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1 | INTRODUCTION

A woman's autonomy in decision-making about her own
health and the health of her (unborn) baby is considered
an essential part of quality maternity care.'” The World
Health Organization's recommendations for respectful
maternity care underline the importance of a person's au-
tonomy in making decisions and choices about procedures
in the perinatal period, including when complications
occur or when medical interventions are necessary.*

Many women desire autonomy in decision-making
during this important period of their lives and wish to take
responsibility for their own health and well-being and that
of their baby.””” Women who are actively involved in the
decision-making process experience a higher sense of
control and are more positive about their childbirth ex-
perience, regardless of the outcome.®® Lack of involve-
ment in the decision-making process may contribute to
a negative or even traumatic experience.m‘12 However,
not all women want to participate in decision-making to
the same degree.”*™'* Some find participation in decision-
making a heavy burden as it implies responsibility for
the choices and outcomes.'>'® Women's appreciation of
involvement in decision-making depends, in part, on the
trust they have in their care practitioner.'”*®

Shared decision-making is a collaborative process
where a clinician works together with a patient to reach
a decision about care.'” Autonomy in decision-making
refers to the result and describes a woman's experience
of making her final decision free from coercion.?**
Women's perceived autonomy is significantly influenced
by the nature of her interactions with care practitioners,22
and relationship building is important for creating a cli-
mate that is supportive of autonomy during consulta-
tions.”® Elements of personal treatment include such
aspects as open and respectful communication,* a trust-
ing relationship, shared decision-making”'*** and indi-
vidualized information sharing;** collectively have been
shown to affect women's perceived autonomy during
pregnancy and childbirth.

Maternal characteristics may also influence the extent
of perceived autonomy. Parity is associated with perceived
autonomy.** More ambiguous are the influences of race or
ethnicity on women's perceived autonomy.*>***> Two pre-
vious studies found no significant relationship between
income and perceived autonomy.’** Maternity-care-
related factors associated with perceived autonomy also
include mode and place of birth and onset of labor (e.g.
spontaneous or induced labor, and planned cesarean).
Previous studies found no association between prenatal
risk factors and perceived autonomy,**** suggesting that
personal treatment has a stronger effect than prenatal risk
on women's autonomy.**

Even though respect for women's autonomy is rec-
ommended as a norm in maternity care,>? it has proved
difficult to achieve. Several studies report that women
frequently experience a lack of control and limited choice
or influence in the decision-making process during preg-
nancy and childbirth.?”*® In an online campaign, initiated
by a Dutch consumer organization, which encouraged
women to share negative or traumatic experiences with
maternity care in The Netherlands, women frequently de-
scribed that they perceive pressure to accept certain inter-
ventions before or during childbirth.*

The organization of maternity care in The Netherlands
is quite unique among high-resource nations, as the
Dutch system offers women several options for care. For
example, home, birth center, and hospital are all options
for birth setting.30 However, to date, very little is known
about women's autonomy in their decision-making con-
versations with Dutch maternity care practitioners, in-
cluding the factors that contribute to women's positive
experience of the decision-making process. In this study,
we explore: (a) How women in The Netherlands perceive
their decision-making autonomy in conversations about
choices in pregnancy and childbirth with their midwife
and/or obstetrician, (b) the factors associated with wom-
en's perceived autonomy in conversations about care in
pregnancy and childbirth, and (c) whether, and if so, to
what extent, women feel pressure to agree to the use of
interventions.

2 | METHODS

We conducted a cross-sectional survey study of wom-
en's experiences during pregnancy, childbirth, and the
postpartum period (“StEM”—Stem en Ervaringen van
Moeders, [Voice and Experiences of Mothers]) in The
Netherlands. The survey asked about the preferences and
experiences of women who gave birth in The Netherlands
between February 2019 and February 2020.

2.1 | Setting and participants

There are three levels of maternity care in The Netherlands:
primary, secondary, and tertiary. Primary care is offered to
healthy women with uncomplicated pregnancies through
registered community midwives. When pathology is sus-
pected or complications occur, women are referred to
obstetrician-led care which is offered in secondary and
tertiary hospitals. In obstetrician-led care, a woman re-
ceives care from a hospital-based midwife or obstetric res-
ident, with an obstetrician having the final responsibility
for care.’!
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Women were invited to participate in the StEM study
through 83 midwifery practices and nine hospitals across
The Netherlands—a ratio that reflects the distribution of
practices and hospitals in The Netherlands—and via so-
cial media. Women were invited for participation in one of
three cohorts: (1) the early pregnancy cohort if they were
between 12 and 20 weeks pregnant, (2) the late pregnancy
cohort if they were more than 32weeks pregnant, and (3)
the childbirth cohort for those between 2 and 12months
after childbirth. Only women who were 18years or older
and were fluent in the Dutch language were included. We
excluded women who experienced a perinatal death or se-
vere neonatal morbidity. Women were able to complete the
survey either online, by post, or by means of a telephone
interview. If necessary, two reminders were sent: the first
after one week and the second after three weeks. Surveys
were distributed to 5118 women (2630 in one of the two
periods of pregnancy and 2488 during the postpartum pe-
riod). Before initiating the survey, all respondents signed
a written or electronic informed consent form, depending
on how they completed the survey. The Human Research
Ethics Committee of METC Z, Heerlen (registry number:
METCZ20180121) approved the study after review of the
research proposal, the information letter for participants,
the informed consent form, and the surveys.

2.2 | Instruments

We designed a self-administered questionnaire for each of
the three cohorts. The questionnaires included validated
instruments to measure women's perceived autonomy
and the quality of maternity care, questions about wom-
en's demographic characteristics, and, for the childbirth
cohort, questions about the outcomes of birth.

The main outcome of interest for this study was wom-
en's perceived autonomy in conversations with their mid-
wife and/or obstetrician, as measured with the validated
Dutch version of Mothers Autonomy in Decision-Making
(MADM) scale.® The MADM scale measures women's
perceived autonomy in decision-making as a single con-
struct.>® This scale consists of seven statements, and
answers were scored on a 6-point Likert scale from (1)
completely disagree to (6) completely agree. MADM scores
are the sum of the seven items (range 7-42). Higher scores
indicate higher levels of perceived autonomy. Women
scored the MADM scale separately for conversations with
midwives and obstetricians. For women in the two preg-
nancy cohorts, the MADM scale focused on decisions
during pregnancy; for women in the childbirth cohort, the
scale focused on decisions related to birth.

We also examined whether women felt pressure to
choose a specific place of birth or to agree to the use of
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certain interventions. We asked women: “Did you feel
pressure from any health professional to accept [interven-
tion]?” Women scored their perceived level of pressure for
each intervention on a 6-point Likert scale ranging from
(1) completely disagree to (6) completely agree. Women
could choose “does not apply” if the intervention did not
come up in conversations or during care.

We explored the relationship between women's expe-
rienced autonomy and their perception of personal treat-
ment and information provision as measured with the
Pregnancy Childbirth Questionnaire (PCQ). The PCQ mea-
sures the quality of maternity care in general and consists
of two scales, a pregnancy scale that measures two dimen-
sions: personal treatment (11 items) and educational infor-
mation (7 items) and a childbirth scale that measures the
dimension of personal treatment only (7 items).** Answers
range from (1) totally disagree to (5) totally agree, with
higher scores indicating higher quality of care. PCQ scores
are summing scores separate for the two dimensions of
the pregnancy scale, and the childbirth scale. We also col-
lected data of women's background characteristics, the
outcome of birth (e.g. place and mode of birth, referral
during childbirth, pharmacologic pain relief, induction,
and augmentation of labor).

2.3 | Statistical analyses

Results for categorical variables are presented as frequen-
cies and percentages, and results for continuous variables
are reported as means and standard deviations. Linear
regression was used to explore factors associated with
perceived autonomy in conversations with maternity care
practitioners. Due to the way Dutch maternity care is or-
ganized, women generally have separate conversations
with their midwife and obstetrician about their choices
and decisions. Therefore, we stratified two regression
analyses by practitioner type to prevent women being
listed as two different respondents to the study.

In our linear regression analyses, categorical variables
were recoded into dummy variables, and missing values
were designated “system missing” and excluded from
analysis. We report standardized coefficients in the re-
sults to facilitate comparison and the interpretation of ef-
fect size for variables expressed in different measurement
units.

As a result of an error in the questionnaire design,
women in both pregnancy cohorts were given the pos-
sibility to answer “not applicable” on three items of the
PCQ pregnancy subscale personal treatment, resulting
in missing data for 444 respondents. Therefore, we per-
formed sensitivity analyses. We did complete case lin-
ear regression analyses, excluding all participants who
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answered “not applicable” on the three items, followed
by analyses with item mean imputation, in which the
missing values were replaced by the mean of the avail-
able cases.

P values <.05 were considered statistically significant.
The data were analyzed using SPSS Statistics.

3 | RESULTS

In total, 3821 women returned the survey (2091 during
pregnancy and 1730 postpartum), resulting in a total re-
sponse rate of 74.7%. We excluded 327 incomplete sur-
veys from the final analysis. In total, 3494 women were
included in the analyses: 1922 (75.7%) during pregnancy
and 1572 (63.2%) during childbirth. A flowchart of the re-
sponses is available as Figure S1.

Table 1 shows the characteristics of the study popula-
tion. The last column uses data from the Dutch perina-
tal registry to offer a comparison of our sample with the
characteristics of the population of birthing women in
The Netherlands.** Compared with all pregnant women
in The Netherlands, our sample has slightly more women
with a high level of education, more women who gave
birth at home, and more women who had spontaneous
vaginal childbirth. The distribution of participants who
received midwife-led and obstetrician-led care during
pregnancy was comparable with the pregnant population
in The Netherlands.

3.1 | Perceived autonomy in
conversations with maternity care
practitioners

We asked whether women had discussed care-related
choices and decisions (e.g. screening and treatment op-
tions) with a maternity care practitioner (midwife or
obstetrician), to guide them to the correct MADM scale.
In total, 13.2% (n = 99) of the early pregnancy cohort re-
ported that they had not; during late pregnancy that num-
ber was 10.2% (n = 120), and during childbirth, it was
10.7% (n = 169).

Overall, women reported higher levels of autonomy
in conversations with midwives than with obstetricians.
This difference is especially evident in late pregnancy and
during birth (Table 2).

We also asked women in the childbirth cohort
whether they felt pressure to choose a specific place of
birth or to agree to the use of interventions. With regard
to place of birth and attendant, a very small number of
women who had midwife-led birth experienced pressure
to make that choice (6.3% of those with a midwife-led

home birth and 1.3% of those with a midwife-led hospi-
tal birth), whereas a higher number of women who had
an obstetrician-led birth reported pressure to choose
that option (19.4%).

In total, 947 women in the childbirth cohort had at least
one intervention during childbirth, and in that group, 465
women (49.1%) reported pressure to accept or submit to
an intervention. Among the women referred to secondary
care during birth, 23.5% felt pressured to agree to the refer-
ral. For women whose labor was induced or augmented,
more than 45% felt pressured to accept this intervention.
Just over 40% (41.9%) of the women who had a cesarean
reported pressure to accept the procedure. Nearly half
of the participants (47.3%) who had instrumental vagi-
nal childbirth felt pressure to agree to that intervention
(Table 3).

3.2 | Factors associated with perceived
autonomy in conversations about
pregnancy and childbirth

We used linear regression analyses to examine the asso-
ciation between perceived autonomy (as the dependent
variable), PCQ, and characteristics of our respondents,
analyzing care conversations with midwives and obstetri-
cians separately. The regression coefficients give the effect
sizes on the total range of the dependent variables. The
ranges are given in the notes of the respective tables.

Table 4 presents the results of the regression analyses.
There is a significant positive effect of personal treatment
and educational information on women's perceived au-
tonomy in conversations with midwives about pregnancy-
related decisions (cohorts 1 and 2). After mean imputation
for the missing items in the PCQ, personal treatment, edu-
cational information, late phase of pregnancy, and being a
multiparous woman were significantly correlated with au-
tonomy in conversations with midwives. In conversations
with obstetricians about pregnancy-related decisions, we
found that only personal treatment had a positive effect on
perceived autonomy, both before and after mean imputa-
tion of missing items of the PCQ.

Table 5 reports the regression analyses for conversa-
tions about childbirth. In conversations with midwives
about birth-related decisions, we found that personal treat-
ment and a home birth had a positive effect on perceived
autonomy. With regard to conversations with obstetri-
cians, being a multiparous woman, having pharmacologic
pain relief during birth, and personal treatment had a pos-
itive effect on women's perceived autonomy. A high level of
education (compared with combined middle and low level
of education) negatively affected perceived autonomy in
conversations with obstetricians.
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TABLE 1 Characteristics of study population.

All women during All women during the pp
pregnancy (n = 1992) period (n = 1574) Dutch population

Characteristics n % n % %
Parity®

Nulliparous 699 36.4 751 47.7 43.0

Multiparous 1223 63.6 823 52.3 57.0
Age’ (y)

<20 7 0.4 5 0.3 0.8

20-24 168 8.7 71 4.5 7.9

25-29 647 33.7 490 31.1 29.8

30-34 767 39.9 675 42.9 39.7

35-39 300 15.6 295 18.7 18.5

40-44 33 1.7 38 2.4 3.2
Level of education®

Low 104 5.4 40 2.5 9.9

Middle 724 37.7 526 33.4 35.2

High 1093 56.9 1007 64.0 53.7

Missing 1 1
Marital status

Married/living together 1861 96.8 1531 97.3 N/A

Living apart together 11 0.6 7 0.4 N/A

Single 32 1.7 30 1.9 N/A

Unknown 18 0.9 6 0.4 N/A
Ethnicity

Dutch 1705 88.7 1404 89.2 N/A

Non-Dutch 216 11.2 169 10.7 N/A

Unknown 1 0.1 1 0.1 N/A
Main care practitioner®

Community Midwife 1638 85.2 87.0 at start of antenatal care

Obstetrician 153 8.0 12.5 at start of antenatal care

Mixed care 131 6.8
Place of birth*

Home birth 444 28.2 12.9

Midwife-led hospital 333 21.2 15.0

Hospital 797 50.6 71.0
Referral during childbirth? 497 31.6 55.6
Birth mode®

Spontaneous 1271 80.7 73.7

Assisted vaginal 131 8.3 6.9

Cesarean 172 10.9 14.9
Medical interventions®

Induction of labor 373 23.7 21.6

Augmentation of labor 341 21.7 N/A

Pharmacologic pain relief 469 29.8 42.8

(Continues)
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TABLE 1 (Continued)

PCQ Mean (SD)
Personal treatment 46.6 (5.4)
Educational information 21.5(2.9)

Abbreviation: N/A, not available.

Mean (SD)
29.2 (4.6)

*Reference: general Dutch maternity care population: perinatale zorg in Nederland anno 2019, landelijke perinatale cijfers en duiding.>*

PReference: general Dutch population CBS statline women's level of education between 25 and 45 years.>®

4 | DISCUSSION

Our study investigated women's perceived autonomy in
conversations about their care with midwives and ob-
stetricians and explored the factors associated with their
perceptions. In general, women reported high levels of
autonomy in conversations with their maternity care
practitioners. These results are in line with previous stud-
ies that also found high scores for decision-making au-
tonomy during pregnancy or childbirth.?*?**® However,
our results suggest that women's autonomy was lower
during conversations with obstetricians in late pregnancy
and during birth compared with conversations with mid-
wives. These results are consistent with a previous Dutch
study that showed that women experienced lower levels of
autonomy in decision-making conversations when receiv-
ing care from an obstetrician.” There are several possible
explanations for this finding. It could be that hospital poli-
cies restrict options for women (e.g. for clinical reasons)
or that obstetricians are more likely to provide care dur-
ing urgent situations. It is well known that an approach of
shared decision-making, an important contributor to per-
ceived autonomy, is not easy in urgent circumstances.'®

Some have suggested that obstetricians have a more
paternalistic approach,”’ whereas others have found that
women experience less continuity of care in obstetrician-
led versus midwife-led care,*® both of which would reduce
a woman's sense of autonomy. It is worth noting that our
models suggested that educational information signifi-
cantly contributes to the perceived autonomy in conver-
sations with midwives during pregnancy, whereas this
contribution was not found for conversation with obste-
tricians. This finding mirrors the results of a study in the
United States showing that women in midwife-led care
experienced ongoing conversations about birth options
during pregnancy, whereas women in physician-led care
reported that physicians were not forthcoming with infor-
mation on birth choices.*

Our results suggest that personal treatment as mea-
sured with the PCQ was the most consistent predictor of
reported autonomy across all three cohorts in our study.
The importance of a good relationship with maternity-
care practitioners is highlighted in many studies,**"**"*?
and open and respectful communication between a

woman and her care practitioner is an essential ingredi-
ent for autonomy in decision-making.'®** Several stud-
ies have found that factors such as good communication
and a relationship with care practitioners strengthened
perceived autonomy in decision-making. Some of those
studies suggest that these factors are more strongly related
to the childbirth experience than personal characteristics,
obstetric interventions, and type of birth.'>*”** Perhaps,
personal treatment by care practitioners overrides the ef-
fect of obstetric procedures and mode of birth on women's
experienced autonomy. In all our models, personal treat-
ment was a predictor of autonomy, and we found no as-
sociation between autonomy and obstetric interventions,
with the exception of pharmacologic pain relief in care
conversations with obstetricians. However, the relation-
ship between pharmacologic pain relief and autonomy in
care conversations with obstetricians is not remarkable,
as pharmacologic pain relief during childbirth in The
Netherlands is only available in obstetrician-led care at
the request of the women.

Our results contradict findings from Attanasio and col-
leagues’ study which investigated women's perceptions of
involvement and satisfaction with decision-making pro-
cesses during childbirth.*® This study found associations
between obstetric factors and women's characteristics on
autonomy in decision-making.*® Obstetric interventions
such as induction of labor, instrumental vaginal birth, and
cesarean birth were associated with lower levels of auton-
omy in decision-making during childbirth, particularly for
women in socially disadvantaged groups. Women with a
bachelor's degree or higher experienced higher levels of
autonomy in decision-making than women with a high
school degree or lower.*® However, a direct comparison
may not be appropriate given the significant differences
in characteristics of the study populations, measurement
methods, and the cultural contexts of the two studies.
Nonetheless, it is important to be aware that low health
literacy, which is more common among women with a low
level of education and in socially disadvantaged groups,
could be an obstacle to shared decision-making.** It is es-
sential that care practitioners provide accurate and under-
standable information during decision-making processes
that are tailored to individual needs, circumstances, and
capacities.'®
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Women want to participate in the decision-making
process during childbirth, free from pressure, even if
there is limited time or an urgent situation.'®* In The
Netherlands, an accepted quality criterion of maternity
care is that a “care provider makes sure that his or her
preference is not forced upon the women.”*® However,
almost half of the women in our study who had an in-
duction of labor, assisted vaginal childbirth, or a cesarean
birth felt some pressure to accept this intervention.

These numbers are somewhat higher than those re-
ported in studies from the United States and Canada.***
Informal coercion such as manipulating the given in-
formation or creating fear for the woman's health or the
health of her (unborn) child might be used by some care
practitioners to urge women to accept medical interven-
tions around childbirth.*® A Swiss study explored women's
experiences of informal coercion during childbirth and
reported that instrumental vaginal birth, cesarean birth,
and referral during childbirth were all associated with an
increased incidence of informal coercion.*® Trusting and
respectful relationships with maternity care practitioners,
taking time to briefly explain what is happening, talking
with women about their childbirth experiences, and dis-
cussing decisions again after birth have been shown to en-
hance a woman's feeling of involvement, particular after
unexpected or urgent situations.*”*®

5 | STRENGTH AND
LIMITATIONS

Our study is the first to take an in-depth look at perceived
autonomy in decision-making among pregnant and birth-
ing people in The Netherlands—where the organization of
maternity care offers individuals several options for care.
Furthermore, we were able to collect information from a
large sample of women throughout The Netherlands who
received midwife-led and/or obstetrician-led care.

Our study has several limitations. We had little direct
control over the inclusion process, resulting in a sample
that was not representative for all characteristics of the
population of pregnant women in The Netherlands. Like
many survey studies, women with a low level of educa-
tion and women with a non-Dutch background were un-
derrepresented in our study population. We also excluded
those without Dutch language proficiency. We found a sig-
nificant effect of women’s level of education on women's
perceived autonomy in conversations with obstetricians
about birth. It is unclear whether this overrepresentation
of more highly educated women and underrepresenta-
tion of women with lower levels of education may have
contributed to more pronounced differences in perceived
autonomy.

Our study population also consists of more women
who experienced a physiological childbirth as com-
pared with the larger Dutch population (eg, more home
births, less pharmacologic pain relief, and fewer cesar-
ean births). In our results, we found significant positive
effects of home birth on women's reported autonomy in
care conversations with midwives. There was a similarly
positive association between autonomy in care conver-
sations with obstetricians and the use of pharmacologic
pain relief. It is possible that the overrepresentation of
home births and underrepresentation of individuals
who experienced pharmacologic pain relief may have
skewed our findings; perhaps, for example, making dif-
ferences between midwives and obstetricians appear
more pronounced.

Our results suggest that nearly half of the women who
had at least one intervention during birth reported pres-
sure to accept or submit to an intervention, while at the
same time, we found that almost 85% of all women scored
moderate-to-high on autonomy in conversations about
childbirth-related decisions. This finding may be the result
of the fact that the MADM scale we used explores wom-
en's autonomy in decision-making conversations but does
not sufficiently consider pressure, such as informal coer-
cion, applied by care practitioners in those conversations.
Further research could focus on women's autonomy in
conversations about pregnancy and childbirth-related de-
cisions together with aspects of informal pressure to bet-
ter understand and comprehend these decision-making
conversations.

5.1 | Conclusions

Our results confirm that women's perceived autonomy
in care conversations with midwives and obstetricians is
mostly high but also points to areas that require improve-
ment. A substantial group of women reported a lower
level of autonomy in care conversations with obstetricians
during late pregnancy and childbirth and felt pressure to
accept medical interventions during birth. We also found
that personal treatment increases women's perceived au-
tonomy, pointing the way for maternity care practitioners
to improve their practice and enhance the experience of
childbirth for those in their care.

FUNDING INFORMATION

Royal Dutch Organization of Midwives (KNOV), Zuyd,
University of Applied Sciences and Stichting Bijzondere
Voorzieningen Moederschapszorg Heerlen.

CONFLICT OF INTEREST
None declared.



VOGELS-BROEKE ET AL.

B\ EY-

DATA AVAILABILITY STATEMENT
The data that support the findings of this study are available
from the corresponding author upon reasonable request.

ETHICAL APPROVAL

The Human Research Ethics Committee of METC Z,
Heerlen (registry number: METCZ20180121) approved
the study.

REFERENCES

1.

10.

11.

12.

13.

14.

15.

National Institute for Health and Care excellence. (2021). NICE
Guideline Antenatal Care [NG201]. https://www.nice.org.uk/
guidance/ng201

Tungalp O, Pena-Rosas JP, Lawrie TA, et al. WHO recommen-
dation on antenatal care for a positive pregnancy experience-
going beyond survival. BJOG. 2017;124(6):860-862.

World Health Organization. WHO recommendations: intrapar-
tum care for a positive childbirth experience. WHO; 2018.
Oladapo OT, Tuncalp 0O, Bonet M, et al. WHO model of intra-
partum care for a positive childbirth experience: transforming
care of women and babies for improved health and wellbeing.
BJOG. 2018;125(8):918-922.

Bibeau AM. Interventions during labor and birth in the United
States: a qualitative analysis of women's experiences. Sex
Reprod Healthc. 2014;5(4):167-173.

Lucas A. Information for women after CS: are they getting
enough? RCM Midwives. 2004;7(11):472-475.

Cassandra Y, Christine M, Helen C, Nathalie L. Women's experi-
ences of decision-making and informed choice about pregnancy
and birth care: a systematic review and meta-synthesis of quali-
tative research. BMC Pregnancy Childbirth. 2020;20(1):1-21.
Attanasio LB, McPherson ME, Kozhimannil KB. Positive child-
birth experiences in U.S. hospitals: a mixed methods analysis.
Matern Child Health J. 2014;18(5):1280-1290.

Villarmea S, Kelly B. Barriers to establishing shared decision-
making in childbirth: unveiling epistemic stereotypes about
women in labour. J Eval Clin Pract. 2020;26(2):515-519.

Elmir R, Schmied V, Wilkes L, Jackson D. Women's perceptions
and experiences of a traumatic birth: a meta-ethnography. J
Adv Nurs. 2010;66(10):2142-2153.

Hollander MH, van Hastenberg E, van Dillen J, van Pampus
MG, de Miranda E, Stramrood CAI. Preventing traumatic child-
birth experiences: 2192 women's perceptions and views. Archiv
Women's Mental Health. 2017;20(4):515-523.

Reed R, Sharman R, Inglis C. Women's descriptions of child-
birth trauma relating to care practitioner actions and interac-
tions. BMC Pregnancy Childbirth. 2017;17(1):21.

Houghton G, Bedwell C, Forsey M, Baker L, Lavender T. Factors
influencing choice in birth place - an exploration of the views
of women, their partners and professionals. Evidence Based
Midwifery. 2008;6(2):59-64.

Howarth A, Swain N, Treharne G. Taking personal responsibil-
ity for well-being increases birth satisfaction of first time moth-
ers. J Health Psychol. 2011;16(8):1221-1230.

Kjaergaard H, Foldgast AM, Dykes AK. Experiences of non-
progressive and augmented labour among nulliparous women:
a qualitative interview study in a grounded theory approach.
BMC Pregnancy Childbirth. 2007;7:15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

Nieuwenhuijze MJ, Korstjens I, de Jonge J, de Vries R, Lagro-
Janssen A. On speaking terms: a Delphi study on shared
decision-making in maternity care. BMC Pregnancy Childbirth.
2014;14:223.

Kraetschmer N, Sharpe N, Urowitz S, Deber RB. How does trust
affect patient preferences for participation in decision-making?
Health Expect. 2004;7(4):317-326.

Noseworthy DA, Phibbs SR, Benn CA. Towards a relational
model of decision-making in midwifery care. Midwifery.
2013;29(7):e42-48.

Elwyn G, Frosch D, Thomson R, et al. Shared decision-
making: a model for clinical practice. J Gen Intern Med.
2012;27(10):1361-1367.

Lowe NK. Dignity in childbirth. J Obstet Gynecol Neonatal Nurs.
2014;43(2):137-138.

Halfdansdottir B, Wilson ME, Hildingsson I, Olafsdottir OA,
Smarason AK, Sveinsdottir H. Autonomy in place of birth: a
concept analysis. Med Health Care Philos. 2015;18(4):591-600.
Vedam S, Stoll K, McRae DN, et al. Patient-led decision making:
measuring autonomy and respect in Canadian maternity care.
Patient Educ Couns. 2019;102(3):586-594.

Kors JM, Paternotte E, Martin L, et al. Factors influencing au-
tonomy supportive consultation: a realist review. Patient Educ
Couns. 2020;103(10):2069-2077.

van der Pijl MSG, Kasperink M, Hollander MH, Verhoeven
C, Kingma E, de Jonge A. Client-care practitioner interaction
during labour and birth as experienced by women: respect,
communication, confidentiality and autonomy. PLOS One.
2021;16(2):€0246697.

Vedam S, Stoll K, Taiwo TK, et al. The giving voice to mothers
study: inequity and mistreatment during pregnancy and child-
birth in the United States. Reproductive Health. 2019;16(1):77.
EJF J, Md P, Vedam S, DEMC J, Peters LL. Measuring respect
and autonomy in Dutch maternity care: applicability of two
measures. Women Birth. 2019;33(5):e447-e454.

Baker SR, Choi PYL, Henshaw CA, Tree J. ‘I felt as though I'd
been in jail': Women's experiences of maternity care during
labour, delivery and the immediate postpartum. Fem Psychol.
2005;15(3):315-342.

JouJ, Kozhimannil KB, Johnson PJ, Sakala C. Patient-perceived
pressure from clinicians for labor induction and cesarean deliv-
ery: a population-based survey of U.S. Women Health Serv Res.
2015;50(4):961-981.

van der Pijl MSG, Hollander MH, van der Linden T, et al. Left
powerless: a qualitative social media content analysis of the
Dutch #breakthesilence campaign on negative and traumatic
experiences of labour and birth. PloS One. 2020;15(5):€0233114.
KNOV. Midwifery in the Netherlands. 2017; https://www.europ
eanmidwives.com/upload/filemanager/content-galleries/
members-map/knov.pdf. Accessed June, 23, 2021.

College voor Zorgverzekeringen. Verloskundig Vademecum 2003
[Obstetric Vademecum 2003]. College voor Zorgverzekeringen;
2003.

Vedam S, Stoll K, Martin K, et al. The Mother's autonomy in
decision making (MADM) scale: patient-led development and
psychometric testing of a new instrument to evaluate experi-
ence of maternity care. PLoS ONE. 2017;12(2):e0171804.
Truijens SE, Pommer AM, van Runnard Heimel PJ, Verhoeven
CJ, Oei SG, Pop VIJ. Development of the pregnancy and


https://www.nice.org.uk/guidance/ng201
https://www.nice.org.uk/guidance/ng201
https://www.europeanmidwives.com/upload/filemanager/content-galleries/members-map/knov.pdf
https://www.europeanmidwives.com/upload/filemanager/content-galleries/members-map/knov.pdf
https://www.europeanmidwives.com/upload/filemanager/content-galleries/members-map/knov.pdf

= | wiLEy B

34.

35.
36.
37.
38.
39.

40.

41.

42.

VOGELS-BROEKE ET AL.

childbirth questionnaire (PCQ): evaluating quality of care
as perceived by women who recently gave birth. Eur J Obstet
Gynecol Reprod Biol. 2014;174:35-40.

Perined. 2019. https://www.peristat.nl/. Accessed January 11,
2021.

Centraal Bureau voor de Statistiek. CBS statline womens level
of education between 25-45years. https://opendata.cbs.nl/statl
ine/#/CBS/nl/dataset/82275NED/table?ts=1603349366197.
Accessed October 18, 2019.

Attanasio LB, Kozhimannil KB, Kjerulff KH. Factors influenc-
ing women's perceptions of shared decision making during
labor and delivery: results from a large-scale cohort study of
first childbirth. MIDIRS Midwifery Digest. 2018;28(3):335-343.
Diamond-Brown L. “it can be challenging, it can be scary, it can
be gratifying”: Obstetricians' narratives of negotiating patient
choice, clinical experience, and standards of care in decision-
making. Soc Sci Med. 2018;205:48-54.

Perdok H, Verhoeven CJ, van Dillen J, et al. Continuity of care
is an important and distinct aspect of childbirth experience:
findings of a survey evaluating experienced continuity of care,
experienced quality of care and women's perception of labor.
BMC Pregnancy Childbirth. 2018;18(1):13.

Regan M, McElroy KG, Moore K. Choice? Factors that influence
Women's decision making for childbirth. J Perinatal Educat.
2013;22(3):171-180.

Gamble J, Creedy DK, Teakle B. Women's expectations of ma-
ternity services: a community-based survey. Women & Birth.
2007;20(3):115-120.

Lerman SF, Shahar G, Czarkowski KA, et al. Predictors of sat-
isfaction with obstetric care in high-risk pregnancy: the impor-
tance of patient-practitioner relationship. J Clin Psychol Med
Settings. 2007;14(4):330-334.

Stadlmayr W, Amsler F, Lemola S, et al. Memory of child-
birth in the second year: the long-term effect of a negative
birth experience and its modulation by the perceived intrana-
tal relationship with caregivers. J Psychosom Obstet Gynecol.
2006;27(4):211-224.

43. Handelzalts JE, Peyser AW, Krissi H, Levy S, Wiznitzer A, Peled
Y. Indications for emergency intervention, mode of delivery,
and the childbirth experience. PLoS ONE. 2017;12(1):e0169132.

44. McCaffery KJ, Smith SK, Wolf M. The challenge of shared
decision making among patients with lower literacy: a frame-
work for research and development. Med Decision Making.
2010;30(1):35-44.

45. Declercq ER, Sakala C, Corry MP, Applebaum S, Herrlich
A. Listening to Mothers III Pregnancy and Birth. Childbirth
Connection; 2013.

46. Oelhafen S, Trachsel M, Monteverde S, Raio L, Miiller EC.
Informal coercion during childbirth: risk factors and prevalence
estimates from a nationwide survey of women in Switzerland.
BMC Pregnancy Childbirth. 2021;21(1):1-13.

47. Baas CI, Erwich JJ, Wiegers TA, de Cock TP, Hutton E.
Women's sugestions for improving midwifery care in the
NetherlandsBirth. Birth. 2015;42:369-378.

48. Persson EK, Fridlund B, Kvist LJ, Dykes AK. Mothers' sense of
security in the first postnatal week: interview study. J Adv Nurs.
2011;67(1):105-116.

SUPPORTING INFORMATION

Additional supporting information can be found online
in the Supporting Information section at the end of this
article.

How to cite this article: Vogels-Broeke M,
Cellissen E, Daemers D, Budé L, de Vries R,
Nieuwenhuijze M. Women's decision-making
autonomy in Dutch maternity care. Birth.
2022;00:1-12. doi: 10.1111/birt.12674



https://www.peristat.nl/
https://opendata.cbs.nl/statline/#/CBS/nl/dataset/82275NED/table?ts=1603349366197
https://opendata.cbs.nl/statline/#/CBS/nl/dataset/82275NED/table?ts=1603349366197
https://doi.org/10.1111/birt.12674

	Women's decision-­making autonomy in Dutch maternity care
	Abstract
	1|INTRODUCTION
	2|METHODS
	2.1|Setting and participants
	2.2|Instruments
	2.3|Statistical analyses

	3|RESULTS
	3.1|Perceived autonomy in conversations with maternity care practitioners
	3.2|Factors associated with perceived autonomy in conversations about pregnancy and childbirth

	4|DISCUSSION
	5|STRENGTH AND LIMITATIONS
	5.1|Conclusions

	FUNDING INFORMATION
	CONFLICT OF INTEREST
	DATA AVAILABILITY STATEMENT

	ETHICAL APPROVAL
	REFERENCES


