
Diezi et al. BMC Pregnancy and Childbirth          (2023) 23:797  
https://doi.org/10.1186/s12884-023-06105-3

RESEARCH Open Access

© The Author(s) 2023. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which 
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the 
original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or 
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line 
to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory 
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this 
licence, visit http://creativecommons.org/licenses/by/4.0/. The Creative Commons Public Domain Dedication waiver (http://creativecom‑
mons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated in a credit line to the data.

BMC Pregnancy and Childbirth

Informing about childbirth 
without increasing anxiety: a qualitative study 
of first-time pregnant women and partners’ 
perceptions and needs
Anne‑Sylvie Diezi1,2, Mélanie Vanetti1, Marie Robert1, Béatrice Schaad2,3, David Baud4 and Antje Horsch1,4* 

Abstract 

Background Complications requiring medical interventions during childbirth are far from rare, even after uncompli‑
cated pregnancies. It is often a challenge for maternity healthcare professionals to know how to prepare future par‑
ents for these eventualities without causing unnecessary anxiety. Studies on traumatic birth experiences have shown 
that feelings of loss of control, insufficient information, and lack of participation in medical decisions during child‑
birth are factors of difficult experiences. However, little is known about the information and communication needs 
of expectant parents about childbirth during the prenatal period. To gain a deeper understanding of the information 
and communication needs of first‑time pregnant women and partners, we explored their perceptions and expecta‑
tions for their upcoming childbirth, and the actions they initiated to prepare for it.

Methods Semi‑structured interviews were conducted individually with first‑time pregnant women and partners 
of pregnant women aged 18 years or older, with an uncomplicated pregnancy. Thematic analysis was used to identify 
themes and sub‑themes.

Results Twenty expectant parents (15 pregnant women and five partners of pregnant women) were interviewed. Six 
themes were identified: Childbirth event; Childbirth experience; Childbirth environment; Organisation of care; Partici‑
pation in decision making; Roles within the couple and transition to parenthood.

Conclusions This study contributes to a better understanding of the information needs of future parents expecting 
their first child. Results highlighted that the notion of “childbirth risks” went beyond the prospect of complications 
during birth, but also encompassed concerns related to a feeling of loss of control over the event. Expectant parents 
showed an ambivalent attitude towards consulting risk information, believing it important to prepare for the unpre‑
dictability of childbirth, while avoiding information they considered too worrying. They expressed a desire to receive 
concrete, practical information, and needed to familiarise themselves in advance with the birth environment. Estab‑
lishing a respectful relationship with the healthcare teams was also considered important. The findings suggest 
that information on childbirth should not be limited to the transmission of knowledge, but should primarily be based 
on the establishment of a relationship of trust with healthcare professionals, taking into account each person’s indi‑
vidual values and expectations.
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Background
A significant number of women undergo unplanned 
medical interventions during childbirth, often performed 
in an emergency, to address unexpected complications. 
In Switzerland, for example, nearly 16% of women face 
an unplanned caesarean section, 11,1% an instrumental 
vaginal delivery (forceps or vacuum) and 17% an episi-
otomy. In more than 26% of cases, childbirth is induced. 
In addition, many women face a serious complication, 
the most important being postpartum haemorrhage (8%), 
preeclampsia (2%) [1], and preterm birth (6.3%) [2]. The 
unplanned character of a medical intervention often has 
a negative impact on women’s birth experiences [3–5]. 
Prenatal communication about the labour process and 
the childbirth risks could better prepare future parents 
for these eventualities and reduce the feeling of unex-
pectedness. However, such a communication could also 
potentially reinforce the prevalence of a “risk discourse”, 
and transform childbirth from a natural process into a 
pathological one, thereby unnecessarily increasing the 
anxiety of couples in situations where there is no indica-
tion of complications for the upcoming birth [6, 7]. This 
issue seems important to take into account, as it is known 
that fear of childbirth is widespread among pregnant 
women, especially nulliparous women [8, 9].

In healthcare in general, the provision of information 
is widely recognised as an essential means of enabling 
patients to acquire the necessary knowledge to exercise 
autonomy and participate in decisions that affect their 
health [10]. The need for “informed consent” prior to 
any invasive medical procedure is well established and 
considered a fundamental right in international stand-
ards and most state laws, and is supported by a profes-
sional code of ethics and human rights organisations 
[11, 12]. This implies that healthcare professionals 
have a duty to provide sufficient information on ben-
efits, risks, and alternatives of the medical procedure in 
advance, so that the patient can make informed choices. 
However, it has been widely noted, including in the 
context of maternity care, that several constraints and 
barriers complicate the application of informed consent 
in clinical practice and thus impede its effective imple-
mentation [13–15]. For clinicians, one of the central 
issues is to be able to manage the tension between the 
two fundamental ethical principles of autonomy and 
non-maleficence, particularly in emergency situations, 
where it is difficult to obtain true informed consent in 
the absence of a prior exchange of information with the 

patient [13]. In addition, to enable patient involvement 
in decisions, information must be adapted to their level 
of understanding and provide an objective and bal-
anced perspective of possible care options, which is 
often not the case [16, 17]. The degree of detail of the 
information was also discussed, as too much informa-
tion on the risks of the procedure is likely to cause a 
“nocebo effect”, whereby the prospect of a negative 
result precipitates the corresponding symptom or leads 
to its exacerbation [18].  These ethical dilemmas have 
led to a reconsideration of the process of informed con-
sent, with greater attention to the context of care and 
the patient values and preferences, as well as to the 
relational issues between healthcare professionals and 
patients. Beyond informed consent, shared decision 
making was thus presented as a pillar of patient-cen-
tred care by ensuring patient self-determination, while 
building trust in the relationship between caregivers 
and care recipients [15, 19, 20].

In a recent international review of qualitative studies, 
provision of information and informed consent about 
labour and childbirth was presented as an essential 
component of respectful maternity care [21]. Several 
studies on satisfaction with childbirth showed that pro-
viding information and discussing the birthing process 
with healthcare professionals during pregnancy posi-
tively influenced women’s experience and contributed 
to their empowerment by giving them the opportunity 
to gain knowledge about medical interventions, main-
tain control, and participate in decision-making [22, 
23]. The information seems to not only help women 
maintain control over what happens in their environ-
ment, but also positively influence personal control by 
building confidence in their own abilities [24]. Moreo-
ver, the provision of accurate and realistic informa-
tion about what might happen can be a way of aligning 
expectations with the actual experience of childbirth 
and thus reducing the risk of discrepancy [25–28]. It 
has also been shown that preparation for childbirth 
through antenatal education, which integrates physi-
cal and emotional preparation in addition to the trans-
mission of theoretical knowledge, reduces anxiety by 
decreasing apprehension and demystifying fears, espe-
cially for women expecting their first child [29, 30].

However, these positive findings are tempered by 
other studies that highlight the challenges of prena-
tal information and raise questions about how to best 
meet the expectations of future parents in the current 
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context of maternity care organisation. Some research 
focusing specifically on the influence of information 
provision on knowledge retention, informed choice, 
and decision making has shown very limited results 
in terms of effectiveness [31–33]. The findings suggest 
that the context and mode of communication of infor-
mation have a significant influence on its impact, and, 
for that to be effective, information should be coordi-
nated and promoted by trusted care providers. In addi-
tion, it should be part of a strategy that supports future 
parents’ participation by inviting them to express and 
position themselves on possible directions, and that 
does not simply present the available options.

Information needs should be considered globally, tak-
ing into account all sources of information available to 
expectant parents, such as family and friends, but also 
the media and online contents [34, 35]. Future parents’ 
beliefs, their sensitivity to risk, and their need to engage 
in decision making are also essential elements to be taken 
into account. The approach should not be limited to the 
pregnant woman’s perceptions, but also include the part-
ners who play a key role in communicating with the care 
teams. In other words, it seems essential to get a more 
nuanced and in-depth understanding of the perceptions 
and needs of future parents to better guide the develop-
ment of information strategies on childbirth. This was 
precisely the purpose of this qualitative study, which 
aimed to explore the way in which future parents antici-
pate their childbirth and the actions they favour to pre-
pare for it. By examining the issue of information from 
the perspective of both expectant parents, the goal was 
to take a comprehensive approach to their information 
and childbirth preparation needs, whereas studies typi-
cally focus on evaluating specific communication mate-
rials or content. In addition, we considered it important 
to carefully take into account parents’ expectations and 
concerns, as information needs, especially on issues of 
risk, are strongly defined by personal and subjective pro-
cesses, based on individuals’ beliefs and understanding of 
the world [36, 37].

Methods
A qualitative study design using semi-structured inter-
views was used to explore the perceptions and informa-
tion needs about childbirth of future parents expecting 
their first child. Thematic analysis was used to identify 
themes and sub-themes [38].

Participant characteristics and setting
Expectant parents, either pregnant women or partners 
of pregnant women, were recruited for this study. To be 
eligible for the study, participants had to fulfill the follow-
ing inclusion criteria: (a) 21–36 weeks pregnancy, (b) no 

previous experience of childbirth, (c) pregnancy with no 
complications, (d) gave written consent. Exclusion crite-
ria were (a) insufficient language skills to take part in a 
conversation in French.

In Switzerland, maternity services are covered by the 
compulsory health insurance. They include seven check-
ups performed by a doctor or a midwife during and after 
the pregnancy. A unique contribution is granted to the 
cost of antenatal classes, whether individual or in group 
(CHF 150). Births at home, in the hospital or in a birthing 
centre benefit from the same insurance coverage. How-
ever, the vast majority of births take place in hospitals 
(98.3%) [1].

Procedures
Participants were recruited on a voluntary basis through 
social media announcements and through advertise-
ments within the Lausanne University Hospital and 
within the local federation of independent midwives. 
Based on the recommendations on sample size for quali-
tative studies, we aimed to recruit a total of 15 to 20 par-
ticipants [39, 40]. As far as possible, a diversity in terms 
of age, migration status, education, and socio-cultural 
level was sought in the sample (purposive sampling). Par-
ticipants were recruited on a first-come, first-serve basis, 
i.e., we didn’t select any participants and the recruitment 
stopped when the planned sample size was reached.

Eligible individuals who responded to the advertise-
ments were contacted individually by phone to verify that 
they met all inclusion criteria, to explain the purpose and 
procedures of the study, and to answer any questions. If 
they were interested in the study, an appointment was 
scheduled for the interview. An e-mail was then sent to 
them with an information sheet about the study and the 
consent form. They were given several days to read the 
document and ask questions before giving their informed 
consent and participating in the interview.

Data were collected through individual semi-struc-
tured interviews conducted from November 2021 to 
March 2022 by the first author (A.D.). The first author 
is a communication specialist with some experience of 
interviewing service users. She works regularly with vari-
ous clinical teams at the University Hospital and has also 
experienced its maternity ward as a patient. The inter-
views were based on an interview guide that included 
ten open-ended questions with follow-up questions 
(Table 1). The guide was developed with perinatal experts 
and representatives of two local parent associations. Due 
to COVID-19 restrictions, participants had the option 
of participating in the interviews via videoconference or 
face-to-face. Interviews were held online for a majority of 
participants (70%). They lasted approximately one hour 
and were audio recorded. In addition to the interviews, 
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personal and socio-demographic data were collected 
from each participant at the beginning of the inter-
view. All socio-demographic data were coded to protect 
confidentiality.

Data analysis
The verbatim of the interviews were transcribed and 
coded using a qualitative data analysis software (MAX-
QDA). Inductive thematic analysis method was used to 
analyse the data [38]. Coding was conducted by three 
researchers independently (A.D., communication spe-
cialist and PhD candidate; M.V. anthropologist; M.R., 
sociologist). The codes were then compared and dis-
cussed to extract themes and sub-themes and define the 
thematic map. All stages of the analysis were discussed 
with a senior clinical psychologist (A.H.) to ensure the 
credibility of the results.

Results
Twenty expectant parents (15 pregnant women and five 
partners of pregnant women) were included in the study. 
All interviews were individual. Three of the five partners 
were partners of participants in the study.

At the time of the interviews, the women were between 
21 and 36  weeks pregnant. Of the 20 participants, 18 
were planning a hospital birth and two were planning a 
birth in a birth centre. Three of the 18 participants plan-
ning a hospital birth, two women and one partner, had 
initially chosen a birth centre but had changed their 
minds after visiting it, or had to give up due to the lack of 
availability. Six participants had already attended group 
or individual antenatal education classes, three were cur-
rently attending, and 11 were planning to attend in the 
near future. Table 2 presents the sample characteristics.

The following six themes were identified through the-
matic analysis: (1) Childbirth event, (2) Childbirth expe-
rience, (3) Childbirth environment, (4) Organisation of 
care, (5) Participation in decision making, and (6) Roles 

within the couple and transition to parenthood. Each 
theme was considered according to the two categories 
of questions discussed during the interviews: (a) the 
participant’s perceptions and expectations: what she/he 
expected for their upcoming birth based on her/his per-
ception of the different concepts and situations (b) the 
participant’s preparation: what she/he found necessary 
and/or put into place to meet their expectations.

Table 1 Interview guide

1. What would be a normal childbirth for you?

2. When you think about your future childbirth, what are the things that are most important to you?

3. What are the situations you would not want to experience?

4. How would you describe your state of mind today at the thought of these events occurring during your childbirth?

5. What sources of information did you use to get an idea of your future childbirth?

6. How do you think your views have been influenced by these sources?

7. How important do you feel is it to prepare for the unexpected events of childbirth?

8. What steps are you taking to prepare for childbirth?

9. How important do you think is it to include information and discussion about what may happen during childbirth in prenatal care?

10. What would be the best way for you to do it?

Table 2 Participant characteristics (N = 20)

a Categories defined on the basis of the Swiss Federal Statistical Office’s 
classification of educational levels [41]

N (%)

Status

 Pregnant women 15 (75)

 Partners of pregnant women 5 (25)

Duration of pregnancy (weeks)

  ≤ 25 4 (20)

 26–29 6 (30)

 30–33 7 (35)

  ≥ 34 3 (15)

Antenatal education class

 Done 6 (30)

 Ongoing 3 (15)

 Planned 11 (55)

Age

  ≤ 30 2 (10)

 30–35 12 (60)

  ≥ 35 6 (30)

Educationa

 Higher education (University) 8 (40)

 Higher professional education 5 (25)

 Secondary education and vocational training 7 (35)

Residency in Switzerland

 Native/ from early childhood 11 (55)

 5–10 y 5 (25)

  ≤ 5 y 4 (20)
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No important differences were found between the 
responses of the women and the partners, except for 
some specific aspects, which were detailed when neces-
sary. For this reason, a single thematic map (Fig. 1) was 
developed for all participants. Table 3 offers an overview 
of the sub-themes for each theme.

Childbirth event
Participants considered childbirth to be a natural event 
and felt that a physiological process was the best option 
for mother and child. However, they were aware that 
childbirth was also a risky event that warranted medical 

intervention to some extent. In their preparation, they 
felt it important to acquire tools and knowledge to better 
control unpredictable and potentially difficult situations 
that could arise.

Perceptions and expectations
Women and partners mainly described childbirth as 
a natural event, for which the woman’s body was made 
and which generations of women had gone through with-
out medical intervention. Some participants referred to 
the innate knowledge of the female body that gives the 
mother-to-be the confidence that she will be able to man-
age childbirth.

Fig. 1 Thematic map

Table 3 Overview of themes and sub‑themes

Main themes Sub-themes Perceptions & Expectations Preparation

1. Childbirth event Going natural
An unpredictability to deal with
No risk‑taking

Practice and techniques to keep control
Information (or not) on risks to prepare for difficulties

2. Childbirth experience A unique experience to enjoy
A possible sense of failure

A positive and confident frame of mind
Flexibility and resilience

3. Childbirth environment A safe environment
A calm and intimate environment
Personalisation of care

Becoming familiar with the environment and staff 

4. Organisation of care Reference professionals to rely on
A comprehensive approach

Information for a global and concrete understanding

5. Participation in decision‑making Confidence in professional expertise
A partnership to build

Communication with healthcare professionals about choices

6. Roles within the couples and tran‑
sition to parenthood

As a mother, a vulnerable but leading position
As a partner, a support and advocacy role

A preparation to do together
Tools and knowledge to manage a new role
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“I believe that nature is well made, we can let it do 
it itself without always intervening. I trust my baby, 
I trust myself, and I tell myself that everything will 
go well, in the most natural way possible, as we were 
designed to do in the end.” (W2)

In line with this perception, most participants 
expressed a desire for a natural birth, which they defined 
mainly as a vaginal birth, with or without assistance for 
pain management. They associated natural childbirth 
with fewer side effects on the health of the mother and 
baby, but also with a form of pride for the mother in mak-
ing it on her own and a benefit for the baby in coming into 
the world by itself. Caesarean section was cited as the 
most undesirable birth option, both because of its inva-
sive nature and because it limited the mother’s partici-
pation in the birth. One partner also expressed concern 
about not being able to attend the birth in the event of a 
caesarean section.

While guided by nature, childbirth was also considered 
by participants as an unpredictable event, with potential 
risks that could not be anticipated and over which they 
had little command. The uncertain nature of childbirth 
was presented as a stressor by some participants. They 
were particularly fearful of emergency medical inter-
vention, as they associated it with potentially serious 
complications which, in addition to having negative con-
sequences for the health of the mother and child, could 
put them out of control of the situation. Beyond the risks 
of the birth, they felt also uncertain about their own abil-
ity to cope with the difficulty of the event, especially in 
terms of duration and pain for the women. Participants 
said they found it hard to project themselves into the 
event because of this uncertainty, reinforced by the fact 
that they had never experienced childbirth.

“There are lots of things I don’t know and can’t con-
trol. I don’t know when the birth will be. As soon 
as it starts, I don’t know how long it will last. Until 
I’m in the delivery room, I don’t know exactly what 
kind of birth it will be. For me, most of my anxiety is 
about many, many things that I can’t plan and that 
are unknown. Because it’s the first child…” (W7)

Although all participants stated that the natural 
approach should definitely be preferred, they were unani-
mous in saying that the foremost priority in childbirth 
was to ensure the safety of the mother and child. They 
reported that the risks of possible complications justi-
fied medical interventions and that they had confidence 
in the skills of the medical team to manage these poten-
tially dangerous situations. However, the importance 
given to the medical procedure varied among the partici-
pants. Some felt that childbirth is in principle a medical 

act, meaning that it is not simply a natural process. Oth-
ers presented the option of medical intervention as a last 
resort after the natural process had failed, which should 
not, however, be questioned if the life of the mother or 
the child was at stake.

“Afterwards, when it really becomes a ‘matter of life 
and death’, she can’t let go, it won’t open, what do we 
do? Well, it’s the doctors who have to take out the 
baby. The doctors have to cut  open and everything 
ends well.” (P4)

Preparation
Participants considered birth preparation as a way of 
acquiring tools that would make it easier to manage dif-
ficult situations in childbirth and thus maintain control. 
Women in particular expressed their need to practice 
exercises and techniques to help with breathing, relaxa-
tion, and pain management.

“For example, prenatal yoga, I think it will also help 
me a lot to breathe to relax. And to take positions 
that also relieve the contractions, the pain, and also 
positions that can help the baby to descend. So, I 
think that’s very important. And it’s reassuring, too”. 
(W13)

Most women and partners shared the idea that 
knowing about possible complications and medical 
interventions was a way of preparing for difficulties, 
anticipating them, and thus accepting them more easily 
if they occurred. However, the need for information and 
the active search for content varied among the partici-
pants. Some participants reported that information was 
a way to manage the uncertainty of the event, as it gave 
them the tools to understand the situation and to know 
that solutions existed. Others preferred, instead, to pro-
tect themselves from potentially frightening content, and 
consciously decided to limit their search for information. 
Such ambiguous relationship to information was spon-
taneously expressed by some participants, who did not 
know what was best for them in the end.

“So, I think it’s maybe more my nature to avoid look-
ing for information too much. Even though I also 
need to know. It’s quite paradoxical.” (W10)

Childbirth experience
Childbirth was described by women and partners as a 
special experience, different for everyone. Some women 
expressed the challenges of a successful birth and the 
sense of failure they might feel if it did not go as planned, 
suggesting that childbirth had an impact on their lives 
beyond the event itself. Considering that the mind-
set played an important role, a majority of participants 
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reported favouring a positive and resilient attitude in 
their anticipation of birth.

Perceptions and expectations
Although risky and difficult, childbirth was described 
by several participants as a unique and magical moment 
that could only be truly understood by living it person-
ally. Some women expressed curiosity and excitement 
about the experience of giving birth, which they per-
ceived as a privilege, to the point of wishing that the birth 
would last long enough to be fully enjoyed. These women 
underlined the importance to be actively engaged in their 
childbirth, which became a kind of existential experience.

“To live the intensity of something. And then actually 
to experience something that lasts a little bit. I think 
that if it lasts 30 minutes or an hour, it would not be 
enough. Because I have the impression that it is still a 
transition and then I want to live it, to seize it.” (W14)

While most women said that they would do everything 
possible to promote a natural birth, sometimes seeing it 
as a form of challenge and a source of personal pride, sev-
eral expressed to be very aware of the social pressure they 
were under, as a successful birth should be vaginal, ideally 
without an epidural. These women mainly reported pro-
tecting themselves from such injunctions, which they saw 
as harmful. However, two women expressed the sense of 
disappointment that could result from a birth that would 
not go as planned. The worst for them was not to face 
difficulties in the context of the birth, but to have to live 
with a sense of failure afterwards.

“If I arrive at the maternity hospital and they tell 
me ‘Mrs. X., you have to do a C-section, there is no 
choice’, I think that it is not at that moment that it 
hurts me the most or that it scares me the most […]. 
It’s more afterwards, I’m afraid to say to myself, that 
I didn’t have the birth I wanted.” (W1)

Preparation
While they knew that childbirth could be a difficult expe-
rience, most women and partners indicated that they 
wanted to remain in a positive and confident state of 
mind when considering their upcoming birth. Some were 
well aware that this was based on a form of positive self-
suggestion, which allowed them to approach childbirth 
with more serenity. This optimism seemed all the more 
possible, as the pregnancy had gone well up to that point 
and they had confidence in the competence of the profes-
sionals, in nature, or in their own ability to cope with the 
situation, whatever it might be.

“I would say confident. Reassuring. But I have the 
feeling that everything will go well. My state of mind 
is ‘everything will be fine’”. (P3)

In addition to this positive mindset, most partici-
pants confided that they were prepared to be flexible 
and resilient, and therefore open to any situation, how-
ever difficult, that went against what they had hoped 
for. They reported that flexibility was necessary due 
to the unpredictable nature of childbirth and that the 
most important point, in the end, was that the mother 
and the baby were healthy. Some participants also 
expressed their reluctance to over-plan the event, to 
avoid frustration if their childbirth did not go accord-
ing to expectations. In this respect, birth plans were 
sometimes perceived negatively because they gave the 
illusion that the birth could be planned in advance.

“I say to myself, the more I plan, the more I say to 
myself that this is what I want, the more in my opin-
ion I have the impression that we’re going to get out 
of this theoretical plan because, I don’t know, a lot of 
things can happen, and if I plan too much, it’s going 
to frustrate me even more.” (W6)

Childbirth environment
Safety was perceived by women and partners as an 
essential criterion of the childbirth environment, which 
explained their choice for a hospital birth. At the same 
time, participants expressed the importance of having an 
attentive, respectful, and personalised environment, both 
in their relations with professionals and in the layout of 
the birthing facilities.

Perceptions and expectations
In line with their desire not to take risks, the major-
ity of participants underlined the importance of choos-
ing a place of birth that could guarantee the safety, both 
in terms of the equipment available and the qualifica-
tions of professionals. The participants confided that the 
choice of a hospital birth was mainly motivated by their 
need for security. The preference for a birth centre, when 
expressed, was only acceptable because of its proximity 
to a hospital. The university hospital, in particular, was 
seen as a highly reassuring place because everything was 
there in case of complications.

“That there are instruments around, instruments 
that I don’t really know what they’re for, but it 
reassures me to have lots of high-tech instruments 
around me, saying to myself, we don’t know, but 
they’re there.” (P1)
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Women in particular reported their need to give birth 
in a calm environment. The hospital was perceived as a 
potentially stressful place, due to the heavy workload for 
healthcare professionals and the emergencies that had to 
be managed. Several women expressed concern about the 
presence of a large number of professionals during their 
birth, because of the noise and bustle, but also because of 
the lack of privacy that this presence could bring.

“And then it’s true that I’m quite shy, so I’m also a bit 
afraid of finding myself with several people in front 
of me and not being at ease, of being inhibited, in 
fact, in relation to that.” (W8)

The benevolence and kindness of the midwifery staff, as 
well as their ability to listen and to personalise care, were 
regularly mentioned by women and partners as impor-
tant criteria for a positive experience of childbirth. Par-
ticipants hoped that the teams would be welcoming and 
respectful, but also that the facilities could be adapted to 
their wishes. Hospital was a priori not perceived as a very 
flexible and hospitable environment. Through their com-
ments, participants expressed their concerns about expe-
riencing a form of dehumanisation and their need to be 
considered as people beyond the care of the body.

“… that they respect the fact that we are... I mean, 
we’re naked here, that they have respect for our bod-
ies and that we’re not just women giving birth. That 
we are still a person.” (W13)

Preparation
In their preparation to childbirth, women and partners 
expressed the need to become familiar with the envi-
ronment of their upcoming birth, although they were 
aware that this was not always possible. Depending on 
the individual, this need was expressed in different ways. 
Some participants felt it was important to get informa-
tion about the professionals who would be present, and 
ideally to be able to meet them beforehand. For others, 
it was the visit to the birthing place in advance that was 
essential. Two women also reported that they had pre-
pared a music playlist with their partner for the day of 
the birth. These different approaches were presented by 
the participants as ways of anticipating and mastering the 
context of an unknown and potentially difficult event.

“Presenting the places can help, the rooms. It’s like 
when you take an exam. I was always more comfort-
able when I took an exam in a room I knew.” (W9)

Organisation of care
Participants observed a discontinuity in the organisa-
tion of maternity care and regretted not having the same 

reference person throughout their preparation and expe-
rience of childbirth. Discontinuity was also observed in 
terms of information, which participants perceived as 
insufficient and too fragmented to meet their needs in 
preparing for birth.

Perceptions and expectations
In their answers, some participants mentioned their 
difficulty in identifying reference professionals for ques-
tions related to the birthing process. Several women in 
particular indicated that their private gynaecologist 
was their primary trusted contact during pregnancy, 
but did not talk to them about the birthing phase, as 
they would not be involved. Midwives were seen as the 
professionals responsible for managing childbirth, and 
therefore essential in the preparation phase, but those 
encountered before childbirth would not, in principle, 
be those who would ensure the birth. In addition, the 
hospital was perceived as a complex, potentially over-
burdened system, with many professionals involved and 
regular turnover. For some, this discontinuity in the 
organisation of care added uncertainty to an already 
unpredictable event. In this context, being able to iden-
tify a reference person, at least on arrival at the hospi-
tal, was seen as a source of reassurance.

“I think it would be nice (...) to have a person who 
is present from the beginning to the end. For exam-
ple, that it is the same midwife who welcomes me 
when I arrive at the maternity hospital and who 
follows the whole birth process, and that even if 
there’s a problem or something that wasn’t fore-
seen, that this person is always present and gives 
me the information.” (W5)

In terms of their understanding of care, some women 
expressed regrets that there was a lack of information 
on certain topics related to the normal course of child-
birth, while much of the content focused on complica-
tions and medical interventions to manage them. They 
were surprised, for example, not to find explanations 
about the delivery of the placenta and the standard 
issues related to the postpartum period, such as heavy 
blood loss, the pain of breastfeeding, and the psycho-
logical distress that could be felt after the birth. They 
observed that professionals did not address these top-
ics, but that information was equally difficult to obtain 
from their friends or relatives, as if such subjects were 
taboo. In addition, some women, particularly those 
who had recently arrived in Switzerland, expressed 
confusion about the organisation of maternity care 
and reported a lack of information about the available 
resources, health insurance coverage, and the admin-
istrative steps to be taken for the birth of their child. 
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They suggested that a comprehensive, centralised 
approach to information needs on all aspects of birth 
preparation would be a great help, as concerns of future 
parents were extremely diverse at this stage of life.

“It is a whole thing actually. There is the preg-
nancy, the preparation for the baby, the adminis-
tration, and then the childbirth. In fact, there are 
many things.” (W4)

Preparation
Most participants indicated that they had sought or were 
seeking information about the different stages of child-
birth to better understand its usual course. They were 
particularly eager for practical and realistic information 
that would allow them to anticipate their upcoming birth, 
to put it into context, and to better understand the care 
that would be provided to the mother and child. They 
perceived the birth preparation given by midwives as 
particularly valuable, especially when it was provided by 
their birthing facility because it conveyed information 
that was consistent with the reality they would experi-
ence. Some participants said they favoured feedback 
from family and friends because they were about real 
experiences. Several women and partners also mentioned 
watching information videos online, which gave them a 
more concrete and visual understanding of birth.

“I watch some videos too, on Youtube (...) I’m inter-
ested to know exactly what happens because it’s true 
that when someone tells me about their childbirth, 
it’s never in detail of what exactly happens.” (W12)

Participation in decision-making
Women and partners reported high confidence in the 
knowledge and experience of healthcare professionals 
and did not plan to question their decisions. However, 
they hoped to be respected in their expectations and 
to receive explanations about the medical procedures 
performed during childbirth. They confided that their 
latitude of choice in decision-making was unclear and 
needed to be clarified before birth.

Perceptions and expectations
In general, participants reported a high level of trust in 
healthcare professionals, obstetricians, and midwives, 
whom they felt were in a better position to make deci-
sions because of their knowledge and experience. For this 
reason, they did not consider questioning medical deci-
sions, as long as such decisions were justified and not 
made for the comfort of the healthcare team. For some 
participants, going against medical choices could disrupt 

the system and affect the quality of care, or even endan-
ger the mother and the child, which they wanted to avoid 
at all costs.

“I have no desire to impose things that will ulti-
mately derail the system, in fact. That it would be 
too complicated for them to take charge and (...) 
that it would be a bit badly done in the end. That it 
could be harmful, when it was perhaps just an idea, 
a whim.” (W9)

Although they recognised that their involvement was 
limited because of the asymmetry in knowledge and 
experience, participants felt it was essential that some 
form of partnership took place around birthing decisions. 
They expected the teams to maintain communication 
with them throughout the birth and to consider them as 
full partners in care. It was especially important for them 
to be informed of any medical intervention performed 
and to know the reason for it. Indeed, even if they did not 
feel they had decision-making power, they expected the 
teams to justify the medical decisions, so that they could 
understand and accept them. It was for them a way to 
remain involved in the birth, to keep control, and to bet-
ter accept the difficulties that may arise.

In order to build trust with the teams, it was equally 
important to the participants that the preferences they 
had expressed were heard and respected. They hoped 
that the teams would accompany and support them in 
the way they wanted to foster. Some women, in particu-
lar, feared that they would be pressured by healthcare 
professionals to accept medical interventions to make the 
childbirth go faster.

“[I expect] to be heard in my questions, in my 
doubts, that they answer me if I have questions dur-
ing the birth. That they respect the natural or biolog-
ical rhythm, that they won’t want to accelerate the 
process.” (W11)

Preparation
Most women and partners expressed uncertainty about 
the degree of control they had over decisions about the 
birthing process. They therefore hoped to be able to dis-
cuss their preferences in advance with a professional at 
the maternity hospital where they planned to give birth. 
Although most of them were prepared for a potential 
need to re-specify their expectations to the team on the 
day of birth, they stated that such a discussion would be a 
way for them to verify that their wishes were acceptable, 
and to be able to anticipate with their partner the choices 
they might have to reconsider.
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“Meeting the midwife beforehand, it’s more the 
idea that there is someone who knows. That the 
day I arrive, I don’t need to negotiate, that I know 
in fact that all that is possible, that I know how it is 
received. Because in reality (...) how do we make sure 
that everyone is on the same wavelength? Or even 
if it’s a possibility to be on the same wavelength?” 
(W15)

Roles within the couple and transition to parenthood
Participants agreed that women had a central role in 
childbirth but that partner involvement was essential as 
a support and interlocutor with the healthcare team. It 
was necessary for them, and especially for the women, to 
be involved together in the preparation for the birth of 
their child. This preparation went beyond the birth event 
itself and also involved facing their new responsibilities 
as parents.

Perceptions and expectations
Women and partners agreed that mothers played a cen-
tral role in the birthing process and therefore had priority 
within the couple for decision-making, even though their 
participation might be limited because of their vulner-
ability during childbirth. Their leading position was justi-
fied by the fact that their own body was at stake, and that 
they themselves were enduring the potential difficulties 
associated with the birthing experience, particularly pain.

“In 99% of cases, it is the mother who has to give her 
opinion. I just give my opinion but it is not me who 
chooses, it is not my body.” (P2)

Although they sometimes felt they had a very limited 
role in the birth, partners reported being very concerned 
about providing support and reassuring the mother 
during the birth, so that she could have the best possi-
ble experience. Some noted the limitations in their sup-
port role, due to the fact that they themselves would be 
emotionally involved, and that the situation might not 
allow them to meet all their partner’s expectations. For 
their part, all the women interviewed stressed the impor-
tance of having their partner by their side during child-
birth. They confided that this presence would give them 
indispensable support and also a form of security in the 
painful experience they might have to endure. In addi-
tion, several women reported that they were very reas-
sured that their partner could be their advocate with the 
team in case they were no longer able to express their 
preferences.

“And even if I were to be in a vulnerable position, 
I know that he would be there to be my voice if I 
wanted him to. I feel like it really takes a lot of stress 

out of dealing with this situation that’s probably 
going to be stressful, that’s not going to be the best 
time in life.” (W15)

Preparation
Participants indicated that it was important for them to 
be able to share their birth preferences with their part-
ner before the birth, so that they would be in agreement 
for their discussions with healthcare teams. At the same 
time, several women reported that they felt their partner 
was not enough involved in childbirth preparation and 
that they were considering different approaches to get 
him to access the necessary information, such as sharing 
information resources with him or attending antenatal 
classes together.

“The antenatal class, for example, I’m going to 
attend it especially so that my husband feels 
involved because, for the moment, every time he 
talks about it, he’s a spectator. I tell him that you can 
be a little more involved, so I tell myself that maybe 
this will allow him to see childbirth differently.” (W2)

Several participants were particularly concerned about 
preparing for their future role as parents. This prepara-
tion had different objectives. It focused in part on practi-
cal issues, particularly related to the choices to be made 
for the purchase of equipment for the baby. It also dealt 
with more psychological considerations related to their 
new responsibilities as parents and the balance to be 
found within the couple. The partners, in particular, said 
that it was important for them to prepare for their role as 
fathers and to make the arrival of their child more tangi-
ble by beginning to establish a bond with him/her during 
the pregnancy already, using techniques, such as hapton-
omy or communication through singing or speaking.

“But it’s something that I have to prepare, prepare 
for the arrival of the child in advance, that is to say 
to be ready for the arrival, to have a baby in the 
womb but to humanise it in advance.” (P5)

Discussion
The aim of our study was to explore the way in which 
first-time pregnant women and partners anticipated the 
birthing process and the actions they favoured to pre-
pare for it. The qualitative approach was chosen to gain a 
more in-depth and comprehensive understanding of their 
information and communication needs in order to guide 
future communication strategies. The thematic analysis 
of the interviews allowed us to identify six themes that 
characterised the different areas of concern of future 
parents facing a first birth: Childbirth event; Childbirth 
experience; Childbirth environment; Organisation of 
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care; Participation in decision making; Roles within the 
couple and transition to parenthood.

To know or not to know: an ambivalent position 
towards risk information
In our study, pregnant women and partners described 
childbirth as an unpredictable event that could poten-
tially require medical intervention to manage complica-
tions. Even those who were planning an out-of-hospital 
birth considered safety to be a key criterion in their deci-
sion making. These views are not surprising in a coun-
try like Switzerland where the medicalised model of 
childbirth care predominates, with 98.3% of births tak-
ing place in hospitals [1]. At the same time, all expectant 
parents defined birth as a natural event, and expressed 
a preference for a physiological approach, which they 
perceive as the “normal” course of childbirth. Consist-
ent with other research on childbirth expectations [42, 
43], the participants thus combined a priori opposing 
visions: childbirth was a potentially risky process, but one 
that should happen naturally; it was a difficult moment 
to go through, but at the same time a unique experience 
to enjoy. These findings support the approach advocated 
by several authors that suggested that the polarised divi-
sion between natural and medicalised birth is no longer 
relevant and that these concepts should be considered 
on a continuum rather than in opposition to each other 
[44–46]. Although individual values and beliefs led par-
ticipants to tend more to one side or the other, the expec-
tations and preparation for childbirth appeared to us as 
an attempt by expectant parents to articulate and recon-
cile these two perspectives to find a reassuring space in 
between.

This ambivalent attitude seems to influence how 
expectant parents seek and deal with information about 
childbirth risks. Most participants considered it impor-
tant to be informed about possible complications, such 
knowledge allowing them to anticipate adverse events 
and to get involved in decisions. At the same time, how-
ever, they tried to avoid this type of information, pre-
ferring an optimistic or resilient attitude, sometimes 
suggesting that a negative state of mind could adversely 
influence the course of events. Research has shown that 
people are not passive recipients of risk information 
and that they do not respond to it rationally [47]. They 
can be active in seeking and using information, but can 
also make conscious decisions to avoid certain topics 
that they do not consider relevant to their needs. Exces-
sive optimism in the face of possible negative events has 
also been described as an adaptive ability to reduce the 
stress and anxiety at the prospect of difficult experiences 
[48]. But more specifically, the attitudes of the expectant 
parents seem to be related to what Levy defined as the 

desire to “maintain equilibrium” in her study on women’s 
informed choices during pregnancy [49]. She described 
how pregnant women regulated information, avoid-
ing it if it did not allow them to change the situation or 
if it was potentially disruptive because of its stressful 
nature. In line with this idea, it seems to us that the par-
ticipants in our study chose to avoid information about 
possible childbirth complications because they felt it was 
not helpful in preventing adverse events, while poten-
tially jeopardizing their positive expectations about their 
upcoming birth. However, even if participants chose to 
avoid the information on possible complications, most of 
them still highlighted the importance of this information 
being reliably available.

Preparing for the “reality” of childbirth
A mismatch between expectations and experiences of 
childbirth has been found to have a negative impact on 
women’s satisfaction and their postpartum mental health 
[26, 50, 51]. For this reason, several authors have empha-
sized the importance of giving pregnant women a more 
realistic picture of childbirth, especially for first-time 
mothers who have no previous experience and who may 
develop “romanticised” expectations [52]. To address this 
need, prenatal information and educational programs 
have been considered as a way to enhance the knowledge 
of expectant parents and thus prepare them for the reali-
ties of the childbirth experience [25, 27, 53]. The results of 
our study do not seem to support this approach. Indeed, 
although facing their first childbirth, the participants did 
not show particularly idealised or unrealistic expecta-
tions about their upcoming birth. On the contrary, they 
seemed to be well aware of its unpredictability and the 
possibility of complications that could go against their 
wishes. Thus, even if they hoped that the birth would go 
smoothly and naturally, in accordance with their values 
and desires, this did not mean that they were particularly 
lacking in “knowledge” about possible childbirth adverse 
events. This nuance is of importance and suggests that 
preparation to the risks of childbirth should go beyond 
the simple transmission of information content to pre-
pare future parents for a new and particularly unpredict-
able experience.

In addition, while participants expressed concerns 
about the prospect of a complication during childbirth, 
it appeared that beyond the event itself, they were par-
ticularly preoccupied with its impact on their own expe-
rience. The participants’ main concern was to ensure the 
health of the child and the mother, but they reported 
trusting the expertise of professionals to manage risky 
situations that could potentially threaten it. How-
ever, they were preoccupied that such adverse events 
would make them feel out of control of the situation. In 
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addition, many pregnant women expressed worries that 
they would not be able to cope with the pain and dura-
tion of labour and therefore not feel fully involved in 
their childbirth. For some, it seemed that the risk of being 
somehow dispossessed of their birth could have conse-
quences beyond the event itself, and give them a sense of 
failure that they would have to live with.

Participants’ concerns are consistent with several stud-
ies that have shown that feeling in control during child-
birth is a significant predictor of a positive childbirth 
experience [22, 54–57]. As described in the literature, 
control can be of two different kinds: it can be either 
internal (referring to the woman’s ability to control her 
feelings and body) or external (referring to the parents’ 
relationship with their environment and their ability 
to participate in decisions) [58]. It is interesting to note 
that in their preparation for childbirth, participants 
were looking for ways to strengthen both types of con-
trol. Women in particular emphasised the importance 
of acquiring tools, such as relaxation or breathing tech-
niques, expressing a need for practice in their prepara-
tion for childbirth in order to develop coping strategies 
[59]. Pregnant women and partners also reported a desire 
to clarify their role in decision-making during childbirth, 
as their degree of control was unclear to them. Their need 
to visit the place of birth and meet the staff beforehand 
also appears to us, in some ways, as a way of reinforcing 
their control in anticipation of their upcoming birth.

A need for a contextualised and personalised information
In addition to familiarising themselves in advance with 
the birth environment, expectant parents wished to 
receive more concrete and practical information about 
the natural birthing process, as well as a more complete 
understanding of the services available to them. While 
antenatal classes and testimonials from family members 
or friends were particularly valued, it is interesting to 
note that these means were not felt to be sufficient, and 
that searching for information on the internet, particu-
larly videos, was often cited as a useful way to visualise 
and anticipate concretely what they were about to live.

The fact that the participants in our study were expe-
riencing their first pregnancy may explain this strong 
need for concrete, practical information [53]. However, 
their comments also seem to reflect the impact of frag-
mentation and specialisation of maternity care on their 
communication needs. Indeed, the multiplicity of provid-
ers is less conducive to a holistic consideration of the full 
range of physical, emotional, and organisational issues in 
the transition to parenthood. Furthermore, by fragment-
ing information about pregnancy and childbirth, focusing 
on very specific and specialised information, there is a 
risk of neglecting the very pragmatic needs of expectant 

parents, either because they are considered to be outside 
the scope of concerns and responsibilities, or because 
they are seen as so common that they are trivialised. 
These findings argue in favour of developing continuity-
of-care models in maternity care to enhance the quality 
of information provision.

Several studies on antenatal information and educa-
tion have highlighted the importance of interaction with 
healthcare professionals and support to contextualise 
information, address personal concerns, and manage 
the emotional aspects of the birth experience [3, 60–62]. 
Participants in this study expressed a similar wish for 
personalised care, respect and empathy from healthcare 
teams, which seemed to be all the more important, as 
the hospital was perceived as a particularly inhospitable 
and inflexible environment. This need, also expressed by 
patients in other care settings, can be interpreted as a 
desire to be recognised as persons, with specific and indi-
vidual needs, in a contemporary care context that tends 
to dehumanise the care relationship [63].

Building trust
Today, more than ever, expectant parents have access to 
a multitude of information resources on childbirth. Con-
trary to what one might think, this reality does not seem 
to undermine confidence in the expertise of healthcare 
professionals, who are still considered as the most valued 
sources of information [31, 61]. In our study, pregnant 
women and partners confided that they did not want to 
question the medical decisions made by professionals, 
thereby attesting to their faith in the medical approach 
to ensure a safe birth. Some participants even feared that 
their involvement in decisions could compromise the 
outcome of the birth by negatively influencing its course.

This does not mean that future parents planned to 
remain passive, but the partnership they expected seems 
to be characterised more by the quality of the relation-
ship on which it would be built than by the decisions it 
would involve. Participants expressed a desire to clarify in 
advance how much of the decision making they would be 
involved in regarding birth-related choices, and whether 
their wishes were compatible with the usual procedures 
of the birthplace. Rather than unilaterally communicating 
their wish list or birth plan, it seems that their need was 
primarily to engage in a dialogue in order to adjust their 
own perspectives to the birthing context that would offer 
them the expected safety. We interpret this as a desire to 
initiate a relationship of trust with the professionals who 
will take care of them, thus preparing a model of partner-
ship that would allow them to be involved in decision-
making during the birth process, seeing their wishes 
respected and being informed to understand what is 
happening, without having to carry all the responsibility 
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for decisions. From this perspective, the expectations of 
future parents seem to support the argument that the 
quality of the care relationship is an essential foundation 
for successful and collaborative shared decision-making 
[15, 20, 64].

When considering how best to implement shared 
decision making in maternity care, it is essential to pay 
particular attention to the specific role and needs of the 
partners. In our study, we did not notice any major differ-
ences in the perceptions of future mothers and partners, 
which led us to believe that the variability of views was 
more related to individual characteristics than to gender 
criteria. However, some differences emerged in how they 
each anticipated the partner’s involvement in the birthing 
process. Although all shared the idea that the partner was 
a crucial support and advocate for the birthing woman, 
partners were apprehensive about the weight of this 
responsibility when they themselves would be emotion-
ally involved in the event. In addition, they had difficulty 
imagining concretely the role they might play, an insecu-
rity that was shown to persist during the birthing process 
and postnatal period [65, 66]. On the other hand, several 
women reported that they sought to involve their part-
ners more actively in the childbirth preparation, confirm-
ing the high expectations they had of them to cope with 
the childbirth experience. Such discrepancies in women’s 
and partners’ concerns and expectations are likely to gen-
erate tensions and should therefore be further explored 
to ensure that prenatal communication meets the needs 
of each expectant parent.

Strenghts and limitations
This study has several strengths. It addresses the question 
of information needs regarding the risks of childbirth in 
an innovative way by exploring them through the percep-
tions of expectant parents and the actions they take to 
prepare for childbirth. The qualitative approach allowed 
for a deeper and more subtle understanding of the needs 
of first-time parents through the nuances they provided 
during the interviews. The study also has the value of 
including partners, who have long been overlooked in 
studies addressing birth satisfaction. Finally, by focusing 
on future parents with uncomplicated pregnancies, our 
research also addresses new insights into the issue of risk 
information in non-pathological situations, an area in 
which knowledge is still very limited.

The limitations of the study are primarily related to 
the lack of sociodemographic diversity among the par-
ticipants. Proportionally, the sample had a higher level of 
education than the general population, which may have 
an impact on how information is sought and managed, 
and how relationships with care teams are viewed. The 
lack of cultural diversity is also a limit and future research 

should certainly involve more people with a migration 
background. In addition, although we tried to include 
as many partners as pregnant women, the latter par-
ticipated in greater numbers. The difficulty of recruiting 
partners in perinatal studies has already been highlighted 
by other authors [66]. However, this seems to have had 
a limited impact on the findings of the study, as we did 
not find substantial differences between the perspectives 
of women and partners, suggesting that perceptions and 
expectations are more related to individual differences 
than to gender.

Implications for practice and suggestions for future 
research
Our results provide interesting insights for the develop-
ment of information and communication strategies on 
childbirth for parents expecting their first child. First, 
they highlight the importance of redefining and broad-
ening the concept of “childbirth risks” to take greater 
account of parental concerns. As the worries of future 
parents seem to be strongly linked to the fear of a loss 
of control, the question arises as to how prenatal infor-
mation and communication could prepare them to par-
ticipate more actively in the birth process and in decision 
making. Efforts should be made to provide pregnant 
women and partners with more concrete and compre-
hensive information to help them project themselves 
more easily into the upcoming birth, and to better man-
age the emotional issues associated with this unknown 
event. Visits to birthing facilities before the birth, pres-
entations of the care teams and the organisation of care 
on site or via online video, or any other means enabling 
couples to familiarise themselves with the birthing envi-
ronment in advance are also to be encouraged.

But beyond the issue of the topics to be transmit-
ted to future parents, the question of how to commu-
nicate them seems essential. Our results suggest that 
the challenge is not simply to pass on knowledge to 
future parents to better prepare them for the reality of 
childbirth, but that this knowledge has to be contextu-
alised and put into perspective with individual needs 
in order to make sense of it. The participants wished 
to be able to discuss their views and preferences with 
the team before the birth, in order to adjust their per-
spectives and establish a form of partnership adapted 
to the realities of the care environment. This prenatal 
exchange would seem to us to be an opportunity to ini-
tiate a collaboration between couples and healthcare 
teams before the birth. The aim would not be to pitch 
the “medical” against the “natural”, but rather to foster 
a flexible state of mind and mutual trust in anticipation 
of the birth to come, while respecting the constraints 
and values of each party.
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To determine whether parents’ perception of their 
information needs changes after childbirth experience, 
it would be interesting to re-interview the same partici-
pants who have since given birth. Future research is also 
needed to compare the perceptions and expectations of 
future parents with those of healthcare professionals, in 
order to detect any discrepancies that could hinder com-
munication. Finally, it would be useful to identify more 
concretely the elements to be considered in prenatal 
communication to encourage the establishment of a rela-
tionship of trust and support shared decision-making 
that meets the needs of everyone—women, partners, and 
professionals. In this respect, specific efforts should also 
be made to assess how to concretely tailor information 
provision and discussion on the individual needs of each 
future parent. To this end, we consider that it would be 
essential to involve all stakeholders—parents and pro-
fessionals—in these research processes, in a co-develop-
ment approach.

Conclusion
This study contributes to a better understanding of the 
information needs of future parents expecting their 
first child. Results highlighted that the notion of “child-
birth risks” goes beyond the prospect of complications 
during birth, but also encompasses concerns related 
to a feeling of loss of control over the event. Expect-
ant parents showed an ambivalent attitude towards 
consulting risk information, believing it important to 
prepare for the unpredictability of childbirth, while 
avoiding information they considered too worrying. 
They expressed a desire to receive concrete, practi-
cal information, and a need to familiarise themselves 
in advance with the environment of their future birth. 
Establishing a respectful and caring relationship with 
the healthcare teams before labour starts was also seen 
as important to prepare for birth. The findings suggest 
that information on childbirth should not be limited to 
the transmission of knowledge, but should primarily 
be based on the establishment of a relationship of trust 
with healthcare professionals, taking into account each 
person’s individual values and expectations.
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