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Abstract

Despite growing interest in humanized childbirth practices, there is still little qualitative
research exploring women’s perspectives on vocalization during labor. The present study
aims to analyze women’s experiences with the use of vocalization in the first and second
stages of labor. A descriptive and exploratory qualitative study was conducted using
semi-structured interviews with 16 women in the postpartum period between February
and April 2024. Participants were recruited by convenience sampling, and data saturation
was achieved when no new themes emerged from the interviews. Thematic analysis was
performed using IRaMuTeQ (version 0.8 alpha 7) software. The textual corpus generated
allowed classification into five thematic categories: Vocalization as an instinctive expression
in natural childbirth; Functionality of vocalization during labor; Medicalized childbirth
and natural childbirth; Fears during childbirth and their contributing factors; Typology of
vocalization in labor. We conclude that many women reported that vocalization during
labor is instinctive and functional, providing pain relief, but also serving as a means
of communication, empowering women. Its expression can be strongly influenced by
sociocultural, emotional, and contextual factors in each woman’s particular sphere. These
findings, although limited to a specific population, suggest that healthcare professionals
should consider vocalization as an individualized support tool, taking cultural differences
into account.

Keywords: natural childbirth; instinct; nonverbal communication; empowerment

1. Introduction
Natural childbirth, as an instinctive act of the female body [1], can be one of the

most intense and transformative experiences in a woman’s life, with a profound physical
and psychological impact on her body and identity [2,3]. The surrounding environment,
support network, and cultural context in which a woman finds herself play an important
role in shaping this experience [4,5]. Throughout history, women have given birth at
home, in an environment of intimacy, familiarity, and protection, promoting a physiological
and socially respected birth [6]. Recognition of women’s instinctive manifestations, their
rhythms, and needs was present and inherent in the ancestral wisdom of midwives [7].

The medicalization of childbirth, which began in the late 19th century [8], resulted in
standardized practices that often discredited ancestral knowledge and reduced women’s
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autonomy during childbirth [8–10]. However, movements to humanize childbirth gained
momentum, advocating for less interventionist and more woman-centered practices [11–13].

Human vocalization consists of the emission of nonverbal sounds, produced irregularly,
containing mainly poorly articulated open vowels, such as screams, laughter, crying, moans,
and others [14,15]. Vocalization precedes verbal language in humans and is similar in structure
and function to non-human vocalization. This reminds us of its primary, instinctive, and
natural characteristics [16]. In labor, the use of spontaneous vocalization can be observed in
the taxonomic family of great apes, which includes the human species [17]. Vocalization is
a form of nonverbal communication with healthcare professionals [18,19], an adaptive and
empowering resource [19,20], and promotes active participation by women [21]. On the other
hand, it provides relaxation and pain relief [22], leads to a connection between the woman and
the fetus [23], and is associated with fewer cases of pelvic injuries during fetal expulsion [24].
However, it is important to bear in mind that free expression through vocalization during
labor may be conditioned by the context in which each woman finds herself [17]. The cultural
sphere may favor [25] or repress [26] its use.

Despite recognition of the potential benefits of vocalization, current research has
significant methodological gaps. Most existing studies focus on clinical outcomes rather
than women’s experiences, and there is a notable lack of qualitative data exploring women’s
perspectives on this phenomenon. Furthermore, cultural and contextual factors that may
influence vocalization patterns remain underexplored in the literature.

The scarcity of publications on this subject, particularly with regard to women’s
subjective experiences, creates a significant knowledge gap that this study aims to address.
Given the scarcity of available scientific evidence on women’s experiences with vocalization
during labor, especially from qualitative perspectives, this study seeks to contribute to
filling this gap.

The objective of this study is to analyze women’s experiences with the use of vocalization
in the first and second stages of labor and to answer the following research question: What
are women’s experiences with the use of vocalization in the first and second stages of labor?

It should be noted that the results of this qualitative study may have limited transfer-
ability due to the specific cultural and institutional context, and generalization to broader
populations will require further investigation in diverse settings.

2. Results
The results of the research study are presented below.

2.1. Sociodemographic and Obstetric Characterization

Table 1 presents a comprehensive overview of the sample characteristics. The study
sample consisted of 16 women aged between 18 and 34 years, with a mean age of 28.94 years
(SD = 4.25). The sample was diverse in terms of educational background, with six women
having less than compulsory education, four having compulsory education, four having
a bachelor’s degree, and two having a master’s degree. In terms of parity, four were
primiparous, nine were in their second pregnancy, and three had three or more children.
Most participants (81.3%) were from the Iberian Peninsula, and most (81.3%) identified as
Christian. Notably, 56.3% of women had a labor lasting 1 to 5 h, suggesting a relatively
rapid progression of labor. Only 43.8% participated in prenatal education programs, and
only 18.8% prepared birth plans.
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Table 1. Sociodemographic and obstetric characteristics.

Variables Categories Frequencies

Academic qualifications

<Compulsory education 6
Compulsory education 4

Bachelor’s degree 4
Master’s degree 2

Occupation

Unemployed 4
Unskilled workers 5

Farmer 1
Administrative 1

Specialists in intellectual and scientific activities 5

Geographical origin Iberian Peninsula 14
Other Portuguese-speaking countries 2

Religion professed Christianity 13
Atheism 3

Gestational age Full-term delivery 13
Premature delivery 3

Number of children
1st child 4
2nd child 9
≥3rd child 3

Birth companion Yes 12
No 4

Duration of the first and second stages of labor

1–5 h 9
6–10 h 3
11–15 h 3
16–20 h 1

Prenatal education program Yes * 7
No 9

Birth plan Yes 3
No 13

* Approach to vocalisation.

2.2. Semi-Structured Interviews

As the interviews were analyzed, 241 ECUs were created, and the software classified
178 text segments, with a vocabulary richness of 73.86%. Through Descending Hierarchical
Classification (DHC), five classes emerged (Figure 1). The processing of the interview
data resulted in a textual corpus that was subsequently organized into thematic categories,
revealing the representativeness of the content and highlighting the most significant words
in each class, which were designated as follows. Table 2 summarizes the thematic categories
with their respective frequencies and percentages, providing a systematic overview of the
results of the thematic analysis.

The visualization in Figure 1 shows that two broad categories emerged, one giving
rise to classes 3 and 4 and the other to class 5, which in turn divided and gave rise to
classes 1 and 2. According to the factor analysis, the intersection of classes 3 and 4 is
emblematic of the dichotomy between medicalized childbirth and natural childbirth and
fears during childbirth and their contributing factors, respectively. The theme of class 5, as
well as classes 1 and 2, are more distant, being, respectively, the Typology of vocalization in
labor, Vocalization as an instinctive expression in natural childbirth, and the Functionality
of vocalization in labor.

Regarding the frequency of themes among participants, 14 of the 16 women (87.5%)
reported that vocalization was useful for pain control, while 12 women (75%) described it
as instinctive behavior. However, 8 women (50%) also reported feelings of embarrassment
or shame associated with vocalization in the hospital setting.
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Figure 1. Dendrogram of the descending hierarchical classification of interviews with women.

Table 2. Thematic categories and their distribution.

Class Theme ECUs Percentage (%)

Class 1 Vocalization as instinctive expression in natural childbirth 38 21.35

Class 2 Functionality of vocalization during labor 44 24.72

Class 3 Medicalized childbirth and natural childbirth 28 15.73

Class 4 Fears during childbirth and their contributing factors 36 20.22

Class 5 Typology of vocalization in labor 32 17.98

2.3. Thematic Categories

Based on the analysis of the data, five thematic categories were extracted, represented
by classes, which are presented below:

Class 1—Vocalization as an instinctive expression in natural childbirth
Regarding vocalization as an instinctive expression in normal childbirth, analysis of

the interviews revealed that, consistently and generally, women considered vocalization to
be an instinctive, innate, and biological behavior, in line with the physiological process of
natural childbirth.

“The sound . . . I think it’s innate . . . and going against it is going against your own
instinct and the moment of childbirth itself, that more visceral thing, so I think screaming
ends up making everything more natural, wilder, and honestly, I can’t imagine going
through labor without vocalizing” (int_10)

The altered state of consciousness achieved during the experience of natural childbirth
was mentioned by several women, who related its transcendental dimension to vocalization
as an intrinsic, also natural, phenomenon that releases inhibitions and facilitates a more
instinctive process.
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“. . . the scream was so loud at that moment, we’re not here and it doesn’t matter who’s
here, the Pope could be here, and we would scream” (int_11)

The natural need to vocalize in a moment of altered state of consciousness was rein-
forced by some women, even when they revealed a prior desire to restrain vocalization,
which is impractical in the experience of natural childbirth.

“Before, I thought: I’m going to do everything, I’m going to be brave, even if I have to
scream, I’m not going to scream too much, I’m not going to express myself too much, but
at that moment I think you forget everything and all you want is to get rid of that pain,
so I can say that at some point I felt a certain embarrassment, but then all I wanted was
to get rid of that pain” (int_13)

Class 2—Functionality of vocalization during labor
The second category that emerged from the analysis of the interviews summarizes the

dimensions identified by the women in relation to the role of vocalization during labor.
Several women mentioned the importance of using vocalization during natural child-

birth to cope with the pain of contractions, acting as a means of support.

“I think there’s nothing that helps when you’re in pain or something like that, you must
scream and cry . . . I don’t know, I think I cried and screamed when we were in labor,
we don’t think about anything, I don’t know, when you’re in pain, don’t you scream?”
(int_09)

For other women, in addition to modulating pain, vocalization proved to play an
important role in optimizing physical effort.

“I’m a person who, for example, when I’m playing sports or doing certain things, I
vocalize naturally, so it’s obvious that if I’m in a situation of physical effort and a lot of
pain, I’m going to vocalize.” (int_11)

In the second stage, in particular, vocalization as an expression of strength played a
fundamental role in childbirth, for some women.

“If it weren’t for the screams, I don’t think I would have had the strength to push him out,
yes, the loud screams, yes, the loud screams were constant until he came out, it was an ‘a’
with my lungs open until his head came out” (int_01)

Finally, vocalization was described by few women as a tool for nonverbal communica-
tion with healthcare professionals, fundamental for professional-user interaction and for
providing more respectful care.

“Because I established good communication with the nurse who attended the birth, I think
that was essential, and I think the fact that I was able to vocalize made it easier for her to
understand, which helped because she was also giving me instructions” (int_05)

Class 3—Medicalized childbirth and natural childbirth
Class 3 arises from the dichotomy between the reality of natural childbirth and the

expectation of epidural analgesia. None of the women included in this study underwent
epidural analgesia; however, in this class, the reason for this was mainly due to a rapid
progression of labor, despite the women expressed desire to undergo analgesia. It should
be noted that the pharmacological pain relief offered at the maternity ward where the study
was conducted is limited to epidural analgesia, although intravenous analgesic medication
is also available.

“At first, I didn’t ask for it because I thought I could tolerate the pain, and when the pain
started to get worse, labor progressed very quickly and there was no time for epidural
analgesia” (int_02)
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“When I asked the nurse if I could have the epidural because I was already having some
contractions . . . she told me to wait, that there was still a long way to go. She said to
wait, that it was still a little early to do that, and when I asked again . . . I was already
fully dilated when the anesthesiologist arrived, it wasn’t worth it, and I ended up giving
birth on the stool.” (int_10)

Even women who felt empowered and confident in the physiology of childbirth sought
pharmacological relief in moments of extreme pain.

“This is my third normal delivery, and I am very much in favor of natural childbirth,
although I ended up asking for an epidural when the pain came, but I wanted to conduct
my delivery as I know how to give birth naturally, in an animalistic way . . . I am not in
favor of interventions in my body . . . I know what I am doing, I know how to give birth,
my body knows how to give birth, I am on my third child” (int_06)

“As it is my last child, I wanted to feel the pain, but then I regretted it, it was too much”
(int_03)

Class 4—Fears during childbirth and their contributing factors
The Class Fears during childbirth and their contributing factors, which is like those of

the previous class, bring to light some of the fears and apprehensions women have in the
context of natural childbirth.

The reasons for not having epidural analgesia in this class were related, by some
women, to fear. Fear of invasive procedures, overcoming the need for pain relief.

“Fear . . . I’m not a big fan of injections, as I didn’t have an epidural during my first
delivery . . . I wanted it to be very quick, the quicker the better, but it took a while” (int_12)

For other women, the fear of not having the opportunity to have a full and participatory
experience in their labor, negatively affected by epidural analgesia that limits mobility.

“So I thought that since I was tolerating the pain and the dilation was so advanced, it
didn’t make sense to do it, and also because I was very afraid that it would be poorly
administered and that it wouldn’t be an outpatient epidural, and I really wanted to
participate in the birth . . . and for it to be as quick as possible” (int_05)

Or even, for other women, the fear of the pain of natural childbirth, since epidural
analgesia was not even considered as a solution.

“This time, I was always afraid, imagining that I was going to feel a lot of pain, that I was
going to scream, cry, moan.” (int_09)

The fear of the partner’s reaction to the woman’s behavior during natural childbirth
also emerged as a theme in this class, by few women.

“In the end, in this second birth, I knew that the father would be present, and I wondered
what he would think” (int_11)

Class 5—Typology of vocalization during labor
In the Typology of vocalization during labor, many women described their perception

of the sounds emitted during labor. Most women mentioned the use of open vowels, such
as the letter “a,” in the first stage, and screams in the second stage.

“In the active phase, it was more ‘a,’ and in the expulsive period, it was a real scream of
panic, of thinking that I wasn’t going to make it or that it was hurting a lot, a lot, a lot”
(int_11)

Some women reported using closed vowels, such as “u,” or other vocalizations, such
as moans, during the first stage. Screaming in the second stage continued to be the sound
most used by the interviewees.
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“I screamed and we always moaned and took deep breaths and blew . . . the ‘u’ . . . I didn’t
think about it much because, at that moment, I couldn’t even think. . . . during the
expulsion period was when I used my voice the most . . . screaming seemed to make me
feel better and I was able to push harder” (int_07)

“I used moans at the end of labor and then screams during the expulsion period. The main
benefit of screaming loudly was the relief from what I was feeling. The pain is extremely
excruciating, and it was a way to try to deal with the pain.” (int_02)

Many women attributed a fundamental role to vocalizing screams in the second stage,
with a benefit when compared to breathing exercises.

“When you breathe correctly, it helps relieve the pain, but when it came time to expel,
when the pain was much more intense, I really used my voice and screamed because I
realized that just breathing would not be enough, so I really screamed.” (int_13)

“At the end of labor and then screaming during the expulsion period, screaming loudly
the main benefit was relief from what I was feeling, the pain is extremely excruciating,
and it was a way of trying to resolve the pain” (int_02)

Some women attributed the vocalization of screaming in the second stage to a funda-
mental role, with a benefit when compared to breathing exercises.

“When you breathe properly, it helps to relieve the pain, but when it was time to expel
when the pain was much more intense, I really used my voice and shouted because I
realized that just breathing wouldn’t be enough, so I really shouted” (int_13)

3. Discussion
Qualitative analysis revealed diverse perspectives among women regarding vocaliza-

tion during labor.
It is important to note that these women used vocalization in the context of natural

childbirth, without the use of analgesia, something that the literature describes as a natural,
intense, and wild experience [2], where fears and apprehensions may arise [27]. Thus,
considering the phenomenon in question—the use of vocalization by women in the first
and second stages of labor—the analysis of the interviews reveals a strong relationship
between vocalization and the physical and emotional experience of childbirth. Perhaps an
intense experience of a lived body, as recognized in other studies [18,28].

Although many women described positive experiences, it is important to recognize
that cultural perceptions varied significantly among participants. Some women, particu-
larly those from more conservative backgrounds, reported more negative feelings toward
vocalization, including shame and embarrassment in the hospital setting.

The discussion is structured based on the five themes that emerged as categories from
the qualitative analysis, highlighting the predominant words in each of them, based on the
scientific literature that best supports them.

It is essential to emphasize that, given the small sample size and the specific cultural
context of this study, these results cannot be generalized to all women in labor. The
experiences reported here reflect the perspectives of Portuguese women who gave birth in
a public health context without epidural analgesia, which represents a specific subset of the
population in labor.

Class 1—Vocalization as instinctive expression in natural childbirth
The vocalization of women whose labor was not pharmacologically manipulated

suggests that this is spontaneous behavior. The vocal repertoire during labor is varied.
Women’s vocalizations differ in tone, intensity, and repetitiveness [29]. Vocalization emitted
by humans can be defined as an important form of nonverbal communication, which can
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include various sounds, such as laughter, crying, moaning, or screaming [15,30]. Exclusive
to our species, verbal vocalization was preceded, in evolutionary terms, by nonverbal
vocalization [16], which is innate [31], homologous to nonhuman vocalization, and, as such,
does not depend on will, desire, or social learning [16]. Human vocalization thus appears
as an entirely natural act, clearly connected to the rest of the mammalian class and its vocal
production [32].

In natural childbirth, the use of spontaneous vocalization is characteristic of great apes,
including humans [17], according to a study involving the entire Hominidae superfamily.
It is there, in the realm of natural childbirth, that the adoption of instinctive behaviors,
including vocalization, can be understood in light of the altered state of consciousness
achieved by women [32,33], as expressed by many women in this study. The physiological
nature of natural childbirth encourages women to vocalize as a form of communication [19]
and as an expression of the feelings involved in labor, given the affective characteristics
inherent in vocalization itself [32]. The communication conveyed by vocalization during
labor is also pointed out by a study investigating the mother-baby connection from preg-
nancy to the postpartum period [34]. However, despite the instinctive and natural nature
of vocalization during labor, some women expressed feelings of shame in the postpartum
period, and one woman said she remained silent during the first stage. The embarrassment
of using vocalization seems to manifest itself in the form of shame, a feeling of weakness,
or the need to follow behavior that seems acceptable [17,25,26], shaped by cultural [17] and
social issues of a negative view of the female body and sexuality transmitted by years of
oppression by a dominant patriarchal society [35]. It is noteworthy that the woman who
did not vocalize in the first phase belongs to a Roma community, where women are often
subordinate to men, economically dependent, and have a stereotypical role to play [36–38].

Class 2—Functionality of vocalization during labor
Despite its natural character, many women in this study recognized several func-

tions of vocalization during labor. Vocalization seems to play an essential role, espe-
cially during the second stage of labor, as a way to help women adapt and cope with the
situation [18–20,28,29]. Pain relief during labor, perceived and expressed by many women
as a function of vocalization, may be related to physiological processes such as vibra-
tion, sound emission, and breathing, which are inherent to the act of vocalizing [22,39,40].
Two studies indicate the use of body vibration as a therapy with good results in pain
relief [41,42]. The vocalization of sounds, particularly low-pitched vocal sounds such as
moans, grunts, or roars used by women in this study, is accompanied by vibration and
consequent body resonance, which, in turn, promotes stimulation of the subcortical centers,
hormonal release, and activation of the parasympathetic nervous system [22]. On the other
hand, screams and open vowel sounds, such as “ow,” also mentioned by some women, have
been studied as an involuntary response to pain and considered analgesic, as they allow for
greater pain tolerance when used as opposed to silence [43]. The prolonged exhalation of
sound that accompanies some types of vocalization, as a respiratory act, promotes deeper
and more continuous breathing cycles, which, in turn, contribute once again to reducing
anxiety, activating the parasympathetic nervous system, and consequently improving the
ability to cope with pain [39,44].

Particularly in the second stage of labor, that is, during expulsive efforts, vocalization
can lead women to a more natural and instinctive experience [45–47]. The similarity
between the expulsive efforts made by few women in the second stage of labor and
extreme sports efforts [48] points to the use of vocalization as a performance enhancer in
terms of strength, concentration, and muscle recruitment, as concluded by a study on the
performance of athletes at these levels [49–51].



Women 2025, 5, 38 9 of 17

As a communicative function, the vocalization used by women in labor conveys
information on both an emotional and physical level, which provides accurate indications
to the health professionals present, namely nurse midwives [19,21,28,29]. The information
conveyed by a woman’s vocalization, particularly in the second stage of labor, is an
expression of pain [18], behavioral states of adaptation to labor [28,29], and feelings of
release or fear [21].

Class 3—Medicalized childbirth and natural childbirth
The pain associated with contractions that begin when labor starts is described by

almost all women as one of the most intense and severe, corroborating studies on the subject
of pain during childbirth [52]. Epidural analgesia is one of the most effective and widely
used pharmacological pain relief techniques when a child is born in hospital [52–54]. A
woman’s decision to use epidural analgesia can be complex and multifactorial [55]. Several
factors can influence or determine the non-use of epidural analgesia, such as the desire for
a natural birth [56,57], concern about side effects [58], lack of health literacy [56], medical
contraindications, lack of medical resources, rapidly progressing labor [59], or arrival at
the maternity ward with cervical dilation greater than 4 cm [60]. For most women in this
study, labor lasted less than 5 h, below the average number of hours for both nulliparous
and primiparous women [61–63], which may have been a determining factor in not us-
ing epidural analgesia, in line with the factors described above. Thus, for these women
who go through labor without epidural analgesia, despite requesting and desiring it, pain
control can become quite challenging and overwhelming [64]. In this context, women
often resort to non-pharmacological methods of pain relief, such as breathing techniques,
freedom of movement, hydrotherapy, among others, associated with the continuous sup-
port of caregivers [65]. Once again, the reported sounds and instinctive and primitive
behaviors [17,32], as well as the altered state of consciousness [33], point to the use of
vocalization during labor. Vocalization arises in moments of pain/contraction, leading
women to non-pharmacological pain relief, which is liberating and positive [19] and, conse-
quently, empowering [66], with high levels of relaxation and relief through the vibration
achieved [22], in prolonged phonatory exhalation [44], activating the parasympathetic
nervous system [39].

Class 4—Fears during childbirth and their contributing factors
The fears of women undergoing natural childbirth can vary and are influenced not only

by personal factors, but also by the environment, such as social and cultural factors [27,67].
Fear of the pain of natural childbirth seems to be one of the most common concerns among
women in labor [68] and may lead some women to prefer surgical delivery by cesarean
section performed by a doctor [69]. On the other hand, for some women, the fear of
not actively participating in labor due to the loss of control and decreased mobility that
epidural analgesia can cause can also be a fear that causes a lot of anxiety [70]. The fear of
needles, known as belonephobia, can lead women to rule out the possibility of epidural
analgesia [71]. Complications in childbirth and prolonged labor are also significant fears
that can occur when the desire is for a quick and natural delivery [72–74].

The fear of losing control in some women who feel they have no control over the labor
process [75] can be equally impactful or even frightening [2,76]. This is where vocalization
emerges as a nonverbal form of communication [32,33]. The fear of not being able to
maintain socially appropriate behavior during labor in a hospital setting, in the presence of
health professionals and their companions, such as the baby’s father [21], triggers feelings of
culturally and socially ingrained shame [28] in some women, which, in turn, can inevitably
silence them [21]. The study results are consistent with the scientific evidence found, since
there are explicit manifestations in most of the women’s interviews regarding the expression
of fears, guilt, and shame, as well as implicit manifestations in the silence maintained by one
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woman. The most prevalent characteristics shared by the women studied who vocalized, as
opposed to those who did not, may raise questions about the empowerment in childbirth
that the former may have achieved in relation to the latter. A combination of aspects, such
as economic stability and higher levels of education [77], access to quality health services
and health education [78], social and emotional support [79], personal confidence [80], and
belonging to a culture that respects gender equality [81] seem to be associated with greater
female empowerment in childbirth. Negative childbirth experiences, involving shame or
embarrassment, often have significant psychological consequences, such as feelings of guilt
or inadequacy in the postpartum period [82].

Class 5—Typology of vocalization in labor
The multiplicity of sounds vocalized by humans includes a variety of tones, composed

mainly of poorly articulated vowels, such as the letter “a,” including laughter, crying, moaning,
screaming, among others [14,15]. Most of the women in this study recognize these and other
sounds when contractions cause them to use their voices during the first and second stages
of labor. A study on pain communication through vocalization concludes that even less
experienced nurses can easily distinguish, by listening to the vocalization emitted by the
woman, what stage of labor she is in [18]. The differences in the type of vocalization mentioned
by many women between the first and second stages of labor are consistent with existing
scientific evidence. While moaning was the dominant sound during the first stage of labor,
screaming was the most used sound during the second stage of labor.

Despite the scarcity of scientific literature on the use of vocalization by women in
labor, it is mainly in the second stage that the subject has been explored. A study that
categorizes spontaneous vocalization in the second stage of labor defines five behavioral
states and the respective sounds emitted by women. Two adaptive states that occur during
effective expulsive efforts, or in the search for relief, comfort, and restoration of strength,
associated with grunting and sighing or moaning sounds, respectively. Two non-adaptive
states associated with lack of control or childish behavior with high-pitched sounds, such
as screaming or crying, respectively, and finally, a state after epidural analgesia without
vocalization, but with calm and quiet verbalization [28]. The acoustic classification of
these same sounds was described in another study that quantifies and distinguishes their
properties [29]. Both studies recognize the importance of interpreting the different sounds
emitted through the woman’s vocalization by the health professionals present during the
second stage of labor as a way of recognizing the woman’s needs and serving as a guide
for their practice [28,29].

The results also point to the influence of the approach prior to vocalization, particularly
during pregnancy in Prenatal Education Programs, on the use of certain types of sounds.
For these women, vocalizing the vowel “a” in the first stage and screaming in the second
stage surpassed any other sound, while moans and screams, grunts, and roars were used by
the other women. Studies point to advantages in terms of autonomy, empowerment, and
body awareness in the use of vocal techniques with exhalation exercises accompanied by the
sound of an open vowel, either through vocal toning [22] or prenatal singing [23] previously
worked on during pregnancy. Other studies, on the other hand, find advantages in the
spontaneous use of vocalization, such as moans, screams, roars, or grunts, which occur
in women with theatrical vocal training, as opposed to vocalization learned in prenatal
education programs, as they do not limit bodily expression [20,21].

The use of inhalation and exhalation breathing techniques, although more favorable than
the Valsalva maneuver [83,84], does not surpass the benefits achieved through the use of
vocalization through the most diverse sounds emitted when the woman is in the second stage of
labor, such as empowerment, adaptation, and active participation [19,20,28,29], pain relief [22],
anxiety reduction [39,44], urinary incontinence prevention [85], or perineal injury reduction [24].
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The similarity of the results obtained for women who attended prenatal education
programs and those with higher levels of education, who were employed, and had a better
socioeconomic status is corroborated by two studies that conclude that women who most
frequently attend childbirth preparation programs are also those with higher levels of
education and, consequently, greater economic stability [86,87].

4. Materials and Methods
4.1. Study Design

This is a descriptive and exploratory study with a qualitative approach. The qualitative
approach was chosen because it allows us to clarify or understand how certain people
experience and interpret their personal experiences. It is, therefore, the method that best
integrates the answers to the research question posed [88].

4.2. Participant Recruitment

The sample consisted of female users of a public hospital in the Alto Alentejo Local
Health Unit in Portugal. Data collection took place in the postpartum ward while the
women were in the postpartum period.

The convenience sample reached 16 women, determined a posteriori when data satu-
ration was achieved [89,90]. Data saturation was assessed systematically and considered
achieved when three consecutive interviews did not produce new themes or concepts,
and there was significant repetition of concepts between interviews, suggesting adequate
sampling depth for the research objectives [91]. The sample of 16 women was determined
based on the principle of data saturation in qualitative research, in which recruitment
continues until no new information or themes emerge in additional interviews [89–92].

The selection of participants was guided by potentially rich cases [89,90] that were well-
suited to the purpose and objective of the study. The inclusion criteria were: women of
Portuguese nationality, aged ≥ 18 years and in the active phase of the first stage of labor,
without epidural analgesia or oxytocin administration and progressing to physiological
delivery, whose cervicometry was ≥5 cm. Exclusion criteria included: women progressing
to dystocic delivery were excluded, as were women with high-risk pregnancies. Women
with dual nationality, where the first was not Portuguese, were also excluded, as were those
with voice or verbal/oral expression dysfunction. Other exclusion criteria included surgical
deliveries and complicated deliveries. All signed an informed consent form upon entering the
delivery room. The interview was consensually scheduled for the day after delivery.

The possibility of selection bias should be acknowledged, as women who agreed to
participate may have been more open to reflecting on their childbirth experiences or may
have had more positive experiences with vocalization compared to those who refused
to participate.

4.3. Data Collection and Analysis

Data collection took place between February and April 2024.
Sociodemographic variables and obstetric history were collected, including detailed

information on age, educational level, occupation, geographic origin, religious beliefs, ges-
tational age, parity, duration of labor, presence of a companion during labor, participation
in prenatal education programs, preparation of a birth plan, and any previous exposure to
vocalization techniques.

The variables were recorded in their individual computer file (SClínico) and analyzed
using SPSS Statistics 29.0 for Windows with descriptive statistics [93].

The interview technique [94] was semi-structured and guided by a script based on
Ramona Mercer’s model [95]. The interviews took place the day after delivery, with an
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average duration of 20 min with each participant. The interviews were conducted in the
postpartum ward, considering the proximity to the women, in appropriate environmental
conditions and ensuring their confidentiality.

After collecting the qualitative data through the interviews, they were fully transcribed
using the “Transcribe” function in Microsoft 365 Office. To increase analytical rigor and
credibility, two of the project researchers independently validated the content, simulta-
neously checking the audio recording and the transcript. In addition, a third researcher
conducted a peer review of the emerging themes to ensure analytical consistency. The text
was organized according to the requirements of the IRaMuTeQ (Interface de R pour les
Analyses Multidimensionnelles de Textes et de Questionnaires) software analysis protocol,
version 0.8 alpha 7, resulting in the creation of the corpus. The interviews were coded
(int_01 to int_16), together with the variables (age, profession, academic qualifications, geo-
graphical origin, religion, gestational age, number of children, duration of labor, companion
during labor, prenatal education program, approach to vocalization in the prenatal educa-
tion program, birth plan). The analysis corpus consisted of 16 Initial Context Units (ICUs),
with each interview corresponding to one ICU. Each ICU began with a specific command
line: **** *int_01 *age_1 *prof_1 *eduq_1 *geo_1 *relg_1 *gesta_1 *nchild_1 *drlb_1 *lbcp_1
*prene_1 *vsprene_1 *bplan_1. The software converts these ICUs into Elementary Context
Units (ECUs). These ECUs consist of text segments classified according to their unique
vocabularies, which exhibit similarities and differences compared to the vocabularies of
ECUs from other classes.

4.4. Ethical Considerations

This study was approved by the Ethics Committee of the University of Évora
(No. 22162, 22 February 2023). The Ethics Committee of the healthcare institution in-
volved, ULSAALE, also granted the necessary authorization to conduct the interviews
(No. 05/2024, 26 January 2024). To ensure the protection of participants’ data, all measures
of anonymity and confidentiality were taken. Participants were informed in detail about
the study, including its purpose and possible contributions. Each participant gave their
informed consent upon admission to the maternity ward.

4.5. Limitations of the Study

This study has several important limitations that should be acknowledged. The sam-
ple of 16 women does not allow for generalizations to larger populations. This single-center
study included only physiological deliveries without epidural anesthesia, complicated
deliveries, or surgical deliveries, representing a very narrow segment of the general popu-
lation. Other clinical data, such as the need for episiotomy or duration of the second stage
of labor, were not included, which can also be a limitation.

The representativeness of the sample, composed of Portuguese women who gave birth
at a Local Health Unit in Alto Alentejo, Portugal, significantly limits the transferability of
the results to women in different cultural, socioeconomic, or health contexts. The exclusion
of women with pregnancy complications or who received epidural analgesia further limits
the applicability of the results to the broader population of women in labor.

The methodology lacks justification for the sample size beyond the principles of data
saturation. Furthermore, the discussion relies heavily on anthropological and psychological
literature rather than clinically meaningful results, which may limit its clinical applicability.
The narrative does not adequately address the negative aspects of vocalization, such as
potential disturbances in clinical settings or cultural barriers to expression.
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5. Conclusions
This study allowed for a deeper understanding of the phenomenon of women’s vocaliza-

tion in the first and second stages of labor, using a qualitative methodological approach, with
the collection of their experiences through interviews in the postpartum period.

Many women in this study reported that vocalization emerged as an instinctive and
innate manifestation, an adaptive and functional response to pain and the physiology of
childbirth. For these participants, vocalization facilitated nonverbal communication with
healthcare professionals and represented their most primitive and authentic expression
during labor. However, some women in this study also revealed the emergence of con-
straints, such as shame, guilt, or pressure to maintain socially acceptable behaviors during
labor, which raises questions about the impact of cultural or social norms on how women
experience childbirth.

Healthcare professionals should consider vocalization as a potentially legitimate
and functional expression for many women in labor, recognizing individual and cultural
differences in preferences and comfort levels. This approach could contribute to more
personalized and respectful obstetric care.

Future research should include longitudinal designs that examine perceptions imme-
diately after childbirth compared to several weeks later, and studies with more diverse
samples in different cultural and healthcare settings.

Given the limitations of this small, single-center study, future research should focus
on larger, multicenter investigations that include diverse populations and various birthing
contexts to better understand the generalizability and reproducibility of these findings. The
knowledge gained can be used both to promote literacy in this area of population health
and in the training of health professionals who work with women.
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