
451Received: Jan. 27th 2016; Accepted: Mayo 31st 2016. Rev Rene. 2016 July-Aug; 17(4):451-8.

DOI: 10.15253/2175-6783.2016000400003
www.revistarene.ufc.br

Original Article

Obstetrical nursing and health education: contributions to the 
experience of process of parturition

Enfermagem obstétrica e educação em saúde: contribuições para vivência do processo de 
parturição

Jacqueline Silveira de Quadros1, Thamiza Laureany da Rosa dos Reis1, Juliana Silveira Colomé2

Objective: to understand the contributions of obstetrical nursing to health education activities aimed at the 
parturition process. Methods: qualitative research conducted with ten hospitalized puerperal women who 
had vaginal delivery in a maternity ward. Results: two categories emerged from the data of this research: 
Weaknesses of prenatal care for pregnant women and The obstetrical nurse as potentiator of humanized care. 
Conclusion: obstetrical nursing, through educational work, strives to promote a reframing of the process of 
parturition, rescuing parturition as a physiological process, and emphasizing the use of natural resources in the 
evolution of labor and delivery.
Descriptors: Health Education; Obstetric Nursing; Women’s Health.  

Objetivo: compreender as contribuições da enfermagem obstétrica para as ações de educação em saúde voltadas 
ao processo de parturição. Métodos: pesquisa qualitativa desenvolvida com dez puérperas internadas, que 
tiveram parto vaginal em uma maternidade. Resultados: dos dados desta pesquisa, emergiram duas categorias: 
Fragilidades da assistência pré-natal à mulher/gestante e O enfermeiro obstetra como potencializador do 
cuidado humanizado. Conclusão: a enfermagem obstétrica, por meio do trabalho educativo, empenha-se em 
promover uma ressignificação do parto, resgatando a parturição como um processo fisiológico, e ressaltando o 
uso de meios naturais na evolução do trabalho de parto.
Descritores: Educação em Saúde; Enfermagem Obstétrica; Saúde da Mulher. 
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Introduction 

The experience of pregnancy is a unique and 
unforgettable event in the life of every woman and 
of her family, but it can also be a time of anxiety and 
distress. In this sense, health education practices 
should help women to understand pregnancy and 
childbirth as physiological events that can cause 
physical and emotional changes. Thus, it is the role 
of health professionals who provide prenatal care 
to guide women and their families, as well as clarify 
doubts, which should contribute to autonomy of 
care(1). 

Prenatal consultation is an important tool 
for the hosting and for developing a link between 
the professional and the pregnant woman. It is the 
moment when the nurse has clinical knowledge, 
based on scientific evidence, and the opportunity to 
identify and exploit the uniqueness of each woman. As 
the link is built, needs are perceived, the capabilities 
and/or limitations of the woman in dealing with 
the gestational and birth process. Thus, the work of 
nurses must provide welfare and safety(1). 

Health education is defined as a set of 
knowledge and practices to promote health. It is a 
valuable strategy to associate the popular knowledge 
to the scientific knowledge. This is done through 
the involvement of the individual in his context, 
reflecting on his behalf and of his community. In 
addition, educational activities can encourage the 
empowerment and autonomy of women in relation to 
their body, allowing them to actively experience the 
process of parturition(2-3). 

However, such practices require an open 
and humane attitude of all health professionals in a 
changing perspective of obstetric practice. In this 
sense, obstetrical nurses have shown willingness to 
promote actions of humanization and have assisted 
in the eliminating the medical model of childbirth, 
working in management, teaching and care. This 
professional performs nursing care to woman during 
pregnancy, childbirth, and postpartum, and to the 

newborn. The nurse also monitors the progress of 
labor, the use of non-pharmacological methods for 
pain relief, the execution and obstetric care in cases 
of emergency and the assistance to the delivery with 
obstetrical risk, besides following the child up 24 
months of life(3-4).

However, fear of parturition and of pain is still 
passed from generation to generation and interfere 
with the development of pre-delivery and delivery. 
It is known that health education contributes to the 
demystification of suffering during the parturition, 
showing to women that it is possible to experience 
it in an active and participative manner, deciding on 
their own bodies and connecting with their instinct 
to give birth. Consequently, these women transmit 
what they have learned by creating a new tradition 
of feminine wisdom, helping other women to regain 
their autonomy in the process of labor and birth(5-6). 
Thus, health education can serve to potentiate the 
care because it can generate changes in the current 
obstetrical care model, which has high rates of 
unnecessary interventions, as well as maternal and 
neonatal morbidity and mortality in the country.

Caesarean sections contribute to this situation. 
These have become the most common mode of 
delivery, reaching 85.0% of births in private health 
services, and 40.0% in the public health system - the 
World Health Organization recommendation is 15.0%. 
Cesarean section, when performed under indications, 
is essential for maternal and child health, but when 
carried out without the correct indication may involve 
increased risk of complications. It is noteworthy that 
many women chose cesarean section due to the type 
of assistance mostly  provided to vaginal delivery in 
the country(7). 

Given the above, the question that raises is: 
what are the contributions of obstetrical nursing 
to health education activities aimed at the process 
of parturition? The objective of the study was to 
understand the contributions of obstetrical nursing 
to health education activities aimed at the process of 
parturition. 
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Methods

Qualitative research that considers the 
environment as direct source of data and the researcher 
as a key tool, wherein the process is the main focus 
of the approach, and not the result or product(8). The 
research was conducted in the Maternity ward of the 
Hospital Home of Health in Santa Maria, Brazil. This 
is a reference site for delivery with usual risk of users 
of the Unified Health System. This institution holds 
practices of residence in Obstetric Nursing of the 
Franciscan University Center, noting that this course, 
besides pioneer, is the only one active in the state.

Ten hospitalized mothers who had vaginal 
delivery in that maternity participated in this study, 
thus constituting an intentional sample, that is, when 
participants are selected because they represent the 
relevant characteristics of the study population(9). 
Inclusion criteria were: primiparous mothers who 
underwent prenatal care in Basic Health Units of 
Santa Maria, assisted by physicians, nurses and/or 
residents in obstetrical nursing. Exclusion criteria 
were: multiparous mothers because they have had 
other experiences of delivery, and women who did not 
receive prenatal care in Basic Health Units of Santa 
Maria. The period of the study was from August 2014 
to February 2015.

Data collection was carried out through semi-
structured interviews held in private places with 
the presence of the researcher and the participants 
individually. The interview was recorded and 
transcribed with permission of the interviewees. 
Therefore, the mothers were invited to reflect and 
to answer some questions: During prenatal care, did 
you participated in groups of pregnant women and/
or discussions in the waiting room? What issues 
were discussed? During prenatal consultations, 
guidelines were given to you about labor and/or 
delivery? Which guidelines? Did you have knowledge 
on the law that assures the right for the presence of 
a companion of your choice during labor, delivery 
and postpartum? Who gave you advice? Did you miss 

any information that would have helped you in the 
development of birth? Which information? During 
prenatal consultations, were guidelines about non-
pharmacological methods for pain relief and their use 
during labor (ambulation, choice of positions, use of 
Swiss ball, etc.) were provided to you?

Data were submitted to thematic content 
analysis, which is composed of three stages: the 
first consisted of a frequency to identify the main 
strengths and weaknesses in the assistance provided 
to the respondents; then the content that identified 
the categories that emerged from the collected data 
were analyzed; finally, categories were interpreted 
to understand the experience of women/pregnant 
women based on the researcher’s knowledge related 
to the purpose of the study. Thus, it was possible to 
adequately analyze the answers, in order to organize 
them by groups(8). 

The study complied with the formal require-
ments contained in the national and international 
regulatory standards of research involving human 
beings.

Results 

The women participating in the study were 
aged between 16 and 32 years, five were single, three 
married and two were divorced. However, all were 
in a relationship with a partner in the period of the 
interview. Regarding education, three have completed 
high school, four did not finish high school and three 
completed elementary school. In relation to previous 
prenatal activities, three of them had 11 prenatal 
consultations, two had eight consultations, two had 
six visits, one had five consultations and one had four 
consultations. 

Weaknesses of prenatal care for pregnant women

Some gaps in educational activities during pre-
natal care were observed, as these were present in the 
speeches of the participants: My prenatal care was very basic, 
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because the doctor was very simple, he did not provide deep informa-

tion on the subject, he did not like to look too much in the face of the 

patient. He is a gynecologist and he did not pass much information. I 

was the one who went after information. I was collecting information 

from one and from other, I went to internet I was then gaining kno-

wledge on how it was going to be (Int. 05). During prenatal I did not 

receive any information from the physician, it was the basics. I went 

to the consultations, checked the pressure, measures (uterine height), 

I listened to the little heart, the basics (Int. 02).
Another point asked to the mothers in the 

study was about the knowledge they had about the 
right for the presence of a companion of their choice 
during labor, delivery and postpartum care. Most of 
them reported not having received any knowledge 
about the law that establishes this right: No, I did not even 

know. The only thing I was informed was regarding the hospital. An 

acquaintance of mine had her baby in a hospital ...2 months ago, and 

she could not have a companion, then I had this fear. But I knew here 

they use to give this [the presence of the companion], then I came 

here (Int. 08). During consultations they did not tell me anything, 

I thought I would be alone. But I saw a sign in the hallway [Law 

11,108/2005] that my mother could stay with me (Int. 04).
When participants were asked about the lack of 

any information during the prenatal, we noticed some 
weaknesses in health education and the lack of com-
mitment of the professionals who cared for the preg-
nant women, attitudes that usually potentiate fears 
and anxieties about vaginal delivery: There was absolutely 

no information from the doctor. I preparing especially in the last mon-

th. To prepare myself psychologically because I knew it would come to 

such a pain, but I did not know how it would be like. For example, the 

issue of the bath, I was 20 minutes in the bath and it helped me a lot, 

the pain was bearable, I was relieved (Int.03). I think the touch exami-

nation was not done, they [prenatal professionals] did not do. At the 

time of delivery, they did not explain anything to me (Int. 10). They do 

not tell me anything about the childbirth. I was very afraid from what 

my friends told me, they tell us, each one says something, but here in 

the hospital, they were explaining to me (Int. 07).

The obstetric nurse as potentiator of humanized 
care

In the Brazilian context, a movement of 
change in current obstetrical model has taken place. 
Some scenarios were occupied by obstetric nurses 
who sought to offer favorable conditions for a less 
interventionist assistance. When the women in the 
study were asked if, during prenatal care, they had 
received information about labor and delivery, we 
realize that those who underwent prenatal care with 
nurses and/or residents in obstetrical nursing had 
greater understanding of the subject: Yes, to walk would 

be good, would help to dilate [cervical dilatation]. The resident 

explained to me how the contraction would be like and the intensity, 

when I had to come to the hospital... It was good to know. Without 

information it would be difficult, I would not know right (Int. 05). I 

received [guidelines] in a group of pregnant women... They [nurses 

and/or residents] taught us, they even showed us videos, about how 

was the birth, for we to have an idea. They told us that labor would be 

normal, we would feel pain, but we would be helped and would have 

all the support from the nurses. And also about what was contraction 

(Int. 09).  All the information I received was beneficial to me and I 

tried to put in practice as much as I could, this information I received. 

It was wonderful (Int. 01).
The participants of the survey were also asked 

about the guidelines they received during prenatal 
consultations about non-pharmacological methods 
for pain relief and their use during labor; once again, 
we realize the importance of nurses and/or residents 
in obstetrical nursing in the instructions given during 
prenatal care: When I got here [maternity] I knew I was going 

to use the ball, I knew about the warm bath and even the position 

[squatting position] for the baby to come down faster. This they 

explained me [nurses and/or residents] during prenatal, and it 

was faster for dilatation (Int. 02). They helped me [nurses and/or 

residents] enough. When I walked I dilated [cervical dilatation] a 

bit more and at bath I relaxed and that helped. The ball also helped 
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me a lot, but that information I found here in the hospital (Int. 06). 

Last month I came here in the maternity to seek information, to see if 

everything was alright with the baby, because I just did exams in the 

second quarter as he [prenatal professional] did not ask anything, 

he said it was not necessary. But with the group of nurses, I was even 

saying this to my family, I found them very good. Both the doctor and 

also nurse were all the time explaining me. This thing about massage, 

I had never heard about it, only here when I came to evaluation 

[obstetric evaluation] (Int. 07).

Discussion

The f study to be performed only with mothers 
was considered a limitation, since it is believed that 
it is important to listen to all actors involved in the 
various segments of care to women during the process 
of delivery. Furthermore, the study was also carried 
out in a teaching hospital and the participants were 
all users of the Unified Health System, and this makes 
it questionable the degree of generalization for the 
entire population.

As possible contributions of the results for the 
assistance, the study showed the need for training 
and the relevance of the performance of obstetrical 
nurses. These professionals strive to promote the 
humanization of care and the empowerment of 
women in relation to their body, using educational 
activities as a tool to promote childbirth reframing, 
rescuing parturition as a physiological process, using 
natural means in the evolution of labor and delivery.

During prenatal care, guidelines were not a 
prioritized aspect. Poor adherence to carry out health 
education was observed. Some professionals are used 
to working in a paternalistic way, and for these, it is a 
challenge to introduce educational activities in their 
practice. It is noteworthy education is an efficient 
method, besides it meets the needs of women, clarifying 
their doubts, promoting healthy lifestyles and thereby 
aiming to the welfare of the pregnant woman and her 
family. The poor adherence of professionals to this 
strategy can be explained to the fact that this requires 
daily work and require persistence, so that actual 

results can be seen. However, it is clear that nurses are 
assuming an important role in the educational field. 
Moreover, this professional is qualified for the care of 
pregnant women(10).

The reports demonstrated misinformation of 
mothers regarding the process of parturition. In some 
cases, they had difficulty to recognize the signs of early 
labor, as well as clinical changes that needed health 
care. In this regard, it is known that levels of maternal 
and infant deaths are still high in Brazil. Most of the 
times, such occurrences are considered preventable 
and can be prevented with improved care during 
prenatal, delivery and newborn care, always ensuring 
the timely access of the mother and the newborn to 
highly qualified health services(11). 

By the way, Ministry of Health of Brazil, seeking 
alternatives to improve care, established the Program 
for Humanization of Prenatal and Birth, with the goal 
to reduce maternal and child mortality rates(12). Thus, 
municipalities were assigned as responsible for the 
coverage and for the quality of prenatal care, for care 
to delivery and to the postpartum and for neonatal 
care. For this, a network of relationships based on 
ethical principles, which may ensure autonomy, 
sharing knowledge with the pregnant woman and her 
family, is required(13).

Despite this, actions and programs developed 
by the Ministry of Health for many years have still 
major challenges to overcome, regarding the quality of 
care. There are points related to comprehensive health 
care, such as psychological, emotional and cultural 
aspects, which involve assistance that in most cases 
is not yet properly exploited. In a study conducted in 
British hospitals, there were differences in paternal 
involvement during pregnancy and childbirth, 
depending on some maternal characteristics, such 
as primiparity, white skin color, women with higher 
education, and unplanned pregnancy. Thus, it is 
important that health professionals have a wide view 
in order to recognize that some women may have 
less social support, and they need more support from 
professionals, both in the care of the newborn, and to 
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listen to their new experiences(14).
This study has reasserted that the right of wo-

man to be accompanied during labor and birth by a 
person of their social circle, even as a practice backed 
by law since 2005, is still unknown to most of women. 
Therefore, its implementation in care practices in he-
alth services depends on the motivation and commit-
ment of professionals to abandon inappropriate prac-
tices that have no evidence of benefit.

This was also found in a randomized clinical trial 
with 21 participants, where only five women had the 
support of a companion of their social circle(15). These 
results indicate that the presence of a companion 
contributes to the increase of spontaneous vaginal 
delivery, as well as to reduce the need for intrapartum 
analgesia and dissatisfaction/negative perception of 
the experience of giving birth.

The adoption of good practices during labor to 
help the mother in relieving the pain, as in satisfaction 
with the experience of giving birth, were implemen-
ted by the Stork Network, which advocates the huma-
ne care based on scientific evidence as recommended 
by the World Health Organization Health since 1996. 
Among the stimulated non-invasive technologies are: 
the partner’s presence, respect for culturally signifi-
cant practices, stimulating ambulation, the pregnant 
woman’s movement during labor, food, spray bath and 
immersion, permanence of the newborn close to the 
mother whenever possible, encouragement of breas-
tfeeding immediately after delivery, among others(16). 
We realize in this study that women who knew these 
practices had received prenatal monitoring with nur-
ses and/or resident obstetrical nurses, or sought hos-
pital care during pregnancy. 

Such strategies reinforce the incentive to aban-
don unnecessary practices often used in many servi-
ces, as well as setting limits for some technologies and 
obstetric interventions such as cesarean delivery wi-
thout proper indication, induction of labor by oxyto-
cics, amniotomy, continuous electronic monitoring 
and routine administration of analgesia and anesthe-
sia during childbirth.

Procedures such as episiotomies and use of 
exogenous oxytocin are less common when there is 
concern about the humanization of care for women 
during childbirth. Thus, the use of a less invasive 
assistance helps efficiently the evolution of vaginal 
delivery and contributes to respect the sexual and 
reproductive rights of women(17).

The Ministry of Health uses strategies in an 
attempt to change the model of assistance, such as the 
stimulation of the training and the inclusion of obstetric 
nurses in practical scenarios, especially in the center 
of vaginal delivery. These professionals seek to use 
obstetrical practices aimed at humanization of labor 
and birth, but also to implement non-pharmacological 
methods for pain relief(18). 

In this study, we observed that women who had 
follow-up of nurses and/or residents in obstetric nur-
sing during pregnancy and childbirth felt confident 
and prepared for the experience of childbirth and with 
the care of newborn due to the instructions they re-
ceived. It is noteworthy that this professional category 
sees childbirth as a physiological process, respecting 
the physical and psychological integrity of women, 
and also welcome and value the pregnant woman as 
a being with needs that underlie the biological field(18). 

In this study, educational activities developed 
by nurses and/or residents in obstetrical nursing 
made possible the reception and safe hosting for the 
future newborn. Depending on how one is born and 
is welcomed in the world, relations and behavior of 
human beings with themselves and with this world 
can be defined(19). 

The educational dimension permeates 
the entire process of care, mostly performed by 
nurses, opening great opportunities for discussion 
between common sense and science. Thus, health 
education carried out in this scenario showed a very 
transformative approach, because it acts as a strategy 
in the change of paradigm in relation to birth in our 
society and, in a very direct way, opens different social 
perspectives to drive and experience the process of 
birth. 
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Conclusion

Health education activities conducted during 
prenatal care by nurses and/or residents in obstetri-
cal nursing contributed to changes in the perception 
of women in relation to the process of parturition. Due 
to the work of these professionals, participants had 
the opportunity to enhance their knowledge about 
reproductive and human rights, as well as about the 
changes in the process of pregnancy and puerperium 
and about physiology of their bodies, giving new me-
aning and rescuing their autonomy as protagonists in 
process of labor and birth. Consequently, they became 
more active and sought assistance in accordance with 
ministerial recommendations. 

Although we have a traditional obstetrical mo-
del, we observe a social movement for humanization 
aimed at a dignified and safe care to women and new-
borns. The formation of obstetric nurses contributes 
positively to this movement. However, there is still a 
long way ahead, for which the expansion and recog-
nition of the role of obstetrical nurses, as well as their 
inclusion in health services and professional legitimi-
zation, are essential.
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