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Abstract

Introduction: interventions during labour and childbirth are
frequently unnecessary and can be harmful to most women
and babies in Brazil. In addition, there is a high prevalence of
abuse and disrespect situations.

Objective: to describe the prevalence of maternal and neonatal
harm and harm-free care in a Brazilian maternity setting.

Methods: pilot application of the Portuguese version of
Maternal Safety Thermometer (MST) by a cross-sectional study
in a public setting. Data collection was made at two timepoints.

Results: 140 women were included. Over 84% of women had a
postpartum sutured wound, resulting from a caesarean section,
an episiotomy, or a perineal trauma. Puerperal infection,
especially on a caesarean wound, was the most frequent
physical harm. Women’s perception of safety, including being
left alone in labour, and feeling their safety concerns were
not taken seriously, decreased from 80.6% to 43.3% in the
second timepoint. Using the MST helped to improve the quality
of medical records since critical information about a patient’s
health status was not properly recorded, or even absent.

Conclusion: MST is a concise tool which includes indicators
related to harm-free care measured in a short time range.
However, this study suggests that the MST can underestimate
harm if it is used alone to assess harm-free care in maternities
with excessive levels of intervention, and poor reporting of
harms (i.e., blood loss), as in most Brazilian settings.
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Authors summary

Why was this study done?
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This study is based on the concern about the high prevalence of non-justified childbirth interventions in Brazil, as well as abuse and
disrespectful situations. Identifying the harm-free care experienced by women, using the Maternity Safety Thermometer (MST), can be

an important resource to understand the childbirth model of care.

What did the researchers do and find?

It was conducted a pilot application of the Portuguese version of MST by a cross-sectional study in a public maternity hospital at two
timepoints. We noticed that a significant number of women suffered some kind of harm during labour.

What do these findings mean?

MST is a concise tool which includes indicators related to harm-free care in a short time range. However, this study suggests that the

MST can underestimate harm in Brazilian settings if it is used alone.

Bl INTRODUCTION

In Brazil, 98% of women give birth with skilled
professionals in a healthcare facility'. However, rates of
harmful and mostly unnecessary interventions are high?,
besides the high prevalence of abuse and disrespectful
situations during childbirth®*. Moreover, Brazil failed to
achieve the UN’s Millennium Development Goal 3, as the
maternal mortality rate remains unacceptably high (more
than 60 per 100,000 live births in 2017)°. Most women
do not have access to evidence-based care, which can be
confirmed by the high rates of caesarean section, which
reached 56.3% in 2019".

The excess of caesarean section in Brazil has been
concerning since the 1980s. Public policies and government
programs have addressed maternal and women’s health,
but the challenge of reducing unnecessary interventions
prevails. A national survey on childbirth care showed
that many low-risk women suffer interventions, such as
labour stimulation with oxytocin (38.2%) and amniotomy
(40.7%). Of those who have a vaginal birth, 37.3% suffer
Kristeller maneuver, 56.1% have an episiotomy and 91.7%
give birth in lithotomy position?. The overmedicalization
of childbirth results in a context where it is exceptional to
experience a vaginal delivery without interventions since:
only 5.6% of all low-risk women are discharged without a
wound caused by assistance®. Therefore, the concept of a
harm-free care® is highly counter-hegemonic’, depicting a
situation that Miller ez al.® have named as “too much too
soon”, referring to the “unnecessary use of non-evidence-
based interventions, as well as the use of interventions that
can be life-saving when used appropriately, but harmful
when applied routinely or overused”.

Several factors can explain the Brazilian context,
including the underfunding of the public health sector, as
well as the existence and expansion of a private sector,
which is not duly supervised nor regulated®. Thus, if
the public sector faces problems such as lack of human
resources’, the private sector adopts a model of care based
on caesarean section for almost every woman?. As far as
equity is one of the principles of the Brazilian Unified
Health System (SUS), which includes the public and
private sectors, there is an understanding that “the health
system must go beyond universal, unregulated access
to technology, and move towards safe, effective and
transparent care”'’.

The Brazilian Ministry of Health launched the
National Patient Safety Program in 2013, which is

supervised by the National Health Surveillance Agency
(ANVISA). According to the ANVISA, safety is “the
reduction, to an acceptable minimum, of the risk of
unnecessary harm associated with health care”'!. The The
ANVISA recognizes that the health system frequently
fails to offer safe maternity care, due to inadequate facility
infrastructure or errors in the work process, among other
factors, and states that “inadequate care is not able to
reduce harms it has caused, in addition to potentiating
them, often resulting in preventable death of women and
children or permanent injuries and sequelae”'?. These
concepts are aligned to the WHO’s vision of safety, which
adds the need to avoid preventable injuries and reduce
medical errors®.

The Maternity Safety Thermometer (MST) was
created and tested by the English National Health Service
(NHS), between 2013 and 2014, as a tool to quickly assess
the prevalence of maternal and neonatal health harms'. It
was inspired by the Safety Thermometer (ST), created in
2011 by NHS, which estimates the prevalence of health
harm at a one-time point and, like a thermometer, indicates
combined outcomes in a short time range®. The ST, as well
as the MST, allows identifying the most frequent harm in
a hospital and the number of patients who were benefited
from harm-free care®.

There are few scientific publications concerning
the MST in any language, especially in low- and middle-
income settings. Melo'> proposed a cross-cultural
translation and adaptation of the MST into Brazilian
Portuguese language and used it in three hospitals in
Northeastern Brazil, and Salgado et al.' have made use
of this tool version with secondary analysis of data from
a previous national survey (Birth in Brazil survey). This
study aims to describe the prevalence of maternal and
neonatal harm, and harm-free care in a Brazilian maternity
setting according to the pilot application of MST.

B METHODS
Study Design

This is a cross-sectional study, with data collected
through the cross-cultural adaptation of the MST to the
Brazilian Portuguese language'. MST covers information
regarding 1) Place and mode of birth, 2) Perineal trauma
and abdominal wound, 3) Postpartum haemorrhage, 4)
Puerperal infection, 5) Apgar score and term newborn
transfer, 6) Women’s perception of safety. Thus, it
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constitutes three types of indicators: physical harm-free
care, harm-free care reported by women according to their
perception of safety, and combined harm-free care'*.

This study is part of the HAMABE Research
project'” which aimed to develop and evaluate the
sustainability of a participatory implementation of the
Mother-Baby Friendly Birthing Facilities Initiative'® (later
called International Childbirth Initiative) in two Brazilian
SUS settings in Sao Paulo State/Brazil. HAMABE project
was based on Change Laboratory methodology'® which
includes a cycle of sessions to make empirical observations
of workplace activity systems. Working group meetings —
composed of representatives of the maternity hospital’s
users, researchers, clinicians, and managers — took place
periodically in 2017-2018, when setting observation
findings and quantitative indicators were discussed,
as well as women’s demands, and contradictions and
tensions in the activity system. Data from MST was used
as one of the resources, like “mirrors” data. This research
was carried out in a maternity service located in the city
of Sao Paulo/Brazil, which is part of SUS and is currently
managed by a private institution. It provides care to low-
risk women, who are assisted mostly by nurse-midwives.
There is an alongside birth centre, surgical theatre,
postpartum rooming-in care, and neonatal intensive care
unit. It was a training ground for some undergraduates and
postgraduates in the health area until 2017, but the training
program was discontinued, for patient safety reasons. In
2016, it registered 5,359 live births, of which 69% were
vaginal deliveries'.

Study Population and Eligibility Criteria

All women with newborns (regardless of weight
and gestational age at birth) or stillbirths (weight >500
grams and/or gestational age >22 weeks) were included.
Women under 18 years old who did not have a parent or
guardian present, as well as women who did not understand
Portuguese and did not have a translator, were excluded.
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Data Collection

Data collection was made at two timepoints, one in
May 2017 (time 1) and another in June 2018 (time 2). In
each period, during five consecutive days, all the eligible
women who consented to take part in the research were
interviewed at least 12 hours after birth (convenience
sampling).

Data were also extracted from medical records and
Body Mass Index (BMI) information was collected from
prenatal cards when available because such information
was not recorded in hospital records.

Between 10 and 15 days postpartum, the
participants were interviewed via telephone (4 attempts on
different days and at different times) as a way of tracking
infection cases. If the woman said that she had a puerperal
infection (i.e., urinary tract infection; mastitis; infection
on the perineal, caesarean or abdominal wound; uterine
infection), the research staff also asked if she had pain,
redness, purulent discharge, fever, and/or if she took
antibiotic prescribed by a physician'®. Women with these
signs and symptoms were urged to seek medical assistance.
A telephone approach was considered, as adherence to
postpartum consultation is low?* and women could follow
different care pathways from those established by SUS as
postpartum reference.

The research staff responsible for collecting the data
was composed of undergraduate students in Midwifery
and Nutrition, as well as postgraduate students in Public
Health. All of them received prior training specific to
MST.

The MST variables were grouped into six blocks
according to table 1. The MST source of information
was the medical records, except the block “Women’s
perception of safety”’, which is about women'’s perspective
of care during an interview before maternity discharge, and
the questions on puerperal infection cases in postpartum
telephone interviews.

Table 1: Variables/questions according to the Maternity Safety Thermometer.

Block

Variables/questions

Maternal information,
place, and mode of birth

Place and date of survey; skin colour*; if the woman speaks Portuguese; age (full
years); gestational age (full weeks); parity; type of gestation; Body Mass Index

(BMI); birth details (place, date, and mode of birth)

Perineal trauma and
abdominal wound

Postpartum haemorrhage

Presence and type of perineal trauma (i.e., 1st, 2nd, 3rd, 4th degree tear and/or
episiotomy) and/or abdominal wound (caesarean and/or laparotomy)

Estimated volume of blood loss and postpartum haemorrhage signs or symptoms

(faint or collapse, haemoglobin < 7.0 g/dl, blood transfusion and/or intravenous iron)

Puerperal infection

Presence and definition of infection up to 10 days postpartum (i.e. urinary tract

infection; mastitis; infection on the perineal wound, caesarean or abdominal wound;

uterine infection)
Baby

Apgar score < 6 in the 5th minute and admission or transfer to special care baby

unit, local neonatal unit, or neonatal intensive care unit

Women's perception of
safety

"Were you ever separated from your baby (unless he was admitted to a neonatal
unit to receive the necessary treatment)?", “Were left alone by the doctors, nurse-

midwives or midwives when it worried you (during labour and delivery)?”, “If you
raised a concern during labour and birth about safety, did feel that it was taken
seriously?” and "Would you like to talk about any of these questions with a doctor,
nurse-midwife, midwife, or another person?"

*Self-reported skin colour classified according to Brazilian classification of ethnicity.
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The most serious harms were: 3rd and 4th degrees
tears, postpartum haemorrhage >1,000 ml, puerperal
infection, Apgar <6 in the 5th minute in term newborns,
unexpected transfer of term newborns for neonatal
treatment units, women left alone at a time when they were
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concerned, and women felt not taken seriously. Finally,
the following indicators were established: physical harm-
free care, harm-free care reported by women according to
their perception of safety, and combined harm-free care
(table 2).

Table 2: Harm-free care indicators according to the Maternity Safety Thermometer.

Harm-free care - physical harm = (women without 3rd and 4th degrees tears + women with blood loss
< 1000ml + women without puerperal infection + term newborns with Apgar > 6 + term newborns not
transferred or admitted unexpectedly in neonatal treatment unit/total women) x 100

Harm-free care - women perception of safety = (women who were not left alone at a time when they were
worried + women who felt taken seriously)/total women) x 100

Harm-free care - combined = [(women without 3rd and 4th degrees tears + women with blood loss < 1000
ml + women without puerperal infection + term newborns with Apgar > 6 + term newborns not transferred
or admitted unexpectedly in neonatal treatment unit + women who were not left alone at a time when they
were worried + women who felt taken seriously)/total women] x 100

Data Analysis

The data was typed into Microsoft Excel® with
double-entry to avoid typing errors. Absolute and relative
frequencies of each variable, prevalence of harms, and
harm-free care indicators were calculated. All analyses
were conducted using the software SPSS® 22 (SPSS Inc,
Chicago, USA).

Ethical and Legal Aspects of the Research
This study has been approved by the Research Ethics
Committee of FSP/USP (CAAE 56958716.0.1001.5421).

B RESULTS

In May 2017, 77 women were eligible for this
study. However, ten women were excluded (seven of them
were under 18 years old and were not emancipated or did
not have the presence of a legal guardian, one did not
understand Portuguese as well as did not have a translator,
and two did not consent to participate in the study),
totalling 67 women in time 1. In June 2018, 76 women
were eligible for this study. Two of them did not consent
to participate in the research and one did not understand
Portuguese and did not have a translator. Therefore, time
2 was composed of 73 women. Details of samples on time
1 and 2 are presented in table 3.

Table 3: Characteristics of samples according to the Maternity Safety Thermometer. Sdo Paulo, Brazil, May

2017 (Time 1) and June 2018 (Time 2).

Characteristics Time 1 Time 2

n % n %
Skin colour*
Asian/yellow 1 1.5 - -
White 31 46.3 17 23.3
Brown/mixed-race 27 40.3 35 47.9
Black 8 11.9 7 9.6
No information - - 14 19.2
Total 67 100 73 100
Age (completed years)
<19 3 4.5 7 9.6
20 to 34 53 791 61 83.5
3510 39 7 104 4 5.5
=40 3 4.5 1 14
No information 1 1.5 - -
Total 67 100 73 100

Gestational age (completed weeks)
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Continuation - Table 3: Characteristics of samples according to the Maternity Safety Thermometer. Sdo
Paulo, Brazil, May 2017 (Time 1) and June 2018 (Time 2).

Characteristics Time 1 Time 2

n % n %
28 to 36 4 6.0 2 2.7
37 to 38 17 25.4 23 31.5
3910 42 39 58.2 48 65.8
No information 7 10.4 - -
Total 67 100 73 100
Parity
0 28 41.8 37 50.7
1 24 35.8 25 34.2
22 9 134 11 15.1
No information 6 9.0 - -
Total 67 100 73 100
Type of gestation
Single 67 100 73 100
BMI (Kg/m?)
251t029.9 - - 1 14
30 to 34.9 - - 1 1.4
No information 67 100 71 97.2
Total 67 100 73 100

*Skin colour classified according to Brazilian classification of ethnicity.
There was no data of postpartum blood loss data on postpartum blood loss estimated in ml on medical
estimated in millilitres (ml) in medical records in time 1 records decreased to 52.0% (n=38) (bleeding < 499 ml =

(table 4). Some professionals registered the postpartum 41.1% (n=30) and bleeding between 500 to 999 ml = 6.9%
blood loss as ‘“physiological/normal/adequate” or (n=5)) (table 4). It should be clarified that, due to the lack
“increased”. However, this kind of estimate was not of estimates of blood loss in medical records in time 1, this
accounted for because it was noted that there was no data could not be accounted for in the indicator, impacting
standardization among nurse-midwives and physicians the physical harm-free care indicator.

from that maternity. In time 2, the absence of recorded

Table 4 - Prevalence of physical harms according to the Maternity Safety Thermometer. Sdo Paulo, Brazil,
May 2017 (Time 1) and June 2018 (Time 2).

Physical harms Time 1 Time 2

n % n %
3rd and 4th tears degree 1 1.8 1 1.6
Postpartum blood loss = 1.000 ml* 0 0 0 0
Puerperal infection** 6 10.7 4 5.6
Apgar < 6 at 5th minute*** 0 0 0 0

Transfer to neonatal unit*** 0 0 3 4.2

*Information on the estimate of postpartum blood loss in ml was absent in all records of sample 1. In sample 2, this record did not occur
in 52.0% (n=38) of the medical records; **Puerperal infection missing data was 12.5% (n=7) in time 1 and 50.7% (n=36) in time 2;
***Term newborns (Sample of term newborns: Time 1 = 56 and time 2 = 71).

Regarding signs and symptoms after vaginal birth 84.9% (n=62)). Caesarean section ratio corresponded
or caesarean, in time 1, 43.3% (n=29) of medical records to 23.6% (n=13) in time 1 and 29.0% (n=18) in time 2.
did not record this information. This did not happen in Regarding perineal trauma, 3rd and 4th tears degree was
time 2 when all medical records showed that no women as expected less frequent (table 4) than others spontaneous

had any faint or collapse, haemoglobin measured less than tears (1st and 2nd tears degree in time 1: 1.8% (n=1) and
7.0 g/dl, received a blood transfusion or intravenous iron. 61.8% (n=35) and time 2: 1.6% (n=1) and 54.8% (n=34).

Over 84,0% of women had a perineal trauma or The proportion of episiotomies was 12.7% (n=7) in time
abdominal wound (time 1: 84.6% (n=55) and time 2: 1 and 14.5% (n=9) in time 2. Analyzing only women who

J Hum Growth Dev. 2022; 32(2):248-257. DOI: 10.36311/jhgd.v32.13228 252



had a vaginal birth (time 1: 80.6% (n = 42) and time 2:
75.3% (n = 55)), the proportion of intact perineum was
low (time 1: 28.6% (n=12) and time 2: 20.0% (n=11)).

Puerperal infection corresponded to 10.7% in time
1 (6 cases of infection on caesarean wound) and 5.6% in
time 2 (2 cases of infection on caesarean wound and 2
cases of infection on perineal wound). It was not possible
to contact 12.5% (n=7) of the women in time 1 and 50.7%
(n=36) in time 2 (table 4). The most common reason for
that was the fact that women did not answer the telephone
calls from the research staff. Also, there were cases in
which women said a non-existent telephone number.

All pregnancies were from a single fetus and there
was no fetus or neonate death, thus the sample was 67 ¢
73 babies in time 1 and 2, respectively. No term newborn
(i.e., more than 37 weeks) in both samples received an
Apgar score equal or less than 6 at 5th minute of birth.
No term newborn was transferred to neonatal intensive

www. jhgd.com.br
care unit in time 1. However, this rate was 4.2% (n=3)
in time 2 (table 4). According to the medical records, it
was not possible to differentiate any admission to neonatal
intensive care unit as expected or unexpected. It should be
noted that the data about newborn admission/transfer was
absent in 16.1% (n=9) of the medical records in time 1 and
1.4% (n=1) in time 2 (table 4).

Regarding the harm-free care reported by women
according to their perception of safety, it was 80.6% in time
1 and 43.8% in time 2. The prevalence of the most severe
harms according to this indicator is described in table 5.
Besides that, excluding the case in which the newborn was
admitted in a neonatal intensive care unit, 34.3% (n=23)
of the women reported having been separated from their
babies at any time during hospitalization in time 1 and
24.7% (n=18) in time 2. Women who would like to talk
about a pending issue with the caregivers corresponded to
3.0% (n=2) in time 1 and 11.0% (n=8) in time 2.

Table 5: Prevalence of harms from women’s perspective according to the Maternity Safety Thermometer. Sao
Paulo, Brazil, May 2017 (Time 1) and June 2018 (Time 2).

Harms from women’s perspective Time 1 Time 2

n % n %
Women left alone 10 14.9 16 21.9
Women felt not taken seriously 2 3.0 13 17.8

H DISCUSSION

This study demonstrated potentialities and
restraints for the use of the MST in a Brazilian maternity
service, besides the MST’s cross-cultural adaptation.
Having been applied in two moments — before and after
an intervention that aimed to improve care (HAMABE
project), this tool allowed a quick visualization of the
improvements obtained in some indicators, such as the
separation of mother and baby situations, and the rate of
puerperal infection cases.

Harm collected by MST is severe postpartum
haemorrhage, one of the main causes of maternal
death worldwide?, including in Brazil’. However, the
postpartum blood loss measurement is still challenging
even though a systematic review describes a range of
available methods to estimate blood loss*. Despite the
improvement observed in this study between times 1
and 2, postpartum blood loss was under-reported. In
May 2017, no medical records had the information in
ml about blood loss estimated. When there was some
record, it was inaccurate information, such as “increased
bleeding”. In June 2018, 52.0% of medical records lacked
the information, a considerable improvement compared to
time 1. On one hand, the 48.0% records of blood loss in
ml could be attributed to the meetings promoted by the
HAMABE project, although the method used by staff to
estimate blood loss is unknown. On the other hand, it is
still concerning that almost half the records did not have
information about such a crucial condition. This result
reinforces the need for further improvement in the quality
and safety of maternity care'®.

Caesarean sections and episiotomies are not
explicitly included in the physical harm-free care and
combined harm-free care indicators by the NHS MST!.
However, in a context such as Brazil, with high rates

of caesarean sections and episiotomies, it would be
relevant to consider these data. In this study, the rates
of surgical wounds resulting from caesarean sections
and episiotomies combined were high (time 1: 36.4%
and time 2: 43.5%). Another study that used MST as a
tool to describe outcomes from a secondary analysis of
Birth in Brazil survey found that caesarean sections and
episiotomies were among the most frequent physical
interventions (52.6% and 87.7%, respectively) in the
Brazilian Southeast region'é, which includes the states
of Sdo Paulo, Rio de Janeiro, Minas Gerais, and Espirito
Santo (42.0% of the country’s population).

In this case, if we consider that the studied maternity
provides care to low-risk women, the caesarean rates were
high (time 1: 23.6% and time 2: 29.0%) and the sample
showed a great proportion of nulliparas (time 1: 41.8%
and time 2: 50.7%), all single pregnancies, and mostly
term (>37 weeks) pregnancies (time 1: 83.6% and time
2: 97.3%). Although it is known that caesarean section
rates higher than 10-15% are not associated with better
maternal and neonatal outcomes?, it was not possible to
classify caesarean according to Robson’s groups based on
the information collected by the MST.

Episiotomy rates found in this study (time 1:
12.7% and time 2: 14.5%) were above the maximum of
10% recommended by the WHO?*, although much lower
than previous national studies®. Routine or liberal use of
episiotomy is not recommended in spontaneous vaginal
birth*. However, it has been discussed the subjectivity of
judgment and definitions for the indications of episiotomy.
Studies have shown positive results with non-episiotomy
protocols?. Others described adverse outcomes associated
with episiotomies, such as more perineal pain, postpartum
infection?’, sexual dysfunction, and incontinences®.

Brazilian social movements have pointed out
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that the high rates of episiotomies and other painful
and harmful interventions have been used to promote
cacsarcan sections as a “less undignified” way to
delivery, which is reinforced by the public-private divide
in the health system as well as the social inequalities
that mark Brazilian society, especially those related to
gender issues®. In this context, it is crucial to affirm that
unnecessary medical interventions — including caesarean
sections — are harmful.

MST showed that puerperal infection, especially
infection on caesarean wounds, was the most frequent
physical harm in both times. Estimating this kind of
harm is important since sepsis is among the main causes
of maternal death worldwide, including Brazil’'. In
addition, a national survey identified that post-infection
hysterectomies and bleeding were the cause of 18% of
maternal near-miss in Brazil*.

Postpartum infection cases may be underestimated
in this study. In the NHS, MST is finalized up to 10 days
after delivery, when the woman returns to the community
clinic or is visited by a midwife as part of routine care.
The current policy of Brazil provides care to postpartum
women and newborns in primary health care or home
visit. However, there are barriers, such as: scheduling
an appointment only for the newborn, low adherence
to postpartum consultation” and women often go to
postpartum care in a service different from the one pre-
booked. For these reasons, we made telephone calls
between 10 and 15 days after delivery for all women.
However, as described in other study'®, this approach was
challenging given that in many cases nobody answered
after several attempts, or the telephone number registered
did not exist.

Other study has pointed out the association between
obesity and advanced maternal age, and postpartum
infections®’. However, puerperal infection strongly
relates to the quality of care, especially maternity care.
Caesarean section has been described as an important
cause of infection cases. Results from a Brazilian cohort
study showed that caesarean section had an almost three
times higher risk of postpartum infection, as an early
complication®’. Another study carried out in Sweden
found as factors associated with postpartum infections:
caesarean sections (OR 10.7%, 95% CI 9.80-11.9), 3rd
and 4th degrees tears (OR 10.7%, 95% CI 9.80-11.9), and
episiotomies (OR 10.2, 95% CI 8.94-11.5)".

Also considered as physical harm by MST, the
transfer of term infants to neonatal intensive care unit in
this study was high (4.2% in time 2) considering that most
of the women cared for by the maternity were low-risk.
These transfers were quite unexpected, as was the high
proportion of missing information in time 1 (16.1% of the
medical records).

The increased need for intermediate or intensive
care for the newborn is only one of the outcomes
described by systematic reviews about the effects of
caesarean section®* and induced labour®*. In Brazil,
neonatal morbidity and mortality have as main causes
prematurity, intrapartum asphyxia, and low birth weight,
factors that can also be associated with mode of delivery?.
Factors related to pregnancy, quality of care, and social
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determinants have also been associated with neonatal
morbidity and mortality, such as the reduced number of
prenatal consultations, maternal socioeconomic status,
and access to health services®.

Despite mother-baby separation not being
considered as serious harm by MST, the benefits of
continuous mother-baby contact have been reaffirmed for
decades by studies and recently by WHO?. The “golden
hour” encompasses a set of evidence-based practices (i.e.,
skin-to-skin contact, delayed umbilical cord clamping,
and breastfeeding) that contribute to the physiological
stabilization of mother and newborn. However, in Brazil,
healthy full-term newborns are frequently separated from
their mothers to undergo procedures, such as the use of
inhaled oxygen, upper airways and gastric aspiration, and
use of incubator®. In this study, reports of mother-baby
separation decreased (34.3% in time 1 and 24.7% in time
2). MST applied on a national survey database by Salgado
et al.'® found that 69.5% of women referred to separation
from their babies between 2011 and 2012.

One of the innovations presented by the MST
is considering the women’s perception of safety as
part of harm-free care indicator. Qualitative evidence
demonstrates that many women are speaking up about their
concerns and safety alerts, however, the maternity staff
needs to listen and respond to them?®”. This assessment is
extremely relevant in any setting, especially in maternities
where the model of care is distant or in transition to an
optimal and safe care pathway.

Reports of being left alone during labour when
there was some type of concern scored significantly (time
1: 14.9% and time 2: 21.9%), possibly as a response to an
increase in women’s information about their entitlement
in childbirth in this service, promoted by the HAMABE
project®®. In Brazil, a hegemonic model of care relies on
medical interventions rather than one-to-one care (one
professional per woman)?, which can contribute to these
findings. Moreover, Brazilian women often report feeling
lonely and abandoned immediately after childbirth, when
health professionals exit the room®, sometimes even
leaving women with legs up and open. There are frequent
reports of lack of empathy in caregiving, classified as a
disrespectful and abusive situation in childbirth. Venturi
et al® concluded that 25% of Brazilian women suffer
obstetric violence, in other words, they are subjected to
degrading and inhumane situations during pregnancy,
birth, and/or postpartum. Additionally, in time 2, 17.8% of
women felt they were not taken seriously. This is confirmed
by qualitative data, which showed that women felt health
professionals devalued their choices and desires®.

Lastly, in this study, it was not possible to
estimate the combined harm-free care indicator, given
the poor quality of the blood loss record in ml. Medical
records in Brazil often underreport or incorrectly report
interventions, which makes it difficult to retrospectively
assess health outcomes and care practices*'. Salgado et
al.'®, nevertheless, found that only 2% of women in the
Brazilian Southeast region did not experience any type of
harm during hospitalization. Another study carried out in
three hospitals in Northeastern Brazil found that 18,6%
of all women received harm-free care'. It is unknown
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what would be the ideal rate, however, Salgado et al.'®
pointed out that the Brazilian assistance is more frequently
a provider of harm rather than harm-free care.

l CONCLUSION

We conclude that MST is a concise tool and could
measure harm-free indicators related to the care offered to
women and newborns in a short time range. In a Brazilian
context, MST is innovative as it approaches the safety of
maternal and childcare from the woman’s perspective.
In this study, MST also helped to improve the quality of
medical records, as it made clear that relevant information
about a patient’s health status was not properly registered.

However, this study suggests that reliance just
on MST may make some problems invisible if it is used
alone to assess this indicator in Brazil, because of the
invisibility of service-related harm, due to poor medical
records. Despite the cross-cultural adaptation to Brazilian
Portuguese language', MST still reflects the NHS setting
and does not express issues related to the safety of women
and neonates in maternities with excessive levels of
interventions (i.e., induced labour, oxytocin augmentation,
episiotomy, caesarcan section), such as most Brazilian
services’. Nevertheless, MST can be further improved
to make visible the role of unnecessary interventions to
better respond to the patient safety challenges in Brazil.
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Resumo

Introducéo: No Brasil, as intervencées durante o parto e o nascimento sao prejudiciais e, em sua
maioria, desnecessarias. Além disso, € alta a prevaléncia de abusos e desrespeito a mulher e ao bebé
neste periodo.

Objetivo: Descrever a prevaléncia dos danos maternos e neonatais, e do cuidado livre de danos em
uma maternidade brasileira.

Método: Estudo transversal, com aplicagéo piloto, em portugués, do Termdémetro de Seguranca da
Maternidade (TSM) em uma instituicdo publica. A coleta de dados foi realizada em dois momentos.

Resultados: 140 mulheres foram incluidas. Mais de 84% delas deixaram a maternidade com algum tipo
de ferida suturada, resultante de cesariana, episiotomia ou outro trauma perineal. Infecgéo puerperal,
principalmente na incisdo da cesariana, foi o dano fisico mais frequente. A percepgéo de seguranga das
mulheres — incluindo ficar sozinha no trabalho de parto e sentir que suas preocupacgdes com relagédo a
seguranca nao foram consideradas — diminuiu de 80,6% para 43,3% no segundo momento. O uso do
TSM ajudou a melhorar a qualidade dos registros em prontuario, dado que, informagdes importantes
sobre a condi¢ao das pacientes néo eram registradas adequadamente ou estiveram ausentes.

Conclusao: O TSM é uma ferramenta concisa que possibilita descrever o cuidado livre de danos
rapidamente. No entanto, este estudo sugere que, se usado isoladamente, o TSM pode subestimar
danos em servigos com niveis excessivos de intervengdo e com registros inadequados de danos
(exemplo, perda sanguinea), como € o caso da maioria das maternidades brasileiras.

Palavras-chave: Parto, Maternidades, Seguranga do Paciente, Avaliagdo de Resultados em Cuidados
de Saude.
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