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ABSTRACT

Background and objective: In obstetrics training, there are gaps in the scientific evidence on how to teach safe practices
with respect. The objective of this study was to explore from the point of view of the preceptors how the process of training
obstetricians (physicians and nurses) in residency leads to the development and inculcation of the practices recommended by the
national and international guidelines for assistance with natural childbirth.
Methods: Qualitative, exploratory-descriptive study. Thirty-five professionals, including 21 physicians and 14 nurses, from a
public institution in the Midwest of Brazil participated in the study. Data were collected through face-to-face interviews conducted
from March to June 2018. They were categorized into emerging themes, supported by NVivo to natural birth R© software. Two
researchers reviewed the data, and by consensus, the identified issues were confirmed.
Results: Of the participants’ comments, 4 themes were codified: approach of the good practices in natural childbirth care;
unnecessary practices that remain in use; norms and routines in natural childbirth care; and work processes in the obstetric
residency program.
Conclusions: The results highlight the necessity of reorganization of the work processes in the residency program, with
continuous action directed toward the strengthening of pedagogical processes and the qualification of the actors involved in the
formation and organization of childbirth care services to expand the disruptive potential of new health professionals.
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1. INTRODUCTION

The current era is one of intense technological revolution
worldwide, with the transmission of information and knowl-
edge at an extraordinary speed in a process of globalization
with respect to education, culture, economy and politics.
However, it is necessary to consider the challenging reality
of the Latin American historical context, in which human
exclusion continues to be very significant.[1] In this regard,

the maternal mortality rates in Brazil are significantly higher
than those observed in developed countries.

The maternal mortality ratio (MMR) is an indicator of human,
economic and social development and the quality of health
care in a country or region.[2] Based on this understanding,
the reduction in maternal mortality was included as one of
the goals to be achieved within the Millennium Development
Goals (MDGs) 2000-2015 and later in the Sustainable De-
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velopment Goals (SDGs) for the years 2016 and 2030.[3]

Currently, the global MMR is approximately 210 deaths per
100,000 live births (LB), and all countries must participate in
efforts to reduce this MMR by at least two-thirds. In the case
of Brazil, the target for 2030 is to reduce to approximately
20 deaths per 100,000 LB.[2, 4]

To reach this goal, it is necessary to change the model of
attention given to childbirth, which is an issue that has been
long debated in Brazil and throughout the world.[5] Mod-
els of women-centered care have been developed in differ-
ent countries and in maternity care settings in the US, New
Zealand and Scotland, Sweden, Iceland and South Africa.
These models are generally designed to limit the number of
interventions and to provide information that allows women
to make their own care choices based on the premise that
pregnancy and childbirth are natural life events.[6]

In Brazil, the health system got used to a vicious model and
the cesarean section is an escape route for women. Accord-
ing to the World Health Organization,[7] the latest data from
150 countries indicate that Latin America and the Caribbean
currently have the highest cesarean rates (40.5%), followed
by North America (32.3%), Oceania (31.1%), Europe (25%),
Asia (19.2%) and Africa (7.3%).

However, a change in this model of attention to childbirth
and birth, which is currently characterized by intense medi-
calization, unnecessary interventions and abusive cesarean
practices, is already in progress due to the inseparability of
the ways of care, management and teaching practices.[8, 9]

Among these challenges, the training of obstetricians and
nurses in the residency modality is one of the main strategies
to improve the quality of care for women during pregnancy,
childbirth and postpartum.

Professional health training in Brazil has been guided by
the traditional model, which is biological, hospital-centered
and physician-centered and is based on a specialized and
fragmented practice of health care. In this model, priority
is given to superspecialization and sophistication of proce-
dures, while pedagogical strategies based on problem-based
teaching and the construction of collective knowledge are
ignored.[10, 11]

Health professional education around the world varies with
respect to educational standards, curricula and assessment
methods and has received much attention in the international
literature.[12, 13] Ongoing training is an expected part of the
fulfillment of the current developmental requirements of
health professionals through educational processes, based on
the health needs of the population, the family and the user
that must be satisfied to meet their expectations regarding

health services and professionals.[13]

The residency as lato sensu postgraduate education is devel-
oped in a regime of full dedication, in which professionals
are in permanent contact with the practice of the service,
integrating teaching, assistance, theory and practice in their
training for life and for the job market. It is considered a
differentiated professional qualification, since it allows for
the development of professional knowledge and skills and
adds security to the development of work and satisfaction
with the profession.[14, 15]

In the context of training in obstetrics, in the residency modal-
ity in Brazil, the medical residency and health professional
areas (uniprofessional—obstetric nursing) are distinguished.
Both are teaching modalities at the lato sensu postgraduate
level, characterized by in-service training and supervised by
qualified professionals.[14] In this way, they combine peda-
gogical programs with the arrangements resulting from the
integration of teaching and service, which implies tremen-
dous ambiguity in their potential for change in the delivery
model: they can be both disruptive and reproductive of cur-
rent practices.

The preceptors of the residency programs, who act as me-
diators in the learning process, are capable of provoking
reflections and criticisms about the model of assistance pro-
vided to women, thus contributing to the necessary advances
in the training of new professionals.[16] Thus, considering the
potential of the training process in the change of the obstetric
model and in the reduction of maternal and neonatal morbid-
ity and mortality, this study aims to explore from the point
of view of the training actors how the process of obstetric
training (for physicians and nurses) in the modality of resi-
dency develops and teaches the practices recommended by
the national and international guidelines for natural childbirth
care.

2. METHODS

2.1 Study design

This was a qualitative, exploratory-descriptive study con-
ducted from the participant’s comments of a public institution
of higher education. The qualitative approach allows us to
uncover social processes that are not yet well known, provide
new approaches, and revise and create new concepts during
research, which and can lead to important results on social
reality.[17] Qualitative research is typically based on small
samples purposely chosen, which favors, as an advantage, the
possibility of selecting the most significant cases, according
to the study theme, to be able to deepen and access aspects
of fundamental importance for the study in question.[18]
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2.2 Research scenario

The research was carried out with the preceptors of a higher
education institution in the Midwest of Brazil called the
School of Sciences of Health. This educational institution
adopts problematizing methodologies as the basis for the de-
velopment of its pedagogical political project, which has as
the main axis the construction of knowledge, work in small
groups, self-directed learning and the exercise of the dialecti-
cal trajectory of action-reflection-action. The construction
of these spaces of teaching and learning is of a collective
and participatory nature and requires horizontal relationships
among the actors (preceptors, tutors, managers, students,
health staff, users and community), who value reflection and
encourage actions of humanization and integrality of care.[19]

The Federal District Secretary of Health, in Brazil, offers
medical and nursing residency vacancies in seven hospitals in
its health network. Annually are offered, through a selection
process, 15 vacancies for Obstetric Nursing (ON) and 102
vacancies for physicians. To supervise the training process
there are 79 preceptors: 15 for ON and 64 physicians.

2.3 Participants

Individual semi structured interviews were conducted with
35 professionals, of whom 21 were physicians and 14 were
nurses (registered obstetric nurse). The sample was non prob-
abilistic and was characterized by criteria of convenience.[20]

As a parameter of sample saturation, the exhaustion of new
subjects in the respondents’ speech was used.[18] The in-
clusion criteria of the participants were as follows: to be a
physician and/or nurse, to act as preceptor and/or supervisor
and/or tutor of the obstetric residency medical or nursing
courses of the research institution and to agree to participate
in the research.

The interviews had an average duration of thirty minutes and
were previously scheduled according to the availability of
the professional (local and time) and included open-ended
questions based on the theoretical framework and the scope
of the study. Individual open-ended interviews allowed pro-
fessionals to speak spontaneously and without restraint or
prejudice about their experiences in training.

2.4 Data collection

Data collection took place between March and June 2018.
The interviews were conducted with a semi structured script
and were later transcribed by the main investigator. Before
the interview began, the participants signed the Informed
Consent Term (TCLE).

2.5 Data analysis

For the data analysis, consecutive readings of the verbal-
izations, including cuts of the content of the text and the
structure of the information collected, were performed. Tran-
scripts were made shortly after the interviews ended, with
the objective of capturing the important elements, includ-
ing nonverbal ones, that the researcher perceived during the
interview and that could help in the analysis process. The re-
spondents were anonymized, and any and all references that
could lead to the interviewee’s identification were hidden.[21]

All participants were described by their professional category
(P = physician and N = nurse) followed by a cardinal number
(e.g., N1 or P1).

For the treatment of the interviews, an approach to commu-
nication analysis called the Bardin[22] techniques was used
for content analysis, which was developed in three stages: 1)
pre-analysis, which consisted of the previous reading and or-
ganization of the testimonials; 2) exploration of the material,
which included the rereading and grouping of the text into
pre-established categories; and 3) treatment and interpreta-
tion of the data, which allowed for inferences to be made
about the contents obtained in the interviews.[17, 22]

The content analysis process was performed using NVivo R©
13 software, which could support the use of qualitative data
analysis. After the creation of the first dataset, the material
was explored with exhaustive readings of the transcriptions,
with the objective of creating a synthesis of the central ideas
that allowed for the identification of the “units of record”
and the generation of nuclei of meaning, or so-called “knots”
(termed “categories” in NVivo R©).

For the structuring of the analysis themes, we tried to create
representative names that supported the research objective,
the guiding question and the theoretical basis. This stage was
conducted with the purpose of thoroughly examining what
was narrated, elucidating the context in full, and identifying
verbalizations and thematic areas. With the data coded and
organized into themes, the last stage of the analysis began,
which was the interpretation of the results.

2.6 Ethical considerations

This study followed the determinations of Resolution No.
466/2012 of the National Health Council, which provides
guidelines and norms regulating research involving human
beings in Brazil. The project was approved by the Research
Ethics Committee of the State Department of Health of
the Federal District-CEP/SES/DF under the CAAE number
66007416.3.0000.5553.
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3. RESULTS

3.1 Participant characteristics
Among the participants (n = 35), 40% were nurses and 60%
physicians. Gender wise, 74.28% were female and 25.72%
male. The average age of this group was 45 years old; the
time of academic training was 20 years and working in the

preceptorship, 8 years of experience.

Based on the speeches, 4 themes and 10 categories were
coded for the perception of the training preceptors in the resi-
dency modality regarding national and international scientific
production and the public policies related to the researched
topic. Table 2 presents the themes and categories identified.

Table 1. Characteristics of respondents (gender, age, time since graduation and time of preparation). Brasilia, 2020
 

 

 Preceptors profile Physicians (n = 21) Nurses (n = 14) Total (n = 35) 

Gender Male 8 1 9 

 Female 13 13 26 

 < 30   2 2 

Age (years) 30-45  8 10 18 

 > 45 13 2 15 

 < 10  1 2 3 

Graduate 10-30  18 12 30 

Time (years) > 30  2  2 

 < 3  1 4 5 

Preceptorship 3-10  12 9 21 

Time (years) > 10  7 2 9 

 

Table 2. Themes, categories and comments indicated by participants
 

 

Themes Categories Comments 

Approach of good 
practices of 
attention to natural 
birth 

Alignment between theory and 
practice 

“...in fact, what we are looking for is an alignment between theoretical 
content and practice.”(N8) 

Demonstratively useful practices 
“(...)Good practices are addressed in lectures and practical 
classes.”(P11) 

Unnecessary 
practices that remain 
in natural childbirth 
care 

Clearly harmful practices 
“Enema and trichotomy, we do not do it anymore, I cannot even think 
of a place that still does it.”(N3) 

Practices without evidence that 
should be used with caution 

“Today, there is no more routine induction (...)”(N7) 
“The Kristeller maneuver is rare, but it is still happening.”(N11) 

Improperly used practices 
“In the nursing residency, we abolished the episiotomy; it is not 
done.”(N2) 

Norms and routines 
in assisting natural 
childbirth 

Lack of a written standard “No, written rules, I do not know.”(N11) 

Use of the unit protocol 
“There is an obstetrical protocol that was done by the previous 
preceptors.”(P8) 

Use of the norms of the Ministry 
of Health 

“Here, we have adopted the manuals of the Ministry of Health.”(P11) 

Work processes in 
the obstetric 
residency scenario 

Low risk attended by obstetric 
nursing 

“(...)the doctors are aware of the division; if it is low risk, they know it 
is nursing, the priority is nursing; if it is high risk...(...)”(N1) 

Not systematized 
“I think this (is) not yet solved; I worry a lot about enough experience 
for everyone.”(P3) 

 

3.2 Approach of good practices of attention to childbirth
and birth in the programs of nursing and medical
residency

From the speeches of the interviewees, we sought to identify
how best practices are discussed in the residency program.

What is used? How is it used? Who is it used by?

“We end up showing in practice how it is done and then we
discuss in theory why it is done that way (...). So, it is done
in practice and in theory.” (N10)

“One of the first modules of the theoretical program of medi-
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cal residency is childbirth care, and within this module, they
have all the items related to good childbirth care practices,
and in addition, during the practical activity, the theoretical
part is put into practice. (The information) is seen in theory

and (in practice).” (P1)

In the Demonstratively Useful Practices category, preceptors
reported safe practices based on scientific evidence presented
at the time of obstetric clinical practice with residents.

Table 3. Main demonstratively useful practices cited by the respondents
 

 

Demonstratively useful practices 

Frequency  

Nurses 
 

Physicians 

Nº % Nº % 

Nonpharmacological methods of pain relief 14 100.0  13 61.9 

Presence of companion 11 78.5  16 76.1 

Ambulation 13 92.8  8 38.0 

Freedom of position and movement 11 78.5  8 38.0 

Timely cord clamping/skin-to-skin contact/breastfeeding at 1 hour postpartum 5 35.7  8 38.0 

Alternative childbirth positions 8 57.1  4 19.0 

Food and liquids during labor 5 35.7  9 42.8 

Support 6 42.8  3 14.3 

 

Table 3 represents the quantification of responses in order of
recurrence on the main demonstrably useful practices cited
by the respondents. Non-pharmacological methods of pain
relief were the most cited, both by nurses and doctors. The
presence of a companion was the second most cited practice
by respondents. Ambulation, a non-pharmacological method
that promotes greater tolerance of the parturient regarding
pain in labor, was the third most cited practice. Freedom of
position and movement, timely cord clamping, skin-to-skin
contact, breastfeeding in the first postpartum hour, alterna-
tive positions in childbirth, use of food and liquids during
labor and delivery and emotional support/support were also
mentioned.

3.3 Unnecessary practices that remain in childbirth care

The intention was to verify which practices were abolished
and which remain in use in delivery assistance. The intervie-
wees noted the following modalities:

“Directed pushing efforts are still widely used by doctors and
nursing.” (P9)

“Kristeller is rarely used, because people are looking with an
ugly face when doing Kristeller ... then people are thinking
twice before doing Kristeller, only in acts of desperation.”
(P4)

“It’s very difficult, really, in a teaching scenario in which
there are a lot more touches because you are in the process
of teaching (...). So, invariably, in a service with this pro-
file, there turn out to be a greater number of touches than
expected in relation to best practices.” (P4)

3.4 Norms and routines in natural childbirth care

We sought to identify the existence of written norms regard-
ing childbirth assistance practices. There was evidence of
a lack of consensus among the participants related to this
theme.

“Written rules, we don’t have!” (N12)
“It is in the process of being done, almost ready. But it does
not yet exist.” (P19)
“We use the rules of the Ministry of Health, which are written
standards...to guide and orientate public services, so we do
not need to reinvent the wheel.” (P5)

3.5 Residency work processes in the setting of childbirth
care

We sought to identify how the delivery scenario is managed
with physicians and nursing residents. It has been shown
that in certain services, there are clear divisions of work pro-
cesses, such that nursing accompanies low-risk deliveries and
medicine accompanies high-risk deliveries. However, there
are other services in which this process is not systematic. It
was emphasized that the quantitative of nursing preceptors is
still very low in all scenarios investigated.

“There is no separation of low-risk and high-risk patients so
far (...) we are proposing that low-risk deliveries should be
performed with obstetric nursing and other deliveries with
medical and internal medical staff, but there is no such defi-
nition yet.” (N12)
“There is no way to talk about dividing patients...” (P9)
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4. DISCUSSION

4.1 Search for the alignment between theory and prac-
tice

Nursing and medical residency programs seek the alignment
of theory and practice, from the classroom to practice scenar-
ios. Thus, they rely on the ability of the preceptor,[23] whose
knowledge must transcend technical skills for adequate and
timely care.[24] The scientific literature has broadly presented
ample evidence that supports the importance of good precep-
torship in obstetrics.[25]

For Lima et al.,[14] the collective and shared construction
of pedagogical work in residential training, with the intense
participation of residents, preceptors, teachers, service pro-
fessionals, managers and parturients, has the greatest dis-
ruptive potential to this type of training. In the teaching of
obstetric care, this articulation contributes to overcoming the
differences between knowledge and the roles exercised by
the actors of the institutions in the formation process.

In this study, the participants mentioned a fundamental qual-
ity of the professional development of the resident: the incor-
poration of scientific evidence into clinical practice. Among
the practices in use in health services, they mentioned the
presence of companion, nonpharmacological methods of
pain relief, breastfeeding in the first hour of life, skin-to-skin
contact, timely cord clamping, and freedom of movement po-
sition, among other possibilities. This finding was consistent
with the results of Côrtes et al.[26]

According to Leal,[27] the presence of nursing in childbirth
care is associated with better results in obstetric clinical prac-
tice, with the use of non-pharmacological pain relief methods,
reduction of unnecessary interventions, women’s satisfaction
with the care received and positive perinatal outcomes.

The World Health Organization envisions a world in which
all women receive quality care during pregnancy, childbirth
and postpartum. It is believed that with the adoption of
an evidence-based approach, unnecessary practices will be
abandoned, rates of maternal and neonatal morbidity and
mortality will be minimized, and women will enjoy positive
experiences related to childbirth and birth.[28, 29]

In a systematic review of qualitative studies[7] it was iden-
tified that women want emotional support and want to be
informed of and participate in decision making regarding
the birth of their children. The teaching of these aspects
depends on the ability of the preceptor to enable the resident
to understand when interventions become necessary because
of valid indications, and above all, that the patient must be
aware of the need and the risks through informed consent.[30]

4.2 Unnecessary practices that remain in childbirth care
The interviewees noted that some clearly harmful practices
remain in use in the daily care services of childbirth and birth,
such as lithotomy, directed pushing efforts, and frequent
vaginal touches (and by more than one professional). Other
practices, such as routine episiotomy, hydration, routine oxy-
tocin and the Kristeller maneuver (consists of compressing
the uterine fundus during the second period of labor, aiming
at its abbreviation), are increasingly rare in deliveries. The
enema (intestinal cleanser) and the trichotomy (scraping of
pubic hair) have been completely abolished. It is known that
unnecessary interventions performed without indications hin-
der the natural progression of labor, causing complications to
the fetus and the mother.[28] Studies in Latin American coun-
tries, the Caribbean, Canada, Spain, China, South Africa and
Turkey have indicated that unnecessary medical interventions
are common during natural birth.[28, 31]

Advances in medical technologies have undeniably con-
tributed significant benefits to maternal and child health,
especially in high-risk pregnancies and premature births.
However, the indiscriminate use of unnecessary interven-
tions without evidence-based indications compromises the
physiology of birth and contributes to the occurrence of ia-
trogenies.[28]

For Symon et al.,[32] the incorporation of respectful and in-
dividualized care values and respect for physiological pro-
cesses are essential to the high quality of care provided.
The philosophy and practice of obstetric nursing, with an
emphasis on holistic person-centered approaches, are partic-
ularly suited to the changing needs of populations around the
world.[33]

Obstetrical nurses have a profile and competence for the use
of light technologies in assisting the physiological process
of birth, contributing to its natural evolution, recognizing
and correcting deviations from normality, and referring those
who demand specialized assistance. They propose care that
allows for a permanent commitment of the professional, such
as bond accountability, leading to greater attention resolu-
tion.[34]

4.3 Nonexistence of a unit protocol
More than 50% of the respondents reported that they did
were not aware of the existence of written norms guiding the
practices of attention to natural childbirth, which corrobo-
rates the lack of definition in the team’s work processes. For
Leal,[27] the low implementation of clinical protocols is re-
ported worldwide and may be associated with the characteris-
tics of the clinical protocol itself, the healthcare professional,
the patient, the external environment, among other causes.
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For Koblinsky,[35] despite the diversity of care models, the
starting point is the same for all countries: to ensure that
every woman in any location is placed in a safe environment,
each country needs clear norms regarding the care that should
be provided to women in the pregnancy-puerperal cycle.

For Lopes et al.,[36] evidence shows that being born in Nor-
mal Childbirth Center, in a hospital with a collaborative
model, in an institution with standardized protocols, or hav-
ing a midwife-assisted delivery increases the chances of
women and their newborns have access to good practices and
reduces the chances of harmful and unnecessary interven-
tions.

In an attempt to describe childbirth practices in Brazil, the
Ministry of Health published the ordinance 353/2017 in 2017
approving the National Guidelines for Assistance to Natural
Childbirth.[37] These guidelines should be adopted by the
state and municipal authorities that assume responsibility for
structuring the care network, defining referral services and
establishing the flows for the care of pregnant women at all
stages of care. They seek to subsidize the systematic evalu-
ation through available scientific information regarding the
most common practices in their assistance with childbirth.

4.4 Absence of systematization in work processes
According to the participants’ comments, the work process in
the obstetric residency scenario is not clearly organized and
requires attention, specifically in the construction of flows
for the formalization of these processes. As noted by Symon
et al.,[32] having strong organizational management and sup-
port is a vital factor for any organization, but particularly for
those that are introducing innovative approaches.

Organizational support is central to improving the resident
training process, as the challenges include extrapolating the
acquisition of technical and scientific knowledge related to a
profession, reducing the fragmentation of health knowledge
and practices, and changing established ways of producing

health care through the joint actions of training and managing
health services.[38]

The current study provides evidence for clinical practice,
training of new professionals and other researches. It con-
firms that obstetric nurses, when implement the light tech-
nologies of care, decrease the unnecessary interventions to
natural birth and improve the access of women to best prac-
tices as shown in Table 3. In addition, the results reinforce
that the process of training new obstetricians, based on the
appropriate use of light technologies, combined with well-
conducted public policies constitute a major transformative
force in the model of care for childbirth and labor birth.
Furthermore, the results demonstrate the methodology of
training to new clinical practices must be itself an object of
new researches to assess and innovate it. The limitations of
this research are related to the absence of pediatricians and
anesthesiologists because these medical specialties don’t act
as preceptors in the residency programs studied. We sug-
gest for the improvement of residency programs that these
specialties can also be trained and incorporated as preceptors.

5. CONCLUSION
Collaborative efforts among trainers, researchers, health pro-
fessionals, and management are central to the successful im-
plementation of best practices for natural childbirth that are
addressed both in theory and clinical practice. The absence
of systematization in the work processes identified in this
study constitutes a limitation in the development of essential
skills of residents, especially those in nursing. The teaching
in the residency program requires continuous attention and di-
rected toward the strengthening of the pedagogical processes,
the qualification of the actors involved in the formation and
the organization of the childbirth services to amplify the
disruptive potential of the new health professionals.
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