
INTRODUCTION

Maternal and perinatal health remains a global public health
priority, with the reduction of preventable maternal and
newborn morbidity and mortality identified as a key objec-
tive by the World Health Organisation (Trends in maternal
mortality 2000 to 2023, n.d.). In high-income countries,

where access to skilled birth attendance and essential ob-
stetric services is largely ensured, the focus of maternity
care has increasingly shifted from service coverage toward
the quality, safety, and experience of care (Afulani et al.,
2019), (Bull, 2022). This shift reflects growing recognition
that good results in obstetric care depend not only on the
availability of medical interventions, but even more on how
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Vaginal deliveries account for approximately 70% of all births in Latvia and represent a clinically
homogeneous population suitable for assessing the quality and safety of inpatient obstetric care.
This population-based cross-sectional observational study evaluated quality indicators of vaginal
delivery care across different hospital levels in Latvia using retrospectively collected data from
seven hospitals’ performance in 2022. Medical records of 296 women with term singleton preg-
nancies ending in spontaneous vaginal delivery were involved. Coverage of key antenatal care in-
dicators, including ultrasound screening, essential laboratory testing and newborn screenings,
was high and largely comparable across hospital levels. Intrapartum and neonatal outcomes were
generally comparable, with low complication rates and high coverage of Apgar scoring, newborn
screening, and vaccination. Early breastfeeding within the first hour occurred in 94.9% of cases,
and exclusive breastfeeding at discharge in 81.7%; however, breastfeeding practices differed sig-
nificantly between hospital levels (p = 0.01). Anticoagulant use was uncommon overall (5.8%) but
varied significantly across hospital levels (p = 0.01), reflecting the possibility of differences in clini-
cal management and documentation practices. Overall, the results demonstrate that when vagi-
nal delivery proceeds physiologically, hospitals of all levels in Latvia are able to provide safe and
high-quality maternal and neonatal care, with largely comparable clinical outcomes. At the same
time, observed variation in selected process indicators — particularly breastfeeding practices and
anticoagulant use — suggests a need for improved harmonisation of clinical protocols and docu-
mentation standards. These findings support further refinement of quality criteria and justify ex-
tending similar quality assessments to more complex obstetric populations, including Caesarean
deliveries.
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care is organised, delivered, and documented, providing the
possibility of analyses. While maternal and perinatal mor-
tality and morbidity remain essential outcome indicators
(OECD and European Commission, 2024), they provide
limited insight into routine care processes, particularly in
settings with relatively low event rates. The evaluation of
healthcare quality is commonly guided by the Donabedian
framework, which introduced the concept of quality assess-
ment through dimensions of structure, process, and out-
comes (Donabedian, 1988). Contemporary quality frame-
works therefore promote process indicators, documentation
practices, and management factors, alongside clinical out-
comes, as critical components of safe, effective, and family-
oriented maternity care (Sandall et al., 2016; Oladapo et

al., 2018; Reddy et al., 2022; Sriram et al., 2024).

In Latvia, the number of births has declined substantially
over the past decade (SKPC, datubâze, n.d.), while maternal
and perinatal mortality indicators remain among the higher
reported rates within the European Union (SKPC, datubâze,
n.d.). Comprehensive assessment of maternity care quality
at the individual patient level is limited by fragmented
health information systems, with relevant data distributed
across multiple institutional and clinical sources. In this
context, systematic review of hospital medical records rep-
resents a pragmatic approach for evaluating care processes,
documentation quality, and adherence to clinical recom-
mendations across different levels of inpatient care (Dona-
bedian, 1988). Vaginal deliveries are the majority of births
in Latvia, accounting for approximately 70% of all deliver-
ies, and represent a clinically homogeneous population
when restricted to term singleton pregnancies. Focusing on
physiological vaginal births provides an appropriate base-
line for assessing the quality and consistency of routine ob-
stetric care, allowing identification of variations in care pro-
cesses that may not be evident in outcome measures alone.
Such analysis also creates a reference point for future
evaluation of more complex obstetric populations, including
operative and high-risk deliveries. The aim of this study
was to assess quality indicators and clinical outcomes of
vaginal delivery care across different hospital levels in Lat-
via, with particular attention to antenatal care, intrapartum
management, neonatal outcomes, and selected process indi-
cators.

MATERIALS AND METHODS

Study population and settings. A population-based cross-
sectional study was conducted using retrospectively col-
lected data. The analysis covered the period from 1 January
to 31 December 2022. Hospital groups were defined accord-
ing to the national classification of healthcare institution
levels (levels II–V). This study was carried out in seven in-
patient obstetric facilities in Latvia representing different
levels of maternity care: Pauls Stradiòð Clinical University
Hospital, Rîga Maternity Hospital, Liepâja Regional Hospi-
tal, Daugavpils Regional Hospital, Ogre Regional Hospital,
Jçkabpils Regional Hospital, and Sigulda Hospital.

The study population consisted of women aged 18 years and
older who were hospitalised during the study period with
term (� 37 gestational weeks) singleton pregnancies ending
in spontaneous vaginal delivery. Women with preterm birth,
multiple pregnancy, or operative delivery (including caesar-
ean section, vacuum extraction, or forceps delivery) were
excluded.

Medical records were identified and selected with the assis-
tance of the National Health Service using a stratified ran-
dom sampling approach proportional to the volume of de-
liveries at each hospital level. The total source population
comprised 11,349 eligible vaginal deliveries. Based on a
predefined statistical sample size calculation, a minimum
sample of 141 records was required; to achieve 80% of
power. Data were extracted from delivery records using a
structured data collection instrument developed on the basis
of current clinical guidelines and relevant literature. Ex-
tracted variables covered maternal demographic characteris-
tics, antenatal care indicators, intrapartum management,
postpartum outcomes, and neonatal outcomes.

Statistical analysis. Descriptive statistics was performed
for all study variables. Categorical variables were summa-
rised using frequencies and percentages. Continuous vari-
ables were summarised using means and standard devia-
tions or medians and interquartile ranges, according to their
distribution. Differences across hospital levels were evalu-
ated using Chi-square or Fisher’s exact tests for categorical
variables and independent samples t-tests, one-way
ANOVA, Mann–Whitney U, or Kruskal–Wallis tests for
continuous variables, depending on data distribution. Statis-
tical significance was defined as p < 0.05. All analyses were
performed using IBM SPSS Statistics, version 29.0.

RESULTS

Study population (Table 1). To increase study power and
robustness, 301 medical records were initially selected. Af-
ter data validation, a total of 296 women met the criteria
and were included in the analysis. The median maternal age
was 30.0 years (IQR 26.0–34.0), and the median pre-preg-
nancy body mass index was 22.7 kg/m² (IQR 22.5–25.5).
The median gestational weight gain was 12.2 kg (IQR
8.3–15.95). Most women had one or two previous pregnan-
cies (26.4% and 29.1%, respectively), and a similar pattern
was observed for previous deliveries, with one (36.5%) or
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Table 1. Description of the study population

Variable Median (IQR) n (valid)

Age (years) 30.0 (26.0–34.0) 296

Body mass index (kg/m²) 22.7 (20.5–25.5) 279

Weight gain during pregnancy (kg) 12.2 (8.3–15.95) 277

Gestational age (days) 280 (274–284) 295

Days to delivery 0 (0–0.75) 296

Duration of labour (min) 350 (250–536) 291

Blood loss � 24 h (ml) 300 (250–320) 292

Neonatal birth weight (g) 3570 (3297–3860) 296



two (33.8%) deliveries being most common. Participants
were recruited from hospitals representing four levels of ob-
stetric care: level V (n = 115, 38.9%), level IV (n = 86,
29.1%), level III (n = 86, 29.1%), and level II (n = 27,
9.1%) (Table 2).

Antenatal care. Coverage of key antenatal care indicators
was high across all hospital levels. First-trimester ultra-
sound screening was performed in 93.7% of cases and
second-trimester screening in 97.0%, with no statistically
significant differences between hospital levels. A glucose
tolerance test (GTT) was completed in 72.2% of women;
however, the quality of documentation differed significantly
between hospital levels (p = 0.002). Numerical reporting of
test results was most frequent in higher-level hospitals,
while lower-level hospitals more often documented results
descriptively or lacked numerical values. Anticoagulant ad-
ministration during pregnancy was uncommon overall
(5.8%) but varied significantly across hospital levels (p =
0.01). Its use was most frequently documented in level V
hospitals and was absent in level II hospitals. Group B
streptococcus screening was performed in 89.2% of women,
while antibiotic administration for positive results was
documented in 12.5%, without statistically significant dif-

ferences between hospital levels. Rh factor testing was
nearly universal (99.7%). Among Rh-negative women, im-
munoglobulin prophylaxis was administered in 25.0% of
cases, not administered despite indication in 15.5%, and
documentation regarding indication was missing in 59.5%.
The proportion of women receiving immunoglobulin pro-
phylaxis differed significantly across hospital levels (p <
0.001), with lower coverage observed in higher-level insti-
tutions.

Intrapartum characteristics. The median gestational age
at delivery was 280 days (IQR 274–284). Most women
(75%) delivered on the day of hospital admission, although
the interval from admission to delivery differed signifi-
cantly between hospital levels (p = 0.03). Same-day deliv-
ery was most frequent in level III hospitals, while a one-day
interval was more commonly observed in level V hospitals.
The median duration of labour was 350 minutes (IQR
250–536), with statistically significant differences across
hospital levels (p = 0.004). Longer median labour durations
were observed in higher-level hospitals compared with
lower-level institutions. Median postpartum blood loss was
300 ml (IQR 250–320) and did not differ significantly be-
tween hospital levels.
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Table 2. Pregnancy care, neonatal care, and delivery characteristics according to hospital

Level (2–5)

Parameter Category Level 5 (n, %) Level 4 (n, %) Level 3 (n, %) Level 2 (n, %) p value

Pregnancy care

Anticoagulant use Yes 13 (11.3) 3 (3.6) 1 (1.5) 0 (0.0) 0.01

No 102 (88.7) 81 (96.4) 66 (98.5) 27 (100.0)

If Rh negative – IgG received Yes 10 (16.4) 8 (61.5) 2 (25.0) 1 (50.0) < 0.001

No 3 (4.9) 4 (30.8) 5 (62.5) 1 (50.0)

Not reported 48 (78.7) 1 (7.7) 1 (12.5) 0 (0.0)

Ultrasound – 1st trimester Yes 110 (97.3) 73 (91.2) 62 (92.5) 24 (88.9) 0.21

No 3 (2.7) 7 (8.8) 5 (7.5) 3 (11.1)

Ultrasound – 2nd trimester Yes 110 (97.3) 64 (100.0) 57 (95.0) 25 (92.6) 0.06

No 3 (2.7) 0 (0.0) 3 (5.0) 2 (7.4)

Test (GTT) documentation Numeric 68 (74.7) 44 (52.4) 38 (56.7) 15 (55.6) 0.002

Written 0 (0.0) 7 (8.3) 8 (11.9) 5 (18.5)

Not described 23 (25.3) 33 (39.3) 21 (31.3) 7 (25.9)

Neonatal care

Newborn genetic screening Yes 115 (100.0) 83 (96.5) 67 (98.5) 26 (96.3) 0.23

No 0 (0.0) 3 (3.5) 1 (1.5) 1 (3.7)

Feeding Breast only 92 (80.0) 61 (71.8) 61 (89.7) 27 (100.0) 0.01

Mixed 22 (19.1) 21 (24.7) 6 (8.8) 0 (0.0)

Formula 1 (0.9) 3 (3.5) 1 (1.5) 0 (0.0)

Hearing test Successful 114 (99.1) 84 (97.7) 65 (95.6) 24 (88.9) 0.07

Failed 1 (0.9) 0 (0.0) 0 (0.0) 1 (3.7)

Not done 0 (0.0) 2 (2.3) 3 (4.4) 2 (7.4)

Delivery characteristics

Labour duration (min) Median (IQR) 400 (290–550) 300 (194–430) 370 (279–558) 308 (201–551.5) 0.004

Days to delivery 0 days 12 (40.0) 29 (64.4) 29 (82.9) 5 (71.4) 0.03

1 day 16 (53.3) 10 (22.2) 5 (14.3) 2 (28.6)

2 days 2 (6.7) 5 (11.1) 1 (2.9) 0 (0.0)

Rh – rhesus factor; IgG – Immunoglobulin G; GTT – glucose tolerance test



Spontaneous onset of labour occurred in 60.1% of cases.
Labour induction was most commonly performed using am-
niotomy (17.7%) or combined methods (13.7%), with pro-
longed pregnancy (28.6%) and gestational diabetes (12.1%)
being the most frequently documented indications. Docu-
mentation of induction indication was missing in a substan-
tial proportion of cases. Oxytocin augmentation was used in
21.6% of deliveries, episiotomy was performed in 10.8%,
and uterotonic agents were administered in 82.4% of cases,
without clinically meaningful differences between hospital
levels. Major postpartum interventions, including uterine
curettage, tamponade, and blood transfusion, were rare (%
of cases). Epidural analgesia was used in 26.4% of deliver-
ies, while 73.6% of women did not receive epidural analge-
sia. Documentation of alternative pain relief methods was
limited: among cases with available data, nitrous oxide was
used in 64.3% (n = 9) and other non-epidural methods in
35.7% (n = 5); however, in this parameter the information
on alternative analgesia was missing in 282 cases.

Information on the presence of a support person during la-
bour was available for 133 (44.3%) women. A support per-
son was present in 67.7% of cases (n = 90), while 32.3%
delivered without a support person (n = 43); data were miss-
ing for 163 cases (55.7%).

Blood transfusion was required in one case (0.3%), while
99.7% of women did not require transfusion. Perineal integ-
rity was preserved in 70.9% of deliveries (n = 210). First-
degree perineal tears occurred in 17.2% (n = 51), second-
degree tears in 11.5% (n = 34), and third-degree tears in
0.3% (n = 1); no fourth-degree tears were recorded.

Neonatal outcomes (Table 3). The median neonatal birth-
weight was 3570 g (IQR 3297–3860). Apgar scores at 1 and
5 minutes were recorded for nearly all newborns, with no
significant differences across hospital levels. Umbilical cord
blood gas analysis was performed in 23.3% of cases.

Breastfeeding was initiated within the first hour in 94.9% of
cases. Exclusive breastfeeding at discharge was achieved in
81.7% of newborns; however, feeding practices differed
significantly across hospital levels (p = 0.01). Exclusive
breastfeeding was most frequently documented in lower-
level hospitals, while mixed or artificial feeding was more
common in higher-level institutions. Formula feeding over-
all was rare (1.4%).

Coverage of neonatal screening and preventive interven-
tions was high across all hospital levels. Bilirubin testing
was performed in 43.2% of newborns, Tuberculosis vacci-
nation in 92.6%, hearing screening in 97.0%, and genetic
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Table 3. Neonatal outcomes in the study cohort

Variable Category n (%) Valid n

Neonatal health problems No 182 (61.5) 214

Yes 32 (10.8)

Apgar score at 1 minute recorded Yes 294 (99.3) 296

No 2 (0.7)

Apgar score at 5 minutes recorded Yes 293 (99.0) 296

No 3 (1.0)

Cord blood gas analysis performed No 227 (76.7) 296

Yes 69 (23.3)

Breastfeeding at 1 hour postpartum No 11 (3.7) 294

Yes 279 (94.9)

Skin-to-skin only 4 (1.4)

Feeding type at discharge Breastfeeding only 241 (81.7) 295

Mixed feeding 49 (16.6)

Formula feeding 4 (1.4)

Other / unspecified 1 (0.3)

Bilirubin measurement performed No 168 (56.8) 296

Yes 128 (43.2)

Tuberculosis vaccination Not given 5 (1.7) 296

Contraindicated 17 (5.7)

Given 274 (92.6)

Newborn hearing screening Not done 7 (2.4) 296

Failed 2 (0.7)

Successful 287 (97.0)

Newborn genetic screening No 5 (1.7) 296

Yes 291 (98.3)

Discharge status Discharged in good condition 285 (96.3) 296

Transferred / other 11 (3.7)



screening in 98.3%, with no statistically significant differ-
ences between hospital levels. Most newborns (96.3%) were
discharged home.

Postpartum outcomes. Postpartum complications occur-
ring beyond 24 hours were infrequent. No complications
were documented in 97.6% of women, while bleeding
(1.7%) and infection (0.7%) were rare. Most women were
discharged on postpartum day three (70.8%), with no sig-
nificant variation between hospital levels.

DISCUSSION

This retrospective assessment of term singleton spontaneous
vaginal deliveries provides a baseline picture of routine ob-
stetric care quality across Latvian hospital levels. The prin-
cipal finding is that maternal and neonatal short-term out-
comes were broadly comparable across levels, with high
coverage of essential antenatal screening (first- and
second-trimester ultrasound), good intrapartum and postpar-
tum outcomes (rare severe complications and major inter-
ventions), and high uptake of neonatal screening and pre-
ventive measures. In this context, observed differences
between hospital levels were more prominent in selected
process indicators and documentation practices than in
clinical outcomes, similarly to other studies in the field
(e.g., Shahbazi Sighaldeh et al., 2025) .

Several indicators highlighted documentation and process
variability. The most notable example was glucose toler-
ance testing: although testing coverage was substantial,
documentation quality differed between hospital levels, in-
cluding a meaningful proportion of records lacking numeri-
cal results. In routine clinical practice, incomplete recording
of test values reduces transparency of decision-making and
may compromise continuity of care (Sandall et al., 2016),
while at the system level, it limits the usability of routinely
collected data for monitoring and quality improvement.

Variation was also observed in anticoagulant use. Overall
use was low (5.8%), which is consistent with a cohort domi-
nated by low-risk pregnancies ending in uncomplicated
vaginal birth (Jacobson et al., 2020) . However, differences
across hospital levels may reflect a combination of factors:
heterogeneity in patient risk profiles (including referral pat-
terns), differences in the application of thromboprophylaxis
algorithms, and/or differences in recording practices. Be-
cause the number of anticoagulant users was small, interpre-
tation should remain cautious; nonetheless, anticoagulant
prescribing and its documentation represent a relevant
process-of-care indicator. Similar considerations apply to
Rh immunoglobulin prophylaxis, where substantial miss-
ingness regarding indication limits inferences and under-
lines that documentation completeness itself is an important
quality attribute within the Donabedian process domain
(Donabedian, 1988).

Intrapartum results were consistent with physiological birth,
including low rates of major interventions and very rare

transfusion requirement. Differences in labour duration and
time from admission to delivery across hospital levels may
reflect organisational workflows and case mix rather than
quality deficits per se. Higher-level hospitals may more of-
ten receive patients with greater clinical complexity or a
higher likelihood of intrapartum risk escalation, even within
a cohort that ultimately delivers vaginally. These organisa-
tional indicators may therefore function as signals for tar-
geted process evaluation (e.g., admission timing, patient
flow, induction management pathways), rather than direct
proxies of safety (Kruk et al., 2018). Maternal complica-
tions, including perineal tears, blood loss, and the use of la-
bour augmentation, were comparable across hospital levels,
indicating a broadly similar clinical approach to intrapartum
management.

Early postpartum and neonatal findings were reassuring
overall, including high Apgar score recording and high cov-
erage of neonatal screening and vaccination. Importantly,
breastfeeding indicators differed between hospital levels,
despite the cohort’s generally favourable neonatal condi-
tion. Early initiation was high, and exclusive breastfeeding
at discharge was also high overall, but inter-level differ-
ences suggest that breastfeeding success at discharge is sen-
sitive to organisational and environmental factors. Evidence
indicates that structured breastfeeding-support, including
Baby-Friendly Hospital Initiative–type interventions, in-
crease early initiation and exclusive breastfeeding (Habte et

al., 2025). Variation in exclusive breastfeeding rates may
plausibly relate to staffing patterns, workload, routines
around mother–infant separation, rooming-in practices, and
the availability of targeted lactation support, as well as dif-
ferences in maternal and neonatal clinical complexity that
were not fully captured by the dataset. Despite those possi-
ble biases, the study population largely represents a low-risk
obstetric cohort across all hospital levels. These findings
support treating breastfeeding-related indicators as mean-
ingful process outcomes for quality monitoring in early
postpartum care (Habte et al., 2025).

Two domains were particularly affected by missing docu-
mentation: non-epidural pain relief methods and support
person participation. Epidural use was clearly recorded
(26.4%), but information on alternative analgesia ap-
proaches was absent in the vast majority of records. Simi-
larly, support person data were missing in over half of the
cohort. Incomplete recording limits both clinical interpret-
ability and research utility and weakens the ability to evalu-
ate, whether we are stepping towards woman and family
centered practices of inpatient obstetric care (Bull, 2022,
Sriram et al., 2024). These gaps should be interpreted pri-
marily as a limitation of retrospective record-based evalua-
tion and, simultaneously, as a potential target for quality
improvement in documentation standards. Given the in-
creasing emphasis on experience-of-care in maternity qual-
ity frameworks, improving the completeness of routine re-
cording for supportive care and analgesia options would
strengthen both clinical governance and system monitoring
(Kruk et al., 2018).

18 Proc. Latvian Acad. Sci., Section B, Vol. 80 (2026), No. 1/2.



LIMITATIONS AND STRENGTHS OF THE STUDY

The most prominent limitation of the study is its cross-
sectional nature: we do not have the possibility of assessing
the changes that occur in the organisation of hospital docu-
mentation and vaginal care quality over time. Another pos-
sible limitation is that regardless of our attempt to cover all
possible vaginal care indicators, some of them might have
been missed in this study. While the study was based on ex-
isting international guidelines for such an assessment, some
additional indicators may be important to increase the qual-
ity of care specifically in the Latvian population. A substan-
tial proportion of missing data was observed for several pa-
rameters across hospital levels, potentially introducing
information bias and reducing the robustness of compara-
tive analyses. At the same time, this finding itself is infor-
mative, highlighting variability in clinical documentation
and pointing to gaps in the systematic capture of key mater-
nal and neonatal indicators, particularly in the context of
healthcare quality assessment.

A consistent strength of the study is the high coverage of
core antenatal and neonatal measures, suggesting relatively
uniform implementation of national recommendations for
mandatory screening and newborn preventive care.

CONCLUSIONS

In this retrospective study of term singleton spontaneous
vaginal deliveries, maternal and neonatal short-term out-
comes were broadly comparable across Latvian hospital
levels, with high coverage of core antenatal screening and
neonatal preventive care. Inter-level differences were more
evident in selected process indicators and documentation
practices, particularly breastfeeding outcomes at discharge
and anticoagulant use. These findings support the capacity
of all hospital levels in Latvia to provide safe care for physi-
ological vaginal births and underline the importance of pro-
cess-based indicators and documentation completeness for
quality monitoring. Extending similar analyses to operative
deliveries, especially Caesarean sections, is warranted to
evaluate quality across the full spectrum of obstetric care.

ETHICS

The study protocol was reviewed and approved by the Clin-
ical Research Ethics Committee of the Pauls Stradiòð Clini-
cal University Hospital (approval No. 080424-3L, 8 April
2024). All data were anonymised before analysis. Individual
patient identifiers were removed, and researchers had access
only to fully anonymised datasets.
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VAGINÂLU DZEMDÎBU KVALITÂTES INDIKATORI UN TO SALÎDZINÂJUMS PA STACIONÂRU LÎMEÒIEM LATVIJÂ

Aptuveni 70% no visâm dzemdîbâm Latvijâ ir vaginâlas un veido klîniski homogçnu pacientu grupu, kas ir piemçrota iniciâlai stacionârâs
dzemdniecîbas aprûpes kvalitâtes un droðîbas izvçrtçðanai. Ðajâ populâcijâ balstîtajâ ðíçrsgriezuma novçroðanas pçtîjumâ tika analizçti
vaginâlu dzemdîbu aprûpes kvalitâtes râdîtâji daþâdu lîmeòu slimnîcâs Latvijâ, izmantojot retrospektîvi iegûtus datus no septiòâm
ârstniecîbas iestâdçm par to darbîbu 2022. gadâ. Analîzç tika iekïautas 296 sievietes ar viena augïa grûtniecîbu, kas beigusies ar spontânâm
vaginâlâm dzemdîbâm laikâ. Galveno prenatâlâs aprûpes kvalitâtes râdîtâju, tostarp ultrasonogrâfiskâ skrîninga, bûtisko laboratorisko
izmeklçjumu un jaundzimuðo skrîningu, pârklâjums bija augsts un lielâkoties lîdzvçrtîgs starp slimnîcu lîmeòiem. Dzemdîbu gaitas un
neonatâlie iznâkumi kopumâ bija lîdzîgi, ar zemu komplikâciju bieþumu, pârliecinoðu jaundzimuðo skrîninga un vakcinâcijas aptveri.
Zîdîðana pirmajâ dzîves stundâ tika uzsâkta 94,9% gadîjumu, bet ekskluzîva zîdîðana izrakstîðanas brîdî tika sasniegta 81,7% gadîjumu;
tomçr zîdîðanas prakse bûtiski atðíîrâs starp slimnîcu lîmeòiem (p = 0,01). Antikoagulantu lietoðana kopumâ bija reta (5,8 %), taèu arî
uzrâdîja statistiski nozîmîgas atðíirîbas starp slimnîcu lîmeòiem (p = 0,01), iespçjams, atspoguïojot atðíirîbas klîniskajâ vadîbâ un
dokumentâcijas praksç. Iegûtie rezultâti liecina, ka gadîjumos, kad vaginâlas dzemdîbas norit fizioloìiski, visu lîmeòu slimnîcas spçj
nodroðinât droðu un augstas kvalitâtes mâtes un jaundzimuðâ aprûpi. Konstatçtâs atðíirîbas atseviðíos procesa râdîtâjos norâda uz
nepiecieðamîbu turpmâk saskaòot kvalitâtes kritçrijus un pamato lîdzîgas analîzes nepiecieðamîbu sareþìîtâkâm dzemdniecîbas pacientu
grupâm, tostarp íeizargrieziena gadîjumiem.


