birth, characterized as a technocratic model. The
results showed the commitment of the obstetric and
resident nurses, who integrate childbirth and birth
care at the institution where this study was carried
out in the attempt of adapting to the humanized
model in the perspective of practices based on scien-
tific evidences. Demonstrating support for the
humanized model of childbirth care in most prac-
tices.

The Programa de Residência em Enfermagem
Obstétrica (Obstetric Nursing Residency Program)
as a strategy to qualify professionals, enabling a
reduction in the number of unnecessary obstetric
interventions, directly reflecting on the improvement
of women and newborn’s health.

It is important that health managers provide the
conditions to implement the assistance model which
includes obstetric nurse and midwife in low-risk
childbirth care, presenting advantages in relation to
the reduction of interventions and women’s full
satisfaction. The transformation in the obstetric care
model is a current challenge that requires efforts
from managers and health professionals.

The active role of obstetric nurse and midwife is
a common point in the health systems of countries
that present the best indicators on childbirth and
birth care. Thus, it is observed in previous studies
and we ratified in the results of this research the
presence of obstetric nurse, as an important point in
the humanization process in childbirth, directly asso-
ciating to the increase of normal childbirth rates, the
greater use of good practices in childbirth care and
the reduction of obstetric interventions.
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