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a b s t r a c t 

Objective: To explore aspects of intrapartum care that were importanrt for primiparous women who had 

given birth in large obstetric units in Norway. 

Methods: We used data from the Babies Born Better (B3) survey, version 1, which is an international, 

web-based qualitative survey. We performed a reflexive, thematic analysis of the responses to two ques- 

tions about descriptions of aspects of positive care and areas of care requiring improvement during the 

intrapartum period. The responders could give up to three responses to each question and there were no 

word limits. 

Results: In all, 677 first time mothers who gave birth at the five largest specialised obstetric units in 

Norway during 2014–2015 were included in the study. The thematic analysis of the 2 205 responses 

resulted in three final themes: ‘Communication and positive interactions with the caregivers’, ‘Autonomy 

and active involvement in the labour process’, and ‘Safety, competence and quality of labour care’. 

Conclusion: For women who give birth for the first time in specialised obstetric units both relational as- 

pect such as communication and respect, and environmental aspects such as facilities, are of importance. 

First-time mothers might be particularly vulnerable to absence of positive interactions with caregivers 

because they lack the resources former birthing experience can give. It is essential to give unexperienced 

birthing women special attention during childbirth because the first birth may influence decisions in fol- 

lowing pregnancies. 

© 2023 The Author(s). Published by Elsevier Ltd. 

This is an open access article under the CC BY license ( http://creativecommons.org/licenses/by/4.0/ ) 
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In high-income countries, many women give birth in large spe- 

ialised obstetric units. Ideally, women should have the opportu- 

ity to choose where to give birth ( National Institute for Health 

nd Care Excellence, 2014 ; World Health Organization, 2018 ). How- 

ver, this might not be possible for several reasons, such as the dis- 

ance between the place of living and possible options for place of 

irth, a lack of midwives or obstetricians, the woman’s risk sta- 

us and/or the need for first-line management of complications 

 Renfrew et al., 2014 ). 
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The WHO recommends providing the same standard of mater- 

ity care for all women regardless of place of birth. This comprises 

espectful care, effective communication, continuity of care and 

hat women can bring a companion of their choice during child- 

irth ( World Health Organization, 2018 ). Furthermore, the WHO 

mphasises the importance of all women having a positive birth 

xperience ( Oladapo et al., 2018 ; World Health Organization, 2018 ). 

nternational research studies have found that the aspects of care 

hat women perceive as important during childbirth are: being 

ble to give birth in a safe environment with the support of the 

irth partner, and competent, friendly health care providers and 

eing actively involved in the various decision-making processes 

 Downe et al., 2018 ). National research shows that regardless of 

lace of birth and parity, women in Norway emphasise compas- 

ionate and respectful care with a family focus, and having a 

ense of continuity, consistency and security throughout childbirth 

 Vedeler et al., 2021 ). 
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Giving birth, particularly for the first time, is one of the most 

ignificant events in a woman’s life. Therefore going into labour for 

he first time can be seen as a balancing act in an unknown terri- 

ory, both in relation to the personal experience of the first labour 

nd encountering the maternity care system ( Eri et al., 2015 ). The 

xperiences of labour and birth may contribute to how first time 

others develop good self-esteem, positive feelings for the baby 

nd adjustment to the motherhood role ( Parratt, 2002 ). During 

abour and birth, first time mothers in particular appreciate be- 

ng confirmed and seen as unique individuals ( Nilsson et al., 2013 ). 

 negative first birth experience might be associated with fear of 

hildbirth in subsequent pregnancies ( Størksen et al., 2013 ) and 

s also associated with postponing the next pregnancy or decid- 

ng not to have more children ( Gottvall and Waldenstrom, 2002 ). 

 safe environment contributed to a sense of trust and emotional 

trength, which were positive factors promoting a normal birth and 

 positive first birth experience in a large specialised obstetric unit 

 Aune et al., 2015 ). The optimal approach in maternity care should 

e to focus on promoting health and well-being. A positive birth 

xperience may have a health-promoting and empowering effect 

n women’s health ( Meier Magistretti et al., 2016 ). 

In all labour and birth settings, there is a need to understand 

revention of complications, how to promote physiological birth, 

o strengthen women’s own capabilities and enhance positive well- 

eing for mothers and new-borns in the short and long term 

 Kennedy et al., 2018 ). Specialised obstetric units have birthing 

ooms equipped with all necessary medico-technical devices, these 

etting are shown to influence both the birthing woman, her com- 

anion and the health professionals ( Shah and Setola, 2018 ). An 

ver-medicalised environment might be unfamiliar to the first 

ime mother and may distract the women when giving birth 

 Hanson et al., 2001 ). On the contrary, a sense of familiarity may

ave a positive impact on feelings of control, ownership of space 

nd nest building behaviours of birthing women ( Mondy et al., 

016 ). The aim of this analysis of Babies Born Better (B3) data 

as to explore aspects of intrapartum care that were important for 

rimiparous women who had given birth in large obstetric units. 

aterials and methods 

aternity services in Norway 

In 2020, approximately 53,0 0 0 births took place in Norway 

 Norwegian Institute of Public Health, 2021 ). Intrapartum care 

s free of charge at point of delivery and is organised at three 

evels: specialised obstetric units, obstetric units, and midwifery 

nits (alongside or freestanding) ( Norwegian Institute of Public 

ealth, 2021 ). Due to geography and demography, the population 

s widely scattered, and maternity services are characterised as 

entralised or decentralised. Therefore, many women do not ac- 

ually have a real free choice regarding the place of birth. Most 

reas offer only one unit, so place of birth will depend on resi- 

ency. However, in the four largest cities, there is one alongside 

idwifery unit in addition to the specialised obstetric unit. The 

ption to give birth in the midwifery unit is dependant on risk sta- 

us and capacity on admittance. In the most populated area around 

he capital women have the opportunity to choose amongst several 

pecialised obstetric units and obstetric units. 

During the study period, there were 47 birth units in total in 

orway, amongst them 17 specialised obstetric units. This level has 

bstetric, anaesthetic and paediatric expertise; however, they of- 

er care for women with all risk statuses. The units vary consid- 

rably in size, however the five largest specialised obstetric units 

ave more than 30 0 0 births annually and more than 40% of all

omen in Norway give birth in these five units ( Norwegian Insti- 

ute of Public Health, 2021 ). In 2021, the national caesarean sec- 
2 
ion rate was 16%, the induction rate 29%, and the epidural rate 

7% ( Norwegian Institute of Public Health, 2022 ). Maternal mortal- 

ty rate 2.9% ( Diguisto et al., 2022 ) and perinatal mortality rates 

,3% ( Norwegian Institute of Public Health, 2022 ) are amongst the 

owest in the world. 

ata collection 

he Babies Born Better (B3) survey 

To describe what women view as important aspects of care, 

e used data from the B3 Survey, version 1. The B3 Survey is a 

eb-based questionnaire designed to identify factors that under- 

in women’s views and experiences of maternity care across Eu- 

ope. The B3 Survey is developed based on a salutogenic perspec- 

ive, which first and foremost explore positive aspects of care and 

ventually what women suggest being changed in the care. The 

3 Survey was developed within the framework of the EU COST 

ction ‘Childbirth Cultures, Concerns and Consequences’ (IS0907) 

nd continued in Action ‘Building Intrapartum Research Through 

ealth’ (IS 1405). Data has been collected in three waves between 

014 and 2022. In the first version, the survey is translated into 

2 languages, further on, it has been translated into 25 languages. 

t was launched through social media, mainly through Facebook, 

here the link was spread to relevant groups. 

The first section of the questionnaire requires fixed responses 

elated to demographic and clinical factors. The main sections in- 

ite open responses, designed to elicit women’s views of posi- 

ive aspects and suggestions for change after their experience of 

are. The answers to the following open-ended questions in the 

urvey provided data for the current study: 

• What were the three best things about the care you received 

there [in the place you gave birth]? (Best Care/BC) 

• If you had the power to make three changes in the care you 

received [in the place you gave birth], what would the changes 

be? (Care Improvement/CI) 

The survey can be found in the supplementary files. 

The women were asked to give up to three responses to each 

f the two questions; accordingly, the number of units of analysis 

as higher than the number of respondents. There were no word 

imits in the free text boxes, so the responses varied from only one 

ord to longer accounts. 

ampling 

All primiparous respondents who had given birth in Norway 

rom 1.1.2014 - 31.12.2015 in a specialised obstetric unit with more 

han 30 0 0 births each year, regardless of risk status or complica- 

ions, and who had given at least one response to one of the two 

pen-ended questions mentioned above were eligible for inclusion 

n this study. We excluded five women who had answered the sur- 

ey in a language other than Norwegian, Swedish, Danish or En- 

lish (see flowchart, Fig. 1 ). 

rocedure for analysis 

We formed two datasets in preparation for the analysis corre- 

ponding to the two open-ended questions, to prepare for a ‘two- 

ided’ analysis. Our assumption was that we could reach a more 

omprehensive understanding of what women perceive as impor- 

ant aspects of care by analysing the two questions of ‘best care’ 

nd ‘care improvements’ independently. We believe that together 

he two questions could give overall information and insight on 

hat women view as important aspects of care. The two datasets 

ere approached separately by two different teams, facilitated by 

he first and last author, until we reached the final step of the anal- 

sis. We performed reflexive thematic analysis inspired by Clarke 

nd Braun ( Braun et al., 2019 ). Initially, the entire dataset was 
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Fig. 1. Flowchart of sampling, responders and number of responses. 
∗SOU = Specialised obstetric unit. 
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ead through several times to develop a good sense of the content. 

n the next step, meaning units relevant to the research question 

ere identified and coded. The codes were thereafter organised 

nto sub-themes and subsequently into preliminary themes for the 

wo datasets separately. We developed three preliminary themes 

elating to the question ‘What were the three best things about the 

are you receive’, and four preliminary themes relating to the ques- 

ion ‘If you had the power to make three changes in the care you 

eceived, what would the changes be’. In the final step of the anal- 

sis the seven preliminary themes comprising both ‘best care’ and 

care improvements’ formed the three final themes which were or- 

anised into a coherent account representing the entire dataset. 

esearch ethics 

Ethics approval for the B3 survey study was granted by the 

thics Committee of the University of Central Lancashire (UCLAN) 

n the UK (Ethics Committee BuSH 222). In the present study, we 

sed an anonymised dataset. The study was approved by the Nor- 

egian Data Inspectorate (NSD) (ref: 60,547/3/HJ/RH). 

esults 

In all, 677 first-time mothers who gave birth at the five largest 

pecialised obstetric units in Norway during 2014 and 2015 were 

ncluded in the study, mean age was 29 years. Altogether 2205 

esponses were analysed; 1564 responses to the question ‘What 

ere the three best things about the care you received’, and 

59 responses from to the question ‘If you had the power to 

ake three changes in the care you received, what would the 

hanges be’ ( Fig. 1 ). The thematic analysis resulted in seven pre- 

iminary themes and three final themes ( Table 1 ). The content of 

ach theme is presented with original quotes from the responding 

omen identified by: a letter (A, B, C, D, E) referring to the five
3 
nits/BC (best care) or CI (care improvements)/anonymous respon- 

ent id. 

heme 1: Communication and positive interactions with the 

aregivers 

Good and person-centred communication and positive inter- 

ctions with friendly caregivers were very important aspects of 

are for the women. Communication customised to each individ- 

al woman throughout the course of labour seemed to comprise 

hree intertwined elements: information, explanations, and guid- 

nce. The information element was related to having knowledge 

bout the different options available during labour and birth—for 

xample, when it came to pain relief. It was important that the 

idwife informed them extensively about different alternatives 

rom which they could choose, and which option would best suit 

he individual situation. In particular, the importance of informa- 

ion on first contact with the maternity unit was mentioned. A 

espondent who lacked information described: ‘ Upon entry, we re- 

eived little information and were left to ourselves. I felt stupid and 

lone, and lost faith that I would be able to carry out the birth ’

B/CI/547). 

The respondents also pointed to the need for explanations 

long the way; they wanted to be constantly told what was going 

n. First, they wanted explanations all the way regarding what was 

appening, why things happened to them, what was going to hap- 

en next and what to anticipate further along. It was emphasised 

hat they needed to know about the condition of the baby during 

irth, as this woman wrote: ‘ I wanted a better explanation of the risk 

o the baby when the heart rate dropped’ (C/CI/623). Women who 

ad a breech birth, a caesarean section, or other types of compli- 

ations wanted more clarifications about the process and the pro- 

edure along the way. It was evident that guidance and counselling 

rom the midwife was an important part of care during labour 
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Table 1 

. Preliminary and final themes. 

Preliminary themes Final themes 

Information and positive interactions helped me to manage labour (BC) a Communication and positive interactions with the caregivers 

I needed a good and understandable dialogue (CI) b 

I wanted to feel informed and receive advice and guidance (CI) 

I was seen and heard as a special person (BC) Autonomy and active involvement in the labour process 

A desire to be recognised as an active participant in my own birth (CI) 

The health care personnel and the environment provided security in an unknown situation (BC) Safety, competence, and quality of labour care 

A wish for personalised facilities in the ward (CI) 

a BC: “What were the three best things about the care you received”. 
b CI: “If you had the power to make three changes in the care you received, what would the changes be”. 
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nd birth. This included guidance related to, for example, breath- 

ng techniques, pushing, and birthing positions. One woman de- 

cribed the following as the best part of care: ‘ The midwife guided 

e in relation to positions I could try out throughout the birth. I 

ad no idea what opportunities and what to try ’ (D/BC/391). Another 

oman explained what she would have wanted to change: ‘ Better 

uidance from the midwife in how to deal with pain ’ (D/CI/442). The 

eed for a present and available midwife was intertwined with the 

eed for information, explanations and guidance throughout the 

ourse of labour. Some respondents had experienced a feeling of 

eing left to themselves, and they had wanted the midwife to stop 

y more often to provide them with the information they needed. 

ne woman noted, ‘ More help at the start, more guidance to deal 

ith pain, was left to myself ’ (A/CI/436). 

The manner and attitude of the midwife were important for a 

ood relationship and for building trust with the woman and the 

ouple as a whole. This relates to how the midwives and other 

rofessionals appeared in front of the woman and how they ap- 

roached her and her partner. A perception of an arrogant and in- 

ensitive midwife could lead to a poor relationship and a lack of 

rust from the woman: ‘ The midwife pulled off my duvet in the mid- 

le of a contraction ’ (B/CI/533). On the other hand, if the profes- 

ionals were perceived as having a friendly, helpful, and positive 

ttitude, trust was built, and positive interactions occurred. Many 

omen pointed particularly to a friendly, nice and accommodating 

idwife as the best part of their care. Because the attendance of 

he partner was important for the women, they appreciated that 

he partner was also approached and taken care of in the same 

anner. 

As such, positive interactions with the caregivers were 

rounded in good dialogue and respectful communication, which 

as built on mutual trust. One woman stated, ‘ The midwives were 

o skilled and built such a good trust that I let go of control. We knew

xactly what roles we had and the trust helped create a good collab- 

ration. It was a dream birth ’ (A/BC/244). Furthermore, they appre- 

iated that the staff expressed that they believed in the woman’s 

bility to give birth and that they had faith in the woman. Faith 

as expressed by cheering, encouragement and motivation during 

he labour and birth process, and a feeling that the midwives were 

edicated to this unique moment and this special birth. Positive 

eelings also came to the fore if the midwife showed compassion 

hrough her actions and appearance. A cold cloth in the forehead, 

omfort or a hug, stimulated trust and positive interactions be- 

ween the health care personnel and the birthing woman: ‘I felt 

hey talked to me and gave encouraging words they gave support so I 

ould manage the birth. There were smiles and kindness’ (D/BC/441). 

Furthermore, midwives who were able to create a calm and 

nhurried environment by virtue of their appearance stimulated 

ositive interactions with the women and their partners. Women 

escribed how they appreciated that the professionals appeared 

alm, were patient and did not rush the progress of labour: ‘The 

idwife was with me almost the whole time and was very motivat- 

ng, I got time to let my body give birth’ (B/BC/431). They felt that 
m

4

uch an environment stimulated a feeling of peace and time for 

he body to give birth: ‘ No stress, they didn’t have to check every- 

hing 100 times ’ (D/BC/250). The women also appreciated the feel- 

ng that the staff enjoyed their work, which led to a good and 

elaxing atmosphere and prompted positive interactions. However, 

f the women felt that there was a hindrance to the relationship, 

he dialogues were stalled or without trust. This could happen, for 

xample, if the midwife did not speak the same language as the 

other and the two did not understand each other fully. This could 

ead to poor communication, misunderstandings, and a lack of pos- 

tive interactions. 

heme 2: Autonomy and active involvement in the labour process 

A very positive element of care during childbirth was whether 

he woman’s wishes and preferences were considered, which in- 

luded being asked about expectations and hopes for the forth- 

oming birth. If so, the woman felt respected and taken seriously. 

his led to a feeling of autonomy and receiving full attention from 

n engaged midwife. On the contrary, the women reported feel- 

ngs of vulnerability and sadness if they were not believed or asked 

bout their preferences. The decision and timing of admittance in 

he early or latent phase of labour were pointed out as an area 

n which the women wanted to be more involved. They felt that 

hey had very little influence on the situation and no power to 

hange the decision if they were denied admittance. This refers to 

oth telephone contact prior to admittance and women approach- 

ng the labour ward directly and wanting to be admitted. The feel- 

ng of not being believed made the lack of autonomy even worse. 

wo women noted the following aspects they would have wanted 

o change: ‘ I wished they had confidence in me when I said my wa-

er had broken ’ (D/CI/281) and ‘ As a first-time mother, I should have 

een taken seriously in telephone contact ’ (A/CI/176). 

Some women brought a birth plan to state their wishes for 

abour and birth and felt bad if this was ignored by the midwife. 

n the other hand, when the plan was acknowledged, it led to 

eelings of being seen as an individual and having influence on and 

eing involved in decisions concerning their own labour process. 

ne woman noted as the best part of the care: ‘I was heard regard- 

ng my wishes and needs and the midwives went to great lengths to 

et it the way I wanted ’ (B/BC/525). 

The feeling of being an active participant during the process 

f labour and birth was an important aspect of care. This meant, 

mongst others, being involved in decisions regarding themselves 

nd the baby, especially decisions about interventions and pain re- 

ief methods. Some women felt overlooked and ignored and stated 

hat both midwives and doctors spoke in a language that was over 

heir heads and that they were not involved in what was happen- 

ng. They wanted to be included in the discussions before an inter- 

ention and influence the decisions made. Some women reported 

hat they were neither asked nor informed prior to procedures per- 

ormed by the health care personnel: ‘ The midwife did not inform 

e before she performed the episiotomy ’ (C/CI/671). To have pain re- 
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ief when they asked for it was an important aspects of autonomy 

or the respondents. They felt that they sometimes had to wait too 

ar out in the course of labour and would have wanted pain relief 

arlier and been respected for their wishes and needs concerning 

his matter. 

heme 3: Safety, competence, and quality of labour care 

Both the care providers and the facilities in the women’s en- 

ironment were mediators for providing a sense of security in 

he new situation when giving birth for the first time. Safety was 

 very important issue for the women and was expressed in dif- 

erent ways. Amongst others, safety was described as a feeling of 

 being in safe hands ’. It seems that the knowledge and expertise 

f the professionals were crucial for feeling safe in the situation, 

nd the women needed to have confidence that the care providers 

ere skilled. One woman replied: ‘ The midwife appeared compe- 

ent, which gave me a sense of security ’ (C/BC/583). The compe- 

ence of the professionals was also described in more concrete 

erms: the power to act if needed, good routines, foetal monitoring, 

nd the management of emergency situations. One woman wrote: 

 Quick decision of midwife and paediatrician when the baby got a low 

ulse … (E/BC/19). Another participant describe: ‘ The midwife and 

bstetrician were confident and determined in their assessments and 

ecisions ’ (D/BC/448). On the other hand, if the midwife was per- 

eived as inexperienced, it could lead to a feeling of not being in 

afe hands. 

The respondents called for continuity of caregivers as part of 

he quality of care and found it very challenging and demand- 

ng to interact with many different midwives and other care 

roviders. For some women, changing the midwife during birth 

ead to a feeling of being on an ‘assembly line’. One woman 

rote: ‘ I got a lot of contradictory messages, probably because 

f the new shift ’ (E/CI/101). Another woman responded, ‘ I’d have 

anted fewer people present during the last part of my birth, many 

eople to deal with ’ (B/CI/389). In addition, it was crucial not to 

ave a new midwife at very demanding parts of labour: ‘ Don’t 

hange the midwife at just 15 min left of birth ’ (B/CI/389). 

The physical birth environments and the facilities offered were 

onnected to both the feeling of safety and how the women per- 

eived the quality of care. For some women, the fact that they 

ere in a hospital with specialised medical staff and all tech- 

ological equipment available, made them feel safe. They be- 

ieved that whatever happened during labour and birth, the hos- 

ital had the professionals and equipment needed to solve any sit- 

ation. As one woman pointed out: ‘[The best part of care] was the 

edical equipment and the knowledge and competence to follow the 

aby’s condition ’ (E/BC/203). 

As part of quality in care, a wide range of facilities were called 

or. These include access for all women to various options of pain 

elief: nitrous oxide, epidurals, acupuncture, and different options 

hoices of ‘alternative’ pain relief: ‘I’d have wanted better availability 

f aids such as e.g. highchair, yoga ball and bathtub’ (A/CI/507). Fur- 

hermore, a central quality matter was the capacity of the rooms 

nd staff in the maternity ward. The women described the expe- 

ience of a crowded unit as a shortage. Some women recounted 

 long waiting period in the hallway despite painful contrac- 

ions. A nice birthing room equipped with a private bathroom was 

ointed out as very positive and was likewise missed when not of- 

ered. The quality and amount of equipment in the rooms were 

f importance—for example, the bed, the towels, and available 

ardware. The women also appreciated a room which offered a 

ranquil and relaxing atmosphere with less clinical surroundings, 

hich could be achieved with music and softer lighting : ‘I would 

ave changed the lighting, it was so bright it cut into my eyes’ 

B/CI/488). 
5 
iscussion 

This analysis of Babies Born Better (B3) data yielded three 

hemes which encompass important aspects of intrapartum care 

or primiparous women who have given birth in large obstetric 

nits in Norway: Communication and positive interactions with 

he caregivers, autonomy and active involvement in the labour pro- 

ess and safety, competence and quality of labour care. 

An experience of good communication during the labour and 

irth process was important for women who gave birth for the 

rst time in specialised obstetric units in Norway. The women 

dentified three dimensions of communication: information about 

vailable options, for example, pain relief; continuous explanations 

bout what was going on; and guidance on how to follow the 

abour process in the best possible way. Midwives are the main 

roviders of maternity and labour care, and communication is a 

rucial part of professional support during childbirth. The results 

how that it is important to be aware of the intertwined dimen- 

ions and thus customise them to the needs of individual women. 

t is likely that nulliparous women have extra needs when it comes 

o information, explanations, and guidance during the birth pro- 

ess ( Dahlberg and Aune, 2013 ; Dahlen et al., 2010a ; Nilsson et al.,

013 ). Furthermore, the women included in this study gave birth 

n specialised obstetric units, where the care providers were un- 

nown to them because there was no continuity from pregnancy 

are to labour care. It is likely that other models of care may bet- 

er meet women’s needs regarding person-centred care, including 

nformation, explanations, and guidance during labour. Extensive 

esearch has shown that models based on continuity respond bet- 

er to women’s needs and make women more satisfied with their 

abour and birth experiences ( Perriman et al., 2018 ; Sandall et al., 

016 ). 

The findings show that respectful communication is an inte- 

rated part of the experience of positive interactions with friendly 

aregivers, along with a feeling of mutual trust, a positive and 

elpful attitude, and an experience of being seen as a unique per- 

on. For many women in the study, this was mentioned as the 

est part of the care they received. These results resonate with the 

rowing body of knowledge about what matters to women during 

hildbirth ( Downe et al., 2018 ; Vedeler et al., 2021 ) and, specif-

cally, what women perceive as respectful ( Shakibazadeh et al., 

018 ) and compassionate care ( Vedeler et al., 2021 ). The idea that 

ompassion is part of quality midwifery care is relatively new in 

he literature, but over the last decade, compassion has appeared 

n maternity care documents ( Renfrew et al., 2014 ; World Health 

rganization, 2016 ). It is still not clear what compassionate mid- 

ifery care should entail ( Ménage et al., 2017 ); however, emerg- 

ng evidence suggests the following characteristics: to make mean- 

ngful connections with women, to initiate individualised under- 

tanding of each woman and to act through care and support 

 Krausé et al., 2020 ). In the current study, as in another Norwe- 

ian study ( Vedeler et al., 2021 ), women pointed to actions per- 

ormed by the midwife which led to feelings of receiving compas- 

ionate care. Menage et al. (2020) showed that birthing women ex- 

erience compassionate interactions with midwives as human and 

rofessional, entailing, amongst others, an available midwife who 

s tuned in to the needs of the individual woman and who provides 

ommunication and touch. There is a need for more knowledge on 

ow women in labour experience compassionate care. 

Autonomy and active involvement throughout the course of 

abour were important areas of care for nulliparous women in spe- 

ialised obstetric units. This finding is echoed in other research 

n what women value during childbirth ( Downe et al., 2018 ) and 

s pointed out as an important part of respectful maternity care 

 Shakibazadeh et al., 2018 ). We might take for granted that women 

iving birth in high-income countries, such as Norway, are cared 
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or with respect and that they are involved in decisions related to 

are during labour and birth. However, women in this study re- 

orted feelings of not being believed when presenting their own 

igns and symptoms of labour and felt that they had little influ- 

nce over the decision of admittance to the labour ward. We can 

ssume that this is an area of care that it is especially important 

or first-time mothers to feel they can influence ( Eri et al., 2015 ). 

The findings of our study show that for the women, a sense of 

ecurity to a high degree connected to the skills and competencies 

f the health care professionals. Karlström et al. (2015) reported 

hat feeling safe and secure was an essential part of women’s 

ositive birth experience. Vedeler (2021) showed that although 

omen used the same terms linguistically, they referred to differ- 

nt meanings regarding what made them feel safe: medical, emo- 

ional, and relational safety. A sense of security is a basic need in 

hildbirth and is influenced by both internal and external factors. 

 recent review ( Werner-Bierwisch et al., 2018 ) proposed that a 

irthing woman’s internal factors can be summarized into the fol- 

owing groups: emotional states, knowledge and experiences and 

he health status of the mother and child, and that the external 

actors consist of attributes and acts of supporting persons, set- 

ing and options of maternity care. The women included in our 

tudy were explicit about how midwives and doctors who ap- 

eared skilled and competent through their actions and decisions 

ed to feelings of ‘being in safe hands’. It seems that women’s sense 

f security in this study was more influenced by external than in- 

ernal factors—the skills, competencies and actions of the profes- 

ionals and the availability of all necessary medical equipment. A 

ossible explanation is that the women included in our study gave 

irth for the first time, which implies that they are ‘novices’ in 

he field. Dahlen et al. (2010a ; 2010b ) showed that women without 

arlier experience of childbirth have a shared experience of ‘react- 

ng to the unknown’. It is reasonable that external factors play a 

ore important role than internal factors for women without any 

arlier experience, because external factors are not dependant on 

he self to the same degree. The birth setting could also have in- 

uenced the participants’ sense of security in our study because 

he medical environment of specialised obstetric unit is a foreign 

lace for first-time mothers. We assume that known surroundings, 

r at least an environment with a peaceful and tolerant atmo- 

phere, could have the potential to activate internal factors in first- 

ime mothers to a greater extent ( Nilsson et al., 2013 ). However, 

he association between the internal and external factors and the 

ense of security, as well as the impact of the different factors on 

he birthing experience, remains unclear ( Werner-Bierwisch et al., 

018 ). 

Our study shows that factors related to the birth environment 

nd facilities matter to nulliparous women who give birth in spe- 

ialised obstetric units. These factors include a relaxing atmo- 

phere, comfortable beds and available sanitary equipment in a 

rivate room. These wishes may be motivated not only by prac- 

ical reasons but also by women’s physical and emotional needs, 

xpressed by the environment, as shown by Goldkuhl et al. (2021) . 

he authors explored the influence and meaning of the birth 

nvironment for nulliparous women at a hospital-based labour 

ard and pointed to examples of how the space, furniture and 

quipment facilitated movement, privacy and relaxation during 

abour and birth ( Goldkuhl et al., 2021 ). Furthermore, factors such 

s colours, lighting, music, and temperature influence birthing 

omen ( Shah and Setola, 2018 ). These factors may contribute to 

ormal progress in labour, as discussed above, providing balance 

etween the internal and external factors ( Olza et al., 2020 ), a 

ositive birth experience and well-being for the woman and her 

artner. Environmental factors should contribute to stress reduc- 

ion and relaxation to increase the release of oxytocin ( Olza et al., 

020 ). 
6 
In specialised obstetric units, it is likely that the birth envi- 

onment and facilities are technocratic, and that medical equip- 

ent is available and visible to the women. Some women in this 

tudy valued the technocratic environment, which might be un- 

erstood as one of the external factors leading to a sense of secu- 

ity for first-time mothers ( Werner-Bierwisch et al., 2018 ). Accord- 

ng to Shah and Setola (2018) , the birthplace expresses the philos- 

phy of childbirth. The relationship and interaction between the 

irthing woman, her companion and the midwife or other profes- 

ionals involved in the care may be influenced by the environment 

nd the facilities in the ward, which again may influence the ac- 

ual care ( Goldkuhl et al., 2021 ; Healy et al., 2017 ). A technocratic

nvironment may lead to more medicalised labour care ( Shah and 

etola, 2018 ). It is probably pertinent to ensure that women who 

ive birth for the first time have an environment that is optimal 

or meeting their emotional and relational needs, to feel a sense 

f security and to facilitate the progress of labour. More research 

s required to evaluate the implications of the birthing room en- 

ironment for birthing women ( Nilsson et al., 2020 ), to create the 

ptimal environment and atmosphere and to balance the nature of 

iving birth. 

trengths and limitations of the study 

The B3 survey contains several open-ended questions, of which 

wo questions relating to the best part of care and what women 

ould have liked to change formed the data for this study. The 

nline qualitative survey is a flexible method that provides the 

otential to capture a diversity of perspectives and experiences 

 Braun et al., 2021 ). The fact that the response options were truly 

pen-ended and without word limitations allowed for the partici- 

ants to provide responses that were important to them and not 

redetermined by the researchers. We performed a “two-sided”

nalysis of women’s responses, which we believe have contributed 

o robust and comprehensive results. It is likely that important 

spects of care during labour and birth are shaped by highlight- 

ng both positive and challenging experiences. Another strength of 

he study is its sample size, which offered substantial and nu- 

nced data material with the potential for maximum variation 

 Braun et al., 2021 ). 

On the other hand, online survey studies may have some 

ethodological limitations, such as self-selection bias and response 

ias ( Polit and Beck, 2017 ), which may have contributed to a sam- 

le of women used to express themselves on social media, exclud- 

ng some aspects of care important for specific and marginalised 

roups. In this study we restricted by language, however only five 

esponders were excluded. 

Another weakness might be the lack of more detailed sociode- 

ographic and obstetric information from the respondents. For ex- 

mple, information about employment status and education, as 

ell as information concerning complications or interventions dur- 

ng labour and birth, could have permitted a more nuanced analy- 

is of the results. 

onclusions 

For women who give birth for the first time in large specialised 

bstetric units, both relational aspects such as communication and 

espect and environmental aspects such as facilities are important. 

ulliparous women might be particularly vulnerable to the ab- 

ence of positive interactions with caregivers because they lack the 

esources former birthing experience can provide. It is essential to 

ive inexperienced birthing women special attention during child- 

irth because the first birth may influence decisions in following 

regnancies. 
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