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Abstract OBJECTIVE: To compile a proposal of the system of taking complex prenatal, 
perinatal and postnatal care of pregnant women and their children in the Czech 
Republic with taking into account medical and salutogenic approaches.
MATERIAL AND METHODS: A questionnaire was prepared comprising questions 
for mothers and making it possible to exactly use specified data from their health-
care documentation. The method thus consisted of a secondary data analysis and 
subsequent contact with mothers. This was implemented in the form a qualitative 
and narrative interview. The study included 541 women from five Czech regions.
RESULTS: In this group, there was a high level of the preventive care with persisting 
preference of prenatal consulting rooms conducted by physicians. Most deliveries 
occurred in institutions in the presence of physicians. In the groups evaluated, 
there were, however, no significant differences. In spite of this, the evaluation of 
delivering women indicated that there is a high level of the perinatal care in terms 
of the medical approach. However, the salutogenic care calls for increasing the 
active participation of midwives in the prenatal, perinatal and postnatal care and 
extension and intensification of activities particularly in the psychosocial area.
CONCLUSION: In the group monitored, there were no significant correlations of 
determined perinatal interventions with the method and result of the delivery and 
condition of the mother and newborn. It is to mention that the medical perinatal 
care is at a high level.

INTRODUCTION
Through the mediation of the COST agency, the 
European Union established a project focused on 
the interconnection of medical and salutogenic 
approaches to taking prenatal, perinatal and post-

natal care of pregnant women and their newborns. 
The main hypothesis of the project is based on an 
assumption that when evaluating the quality of the 
care provided in terms of a low mortality and mor-
bidity of pregnant women and newborns, excellent 
medical results are achieved in Europe. However, 
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it is also obvious that the salutogenic approach to the 
care is rather neglected. In opinions of the authors of 
the project, this fact could bring a contribution of the 
already existing adverse tendency to invasive inter-
ventions, which can consequently lead to the surgical 
solution of the still existing physiologically developing 
pregnancy and delivery.

MATERIAL AND METHODS
A questionnaire (see the Attachment) was prepared 
comprising questions for mothers and making it 
possible to exactly use specified data from their 
healthcare documentation. The mothers completed 
the questionnaire either independently or with the 
assistance of an informed inquirer, or the question-
naire was directly completed by a staff member of the 
obstetric department. Employees of obstetric depart-
ments subsequently acquired data from records of the 
delivery and prenatal documentation. A printed form 
was prepared for these two activities, comprising the 
“Informed Consent”. The method thus consisted of a 
secondary data analysis and subsequent contact with 
mothers. This was implemented in the form a qualita-
tive and narrative interview. The study included 541 
women from five Czech regions. The research study 
was approved by the Ethical Committee of the Fac-
ulty of Health and Social Studies, University of South 
Bohemia in České Budějovice and appropriate health-
care institutions.

The study was aimed at the accumulation of data, 
which are of basic importance for the orientation of 
investigators in the given research problem of con-
temporary medical and salutogenic principles in 
Czech pregnant women and mothers. These data cor-
respond to the contemporary condition of the com-
plex approach to pregnant women and mothers. The 
care was monitored in the first trimester aimed at the 
genetic screening. The assessment of salutogenic effects 
usually includes the life style, level of dwelling, site of 
the delivery, partner relationship, age of parents, parity, 
activity of the father in the pregnancy and delivery, 
abuse of alcohol, tobacco and drugs, fears of the deliv-
ery, experience with the delivery, stress conditions of 
the mother until 18 years of her age, optimism, capa-
bility of relaxation, satisfaction with the employment, 
assertiveness and fears of the future. Within medical 
principles, emphasize is put on the indication for the 
induction of the delivery and induction of premature 
uterine contractions, use of analgesia in the delivery, 
indications for operative delivery by caesarean section 
or per forcipem. The frequency of episiotomies and 
other injuries during the delivery were also analyzed. 
The gestation age and mass of the newborn were also 
evaluated. The complex evaluation of the mother anam-
nesis, her participation in prenatal courses for pregnant 
women or possibly her delivery plan were also included 
in the complex assessment.

In the data analysis, which was retro- as well as 
prospective, salutogenic and medical principles were 
evaluated. The medical part was processed by medi-
cal specialists, the salutogenic part particularly by 
midwives.

For the treatment of the data collected, a specialized 
electronic database was established which made possi-
ble detailed processing and mutual comparison of data 
obtained. The database and results processed will be 
put into www sites of the project after output controls. 
Information acquired will serve as one of basic results 
for the compilation of a complex system of taking care 
of women in the perinatal period. 

RESULTS
Deliveries by the caesarean section

Research results
In the research, more than 500 Czech women were 
addressed and results of quite completed questionnaires 
from 541 respondents were included into the treatment.

Within the whole group of respondents, 118 women, 
which was 22% of the whole group studied, mentioned 
that their delivery was conducted by the caesarean 
section.

The largest group included women who just experi-
enced their first pregnancy: they were 54 in number. A 
further group included women just experiencing their 
second pregnancy, who were 51 in number. Total of 13 
women just experiencing third and further gravidities 
were also present in the sample group monitored. 

The average women age was of 26.48 years during 
the first delivery, 28.88 years during the second delivery 
and 34.83 years during the next delivery.

Most women addressed (91%) mentioned the atten-
dance of gynaecologist’s prenatal consulting room in 
the pregnancy period and the prenatal consulting room 
conducted by midwives were visited by a lower propor-
tion of the group monitored (21%). A proportion of 6% 
of the women monitored reported direct contacts with 
midwives in the pregnancy period, who would offer 
visiting consulting rooms conducted by midwives. On 
the other hand, more than half the number of women 
inquired (53%) mentioned that they would be inter-
ested in services of midwives in the pregnancy periods. 

A great majority of women (96%) mentioned that 
they were informed about all the examinations per-
formed in pregnancy. Most of them also attended 
examinations such as blood sampling or ultrasonogra-
phy (98%). Most women inquired (93%) furthermore 
mentioned that in the course of their pregnancy, they 
were informed about possibilities of tests focused on 
searching for women with risk of congenital foetus 
developmental defects. This information was mostly 
obtained from gynaecologists (88%) and in some cases 
also from other sources (5%): internet and leaflets were 
most frequently reported in a supplementing question, 



82 Copyright © 2014 Neuroendocrinology Letters ISSN 0172–780X • www.nel.edu

Miloš Velemínský, Jr., et al.

and a further proportion of respondents were informed 
at departments of medical genetics (7%).

Most women (84%) would appreciate a summariz-
ing booklet or leaflet comprising brief information 
on the course of the pregnancy, delivery, puerperium, 
schedule and importance of basic examinations in this 
period. 

About half the number of the women inquired (46%) 
visited courses during their pregnancy conducted by 
midwives, lectures, exercises or swimming.

A smaller proportion of women (11%) have pre-
pared their delivery plans.

A half the group of the women mentioned the pres-
ence of close persons at the delivery (57%).

The women were furthermore inquired, whether 
they were allowed to take a position which would be 
most satisfactory to them in the course of the first 
stage of the delivery. More than half the number of the 
women inquired (68%) answered positively.

The question of spontaneous discharge of the amni-
otic fluid was negatively answered by 34% and half the 
total number of the women answered that they received 
an infusion in support of contractions. A proportion of 
64% of women mentioned the use of methods relieving 
the pain.

Medical results
On average, the women visited the prenatal consulting 
room before delivery more than ten times. The median 
rate of visits was of 10. Most women (77%) ranged 
between nine and twelve visits, 13% visited the prena-
tal consulting room eight times on average, and almost 
10% of the women experienced more visits before the 
delivery.

In the group monitored, the number of ultrasono-
graphic examinations in the pregnancy period was 
almost four on average. The median number was of 3. A 
considerable proportion of the group examined (91%) 
ranged between 2 and 4 ultrasonographic examina-
tions; this subgroup was followed by respondents with 
more than five ultrasonographic examinations (9%).

Planned admission to hospitalization for the delivery 
was reported by 60% of women inquired. The length of 
the hospitalization before the delivery took more than 
one day. The blood loss in the course of the delivery was 
of 389 ml on average; the median loss was of 400 ml. 
The minimum and maximum losses were of 250 and 
700 ml respectively.

The newborn condition was physiological in 91%, 
suspect in 8.5% of the women.

Vaginal deliveries

Research results
Within the whole group of the Czech respondents 
addressed, in most women (76%), the delivery was per-
formed through the vaginal way, in 22% of the women 
inquired the caesarean section was used, and the 

vacuum extraction delivery was employed in not quite 
3% of the women inquired.

The vaginal delivery was performed in 401 Czech 
women monitored.

In a group of women whose delivery was performed 
through the vaginal way, there was the largest propor-
tion of women just experiencing the first delivery: 
they were 160 in number and represented 39.9% of the 
sample group studied. A further group included women 
just experiencing the second pregnancy: they were 157 
in number and represented the second most important 
group of respondents (39.2%). The women just expe-
riencing the third pregnancy were 60 in number, and 
more pregnancies were experienced by 19 women. The 
smallest group included respondents pregnant more 
than four times: they were five in number. The average 
number of pregnancies in the group studied was of 1.89. 
The average number of the pregnancies is comparable 
with the average of the whole sample group studied.

The group mostly included women delivering for 
the first time: they were 194 in number and represented 
nearly half the group of women studied. The women 
just experiencing their second delivery were total of 161 
in number (40%). The remaining women delivered sev-
eral times: most of them three times (34 women). The 
average number of deliveries in the group studied is of 
1.66 per woman and is comparable with the average 
number of deliveries within the whole sample group 
studied.

A further identification factor studied was the age 
of women at the time of the child delivery. The average 
age at the time of delivering the first child was of 25.8 
years; in the case of the second child it was of 29.33, 
and in the case of the delivery of the third child it was 
of 31 years.

Visits to the gynaecologist consulting room in the 
course of the pregnancy were mentioned by most 
women addressed (84%), and the prenatal consulting 
room conducted by midwives were visited by a smaller 
proportion of the group monitored (21%). The direct 
contact with midwives in the period of pregnancy, who 
would offer visits to consulting rooms managed mid-
wives, were mentioned by 14% of women monitored. 
On the other hand, more than half the number of the 
women inquired (54%) mentioned that they would be 
interested in services of midwives in the pregnancy 
period. The values in the subgroup of the women mon-
itored, in which the delivery was performed through 
the vaginal way, exert the same values as those found in 
the whole sample group studied.

A great majority of women (99%) mentioned that at 
the time of their pregnancy, they were informed about 
all the examinations to be carried out in the pregnancy 
period. Most of them also experienced the examina-
tions such as e.g. blood sampling or ultrasonography 
(98%). Most women inquired (93%) furthermore men-
tioned that in the course of their pregnancy, they were 
informed about possibilities of tests focused on search-
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ing for women with the risk of congenital foetus devel-
opment defects. The women acquired the information 
mostly from their gynaecologist (86%); other sources 
represented (9%), internet and leaflets being mentioned 
most frequently among them and a further proportion 
of respondents was informed by departments of medi-
cal genetics (3%); almost 2% of women mentioned that 
they were informed by midwives. In this question, there 
were also no deviations of the values investigated com-
pared to the whole group of the women studied.

Most women (82%) would invite a summarizing 
booklet or leaflet comprising a brief list of data on the 
course of the pregnancy, delivery, puerperium, and 
schedule and importance of basic examinations in this 
period.

Half the number of the women inquired (50%) 
attended courses conducted by midwives, lectures, 
exercises or swimming in the course of their pregnancy.

In a relatively small proportion of the group inquired 
(17.5%) the women have prepared their delivery sched-
ule. Only two women among a group of 70 women, who 
mentioned that they have prepared the delivery plan, 
answered that it was not respected by healthcare profes-
sionals; all the other women declared that the delivery 
schedule was respected by the healthcare professionals 
in the course of the delivery.

Most women (79%) mentioned that in the course of 
the delivery, one or more close persons were present, 
most typically partners of the women (89%) and after 
that, there were parents of the women (8%) and then 
midwives or other persons (3%) present at the delivery.

The women were furthermore inquired, whether 
they were allowed to take a position which was most 
satisfactory to them in the course of the first stage of 
the delivery. Positive answers were obtained from most 
women (82%). In the course of the first stage of the 
delivery, the most preferable position was lying on the 
side, after that the supine position and sitting position 
on a ball. The position on the side was preferred by 19% 
of women and this position was followed by the supine 
position (18%) and half sitting position (14%). Many 
women also preferred a possibility of using the shower 
or bath. In the course of the first stage of the delivery, 
the women also frequently took advantage of relaxation 
techniques for the moderation of pains: positive answers 
were obtained from 86% of the women inquired; they 
particularly preferred the shower with warm water and 
ball (82%), and thereafter balloon and gymnastic ball 
(14%); some respondents appreciated a possibility of 
taking advantage of the relaxation bath (2%).

Almost half the total number of women answered 
negatively (49%) the question of the spontaneous dis-
charge of the amniotic fluid. The diruption, i.e. dis-
charge of the amniotic fluid after an intervention by a 
healthcare professional was thus mentioned by half the 
number of women (52%).

The question whether the women were provided 
with an infusion in support of contractions was posi-

tively answered by more than half the number of the 
women and the question, whether some of methods 
relieving pains was employed in the course of their 
delivery, such as for example intravenous administra-
tion of pharmaceuticals or epidural anaesthesia, was 
positively answered by more than half the total number 
of the women inquired (57%).

In the course of the delivery itself, 54% of women 
were allowed to take the position chosen, which was 
more than half the number of women inquired.

The delivery itself was most typically conducted by 
physicians (72%), less frequently by midwives.

The women inquired also gave their opinions whether 
they were allowed to discuss the problem of the episi-
otomy before the delivery. A proportion of the group 
of women monitored (24%) mentioned that they did 
not have this chance. The question, whether the patient 
was informed about the purpose of the episiotomy was 
positively answered by most women inquired (66%).

Most of the women also mentioned that the baby was 
put on their abdomens immediately after the delivery.

The presence of close persons in the labour ward 
in the post-natal period was reported by 75% of the 
women.

Medical results
On average, the women visited the prenatal consulting 
room before the delivery almost 11 times. The median 
frequency was of 11. Most of the women inquired (67%) 
ranged between nine and twelve visits, followed by 21% 
of women experiencing several visits, and 10% of the 
women visited the prenatal consulting room before the 
delivery with a frequency up to eight.

The monitored number of ultrasonographic exami-
nations in the pregnancy period was almost of 4 on 
average. The median number of examinations was of 3. 
A considerable proportion of the group studied (88%) 
ranged between two and four ultrasonographic exami-
nations, followed by respondents with more than five 
ultrasonographic examinations (11%), and none or only 
one ultrasonographic examination was encountered in 
1% of the women inquired only.

The planned admission to the hospitalization for the 
delivery was mentioned by a smaller proportion of the 
respondents inquired (28%); there were more respon-
dents whose admission to the delivery was not experi-
enced in the term planned (72%). Most of these women 
(68%) mentioned that the reason for the admission to 
the hospitalization was the initiation of the delivery. 
Among them, the largest proportion (56%) mentioned 
beginning contractions, spontaneous amniotic fluid 
discharge, or contractions plus the discharge of the 
amniotic fluid.

The length of the hospitalization prior to the deliv-
ery was under one day on average; the median time of 0. 
Most women were hospitalized before the delivery for 
periods shorter than one day (56%) or for one to two 
days (38%).
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The length of the first stage of the delivery up to 
three hours was encountered in 34% of the women; in 
the same group of women it took 3 to 6 hours (46%) 
and the length of 6 hours was encountered by 19% of 
the women.

The duration of the second stage of the delivery 
was shorter than 10 min in a majority of the women 
inquired (73%) and it was up to 30 min in a fur-
ther group of women (22%). Only 6% of the women 
inquired reported that the second stage of the delivery 
was longer than 30 min.

In the group of women inquired, the first stage 
of the delivery took not quite 9 min on average; the 
median time was of 5 min; minimum length of 3 to 5 
min and maximum length of 58 min. The largest group 
of the women inquired experienced the third stage 
of the delivery shorter than 10 min (79%) or shorter 
than 30 min (15%), and in not quite 6% of the women 
inquired, the third stage of the delivery took more than 
30 min.

The blood loss in the course of the delivery was of 
212.7 ml on average. The median loss was of 150 ml. 
The minimum loss of the blood and the maximum 
loss of the blood were of 100 ml and 1500 ml, respec-
tively. No blood derivatives were administered in most 
women (96%).

In a majority of the women monitored, oxytocin was 
administered (99.3%). The interval from the analgesic 
administration to the delivery was of 2.51; the median 
value was of 1.16. The maximum value was of 9.3.

The number of vaginal examinations prior to the 
beginning of the first stage of the delivery was of 1.85 
on average; the median was one examination; the maxi-
mum rate was of 15 examinations.

The newborn condition after the delivery was physi-
ological in 97%.

DISCUSSION
The concept of salutogenesis was introduced in litera-
ture by Antonovsky (1979, 1987, 1996). The general 
concept of obstetrics suggests that the problem of salu-
togenesis in obstetrics particularly concerns provid-
ing the women with (non-traumatizing) prenatal care, 
and “natural”, i.e. physiological, delivery (Suominen 
and Lindstrom 2008, Berg et al. 2014, Meier Magistretti 
et al. 2014, Takegata et al. 2014).

In the prenatal care, a minor participation of mid-
wives (Klomp et al. 2014), frequent ultrasonographic 
examination (Mujkic et al. 2014) and frequent and 
sometimes useless controls of pregnant women are dis-
cussed. It is mentioned that largest problem is a total 
absence of monitoring the biopsychosocial situation in 
pregnancy (Fedor-Freybergh 2013).

The concept of the natural delivery was dealt with 
by Lyberg and Severinsson (2010), Beeckman and 
Gottfredsdóttir (2014), Morano and Scambelluri 
(2014), Nieuwenhuijze et al. (2014).

In the course of the delivery, there are numer-
ous medical and frequently also invasive medical 
approaches including the extensive medicamentous 
interventions and frequently rather deliberate indica-
tions for episiotomy and sometimes also operative way 
of deliveries. This fact is reportedly affected particularly 
by the presence of physicians at the delivery, who sup-
port the delivery conducted by physicians, legal and 
social situation and attitude of the public to the delivery 
and sometimes also by a professional level and educa-
tion of midwives. In our group, the abundance of cae-
sarean sections corresponds to the European average. 
The activity of midwives in the conduction of deliveries 
and in providing taking care of the newborn after the 
dismission from the obstetric hospital to the household 
is also monitored. Taking care of the newborn after 
the dismission from the obstetric hospital is within the 
competence of paediatric nurses. Even in our group, 
there were 28% of deliveries conducted by midwives. It 
is, however, necessary to provide the education of mid-
wives who should be skilled in terms of theoretical and 
mainly practical capability. The active participation of 
family members, particularly of fathers, in the delivery 
is supported. In our group, the participation of fathers 
is relatively large.

Women in Czech Republic have currently a chance 
to choose the following method of the delivery in the 
maternity hospital: Primary caesarean section (still 
only in the case of the breech presentation), delivery 
conducted by a physician, natural delivery and pro-
grammed delivery (Roztočil 2012). Possibilities and 
usual procedures employed at particular working site 
are however, always of importance. Roztočil (2012) 
considered the desertification of the obstetrics. Further 
possibilities for the women are deliveries in the house-
hold (Guittier et al. 2012, Biesty et al. 2014).

This is possible from the standpoint of the delivering 
woman; there is no problem of a criminal act, but the 
legal arrangement does not make possible a planned 
active participation of a healthcare professional.

In the Czech Republic, it would be suitable to engage 
more midwives in the prenatal care in consulting 
rooms, particularly those mastering practical activities. 
Their competence has not yet been solved. Information 
about planned examinations in the course of the physi-
ological pregnancy is at a very good level. The role of 
midwives is mentioned for example by Fontein (2010), 
Begley et al. (2011).

Based on data from mothers, summarizing informa-
tive booklets are missing. It is, however, to note that 
these brochures exist in sufficient amounts, but it is 
necessary to enhance activities in their distribution. 
Relatively few (about half proportion) women attended 
prenatal courses for pregnant women. Only few men 
participate in these activities. These courses were prev-
alently conducted by midwives. The pregnancy how-
ever, should not solely concern the pregnant women, it 
is suitable to support the concept of “pregnant parents” 
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or possibly “pregnant families”. The presence of family 
numbers at the delivery should be supported and pos-
sibly extended, but not at any price, within the frame-
work of the social tendency.

There are few women having prepared their delivery 
plans. However, it was possible to state with a satisfac-
tion that as far as the plan was prepared by the woman, 
the health professionals tried to respect it.

Most women were satisfied with the course of the 
first delivery stage. They were allowed to choose their 
position based on their choice, and shower or bath was 
available to them including the relaxation bath.

Our research did not support a discussed hypoth-
esis that the medical conduction of the delivery alleg-
edly negatively affects the physiological course and can 
result in the indication for the episiotomy or surgical 
delivery.

In vaginal deliveries, the diruption of the sac of 
foetal membranes was performed in 51% of women, 
and 57% of women were provided with a medication 
including the infusion in support of the uterine activity 
of possibly with intravenous analgesics. In deliveries by 
the caesarean section, the diruption of the sac of foetal 
membranes was performed in 66% of women, and 50% 
of women were given the medication supporting the 
contractions. In 64% of women, the analgesic medica-
tion was indicated. These results did not support the 
hypothesis that the high rate of caesarean sections is 
affected by premature interventions into the course of 
the physiological delivery. Of course there are no data 
on results from a possible control group. The frequency 
of caesarean sections in our group and in the Czech 
Republic is not considerably different from results 
reported from other European countries. In the outline 
of indications for the operative delivery, except for the 
breech position, there was no case of performing the SC 
based on a request by the delivering woman. They were 
also cases of the medical indication.

In 72%, they were conducted by a physician. There 
are no records whether this was always a delivery con-
ducted by a physician or natural delivery. The presence 
of the physician does not automatically mean the medi-
cal conduction of the delivery.

Episiotomy is a partial surgical cutting of the 
perineum in the course of the delivery. It is prophylactic 
in nature. Advantages should be in the acceleration of 
the delivery and protection of the perineum and anus 
from irregular fissures. The World Health Organization 
issued their official standpoint concerning the problem 
of deliveries. The standpoint is as follows: “Systematic 
episiotomy is not justified. Alternative methods should 
be employed to protect the perineum”. In accordance 
with the World Health Organization, the use of episi-
otomies in vaginal deliveries should not exceed 10% 
(World Health Organization 1996). In our group, the 
frequency of episiotomies varies from one working site 
to the other and ranges between 38 and 42%. This cor-
responds to the European average. The problem of epi-

siotomies is solved by Doležal (2007) in his publication. 
This supports the idea of extending the concept of the 
natural delivery and accept it as far as possible within 
the framework of deliveries conducted by physicians. 

It is, however, necessary to define differences between 
the delivery conducted by a physician and natural deliv-
ery. The authors of the project believe that the number 
of deliveries conducted by experienced midwives will 
reduce the rate of surgical interventions in the course of 
the physiological delivery. However, there is no demon-
stration supporting this statement and it is also impos-
sible to estimate the importance of this decrease and its 
effects on perinatal results at particular working sites.

In the Czech Republic, deliveries in households 
have not yet been legally solved from the standpoint of 
health professionals. The vision of the future concern-
ing the concept of conducting the delivery is analyzed 
by Roztočil (2012), who speaks about the desertifica-
tion of the obstetrics. 

The research examination indicates that the most 
important defect in the salutogenic approach is the 
absence of the psychosomatic-somatic attitude to the 
pregnant woman and to her foetus-child (Fedor-Frey-
bergh 2013).

CONCLUSION
The study was implemented in 541 Czech women and 
the accumulated data served as a basis for the compila-
tion of a proposal for the integration of taking care of 
the pregnant women and newborns in terms of medi-
cal and salutogenic problems. In the group monitored, 
there were no significant correlations of determined 
perinatal interventions with the method and result of 
the delivery and condition of the mother and new-
born. It is to mention that the medical perinatal care 
is at a high level. However, the salutogenic care calls 
for increasing the active participation of midwives in 
the prenatal, perinatal and postnatal care. Emphasize 
should be particularly put on the extension and intensi-
fication in the psychosocial sphere.
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No. Question

1 Number of pregnancies: 1 2  3 4 5 6 and more

2 Number of deliveries: 1 2  3 4 5 6 and more

3 Your age at the respective deliveries:

No. Question yes no Your verbal explanation

4 Did you come for visits to the prenatal clinic led by a gynaecologist?

5 Did you come for visits to the prenatal clinic led by a midwife?

6 During your pregnancy, have you been contacted by a midwife to offer 
their services, such as counselling (visit at home before and after birth, 
birth plan consultation, accompaniment into hospital to give birth, 
newborn care, breastfeeding, ...)?

7 Would you be interested in the services of a midwife during pregnancy 
and after childbirth – counselling?

8 Were you informed about all the tests that were performed during 
pregnancy (such as collection of blood, urine samples, ultrasound scans, 
and other tests with any specialists)?
If NO, please specify the information you have not received:

9 Did you undergo tests (blood sampling, ultrasound) to detect 
developmental disorders in the foetus?

10 Who informed you about the possibilities of screening the women 
at risk of congenital defects in the fetus (you can give more than 
one answer): 

Seelect the correct answer by circling your choice

a. gynaecologist
b. midwife
c. employees of the Department of Medical Genetics
d. someone else - please specify who: ................................

....................................................................................................

....................................................................................................
e. I received information from the internet, flyers

No. Question yes no Your verbal explanation

11 Did you amniotic fluid test done (amniocentesis)?

12 Would you welcome an information leaflet or brochure with brief 
information about pregnancy, childbirth and the postpartum period, and 
about the time schedule and importance of basic tests in this period?

ATTACHMENT

Q U E S T I O N N A I R E

for women in the postpartum period admitted to a Postnatal Care Department & analysis of data from medical records 
(pregnancy case record, pregnancy card, and so on)

Dear Ms...,

we are inviting you to take part in a project aimed at improving prenatal, delivery and postnatal care for women and their 
families. Please complete the following questionnaire which is anonymous. If you are unclear, you can ask the person acting 
as a researcher who gave you the questionnaire.

Indicate your answer by entering X in the correct box, you can also add additional text in the larger box.

Thank you for your time and cooperation.

Team of researchers
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No. Question yes no Your verbal explanation

13 During your pregnancy, did you attend courses led by a midwife, such as 
lectures, exercises, swimming, ...
If YES, was the child’s father present at least at one lesson?

14 Did you have a prepared birth plan?
If YES, please specify what was the main focus of the plan.

15 Did healthcare professionals at the delivery room respect your birth plan?
If NO, please specify what they failed to respect in your plan.

16 Was a close person or doula present at your delivery?
If YES, please specify who was present.

17 During the first stage of labour (i.e. from the beginning of contractions 
until the birth), were you allowed to take any labour position? Indicate 
what position was your prefered one.

18 During the childbirth, were you allowed to use relaxation techniques to 
relieve pain? For example, a shower, bath, gym ball, suspension, etc.
If YES, please specify the techniques or tools used.

19 Did you have spontaneous rupture of membranes?

20 Did rupture of membranes occur following intervention of a medical 
professional (membrane stripping)?

21 During the delivery, did you receive an infusion to strengthen 
contractions?

22 During the delivery, was any method used to relieve pain (intravenously 
administered drugs, epidural)?
If YES, please specify.

23 During the delivery, were you allowed to take any of your preferred 
labour positions?

If YES, please specify which position you actually used.

If NO, please specify which position you preferred and the one you 
actually used.

I gave birth in the following position, please 
specify:

I wanted to give birth in the following 
position, please specify:

I gave birth in the position determined by 
medical professionals – specify:

24 Was the labour itself (second stage of delivery) led by a doctor?

25 Was the labour itself (second stage of delivery) led by a midwife?

26 Did you have an opportunity to discuss episiotomy before the delivery?
If NO, would you like to have an opportunity to talk to someone about it?

27 Did you have an episiotomy done?

28 Were you informed why episiotomy is to be done?

29 After the childbirth, did you get an injection into a vein to give birth to 
the placenta?

30 Was you baby placed on your stomach immediately after the birth 
(support of bonding, skin-to-skin contact)

31 Was you baby laid on your chest within 30 minutes of birth?

32 Were you together with your family in the postpartum period at the 
delivery room?
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From the medical records (card, delivery case record, report on mother) of the same patient, we will also get:
A record sheet/log for the following information (depending on what records we want to make)

Information needed yes no Specification

101 Length of gestation at the time of delivery (completed week)

102 Number of visits to the antenatal center

103 Number of ultrasound scans during pregnancy

104 Was admission to the hospital planned?

105 Was admission to the hospital due to incipient labour?

106 Length of hospitalization before delivery days

107 Length of the first stage of labour hours

108 Length of the second stage of labour min.

109 Length of the third stage of labour min.

110 End of delivery vaginal, SC, forceps, VEX

111 Completion of delivery

112 Manual placenta removal or revision 

113 Blood loss during delivery mL

114 Administration of blood products (RBC)

115 Administration of medications during childbirth - specify all 
treatments, including quantities

116 Interval between administration of analgesia and childbirth 
(iv or epidural) 

hours

117 Number of vaginal examinations before beginning of the first stage of 
labour (excluding the baseline examination)

118 Number of vaginal examinations during the first phase of delivery

119 Number of CTG examinations during the delivery

120 Condition of the newborn physiological, suspecting, pathological


