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Abstract

Background: Although prenatal care providers aim to prepare women for first
childbirth, little research has explored retrospectively what birthing people would
like to have known before first childbirth.

Aim: To describe women's reports of what they would like to have known before
first childbirth but feel they were not told.

Methods: This is a secondary analysis of the First Baby Study, a large prospective
cohort study conducted in Pennsylvania, USA. Telephone interviews were con-
ducted with 3006 women 1 month after their first childbirth. Women were first
asked: “Was there anything that you would have liked to have known before your
delivery that you were not told?”. If “yes” they were asked a second question:
“Please tell me what you would have liked to have known before your delivery”.
Analysis: A convergent mixed-methods analysis including descriptive analytics
to compare characteristics of women by answers to the first question, and quali-
tative content analysis of women's open-ended answers to the second question.
Findings: A total of 441 women (14.7%) reported there was something they would
like to have known before their first childbirth. Women described that communi-
cation with care providers was their main concern. They would have liked a bet-
ter understanding of their options before birth, more agency in decision-making,
and more information about the topics of their body, their birth, their baby, and
what to expect beyond birth.

Conclusions: Results highlight important topics for childbirth education, and
the impact of gaps in shared decision-making, patient-provider communication,
and supportive care practices for first childbirth, especially where women have
identified vulnerabilities.
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1 | INTRODUCTION

Childbirth education (CBE) aims to help birthing peo-
ple access accurate and up-to-date evidence-based in-
formation to make informed decisions about their care.!
According to international guidelines, CBE is considered
an essential component of maternity care.>

Most women access information about labor manage-
ment and pain relief options by means of CBE classes,*
however, fewer women are reportedly attending CBE.*
Sources of information are becoming increasingly di-
verse with independent and online courses available.’
Trial evidence for effectiveness of CBE in reducing rates
of interventions is equivocal and interventions remain
diverse in content, implementation and outcomes.>®’
As attendance declines’® and information diversifies,
women may not be adequately prepared for the realities
of childbirth and the early postpartum period, widen-
ing existing disparities regarding health outcomes and
access to social support networks. Standardization of
information may assist in filling an information gap,
however, it is not clear what should be included or what
would facilitate successful translation into practice.”®
While long reported, little has been done to investigate
what women would like included in classes that are os-
tensibly for their benefit.

There is uncertainty about the impact that
participant-level factors, CBE class characteristics, and
provider-level characteristic have on women's infor-
mation and knowledge gaps, as well as their perceived
agency in first childbirth.” This mixed-methods study,
as part of the First Baby Study,'° explored qualitative re-
sponses to a retrospectively asked question about what
women would have liked to have known before their first
childbirth but felt they were not told. Additionally, if
women responded “yes” to the first question, we exam-
ined any difference from women who responded “no,”
in terms of demographics, psychosocial and care pro-
vision characteristics, and maternal health outcomes.
Women's retrospective experiences may provide insight
into practices for successful integration of CBE or iden-
tification of vulnerable populations for whom CBE is a
priority service. While the original study was reported
in 2013, the robust data collection and large sample size
provide high-quality data for analysis. These data have
not yet been evaluated for women's experiences of CBE
and what they wanted to know before having their first
baby. The information remains relevant and coherent
in the context of women's experiences of CBE in the
digital age, as information is still lacking with respect
to this inquiry.

2 | METHOD

2.1 | Study design

This paper reports on a secondary data analysis from the
First Baby Study (FBS)," a prospective, cohort study of
women at first childbirth. The primary purpose of the FBS
was to investigate the association between mode of first
childbirth and subsequent fecundity and fertility.'*""

2.2 | Participants

Participants were nulliparous, pregnant women, aged 18-
35, living in Pennsylvania, USA. Women were included if
they were expecting their first child, aged 18-35years at
the time of recruitment, English or Spanish speaking, and
planning to give birth in a hospital in Pennsylvania.'’

2.3 | Demographic and background
measures

Data were drawn from baseline and 1-month interviews,
birth certificates, and hospital discharge data. Interviews
were conducted between January 2009 and April 2011.
Demographic and background information, insurance,
and poverty level'? were obtained from the baseline in-
terview (detailed in Appendix S1). Social support during
pregnancy was measured, and details regarding type and
number of CBE classes attended. A composite measure
of maternal childbirth complications was created from
hospital discharge data (Appendix S1), and participants
completed measures about childbirth experience," in-
cluding shared decision—making,9 childbirth-related
post-traumatic stress (CR-PTSD),'**> postpartum PTSD
(adapted from Trauma Screening Questionnaire), and
childbirth experience measured using the First Baby
Study Birth Experience Scale (FBS-BES; Appendix S2).

2.4 | Data analyses

A mixed-methods analysis using integrated qualitative
childbirth experience telephone survey response data,
and quantitative demographic, psycho-social, and obstet-
ric data were used.

Data integration occurred at the study design, analysis,
and results levels, using a convergent design, so that qual-
itative and quantitative results could be compared and in-
terpreted in light of each other.'®
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Quantitative analyses were performed, including fre-
quencies, means, and standard deviations, to describe de-
mographic, psychosocial, and birth-related variables. We
compared women who answered “yes” to the question
“Was there anything that you would have liked to have
known before your delivery that you were not told?” to
those who answered “no”, using chi-square tests or t tests
where appropriate, using the Statistical Package for the
Social Sciences (SPSS) for Windows Version 28,7 (Table 1).

A qualitative content analysis was used to analyze tele-
phone response data from the open-ended survey ques-
tion. Using an inductive qualitative content analysis, the
three phases of preparation, organization, and reporting
were used.”® Following the 1-month postpartum inter-
view, women's responses were transcribed and selected as
the unit of analysis.

In the preparation phase, the integrity and criticality
of the text were checked through recursive and repet-
itive checks of the interpretation of data as outlined by
Whittemore and colleagues'® in order to make sense of the
manifest content and identify the prominent codes and
patterns.’

In the organization phase, data were further coded and
re-ordered, mapping codes and concepts onto a white-
board, and comparing codes and interpretations with the
research team. We created a codebook in Excel where cat-
egories and concepts were further refined. Researchers KL
and KS reviewed and coded the data using the software
program NVIVO." During the analysis, researchers (KL,
KS) reviewed and refined the text and the codes in an it-
erative process to explore the relationships using an in-
ductive approach, re-checking concordance from original
coding,” and eventually coming to agreement on a con-
ceptual framework with the research team (KK and JVL).

In the reporting phase, codes were clustered to create
categories (represented in Figure 1). To ensure validity
of the analysis, the emerging categories and interpreta-
tions of the coded data were discussed with the research
team, and categories and concepts were consolidated.!>*°
Quotations are taken from the data collector's third-
person transcription of women's responses, as described
in the original study,'® and this text is used to illustrate
the categories and concepts, consistent with the concept
of “abstraction.”* The integration of data gives context to
the women's experiences and enhances understanding of
the population to whom these data relate. Women were
not individually identified.

2.5 | Reflexivity statement

The author team consists of a midwife, an epidemiolo-
gist with expertise in maternal health, and two maternal
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health researchers and childbirth educators, working with
pregnant and birthing women as allied health practition-
ers. The team has conducted maternity health research,
with quantitative and qualitative research expertise in
clinical trials, cohort studies, antenatal childbirth educa-
tion, and exploring women's experiences. We employed
ongoing, recursive data examination to ensure we ar-
rived at a transparent interpretation involving robust dis-
cussions to examine our personal philosophies and any
influence on the data. We actively sought to examine dis-
crepancies in the data that challenged the categories we
were constructing.

3 | RESULTS

Of the 3006 women who participated in the 1-month post-
partum interview, 454 (15.1%) answered “yes” to the pri-
mary question, 2551 (84.9%) answered “no,” and 1 woman
answered “don't know,” leaving a sample size of 3005.
There were 441 valid qualitative responses to the follow-
up question “what would you have liked to have known?”

Table 1 details demographic and psychosocial factors,
attendance at CBE, and hospital factors (decision-making,
intervention type, and obstetric outcomes). Women who
answered “yes” to the question, were more likely to be
older, have a college degree, report higher levels of stress
during pregnancy (34.1% vs. 25.7%, p<0.001), and have
low social support (21.4% vs. 16.2%, p <0.001). There was
no difference between groups for insurance type, labor
support provided, or attendance at CBE, but there was a
trend toward attending fewer than three CBE sessions for
women who answered “yes.”

For obstetric factors, women who answered “yes,” were
more likely to have their labor induced (37.9% vs. 33.1%,
p<0.05), to experience labor longer than 19 hours (29.6%
vs. 22.9%, p<0.02), experience poor pain control (46.0%
vs. 39.2%), complications during childbirth (35.7 vs. 25.7,
p<0.001), and have an instrumental vaginal birth or un-
planned cesarean section (CS) (11.0% vs. 8.5% and 28.0%
vs. 22.6%, p <0.01). These women were less likely to report
a positive birth experience (p <0.001), reported lower lev-
els of shared decision-making (p <0.001), and were more
likely to report symptoms of childbirth-related PTSD
(p<0.001; psychometrics for the scaled instruments are
reported in Appendix S1).

4 | FINDINGS OF THE
QUALITATIVE ANALYSIS

The main category “tell me my options” emerged as wom-
en's responses indicated that they lacked information,
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TABLE 1 Participant background and birth-related factors overall, and in relation to response to question “Was there anything that you
would have liked to have known before your delivery that you were not told?”

“Was there anything that you would have liked to have known before your delivery that you were not told?”

Factors Overall N=3005 Yes N=454 (15.1%) No N=2551 (84.9%) p-value
Maternal age 27.24 (4.40) 28.36 (4.35) 27.04 (4.38) <0.001
Education level
High school or less 501 (16.7) 56 (12.3) 445 (17.4) <0.001
Some college or technical 803 (26.7) 97 (21.4) 706 (27.7)
College degree or higher 1701 (56.6) 301 (66.3) 1400 (54.9)
Marital status
Married 2117 (70.4) 334 (73.6) 1783 (69.9) 0.114
Not married 888 (29.6) 120 (26.4) 768 (30.1)
Maternal race/ethnicity
White non-Hispanic 2501 (83.2) 380 (83.7) 2121 (83.1) 0.974
Black non-Hispanic 221 (7.4) 31 (6.6) 190 (7.4)
Hispanic 166 (5.5) 25(5.5) 141 (5.5)
Other 117 (3.9) 18 (4.0) 99 (3.9)
Type of insurance coverage
Private 2312(76.9) 362 (79.7) 1950 (76.4) 0.125
Public 693 (23.1) 92 (20.3) 601 (23.6)
Poverty status
Poverty 255(8.5) 36 (7.9) 219 (8.6) 0.404
Near poverty 348 (11.6) 45(9.9) 303 (11.9)
Not poverty 2402 (79.9) 373 (82.2) 2029 (79.5)
Stress during pregnancy
Low (12-16) 1066 (35.5) 118 (26.0) 948 (37.2) <0.001
Medium (17-20) 1123 (37.4) 181 (39.3) 942 (37.0)
High (21-48) 810 (27.0) 155 (34.1) 655 (25.7)
Social support during pregnancy
Low (5-19) 510 (17.0) 97 (21.4) 413 (16.2) <0.001
Medium (20-23) 1231 (41.0) 196 (43.2) 1035 (40.6)
High (24, 25) 1261 (42.0) 161 (35.5) 1100 (43.2)
Number of perinatal education classes attended
0 575 (19.1) 74 (16.3) 501 (19.6) 0.068
1 943 (31.4) 142 (31.1) 801 (31.4)
2 704 (23.4) 99 (21.8) 605 (23.7)
3+ 783 (26.1) 139 (17.8) 644 (25.2)
Labor induced
Yes 1019 (33.8) 172 (37.9) 844 (33.1) <0.05
No 1989 (66.2) 282 (62.1) 1707 (66.9)
Type of labor support
Midwife 717 (23.9) 97 (21.4) 620 (24.3) 0.330
Doula 192 (6.4) 27(5.9) 165 (6.5)
Neither 2096 (69.8) 330(72.7) 1766 (69.2)
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“Was there anything that you would have liked to have known before your delivery that you were not told?”

Factors Overall N=3005 Yes N=454 (15.1%) No N=2551 (84.9%) p-value
Maternal complications during birth
Yes 818 (27.2) 162 (35.7) 656 (25.7) <0.001
No 2187 (72.8) 292 (64.3) 1895 (74.3)
Long labor duration (19+ h)
Yes 667 (22.2) 125(27.5) 542 (21.2) 0.003
No 2338(77.8) 329 (72.5) 2009 (78.8)
Poor pain control during labor and/or delivery
Yes 1210 (40.3) 209 (46.0) 1001 (39.2) 0.007
No 1795 (59.7) 245 (54.0) 1550 (60.8)
Mode of birth
Spontaneous vaginal 1875 (62.4) 251 (55.3) 1624 (63.7) 0.007
Instrumental vaginal 267 (8.9) 50 (11.0) 217 (8.5)
Planned cesarean 160 (5.3) 26 (5.7) 134 (5.3)
Unplanned cesarean 703 (23.4) 127 (28.0) 576 (22.6)
Gestational age (weeks)
Late preterm (34-37) 120 (4.0) 15 (3.3) 105 (4.1) 0.149
Early term (37, 38) 575 (19.1) 87(19.2) 488 (19.1)
Full term (39, 40) 1813 (60.3) 261 (57.5) 1552 (60.8)
Late/post-term (41+) 497 (16.5) 91 (20.0) 406 (15.9)
Shared Decision-Making Scale
0-3 (low) 243 (8.1) 75 (16.5) 168 (6.6) <0.001
4-5 (medium) 896 (29.8) 151 (33.3) 745 (29.2)
6 (high) 1866 (62.1) 228 (50.2) 1638 (64.2)
Postpartum PTSD
Yes 227 (7.6) 65 (14.3) 162 (6.4) <0.001
No 2778 (92.4) 389 (85.7) 2389 (93.6)
Childbirth Experience Scale (Mean 68.64 (6.41) 66.47 (7.3) 69.02 (6.18) <0.001
(SD))
When I was in hospital to have my baby, I was treated with dignity and respect
Strongly agree 2717 (90.4) 377 (83.0) 2340 (91.7) <0.001
Agree 238 (7.9) 55(12.1) 183(7.2)
Disagree (somewhat or strongly) 50 (1.7) 22(4.8) 28 (1.1)

knowledge, and understanding of their options, high-
lighting communication issues with clinicians. Women
wanted information about their bodies, the birth, their ba-
bies, and what to expect beyond the birth. These became
the category titles with each having two further concepts
(Figure 1).

4.1 | Main category: Tell me my options

Communication issues were the main concern of re-
spondents. Women wanted to understand their options,

and thereby have greater agency in their births and re-
ceive more respectful care. Women understood that hos-
pital policies and procedures were observed, but reported
lacking knowledge and communication of these, reducing
women's options and experience of care. Women reported
not being informed about certain procedures occurring
during pregnancy and birth and felt clear explanation be-
fore their occurrence would allow them to make informed
choices and provide consent.

[S] would have liked to have known all of the
options for delivery
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Tell me my options n=441* (100%)

FIGURE 1 Main categories,
categories, and concepts—Tell me my
options. *441 valid responses to follow-

My body n=193 My birth n=104 My baby n=92
(44%) (23%) (21%)
. Information
The impact -
of Managing g:ﬁ:rizd Respectful Predictions What to
interventions normal decision care about the ftexpeCtd
on my body making baby afterwards

The main category, Tell me more, describes women's
desire for greater information. This mainly points to
communication issues, which effectively served to limit
women's choices, decision-making capacity, and agency.
This category led to the emergence of four further cat-
egories that describe women's experiences in a more
nuanced way; My body; My birth, My baby; And beyond.
These categories led to further concepts (see Figure 1).

4.2 | First category: My body

The most frequent comments related to the category
“My Body,” reported by 193 women (44%). This cat-
egory describes women wanting to understand the im-
pact that common childbirth practices would have on
their bodies. In the context of the quantitative results,
women who answered “yes” to the main question were
more likely to have induced labor, other labor interven-
tions, and adverse events in birth, compared to those
who answered “no.” Women wanted to understand in-
terventions, and their potential side effects, as well as
choices for labor and opportunities for optimizing nor-
mal birth practices. This led to the emergence of two
concepts: “The impact of interventions on my body”
and “Managing normal.”

4.2.1 | Concepts

» The impact of interventions on my body

Women reported the impact of medical interventions,
commonly referring to induction of labor, epidural anal-
gesia, and CS. They indicated being largely unaware of the
process, particularly for induction of labor, noting unex-
pected side effects, and loss of agency, which has implica-
tions for decision-making and informed consent.

And beyond n=52

Postnatal
pain and
recovery

up question “what would you have liked
to have known?” [Colour figure can be
(12%) viewed at wileyonlinelibrary.com]

Debriefing my
expereince
and my
mental health

To understand the induction process better
and to have more say as to whether I would
be induced or not

Women were not informed that induction of labor re-
quires continuous electronic fetal monitoring (CEFM),
which meantbeing connected by wires or cords to a machine,
limiting freedom of movement, and normal physiology;

That I would have been strapped to the bed
and not able move

« Managing normal physiology

Women discussed being restricted in how to manage
normal birth processes, such as the pushing stage of labor,
that there might be options for birth positions to optimize

physiology;

Only position that she could deliver was on
her back, she thought that there would be
other positions that she could do to deliver
the baby

4.3 | Second category: My birth

This category described women wanting to know more
about the birth itself, 104 responses (23%), and the ef-
fect that communication and care received in the hospi-
tal had on their labor. Many women commented about
gaps in information from care providers and their lack of
involvement in decision-making. In this cohort, women
were more likely to have experienced long labor, compli-
cations in labor, and reported symptoms of PTSD, com-
monly referring to the impact of nursing and obstetric
care received. This led to two concepts: Information gaps
and shared decision-making, and respectful care.
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+ Information gaps and shared decision-making

This concept referred to gaps in women's understand-
ing of childbirth due to a lack of information or education
about labor and birth.

Knowledge ahead of the time of the different
occurrences that can happen during labor
and delivery

Many responses related to care providers not giving in-
formation about common procedures and limiting wom-
en's options because they did not understand the process
or implications. Women identified having limited un-
derstanding of the health system, not knowing what
questions to ask, or feeling unable to question those in
authority.

Women wanted to visit the space where they were giv-
ing birth, understand different models of care, and their
available options;

Could have a doula or a midwife, she did
not know that the insurance would pay for it

 Respectful care

“Respectful care” describes women's experiences of
their treatment during labor. The lack of respectful care
is highlighted by responses regarding women not partici-
pating in decision-making or providing informed consent
about basic procedures;

Was not told she was being induced

This also occurred during the labor, having major im-
plications for informed consent;

Information on the episiotomy (It was per-
formed without telling [R] beforehand and it
was painful.)

4.4 | Third category: My baby
“My Baby” considered how characteristics of the baby
affected women's labors and postnatal experiences,
92 (20%) responses. Women in this cohort were more
likely to have an induced labor and experience child-
birth complications including CS and instrumental vag-
inal birth.

This led to the emergence of two concepts: Wanting
predictability and what to expect afterward.

BV Ey-

4.4.1 | Concepts

« Wanting predictability

It is generally accepted that childbirth contains a mul-
titude of uncertainties, but with increasing technology
and scheduling of birth, there is a growing expectation of
predictability, including the baby's size, despite evidence
that this increases intervention rates.

I felt that I should not have been on the
Pitocin so long and the midwife should have
known that I was having a large baby.

« What to expect afterward

Women wanted more information about breastfeeding
and baby care practices before birth. Women commented
about the value of support received from lactation consul-
tants, with some wishing they had accessed this support
sooner, while others found the experience unsatisfactory;

I wish I had gotten more information on
breastfeeding or had taken a class;

In discussing care immediately following birth, com-
ments again related to a lack of communication. Women
wanted to be informed about the reasons why interven-
tions were occurring, even in emergency situations;

Would have like to have known earlier that
it was decided to bring a NICU team in to
take care of the baby immediately after birth
as well as given more information as to why
baby was taken to NICU.

4.5 | Fourth category: And beyond

Finally, “And beyond” described women's physical and
emotional recovery from birth, 52 responses (11%).
Women in this cohort were more likely to have expe-
rienced complications, report symptoms of PTSD, and
lower perceived social support. This led to the emergence
of two concepts: Postnatal pain and recovery and debrief-
ing the birth and mental health.

4.51 | Concepts
 Postnatal pain and recovery

Women provided responses about the unexpected ex-
perience of pain or recovery time in the postnatal period;
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How I would feel afterward. For example, [R]
didn't expect to be exhausted and was unpre-
pared for the length of time for her body to
rebound after childbirth.

+ Debriefing my experience and mental health

Women expressed their desire to know the effects hav-
ing a baby would have on their mental and emotional
health to better prepare them for the postnatal period;

I would have liked to have known about how
emotional you could be after giving birth.

This highlights the value of connecting women to ser-
vices and the importance of network building for social
support in CBE classes.

5 | DISCUSSION

This study sought to explore responses to a retrospectively
asked question about what women would like to have
known regarding their first childbirth, but felt they were not
told. The findings from this study support a growing body
of research regarding the impact of women's limited agency
in hospital-based births,” and the contribution of this in the
emerging research on obstetric violence (OV).*** OV is con-
sidered a consequence of structural violence within maternity
care,” and includes any form of abusive and disrespectful at-
titudes or practices toward women during childbirth.”* OV is
deeply embedded in unequal relationships of class, gender,
race, and medical power, and constitutes a major barrier
to women's shared decision-making, consenting processes,
and accessing appropriate services and respectful care.****
The research highlights the impact that excessive medical
interventions, as well as a lack of shared decision-making,
effective communication, continuity pathways, and respect-
ful, humanized care, have on women.?>?*728 The literature
identifies these as significant drivers of women's experience
of birth trauma and violence, with marginalized women
being particularly vulnerable.**** The World Health
Organization notes that although OV can be experienced
by women as disrespectful, abusive, or neglectful treatment
throughout pregnancy, women are particularly vulnerable
to OV during childbirth.”>*° The current dominant models
of fragmented and unintegrated care, marked by unequal
decision-making (coercion) and disrespectful care, are
consistently reported as not meeting women's basic needs.
Understanding women's experiences highlights the ongoing
need for commitment toward integrated continuity models
of care which supports and embeds CBE information and
skills into routine maternity services.

The onus remains on healthcare systems to proactively
design woman-centered models of care, provide support-
ive care practices, and promote communication and in-
formed decision-making. Much of the information that is
provided to women and birth partners in CBE, and is often
summarized into documents such as birth plans or prefer-
ences, is found to be disregarded or not integrated into in-
trapartum care practices.® Notable research has described
pathways to implementation of respectful evidence-based
care, with a primary focus on maintaining dignity, privacy,
informed choice, consent, emotional support, and freedom
from harm. This includes training providers on values,
changing attitudes, and improving interpersonal commu-
nication.””*"*? It is vital that birth settings have culturally
appropriate, adequate infrastructure with sufficient organi-
zation to enable women's agency in birth, which includes
observance of evidence-based practices learned in CBE.

This research has identified that women experience gaps
in knowledge, information, and patient-centered care, con-
tributing to adverse experiences of childbirth with potential
long-term impacts.* 3 This information is broadly general-
izable to countries with embedded CBE in maternity care;
however, the questions that remain are: how do we respond
to these identified gaps? And how should it be delivered?

The gap in information, knowledge, and skills iden-
tified by women points to a need to integrate supportive
care practices throughout the antenatal care pathway,
such as continuity models of care, resources for shared
decision-making, and woman-centered physiological ap-
proaches to birth into institutional care, without apply-
ing the burden of implementation onto women.** This is
broader than simply expanding CBE classes and implies
improved decision-making processes at every level of
care, with integration of evidence-based information from
all care providers in a coherent and consistent manner.
If women do not understand their choices or are coerced
into complying with hospital practices,” it will limit their
agency and ability to participate in decision-making and
provide informed consent. The responsibility for positive
healthcare requires a re-orientation of a hospital's focus
to a positive experience, not just delivery of medical inter-
ventions or the avoidance of adverse events.

The use of CBE strategies, supported by information
provided at every level of antenatal care provision, using
tools such as infographics, decision aids, and birth plans,
to understand common procedures and options for care
could be beneficial in creating some standardization for
shared decision-making and consenting processes.>**’
Addressing the fragmentation of information and re-
sponsibility for care is an important consideration when
understanding gaps in women's knowledge, and it is in-
cumbent upon institutions to support woman-centered
care at every level of policy and practice. ACOG has
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provided clear and unambiguous information on insti-
tutionally based practices that support woman-centered
care with the aim of reducing unnecessary intervention
rates in birth.>>*® This underscores the role of institu-
tions in structuring information and policy to deliver
more salutogenic outcomes, without placing the burden
of responsibility on women.*’

5.1 | How should the information be
delivered?

This analysis points to pathways for delivery of information
and promotion of agency for women at birth via compre-
hensive evidence-based CBE programs.”*’ Standardization
of CBE content requires integration of CBE practices into
routine care and institutional policies within the hospital
setting.41 However, the tension between what women think
will happen from information provided in CBE and what oc-
curs in the hospital and the early postpartum period needs
to be addressed, including understanding the impact of hos-
pital unit management and care delivery on outcomes and
experiences for women.** While CBE remains disconnected
from routine antenatal care, it is unlikely that this tension
will be resolved. As discussed in our previous research,®®
these findings have implications for routine antenatal care
and point to systems-level integration of CBE practices
into routine antenatal care, supported by management and
evidence-based policies and guidelines.

In this study, several important factors were shown to
influence women's responses, such as low social support
and scheduled induction of labor.* Identification of these
factors in the antenatal period is entirely feasible. By tar-
geting provision of integrated CBE and continuity of care
practices, care providers can effectively support this group
of women. CBE classes also provide the opportunity to
create supportive social networks as one of the stated aims
of CBE programs.*** Recommendations for what can be
included according to women's voices in the study have
been summarized in Box 1.

The capacity for CBE to provide evidence-based in-
formation and supportive practices for pregnancy, birth,
and the postpartum period is evident.” However, without
integration into the hospital system, practicing shared
decision-making, and having respectful care of women at
the core, CBE will only address part of these issues.’

6 | STRENGTHS AND
LIMITATIONS

While this study reports on data that are more than 10 years
old, the information is highly relevant, and supported by

B\ ey

BOX1 Areas that CBE should cover
include.

1. Normal physiology of pregnancy and
childbirth.*”*

2. Managing normal birth with a variety of phar-
macological and non-pharmacological methods,
which are included and demonstrated during
classes, to support labour.”#*4¢

3. Explanation of common interventions and ex-
pectations of hospital care, risks and benefits, and
evidence-based care.*>***

4. Shared decision-making—care options and
hospital procedures (autonomy).***’

5. Promotion of initiation and duration of breast-
feeding to enhance bonding and normal physi-
ological processes for the postnatal period.**

6. Postnatal—caring for baby and me, and
strengthening social support among participants
for postnatal support.**>>!

Recommendations: Public resources that may
assist health professionals and parents

1. CAPEA—resources and competency stand-
ards—https://capea.org.au/

2. Childbirth Connection—http://www.child
birthconnection.org/

3.Lamaze—Healthy = Birth  Practices and
Competencies—-https://www.lamaze.org/

4.Evidence-Based Birth—https://evidenceba
sedbirth.com/

emerging research on birth trauma and obstetric violence.
Over the past 10years, while research on CBE approaches
has demonstrated effectiveness in various outcomes, these
practices have not been widely adopted by hospital-based
classes, nor integrated into hospital policies and guide-
lines. Additionally, women in this study tended to be
well-educated, privately insured, and from a Caucasian
background, which limits generalizability, but may also
indicate areas of need, not apparent previously, as the re-
spondents were drawn from a large state-wide cohort.

7 | SUMMARY

Promoting comprehensive CBE can strengthen social
support networks and inform women about physiological
birth and common interventions. However, identifying
risk factors, such as low social support and scheduled in-
duction of labor, before birth is crucial. Policy and practice
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changes should prioritize improving women's birthing
experiences by enhancing access to affordable, evidence-
based care, and postnatal services. This includes address-
ing contributing factors at hospital, clinician, and patient
levels, engaging women in shared decision-making, and
ensuring clear consenting practices. To support these out-
comes, CBE must be woman centered, evidence based,
and integrated into hospital policies at all levels for effec-
tive implementation.
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