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Access to Maternity Information and Support: The Experiences 
and Needs of Women Before and After Giving Birth 

 
 
The publication of Changing Childbirth in 1993 marked a change in Government policy on the best way of 
delivering maternity care services.1 There was a focus on providing community-based ‘woman-centred’ care 
which sought to identify and meet the varying needs of women and their families. Five years after the 
recommendations outlined in Changing Childbirth became Government policy, the National Childbirth Trust began 
to examine the accessibility of maternity information and support and the extent to which continuity of carer, 
community-based care, and woman-centred goals were being met. 
 
In 1998 a postal questionnaire was distributed to a randomly selected representative sample of pregnant women 
throughout the United Kingdom. The aim was to examine the types of antenatal care, information and support that 
pregnant women had received and to identify strengths and weaknesses from the perspective of their 
experiences. Recognising that women have individual needs and that there may be trends relating to particular 
groups, attention was paid to women from different parity, age, ethnic, and social class groups. A response rate of 
61% was gained and a total of 1188 responses were analysed.  
 
Approximately six months later a follow-up questionnaire was distributed to those who responded during  their 
pregnancy. The follow-up survey focussed on care, information, and support during childbirth and in the following 
few months. A total of 837 questionnaires were received, achieving a response rate of 70%. The characteristics of 
the respondents were generally representative of women throughout the United Kingdom. 
 
This report provides an overview of these two surveys, which were part of a larger research project investigating 
the experiences, support and information needs of women and their partners before and after childbirth. The 
project was jointly funded by the National Childbirth Trust and the Department of Health. 
 

Findings From The Antenatal Survey 
 
Antenatal Care 
 
Community-based antenatal care was more highly rated than that provided in hospital settings. Women who 
experienced continuity of carer, those who saw a small number of midwives, and those visited in their own homes 
were more likely to rate the maternity services they had received highly, and feel that their information and 
support needs had been met.  
 
A GP was the first health professional that most women (82%) saw about their pregnancy. This was slightly more 
common for women having their first baby than for women with other children. This may mean that women who 
have previously given birth are more knowledgeable about the role of a midwife or feel more comfortable visiting 
midwives who they already knew. For 13% of women, a midwife was the first health professional they saw during 
their pregnancy. There was no difference between the first health professionals seen by women from different 
age, ethnic or social class groups. 
 
Two in five women had attended antenatal classes or support groups during pregnancy, most of which were run 
by midwives. The most common reasons for attending classes involved getting information, preparing for the 
birth, meeting other pregnant women, and preparing for being a parent.  
 
Women who had not attended antenatal classes most commonly said that this was because they knew all they 
needed to from having a baby previously. Some women said that they were not attending classes because they 
did not feel comfortable, did not feel that they would fit in with the other women, or would prefer to speak to 
someone individually rather than in a group. This included a greater number of first time mothers, women under 
20, ethnic minority women, and those from lower socio-economic groups. This suggests that less advantaged 
groups and first time mothers have specific needs when it comes to the provision of antenatal services and that 
classes which target these needs would be beneficial. 
 

Information During Pregnancy 
 
The demand for information about pregnancy, birth, and postnatal issues was high. Half of the women suggested 
that they wanted a great deal of information because they ‘wanted to know as much as possible.’ First time and 
younger mothers were particularly keen to have greater access to information.  
 
Half of the women would have liked additional information to be provided at their initial appointment with a health 
professional - especially what to expect from pregnancy care services, benefits and rights, and choices about the 
place of birth. First time mothers were most likely to believe that they had been provided with too little information. 
                                                
1   Expert Maternity Group (1993). Changing Childbirth. Part 1: Report of the Expert Maternity Group. Department of Health. 

London. 
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During their pregnancy more than four in ten women were interested in gaining additional information about: 
 
• What to expect from maternity services. 
• How to cope with tiredness and a lack of sleep during pregnancy and after the birth. 
• Reasons for, and what to expect with, assisted deliveries, caesareans, and inductions. 
• Self help methods of pain relief and medical methods of pain relief. 
• What to expect in labour. 
• Moving around in labour. 
• How long to stay in hospital. 
• Physical effects of birth and getting the body back in shape after birth. 
• Injections and vaccinations. 
• Local contacts (such as mother and baby groups). 
• Postnatal depression. 
• Baby care (such as sleeping, crying, and bathing). 
• The effect of the baby on relationships. 
• Money and benefits. 
• When to start solid food. 
• Combining breast and bottle-feeding. 
• Expressing breastmilk. 
• Avoiding sore nipples. 
• How much / how often to bottle-feed. 
• Which formula to use. 
• How often to breastfeed. 
• Getting help breastfeeding. 
 
Written sources of information were very important for all groups of women and many books and leaflets were 
used. The Health Education Authority’s The Pregnancy Book was rated highly. Information from mothers and 
friends was also important.  
 
Women wanted information that was: 
 
• up to date, 
• gave answers to common questions / problems, 
• offered different options with the advantages and disadvantages of each, 
• was based on research evidence, 
• and included practical tips. 
 

Support During Pregnancy 
 
When asked about informal social support networks and the support they received from health professionals, 
women were most likely to say that their partner was their main source of support during pregnancy. This 
suggests that women without partners may need additional support from health providers. Younger women and 
those from minority ethnic and lower socio-economic groups may also need greater support since they suggested 
that their partners were less involved than those of other women.  
 
Women were worried about a number of pregnancy and birth related topics. Postnatal issues were not as much of 
a concern at the time when they completed the questionnaire. The most common sources of worry for one out of 
three women included: 
 
• Something being wrong with the baby. 
• The possibility of having a miscarriage. 
• Coping with pain during labour. 
• Having an assisted delivery or a caesarean. 
 
These findings provide guidance on particular areas where women would welcome more information and 
opportunities for discussion. Younger women and those having their first child had more worries and were ‘very 
worried’ about more topics than other women.  
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The National Childbirth Trust  
 
The survey included a case study of the National Childbirth Trust (NCT), an organisation which provides 
information and support services and has the potential to contribute to meeting parents’ unmet needs. Women 
were asked their opinions of the NCT and about their use and evaluation of NCT services. 
  
Sixty one percent of pregnant women had heard of the NCT but only 17% had used their services. Women who 
had heard of and used NCT services rated the organisation positively. Younger women, ethnic minorities and 
those from lower socio-economic groups were less likely to have used NCT services. Development is needed to 
make the NCT services accessible to all new parents. This may involve extending the services offered, publicising 
them widely, and evaluating them to ensure that they are relevant, accessible, and acceptable for all parents. 
 
 
Findings From The Postnatal Survey 
 
Experience of Childbirth 
 
The follow-up survey suggests that in general women found labour and the birth a positive experience. Most 
women received support from their partners and / or other companions and the majority were satisfied that health 
professionals had involved them fully and listened to their concerns. However one in four women did not think that 
health professionals had always explained what was happening, explained why they did the things that they did, 
or taken enough notice of their views and wishes. Younger women, first time mothers, and those from lower 
socio-economic groups were particularly likely to suggest that improvements were necessary. Midwives and 
doctors should ensure that they involve women and their partners in decisions and provide clear information 
throughout labour and the birth. 
 

Support from Partners, Family and Friends 
 
More than nine out of ten women said that they had someone to turn to for support.  Partners and mothers were 
heavily relied upon. The women continued to have contact with their family and friends and were particularly 
happy with the levels of support provided by family members in the months following the birth.  
 
However some women were very isolated. Even those who had support from their partner and family said that 
there were times when there was no one to talk to about how they really felt. Teenage mothers were less likely to 
gain support from their partner or to have a partner, and ethnic minority women were most likely to say they had 
no one to turn to.  
 
Women who already had a child were less likely to have contact with their family and friends and less likely to 
receive help from them. These mothers were also less satisfied with the amount of help provided by their families 
overall. This suggests that health care providers should not overlook the needs of women who have already had 
children in favour of a focus on first time mothers.  
 
Most of the women’s partners took some leave after the birth. However only a third had paid paternity leave. 
Others took annual or unpaid leave. Enhanced paternity leave would improve the support available for women 
quite significantly and would enable men to spend more time with their babies.  
 
Approximately two fifths of the women’s partners rarely or never assisted with housework and half rarely or never 
got up at night when the baby cried. Younger women, those who already had a child, ethnic minority women, and 
those from lower socio-economic groups were less likely to receive practical support from their partners. 
 
 
Information Needs 
 
Two thirds of women felt that they had enough information on most aspects of baby care in the postnatal period 
but two out of five wanted to know more about coping with a lack of sleep and knowing how to tell if their baby is 
sick. As many as one in three women wanted more information on the baby’s sleeping and crying. 
 
Women were significantly likely to want information about most postnatal topics than they had been when they 
completed the antenatal survey. This suggests that they had either got access to the information and support they 
needed in the interim period or felt more confident once they had experienced life with their new baby. 
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Feeding 
 
Women were particularly interested in finding out more about: 
 
• Combining breast and bottle-feeding. 
• Expressing breastmilk. 
• Where to get help and support with breastfeeding.  
• Avoiding sore nipples. 
• Which formula to use. 
• How often and how much to feed when using formula. 
• When to start giving solid food. 
 
First time mothers were more likely to want information about feeding topics. They also felt that they had received 
less help and support with feeding than other mothers. Teenage mothers, minority ethnic women, and those from 
lower socio-economic status groups were more likely to say that they had not been provided with any information 
about topics such as which formula to use, how often and how much to feed their baby, and combining breast and 
bottle feeding.  
 
Women valued information and support that could be accessed in their own homes, such as visits from midwives, 
health visitors, family, and books. 
 

Postnatal Well-Being 
 
Most women felt that life with their new baby was a positive and rewarding experience. However many 
encountered problems with tiredness and concerns about their baby’s health.  
 
Nine out of ten women said that they felt well. Although there was a low level of reported depression and anxiety, 
a third of women said that they had their ‘ups and downs,’ Younger women, those from minority groups, and 
women from households at the lower end of the socio-economic spectrum were more likely to suggest problems 
with anxiety and depression. 
 
Those who felt unhappy or depressed expressed many different reasons for this, such as problems with their 
partner, tiredness and isolation. Some women suggested that information about practical issues would ease the 
stress they felt. 
 
Women suggested that more information about coping with a new baby was needed, particularly about coping 
with a lack of sleep, crying, and knowing when the baby is sick. Women wanted antenatal classes to focus more 
on the postnatal period. Women from all parity, age, socio-economic and ethnic groups highlighted these 
information needs, suggesting that they should be priorities for service development. 
 
Most women had a check up around six weeks after the birth. The content of the appointments varied 
considerably, but most gave women the opportunity to discuss her physical health, contraception, the baby, how 
she was feeling about herself, and resuming sex. One in four women did not feel comfortable asking all of their 
questions and one third did not believe that all of their concerns had been fully addressed at postnatal checks. 
They reported limited time available for the appointment and not always feeling comfortable with the health 
professional concerned. First time mothers were most likely to feel dissatisfied with their postnatal check. This 
suggests a need to re-evaluate the aims of postnatal check ups. It would be valuable for women to know in 
advance what they can expect.  
 

Mother and Baby Services 
 
A third of the women had used a local mother and baby service, most commonly health visitor postnatal groups, 
mother and baby groups, or mother and toddler groups. First time mothers were more likely to have sought out 
local postnatal services. 
 
Very few had used National Childbirth Trust services. The main reasons for this were that women were: 
 
• unaware of what was available,  
• did not know how to get involved,  
• and did not know what it would cost.  
 
These findings suggest that the National Childbirth Trust should make its services available in more accessible 
venues and advertise them widely throughout local communities.  
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Implications 
 
At this crucial transition in their lives, significant numbers of women had less information and support than they 
needed. The Access Project has identified several key unmet needs: 
 

Information and Support Needs 
 
• A key principle to emerge is the need to ask women how they are feeling and what they want to know more 

about. Health professionals should provide a personalised service so that women are able to express their 
needs. 

 
• There is a high level of demand for information amongst pregnant women and new mothers. It seems that as 

the principle of providing information and support has become more widely accepted, the demand for 
information has grown. The unmet need found in this study is considerably greater than the shortfall reported 
by previous researchers. 

 
• There is a need for the consistent provision of detailed information on a range of key topics including what to 

expect during pregnancy care, maternity care service choices, what to expected with instrumental and 
caesarean deliveries, benefits and rights, baby feeding and postnatal topics. Women need information on 
their social and emotional experiences and needs as well as more clinical information. This information could 
usefully be provided in written form and backed up verbally by midwives, doctors and health visitors. More 
acknowledgement of women’s concerns and tips on coping should be provided. 

 
• Health professionals should also provide opportunities for women to find out more about topics so all those 

who want further information know how to get it. For example, information could be provided about local and 
national support groups, further reading, antenatal class details, postnatal support and drop in groups, and 
videos. 

 
• Women often express their anxiety in terms of a desire for more information. When women suggest that they 

want more ‘information’ about particular topics they may mean that they need more of an opportunity to 
discuss their concerns, or more support on different issues. There is a need to provide more opportunities for 
women to talk about things they are particularly worried about. Health professionals should develop their 
communication skills so that women’s individual needs and concerns can be met. Training would help 
professionals to pick up signals and respond more effectively.  

 
• Paid parental leave would allow more men to take time off work to get to know and care for their baby and to 

support their partner. There is clear evidence from this research that most women valued the contributions 
made by their partner and wanted more opportunities for support from their partner before and after the birth. 

 
• There is scope to extend midwifery care for all women for up to four or six weeks in order to provide greater 

support and a phased transfer of care to the health visitor. Improved communication between health 
professionals would increase personalised support and consistent advice to women. 

 
 

Baby Feeding 
 

• The findings of this study suggest that the expertise of La Leche supporters and NCT breastfeeding 
counsellors are a largely untapped resource which could be used to provide expert breastfeeding support to 
more women, both on postnatal wards and in local communities. 

 
• There should be more support for women when breastfeeding for the first time, including help with positioning 

at the breast and information about how often to breastfeed and how to avoid common problems. Health 
professionals should acknowledge the emotional aspects of breastfeeding and provide both practical and 
emotional support for women having difficulties. 

 
• In line with their commitment under the WHO code,2 the Government should make available clear, 

independent, unbiased information about different formula milks. How to choose between different formula 
milks was something that many bottle-feeding women wanted to know more about. 

 

                                                
2   WHO (1989). International Code of Marketing of Breast Milk Substitutes. WHO. Geneva. 
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Access Variations 
 

• Women have differing needs for information and support and different access to available services. When 
planning maternity care, antenatal and postnatal classes, and support groups, health professionals should 
provide individualised woman-centred care which takes these variations into consideration. There is a need 
to find ways to make the information provided understandable, accessible, and relevant to particular target 
audiences, including disadvantaged groups. 

 
• Before and after giving birth first time mothers and women in socially disadvantaged groups express the need 

for more information than other women. They may have fewer opportunities to find out what they want to 
know from other sources and therefore need more help from health professionals. They also have more 
worries and it may be that more than anything else, they need opportunities to be listened to, acknowledged 
and helped with strategies to give them more control and support.  

 
• Women who had already had a child said that their partners were less involved or less willing to provide 

support. These women were also less likely to have support from their extended family or time for 
themselves. The particular needs of women who have already had a child should be explored and services 
developed to meet them.  

 
• Special emphasis should be placed on allowing younger women, first time mothers, those from lower socio-

economic backgrounds, and ethnic minority women time to talk, using prompts about possible worries, 
providing ongoing support and referring them to other agencies and support groups. Independently evaluated 
training is available for midwives, GPs and health visitors on how to make the best use of their limited time. 
Professionals with greater awareness of how relationships develop and improved listening skills feel more 
confident to acknowledge distress and suggest action which puts the client back in control.3 

 
 
Community-based and Woman-Centred Care 
 
• The Expert Maternity Group which reviewed service provision in the early 1990s recommended that within 

five years every woman should know one midwife who ensures continuity of her midwife care. The evidence 
from this survey suggests that this target has not been achieved. However the research supports the 
importance of community-based care, continuity of carer, and the value of contact with a small number of 
health professionals. 

 
• Women who have care from a smaller number of midwives felt more respected and understood during their 

pregnancies. Women visited by midwives in their own homes also feel more respected, understood, and 
encouraged to ask questions. This highlights the importance of ‘continuity of carer.’ Midwife care should be 
organised so that women see as few midwives as possible during pregnancy, birth and the postnatal period. 
The caseload model in which the woman’s named-midwife carries an individual caseload should be 
prioritised over the team model where midwives share a much larger caseload and women may see several 
different midwives during pregnancy and after giving birth. 

 
• At the birth, women should be fully involved in decisions about their care. Women from less socially and 

economically advantaged groups were especially likely to feel that health professionals had not listened to 
them fully during labour and the birth. 

 
 
Service Provision 
 
• All services should develop an information and support strategy. Focus group discussions with local pregnant 

women, the partners of pregnant women, and with first and second time parents could be used to inform the 
strategy. Special emphasis should be placed on contacting minority ethnic and socially disadvantaged groups 
so that their needs are incorporated into the strategies developed. 

 
• Existing services need to be developed. New resources and support networks will also be needed to meet 

women’s needs. Initiatives should be evaluated, taking account of women’s views, and necessary changes 
made. 

 
• There is a role for Maternity Services Liaison Committees in ensuring that communication standards are set 

for local services and that women’s views and experiences are sought to monitor practice against the 
standard. Action should be taken to identify and tackle the cause of any problems. 

 
• The purpose and effectiveness of antenatal classes should be reviewed in order to develop services which 

are more relevant and attractive to those groups of women least likely to attend. For example, it may be 
helpful to provide a crèche and transport or to hold sessions at more convenient, neutral venues, or at more 

                                                
3  Morrod, D. (2000). Brief Encounters – Picking up signals of relationship distress. The Practising Midwife. 3.(1). p 27 – 29. 
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convenient times. A group specifically for young mothers or facilitated by a health advocate might be 
appropriate. The aims and content of classes should be made explicit and given to all women early in 
pregnancy. Group sessions designed for women early in pregnancy could be piloted in local community 
clinics and maternity units. 

 
• Six week check services should be reviewed to establish their purpose and effectiveness. Women’s views 

should be sought on what they want to receive and avoid in their postnatal check. Women should know what 
to expect in advance and have an opportunity to discuss their concerns. Check ups should not be rushed. 

 
• Services to assist with depression and anxiety should be targeted and available to women in need. Women 

from minority ethnic and lower socio-economic groups and those without social support networks were most 
likely to suggest problems with depression.  

 
• Providers of services must ensure that new mothers are aware of what is available, how to get involved and 

what costs will be incurred. This means that providers need to concentrate on promoting their services and 
ensuring that they are accessible to women from different groups. 

 
 
Further Research 
 
This study suggests that there is much left to be learnt about how best to address women’s information and 
support needs during pregnancy, birth and in the postnatal period. Further research is needed on a range of 
subjects: 
 
• The best ways of making information and support more accessible to disadvantaged groups need to be 

investigated using in depth qualitative research. 
 
• The reason for the small proportion of women attending postnatal support groups bears further investigation 

as groups can be an efficient and effective means of facilitating support networks. 
 
• Observational studies of midwifery support in different birthing environments are needed urgently. Lessons 

should be learnt from those services which both avoid high levels of intervention and satisfy women. 
 
• Evaluations of existing information and support strategies should be undertaken to see how effectively they 

are meeting women’s needs.  
 
• Further work is needed on how to most effectively provide support during pregnancy, labour, and the year 

after childbirth.  
 
In summary, the research found that although many aspects of maternity care were positive, antenatal and 
postnatal services are not consistently ‘woman-centred’. Gaps include too little continuity of carer and a lack of 
support and information, particularly for disadvantaged groups. Women want more information on a wide range of 
topics, provided at a time and in a format which is evidence-based and accessible. It is the duty of both the 
National Health Service and organisations such as the National Childbirth Trust to address these needs. 
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Section 1: Introductory Overview 
 
 

Debbie Singh and Mary Newburn 
 
 
Background 
 
The publication of Changing Childbirth in 1993 marked a significant change in thinking about maternity service 
provision:  
 
 

Considerable evidence examined by the group points to a set of universal standards that all women want from 
their maternity care. They want a service that is flexible and responsive to their individual needs, which 
acknowledges the role of their partners and which communicates effectively. They want improved information 
that allows them to make informed choices. Above all, women and their partners are seeking a service that is 
respectful, personalised and kind, which gives them control and makes them feel comfortable …4 

 
 
This is in line with research indicating that many women are dissatisfied with the amount of information and 
support they receive during pregnancy and childbirth. A national study of 2000 women undertaken for the Institute 
for Social Studies in Medical Care in 1975 found that about one in five women having a first baby and one in ten 
having a second or subsequent baby would have liked to ‘know more.’ The results also indicated that working-
class women felt less informed than middle-class women. Generally, they wanted to be informed but were less 
successful in obtaining information.5  Follow-up studies in 1984 and 19896 showed that around one in five women 
wanted more information, with younger women, those belonging to minority ethnic groups, and those not living 
with a partner being less satisfied with the information they obtained.  
 
Qualitative studies have described women’s frustrated attempts to get useful explanations during antenatal 
classes and labour. Those who were better informed and more in control were more likely to feel that childbirth 
had been a fulfilling experience.7 Research has also demonstrated that postnatal care makes an important 
contribution to the well-being of both women and their babies.8  
 
Building upon previous research and drawing upon the principles of Changing Childbirth, the National Childbirth 
Trust Access Project was designed to explore pregnancy, birth and parenting from the parent’s point of view, 
looking particularly at information and support needs.  
 

                                                
4  Extract from the Foreword of Expert Maternity Group (1993). Changing Childbirth. Part 1: Report of the Expert Maternity 

Group. Department of Health. London. p III. 
 
5   Cartwright, A. (1979). The Dignity of Labour? A Study of Childbearing and Induction. Tavistock. London. 
 
6  Fleissig, A. (1993). Are women given enough information by staff during labour and delivery? Midwifery, 9. p70 – 75. 
 

Jacoby, A. (1988). Mothers’ views about information and advice in pregnancy and childbirth: Findings from a national study. 
Midwifery, 4. p103 – 110. 
 

7   Green, J. M. et al (1988). Great expectations: A prospective study of women’s expectations and experiences of childbirth. 
University of Cambridge. 

 
Oakley, A. (1980). Women Confined. Towards a Sociology of Childbirth. Martin Robertson. Oxford. 
 

8  Acheson, D. (1998). Independent Inquiry into Inequalities in Health. Stationery Office. London. 
 
 Chamberlain, G., Wraight, A., Crowley, P. (1997). The Report of the 1994 Confidential Enquiry into Home Births. Partheon. 

London. 
 

Oakley, A. (1992). Social Support and Motherhood. Blackwell. Oxford. 
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There has been an increasing recognition of the differences between groups of parents.9 The Access Project 
questioned the extent to which current services met parents’ needs, considering the perspectives of women and 
men from different age, ethnic, socio-economic and parity groups.  
 
Jointly funded by the Department of Health and the National Childbirth Trust, the Access Project began in 1997. 
The major objectives of the Access Project were to: 
 
• Examine the expectations, experiences, information requirements and support needs of women and men 

during pregnancy and after the birth of their baby. 
 
• Investigate the extent to which women and men from different age, ethnic, and socio-economic groups have 

varying experiences and needs during and after childbirth. 
 
• Examine to what extent first time parents have varying needs from those who have already had children. 
 
• Investigate the extent to which services are woman-centred, offering opportunities for women to make 

informed choices, feel in control and experience continuity of carer. 
 
• Examine whether continuity of carer is associated with greater levels of woman-centredness, choice and 

control. 
 
• Evaluate the extent to which the National Childbirth Trust is meeting the needs of women and men during 

and after pregnancy. 
 

This report examines the results of the Access Project focussing upon women shortly before and after giving 
birth.10  
 

Methodology 
 
The objective was to investigate the views and experiences of a representative sample of women throughout the 
United Kingdom. A self-complete postal survey was used because the women were widely geographically 
dispersed. 
 
Drawing upon qualitative and quantitative research, a literature review conducted by the National Childbirth Trust, 
and issues outlined in the Changing Childbirth report,11 a questionnaire was designed and piloted in the second 
quarter of 1998.  
 
 
 
A list of the names and addresses of 2000 women in the final trimester of their pregnancy was randomly selected 
for the study by Bounty, a commercial organisation which holds the largest database of this kind. Questionnaires, 
                                                
9  See for example: 
 

Benzeval, M., Judge, K. and Whitehead, M. (eds) (1995). Tackling Inequalities in Health. An Agenda for Action. Kings Fund. 
London. 

 
Enkin, M., Keirse, M. J. N., Neilson, J., Crowther, C., Duley, L. Hodnett, E., Hofmeyer, J. (2000). A Guide to Effective Care in 
Pregnancy and Childbirth. Third Edition. Oxford University Press. Oxford. 

 
Gordon, D., Show, M., Dorling, D. and Davey Smith, G. (eds) (1999). Inequalities in Health. The Evidence Presented to the 
Independent Inquiry into Inequalities in Health. Policy Press. Bristol. 
 
Jayaratham, R. (ed). Black and Ethnic Minorities. Cultural Awareness. Newham Health Authority. Newham.  
 
Katbamna, S. (2000). Race and Childbirth. OUP. Buckingham and Philadelphia. 
 
Lefeber, Y. and Voorhoeve, H. W. A. Indigenous Customs in Childbirth and Childcare. Van Gorcum. Assen, Netherlands. 
 
McClean, J., Turnbull, D. A., McGinley, M. C. and others (1999). Can childbirth be changed? British Journal of Midwifery, 
7(10).  
 

10  Results specific to the partners of pregnant women are reported in separate National Childbirth Trust publications. 
 
11   Expert Maternity Group (1993). Changing Childbirth. Department of Health. London. 
 

Gready, M., Newburn, M., Dodds, R., and Gauge, S. (1995). Birth Choices. Women’s Expectations and Experiences. 
(Volumes 1 and 2). National Childbirth Trust. London. 
 
Taylor, J., Glossop, C., and Hames, P. (1997). Parents Needs for Information and Support During Pregnancy, Labour and 
the First Three Years of Parenthood. National Childbirth Trust. London.  
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invitation letters, and post paid reply envelopes were sent to these women. A telephone help-line was set up to 
answer queries and assist with the completion of questionnaires. Two sets of reminder letters were sent, the first 
of which included an additional copy of the questionnaire. 
 
There was a response rate of 61%. Altogether 1204 questionnaires were returned and of these 1188 were 
analysed. Questionnaires were excluded from the analysis if they were returned blank or if there was some doubt 
about the identity of the respondent. There is a standard error of approximately ± 3% for the antenatal survey data 
outlined within this report.12  
 
Approximately six months later a follow-up survey was sent to all women who responded to the original 
questionnaire. Following the same process of reminder letters, 837 women replied, giving a response rate of 70%.  
 
The questionnaires consisted of both open-ended and closed-ended questions. Quantitative data was coded and 
entered onto computer and then analysed using SPSS (the Statistical Package for the Social Sciences). Chi-
square tests of statistical significance at the 95% level of confidence were used to examine relationships.13 
Throughout this report where relationships or differences between groups are discussed, all variations are 
statistically significant with p < 0.05. Comparisons were made between a range of groups. These included: 
 
• Comparisons of first time mothers with those who had other children. 
• Comparisons of women aged 15 – 19 with those over the age of 20 years. 
• Comparisons of white women with those from minority ethnic groups. 
• Comparisons of women from household social classes at the lower end of the spectrum (partly skilled, 

unskilled and unemployed) with all other groups.14 
 
Responses to open-ended questions were coded so that trends could be discussed. Selected responses to these 
questions have also been used as illustrative quotes throughout the report.  
 
 
Characteristics of the Participants 
 
Over half the women who responded to the antenatal survey were expecting their first child and two in five were 
expecting a second or subsequent baby (see Figure 1.1.1).  
 
 

Figure 1.1.1: Number of Previous Children 
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The sample was intended to include women in their final trimester of pregnancy. On average, women were 32 
weeks pregnant at the time of completing the antenatal questionnaire with a range of between 10 and 40 weeks.  
 

                                                
12  The standard error acknowledges that since only a sample of women rather than all pregnant women were surveyed, there is 

likely to be some variation between the results reported here and the feelings of the entire target population. When 
interpreting the statistics presented in this report, this level of variation should be taken into consideration. In other words, if 
42% of survey respondents suggest that they attended antenatal classes, readers can be reasonably confident that the true 
proportion of pregnant women who attended antenatal classes is actually between 39 and 45% (ie 42 ± 3%). 

 
13  Throughout this report significant relationships or differences between groups are highlighted in the text. In all cases where 

relationships are described, differences are statistically significant with a Pearson’s Chi square test p-value less than or 
equal to 0.05.  

 
14  The social class of the respondents was derived on the basis of occupation, using the ONS Standard Occupational 

Classification: simplified list (excluding employment status axis). Here Class I = professional, Class II = intermediate, Class 
IIIN = skilled non-manual, Class IIIM = skilled manual, Class IV = partly skilled, and Class V = unskilled. Throughout this 
report analysis by social class has been undertaken using a household social class classification since it seems most likely 
to reflect important socio-economic differences. This took the higher of the couple’s employment classifications or the 
woman’s classification if she did not have a partner. Many of those who were unemployed at the time of completing the 
questionnaire and provided no additional information were positioned in the lowest social class categories. Analyses 
compare women from household social classes IV and V with all other groups. 

 



 

Access to Maternity Information and Support  4 

Twenty-three women (2%) were expecting more than one baby – 20 twin and three triplet pregnancies. The 
remaining women were expecting one baby. Twenty percent of the respondents had previously had a 
miscarriage.  
 
 
Demographic Characteristics 
 
The participants were aged between 15 and 43 years. Compared with official statistics, women over 30 are 
slightly under-represented in this research (see Table 1.1.1).  
 
 

Table 1.2.1: Respondents’ Age and Maternity Statistics for England and Wales15 
 

Age Group % Antenatal Survey (n = 1188) % STET Birth in England and Wales 1998 (n = 635,901) 
Under 20 yrs 9 8 
20 - 24 years 20 18 
25 - 29 years 38 30 
30 -34 years 25 30 
35 - 39 years 7 12 
40 plus 1 2 

 
 
The highest number of women came from the South East of England, reflecting the distribution of the population 
of the United Kingdom (see Figure 1.1.2). Ninety five percent of the respondents classified themselves as 
belonging to the “white” ethnic group. Fifty two women from 18 other ethnic groups also responded to the 
antenatal survey. These figures are relatively representative of the wider female population in the United Kingdom 
(see Table 1.1.2). Five percent of the respondents were born outside of the United Kingdom. English was the first 
language of 97% of the respondents.  
 
 

Figure 1.1.2: Regional Distribution of Respondents 
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Table 1.1.2: Self-Specified Ethnic Group of Respondents 
 

Ethnic Group % Antenatal Survey  % Postnatal Survey % Women 15-44 (1991 Census Data) 
White 95 93 93 
Other ethnic groups16  5 7 7 

 
 
Eighty eight percent of the respondents lived with a partner (see Figure 1.1.3). Five percent of the women said 
that they did not have a partner at the time of completing the questionnaire. Three quarters of these women were 
having a first baby. The age range of women without a partner was 15 to 39 years with an average age of 24 
years. 
 

                                                
15   Information for the statistics from England and Wales is sourced from:  
 

ONS (1998). ONS Parents’ Age Series FM1 Number 27, Table 3.1, 1998 ARV, Office of National Statistics. London. 
 

16  For the Access antenatal survey “other” ethnic groups included Black Caribbean (0.7%), Black African (0.4%), other Black  
(0.2%), Indian (0.9%), Pakistani (0.4%), Chinese (0.3%) and other groups (1.5%). 0.7% of the 1188 women did not specify 
their ethnic group. 
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Figure 1.1.3: Household Living Arrangements 
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Employment Status and Social Class 
 
Fifty eight percent of the respondents said that they were in paid employment or self employed when they 
completed the antenatal survey. Approximately two in five were in full time employment, one in five was employed 
part time, a third were not employed when the questionnaire was completed and 3% had never had paid work. 
Younger women and those who had already had a child were more likely to be in part time employment or not to 
be in paid work. For example sixty percent of women having their first baby were in full time work, compared with 
fifteen percent of those who had already had a child. There were no significant differences in the employment 
status of women from different ethnic groups. 
 
The social class of the women was derived on the basis of her occupation using the ONS Standard Occupational 
Classification: simplified list (excluding employment status axis).17 This required knowledge of the women’s 
current or most recent job titles and description of the work of her employer. The largest number of women were 
classified as being in social class IIIN - ‘skilled non manual’ (see Table 1.1.3).  
 
When women who were not in paid work are categorised as ‘economically inactive’, the social class distribution 
very closely matches that of the recent Audit Commission survey of maternity care based on a national sample 
selected by the Office of National Statistics18  (see Table 1.1.4). 
 
For women with a partner, nine out of ten partners were in paid employment of some kind. Eighty six percent 
were in full time employment and 3% were employed part time. Ten percent were not currently employed and 1% 
had never had paid work. The occupation of the partners of the pregnant women was used as an indicator of their 
social class. The largest group was class IIIM - skilled manual (see Table 1.1.3).  
 
A measure of ‘household social class’ was constructed using a combination of data from women and their 
partners. This took the higher of the couple’s employment classifications or the woman’s classification if she did 
not have a partner. Using this classification, a third of households fell into class II – intermediate (see Table 
1.1.3). Throughout this report analysis by social class has been undertaken using the household social class 
classification since it seems most likely to reflect important socio-economic differences. Many of those who were 
unemployed at the time of completing the questionnaire and provided no additional information were positioned in 
the lowest social class categories for the purpose of this analysis.19 
 
 

Table 1.1.3: Social Class Categories 
 

Social Class % Women (n = 1162) % Partners (n = 1037) % Household (n = 1118) 
Class I - professional 2 4 5 
Class II - intermediate 24 24 35 
Class IIIN - skilled non-manual 40 10 30 
Class IIIM - skilled manual 4 46 19 
Class IV - partly skilled 26 13 10 
Class V - unskilled 2 2 1 
Other  1 2 0.3 

Note: Percentages are based on current or most recent job titles. “Other” consists of people in the armed forces and students. 
Data was missing for 171 women and 151 partners. Missing data involved people who were unclassifiable either because they 
had never worked or because they had not given information about previous or current work. 

                                                
17  Office of National Statistics. (1998). Simplified list of Social Class based on occupation: excluding employment status axis. 

ONS. London.  
 
18  Garcia et al. (1998). First Class Delivery: A national survey of women’s views of maternity care, Audit Commission. London. 
 
19  Women who did not provide information about their current employment status or listed themselves as unemployed were 

NOT included in the regrouped social class categories IV and V if they had other characteristics which precluded them from 
such inclusion. For example women with degrees or higher educational qualifications were not placed into the lower 
spectrum of the socio-economic scale.  
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% 

Table 1.1.4: Social Class Comparison with Audit Commission National Sample 
 

Social Class % Survey Respondents (n = 1162) % Audit Commission Sample (n = 3570) 
Class I & II 19 20 
Class III N  25 25 
Class IIIM 2 5 
Class IV 12 8 
Class V 0.4 1 
Economically inactive 42 40 

Note: Percentages are based on current job titles only. Women not in paid work are categorised as economically inactive. 
 

Differences in the Characteristics of Women Completing the Follow-up Survey 
 
Fifty five percent of the 837 women who completed the follow-up survey were first time mothers, 7% came from 
minority ethnic groups, 6% were under the age of 20, and 12% were from households at the lower end of the 
socio-economic spectrum20 (see Figure 1.1.4). As with the antenatal survey, the geographic spread, age and 
ethnic distribution of the sample is relatively representative of the United Kingdom population. However there was 
an over-representation of women from higher social class groups.21  
 
Of those who completed the original survey, 351 women did not respond to the follow-up. Some of these women 
could not be contacted because they had moved in the interim period, some had experienced the death of their 
baby or encountered serious health problems, and others simply did not wish to participate in the follow-up 
survey. 
 
Women expecting their first child when they responded to the original survey, those aged 15-19, and women from 
lower socio-economic groups were slightly less likely to go on to participate in the follow-up study. There were no 
differences in the response rates from different ethnic groups (see Figure 1.1.4). Therefore although there was a 
degree of non-response to both surveys, the randomly selected sample of women who participated were relatively 
representative of the wider population in terms of age, ethnicity, and employment. There were some variations in 
terms of social class, and presumably literacy, however in general the surveys provide a good basis for 
generalising to new and expectant mothers throughout the United Kingdom. 
 

Figure 1.1.4: Characteristics of Respondents and Non Respondents 
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Note: The figure compares characteristics of the 837 women who responded to the follow-up survey with the 351 women who 
took part in the original survey but did not participate in the follow-up. All differences are statistically significant apart from 
ethnicity. 

                                                
20  Social class comparisons are based on the definitions used in: Office of National Statistics. (1998). Simplified list of Social 

Class based on occupation: excluding employment status axis. ONS. London. Throughout this report references to lower 
socio-economic status women refer to those from class IV and V (partly skilled and unskilled) households.  

 
21  Comparisons of representativeness are based on statistics from:  
 

Garcia et al. (1998). First Class Delivery: A national survey of women’s views of maternity care, Audit Commission. London. 
 

Middlemas, J. and Sly, F. (1998). Qualifications data in the Labour Force Survey. Labour Market Trends, January 1998. p 33 
– 41. 
 
Office for National Statistics (1996). Living in Britain. Results from the 1996 General Household Survey. London. Stationery 
Office. 
 
Office for National Statistics (1999). Annual Abstract of Statistics. 1999 Edition. London. Stationery Office. 

% 

% 
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Section 2: Information and Support During Pregnancy 
 
 

Meg Wiggins, Debbie Singh, Mary Newburn, and Rosemary Burbidge 
 

This section of the report focuses upon women’s experiences and information and support needs during 
pregnancy. Section 3 focuses on women’s experiences after giving birth. 
 
 

Section 2.1: Antenatal Services 
 
 

Epidemiological and observational studies tend to show that women who receive antenatal care early in 
pregnancy and who have more antenatal visits tend to have lower maternal and perinatal mortality.22 
 

The women were asked a variety of questions about the care that they had received during pregnancy. The aim 
was to: 
 
• examine the extent to which antenatal care was community-based and met the women’s needs or was 

‘woman-centred’ as prioritised within Changing Childbirth, 
 
• explore how many women had seen a midwife as their first pregnancy healthcare professional, 
 
• investigate how many midwives women had seen in order to analyse continuity of carer and what effects this 

may have had, 
 
• and find out about women’s experiences of antenatal and parentcraft classes. 
 
 
Community-Based Care 
 
The women were an average of 32 weeks pregnant when they were surveyed. By this stage most women had 
visited either a GP or midwife at a local clinic or health centre at least once during their pregnancy. Almost half 
had been visited by a midwife at home (see Table 2.1.1). Up until this stage in their pregnancies, the health 
professionals that women had visited most often were midwives in a community setting. 
 
 

Table 2.1.1: Average Number of Visits to Community-based Health Professionals 
 

Health Professional % Had Visited  Average Number of Visits Range of Visits 
GP 95 3 0-32 
Midwife at clinic / GP’s office 90 4 0-20 
Midwives at home 46 1 0-19 

 
Note: The % Had Visited column lists the proportion of women who had visited a specified health professional at least once. 
Figures do not represent the total number of visits during pregnancy since the women were only an average of 32 weeks 
pregnant at the time of the survey. 
 
 
A GP was the first health professional that most women (82%) saw about their pregnancy. This was slightly more 
common for women having their first baby. This may mean that women who have previously given birth are more 
knowledgeable about the role of a midwife or feel more comfortable visiting midwives who they already know. 
Other work by the National Childbirth Trust indicates that women are not generally aware that they may go 
directly to a midwife when they become pregnant and some are put off doing so because of pressures to conform 
to the convention of seeing a GP first.23 Many may also be unclear about the different roles of GPs and midwives 
in maternity care.24 
 

 

                                                
22  Enkin, M., Keirse, M. J. N., Neilson, J., Crowther, C., Duley, L. Hodnett, E., Hofmeyer, J. (2000). A Guide to Effective Care in 

Pregnancy and Childbirth. Third Edition. Oxford University Press. Oxford. Page 18 
 
23  Chamberlain, C. and Newburn, M. (1999). The more things change… Practising Midwife 2(11). p27-29. 
 
24   Combes, G. and Schonveld, A. (1992). Life Will Never be the Same Again: Learning to be a First Time Parent. Health 

Education Authority. London. 
 

Davies, J. (1994). Report of the Northern Region Home Birth Survey 1993. Northern and Yorkshire Regional Health 
Authority. 

 
Leach, J., Dowswell, T., Hewison, J. et al (1998). Women’s perceptions of maternity carers. Midwifery, 14(1). p48-53. 
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Research shows that many women do not know that midwives are autonomous practitioners and that doctors 
do not need to be involved in the care of women with a normal pregnancy.25 

 
 
For 13% of women a midwife was the first health professional seen during their pregnancy. There was no 
difference between the first health professionals seen by women from different age, ethnic or social class 
groups.26 
 
Women tended to see a health professional for the first time between five and eight weeks into their pregnancy. 
However there was a lot of variation, with some women visiting service providers in the first week and others not 
visiting until their 32nd week (see Figure 2.1.1). The average time for a first visit was seven weeks into the 
pregnancy. There were no significant differences in these trends in terms of age, ethnicity, social class, or parity. 

 
 

Figure 2.1.1: Number of Weeks Pregnant when First saw a Health Professional 
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Midwives 
 
Virtually all of the women surveyed had had care from a midwife. One in five had received care from one midwife, 
over half had seen 2-3 midwives, and one in five had seen 4-5 midwives at this stage of their pregnancy. 
Altogether 70% of women had seen no more than three midwives. This suggests that some degree of continuity 
of carer was achieved. There was no difference in these trends according to age, ethnicity, parity, or social class. 
 
Over half thought that the midwives they had visited fully understood and respected things that were important to 
them. Two in five thought that midwives only partly understood, and 5% suggested that midwifes did not 
understand or respect the things that were important to them at all. There was no difference between the opinions 
of first time and other mothers or women from different ethnic, social class or age groups.  
 
 

I have the same midwife I had for my first child so I feel I know her and she knows me very well. (Women in her 
30s having a second child). 
 
When I need to talk about something or I’m worried they are there for me at any time. (19 year old woman 
having her first child) 
 
The midwife who I see at my local GP clinic is very good and I feel she is understanding and listens. She 
answers all questions and puts my mind at rest. The midwives I have seen at the hospital are ‘out of touch’ with 
my pregnancy and my feelings / worries. (First time mother in her 30s). 
 
I feel it is easier to talk to the midwives than the GPs and the hospital doctors. They seem to explain more and 
are more approachable. (25 year old first time mother) 
 
Community midwives have been very good at explaining things and offering helpful advice for any concerns / 
problems. The patient (ie myself) must be prepared to go with a list of questions and ask! Otherwise things will 
not be explained. (27 year old having her first child) 
 
 

In general women believed that the midwives they had visited explained things in a way that they could 
understand and were willing to listen if they wanted to talk about their pregnancy and how they were feeling. Over 
half believed that they were encouraged to ask questions most of the time.  
However there was a feeling that midwives didn’t get to know people and remember their progress from visit to 
visit as much as they should (see Table 2.1.2). 
 
 

                                                
25  Leach, J., Dowswell, T., Hewison, J. et al (1998). Women’s perceptions of maternity carers. Midwifery, 14(1). p48-53. 
 
26  As outlined in Section 1, throughout this report differences between ethnic groups relate to variations between white women 

and all other minority ethnic groups. Age trends compare women aged 15 – 19 with those over 20 years. Social class or 
socio-economic status is based on the ‘household social class’ variable described in Section 1.2. Comparisons have been 
made between those in household social classes IV and V compared with those in all other classes. 

 



 

Access to Maternity Information and Support  9 

There is really only one aspect of antenatal care I disagree with and that is the team of midwives system at the 
GP clinic. From about eight of them only two recognise me because I have seen them more than once. I much 
preferred the one to one contact I had with my GP midwife during my previous two pregnancies. I really don’t 
understand why this new system was set up or what benefits it can possibly hope to achieve. (33 year old 
experienced mother) 
 
As there are three different midwives at the clinic it is hard to get to know someone and them you. (25 year old 
first time mother) 

 
 
The finding that more than one in ten women did not feel that they were encouraged to ask questions or that their 
midwife would listen if they wanted to talk fits in with research which suggests that midwives may act as 
gatekeepers of information, controlling the amount they tell women, often to protect women from emotional 
distress.27 
 

Table 2.1.2: Opinions about Midwife Services 
 

Believed midwives had: % Most of time % Some of time % Little / not 
Explain things so understand 72 23 5 
Listen if people want to talk 62 24 14 
Encouraged to ask all questions 57 30 13 
Know you & remember progress 44 27 28 

 
 
Women expecting their first child were least likely to believe that midwives listened if they wanted to talk and 
those from lower socio-economic groups were less likely to believe that their midwives encouraged them to ask all 
of their questions. 
 
There were also differences depending upon how many midwives women had seen during their pregnancy. 
Women who had only seen one midwife were more likely to say that she remembered them and their progress 
between visits and encouraged them to ask questions28 (see Table 2.1.3).  
 
 

Table 2.1.3: Differences in Opinions by Number of Midwives Seen 
 

Believed midwives had: % Seen 1 Midwife % Seen 2+ Midwives 
Encouraged to ask all questions most of the time 68 55 
Know you and remember progress most of the time 66 39 

 
 
There was an inverse relationship between the number of midwives seen and whether women believed that they 
had been fully understood and respected: the fewer midwives that women had seen, the more positive their 
opinions were likely to be (see Table 2.1.4). Once the number of midwives seen increased by even a small 
number, aspects of improved communication such as greater encouragement to ask questions, clarity of 
explanations or the willingness of midwives to listen, were no longer evident.  
 
 

Having seen a different midwife on every occasion it has been difficult to get to know anyone on a personal 
level. (First time mother in her 20s) 

 
Unfortunately as I have been seen by several different midwives it has been impossible to get to know them or 
develop an understanding. (28 year old first time mother) 
 
I think you should see the same midwife all the way through your pregnancy as seeing a different face 
sometimes doesn’t go down too well with me as they ask the same questions over again. I think it would be nice 
to have the same midwife, a familiar face. (21 year old first time mother) 
 
My allocated midwife now is good. The first 3 were quite poor and in a rush. It was hard to ask questions and 
they were surprised when I wanted to go to antenatal classes. (Women in her late 20s having her second baby) 

Table 2.1.4: Feelings of Understanding and Respect by Number of Midwives 
 

Midwives % Fully Understand % Partly Understand % Do Not Understand 
1 Midwife 68 28 4 
2 - 3 Midwives 53 43 4 
4 - 5 Midwives 49 43 8 

                                                
27   Levy, V. (1999). Midwives, informed choice and power: Part 2. British Journal of Midwifery, 7(10). p613-616. 
 

Levy, V. (1999). Protective steering: A grounded theory study of the processes by which midwives facilitate informed choices 
during pregnancy. Journal of Advance Nursing, 29. p104-112.  
 

28  The female gender is used for female and male midwives.  
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6-7 Midwives 49 46 6 
8 or More  41 47 12 

 
 
This supports claims that systems of care based on large teams of midwives reduce continuity of carer during 
pregnancy.29  Women are most likely to see a single midwife for antenatal care when the midwife works only in 
the community. With this system they are likely to have good continuity of carer during pregnancy but have care 
from an unknown midwife in labour. Women who have care from a midwife who carries a caseload are likely to 
have appointments with a minimum of two midwives during pregnancy. However, one midwife will be the lead 
professional and provide the majority of each woman’s care. The caseload system increases the chance of the 
women having care in labour and in the initial period after birth from someone she has got to know during 
pregnancy.30   
 
Having a baby is a crucial social transition for women and their partners, during which they need opportunities for 
support as they develop into their new role. 
 
 

I always thought women magically changed when they became pregnant – they automatically knew what to do, 
how to cope with a new born. Unfortunately this isn’t true. I love being pregnant, but even now I still can’t believe 
I am going to have a baby. I’m not ready yet. How come nine months isn’t that long? My antenatal care was 
wonderful but not enough help was given during early pregnancy. This was a time when I needed to know 
everything and to speak to professional people, but with eight weeks between visits I nearly always forgot what 
to ask. I suppose it’s hard as not a lot of things happen physically to warrant extra visits.  (20 yr old first time 
mother)  

 
 
In line with previous research, women rated their satisfaction with midwives differently according to whether they 
had been seen in their own homes or at a hospital or clinic.31 Almost half of the women had been visited by a 
midwife in their own home. These women believed that midwives were more likely to encourage them to ask 
questions and listen if they wanted to talk compared to women who had only seen midwives at other venues. 
Women who had been visited at home also suggested that their midwives were more likely to have got to know 
them and remember their progress between visits. These women were more likely to feel that their midwives fully 
understood and respected them than those who had not seen a midwife at home.  
 
These findings suggest that: 
 
• Continuity of carer is important to pregnant women.  
• Being cared for by small number of midwives has demonstrable benefits. 
• Being visited in their own home makes it easier for the woman and her midwife to get to know one another 

and build a trusting and respectful relationship.  
 
Women who had regular contact with fewer midwives viewed the quality of the relationships they had more 
positively. This reinforces the need to implement systems of care which enable women to see a small number of 
caregivers and develop mutual understanding and respect.  
 
Other studies suggest that health professionals, especially midwives, also want to see increased continuity of 
carer32 but that midwives and pregnant women may have different ideas about what ‘good quality’ care is. For 
example in a longitudinal study using focus groups in Yorkshire, pregnant women emphasised the importance of 
feeling confident to ask questions, having their partner involved in decisions, and being offered information 
without having to ask for it.  
These things were not always seen as important by midwives.33 Further qualitative work is needed to explain in 
more detail the factors and processes which enhance and inhibit opportunities for building confiding and 
supportive relationships. 
 

                                                
29  Wraight, A., Ball, J., Seccombe, I., & Stock, J. (1993). Mapping Team Midwifery. Department of Health and the Institute of 

Manpower Studies. Brighton. 
 
30  Reed, B. (2000). Albany Group Practice. Conference presentation at Millennium Maternity Services 2000 and beyond. 12 

June 2000.  RCOG / RCM. 
 
31  Evans, F. (1991). The Newcastle community midwifery core project. Part 2. Robinson, S. and Thompson, A. (eds). Midwives, 

Research and Childbirth, Volume 2. 
 

Oakley, A. (1992). Social Support and Motherhood. Blackwell. Oxford. 
 

32  Sikorski, J. Clement, S., Wilson, J. Das, S., and Smeton, N. (1995). A survey of health professionals’ views on possible 
changes in the provision and organisation of antenatal care. Midwifery, 11. p61-68. 

 
33  Proctor, S. (1998). What determines quality in maternity care? Comparing the perceptions of childbearing women and 

midwives. Birth, 25 (2). p85-93. 
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GPs 
 
Ninety five percent of women had seen a GP during their pregnancy. About half believed that GPs fully 
understood and respected what was important to them. The importance of reassuring women that their views will 
be taken seriously has been demonstrated by previous research.34 
 
 

I’ve had a few problems with this pregnancy and my doctor has been very helpful and thorough throughout. 
(Woman in her 30s with other children). 
 
GP is very helpful and encourages me to contact her over the slightest worry. (25 year old first time mother) 
 
Even though it can be different doctors each time they are always interested in how you feel. (Woman under 20 
with her first child) 
 
 

Two in five thought that their family doctor partially understood their needs and 10% suggested that their doctor 
did not understand at all. These trends remained constant regardless of parity, age, class, or ethnicity. 

 
 
My doctor is not that great. I feel like I’m just a number. He doesn’t understand how I feel. I can’t talk to him at 
all. (23 year old mother of one) 
 

 
In comparison to ratings of midwives, fewer women believed that GPs encouraged them to ask all of their 
questions or explained things so that they could easily understand. However GPs were thought to know people 
and remember their progress more often than midwives (see Table 2.1.5). This was especially true if women had 
experienced less continuity of midwife care (ie been seen by more than three midwives during their pregnancy). 
This supports findings by the Expert Maternity Group that the greatest continuity of carer may be provided by 
GPs.35 
 
 

My doctor is excellent – encourages and listens. He never rushes my appointment and always has time for me 
to express my worries and concerns. I feel I can ask him anything and he’s willing to sit and listen. My midwife is 
always rushing and in a hurry and has to be reminded of things you want her to do eg hospital tour. (30 year old 
mother of one) 

 
My doctor is brilliant, will come out at any time, see me the same day. Knows all my family although we have 
different names. Came out to see my first baby when first born, just to see how I was. (25 year old woman 
having her second child) 
 
I have seen so many midwives and they don’t remember you from time to time. My doctor knows the family and 
takes an interest in what is happening to me personally. (32 year old mother of two) 

 
 

Table 2.1.5: Opinions about GP Services 
 

Believed GPs had: % Most of time % Some of time % Little / not 
Explain things so understand 59 27 13 
Listen if people want to talk 51 26 22 
Encouraged to ask all questions 47 32 21 
Know you & remember progress 52 20 28 

 
 
Women who had already had a child were more likely to believe that their doctors knew them and remembered 
their progress between visits. Non-white women viewed their GPs less favourably than other women.  
 
They did not believe that their doctors encouraged them to ask all of their questions, explained things in a manner 
that they could understand, or listened if they wanted to talk. Women under the age of 20 and those from lower 
socio-economic classes were also less likely to think that their GPs explained things in a way that they could 
understand. 
 
 
Hospital Based Care 
 

                                                
34  Gready, M., Newburn., M. and others (1997). Hearing it like it is: understanding the views of users. British Journal of 

Midwifery, September 1997.  
 
35  MORI poll commissioned by: Expert Maternity Group (1993). Changing Childbirth. Department of Health. London. 
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Approximately three quarters of the women had received some hospital based care up until this stage in their 
pregnancy (see Table 2.1.6). This trend was not related to age, socio-economic status or ethnicity, but women 
who had already had a baby were more likely to have visited a hospital doctor. 
 
 

Table 2.1.6: Average Number of Visits to Hospital Based Professionals 
 

Health Professional % Had Visited  Average Visits Range of Visits 
Midwives at hospital  75 2 0-20 
Hospital doctors 72 2 0-21 

 
 
A third of the women who had visited hospital doctors felt that these professionals fully respected and understood 
what was important to them. Women under 20 were more likely to feel this way. However almost half of the 
women thought that this was only partly the case and one in five believed that hospital doctors did not understand 
their needs at all. Women from different ethnic, class and parity groups had similar opinions.  
 
If women feel able to ask questions this enhances self confidence, decision making and independence.36 Only 
half of the women felt that they were encouraged to ask their questions most of the time. Most women thought 
that hospital doctors were less likely to remember their progress between visits and less likely to listen if they 
wanted to talk than family doctors and midwives (see Table 2.1.6). 
 
 

Table 2.1.7: Opinions about Hospital Doctors 
 

Believed hospital doctors had: % Most of time % Some of time % Little / not 
Explain things so understand 53 30 18 
Listen if people want to talk 42 27 32 
Encouraged to ask all questions 48 29 23 
Know you and remember progress 23 14 63 

 
 
There were no clear trends between social groups. While those from lower socio-economic groups were less 
likely to say that hospital doctors provided explanations that were easy to understand, women under twenty and 
those from minority ethnic groups rated hospital doctors more highly than other women. It may be that different 
groups have different expectations or that the behaviour of hospital doctors varies.  
 
 
Comparing Services 
 
Differences between the views of midwives, doctors and hospital staff regarding maternity care have been 
documented by other researchers.37 Virtually all women receive care from midwives during their pregnancy and 
large proportions also see their GP and one or more hospital doctors. It is therefore important that each of these 
groups provide woman-centred care and develop their services to increase the extent to which women’s needs 
are met.  
 
In order to examine the extent to which current service provision is women-centred, participants were asked to 
rate the midwives, family doctors, and hospital doctors they had visited on a four point scale (where 1 = not at all 
and 4 = most of the time) (see Figure 2.1.3). A comparison of the average ratings of different professionals is 
presented in Figure 2.1.4. In line with previous research, midwives’ communication skills were most highly rated.38 
GPs are well regarded for being able to remember women and their progress between visits. As the discussion 
above has shown, communication with midwives is improved when the numbers providing care are reduced. 
When only 1-3 midwives had been seen, women rated the familiarity of their midwives at the same level as GPs. 
 
 

Figure 2.1.3: Comparing Opinions about Health Professionals  
 

Listen if Woman Wants to Talk                     Encourage to Ask Questions 
 

                                                
36  Nolan, M. (1995). Empowering women through prenatal education: question asking about skills and role play. International 

Journal of Childbirth Education, 10(3). p4-7. 
 
37  Sikorski, J. Clement, S., Wilson, J. Das, S., and Smeton, N. (1995). A survey of health professionals’ views on possible 

changes in the provision and organisation of antenatal care. Midwifery, 11. p61-68. 
 
38  Audit Commission (1998). First Class Delivery. A National Survey of Women’s Views of Maternity Care. Stationery Office. 

London. 
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Figure 2.1.4: Comparison of Average Ratings for Midwives, GPs, and Hospital Doctors 
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Women were asked for examples of particularly good or poor care that they had experienced. Over 40% of the 
354 women who responded positively suggested that their midwives had been particularly supportive and good at 
listening and explaining things. A smaller number (16%) believed that their GP was particularly supportive and 
one in ten believed that all of the health professionals that they had come into contact with were of merit. Women 
who had visited a smaller number of midwives were most likely to have positive responses. 

 
 
I have one particular midwife who is there whenever I need her she listens to my fears no matter how small or 
silly they may seem. She has gotten to know me very well (and my partner and my mum too!) and is as excited 
as we are about finding out if it is a boy or a girl. (First time mother in her 20s) 
 
There was one who made me feel comfortable. It was a doctor at the hospital. I had started bleeding and was 
really worried but he made me feel a lot better. (20 year old first time mother) 

 
The hospital consultant had an excellent approach, understanding and empathetic. Midwives appeared to have 
very little knowledge of molar pregnancies. GP was fascinated by molar pregnancy and made us feel odd and 
full of doom and gloom. (First time mother in her 20s) 
 
The health visitor has been excellent at listening, knowing all the family details, and giving practical advice. The 
midwife was very good, The doctors feel distant and uninterested. (31 year old woman with one other child). 
 
When I had my second scan the woman was very concerned at me being upset and stressed that everything 
was fine in my pregnancy. She really showed signs of genuine care. (35 year old mother of four)  
 

 
Of the 166 women who believed that they had had significantly poor experiences, one in five suggested that their 
GP had been unsupportive. A smaller number argued that their midwife (17%) or hospital staff (13%) had been 
unsupportive. 
 
 

not at all most of the time some of the time 
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I made a birth plan and when I showed it to the midwife she told me it wasn’t necessary as the hospital would 
change it anyway. I came away feeling dejected. (21 year old having her first baby) 

 
I do feel a little left out of the antenatal care I should be receiving. I’ve been completely left to my own devices 
this time. No one has even asked me about my birth plan. I did want to know more about going into water in the 
first stage of labour. I shall just have to wait until I get to the hospital and hope I get a friendly / helpful midwife. 
(33 year old woman with one other child) 

 
If you were not the sort of person to go out of your way to obtain information, whether it be from literature, 
asking questions of health professional, etc, I do not think that it was very forthcoming. I found myself having to 
be persistent in obtaining information particularly about classes etc. (26 year old first time mother) 

  
All throughout my pregnancy I have been made to feel as if I am just a number and a drain on the NHS 
resources instead of being part of a wonderful experience. (26 year old first time mother) 
 
It depends a lot on the individual midwife – some are absolutely wonderful and some are completely oblivious to 
how you feel and treat you like a number. (30 year old first time mother) 
 
I’m in a caseload of midwives. Some are better than others. Some look down on you, others treat you with the 
respect I would like to be accustomed to. (24 year old first time mother) 
 

 
Some women also made comments about differences between health professionals: 
 
 

The midwife I see is very good, but is not very forthcoming with information. The GP explains everything to me, 
although I don’t see them that often. The hospital doctors just seem to go through the procedure, and are not 
very forthcoming with information. (27 year old first time mother) 
 
The midwives have all been very good and explain everything to me as we go along and will answer any 
questions I have. Every time you go for an antenatal check you get a different doctor from the practise and you 
often don’t even know them. You also see different doctors every time you go to the hospital. (24 year old first 
time mother) 
 
The midwife has been the best health professional. The doctors at the hospital are very formal. (27 year old first 
time mother) 
 
My usual GP and midwife at the GP surgery have been very good, friendly and sympathetic when I was scared. 
Doctors I’ve seen at the hospital always seem in a hurry and I don’t like how I never know who they are. The 
first one I saw, I mentioned a very small problem (nosebleeds). He told me to go and see my GP when all I 
really wanted was my mind put at rest. (26 year old woman having her first child) 
 
It seems that the professionals are always pushed for time. Little information is offered unless requested. 
Physical health is treated as important but feelings and mental health could be considered more. Generally staff 
are friendly but a little removed. (32 year old mother of two) 

 
 
Four percent of women identified themselves as having a disability or special needs. Of these, almost two thirds 
suggested that health professionals had met their needs well or very well, especially where asthma and diabetes 
were concerned. One in ten of the 60 people with special needs did not think that their antenatal care had been 
well managed. There were no differences in the perceptions of those with special needs according to parity, age, 
or ethnicity. However those from lower socio-economic groups were more likely to suggest that they had special 
needs and that these had not been well met by health professionals.  
 
 
Information Provided at First Visit to Health Professionals 
 
Women were asked how they felt about the amount of information that they were given when they first visited a 
health professional. Two thirds believed that they had been given the ‘right amount’ of information, but almost a 
quarter suggested that they had been provided with ‘too little.’ A quarter of women expecting their first child felt 
this way compared to less than one in five women who had previously had a child. There were no differences in 
terms of age, social class or ethnicity. But women who had visited a midwife first were most likely to believe that 
they got the ‘right amount’ of information (see Table 2.1.8). 
 

Table 2.1.8: Amount of Information Provided at First Appointment by Different Professionals 
 

Amount of Information % GPs (n = 967) % Midwives (n = 152) % Others (n = 57) % Total (n = 1176) 
Too much 1 4 2 2 
The right amount 67 80 65 69 
Too little 25 11 32 23 
Don’t know 7 5 2 7 
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Women suggested that they had been provided with a wide range of information during their first appointment 
(see Table 2.1.9) but there were variations in the types of information provided to different groups. For example 
women expecting their first child, those from households at the lower end of the socio-economic scale, and 
women under 20 were more likely to have been provided with information about looking after themselves.  
 

 
Table 2.1.9: Information Provided or Desired at First Visit 

 
Type of Information  % Given Information at First Visit % Would Have Liked More Information at 1st 

Visit 
Pregnancy care services  56 31 
Benefits / rights 19 28 
Choices about place of birth 36 27 
Food to avoid 60 25 
Blood tests and scans 54 23 
Food to eat 51 23 
Looking after yourself 51 22 
Folic Acid 77 16 
Other information  6 1 

 
Note: Percentages add to more than 100% because participants could select more than one type of information that had been 
provided or was desired. Other information provided during the first visit most commonly included material about abortion and 
suggestions about additional appointments. Other information most commonly desired focused on the development of the 
pregnancy and baby and problems that might be encountered. 
 
 
Women expecting their first child were also more likely to say they had been given information about tests and 
scans, foods to eat and avoid, and folic acid. Women under 20 were more likely than older participants to report 
being given information about appropriate foods to eat. There were no differences reported in the information 
provided to women from different ethnic groups. 
 
More than half of the women surveyed suggested that they would have liked additional information of some type 
during their initial appointment. The most common thing women wanted to know about was what to expect from 
pregnancy care services and what options were available. This is in line with past research which suggests that 
women often do not receive full information about the choices open to them.39 Benefits and rights, and choices 
about the place of birth were also topics that women wanted to know more about at their first consultation (see 
Table 2.1.8). 
 
 

The option of a home birth was not discussed and I didn’t even know that it was safe to have your baby at home 
until I asked my midwife last week who is very enthusiastic about me having a home birth. I now know this is 
what I want and feel much happier about the whole birth process. But I don’t think I’m going to have the support 
of my doctor who is apparently anti home births – and this is why I wasn’t told. (25 year old mother of one) 

 
 
Women having their first baby and those in relatively disadvantaged groups were more likely to want more 
information on a range of topics. This means that these women may rely more heavily on health professionals for 
information than other women. Women who have already had a child have their previous experience to guide 
them. Older women and those from higher socio-economic groups are likely to have access and feel more 
comfortable using more sources of information including books, magazines, and leaflets. This has important 
implications. In order to ensure that services are ‘woman-centred’ health professionals should check how much 
information women would like about specific topics which have been identified as important (see Section 2.2). 
Accessible, evidence-based information and opportunities for discussion should also be provided. 
Antenatal and Parentcraft Classes 
 
In addition to outlining their perceptions of the care received from different health professionals, participants also 
discussed their use of antenatal classes. Forty two percent of the women had attended parentcraft or antenatal 
classes during their current pregnancy (see Table 2.1.10). Classes run by midwives were the most commonly 
attended. 
 

                                                
39  Bostock, Y. (1993). Pregnancy, Childbirth and Coping with Motherhood. What Women want from the Maternity Services. 

Scottish Home and Health Department. Edinburgh. 
 

Combes, C. P. and Schonveld, A. (1992). Life Will Never be the Same Again. Learning to be a First Time Parent. Health 
Education Authority. London. 

 
Gready, M., Newburn, M., Dodds, R., Gauge, S. (1995). Birth Choices. Women’s Expectations and Experiences. National 
Childbirth Trust. London. 
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Sixty one percent of women expecting their first child had attended antenatal courses compared with only 14% of 
women who were expecting a second or subsequent baby. Women under 20 and those from lower socio-
economic groups were least likely to have attended classes or support groups. 
 
Three percent of all of the women surveyed had attended an antenatal class run by the National Childbirth Trust. 
Women from the upper end of the class scale and those over 35 were more likely to have attended NCT classes. 
 
 

Table 2.1.10: Types of Antenatal Classes Attended 
 

Type Of Class % Who Attended (n = 494) % Total (n = 1188) 
Classes run by their midwives 92 38 
Classes run by a health visitor 24 9 
Class run by a physiotherapist 23 8 
Relaxation class 18 6 
Informal drop in discussion group 4 1 
Aqua-natal classes 12 4 
National Childbirth Trust classes 9 3 
Active Birth classes 2 1 
Antenatal yoga classes 2 1 

 
Note: Percentages add to more than 100% because women may have attended more than one type of class or support group. 
The % Who Attended column represents the proportion of women who attended a particular type of class out of all those who 
had attended some form of antenatal activity. The % Total column represents the proportion of women out of the entire sample 
who participated in a specific activity. 
 
 
Reasons for Attending Classes 
 
Women suggested that they had attended antenatal classes for a range of reasons. The most common involved 
getting information, preparing for the birth, meeting other pregnant women, and to prepare for being a parent (see 
Figure 2.1.4).  
 
More than 9 out of every 10 women expecting their first baby said they wanted to get information from the classes 
compared to only three quarters of women who already had a child. Women expecting their first child were also 
more likely to attend the classes in order to prepare for the birth. 
 
 

Figure 2.1.4: Reasons for Attending Antenatal Classes 
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Note: Percentages have been calculated using the number of women who had attended antenatal classes of some type (as 
opposed to the whole survey sample). 
 
 
Perceptions of Classes run by Midwives 
 
As the largest number of women had attended sessions run by midwives (n = 428), this section focuses solely on 
women’s evaluations of these classes. 
 
There was a lot of variation regarding when women began attending antenatal classes run by midwives. Some 
started as early as two weeks into their pregnancy whereas others began as late as 38 weeks. The average 
starting point was at 30 weeks. Most women were reasonably happy with the time they started attending classes. 
 
Most women who attended classes run by midwives rated them highly in terms of providing information, 
discussions, material about how to cope with labour and meeting new people (see Table 2.1.11). However one in 
five did not believe that their antenatal classes had prepared them for how they might feel after the birth.  
 
One in four rated the classes as ‘poor’ for learning how to look after a baby. This suggests that further work is 
needed on how best to meet women’s needs for preparation on postnatal issues. This might include more 
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discussion in antenatal classes, more written information to take away and keep until after the birth, videos on 
parents’ experiences of baby care and their feelings after the birth, and postnatal classes. 
 
Only 55% of the 428 women who attended antenatal classes run by midwives found the groups to be what they 
expected. Women under 20, those from lower socio-economic groups, and those expecting their first child were 
much less likely to have found the classes as they expected them to be. However this is not necessarily a 
negative finding. In fact the majority of respondents suggested that they didn’t have any expectations or that the 
classes had actually been better than they expected. Those whose answers had negative connotations suggested 
that they would have liked more information. However the type of information that these women wanted was not 
usually specified. 

 
 

Table 2.1.11: Perceptions of Antenatal Classes run by Midwives 
 

Evaluation Of Classes % Very Good % Good %  Poor Responses 
For information 51 47 3 422 
For discussion 41 51 8 420 
Learning how to cope with labour 36 58 6 408 
For how might feel after birth 24 53 23 400 
Learning how to look after the baby 23 52 25 388 
For meeting new people 35 57 8 411 

 
 
A quarter suggested that they had learned ‘many things’ from the classes and over half suggested that they had 
learnt something that they hadn’t found out from other sources. But one in five women did not think that they had 
learnt anything from antenatal classes run by midwives. There was no difference in these trends according to age, 
parity, ethnicity, or social class. 
 
Women believed that the best things about the antenatal classes were meeting other pregnant women, 
information on labour and birth, discussions of common problems, and help with specific things such as 
exercises.  
 
However a range of improvements were also suggested including: 
 
• smaller class sizes,  
• extending the number of classes in the course, 
• more information on postnatal care,  
• holding classes at more convenient times - such as during the evenings, 
• and more emphasis on learning practical coping skills for labour. 
 
 

There was too much information about giving birth at a preparation for childbirth class. This class really upset 
me and my midwife recommended that I shouldn’t go to future sessions. I think I was at the wrong class and 
should have gone to Parentcraft instead. (33 year old first time mother) 

 
Have three meetings not just two to go over anything missed. (24 year old first time mother) 
 
They ran over three weeks but needed longer. More information on caring for the baby, equipment needed, 
expanding on other classes available. (First time mother aged 28 years) 

 
I am disappointed with the midwives I have seen. The classes have been vague and I didn’t like the use of video 
rather than practice ie relaxation, breathing. (29 year old first time mother) 
 
I would have liked to go to antenatal classes in the evening so I could go over my breathing for labour but these 
do not exist. My partner has not been able to make all my midwife visits as they had to be during working hours. 
(28 year old mother of one) 
 
I thought the class would be more friendly. We should be encouraged to chat amongst ourselves. (27 year old 
first time mother). 
 
It would be good to have more practical advice instead of discussions (23 year old first time mother) 
 
It was good to be able to discuss our hopes and fear about labour with other couples as well as the midwives. 
They could be improved by running for more weeks and covering more topics. (28 year old first time mother) 
 
We expected more hands on practical experience. Sharing experiences with others was good but there should 
be more classes with greater scope for individual discussion  / help. (33 year old first time mother) 

 
 

Most of the participants thought that the midwives’ classes had met their partner’s needs adequately. However 
more than one in ten did not think this was so (see Figure 2.1.5). Women under 20 were least likely to feel that 
their partner’s needs had been met. 
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Figure 2.1.5: Perceptions of Whether Antenatal Classes Met Partner’s Needs 
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Reasons for Not Attending Antenatal Classes  
 
The 568 women who had not attended any antenatal classes were asked the reasons why. Half said it was 
because they knew enough from having had a baby before. One in five said that they would prefer to speak to 
someone on their own rather than being in a group, and similar numbers found the days and times that classes 
were scheduled inconvenient. It is significant that one in five women did not attend because they had not been 
informed about antenatal classes (see Table 2.1.12). This is one of the most common reasons cited in other 
research.40 One in five women were planning to start antenatal classes in the near future but had not begun at the 
time the survey was carried out. 
 
 

Table 2.1.12: Reasons for Not Attending Antenatal Classes 
 

Reasons for Not Attending Percentage (n = 568) 
Knew enough from being pregnant before 51 
Don’t like being in groups, rather speak to someone individually 19 
Wasn’t told about them 18 
Days / times of the classes were inconvenient 17 
Had difficulties finding someone to look after other child(ren) 16 
Thought would find out information from other places 13 
The journey was difficult 10 
Thought it would be boring 8 
Classes were for couples and didn’t have someone to go with 6 
Thought wouldn’t fit in with the other women 6 
Don’t want to know too much 4 
Had other better things to do 3 
Classes were full 2 
Classes were for pregnant women only and wanted partner to go 1 

 
Note: Percentages add to more than 100% because women could give more than one reason for not attending antenatal 

classes. 
 
 
In line with previous research,41 women expecting their first child, young women, and those from lower socio-
economic groups had special reasons for not attending antenatal classes (see for example Figure 2.1.6).  
 
They often said that they weren’t attending classes because they thought that they wouldn’t fit in with the other 
women and would prefer to speak to someone individually rather than in a group. These women may also have 
different attitudes towards the classes and different understandings of what the classes are for. For example other 
researchers have suggested that working class women, particularly those who are single may equate going to 
classes with not being able to cope.42 
 
This suggests that more time should be made available for talking and listening with individual women as part of 
antenatal care. However, this is time-consuming and other ways of meeting women’s needs should also be 
explored. Classes designed especially for young women, for women only, and in local neighbourhoods are likely 
to be less off-putting. These suggestions have also been made by previous researchers.43  

                                                
40  Combes, G. and Schonveld, A. (1992). Life Will Never be the Same Again. Learning to be a First Time Parent. Health 

Education Authority. London. 
 
41  Combes, G. and Schonveld, A. (1992). Life Will Never be the Same Again. Learning to be a First Time Parent. Health 

Education Authority. London. 
 

Evans, F. (1991). The Newcastle community midwifery core project. Part 2. Robinson, S. and Thompson, A. (eds). Midwives, 
Research and Childbirth. 
 

42  Evans, F. (1991). The Newcastle community midwifery core project. Part 2. Robinson, S. and Thompson, A. (eds). Midwives, 
Research and Childbirth. 

 
43  Coyne, A. M. (1986). Schoolgirl Mothers. HEC Research Report 2. Health Education Council. London. 
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% 

 
Projects designed to find other ways of providing opportunities for women to learn from each other and discuss 
anxieties and hopes should be set up and evaluated. This might include putting small numbers of women in touch 
with each other, perhaps for a joint ‘appointment’ on antenatal screening tests, what to expect in labour, or baby 
care. 
 
 

Figure 2.1.6: Reasons for Not Attending Antenatal Classes by Parity 
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Summary 
 
In previous research pregnant women have reported a lack of opportunities to ask questions and discuss their 
concerns and worries.44 In this study, the majority of women felt that they had some opportunity to ask questions 
and discuss their concerns, but there was still room for improvement. 
 
 
 
Most midwives, family doctors, and hospital doctors were providing services which women found useful. However, 
a minority of women felt that the professionals they had seen were very poor at communicating. The importance 
of communication skills is highlighted by previous findings which suggest that some women are anxious to gain 
approval from maternity carers, and may be reluctant to question the options put to them.45 One in five women felt 
that hospital doctors did not understand their needs at all. But there was scope for improvement by all groups. 
 
Many midwifery services have been reorganised with the aim of providing more care in women’s homes and in 
the local community as well as increasing ‘continuity of midwife carer.’ The objective is to allow the woman to get 
to know her carer and to give the midwife an opportunity to learn about the woman’s values, social circumstances, 
preferences and clinical history. 
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Midwives tended to be viewed positively overall, although women who had seen more than three midwives felt 
that these providers were less likely to get to know them and remember their progress between visits. Those who 
had visited the same midwife throughout their pregnancy were more likely to suggest that these professionals did 
remember and get to know them. This suggests that continuity of midwife care may have important benefits, and 
supports previous research into the value of women getting to know their midwife.46 Women who had been visited 
at home also rated their midwives more positively in terms of respect, understanding, and encouragement.  
 
GPs continue to be the first health professionals that most women see during their pregnancy - although midwives 
are visited more frequently during the pregnancy overall. Family doctors were thought to provide a more 
personalised service, but compared to midwives their explanations were not as easy to understand. Hospital 
doctors were the least favourably viewed. This may be related to women seeing different doctors at appointments, 
but no questions were asked on the number of hospital doctors seen. Those having first babies and women in 
lower social classes are least likely to have their needs met by health professionals. 
 
Three quarters of the women had seen a hospital doctor by an average of 32 weeks of pregnancy. Given that 
healthy women with normal pregnancies do not need specialist medical care and should be offered the choice of 
midwife-led care, a lower percentage would be expected. 
 
Comparisons between midwives, GPs and hospital doctors show that: 
 
• There is variation within each group of health professionals, with some individuals and patterns of service 

delivery making a more positive contribution to woman-centred care than others. 
 
• There is room for improvement amongst each type of provider group. Some services have an on-going 

programme of maternity care audit involving users and health professionals from all relevant disciplines. 
These have a role to play in ensuring that standards are set and achievements are monitored locally.47 

 
• Women in some social groups reported different experiences. General trends suggest that those having first 

babies and women in lower social classes are least likely to have their needs met. Reports from younger 
women suggest they have more difficulty communicating with GPs than with hospital doctors.   

 
• When women see a small number of midwives and are visited in their own home they experience a more 

woman-centred service. 
 
Although many women felt that they had been provided with the ‘right amount’ of information about pregnancy 
and birth during their first visit to a health professional, a quarter suggested that they had received too little 
information. Women expecting their first child were most likely to believe that too little information had been 
provided. Those who had seen midwives rather than doctors were more likely to say that their needs had been 
met. Since the majority of women make an initial visit to a doctor, this suggests a definite gap in current 
information provision. 
 

                                                
46  Walsh, D. (1999). An ethnographic study of women’s experience of partnership caseload midwifery practise: the professional 

as a friend. Midwifery, 15(3). p165-176. 
 
47  Johanson, R., Rigby, C., and Newburn, M. (2000). Improving maternity care: Democratic prioritisation of audit topics as part 

of a clinical effectiveness programme. MIDIRS Midwifery Digest, 10 (2). p252-255. 
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Over half of the women would have liked additional information to be provided during their first visit, including 
details about: 
 
• Pregnancy care services 
• Benefits and rights 
• Choices about place of birth  
• Foods to avoid 
 
Other researchers have suggested that there are gaps between the expectations of health professionals and 
women regarding quality of care and what types of information are needed.48 The findings of the Access Project 
provide practical suggestions about areas where the information needs of women may not match the priorities of 
health professionals.  
 

 
A better understanding by maternity care staff of the concerns and priorities of women is important in the 
development of woman-centred care and has implications for risk management and internal marketing.49 

 
 
A number of women appear to be missing out on information about the full range of care options available, 
including the possibility of having a home birth. Women expecting their first child, women from ethnic minority 
groups, and women under the age of 20 were most likely to desire additional information of this type. Evidence-
based information should be available to all women at their initial appointment about pregnancy care services 
available and choice of place of birth.  

 
 
Health boards and authorities need to become aware of the types of care women from differing socio-
demographic backgrounds want. At the moment the authors support the theory that women choose their type of 
care based on what exists and not on any real choice.50 
 
 

Forty two percent of the women surveyed had attended antenatal classes. The majority of these were run by 
midwives and were well received. However some women believed that antenatal classes had not fully prepared 
them for life after the birth or for looking after a new baby. This suggests that more emphasis could be given to 
postnatal issues in classes. This research also supports previous studies which suggest that the objectives of 
antenatal classes should be made clear to participants so that unrealistic expectations of what the classes can 
achieve are avoided.51 
 
Of those who elected not to participate in antenatal classes, the most common reason involved feeling confident 
about knowledge gained from previous experience of pregnancy, birth and parenting. However one in five women 
also suggested that they had not attended classes because they: 
 
• would prefer to speak to someone individually as opposed to being in a group,  
• found the days and times that classes were scheduled inconvenient,  
• or had not been informed about antenatal classes. 
 
Women expecting their first child, younger women, and those from lower class groups appeared to feel the least 
comfortable and enthusiastic about attending antenatal classes. For some there was a perception that they 
wouldn’t fit in. For others there was a desire to gain information during one-to-one meetings rather than as part of 
a larger group.  
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Section 2.2: Information About Pregnancy And Birth 
 
Several years have passed since the emphasis on women’s information and support needs outlined in Changing 
Childbirth became government policy. Previous research has highlighted the importance of giving women as 
much information as they desire and providing consistent advice.53 There has been discussion about the way 
information and support are linked concepts, and the effectiveness of different types of information and different 
ways of providing this to women have also been evaluated.54 However less work has been done on what women 
want to know about during this important time in their lives.55 The Access survey sought to assess how well 
women’s information needs were currently being met by addressing the following questions: 
 
• How much information do pregnant women want about pregnancy, the birth, baby feeding and other aspects 

of life after the birth? 
 
• To what extent do women’s information needs and preferences vary by parity, age, class and ethnicity? 
 
• What are women’s main sources of information? 
 
• How do different women evaluate written and verbal sources of information and to what extent do they value 

evidence-based information? 
 
While the particular focus of this section is on women’s information needs, it is important to recognise that 
requests for further information may actually indicate a need for more time to talk, more support and reassurance. 
 
Information about Pregnancy and Birth 
 
Women were asked to rank the amount of information they wanted about pregnancy and giving birth using a scale 
developed following in-depth qualitative research on women’s information needs and experiences.56 Over half of 
the respondents said they wanted ‘a great deal of information’ because they ‘want to know as much as possible’ 
(see Table 2.2.1). Some women who did not have all the information they needed felt vulnerable. 
 

I believe knowledge is power and gives you more control. I like to understand what is happening to me and my 
baby and so does my husband. (28 year old first time mother) 
 
I want to know as much as I can because then I will feel more confident about everything that is happening. (29 
year old first time mother) 

 
I am still unaware about what will happen when I go into labour, during and after, and feel quite frightened. I 
hope I’ll know how much and how long to feed my baby for and not cause it any comfort or distress. (23 year old 
first time mother) 
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Table 2.2.1: Amount of Information Wanted about Pregnancy and Birth by Parity 
 

Amount of Information Required % First Time Mothers (n=695) % Others (n=476) % Total (1173) 
Great deal - want to know as much as possible 70 35 56 
Quite a lot - I want to know what’s going on 22 21 22 
Some - I find things out when I need to 6 12 8 
Not much - I know what I need to 1 33 14 
Very little - I’d rather not know too much 1 0 1 

 
 
Those having their first child were much more likely to want a great deal of information than those who had 
already had a baby. Over two thirds of first time mothers-to-be said that they wanted ‘a great deal’ of information 
about pregnancy and the birth compared to a third of the women who were having a second or subsequent baby. 
There were no significant variations between women of different ethnic and socio-economic groups. Younger 
women were more likely to want to know as much as possible but this is related to the fact that they were also 
more likely to be having their first child. 
 
 

 Being pregnant for the first time, it is very scary and daunting.  I need a lot of information about everything so I 
feel better equipped to deal with what is happening to me. (24 year old first time mother) 

 
 I prefer to be aware of what is available to me even if I choose not to opt for it. (30 year old woman) 
 
 It’s the first child my partner and I have had so we don’t know very much as we are both still young. So we 

wanted to know what’s going on, also that way my partner can experience it as well. (17 year old first time 
mother) 

 
This being my first pregnancy I want to know what I can expect from all aspects from how my baby changes, 
problems during and after, stages of labour, etc. It has only been in the last three months that I have been 
feeling the need to know how I can cope after the birth with a new baby because I have had little experience 
with babies in the past. (23 year old first time mother) 

 
 
However women who already had children also desired additional information.  

 
 
 Having had a child before, I knew most of the things, but certain bits of info were helpful. (31 year old woman 

having her second child) 
 
 Since I had my son it’s been seven years and I wanted to know about everything so I could find out what’s 

changed. (Woman in her 30s having her second child)  
 

Even when its not your first, you still like to be aware of what is happening to your baby and your body. The 
information provided could be improved, especially in things like the Bounty pack. (32 year old mother of two) 

 
Although all the people dealt with have been friendly, I have still been left feeling that I have no control and very 
little say in things. When you are not a first time mother it seems to be assumed you need or want less 
information. (Woman in her 30s having a subsequent baby) 

 
Although I have one child, I found that things have changed in three years and wanted to know about all the 
changes. (32 year old woman having her second child) 

 
 
There were only six women who said they wanted ‘very little’ information on pregnancy and birth because they’d 
‘rather not know too much’. These women, who were all white and born in the United Kingdom ranged in age from 
23 to 33 years. There appear to be no obvious trends among them in terms of educational qualifications or social 
class. However as a group they were more worried about a number of aspects of labour than other women having 
their first baby, including losing control of what happened or making a fool of themselves in labour and coping with 
pain. 
 
 

I’d rather just deal with it when it comes instead of reading all the information and (it) panicking me. (24 year old 
first time mother) 
 
I think too much information is given about birth, especially things that may not happen. Leaves you feeling 
anxious. (29 year old first time mother) 
 
I feel a lot of problems associated with pregnancy and giving birth come from fear and apprehension. (23 year 
old first time mother) 
 
There is too much information already, buying all essentials etc. I prefer not to get too bogged down with the 
drawbacks of having a new baby and concentrate on getting through the next few weeks – labour, caring for the 
baby, being happy. (27 year old first time mother) 
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I want to feel like it’s my baby and not everyone else’s and I don’t want people to keep telling me I’m doing 
things wrong. (16 year old first time mother) 
 
There is so much to deal with in pregnancy that it doesn’t really concern me.  But nearer to the time, I would like 
information so as to know what to expect and that my feelings are ‘normal’. (24 year old first time mother) 

 
 
It must be noted that just because women tend to want more information does not necessarily mean that they 
need more written material or more facts and figures. Instead this could be a way of expressing a desire for more 
support or reassurance about different topics, or more opportunity to discuss their concerns, have their questions 
answered, gain reassurance or alleviate their anxieties. This possibility is supported by previous research.57 
Readers should bear this in mind when examining the topics that women say that they want more ‘information’ 
about throughout this section.  
 
 
Pregnancy Topics 
 
The women were asked whether they had enough information about a variety of topics that related to pregnancy, 
birth, the postnatal period, and feeding the baby (see Table 2.2.2). They used fixed response categories: 
 
I have had information and it was enough,  
I have had some information, but I'd like more,  
I have had too much information,  
I haven't had any information and would like some, or  
I didn't want any information on this. 
 
The highest proportion of women wanted to know more about choices of maternity care services, coping with 
tiredness, medicines to avoid, and mood swings. The trend was for women from socially disadvantaged groups 
and first time mothers to want more information than others on a wide range of topics (see Table 2.2.3).  
 
 
Birth Topics 
 
There was a high demand for more information about all topics relating to birth. This is perhaps unsurprising given 
that the women were in their final trimester of pregnancy. The greatest number of women said they wanted 
additional information on what to expect with an assisted delivery, a caesarean section or induction of labour. As 
many as one in five women wanted more information about home birth (see Table 2.2.4).  
 
 

Table 2.2.2:  Information about Pregnancy Topics Desired and Received 
 

Pregnancy Topic 
% Too 

much info 
% Had 
enough  

% Had info, 
wanted more 

% No info, 
but wanted 

% Did not 
want 

% Total 
want more 

Maternity care service 1 53 28 14 4 43 
Coping with tiredness 1 46 22 21 11 43 
Medicines to avoid 1 59 24 14 3 37 
Mood swings 1 45 17 19 18 36 
Where to meet others  1 37 11 18 34 28 
Exercise 1 65 19 9 6 28 
Maternity pay 1 53 21 7 19 27 
Maternity leave 1 55 18 5 21 23 
Foods to avoid 2 76 17 4 2 21 
Tests  2 76 17 3 2 21 
Sex during pregnancy 1 69 12 8 11 20 
Foods to eat 2 77 15 4 2 19 
Housing 0.1 30 9 8 53 17 
Effect of condition 0.2 26 7 6 60 14 
Morning sickness 1 65 8 4 23 12 
Folic acid 1 84 8 4 4 11 
Alcohol 2 72 5 1 21 6 
Smoking 2 65 4 1 28 5 
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Table 2.2.3: Variations in Desire for Information on Pregnancy Topics  
 

Pregnancy Information Topics 1st Time Mothers Lower SES Under 20 Minority 
Maternity care services +  + + 
Coping with tiredness  + + + 
Medicines to avoid  + +  
Mood swings  + + + 
Where to meet other pregnant women + + +  
Exercise   + + 
Maternity pay +    
Maternity leave +    
Foods to avoid    + 
Blood tests, scans, other tests     
Sex during pregnancy +  +  
Foods to eat   + + 
Housing + + + + 
Effect of chronic condition / disability   + + + 
Morning sickness     
Folic acid  + + + 
Alcohol / Smoking   +  

 
Note: A + indicates that women from specific groups were significantly more likely to want additional information on this topic. 

 

Table 2.2.4: Levels of Information about Birth Topics Desired and Received 
 

Birth Topic 
% Too 

much info 
% Had 
enough  

% Had info, 
wanted more 

% No info, 
but wanted 

% Did not 
want 

% Total 
wanted more 

What to expect  - assisted  0 38 25 30 7 55 
What to expect - caesarean 0 38 26 29 7 54 
What to expect with induction 1 39 25 28 8 53 
Pain relief - helping herself 1 47 33 16 4 49 
Reasons for assisted delivery 0 44 23 26 8 49 
Reasons for a caesarean birth 0 44 24 25 7 49 
Reasons for induction 1 44 23 25 7 48 
Moving around in labour 0 46 22 25 7 47 
How long to stay in hospital 0 53 20 23 4 43 
Medical forms of pain relief 1 54 28 14 4 42 
What to expect in labour 1 51 25 16 7 41 
Episiotomy, tears and stitches 0 53 20 20 7 39 
Visiting hours in hospital 0 58 12 24 6 36 
Monitoring baby's heartbeat 0 61 18 17 4 35 
Using a birthing pool 0 22 13 22 43 35 
Things to take to hospital 1 63 21 11 3 33 
Who is allowed at labour / birth 0 66 10 13 9 23 
Home birth 0 21 7 14 59 20 

 

There were substantial differences between the desire for information amongst various groups. In all cases where 
differences existed, first time mothers and socially disadvantaged groups wanted more information than other 
groups (see Table 2.2.5). Women under 20 and those having their first baby were more likely to want additional 
information on nearly all of the topics listed.  

 

Table 2.2.5: Desire for More Information on Birth Topics Amongst Various Groups 
 

Birth Information Topics 1st Time Mothers Lower SES Under 20 Minority 
What to expect with assisted delivery + + + + 
What to expect with a caesarean + + +  
What to expect with induction +    
Pain  relief - ways of helping myself +  +  
Reasons for an assisted delivery + + + + 
Reasons for a caesarean birth + + + + 
Reasons for induction +  +  
Moving around in labour +  +  
How long to stay in hospital +  +  
Medical forms of pain relief + + +  
What to expect in labour + + + + 
Episiotomy, tears and stitches + + + + 
Visiting hours in hospital +  +  
Monitoring the baby's heartbeat +    
Using a birthing pool  + +  
Things to take to hospital +  +  
Who is allowed at labour / birth  + +  
Home birth   +  

 
Note: A + indicates that women from specific groups were significantly more likely to want additional information on this topic. 
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Information about Postnatal Topics 
 
The Royal College of Midwives acknowledges the importance of talking to pregnant women about postnatal 
issues.58 Two thirds of women, and 84% of those having their first baby, wanted either ‘a great deal’ or ‘quite a lot’ 
of information about postnatal issues (see Table 2.2.6). 
 
A quarter of the women said they knew all that they needed to about the postnatal period and life with a new baby 
compared with 14% who said this about pregnancy and birth. Fifty nine percent of women who were already 
mothers said they knew what they needed to about life with a new baby but only 15% of women having a second 
or subsequent baby said that they didn’t need much information about birth because they already had all the 
information they needed. This may be because at the time when the survey was administered women were more 
focused on gaining information about their immediate concerns.  
 
Often an assumption is made that pregnant women are mainly focussing on pregnancy and the birth and that they 
do not want, or cannot take in, information about life with a new baby until after the birth. However amongst the 
survey respondents this did not hold true.  
 

 
I want to know how to cope with things afterwards and want to plan ahead so that everything flows smoothly. 
(29 year old first time mother) 

 
I have found looking after a new baby to be the thing that I have got least advice about and so this is what I feel 
concerned about the most. Everyone tells you stuff about giving birth but not really what will happen afterwards, 
except for feeding. I want to know about what happens when we get him home and how we will cope and what 
we need to do to look after ourselves and each other. (32 year old first time mother) 

 
When I had my last child it was the same as this one, you are given a lot of help with pregnancy but not much 
with what happens after the birth and that is when you need to most help. (35 year old mother of one) 

 
 I don’t feel like I could have enough information on this (life with a new baby). My partner and I are sure it will be 

a dramatic change and hope to learn as we go. (24 year old first time mother) 
 
 

Table 2.2.6: Amount of Information wanted about Life with a New Baby 
 

Amount of Information Required % 1st Time Mothers (n=691) % Other Mothers (471) % Total (1164) 
A great deal, want to know much as possible 49 18 36 
Quite a lot - I want to feel prepared 35 20 29 
Some - would be better to find out most later 10 3 8 
Not much - I know what I need to 3 59 26 
Very little - I’d rather not know too much 2 0 1 

 
 
The topic most women wanted more information on was getting back in shape after the birth (see Table 2.2.7). 
This was closely followed by a desire to know more about injections and vaccinations, a topic which has been in 
the news many times in recent years. Six out of ten women wanted more local contacts such as details of mother 
and baby groups. In line with previous research,59 there was also a high demand for more information about the 
reality of being at home with a new baby, including information on postnatal depression, coping with lack of sleep, 
and the physical effects of the birth. Around half of the women wanted to know more about the baby’s sleeping 
and crying. Four in ten were interested to hear more about how the baby’s arrival might affect their relationship 
with their partner and other ways their life might change once they had a baby. 
 
The trend for women from lower socio-economic households to want more information than other women was not  
borne out for postnatal topics, with the exception of money and benefits, on which they did have a greater need to 
find out more.  
 
Women without a partner tended to want less information on life after birth than those with a partner. In particular 
more said that they wanted to ‘find out most of it later.' 
 
Women under twenty did want more information, but many of these women were expecting their first baby and in 
keeping with other first time mothers, they had a greater need for information (see Table 2.2.8). For example, of 
women having their first baby over three quarters wanted more information on injections and vaccinations and 
how to get their body back in shape after the birth.  
 

                                                             
58  Royal College of Midwives (1998). New Perspectives in Parenting. RCM. London. 
 
59  Billingham, K. (1990). Learning Together. Nottingham DHA Community Unit. 
 

Bostock, Y. (1993). Pregnancy, Childbirth and Coping with Motherhood. What Women Want from Maternity Services. 
Scottish Home and Health Department. Edinburgh. 
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Table 2.2.7: Levels of Information Desired and Received about Postnatal Topics 
 

Postnatal Topic % Too 
much  

% Had 
enough  

% Had info, 
wanted more 

% No info, 
but wanted  

% Did not 
want  

% Total want 
more  

Get body shape back  1 28 29 35 7 64 
Injections / vaccines 1 33 23 37 7 60 
Local contacts  1 27 18 41 13 60 
Postnatal depression 1 30 25 35 10 59 
Coping - lack of sleep 1 35 25 30 9 55 
Physical effects - birth 1 34 23 31 11 54 
The baby’s sleeping 1 40 25 25 9 50 
The baby’s crying 1 41 24 26 9 50 
Effect on relationship 1 38 18 26 18 44 
Money / benefits 1 35 21 23 22 43 
Bathing the baby 1 47 18 23 12 41 
How baby may change life 1 43 18 21 18 39 
Coping - baby & others  1 24 14 24 38 38 
Holding the baby 1 50 15 21 14 35 
Equipment needed 1 58 16 10 16 25 

 
 
Almost half of those who already had a child wanted to know about coping with the baby and other children. Two 
in five also wanted information about local contacts such as mother and baby groups. This suggests that it is 
important to offer information on social support services to all mothers of new babies rather than assuming that 
only new mothers need this type of information and support.  
 
Women from minority ethnic groups wanted more information than white women for about half of the listed topics 
(see Table 2.2.8).  
 
 

Table 2.2.8: Differences in Desire for Information on Postnatal Topics amongst Groups 
 

Postnatal Information Topics 1st Time Mothers Lower SES Under 20 Minority 
How to get body back in shape +  +  
Injections and vaccinations +  +  
Local contacts –mother / baby groups +    
Postnatal depression +  +  
Coping with lack of sleep +    
Physical effects of the birth +  +  
The baby’s sleeping +   + 
The baby’s crying +   + 
Effect of baby on relationship  +  + + 
Money / benefits + + + + 
Bathing the baby +    
How the baby may change my life +  + + 
Coping with baby and other children –  –  
Holding the baby + –  + 
 What equipment is needed +  +  

 
Note: A + indicates that women from specific groups were significantly more likely to want additional information on this topic. A 
– indicates that they were significantly less likely to want additional information on this topic. 
 
 
Information about Feeding the Baby 
 
The majority of the women planned to breastfeed their baby during the first six weeks after birth (see Table 2.2.9).  
Women having a second or subsequent child, those under the age of 20, and those from household social 
classes at the lower end of the spectrum were less likely to be planning to breastfeed than other women.  
 
 

Table 2.2.9:  Intentions for Feeding the Baby in the First Six Weeks 
 

Feeding method Percentage (n = 1175) 
Breast feed 59 
Bottle feed (formula) 26 
Combination of breast and bottle feeding 10 
Haven’t decided yet 5 

 
 
The provision of well designed, well written, and well illustrated material is important for encouraging women to 
breastfeed.60 

                                                             
60  Enkin, M., Keirse, M. J. N., Neilson, J., Crowther, C., Duley, L., Hodnett, E., Hofmeyer, J. (2000). A Guide to Effective Care 

in Pregnancy and Childbirth. Third Edition. Oxford University Press. Oxford. 
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The greatest number of women desired more information about when to start giving solid food (see Table 2.2.10). 
More information was also desired about combining breast and bottle-feeding and expressing breastmilk. The 
high percentage wanting more information on these two topics may indicate that there is a reluctance to provide 
women with details of practices that could harm their chances of breastfeeding successfully. However, it may also 
be an indication that women are looking for strategies that may make breastfeeding a more realistic option for 
them. 
 
Relatively fewer women wanted information about the benefits of breastfeeding. It seems probable that as with 
public information campaigns about smoking and drinking alcohol during pregnancy, most women feel that they 
know the underlying message about the benefits of breastfeeding, if not the details. 
 
 

Table 2.2.10: Information Desired and Received about Feeding Topics 
 

Feeding Topic 
% Too 
much  

% Had 
enough  

%  Had info, 
want more 

% Didn't have, 
want some 

% Not want 
any info 

% Total want 
more  

When to start solid food 1 37 22 29 12 51 
Combining breast & bottle  1 25 18 32 24 50 
Expressing breastmilk 1 38 24 22 15 46 
Avoiding sore nipples 1 44 24 20 12 43 
How often / much - bottle  1 38 20 22 20 42 
Which formula to use 1 36 18 24 22 42 
How often to breastfeed 1 44 22 19 14 41 
Getting help breastfeeding 1 39 17 24 18 41 
How to position baby  1 48 22 15 14 37 
Breastfeeding successfully 2 49 23 13 13 36 
Breastfeeding if working 1 32 14 17 37 31 
Bottle feeding successfully 1 43 15 16 26 31 
Which equipment to use 1 45 15 17 23 31 
How to make up bottles 1 45 14 16 25 29 
Sterilising bottles / equipt 1 49 13 16 22 29 
Choosing breast or bottle  2 72 11 6 10 16 
Benefits of breastfeeding 3 75 8 5 10 13 

  
 
Women expecting their first baby wanted more information on every aspect of feeding compared with women who 
had already had a child (see Table 2.2.11).  
 

 
Table 2.2.11: Different Desire for More Information on Feeding Topics  

 
Feeding Information Topics 1st Time Mothers Lower SES Under 20 Minority 

When to start giving solid food +    
Combining breast and bottle feeding +   + 
Expressing breastmilk +   + 
Avoiding sore nipples +   + 
How often / how much to bottle feed +  +  
Which formula to use +   + 
How often to breastfeed +  + + 
Where to get help with breastfeeding +    
How to get baby positioned at breast +  +  
How to breastfeed successfully +  +  
Breastfeeding if plan to return to work +    
How to bottle feed successfully +   + 
Which equipment to use +   + 
How to make up bottles +    
Sterilising bottles +    
Whether to breast or bottle feed +  +  
Benefits of breastfeeding + + + + 

 
Note: A + indicates that women from these groups were more likely to want additional information on particular topics. None of 
these groups wanted less information on any topic. All differences are significant at the 95% level of confidence. 
 
 
Women under the age of 20 were more likely to want additional information on breastfeeding topics. Half wanted 
to know more about how to breastfeed successfully, the benefits of breastfeeding, and choosing whether to breast 
or bottle feed. As this is the group that had the lowest percentage planning to breastfeed, there appears to be 
potential for improving the uptake of breastfeeding if more information and support on breastfeeding was provided 
to them. Similarly, one in five women from the lower end of the socio-economic scale would like more information 
about the benefits of breastfeeding. 
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A high proportion of women from ethnic minorities were planning to breastfeed, and they too wanted additional 
information on several aspects of breastfeeding. For instance, two thirds of these women wanted more 
information on ‘avoiding sore nipples’. This indicates that there are gaps in the information provided on crucial 
issues that can undermine breastfeeding success. 
 
The 5% of women who said that they had not yet decided how they would feed their baby were more likely to say 
they had not had any information on different feeding topics and that they wanted more information (see Table 
2.2.12). 

 
 

Table 2.2.12: Feeding Information Desired by Feeding Intentions of First Time Mothers 
 

Information Wanted About: 
% Planning to 

breastfeed 
% Planning to 
formula feed 

% Combine 
breast / bottle  

% Haven’t 
decided 

Choosing how to feed 16 14 43 51 
Benefits of breastfeeding 12 10 28 44 
Breastfeeding successfully 49 12 59 63 
How to position baby at breast 53 10 56 63 
Avoiding sore nipples 56 17 65 71 
How often to breastfeed 59 12 67 76 
Expressing breastmilk 65 15 72 73 
Breastfeeding if plan to work 46 13 48 59 
Get help with breastfeeding 58 14 59 64 
How to bottle feed successfully 40 49 56 61 
How to make up bottles 42 45 52 54 
Sterilising bottles 41 45 51 51 
Which formula to use 52 56 70 73 
Which equipment to use 44 41 54 61 
How often / how much to feed 54 60 53 78 
Combining breast / bottle feeding 67 23 79 78 
When to start giving solid food 72 66 75 71 

 
 
Sources of Information 
 
Sources Used 
 
Women were asked about the sources they had used to find out things about pregnancy, birth and parenting,61 
drawing on previous research about how parents get information and support.62  
 
Women in all social groups relied on written materials as a key source of information. Four out of five women had 
used the Bounty Pack63 or magazines to obtain information, and two thirds had used Emma’s Diary, The 
Pregnancy Book or leaflets (see Figure 2.2.1).  
 
 

Almost all of the little information I have had regarding health issues, general information about labour etc has 
been sourced from books and magazines. None has been received from the health services except Emma’s 
Diary and the Bounty Pack. (23 year old first time mother) 
 
The magazines which show week by week how your baby grows are very useful. They have good information 
and I like the real parents experiences. (26 year old first time mother) 
 
The Pregnancy Book is good and the other free stuff that they give you. It is good that it is free and I used it a 
lot. (19 year old first time mother) 
 
 

                                                             
61  Women were asked to comment on a list covering written and verbal sources of information (see Figure 2.2.1). The list did 

not include health professionals since these sources were investigated in another part of the survey (see Section 2.1). 
 
62  Pugh, G., De’Ath, E., and Smith, C. (1994). Confident Parents, Confident Children: Policy and Practise in Parent Education 

and Support. National Children’s Bureau. London. 
 

Taylor, J., Glassop, C., and Hames, P. (1997). Parents’ Needs for Information and Support during Pregnancy, Labour and 
the First Three Years of Parenthood. National Childbirth Trust. London. 

 
63  The popularity of the Bounty Pack should be viewed in context: the list of women to whom the questionnaire sent was 

produced from the Bounty database of pregnant women.  The proportion of all pregnant women in the UK who used the 
Bounty pack as a source of information may therefore be lower than the figures reported here.  
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Figure 2.2.1: Sources of Information Used 
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Note: The numbers for antenatal classes may be low because of the time the questionnaire was distributed during pregnancy. 
 
 
The sources of information used differed for women from varying parity, class, age and ethnic groups (see Table 
2.2.13).   Women having a first baby had used more sources of information than those who already had a child. 
More of them referred to reading magazines (86%) than another published source. For those who already had a 
child the Bounty Pack was referred to by most women (75%).  
 

 
Table 2.2.13:  Sources of Information Used by Different Groups 

 
Sources of Information 1st Time Mothers Lower SES Under 20 Minority 

Bounty pack  +    
Magazines + –   
Emma’s Diary +    
The Pregnancy Book +  +  
Leaflets +    
Friends +    
Books + –   
Mother +  +  
TV / Radio programmes + –   
Antenatal classes + – –  
Other relatives +  +  
Work colleagues + – – – 
Videos +  +  
Public library     
Pregnancy organisations +    
Health advocate    + 
Telephone help-lines     
Social worker   +  

 
Note: A + indicates that women from specific groups were significantly more likely to have used this source of information. A – 
indicates that women from specific groups were significantly less likely to have used these sources. 
 
 
Over half of the women surveyed mentioned their mother or friends as an information source. It is interesting to 
note that whereas three quarters of women having their first baby used friends as a source of information, only 
44% of women having a second or subsequent baby said so. Perhaps some of the knowledge that women share 
with each other as mothers is not considered to be ‘information.’ Alternatively women who already have one or 
more children may be more focused on them and less on finding out new things about pregnancy. 
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Women in lower socio-economic groups used fewer sources of information and as discussed above, more of 
them wanted further information on pregnancy and birth than women in higher social class groups. For example 
one third of women from social classes IV and V had used antenatal classes as a source of information, whereas 
half of the women from other social classes had done so. However they were no less likely to use The Pregnancy 
Book, the guide provided free of charge to all first time mothers. 

 
Women aged under 20 years were more likely to have found things out from their mother, other relatives, videos, 
The Pregnancy Book and social workers. They were less likely to have been to antenatal classes or work 
colleagues for information. 
 
 
Most Useful Source of Information 
 
Women were asked to identify the most useful source of information about pregnancy, the birth and parenting 
from a list of 21 possible options. These included the 18 sources described above plus midwives, GPs and 
hospital doctors. Women were also able to add their own ‘most useful source.’  
 
Two thirds of the women said that a written source of information was the most useful. The Health Education 
Authority’s The Pregnancy Book was most frequently identified as the ‘most useful’ source, especially by first time 
mothers, young women, and women from lower socio-economic groups. (see Figure 2.2.2). Although the Bounty 
Pack and Emma’s Diary were widely read, they were only considered the most useful source of information by 4% 
and 6% of the women respectively.  
 
It therefore seems that The Pregnancy Book contributes positively to meeting the needs of women. However, 
despite its use and popularity, it does not provide sufficient information to answer all of the questions of pregnant 
women. 
 
 

The most useful thing for me was the free book that they give you. It was clear and easy to understand. I had to 
ask other questions and go to the library to look up some things but at least it gives you a starting point. (21 year 
old mother of one) 
 
I have found The Pregnancy Book to be a really good thing and something that I can refer to over and over 
again. The way it is laid out is good and it is easy to read. But it is not really detailed enough and you are left 
with a lot of questions to try and find out about.  (29 year old first time mother) 
 
Some of the stuff in the free pregnancy book is worrying. It is helpful because you get lots of advice but it also 
leaves you not knowing everything and that makes you worried. (23 year old first time mother) 

 
 

Figure 2.2.2: Most Useful Source of Information 
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Note: 224 women (19%) ticked more than one ‘most useful’ source. These multiple views have been excluded. 
 
 
One third of the women found a verbal source of information to be the most useful, including midwives, mothers, 
friends and GPs. There were significant differences between the most useful sources of information for women of 
different class, age and parity levels (see Table 2.2.14). No differences between women from different ethnic 
groups were recorded.  
 
 

% 
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Table 2.2.14: Top Five Most Useful Sources by Parity, Class and Age 
 

Most Useful Source % of Women Having First Baby (n = 577) 
The Pregnancy Book 21 
Magazines 18 
Books 16 
Antenatal classes 12 
Mother 8 

Most Useful Source % of Women from Lower Class Groups (n = 151) 
The Pregnancy Book 18 
Mother 11 
Midwives 9 
Magazines 9 
Emma’s Diary 8 

Most Useful Source % of Women from Aged 15 - 19 (n = 108) 
Mother 21 
The Pregnancy Book 21 
Magazines 12 
Books 7 
Friends 5 

 
 
A previous national study found that six percent of women who attended antenatal classes rated these as their 
most useful source of information.64 This proportion was higher in the Access Project. Although only seven 
percent of women rated antenatal classes as their most useful source, this corresponds to 17% of the women 
who had actually attended classes during this pregnancy (see Section 2.1). 
 
These findings about the sources of information women use, and those that they find most useful, support the 
results of other research on the importance of information from midwives, antenatal classes, and informal 
networks such as families.65 However they also clearly show that written sources are extremely important for 
pregnant women, a comparison that is not always evident in previous research.  
 
 
Preferred Qualities of Information Sources 
 
Women were asked to rate a range of qualities of information to find out what mattered to them. There was 
particular interest in how highly they valued the importance of evidence-based information. 
 
Women valued being able to talk to people who are easy to understand and good listeners (see Table 2.2.15). 
Most suggested that both written and verbal information should be up to date, answer common problems, offer 
different options with the advantages and disadvantages of each, and be based on the best available research 
evidence. It is notable that evidence-based information appears to be valued more highly by women than 
information written by a health professional or from a known and trusted person or organisation. These might be 
seen as traditional sources of authoritative information. 66 Research-based information is also more highly valued 
than information ‘based on women’s experiences.’  
 
The findings suggest that pregnant women want information which is up to date, evidence based and enables 
them to consider a range of options. This was the case for both first time mothers and those who already had a 
child. Women in lower social class groups generally expressed similar views to those of more middle class 
women. However they were more likely than others to value information from another mother and less likely to 
want to know about the pros and cons of different care options. Yet, like other women they felt evidence-based 
information was of greater importance.  
 
Women having their first baby especially valued being given practical tips and knowing useful questions to ask. 
Younger women and those from minority ethnic groups seemed to have a less clear idea of particular qualities 
they might look for in information (see Table 2.2.16).  
 
 
 

                                                             
64  Jacoby, A. (1988). Mothers’ views about information and advice in pregnancy and childbirth: findings from a national study. 

Midwifery, 4(3). p103-110. 
 
65  Collington, V. (1998). Do women share midwives’ views of their educational role? British Journal of Midwifery, 6(9). p556-

558, 560-563. 
 

Jacoby, A. (1988). Mothers’ views about information and advice in pregnancy and childbirth: findings from a national study. 
Midwifery, 4(3). p103-110. 

 
66  Muir Gray, J. A. (1997). Evidence Based Health Care. How to Make Health Policy and Management Decisions. Churchill 

Livingstone. New York. 
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Table 2.2.15: Average Importance of Different Qualities For Information Sources 
 

Important Qualities Written Sources Verbal Sources 
Listens to me not applicable 4.7 
Is easy to understand not asked 4.7 
Up to date 4.6 4.7 
Gives answers to common problems / my questions 4.4 4.8 
Offers different options with advantages / disadvantages  4.3 4.6 
Is based on the best available research evidence 4.2 4.2 
Includes practical tips 4.2 4.3 
Is based on women’s experiences 4.0 4.1 
Lists places to get more information 3.9 not applicable 
Suggests useful questions to ask 3.9 not applicable 
Is a health professional or written by a health professional 3.6 3.7 
Is from a person or organisation I know & trust 3.4 3.8 
Has good pictures 3.4 not applicable 
Is another mother or written by another mother 3.4 3.4 

 
Note: The table presents the average rating on a scale where 0 = not important and 5 = very important. 

 
 

Table 2.2.16: Importance of Information Characteristics amongst Different Groups 
 

 1st Time Mothers Lower SES Under 20 Minority 
Important Written Source Characteristics 

Up to date   –  
Gives answers to common problems   – – 
Different options, advantages / disadvantages  – –  
Based on best available research     – 
Includes practical tips   – – 
Is based on women’s experiences    – 
Lists places to get more information     
Suggests useful questions to ask +   – 
Is written by a health professional     
From person/organisation know/trust     
Has good pictures     
Is written by another mother    – 

Important Verbal Source Characteristics 
Answers my questions     
Listens to me    – 
Gives up to date information     
Is easy to understand     
Explains advantages / disadvantages   – – 
Includes practical tips +    
Based on best available research     – 
Based on women’s experiences    – 
Is someone I know and trust     
Is a health professional     
Is another mother  +   

 
Note: A + indicates that significantly more women in this group found the information characteristic to be important.  A – means 
that significantly fewer women in this group found the characteristic to be important. Comparisons were made by grouping the 0 
(not very important) to 5 (very important) scale as 0-2 (not important) and 3-5 (important). 
 
 
Pregnancy and Parenting Magazines  
 
Previous studies carried out by the project team have suggested that magazines are popular sources of written 
information for pregnant women.67 These findings were replicated in this study, with magazines being described 
as one of the most useful sources of information for the women surveyed. This section further explores the use of 
magazines amongst pregnant women. 
 
 
Use of Magazines 
 
Ninety five percent of the women had read at least one pregnancy or parenting magazine since they became 
pregnant (see Figure 2.2.3). Although there were no significant differences when compared by household social 
class or ethnicity, the number of magazines women said they had read varied by age. Women over the age of 35 
were significantly less likely to have read ‘more than 10 magazines’ than their younger counterparts.  
                                                             
67  Gready, M., Newburn, M., Dodds, R., and Gauge, S. (1995). Birth Choices. National Childbirth Trust. London. 
 

Newburn, M. and Gready, M. (2000). Information used by pregnant women and their understanding and use of evidence 
based ‘Informed Choice’ leaflets. MIDIRS. Midwifery Digest, July 2000. 
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% 

Thirty two percent of women expecting their first baby, compared to 18% of women who had already had children, 
had read more than ten magazines up to this point in their pregnancy. 
 
 

Figure 2.2.3:  Number of Magazines Looked at during Pregnancy 
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Likes and Dislikes about Magazines 
 
The women were asked to indicate the aspects of pregnancy and parenting magazines that they liked. The ‘good 
information’ provided by the magazines and the inclusion of ‘real parents’ experiences were most commonly 
mentioned (see Figure 2.2.4). 
 
 

Figure 2.2.4: Positive Characteristics of Pregnancy Magazines 
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Significantly more women expecting their first child said the magazines provided good information and liked 
parents’ ratings of baby equipment. Ethnic minority women and those from lower socio-economic groups were 
more likely to say that they liked the free gifts provided by pregnancy and parenting magazines whereas greater 
proportions of younger women indicated that they liked the magazines for real parents’ experiences, parents’ 
ratings of baby equipment, and the fun articles. 
 
When asked what they disliked about the magazines, around half of the women said ‘they cover the same things’. 
About a third did not like the advertisements or thought the articles could be worrying. Ten percent said the 
magazines provided too little information but few women said the magazines gave too much information (see 
Figure 2.2.5). 
 
 

I read magazines all the time because it is a good way of getting what you need to know in an easy way rather 
than having to wade through big books or take in what people are saying all at once. On the other hand they 
don’t provide that much detail and that can be a problem as well because then you start to be worried and have 
to go and find out more from elsewhere. (32 year old first time mother) 
 
The magazines all get to be the same after a while. It is good when you have your first child but doesn’t really 
provide anything new. (37 year old mother of two) 
 
There are far to many ads. In some ways it is good because they are ads for things you need but after a while it 
gets really boring having to wade through all the ads to get to the stuff you want to read and also the ads are 
biased so it’s difficult to go through them. (29 year old mother of one) 

 
 
Fifteen women gave details of other things they did not like about pregnancy and parenting magazines. These 
included their high price, lack of information about single mums, too much advertising, not enough mention of 
fathers, the potential for information to be misleading, and a lack of details about multiple births.  
 
More of the youngest pregnant women said that the magazines had too little information and the articles could be 
worrying. This is important given that magazines are a popular outlet for providing information to this age group 
who may be reluctant to acquire information through more formal sources. 
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Figure 2.2.5: Negative Characteristics of Pregnancy Magazines 
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One in five ethnic minority women also suggested that the magazines had too little information. However those 
from lower socio-economic groups felt that there was often too much to take in. A third of the women expecting 
their first baby said that the articles could be worrying compared to a quarter of women expecting a second or 
subsequent child. 
 
 
Summary 
 
Previous research has suggested that a lack of information is a key theme in maternity care that bothers women 
throughout pregnancy and the postnatal period.68 The findings of this study suggest that most women wanted a 
lot of information about pregnancy, birth and postnatal issues. More than four in ten women were interested in 
gaining additional information about: 
 
• What to expect from maternity services. 
• How to cope with tiredness and a lack of sleep during pregnancy and after the birth. 
• Reasons for, and what to expect with, assisted deliveries, caesareans, and inductions. 
• Self help and other methods of pain relief. 
• What to expect in labour. 
• Moving around in labour. 
• Physical effects of birth and getting the body back in shape after birth. 
• Injections and vaccinations. 
• Local contacts (such as mother and baby groups). 
• Postnatal depression. 
• Baby care (such as sleeping, crying, and bathing). 
• The effect of the baby on relationships. 
• Money and benefits. 
• When to start solid food. 
• Combining breast and bottle-feeding. 
• Expressing breastmilk. 
• Avoiding sore nipples. 
• How much / how often to bottle-feed. 
• How often to breastfeed. 
• Getting help breastfeeding. 
 
The trend was for less advantaged groups to have a higher unmet demand for information on pregnancy and birth 
topics. First time mothers and women under 20 were especially likely to require additional information about 
pregnancy, birth, and postnatal issues.  
 
Written sources of information were important to women from all class, age and ethnic groups. Women also highly 
valued people who would listen to them and provide explanations that were easy to understand. The women 
suggested that in order to be useful, information sources should: 
 
• Be up to date. 
• Give answers to common problems and answer women’s particular questions. 
• Offer different options and outline the advantages and disadvantages of each one. 
• Be evidence-based. 
• And offer practical tips. 
 
Overall the findings suggest that women highly value information that is evidence based and enables them to 
make their own informed choices. Information based on the latest research evidence is prioritised more highly 
                                                             
68  Proctor, S. (1999). Women’s reactions to their experience of maternity care. British Journal of Midwifery, 7(8). p492-498. 
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than that provided by health professionals or another mother. However these categories are not mutually 
exclusive. The most useful information may well be that which is based on research evidence, is promoted by 
health professionals, and clearly reflects the lived experiences of women. Maternity services need to ensure that 
the information they provide fulfils these criteria and acknowledges the particular needs of different groups of 
women. 
 
The evidence suggests that women who say that they want ‘more information’ do not just want access to more 
‘facts and figures.’ Instead they want an opportunity to discuss their concerns, to have their questions answered, 
and to learn about the options available to them. 
 
 

Women want to discuss issues on a one to one basis with their midwives in order to make informed 
decisions.69 

 

                                                             
69  Levy, V. (1999). Maintaining equilibrium: a grounded theory study of the processes involved when women make informed 

choices during pregnancy. Midwifery, 15(2). p109-119. 
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Section 2.3: Concerns and Support During Pregnancy 
 
 
During their pregnancy and transition into new parenthood, most women spend far more time with their family, 
friends and partner, if they have one, than with health professionals. The people in their informal social networks 
are a key source of information and support. Support during pregnancy can also impact on rates of breastfeeding 
and postnatal well-being.70 However, some women are likely to have more limited opportunities for getting help, 
encouragement and emotional support from their social contacts. And just as family and friends are a potential 
source of assistance, they can also be a cause of conflict and stress.  
 
In order to understand what women need from maternity services, it is important to know about the support and 
stress that they bring with them when they seek maternity care. This section of the report addresses the following 
questions: 
 
• To what extent do women feel supported by their family and friends, and by their partner, if they have one? 
 
• Are there differences in available social support for different groups of women? 
 
• What are women’s main concerns about pregnancy and childbirth? 
 
 
Women’s Feelings during Pregnancy 
 
Women’s Enjoyment of Pregnancy 
 
The women were asked about things that they had enjoyed during their pregnancy, and about things that had 
worried them. During pregnancy, women particularly enjoyed experiences directly to do with the baby such as 
seeing the baby on the scan, feeling it move, and expecting its arrival (see Table 2.3.1). Women suggested that 
they enjoyed the absence of periods and PMT more than sharing the experience of their pregnancy with their 
partner, families and friends. Of the topics listed, women least enjoyed the changes to their body during 
pregnancy. 
 
 

Table 2.3.1: Enjoyment of Different Things during Pregnancy 
 

Factors That Were Enjoyed Rating % Enjoyed Very Much 
Seeing the baby on the scan 4.8 88 
Feeling the baby move 4.7 76 
Expecting the baby 4.5 67 
Not having periods / PMT 4.3 64 
Sharing experience with partner (if applicable) 4.1 48 
Not having to think about contraception 3.9 45 
Sharing experience with family and friends 3.8 32 
Meeting other parents to be 3.4 21 
Feeling healthy 3.4 24 
Feeling special 3.3 21 
Not having to worry about weight 3.3 24 
Changes to body 2.2 6 

 
Note: Women ranked their enjoyment of each factor on a scale where 0 = not enjoyed and 5 = enjoyed very much. The ‘Rating’ 
figures above detail the average enjoyment rating for each factor. The % Enjoyed Very Much column represents the proportion 
of the total responses which gave specific factors a rating of 5. 
 
 
More women having their first baby said they enjoyed sharing the experience of being pregnant with their partner, 
family and friends. There were few variations in these trends according to age, ethnicity, or parity. However 
women from lower class groups were less likely to have felt special, enjoyed sharing experiences with their 
partner, or enjoyed expecting the baby.  
 
Pregnancy, particularly the period when working women have started maternity leave or left their job, provides an 
opportunity for women to focus on themselves and develop closer relationships with their partner, parents and 
other children. Forty three women responded to an open ended question ‘is there anything else that you have 
enjoyed in pregnancy?’ and a wide range of answers were given. The most frequently mentioned were shopping 
for the baby, involving other children in the family with the pregnancy, not working / being on maternity leave and 
preparing and decorating the house.  
 

                                                
70 Langer, A and others (1998). Effects of psychological support during labour and childbirth on breastfeeding, medical 

interventions, and mother’s well-being in a Mexican public hospital: a randomised controlled trial. British Journal of Obstetrics 
and Gynaecology, 105. p1056-1069. 
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(Enjoyed) going shopping with my partner for clothes and other things for when the baby arrives. (Woman in her 
20s having her first baby) 
 
I have enjoyed the prospect of giving up a busy and stressful job. Getting extra time to do what I want like 
walking to dog, going swimming, going for walks along the beach. (25 year old woman having her first baby) 
 
My two boys are at the age where they are excited to have a new baby join our family and I’ve enjoyed them 
sharing the experience and talking to the baby inside. (Woman in her 30s with other children)  
 
Decorating the house. Things that we’ve been meaning to do for ages. Being given gifts. Seeing my close family 
and friends as excited as me especially my sister, mum and dad. (26 year old woman having her first baby) 

 
 
Women’s Concerns about Pregnancy 
 
As well as commenting on aspects of pregnancy that they had enjoyed, the women were asked to indicate the 
extent of their worries using a scale where 0 = not worried and 5 = very worried. Two out of five women were very 
worried about something being wrong with the baby. A third of women were very worried about the possibility of 
miscarriage and one in five were very worried about money, benefits or employment (see Table 2.3.2). 
 
A small proportion of women answered an open-ended question about other worries during their pregnancy. Most 
of the comments made were about antenatal screening tests and worries that the baby might have Down’s 
Syndrome or another condition. 
 
 

I was worried being told my baby could have Downs Syndrome or Edwards Syndrome, then having an 
amniocentesis with the possibility of miscarriage, and having to wait three weeks for the results. (First time 
mother aged 20 years) 
 
In the later stages I have worried that the baby is not alright. I have only had one scan and would have liked 
another one. I did not receive any other information until my first antenatal visit with a health visitor and midwife. 
(24 year old woman having her first child) 
 
I have occasional worries about the baby being 100% normal – healthy all functioning correctly etc. (27 year old 
first time mother) 
 
How will I cope if it’s born with a disability. Nightmares of death during my labour, leaving my husband and a 
baby. (29 year old woman having her first baby) 
 
 

Other worries included concerns about their own health, worry about causing harm to the baby by smoking, 
drinking, or being in a car accident, worry about pregnancy or birth complications, and about inadequacy of health 
professionals or maternity services.71 
 
Women expecting a first baby generally expressed more concerns than those expecting a second or subsequent 
baby. This was the case for all topics except for worry about mood swings. Several women who had other 
children suggested that their mood swings had affected their parenting, and therefore had caused them more 
concern than in their first pregnancy.  
 
 

Mood swings – much more than with my first baby. (31 year old mother of one) 
 
My mood goes up and down a lot. I feel sad sometimes for no reason. This wasn’t the same with my first boy. 
(29 year old mother of one) 
 

 
Concerns about Labour and Birth  
 
Women also indicated the extent of their worries about labour and birth. This is important given previous findings 
that a fear of childbirth during pregnancy may increase the risk of uterine dysfunction and having an emergency 
caesarean.72  
 
A third of women were very worried about coping with pain, having an assisted delivery or having a caesarean. 
One in five women worried very much about being left alone in labour and a quarter expressed major concerns 
about things not going as planned during the birth (see Table 2.3.2). 

                                                
71  Comments were coded and quantified for a sample of the respondents only. 
 
72  Ryding, E. L., Wijma, B., Wijma, K., and others (1998). Fear of childbirth during pregnancy may increase the risk of 

emergency caesarean. Acta Obstetricia et Gynecologica Scandinavica, 77(5). p542-547. 
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Women’s anxiety and need for support was sometimes expressed in terms of a need for more information. It is 
very important to remember when interpreting apparent demand for additional information that more opportunities 
for discussion and support may be what is needed most. 
 
 

It has been lovely being pregnant. I am very lucky. I have had a great pregnancy. It’s just gone so quick. The 
birth really frightens me – not the pain for me but the safety of my baby. I feel I need a lot of advice on a lot of 
topics. I know a lot but I’m just worried I don’t know enough. (First time mother aged 33 years) 
 
I have worked full time finding out about being pregnant, what happens at the birth, and what happens 
afterwards and I still don’t feel that I know enough. I need more information and someone to talk it all through 
with so I know that I’m on the right track. (27 year old first time mother) 
 
I am really worried about everything and this makes me want to know more. (23 year old mother of one) 

 
 

Table 2.3.2: Concerns about Pregnancy, Birth, and Postnatal Issues 
 

Concerns  % Very Worried Average Rating 
Concerns About Pregnancy 

Something being wrong with the baby 39 3.7 
Possibility of miscarriage 32 3.3 
Money / benefits / employment 21 2.8 
Putting on weight that couldn’t lose 18 2.6 
Antenatal tests 17 2.7 
Food / drink / medicines in pregnancy 16 3.0 
How my partner is feeling 14 2.7 
Mood swings 10 2.2 
Housing problems 10 1.1 
Whether job is safe to do 7 1.3 

Concerns About Labour and Birth 
Having a caesarean 35 3.3 
Coping with pain 33 3.4 
Having an assisted delivery 30 3.3 
Having a cut / tear / or stitches 29 3.0 
Things not going as planned 26 3.1 
Waters breaking in public 23 2.8 
Being left on my own 21 2.4 
Losing control of what happens 16 2.5 
Going into labour early 14 2.3 
Not knowing when in labour 12 2.1 
Wondering whether my partner will cope 11 2.1 
Making a fool of myself 11 1.8 
Not having a known midwife 7 1.7 

Concerns About Postnatal Topics 
Money / benefit problems 17 2.4 
Going back to work and finding childcare 11 1.9 
Lack of sleep 9 2.3 
Responsibility of being a parent 9 1.9 
Housing problems 9 1.0 
Coping with the baby 7 2.0 
Relationship with partner 7 1.7 
Effect on sex life 4 1.8 

 
Note: Women ranked their concern about each factor on a scale where 0 = not worried and 5 = worried very much. The % Very 
Worried column represents the proportion of the total responses which gave specific factors a rating of 5. 
 
 
On average women expecting their first baby were more worried about all aspects of labour and delivery 
compared to those having a subsequent child. The one exception to this involved concern over having a 
caesarean. Here both first time mothers and other women were equally highly concerned. 
 
Younger women were more likely to be concerned about most aspects of labour, as were those from social 
classes at the lower end of the scale. Significant variations between class, age, parity, and ethnic groups are 
illustrated in Table 2.3.3. 
 
 
Concerns about the Postnatal Period 
 
At this stage in pregnancy, the respondents appeared to be less worried about postnatal topics than about the 
birth and safe delivery of a healthy baby. Thinking ahead to after the baby has been born, the most highly ranked 
concern involved money and benefit problems. Around one in five women were very worried about money 
matters.  
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Women expecting their first baby were more worried about all aspects of the postnatal period than those having a 
second or subsequent baby. They were considerably more worried about the responsibility of being a parent and 
coping with the baby.  
 
Some women who had children already were anticipating the impact of going into hospital and having a new baby 
in the family. 
 
 

 I’m worried about having to leave my other children when I go in hospital, especially the youngest one as I will 
be in at least five days for a caesarean.  I’m just hoping my husband’s disability will be in remission so he can 
help with the other children. (Woman aged 39 years having her 5th baby) 

 
 (Worried about) being able to give my 2 year old all the love and attention that he enjoys at the moment and 

about not having someone to care for him when I go through labour (Woman aged 30 years having her 2nd 
baby) 

 
 
Women under 20 and those from lower social class households were also more worried about specific issues 
(see Table 2.3.3). However there were no differences in the postnatal concerns of women from different ethnic 
groups. 
 
 

Table 2.3.3: Significant Differences in Concern by Demographic Variables  
 

Concerns  First Time Mothers Lower SES Under 20 Minority 
Concerns About Pregnancy 

Something being wrong with the baby +  +  
Possibility of miscarriage +    
Food / drink / medicines in pregnancy +    
Money / benefits / employment + + +  
How my partner is feeling +  +  
Antenatal tests +  +  
Putting on weight that couldn’t lose +  +  
Mood swings -  +  
Whether job is safe to do +   + 
Housing problems during pregnancy + + +  

Concerns About Labour and Birth 
Coping with pain +  + + 
Having an assisted delivery +  +  
Having a caesarean   + + 
Things not going as planned +  +  
Having a cut / tear / or stitches +  +  
Waters breaking in public + + +  
Losing control of what happens +  +  
Being left on my own + + +  
Going into labour early + + + + 
Wondering whether my partner will cope +  +  
Not knowing when in labour + + + + 
Making a fool of myself +  + + 
Not having a known midwife +  +  

Concerns About Postnatal Topics 
Money / benefit problems + + +  
Lack of sleep +    
Coping with the baby +    
Responsibility of being a parent +  +  
Going back to work and finding childcare +    
Effect on sex life +    
Relationship with partner + + +  
Housing problems after birth + + +  

 
Note: + indicate that groups were more likely to be concerned. – show groups were less likely to be concerned. Comparisons 
are based on women aged 15-19 compared with those 20 and over, white women compared to ‘ethnic minorities’, social classes 
IV and V compared to other class groups, and first time mothers compared with women with other children. 
 
 
Support During Pregnancy  
 
As well as investigating women’s enjoyment and concerns, the survey also examined their level of support. 
Support from health professionals (see Section 2.1) may have long term impacts on the health and development 
of women and their children.73 However the support received from family, friends, and partners is also important. 

                                                
73  Oakley, A. (1996). Social support in pregnancy: does it have long term effects? Journal of Infant and Reproductive 

Psychology, 14. p7-22. 
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Support from Partners 
 
The women were asked to comment on how involved their partner had been with their pregnancy care, what they 
felt about this level of involvement, and whether they thought their partner would have liked to have been involved 
to a different extent.74 The 57 women who did not have partners are not included in this analysis. 
 
Eighty percent of the 1123 women with a partner felt that their partner had been involved either completely or 
‘quite a lot’ with their pregnancy and pregnancy care (see Figure 2.3.1).  
 
 

My partner has been there for me all the time. He can’t get off work always, but he helps me as much as he can 
and is very supportive. (34 year old first time mother) 
 
My husband is always concerned about me. Although he is worried he tries to be involved and he always does 
as much as he can. (28 year old mother of one) 
 
My partner finds the changes happening to me very frightening but can not wait till the baby is born so he can 
feel part of the experience. (26 year old first time mother) 

 
 
One in three women who had already had a child said that their partner was only involved ‘a little’ or ‘not at all.’ 
This was twice as many as those having their first baby. Fewer women at the lower end of the socio-economic 
spectrum felt their partner had been fully involved compared to women from other classes. There were no 
significant differences when comparing partner involvement by age or ethnicity. 
 
 

Figure 2.3.1: Involvement of Partners in Pregnancy and Pregnancy Care 
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The participants were asked to rate the level of support gained overall from their partners during their pregnancy. 
The results are presented in Figure 2.3.2. There were no significant differences in the overall rating according to 
the age, social class or ethnicity of the women surveyed. However, women expecting their first baby rated the 
support from their partners more highly than women expecting a second or subsequent child. 
 
 

Figure 2.3.2: Overall Level of Support by Partner During Pregnancy 
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Two thirds of the women believed that their partner’s level of involvement in their pregnancy and pregnancy care 
was ‘the right amount’. Almost no one wanted their partner to have been less involved. However, one in three 
wanted their partner to be more involved (see Figure 2.3.3). Often work commitments were thought to have 
limited their partner’s involvement. 
 
 

My partner has attended clinics etc with me and is completely involved in this side of things but he doesn’t like 
reading the material therefore I constantly have to explain things to him and it gets on my nerves. (First time 
mother in her twenties) 
 
My husband has come with me for the scans and antenatal classes but when I see my midwife he has to work 
so my mum comes with me which helps because she thinks of questions which I haven’t. (25 year old first time 
mother) 
 

                                                
74  Questions about partners in the antenatal and postnatal surveys were designed to be gender-neutral. The researchers 

wanted to find out about the experiences and information and support needs of lesbian women. However no comments were 
made explicitly about a female partner. 
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My husband works a lot. Parent classes were during the day and also the scans which meant he couldn’t go. 
Having evening classes would be an improvement. (27 year old first time mother)  

 
 
Of those who said it was ‘the right amount’, the reported level of involvement varied: a third said that their partner 
was ‘completely’ involved, two in five said their partner was ‘quite involved,’ one in five said ‘a little involved’ and 
one woman said that her partner was not involved at all.   
 
There were significant differences in desired involvement according to the age of the pregnant women. A quarter 
of women aged 15-19 years wanted their partner to be a lot more involved compared to one in ten women aged 
over 20 years. There was no significant difference according to parity, ethnicity, or social class.  

 
Seventy percent of women believed that their partner thought that their level of involvement was about right. One 
in five thought that their partner wanted to be more involved and one in ten suggested that their partner wanted to 
be ‘a lot more involved.’ Four percent believed that their partner would have preferred to be less involved in their 
pregnancy and pregnancy care. 
 
 

Figure 2.3.3: Women’s Desired Level of Partner Involvement 
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Women expecting their second or subsequent child were more likely to think that their partner wanted to be less 
involved. Conversely, younger women, those from minority ethnic groups, and those from lower socio-economic 
classes felt that their partner had wanted to be a lot more involved. 
 
 

At the hospital he was told to wait outside for both the 12 and 20 week scan. When he was allowed in he had far 
less time to see the image than I did and I felt he was disappointed. I wanted him there and see no reason why 
they shouldn’t come in at the start if the procedure is fully explained to them! (First time mother aged 26 years 
who indicated that her partner had wanted to be ‘more involved’) 
 
He had to miss some scans because of work. (19 year old first time mother who felt that her partner has wanted 
to be ‘a lot more involved’) 
 
My partner has been very supportive throughout and has attended important appointments with me. He wants to 
be as involved as he can. (First time mother aged 28 years) 

 
 
Women were asked whether they could talk to their partner about any worries or concerns. Sixty percent felt that 
they could talk to their partner ‘completely’ and a quarter suggested that they could do this ‘quite a lot.’ However 
more than one in ten women with partners did not feel that they could share their worries or concerns. 
 
There was a trend towards women expecting a second or subsequent child, those under 20, those from minority 
ethnic groups, and women from lower socio-economic classes being less likely to talk to their partners about their 
worries. This suggests that these groups may need more support from other sources.  
 
When asked about the division of household labour, a third of women suggested that their partner ‘completely’ 
shared responsibility for household tasks and housework, and a third said that this occurred ‘quite a lot.’ There 
were no differences in these trends according to ethnicity or household social class. However partners of women 
with other children and those under the age of 20 were less likely to share household responsibilities. 
 
 
Support from Family 
 
Three quarters of the women said that they had a lot of contact with their family (see Table 2.3.4). Women who 
did not have a partner and those having their first child suggested that they had more contact with their relatives 
whereas women from minority ethnic groups had less contact. Some of these women were not born in the United 
Kingdom, so it is possible that their families were living abroad. There were no differences in the level contact that 
women from different age groups had with their family. 
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Two thirds of the women said the help they had been given by their family during pregnancy was either excellent 
or very good. However there were vast differences according to age. Women under 20 were significantly more 
positive about the help they had received than older women. For example two thirds of women aged 15-19 years 
believed that they had received ‘excellent’ support compared to just over a third of women over 20 years.   
 
Women having a second or subsequent baby were less satisfied with the help they received from their families. 
There was no significant difference amongst women from different ethnic groups, social classes, or between 
women who had a partner and those who did not.  
 
 
Support from Friends 
 
Three quarters of the women said they had ‘a few’ close friends, one in five said that they had ‘a lot’ and five 
percent had no close friends. There were no variations in these trends according to parity, age, social class, 
ethnicity or whether women had a partner.  
 
Overall, women had less contact with friends than with family. Whereas three quarters had spent a lot of time with 
family during their pregnancy, only half said the same about friends (see Table 2.3.4). Women under 20 and 
those from lower socio-economic groups had less contact with friends. 
 
Friends were thought to have provided less help than family members (see Table 2.3.5). Women expecting their 
first baby and those who did not have a partner rated the help given by friends more highly. In contrast women 
from minority ethnic groups were less likely to rate highly the help given by friends during pregnancy. 
 
 

Table 2.3.4: Level of Contact with Friends and Family 
 

Level Of Contact % Contact With Family % Contact With Friends 
A lot 74 50 
Some 19 37 
Not very much 6 12 
Some 1 1 

 
 

Table 2.3.5: Level of Help Received By Friends and Family 
 

Level Of Help % Help By Family % Help By Friends 
Excellent 40 18 
Very good 27 31 
Good 19 31 
Fair 9 16 
Poor 5 4 

 
 
Support at Work 
 
Almost all of the women surveyed said that they found their work colleagues supportive. On the whole, they found 
their colleagues to be more supportive than their employers. Ninety six percent of the 716 women who were in 
paid employment thought that their colleagues had been supportive during this pregnancy, compared to 83% of 
women who found their employers supportive. One of the criticisms of employers was that they did not always 
make it easy for women to attend appointments. 
 
 

My employer could have been more flexible about time off to attend antenatal appointments etc (28 year old first 
time mother). 
 
I am working as a nurse. I thought the NHS would be a good supportive employer. How wrong I was. I work in a 
busy ortho unit and no support was offered by management – only other nurses. (27 year old first time mother) 

   
 
Fewer minority ethnic women, women without partners, and those from lower social class groups found their 
employer supportive. Women from lower socio-economic groups also indicated that they had less support from 
their colleagues.  
 
 
Overall Rating of Support in Pregnancy 
 
Women were asked who was giving them the most emotional support during their pregnancy. Two thirds of 
women said they got the most support from their partner (see Table 2.3.6). Most women without a partner said 
that their mother was their main provider of support.  
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These women believed that they had received high levels of help from their family. Women without a partner were 
also more likely to say that they received ‘excellent’ help from their friends.75 Therefore although women without a 
partner may be more vulnerable, this study suggests that they do receive help from their family and friends. 
Women who do not have these support networks may be especially vulnerable emotionally.76 
 

 
Table 2.3.6: Provider of Most Emotional Support During Pregnancy 

 
Provider of Most 

Support 
% With Partner (n = 1110) % Without Partner (n=60) % Total Women (n = 1170) 

Partner 67 0 64 
Mother 11 47 13 
Friend 4 20 5 
Sister 2 5 2 
Midwife 2 2 2 
Family doctor 1 3 1 
Hospital doctor 0 2 1 
Other 2 2 2 

 
 
Over two thirds of women felt either well (38%) or totally (34%) supported during their pregnancy. A quarter felt 
fairly well supported. Two percent indicated that they did not feel at all supported during their pregnancy. Younger 
women and those expecting their first baby indicated that they felt more supported. Fewer women without a 
partner and from minority ethnic groups felt totally supported.  
 
 

I would have liked having the baby’s father around a little more to talk to and be supportive. (18 year old first 
time mother, no longer with baby’s father) 
 
I would have felt more supported if my husband had a change of attitude. (Black first time mother in her 30s) 
 
My family isn’t in this country and I am by myself so it is hard work to carry a baby. (24 year old first time 
mother) 
 
My husband doesn’t help. He did with my first child but not as much now. (27 year old mother of one) 
 

 
Over five hundred women responded to a question about one thing which could have been done to make them 
feel better supported during their pregnancy. Women most frequently mentioned that they could have had more 
support from their partners (13%), better care from health professionals (8%), and more help with daily life so they 
could rest (6%). Some would have liked more support from family, more understanding or sympathy, better 
continuity of care, and more understanding or flexibility from their employers (4% each).  
 
 

For all health carers to ask me what I want or to find out more about me. I know they have many patients but it 
is nicer to feel they are pleased to see you rather than being a number. (22 year old first time mother) 

 
I think there should be some appointments and information early in pregnancy. (35 year old first time mother) 
 
More antenatal classes for dads-to-be as our local ones were booked up very quickly. My husband missed out. 
(29 year old first time mother) 
 
I would like more preparation for the birth and for home afterwards. What will happen afterwards and how will I 
cope? (31 year old first time mother) 
 
It would be good to have someone outside the family / friends circle to talk through fears with (ie hospital). It is 
not always easy to let partners / friends know how worried you are without them worrying with you. (30 year old 
first time mother) 
 
It would be good to have a helpline for general advice / support, not just for emergencies, more for information. 
(33 year old first time mother) 
 
  

                                                
75  Thirty five percent of women without a partner thought this compared to seventeen percent of other women. 
 
76  Bianchi, A. L. (1996). The emotional health of the single mother. International Journal of Childbirth Education, 11(2). p22-23. 
 
     Clark, K. and others (1996). The Lone Rangers: Single Parents Write About Their Lives. 
 
     Polomeno, V. (1996). Social support during pregnancy. International Journal of Childbirth Education, 11(2). p14-21. 
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Support at the Birth 
    
Ninety five percent of the women intended to have a companion with them at the birth, 4% were unsure whether 
they would have someone with them, and 1% said they would not have a companion. This varied significantly by 
parity, with a greater number of women having a second or subsequent baby either saying they would not have a 
companion or being unsure. A greater number of women from minority ethnic groups and lower socio-economic 
groups were also uncertain about whether they would have a companion at the birth.  
 
Ninety three percent of the women surveyed (or 97% of women with partners) said they planned to have their 
partner with them during labour (see Table 2.3.7). Of those who said their partner would attend, three quarters 
suggested that their partner alone would accompany them, and one in five said that their partner and additional 
companion(s) would be with them at the birth. For women without partners, mothers were the most commonly 
expected companion. More women under 20 and those having a first baby were expecting to have their mother as 
a companion. 
 
 

Table 2.3.7: Expected Companions During Labour / at the Birth 
 

Expected Companions % of All Women % of Women Without Partners 
Partner 93 0 
Mother* 19 75  
Friend* 5 33  
Sister* 5 28  
Other family 3 2 
Partner’s mother 1 0 
Father 0.5 2 

 
Note: Responses add to more than 100% because women could select more than one companion during labour. An * denotes 
statistically significant differences between women with and without partners. 
 
 
Of the women with partners, fewer younger women, ethnic minority women, and those from lower social class 
groups were intending to have their partner with them during the birth. More women from lower socio-economic 
groups and ethnic minorities were planning to have their mother, sister, or a friend as companions. 
 
Women were asked what sort of support they thought they might want from their companions during labour / the 
birth. Most said they wanted their companion just to be there for them or to give them moral support, although 
there were differences according to age, ethnicity, parity, socio-economic status, and whether or not the women 
had a partner (see Figure 2.3.4 and Table 2.3.8). 
 
 

I just want him to be there for me and to hold on to me when I need it. (24 year old mother of two) 
 
I want him to hold my hand and look after me and explain everything that is happening because I panic just 
thinking about it now so I need him to look after me. (21 year old first time mother) 
 

 
Figure 2.3.4: Women’s Expectations of Support During Labour 
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Note: Percentages add to more than 100% because participants could select more than one response. 
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Table 2.3.8: Differences in Expectations of Support During Labour 

 
Women’s Expectations of Support 15-19 years Minority 1st Time Lower SES No Partner 

Just to be there for me    –  
Give me moral support   + – – 
Hold my hand   +  – 
Help me with breathing / relaxation +  +   
Help me make decisions   +  – 
Massage my back  + + – – 
Physical support –  + – – 
Help me move positions   + – – 
Help me talk to health professional   +   
Distract or entertain me   + –  
Help me understand what is happening + + +   

 
Note: A + indicates a greater expectation of specific types of support. A – indicates less expectation of this type of support. 

 
 
Summary 
 
At an average of 32 weeks pregnant, women were generally more concerned about pregnancy and giving birth 
than postnatal issues. The most common concerns during pregnancy involved worrying about something being 
wrong with the baby and the possibility of a miscarriage. Looking ahead to the birth, women were most worried 
about coping with pain and having a caesarean or assisted delivery. The most common concerns about life after 
the birth were money / benefit problems and lack of sleep. These concerns were especially prevalent for first time 
and young mothers.  
 
Most women felt relatively well supported during their pregnancies. Most women relied heavily on their partner 
and were happy with their partner’s level of involvement in their pregnancy and pregnancy care.  
 
Women without a partner were most likely to rely on their mother for support. They tended to have more concerns 
and fewer sources of ongoing support during pregnancy and for the birth. This is a gap that health professionals 
must be aware of when providing services to this group. There were also differences in the levels of social 
support gained amongst women of varying age, ethnic, class, and parity groups.  
 
These findings reinforce the need to treat women as individuals and to explore with them their anxieties and 
needs. Some groups of women are likely to have less emotional support from their family and friends including 
women without a partner, particularly those who do not have close contact with their mother. Women having 
second or subsequent babies also tended to have less support from both their partner and their family members. 
 
Health professionals may find that training, such as Brief Encounters training, helps them support and empower 
women more effectively in the limited time available.77 All women should be introduced to relevant local support 
networks through contacts, talks, leaflets and easy access drop-in facilities. 
 
 

                                                
77  Morrod, D. (2000). Brief Encounters – Picking up signals of relationship distress. The Practising Midwife 3.(1). p 27 – 29. 
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Section 2.4: Case Study of the National Childbirth Trust 
 
 
The National Childbirth Trust (NCT) is an organisation which publishes information on pregnancy, birth and 
parenting topics, organises informal self-help support networks for pregnant women and new parents in 
approximately 400 local branches, and provides antenatal classes and breastfeeding counselling services 
throughout the United Kingdom. NCT antenatal classes are available for couples and for women only and are 
generally well evaluated by those who attend.78  
 
All pregnant women and their partners are potential users of NCT information, support networks and other 
services. However, NCT records suggest that of the 600,000 women having a baby each year in England and 
Wales, a small minority attend NCT classes, use a breastfeeding counsellor, or become members. Furthermore, 
those who do are not representative of all new parents. For example, the majority of the respondents in the NCT 
antenatal screening survey based on a sample of NCT members, were graduates.79  
 
The NCT is committed to equal opportunities and concerned to make its information and support services relevant 
and fully accessible to a broad range of parents. The Access Project survey of pregnant women provided an 
opportunity to investigate awareness of the NCT among a representative sample of pregnant women, and to see 
how the organisation is perceived. The key questions addressed in this section are:  
 
• How many pregnant women knew of the NCT and what are their sources of information? 
 
• How did pregnant women view the NCT and to what extent did using NCT services affect women’s views? 
 
• Did women’s awareness, views and use of NCT services vary by parity, age, class and ethnicity? 
 
• To what extent does the NCT contribute towards meeting pregnant women’s information and support needs, 

and what is the potential for reaching more women? 
 
It is important to note that the women were not made aware that the NCT was responsible for the design and 
implementation of this survey until after its completion. This was to avoid the women feeling that they should 
respond in a particular way to questions concerned with the evaluation of the NCT. 
 
 
Familiarity with the National Childbirth Trust 
  
A majority of the respondents (61%) had heard of the NCT. However there were significant differences in 
awareness between first time mothers, women of different age groups, and women of different social classes. 
Two thirds of women having a second or subsequent baby had heard of the NCT whereas half of first time 
mothers were aware of the NCT’s existence. A quarter of the 15-19 year olds had heard of the organisation, 
whereas over three quarters of 35-43 years olds knew of the NCT (see Figure 2.4.1). Three quarters of women 
from the highest socio-economic groups had heard of the NCT compared to half of the women at the other end of 
the scale. 
 
 

Figure 2.4.1: Percentage of Women who had heard of the NCT by Age 
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Sources of Information about the National Childbirth Trust 

                                                             
78  (1999). Access for whom? New Generation (January). p17. 
 

Gready, M., Smith, N., Newburn, M. (1999). Women attending antenatal classes: A report from the Access project. New 
Digest. (August). p16-19. 
 
Holmes, K. and Newburn, M. (1999). NCT services. Birth, becoming a mother and baby feeding. New Digest (October). p18-
19. 
 
Smith, N., Burbidge, R., Newburn, M. and Wiggins Fready, M. (2000). Men attending NCT antenatal classes: A report from 
the Access project. New Digest (January). p16-18. 
 

79  Dodds, R. and Newburn, M. (1997). Support During Screening – An NCT Report. Modern Midwife, 7(6). p23 –26.  
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The women were asked to indicate all the sources from which they had heard about the NCT (see Table 2.4.1). 
Magazines were the most frequently mentioned information source. About a third of those who had heard of the 
organisation said they had seen NCT leaflets or books. It seems probable that some women ticked this option 
having come across the NCT in books such as The Pregnancy Book published by the Health Education Authority 
which is widely read and refers to the NCT. Only 13% of the total sample had been told about the NCT by their 
midwife.  
 
 

Table 2.4.1: Sources of Information about the NCT 
 

Sources of Information % of those who had heard of NCT % of Total Sample 
Magazines 58 35 
NCT leaflets / books 31 19 
Midwife 22 13 
Friend 22 13 
Information poster 20 12 
TV / radio 10 6  
Newspaper 9 5 
Health visitor 7 4 
Family doctor 7 4 
Family 6 4 
School 2 1 
Don’t remember 10 6 

 
Note: The total number of responses from women who had heard of NCT was 715. The number in the total sample was 1188. 
Women could specify more than one response so percentages add to more than 100%. 
 
 
More women having a first baby said that they had been told about the NCT by their midwife or family members. 
More women having a second or subsequent baby said they had heard about the NCT from an information 
poster, newspaper article, or TV or radio programme. A possible explanation for this would be that mothers of 
young children spend more time in places such as health centres where posters are displayed. It may also be that 
the A4 posters in GP surgeries and health centres which are used to promote local NCT services speak to the 
‘already initiated’ but do not attract the attention or have meaning for women who are pregnant for the first time. 
As most women having a first baby had probably not yet met their health visitor, it is not surprising that fewer of 
them had been told about the NCT by a health visitor. 
 
Younger women who did know about the NCT were more likely to have heard about the organization through their 
family, magazines, and school. Women in their early 30s were more likely to have heard about the NCT from 
friends than any other age group and more women from ethnic minority groups had heard about the NCT from 
family. This suggests that word of mouth is an important source of information about the NCT. However some 
disadvantaged groups are less likely to be referred to the NCT by their social networks. For example women from 
lower socio-economic groups were less likely to have heard about the NCT from friends. If more formal means of 
hearing about NCT services are not available, these groups will not have an opportunity to get involved. 
 
 
Use of National Childbirth Trust Services  
 
Two hundred of the respondents (17% of the total sample) had used at least one NCT service, the most common 
of which was published information (see Table 2.4.2). Use was higher among women who had already had a 
baby. Twelve percent of the 1188 women surveyed (or one in five of those that had heard of the NCT) had used 
NCT leaflets, books or magazines (see Table 2.4.3). Attendance at antenatal classes and use of the national 
office enquiry service were significantly higher for women from the higher social class groups and women aged 
over 30.  
 
 

Table 2.4.2: Number of NCT Services Used 
 

Number of NCT Services % Who had Heard of NCT (n = 721) % of Total Sample (n = 1188) 
0 73 84 
1 17 10 
2 6 4 
3 2 1 
4 2 1 

5+ 1 1 
 

 
Views of the National Childbirth Trust 
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Women who had heard of the NCT were asked to describe their views of the NCT using a checklist of both 
positive and negative comments. Women were also given the option of saying that they did not have a view, and 
a space to add their own comments.  

 
 

Table 2.4.3: Types of NCT Services Used 
 

NCT Services % Who had Heard of NCT (n = 715) % of Total Sample (n = 1188) 
Leaflets / books 20 12 
Antenatal classes 8 5 
Nearly new sales 7 4 
Breastfeeding counsellor 4 3 
Mother and baby groups 3 2 
National office enquiry service 2 1 
Hire and sale of equipment 2 1 
Postnatal discussion groups 0.4 0.3 
Postnatal exercise groups 0.3 0.2 
Babysitting circle 0.3 0.2 

 
Note: Some of the services listed were more relevant to women who already had a child. Percentages add to more than 100% 
because women could have used multiple services. 
 
 
Almost two thirds of those who had heard of the NCT expressed views about the organisation. In general the 
responses were positive. Half believed that the NCT provided good information, a third believed the organisation 
was helpful if women were breastfeeding, and over a quarter said the NCT was available to everyone. A fifth of 
women that had heard of the NCT said they believed that it promoted ‘natural childbirth’ and an equal proportion 
said they believed it promoted ‘informed choice’. Similarly, a fifth felt the NCT was supportive (see Figure 2.4.2).  
 
 

One of the reasons I go to NCT classes is that it gives support and advice during your pregnancy. With the 
shared care between GP / hospital, I have only seen these people about six times. This is not enough for a first 
pregnancy. (24 year old first time mother) 
 
I couldn’t have made it through my first pregnancy without the NCT. They helped me when no one else was 
available and I am so grateful to them. They gave me access to information that I didn’t even know was out 
there. (32 year old mother of one) 
 
I think the NCT is about giving women the chance to make their own choices and learn about things that others 
might not tell you about like home births. (33 year old mother of one) 
 
I have not used it myself but I have been told that it has lots of information if you go there. (29 year old first time 
mother) 
 
There isn’t one in this area otherwise I would go. I have seen it in the paper and they say that they give good 
information about lots of different things, especially for breastfeeding. (31 year old first time mother) 

 
 
However some women suggested that they did not have a view: 
 
 

I don’t really know very much about the work of the NCT although I have seen a couple of leaflets / posters. (28 
year old first time mother) 
 
I don’t know enough about the NCT to share my views. I have heard that they exist but don’t know anything 
about them. (35 year old woman having her second child) 
 
I would have liked to know more about the NCT but have never been offered any information, not even on their 
classes. (33 year old first time mother) 
 

 
Women who had used NCT services rated the NCT more highly. Among women who had used two or more NCT 
services, 95 per cent suggested that the NCT provided good information, four in five felt the NCT was helpful for 
breastfeeding women and almost two thirds believed the NCT was available to everyone. Women who had used 
two or more services were significantly more likely to say that the NCT promotes both informed choice and natural 
childbirth (see Table 2.4.4). There were few variations in the perceptions of the NCT according to the age, 
ethnicity, parity and social class of women who had used the services.  
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Table 2.4.4: Views of the NCT by Service Usage 
 

Views about the NCT % Not used NCT (n = 
516) 

% Used 1 Service ( n = 
120) 

% Used 2+ Services (n = 
76) 

Provides good information 39 72 95 
Is helpful if breastfeeding 23 43 79 
Is available to everyone 21 36 62 
Promotes natural childbirth 17 28 46 
Is supportive 12 32 57 
Promotes informed choice 13 26 57 
Is a way to make friends 7 20 66 
Fixed ideas about what’s best 8 22 11 
Costs a lot of money 9 10 21 
Is helpful if bottlefeeding 7 12 16 
Is good value 3 13 30 
Is unhelpful if bottlefeeding 3 4 8 
Is not welcoming to everyone 3 4 11 
Is unhelpful if breastfeeding 1 1 0 
Provides poor information 0 2 0 
Don’t have view 48 12 1 

 
 

Figure 2.4.2: Views about the NCT 
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Note: There were 712 responses to this question. Women could select more than one response. 
 
 
Summary 
 
The NCT has a reputation for providing good information. However the youngest pregnant women, those in lower 
social class groups and non-white women were significantly less likely to know about the NCT, to use NCT 
services, and have positive views about the NCT. It is difficult to fully examine variations between groups given 
the small numbers in the sample. However the survey suggests: 
 
• Women expecting a first baby were more likely to attend NCT antenatal classes than other pregnant women.  
 
• Older white women from the upper end of the socio-economic spectrum were more likely to have heard of 

and used NCT services, including antenatal classes and the national enquiry service. 
 
• The main sources of information about the NCT are magazines, leaflets and books, midwives, friends and 

information posters. There are large numbers of pregnant women who do not find out about the NCT by any 
of these means. At present the NCT is not reaching four out of ten of its target audience of pregnant women 
at all, since only 61% had heard of the organisation.  
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In order for women to have the opportunity to chose whether to use NCT services, they must first know about 
them. The evidence suggests that there is scope to: 
 
• Increase the exposure of the NCT through pregnancy and ‘mother and baby’ magazines. 
 
• Broaden the dissemination of free NCT leaflets and to heighten the advertising and promotion of NCT books.  
 
• As part of a strategy for making the NCT more accessible to all parents, the NCT should ensure that health 

professionals are clear about what services are available nationally and in their local area, including the costs 
involved. 

 
• Midwives could be targeted with information about what the NCT can offer to pregnant woman and new 

parents, together with its objectives about reaching a broader range of social groups. As virtually all pregnant 
women have a midwife, there is scope to reach all new parents this way. 

 
• Efforts could be made to disseminate information which targets particular groups through local and national 

television, radio, newspapers, and magazines.  
 
• Branches’ local posters could be more explicit about what the NCT can offer women before the birth of their 

baby and afterwards, where services are provided and the costs involved. 
 
As the NCT has a reputation for providing good information and being helpful for breastfeeding women there is 
enormous potential for developing services in these areas. There is evidence here to support: 
 
• existing plans to develop a pregnancy and childbirth telephone helpline to upgrade the enquiry service 

currently provided; 
 
• plans for a breastfeeding support helpline, staffed seven days per week, linked to NHS Direct; 
 
• publishing and disseminating more information free-of-charge via magazines, the NHS, and the internet; 
 
• linking with other organisations to reach new groups of parents; 
 
• and promoting the NCT as a means of support and a way for new parents to make friends. 
 
It seems that the NCT also has a special niche in combining the promotion of informed choice with the promotion 
of ‘natural’ childbirth. There is evidence here to support the NCT continuing to campaign and provide information 
on a range of related issues, including choices about place of birth, confidence in normal birth and the importance 
of evidence-based clinical practice.  
 
In order to develop services which appeal to women who are least well represented among current service-users, 
the NCT could also carry out focus group interviews to examine services which would be most relevant and useful 
to these groups and how to promote and make them accessible. 
 
In summary, the Access Project antenatal survey has identified important gaps in the current provision of 
information and support services for pregnant women. The NCT is an organisation which has the potential to help 
fill some of these gaps, particularly by providing information and help with breastfeeding. However currently the 
NCT is not being fully accessed by disadvantaged groups. The findings suggest that the NCT should re-examine 
its strategies for development, the dissemination of information, and support service delivery in order to reach 
wider groups of pregnant women.  
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Section 3: Information and Support After Childbirth 
 
 

Debbie Singh and Mary Newburn 
 
 
In the postnatal period women have information, support, material assistance, development, and health needs. 
Although each woman is different, and varying groups have specific needs, information and support is needed by 
all women in some form.89 This chapter explores women’s needs and experiences in the postnatal period, based 
on responses to the survey sent out to women a few months after they were due to have given birth. Eight 
hundred and thirty seven women responded to the follow up questionnaire. 
 
 
 

Section 3.1: Experience Of Birth 
 
 
Labour and the Birth 
 
Most of the 837 women had given birth 3 – 4 months prior to completing the survey, although the range was 
between one and seven months. The average age of the babies was 16 weeks. Ninety eight percent had given 
birth to one baby. Sixteen women (2%) had had twins and two had had triplets.  
 
Almost all of the women had given birth in hospital. One percent (9 women) had given birth at home and one or 
two others had delivered their baby on their way to hospital. Two thirds (66%) of the women had a ‘normal vaginal 
delivery’ and one in seven had an assisted delivery with forceps / ventouse (14%).90 One fifth had a caesarean 
delivery – 13% of the women had emergency caesareans and 6% had a planned caesarean delivery (see Figure 
3.1.1). Women having their first baby were less likely to have a normal vaginal birth and more likely to have a 
caesarean. Women from minority ethnic groups were less likely to have a normal vaginal birth and more likely to 
have an emergency caesarean.  
 
 

Figure 3.1.1: Type of Birth and Differences by Class, Parity and Ethnicity 
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89  McKim, E. and others (1995). The transition home for mothers of healthy and initially ill newborn babies. Midwifery, 11(14). 

p184-195. 
 
90  Throughout this report instrumental deliveries are referred to as ‘assisted deliveries’ as this was the wording used on the 

questionnaire. 
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Research suggests that women appreciate a constantly available, supportive companion in labour together with 
appropriate care from a small number of professionals. A lot of unknown health professionals coming in and out 
during labour can cause stress.91 Support during labour can also impact upon breastfeeding and postnatal 
wellbeing.92 
 
 

A central feature of support in childbirth is the promise that the labouring woman will not, at any time, be left 
without available support. The mere physical presence of a support person is not enough. That person must also 
provide supportive activities, which encompass both physical measures and emotional support. Physical comfort 
measures should be provided in response to the women’s own needs and wishes. These will vary from culture to 
culture , and from individual to individual.93  

 
 
Some authors have argued that there is a need for more sensitive care of women in pregnancy and labour.94 In 
the Access Project, three quarters of the women believed that the midwives and doctors at the birth always 
explained what was happening, explained procedures fully, and took enough notice of their views and wishes. 
This fits in with research which suggests that most women are satisfied with the amount of information and care 
they receive from staff during labour and delivery.95 However a quarter did not think that this was always the case 
(see Table 3.1.1). In line with previous findings, younger women were less likely to believe that health 
professionals always explained what was happening to them.96 There were no differences in terms of social class 
or ethnicity. 
 
 

Table 3.1.1: Opinions of Midwives and Doctors at the Birth 
 

Believed midwives and doctors: % Always %  Sometimes % Never 
Explained enough about what was happening 75 23 2 
Said why things they did were necessary 76 22 3 
Took enough notice of woman’s views and wishes 74 23 4 

 
 
The importance of effective physical, emotional and psychological support during labour and birth has been 
demonstrated by clear evidence from controlled trials.97 Other research has also suggested that relationships and 
support from staff are an important part of antenatal, labour, and postnatal care:98 
 
In this study, two thirds of the women said that there was nothing that health professionals could have done to 
improve their experience of birth. This group included women who had had good birth experiences and good 
relationships with the staff providing care.  

 

The midwives who cared for me were spot on. In labour I was cared for really well and afterwards I got all the 
help I needed. There is nothing that could have been done better. 
 

                                                
91  Enkin, M., Keirse, M. J. N., Neilson, J., Crowther, C., Duley, L., Hodnett, E., Hofmeyer, J. (2000). A Guide to Effective Care 

in Pregnancy and Childbirth. Third Edition. Oxford University Press. Oxford. (see chapter 28) 
 
92 Langer, A and others (1998). Effects of psychological support during labour and childbirth on breastfeeding, medical 

interventions, and mother’s well-being in a Mexican public hospital: a randomised controlled trial. British Journal of Obstetrics 
and Gynaecology, 105. p1056-1069. 

 
93  Enkin, M., Keirse, M. J. N., Neilson, J., Crowther, C., Duley, L., Hodnett, E., Hofmeyer, J. (2000). A Guide to Effective Care 

in Pregnancy and Childbirth. Third Edition. Oxford University Press. Oxford. p247. 
 
94   Page, L. (1996). Positive care in childbirth. British Journal of Midwifery, 4(10). p530-532. 
 
95  Fleissig, A. (1993). Are women given enough information by staff during labour and delivery? Midwifery, 9. p70-75. 
 

Wardle, S. (1994). The Mid-Staffordshire survey. Getting consumers’ views of maternity services. Professional Care of 
Mother and Child, 4(6). p170-174.  

 
96   Fleissig, A. (1993). Are women given enough information by staff during labour and delivery? Midwifery, 9. p70-75. 
 
97  Enkin, M., Keirse, M. J. N., Neilson, J., Crowther, C., Duley, L., Hodnett, E., Hofmeyer, J. (2000). A Guide to Effective Care 

in Pregnancy and Childbirth. Third Edition. Oxford University Press. Oxford. (see chapters 28, 35 and 41) 
 
98  Nolan, M. (1988). Listening to women. The Audit Commission national survey of women’s views. The Practising Midwife, 

1(3). p4-5. 
 

Shields, N., Turnbull, D., Reid, M. and others (1998). Satisfaction with midwife managed care in different time periods: a 
randomised controlled trial of 1299 women. Midwifery, 14(2). p85-93. 
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My doctor was great and so were all the hospital staff. I had worked out a birth plan and we stuck to this which 
made me confident that I knew what was happening. 

 
 
One in five women suggested that there were specific things that midwives and doctors could have done to 
improve their experience. The most common of these involved listening and taking more notice of the woman’s 
views and explaining more about what was happening.  

 
 
I personally would have liked more knowledge about types of birth and choices, also the pros and cons 
involved. Less opinion, more information! 
 
I do think that more information on inducement of the birth should be available plus on caesarean procedures. 
Although I expected to be induced I was not prepared for the pain. Midwives had described it as  ‘not very nice’ 
or ‘not very pleasant’, in truth it was total agony.  
 
I could have done with more support for the first two hours of labour as I felt very lonely and scared. I was 
induced at approximately 5.30am and told this may not be successful as first attempts sometimes aren’t. By 
approximately 6.15am my contractions were strong and very painful and my partner had been told not to arrive 
at the hospital before 8am. By then I was climbing the walls and no one had been back to see how I was 
progressing. I think my husband should have been allowed to come to the hospital at the start of the induction 
process and the staff should have checked on me. 

 
The midwives were very short. They seemed to have no time for me at all. They seemed to have difficulty with 
the machines and blamed it on my size which upset me. 
 
This is my first child, I have no other experience. I felt very alone when my family weren’t around me in hospital. 
My partner was only allowed to stay with me for five minutes on the ward after the baby was born because it 
wasn’t visiting hours. I had a 15 hour labour, an epidural and needed support from my partner. The baby was in 
her cot but I could not walk to her when she was crying because of the effect of the epidural and the midwives 
were very short with me when I really needed help. They should have helped me more in practical ways. 

 
 

This fits in with previous findings which suggest that it is important for hospitals to provide more continuity of carer 
and individualised care.99 
 
Women who had a distressing outcome or some kind of intervention after a delay tended to feel that they should 
have had the intervention sooner. This corresponds to previous research which examined communication 
strategies and suggested that women’s needs during labour may not always be recognised by health 
professionals.100 
 
 

I asked to be cut when my baby pushed her head out as I knew I couldn’t do it but they waited half an hour 
before doing so. They should have listened to what I said. 
 
We had a very difficult birth and although the hospital staff were very friendly I don’t think that I should have 
been left in labour so long (34 hours). My baby’s head wouldn’t come down. I begged for a c section but was not 
given one as they said I would regret it. Now my baby has a mis-shaped head and I’m left frightened of labour. I 
wish they had listened to what I wanted. 
 

 
However some also suggested that they had avoided an intervention with support from their midwives.101 
 
 

I made out a birth plan and the midwife on the delivery suite helped me through it. It was a wonderful experience 
after a very traumatic first delivery. I had no stitches even though painful, I enjoyed all of it. Because of this I 
think it helped my recovery. 
 
I had a wonderful midwife when I was in labour and felt that it was one of the best experiences of my life. It was 
painful but not unbearable and at no time did I think never again! My midwife said to me that you never hear 
about women having a good labour, so I just wanted to say that I did. 

 
 

                                                
99  Ogden, J., Shaw, A. and Zander, L. (1998). Women’s experience of having a hospital birth. British Journal of Midwifery, 6(5). 

p339-345. 
 
100  Rajan, L. (1993). Perceptions of pain and pain relief in labour: the gulf between experience and observation. Midwifery, 9. 

p136-145. 
 
101 Those who had a positive outcome were less likely to provide comments. 
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 Not At All                         Very  Not At All                   Very 

These trends were evident regardless of the women’s age, ethnicity or parity. Women from less advantaged 
socio-economic groups were especially likely to suggest that doctors and midwives should listen more carefully to 
their concerns and wishes. 
 
The women ranked their experience of labour and birth on two scales according to how special and how 
distressing they found it (see Figure 3.1.3). The majority indicated that they found labour and the birth a very 
special experience. The average ‘specialness rating’ was 9 out of 10.  
 
Women who had a normal vaginal delivery were more likely to have found the birth a very special experience. 
Sixty nine percent of women who had a normal vaginal birth rated the specialness of the experience as ten out of 
ten. This was true of 56% who had an elective caesarean, 53% who had an assisted delivery, and 54% having an 
emergency caesarean. 
 
The average level of distress was 5 out of 10 although there was a wide range. Women having their first baby, 
those from minority groups, and those who had an emergency caesarean or assisted delivery were likely to have 
experienced a greater level of distress (see Table 3.1.2).  
 
However women were likely to find the birth simultaneously special and distressing. Those who had found the 
birth distressing were not any less likely to also have found it a special experience. This corresponds to the 
finding that satisfaction with childbirth is not related to the absence or lessening of pain.102 
 
 

I was in real pain but it was a good experience in the end and I wouldn’t trade it for anything. 
 
I had complications and breech but it was still a great thing to happen and so amazing to see a life come from in 
you. 
 
It was a fantastic experience. There was a lot of pain and crying from both my husband and I but in the end it 
was good and I’m glad I held out.  

 
 

Figure 3.1.3: Ratings of Levels of Distress and Specialness 
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Table 3.1.2: Level of Distress by Type of Delivery 
 

Level of Distress % Vaginal % Assisted Emergency C-Section Planned C-Section 
Low (0-3 rating) 36 18 18 49 
Medium (4-6 rating) 41 37 22 34 
High (7-10 rating) 23 45 60 17 

 
 
In response to an open-ended question about the aspect of labour and the birth that they felt best prepared for 
one fifth of women indicated that they felt well prepared for all stages of the process.103 Similar numbers felt that 
they had prepared well for coping with the pain, the delivery process, contractions and choosing pain relief. 
However one in ten did not feel that they were well prepared for any part of labour or the birth and some indicated 
that they could never be fully prepared for what occurred. This was especially true amongst women from ethnic 
minority groups. 
 
Women suggested that they were least prepared for how long labour lasted and the pain that they experienced. 
Some had also experienced complications or unexpected interventions which they were not prepared for. 
 

                                                
102  Jowitt, M. (1993). Childbirth Unmasked: The Science, Art and Humanity of Childbirth. Peter Wooler. Craven Arms.  
 
103  Note that these results are based on the coded responses to an open-ended question of a sample of 155 respondents only. 
 

% % 
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I had support and information but you just can’t know how it feels until you are doing it. I wasn’t prepared for the 
pain of an internal examination at birth and I was disappointed to have an assisted delivery. It was also a shock 
how long the whole process lasted. 

 
I couldn’t believe the pain. It was excruciating.  
 
It seemed to take forever. I had everything packed and was ready but it kept going on and on. 
 
Unprepared for the long labour and the complications but it was ok in the end. There isn’t really anything that 
can be done to prepare you for those things you just have to experience it. 
 
It hurt so much. I knew that it would but when you actually get there and it happens, it is unlike anything anyone 
can tell you about. 
 
Since having the baby I have come to realise how little we prepare for anything other than a normal outcome. At 
the hospital they had a file full of leaflets, books and contact details for Downs Syndrome. This information 
prepared me for a few of the problems I had to deal with. But you can never prepare for the unexpected. 

 
 
Companions at the Birth 
 
Research suggests that security, support, encouragement, and trusting the people that surround her are 
important for women during labour.104 Women’s perceptions of the support they receive can impact upon labour 
and how women feel after the birth.105 
 
Ninety six percent of the women had a companion with them during all or part of their labour / birth.  
Approximately one in five had more than one companion. Women having their first child were more likely to have 
a companion and women from lower socio-economic groups were less likely to have had this type of support. 
 
As anticipated in the antenatal survey (see Section 2.3), partners were the most common companion and tended 
to be with women throughout labour and the birth (see Figure 3.1.4).  
 
 

More and more women planning a hospital birth feel that nurses are too busy or view the nurse’s role as purely 
technical in nature. They tend to rely on their partners for support, assistance with breathing techniques and 
comfort measures.106 

 
 

Figure 3.1.4: Companions at the Birth 
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Note: Percentages are based on the 790 women who had a companion at some stage during labour birth and add to more than 
100% because women could have more than one companion. 
 
 

                                                
104  Lundgren, I. and Dahlberg, K. Women’s experience of pain during childbirth. Midwifery, 14(2). p105-110. 
 
105 Henneborn, W. and Cogan, R. (1975). The effect of husband participation on reported pain and probability of medication 

during labour and birth. Journal of Psychosomatic Research, 20. p15-22. 
 

Klaus, M. H., Kennell, J. H., Robertson, S. S., Sosa, R. (1986). Effects of social support during paturation on maternal and 
infant morbidity. British Medical Journal, 6. p585-587. 

 
Sosa, R., Kennell, J. R., Klaus, M., Urruta, J. (1980). The effect of a supportive companion on perinatal problems, length of 
labour, and mother-infant interaction. New England Journal of Medicine, 303. p597-600. 

 
106  Enkin, M., Keirse, M. J. N., Neilson, J., Crowther, C., Duley, L. Hodnett, E., Hofmeyer, J. (2000). A Guide to Effective Care in 

Pregnancy and Childbirth. Third Edition. Oxford University Press. Oxford. p251. 
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Other companions were sometimes present during labour but not always at the birth itself (see Table 3.1.3). This 
means that women without partners or those whose partners do not attend the birth may receive less support at 
this time. Younger women and those from lower socio-economic groups were less likely to have partners and 
more likely to have their mothers as companions. The importance of having a female companion in labour should 
not be overlooked.107 This is especially true given research that suggests that women’s partners may not always 
be the best choice as a birth companion.108 
 

Some doubts have been expressed about handing over the supportive role to fathers. One concern relates to 
whether they are equipped for tasks that were formerly the responsibility of an experienced and professionally 
trained person. Another is the issue that the father should not be expected to provide the majority of support 
when he too, is emotionally involved. He is sharing the experience and may need support himself. Other 
questions relate to the possibility that the father’s presence might negatively influence the labouring woman and 
interfere with the normal progress of labour.109 

 
The most common types of support provided by companions involved being there for the woman, holding her 
hand and giving moral support. These were also the three things that women were most likely to anticipate that 
their companions would do when they answered the antenatal survey (see Section 2.3). There has been little 
other research into the expectations that women bring to labour about the support that they will have and that they 
will need.110 
 
Generally the support provided by partners was similar to that provided by other companions. However they were 
more likely to hold the woman’s hands and give her physical support (see Table 3.1.3). 
 

Table 3.1.3: Partners and Companions During Labour and the Birth 

 
 Partner as Companion (n = 738) Other Companion (n = 170) 

% Presence at Different Stages 
Labour and birth 90 73 
Labour only 4 19 
Birth only 6 8 

% Types of Support Provided 
Being there for woman 98 93 
Held woman’s hand 83 68 
Gave moral support 81 78 
Brought food / drink 48 33 
Help with breathing / relaxation 48 43 
Helped move positions 47 41 
Helped talk to midwife / doctor 46 38 
Distracted / entertained her 44 40 
Supported physically 42 30 
Helped make decisions 41 25 
Help understand happenings 35 40 
Massaged back 31 33 
Provided other support 3 2 

% Things Done by Companions that were Annoying / Upsetting 
Nothing 70 75 
Seemed worried 11 9 
Touched when didn’t want 10 6 
Didn’t know what was needed 6 3 
Watched monitor too much 5 4 
Seemed bored 5 3 
Told woman what to do 4 10 
Was stressed 4 3 
Other annoying things 4 4 
Left woman on her own 3 3 
Did not listen to woman 2 3 
Was sick / fainted 1 1 
Was angry 1 0 

                                                
107  Madi, B. C. (1998). Female support in labour is best. Safe Motherhood, 25. p11. 
 
108  Niven, K. (1985). How helpful is the presence of the husband at childbirth? Journal of Reproductive and Infant Psychology, 

3(2). p45-53. 
 

Odent, M. (1984). Birth Reborn. Souvenir Press. London. 
 
109  Enkin, M., Keirse, M. J. N., Neilson, J., Crowther, C., Duley, L. Hodnett, E., Hofmeyer, J. (2000). A Guide to Effective Care in 

Pregnancy and Childbirth. Third Edition. Oxford University Press. Oxford. p252. 
 
110  Enkin, M., Keirse, M. J. N., Neilson, J., Crowther, C., Duley, L. Hodnett, E., Hofmeyer, J. (2000). A Guide to Effective Care in 

Pregnancy and Childbirth. Third Edition. Oxford University Press. Oxford. 
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Approximately a quarter of the women said that their partner or other companion annoyed or upset them at some 
stage during labour. The most common reasons were touching the woman when she didn’t want to be touched or 
seeming to be worried. Companions other than partners were more likely to have offered unwanted advice or told 
the woman what to do (see Table 3.1.3). 
 
Only 7% of the women suggested that there was anything that their partner or other companions could have done 
to make them feel more supported during labour and the birth. Most of them suggested that their companions 
could have been ‘more supportive generally.’ There were no differences in these trends according to age, 
ethnicity, socio-economic status or parity. 
 
 
Summary 
 
Ninety nine percent of the women gave birth in hospital. Two thirds of them had a vaginal delivery, 19% had a 
caesarean and 14% had an assisted delivery. Labour and birth was a positive experience for most women. More 
than eight out of 10 rated their birth experience as ‘very special’ (8-10 on a 10 point scale). Women who had a 
normal vaginal delivery were more likely to rate their birth as 10 out 10 for specialness than those who had a 
caesarean or assisted delivery. 
 
Most found childbirth no more than moderately distressing. One out of five considered their birth experience to be 
very distressing (8-10 on a 10 point scale). The level of distress experienced was associated with the mode of 
delivery. Those who had an emergency caesarean or assisted delivery were more likely to have felt very 
distressed. Women who found the birth distressing were no less likely to find the birth special. 
 
Most women had a companion with them during labour. Ninety four percent of the women had their partner 
accompany them. About a quarter found their companion annoying or upsetting at some stage but the vast 
majority also found their companion a source of help and comfort. Women from minority groups and those aged 
15-19 were less likely to have had their partner with them during labour and the birth. These women tended to 
rely more heavily upon their mother as a companion. 
 
Previous research has suggested that in labour, security, support and encouragement are vital for women, as is 
trusting the people around them.111 In this study most of the women felt satisfied that the health professionals had 
involved them fully during labour and the birth and listened to their concerns. However a quarter of the women 
indicated that there was scope for improvement in this regard. Less advantaged and younger women were most 
likely to believe that health professionals should make more of an effort to explain things in greater depth and 
listen to their wishes and concerns. First time mothers also indicated a desire for more information and support 
during labour and the birth.  
 
While gains are being made in providing woman-centred care during labour and childbirth, one in four women say 
that their needs are not being fully met. It is important to respond to women’s individual needs, explaining what is 
happening to them and their partner and involving them fully in all decisions. All women including those in labour 
for the first time, young women, and minority groups should have the experience of woman-centred care.  
 

                                                
111  Lundgren, I. and Dahlberg, K. Women’s experience of pain during childbirth. Midwifery, 14(2). p105-110. 
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Section 3.2: Life After The Birth 
 
 
This section outlines women’s feelings about life with their new child, how prepared and informed they felt, and 
other aspects of life such as returning to paid employment and opportunities to find time for themselves. 
 
 
Leaving Hospital 
 
A third of the women left the hospital within 24 hours of giving birth and half left between one and four days after 
delivery (see Figure 3.1.2).  
 
 

How long should a healthy woman and baby remain in hospital after childbirth? The generally accepted ‘correct’ 
length of postnatal stay has varied greatly from time to time and varies equally widely among institutions today. 
It appears to be determined more by fashion and the availability of beds than by any systematic assessment of 
the needs of recently delivered women and their new babies.112 

 
 
There were no differences among women from different age, ethnic, or socio-economic groups, however women 
who had already had a child tended to leave hospital earlier. For example half of all women having their second or 
subsequent child left hospital within 24 hours of giving birth compared with less than two fifths of first time 
mothers. Qualitative comments suggested that many of these women were confident to go home early, but some 
felt that it was assumed that they needed less care and support. 
 
 

I didn’t feel as worried this time around. I had prepared and of course I had all the equipment ready from last 
time. I left hospital pretty quickly and felt good about this. I knew my husband and I had coped last time and that 
we could do it again. 

 
This was my fourth child but a lot of things have changed since the last time I was in. I thought that the care I 
received was good but I was packed off too early because they thought that I knew what I was doing having had 
my other kids.  
 
I got shoved out too early even though I needed more help. I think it was because I already have a son so they 
assumed that I already knew what to do even though I didn’t have the same problems with him. 
 
 

Figure 3.1.2: Length of Stay in Hospital 
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Joys and Concerns 
 
From a set of positive and negative statements, women were asked to describe how they were finding life with a 
new baby. Generally women were finding the experience enjoyable but tiring (see Figure 3.2.1). Positive 
descriptions such as ‘happy’ and ‘rewarding’ were more common than negative expressions.  
 
The women described their experience of being a mother in more positive terms than they had anticipated before 
giving birth. For instance fewer women said that they were finding life with a new baby as scary or messy as they 
had predicted. This was especially true for first time mothers (see Figure 3.2.2). 
 
Many women described the joy of interacting with and observing their baby and watching the baby grow and 
develop. 
 
 

I didn’t expect to feel this happy and love my baby so much. I find it very hard to switch off from thinking about 
him even when I have a break. Being a mother has changed my life completely. I can’t imagine being without 
him. 

 
 

                                                
112  Enkin, M., Keirse, M. J. N., Neilson, J., Crowther, C., Duley, L. Hodnett, E., Hofmeyer, J. (2000). A Guide to Effective Care in 

Pregnancy and Childbirth. Third Edition. Oxford University Press. Oxford. p433. 
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When I wake up in the morning and see his smiling face looking at me, he is so enjoyable to us and my other 
boys fuss over him a lot. I feel now I am older and my other three sons are older, I have more time and pleasure 
to enjoy my baby. 
 
It is enjoyable to see him grow, being a mum again and watching my daughter in awe of her brother. My partner 
is proud to have a son and daughter. 
 
All of it has been enjoyable. I love everything about my baby. There isn’t ONE single thing that has been special 
– it has all been good. 

 
 

Figure 3.2.1: Feelings about Life with a New Baby – Comparing Before and After Birth 
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Note: Percentages add to more than 100% because women could have more than one answer. They are based on both the 
antenatal and the postnatal survey findings. 
 
 

Figure 3.2.2: First Time Mothers’ Feelings about Life with a New Baby 
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Three quarters of the women were finding life with a new baby hard work and fewer than one in five were finding it 
straightforward (see Figure 3.2.1). Compared with women who had had a baby before, first time mothers 
experienced more extreme levels of both pleasurable and negative feelings. For them there was the stress of 
adjusting to a new way of life and new responsibilities.  
 
 

I could never be prepared for how much work it is and how little sleep you get. It is so time consuming and even 
when you have time to yourself you are still worrying about things and wondering how he is. 
 
I found stuff OK because I’ve done it before but there are still new things to learn. Life is just plodding along at 
the moment. There have been no major worries but there is still a lot to do and plan for. 
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Women who had other children were more likely to believe life with a new baby was straightforward. However, a 
significant portion of them had difficulties coping (see Sections 3.3 and 3.5).  
 

I’m finding that there are a lot of ups and downs with this baby. Obviously it is hard work and very tiring too. I 
also feel very emotional a lot of the time. 
 
It is hard work, even more so than with the last one. My husband helps less. 
 

 
In addition to their general feelings, the women were asked to indicate any specific concerns they might have 
using a fixed rating scale (see Table 3.2.1).  

 
 
Recent research shows that, for many women, childbirth is not the joyful experience portrayed by the media … 
unresolved emotional problems at this time may have long term implications not only for the woman herself, but 
for her whole family.113 
 

 
In line with previous research,114 all women had encountered problems to some degree and one in five reported 
one or more major problems. Tiredness was the most common cause for concern. This was a major problem for a 
quarter of the women. These findings support previous studies which show that a large proportion of women 
report inadequate rest and sleep and persisting fatigue in the weeks and months after giving birth.115 
 
 

Table 3.2.1: Problems Encountered Since the Birth 
 

Problems % No Problems % Minor Problems % Major Problems Average Rating 
Tiredness 19 56 26 2.7 
Money / benefits 48 33 20 1.9 
Never getting a break 46 39 15 1.8 
Worries about baby’s health 55 34 12 1.6 
Worries about sex 63 21 16 1.5 
Disagreements with partner 60 29 11 1.4 
Worries about own health 65 25 10 1.3 
Going back to work / childcare 65 22 13 1.3 
Isolation / loneliness 71 20 9 1.1 
Housing 83 9 9 0.7 
Feeling less valued 78 15 7 0.7 
Boredom 86 12 2 0.6 

 
Note: The average is from a scale where 0 = no problems and 5 = major problems. 

 
 

Three percent of the women said that their baby had experienced a major health problem. A third had had minor 
health problems.  
 

                                                
113  Holden, J. M. (198). Emotional problems associated with childbirth  Alexander, J., Levy, V., Roch, S. (eds). Postnatal Care. A 

Research Based Approach. Macmillan. Hampshire. p45-61. 
 
114  Barclay, L. and others (1997). Becoming a mother: an analysis of women’s experience of early motherhood. Journal of 

Advanced Nursing, 25. p719-728. 
 

Curtis, L. (1989). The First Year of Life. Promoting the Health of Babies in the Community. Maternity Alliance. London. 
 
 Gould, L. (1983). How does it feel to be a mother or father? Parents (April). p46-47. 
 
 Rogan, F. and others (1997). Becoming a mother: developing a new theory of early parenthood. Journal of Advanced 

Nursing, 25. p877-885. 
 

Sleep, J. and others (1984). West Berkshire perineal management trial. British Medical Journal, 289(8). p587-590. 
 
115  Bick, D. E. and MacArthur, C. (1995). The extent, severity and effect of health problems after childbirth. British Journal of 

Midwifery, 3(1). p27-31. 
 

Glazener, C., Abdullah, M. and Russell, I. et al (1993). Postnatal care: a survey of patient’s experiences. British Journal of 
Midwifery, 1(2). p67-74. 

 
Glazener, C. M. A., Abdullah, M. and Russell, I. T. (1994). Postnatal care: a survey of women’s and staff experiences. In 
Thomson, A. M., Robinson, S. and Tickner, V. (eds). Proceedings of the 1993 Research and the Midwife Conference. School 
of Nursing Studies. University of Manchester. Manchester.  
 
MacArthur, C., Lewis, M., Know, E. G. (1991). Health After Childbirth. HMSO, London. 
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Previous research suggests that many women do not discuss their symptoms with health professionals.116 The 
Access Project supports this finding (see Section 3.5). 
 
First time mothers and those aged 15-19 were more likely to indicate that they were worried about their baby’s 
health. Those aged 15-19 were more likely to have major problems with isolation and loneliness, feeling less 
valued, never getting a break, boredom, disagreements with their partner, and practical issues such as money, 
benefits and housing.  
 
Money, benefits and housing were also more of an issue for those from less advantaged social class groups. 
Women from ethnic minorities were more likely to have experienced problems with never getting a break, 
boredom, and feeling less valued.  
 
First time mothers were more likely to report disagreements with their partner, worries about childcare and going 
back to work, and worries about having sex.  
 

It has been hard balancing things with my partner. I feel like I have neglected him a bit and must try and make 
the effort to be interested in his work and his hobbies. But he also has to remember that I am working full time 
being a mum too. These types of tensions make things difficult. 
 
Things have been a bit strained with my hubby but they are coming right now. It is hard to act like a couple 
when we have another bundle to look after. 
 
It’s hard getting someone to look after him and trying to communicate with my boyfriend. 

 
The findings of this research support other studies which suggest that having a baby often creates a financial 
strain and makes it more difficult for a couple to relate to one another, especially for first time parents.117 

 

The arrival of children tends to work to increase economic hardship on families and decrease the amount of 
emotional support that spouses receive from each other – largely because couples generally have less time to 
spend together. It is well established that satisfaction in marriage decreases with the birth of the first child and 
does not increase to pre-parenthood levels until all the children have left home.118 

 
For women who had more than one child, the main challenge in their lives was coping with the sheer volume of 
competing demands. 
 

It has been a lot harder this time because it is a lot more work since I had my baby compared to having my 
other two children. I have to try and look after them all at once. I am so busy that it is hard to get time to get 
things done let alone for myself. 
 
I am always flat out. I have to keep a watch on the other children and although they have been great, dealing 
with them in addition to bubs has been a bit of a strain. 
 
Having to work, doing the housework, look after the other kids and the baby all gets a bit much sometimes. 

 
It seems probable that there were also changes taking place in their relationship with their partner, but these were 
more subtle than the changes when a first child is born. As Section 3.3 shows, women who had already had a 
child also reported less support from their partner and from other family members than was the case for first time 
mothers.  
 
 

                                                
116  Bick, D. E. and MacArthur, C. (1995). The extent, severity and effect of health problems after childbirth. British Journal of 

Midwifery, 3(1). p27-31. 
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Tickner, V. (eds). Proceedings of the 1992 Research and the Midwife Conference. School of Nursing Studies. University of 
Manchester. Manchester. 
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Preparation and Information 
 
Other writers have argued that although pregnancy and birth are often discussed at length, the postnatal period is 
not paid as much attention.119 
 
 

Little attention has been paid to the period after birth when the mother, her husband and their baby learn to care 
for one another, and during which time the pattern of their relationship with each other is established to a large 
degree.120 

 
 
Other writers have suggested that many mothers are unprepared for the amount of hard work and disruption a 
new baby causes.121 In this study three quarters of the women said they felt either very or quite prepared for 
looking after a new baby in the early days after the birth (see Figure 3.2.3). However first time mothers were 
significantly less likely to feel prepared than women with other children. There were no differences in terms of 
age, socio-economic status or ethnicity. 
 
Feeling prepared was important for women. For some this meant having clothes and equipment ready, others 
mentioned being prepared psychologically for the change in their day-to-day lives, and some mentioned finding 
out the information they needed. 
 
 

I had all the necessary equipment as it is my second child so I felt quite relaxed with everyday care. 
 
I had all the baby’s essentials like clothes, bottles, cleaning goods, and bedding which helped me feel ready and 
I had prepared myself for the sleepless nights. 
 
I felt well prepared about most things. I had read lots of books and searched the net for information so I was well 
organised. That doesn’t mean that everything turned out as I thought, but I did make sure that I felt prepared in 
the early days. Getting enough information and feeling like you can answer all your queries is really important in 
those early days. 
 
 

Figure 3.2.3: Level of Preparation 
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Women commonly indicated that they felt least prepared for a lack of sleep, a lack of time, loss of freedom and 
independence, and the baby’s crying.122 
 
 

The long hours of feeding are difficult. It can be tiresome and it can’t be shared. She’s tied to me because I’m 
breastfeeding. I can’t go out too long without her. 
 
He was very longed for so I read lots of magazines on childcare and went to parentcraft classes so I half knew 
what to expect. But I didn’t realise just how demanding my little bundle would be. I am breastfeeding so it is hard 
for me to leave him for any length of time. 
 
 

                                                
119  Alexander, J., Levy, V., and Roch S. (eds) (1990). Postnatal Care. A Research Based Approach. MacMillan. Hampshire. 
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You are least prepared for the sleepless nights. It’s totally amazing how tired you get. It’s all such a huge 
change in lifestyle. I sometimes feel that I just can’t cope with it all. I think my partner feels envious that I’m at 
home while he’s at work. But he doesn’t know what it’s like. 

 
 
A third of the women felt that there was nothing else that would have helped them prepare more - or that they 
could never be fully prepared. But some suggested that experience with young children could have prepared 
them better and others argued that more support and reassurance from their partner and health professionals 
would have been beneficial.  
 
 

The only thing that would have prepared me more would be spending time with a baby and getting to know how 
to look after it properly. This may seem like a strange idea but even spending a bit of time holding a baby would 
have made me feel more confident. Maybe they should have babies brought in to antenatal classes each week 
so you get used to the screaming and holding. 
 
As this was my second baby I found out all the information when I had my first. But I wasn’t told all I needed to 
know so I hired videos and bought magazines and books. With your second baby everything seems causal. I 
didn’t mind as everything went well, but more information could have been given to me by the doctors. 
 
It would have been best if the midwife could have given me one straightforward answer to my concerns. Each 
midwife had different views. 
 
It would have been good if my partner could have been off work more and given me more support but we need 
the money and there’s no holidays for him to take off. 
 

 
A number of women suggested that more written material about the postnatal period and specific issues such as 
breastfeeding, caring for a new baby, and postnatal depression would have been helpful. A small number 
believed that more breastfeeding support would have been valuable and others felt that antenatal classes should 
have placed more emphasis on the postnatal period. Women from different age, ethnic, class or parity groups did 
not express specific needs in this regard. 
 
 
Baby-Care 
 
Two thirds of women felt that they had enough information on most aspects of baby-care but two out of five 
wanted to know more about coping with a lack of sleep and knowing how to tell if their baby is sick (see Table 
3.2.2). As many as one in three women wanted more information on the baby’s sleeping and crying. The findings 
support surveys conducted in America where most women said that they wanted baby care information, a need 
that was not completely met by either antenatal or postnatal education.123 
 
Asked to ‘think back to the early days after your baby was born,’ women were significantly less likely to say that 
they needed more information about most postnatal topics than had been the case when they completed the 
antenatal survey at an average of 32 weeks of pregnancy (see Section 2.2). This suggests that they had either 
got access to the information and support they needed in the interim period or felt more confident once they had 
their new baby. 
 
 

Table 3.2.2: Information Needs in the Early Days After Birth 
 

Topics 
% Didn’t have, 

but needed 
% Had some, 
needed more 

% Had 
enough  

% Had too 
much 

% Didn’t 
want 

% Total 
Needed More 

How to tell if baby is sick 11 31 55 1 3 42 
Coping with lack of sleep 17 21 55 1 6 38 
The baby’s crying 9 18 68 1 4 27 
The baby’s sleeping 7 19 70 1 5 26 
Immunisations 5 19 74 1 2 24 
Bathing the baby 4 12 78 1 6 16 
Holding the baby 2 5 82 1 10 7 

 
 
First time mothers, those from minority ethnic groups and women under the age of twenty were most likely to 
indicate a desire for additional information on a wide variety of topics (see Table 3.2.3).  
 

                                                
123 Berger, D. and Loveland Cook, C. A. (1996). Maternal postpartum learning needs. International Journal of Childbirth 

Education, 11(1). p22-26. 
 

Moran, C. and others (1997). What do women want to know after childbirth? Birth, 24(1). p27-34. 
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Younger women and those from minority groups were also more likely to suggest that they had not been provided 
with any information on different topics, as opposed to first time mothers who had often been provided with some 
information but sought more.  
 
 

Table 3.2.3: Differences in Desire for Information  
 

Information Topics First Time Mother Minority  15-19 Yrs Less Advantaged SES 
Coping with lack of sleep + + +  
How to tell is baby is sick +    
The baby’s crying + + +  
The baby’s sleeping + + +  
Immunisations +  +  
Bathing the baby +  + – 
Holding the baby +  +  

 
Note: A + indicates that a group was significantly more likely to want additional information about a particular topic. The – 
indicates a lack of desire for information. Comparisons have been made between women having their first baby and those with 
other children, minority ethnic groups and white women, those aged 15-19 with women aged over 20 years, and those in social 
classes IV and V (less advantaged) with all other classes.  
 
 
Sleeping and Crying 
 
At the time when the women completed the postnatal survey half of the babies were sleeping through the night 
and a third were waking only for feeds, returning to sleep easily. Around one in nine were sleeping very little at 
night or were difficult to get back to sleep after feeding. Two thirds of the women were happy with their baby’s 
current sleep pattern but one in five were less than satisfied.  
 
Two thirds of the women suggested that their baby was usually happy and only cried when they needed 
something. One in five indicated that their baby almost never cried. One in nine said that their baby cried a great 
deal. Of those who did, most suggested that their baby could usually be calmed without too much trouble. Young 
mothers were more likely to suggest that it was difficult to get their baby back to sleep when they woke at night 
and that their child often cried a great deal and was difficult to calm. There were no differences in how happy or 
dissatisfied new mothers felt about their baby’s crying and sleeping patterns according to parity, ethnicity, or 
socio-economic status. 
 
 
Other Aspects of Life  
 
Employment 
 
A quarter of the women had returned to work either full or part time when the survey was conducted and a quarter 
were on maternity leave (see Figure 3.2.4). First time mothers, those aged over 20 years, white women, and 
those from higher social class groups were more likely to have returned to work either full or part time. 
 
 

Figure 3.2.4: Employment Status at Time of Completing Survey 
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Of the 215 women who were in full or part time work, many had returned to paid employment when their baby 
was 2 – 3 months old (see Figure 3.2.5). In most cases family members or the woman’s partner were the primary 
caregivers while the woman was at work (see Figure 3.2.6). Of those who were still on maternity leave, a third 
had not decided exactly when they would return to work. Others were predominantly planning to start work when 
their baby was five or six months old. 
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Figure 3.2.5: Age of Baby when Women Returned to Work 
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Figure 3.2.6: Care-Giver for the Baby While Women Work 
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Note: The percentages are based on responses from 221 women who indicated that they were in paid employment. 
Percentages add to more than 100% because more than one caregiver could be involved. 
 
 
Time for New Mothers 
 
The women were asked how much time they had for themselves the day before completing the survey. Most 
women did have some time to themselves when they weren’t at work, looking after the baby or other children, or 
doing housework, but for most the amount of time was less than two hours (see Figure 3.2.7). Women with other 
children were least likely to suggest that they had any time for themselves, whereas younger women were the 
most likely to have extended periods to themselves each day. There were no differences in the amount of free 
time for new mothers from different ethnic or socio-economic groups. 
 
 

Figure 3.2.7: Amount of Time Women Had For Themselves 
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The was a trend for women who had little or no time for themselves to suggest that they had more of a problem 
with anxiety and depression. For example 7% of women with no time or less than half an hour to themselves said 
they had problems with depression compared to 2% of women who had more than 4 hours of free time. 
 
In their free time the women had predominantly watched television, spent time with their partner, or had a bath 
(see Figure 3.2.8). First time mothers were more likely to spend time with their partners or go out than women 
who had other children. Younger women were also more likely to go out during their free time compared to those 
over the age of 20. Those from lower socio-economic groups were least likely to spend free time with their 
partners and women from minority ethnic groups were least likely to say they ‘just relaxed.’  
 
Women who had not spent some of their free time with their partner were more likely to say that they had 
experienced problems with depression and isolation. 
 

 

% 

% 
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Figure 3.2.8: Things Done In Women’s Free-Time 
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Note: The percentages are based on responses from 730 women who indicated that they had some free time the day prior to 
completing the survey. Percentages add to more than 100% because women could do more than one thing in their free time. 
 
 
Clinical trials show that home-based support for families, especially those with special needs, may have positive 
long-term effects regarding childhood well-being. The support available from family and friends is also 
important.124 Three in five women suggested that there was someone regularly available to look after the baby so 
that they could have longer periods of time to themselves. Most often this involved the women’s parents, parents-
in-law, or the baby’s father. Other family members also provided some support.  
 
 

I am really lucky in that my mother-in-law is willing to look after him whenever I need to go out or even if I don’t 
have something that I need to do, just to have time for myself. If I didn’t have her living so near I think I would go 
mad because you do need to get out and do things and take a break for yourself. You can’t be confined to the 
house 24 hours a day especially as a woman who is used to going out and working all the time. 

 
 
Younger women and first time mothers were more likely than others to have someone who could regularly care 
for their child. Women having a second or subsequent baby had less support of this kind. There were no 
differences in the availability of this type of support according to ethnicity or socio-economic status. 
 
Most of the women indicated that if they felt tired, unwell, or unable to cope they turned to their partners and 
mothers for support (see Figure 3.2.9). Friends and other family members were also important, especially for lone 
parents. Younger women and those from the lower social class groups were less likely to turn to partners for 
support. These women were also less likely to have a partner than other women.  
 

 
Figure 3.2.9: People Women Turn To For Support 
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Note: Percentages add to more than 100% because women could have more than one person for support. 

 
 

It should be noted that only 22% of women said they could turn to their health visitor if they felt tired, unwell, or 
unable to cope. Fewer (11%) said they could turn to their GP. This suggests that there is a gap between women’s 
needs and the services provided.   

                                                
124  Enkin, M., Keirse, M. J. N., Neilson, J., Crowther, C., Duley, L., Hodnett, E., Hofmeyer, J. (2000). A Guide to Effective Care 

in Pregnancy and Childbirth. Third Edition. Oxford University Press. Oxford. 
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Three percent of the women said that they had no one to turn to for support if they were tired, unwell, or unable to 
cope. Women from ethnic minority groups were most likely to feel this way. Eight percent of minority women 
compared to three percent of white women felt that they had no-one to turn to in times of trouble. 
 
 

I don’t really have anyone to talk to and I think that that would be good to make me feel less by myself. 
 
I have no family around and if I did get unwell there’d be no-one to help because I’m alone. 
 
I feel alone sometimes. I have family but they can’t always be here and there aren’t really any others that I can 
get help from. 

 
 
Many of the women indicated that although they did have someone to turn to, they had times when they felt lonely 
or in need of additional support. The importance of having someone to talk to corresponds with the findings of 
previous research.125 
 
 

I have my partner who I can talk to about things but when he is at work I still get lonely and depressed. 
 
Because I am young it has been hard. I have been breastfeeding but it makes it hard to get away from the baby. 
My parents have been really good and I live with them so it is good but it gets cramped sometimes and it would 
be good to have somewhere else to go and other people to talk to. Not about problems even, but just to talk 
about things like even movies or anything, just to feel normal.  
 
I have a great family and lots of friends but being without a partner is really scary and I still have times when I 
feel depressed or alone. 
 
It is hard being responsible completely for this young life. Even though it is good and I find it a happy time I still 
get down and want someone to talk to because it is a lot to put on your shoulders being in charge of someone 
all by yourself. 

 
 
Women were also trying to balance expressing their feelings and not overwhelming their partner with their needs. 
 
 

My family and my husband are good but he is at work and he doesn’t want to have to listen to me being 
depressed all the time so I have to put on a brave front. My family don’t have transport so I only see them every 
second day. I am alone the rest of the time and I need someone to talk to just for a break. 
 
I do have a lot of help from my family and my husband but I’ve got to bear in mind that he has needs too and 
that he is worried about what is happening and feels insecure as well. This could stop me talking to him as 
much as I could because I don’t want to put more worries on him than he already has. 
 
My partner is good but I have to hide things so he doesn’t get worried and it is a strain for me. 

 
 
Summary 
 
Most of the women surveyed felt that life with a new baby was a rewarding and tiring experience. A third of them 
said their baby had had minor health problems and all had experienced problems of some degree.  
 
Two fifths of the women felt very prepared for the arrival of their baby. Women suggested that they had found 
community midwives and health visitors particularly useful sources of information about caring for the baby and 
life after giving birth. Booklets and leaflets were highly valued, suggesting the importance of continuing the 
production of this type of material. Family and friends were also sources of information for some women as were 
the Bounty Pack and magazines.  
 
Some suggested that more information from midwives, health visitors, booklets, magazines and antenatal classes 
about coping with life with a new baby would be useful. The topics women wanted to explore in greater depth 
included how to cope with a lack of sleep, knowing if your baby is sick, crying, sleeping, and immunisation.  
 
 
 
 

                                                
125  Reid, M. (1997). A RCT of two interventions to provide social support. British Journal of Midwifery, 5(10). p610-612. 
 

Rogan, F. and others (1997). Becoming a mother: developing a new theory of early parenthood. Journal of Advanced 
Nursing, 25. p877-885. 

 
Westley, W. (1997). ‘Time to Talk’ listening service. Midwives, 110(1309). p30-31. 
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A lack of social and psychological support during the days and weeks after birth is one of the main reasons that 
postnatal problems and unhappiness are common.126 In this study, most women had a support network made up 
of a partner, family and friends. However they often experienced times when they felt isolated and needed 
someone to talk to. The importance of having someone to talk to has been highlighted by other studies.127 
Women without a support network were more vulnerable. Having a baby also put pressure on the relationships of 
some women. First time mothers, younger women, those from less advantaged class groups, and minority ethnic 
groups were more likely to be finding life stressful and challenging.  
 
Although women who had already had a baby were less likely to feel overwhelmed coping with their new arrival, 
they were also less likely to have support from their partner or extended family or time for themselves. Some 
women also felt that they had been overlooked because of being labelled as an ‘experienced mother.’ Health 
professionals should be aware of these issues and ensure that they provide listening time for women with more 
than one child. They could also help these women find some time for themselves, get more time with their 
partner, and find ways of getting more support from their partner, family and friends. Training may enable health 
professionals to feel more confident about giving this support.128 
 
Only one in five women said they could turn to their health visitor if they felt tired, unwell, or unable to cope. One 
in ten said they could turn to their GP. Family doctors and health visitors should be willing and known to be willing 
to provide a listening visit for new mothers who are feeling tired, unwell or unable to cope. 
 
These findings suggest that women need more opportunities before the birth and afterwards, to find out about 
motherhood and different approaches to baby-care. As well as written sources of information, mothers need 
opportunities to discuss their ideas and concerns. Contact with other new parents and more experienced parents 
is likely to be valuable.129 In line with other research,130 the findings also suggest that young women, first time 
mothers, and those from minority ethnic groups are most in need of additional information and support. 

                                                
126  Enkin, M., Keirse, M. J. N., Neilson, J., Crowther, C., Duley, L., Hodnett, E., Hofmeyer, J. (2000). A Guide to Effective Care 

in Pregnancy and Childbirth. Third Edition. Oxford University Press. Oxford. p436. 
 
127  Schonveld, A. and Kingswell, S. (1996). Improving Maternity Information: A Consultation Process. Health Promotion 

Services. Coventry Health Authority. 
 
128 Morrod, D. (2000). Brief Encounters – Picking up signals of relationship distress. The Practising Midwife. 3.(1). p 27 – 29. 
 
129 Hoddinott, P. & Pill, R. (1999). Nobody actually tells you: a study of infant feeding. British Journal of Midwifery. 7(9). p588-

565. 
 
130  Moran, C. and others (1997). What do women want to know after childbirth? Birth, 24(1). p27-34. 
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Services. Coventry Health Authority. 
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Section 3.3: Partners, Families and Friends 
 
 
Social support from health professionals has been shown to have long term health and development benefits.131 
However informal support is also essential for the well-being of both mother and baby.132 In this study, women 
were asked about their relationships with their partner, family, and friends to find out more about their informal 
support networks after giving birth. 
 

 
Support from Partners 
 
Previous research has shown that women who have an intimate confiding relationship are less likely to suffer 
from unhappiness or depression, both in general and after giving birth.133 Ninety five percent of the women 
indicated that they had a partner at the time of responding to the survey. Findings in this section are based on the 
responses of these 798 women. 
 
 
Paternity Leave 
 
A third of the women indicated that their partner had paid paternity leave and another third had partners who took 
paid annual leave after the birth (see Figure 3.3.1). The partners of ethnic minority women, those aged 15 – 19, 
and those from lower household social class groups were more likely to have been unemployed (see Table 3.3.1). 
Men’s paternity leave did not vary according to whether their partner was having their first or a subsequent child. 
 
 

Figure 3.3.1: Leave Taken by Partners Following the Birth 
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Table 3.3.1: Significant Differences in Leave Taken by Women’s Partners 
 

Groups % Paid Paternity % Paid Annual % Unpaid % No Leave % No Work 
Aged 15 – 19 18 10 18 13 43 
Aged 20 + 31 37 12 10 9 
Ethnic Minority 35 15 19 11 20 
White 31 37 12 10 10 
Lower SES 28 21 8 15 28 
Other Classes 31 38 13 10 8 

 
Note: There were no differences in the type of leave taken according to parity. All other differences are statistically significant. 

 
 
The amount of paternity leave taken ranged between one day and three weeks. However two thirds of the men 
had taken between two and five days paternity leave. This trend did not vary according to the age, socio-
economic status, ethnicity, or parity of the women involved. 

                                                
131  Oakley, A. (1996). Social support in pregnancy: does it have long term effects? Journal of Infant and Reproductive 
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Without being prompted, numerous women indicated a desire for their partner to have taken more extended 
leave. Paid paternity or parental leave would have made this a practical possibility for many more families. 
 
 

I don’t think that there is anything that can really prepare you for life after the baby is born as she takes over 
everything. I would have liked paternity leave for my partner though because he has fixed holidays and was only 
able to take three days off work. I feel that he was just as stressed as me and missed out on initial bonding with 
the baby. 
 
If my husband didn’t have to go back to work so soon it would have been better because I would have adjusted 
better and maybe found it a bit easier. 
 
My husband took some time off but this had to come out of his holiday pay. I would have liked him to take more 
time off but we couldn’t really afford it. 
 
I coped much better when my boyfriend was around but he only had two days of holidays owed to him and we 
need the money so he had to go back to work. 
 
I wish that my husband could have stayed with me longer. I had a difficult birth and needed to recover but 
instead I had to be up looking after the baby because he had to go back to work to pay for it all! 

 
 
Partner’s Participation 
 
Previous research has suggested that often the help provided by women’s partners following the birth is not 
sustained for long periods.134 In fact some suggest that partners actually tend to do less housework after the birth 
of the baby than while women are pregnant.135 
 
In this study the majority of women indicated that since the birth their partner had done as much as they had 
expected in caring for the baby and a quarter felt that their partner had participated more than they had 
anticipated (see Figure 3.3.2).  
 
 

My boyfriend has been great. At first he was panicking and really worried but now Casey has arrived he has 
been really supportive and helps with everything from changing nappies to feeding after I have expressed milk. 
 
My husband is the best. He has helped me much more than I thought he would and he has coped with 
everything really well. I don’t know what I would have done without him. 
 
My partner has helped a lot. He does a lot of getting up, feeding, and changing nappies and he lets me have 
time to myself which I really need. 
 
I thought that he wouldn’t really be as helpful as he has been. But he really loves her and he does everything for 
her. He can’t wait to get home from work so that he can look after her. 

 
 
One in ten women wanted more support from their partner. 
 
 

I feel like I do everything. I have to ask for help, even when he can see me struggling. I feel as though he thinks 
that because he works, he shouldn’t have to come home and start looking after the baby, as he has done his 
share by working. 
 
I could do with a little more support from my husband, although he tends to look after my older son a lot more 
now so he doesn’t feel left out. But he doesn’t realise that I also need help with the baby and that I need my rest 
and interests too. 
 
With my first baby I think my partner was there to help more. His job is more hassle now but I still think he puts 
in less effort and help with this one. 
 

                                                
134  Entwistle, D. and Doering, G. (1981). The First Birth. Johns Hopkins University Press. Baltimore. 
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Figure 3.3.2: Expected Levels of Baby Care Participation by Partner 
 

Partner done less than expected in 

caring for baby

14%

Partner done more than expected

27%

Partner done as much as expected

59%

 
 
 
Although there were no differences in these trends according to parity or ethnicity, younger women and women 
from lower class groups had more surprises than older women and those from higher class groups (see Figure 
3.3.3). Generally, younger women found their partners did less than expected and women in lower class groups 
found their partner did more than they had anticipated, though there was variation in both directions. 
 
 

Figure 3.3.3: Differences in Expected Levels of Baby Care Participation by Partner 
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Previous studies have found that although some men are willing to play with their new baby, they tend to shun 
more mundane childcare tasks such as changing nappies.136 In contrast, in this study around half of the women 
said their partners regularly soothed the baby and changed nappies. Two fifths fed the baby regularly and looked 
after the baby so that the woman could have a break (see Table 3.3.2). However it is important to note that 
women tend to overestimate the amount of practical help provided by their partner.137 
 
Research has shown that women are more likely to have positive feelings about their baby if their partner helps 
with housework.138 Only a quarter of the women’s partners regularly did housework or got up at night when the 
baby cried. The partners of first time mothers were more likely to offer practical support.  
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Two thirds of the women suggested that they and their partners agreed either ‘completely’ or ‘quite a lot’ about 
how to share the responsibilities of caring for the baby and housework. A quarter said that they agreed only ‘a 
little’ or not at all. There was more agreement about how to look after the baby, with more than nine out of ten 
women suggesting that there was complete or ‘quite a lot’ of agreement (see Figure 3.3.4). 
 
Women aged 15-19 and those from lower socio-economic groups were less likely to agree with their partner 
about sharing responsibilities or about how to look after the baby. Women with more than one child were less 
likely to suggest that they and their partner agreed about the sharing of responsibilities. These women were also 
less likely to say that their partner participated regularly in doing domestic jobs and childcare. 
 
 

Table 3.3.2: Partner’s Participation in Baby Care Tasks 
 

Activity % Regularly % Sometimes % Rarely % Never Average 
Soothing baby when cries 56 33 9 2 3.4 
Changing nappies 50 29 14 7 3.2 
Feeding the baby 43 32 13 12 3.1 
Shopping 41 26 19 13 2.9 
Looking after baby - for break 38 42 15 5 2.7 
Bathing the baby 34 21 18 28 2.6 
Household tasks 31 40 20 9 2.4 
Housework 24 38 23 16 2.0 
Getting up at night when cries 21 26 24 29 2.0 

 
Note: The ‘Average’ column above is the average rating on a four point scale where 1 = never, 2 = rarely, 3 = sometimes, and 4 
= regularly. 
 
 

Figure 3.3.4: Level of Agreement about Sharing Responsibilities and Baby-Care 
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The most common points of disagreement over how to look after the baby involved: 
 
• How long to let the baby cry for before picking her / him up. 
• Level of involvement of partner / division of labour. 
• What the baby needs / why the baby cries. 
• Aspects of feeding, including breastfeeding. 
 
 
Relationships 
 
The women believed that having a baby was something important that they shared with their partner and that they 
still could enjoy time together as a couple. Most did not feel that the baby had put a strain on their relationship 
(see Table 3.3.3). This contrasts with previous research which suggests that the transition to parenthood can 
have serious adverse consequences on relationships.139 
 
 

Our relationship is getting stronger each day because of what we share now. Having our sons has made us very 
happy and I feel that we are a proper family now. 
 
Since having a baby it has brought us closer together and made us feel more responsibility and grown up, as 
we’re still young. And we’ve realised how important it is to have a strong relationship. 

                                                
139  Holden, J. M. (198). Emotional problems associated with childbirth. In Alexander, J., Levy, V., Roch, S. (eds). Postnatal 

Care. A Research Based Approach. Macmillan. Hampshire. p45-61. 
 

Moss, P., Bolland, G., Foxman, R., Owen, C. (1987). The division of household work during the transition to parenthood. 
Journal of Reproductive and Infant Psychology, 5(2). p71-87. 
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Having a baby has strengthened our relationship. We are now growing together as a family rather than as 
separate people. 
 
 

Table 3.3.3: Baby’s Effect on Relationships 
 

Effects % Disagree % No Strong Feelings % Agree Average 
Having baby is something important we share 2 12 86 4.5 
Woman understands partner’s needs 4 36 61 3.7 
Enjoy time together as a couple 12 34 52 3.4 
Partner understands woman’s needs 13 41 45 3.2 
Partner has time to go out / follow interests 13 37 46 3.1 
Have time to go out with friends / follow interests 43 37 20 2.0 
Baby has put a strain on relationship 63 24 13 1.4 

 
Note: The average rating is from a scale where 0 = disagree strongly and 5 = agree strongly. Percentages are based on 
aggregates where 0-1 = disagree, 2-3 = no strong feelings, and 4-5 = agree. 
 
 
First time mothers, women aged over 20 and those from higher socio-economic groups were most likely to 
suggest that having a baby was something important that they and their partner shared. In line with previous 
research, those under 20 and women from lower socio-economic groups more frequently suggested that having a 
baby had placed a strain on their relationship.140 Women from lower class groups were also less likely to believe 
that their partners understood their needs. Most groups of women felt they understood their partner’s needs fairly 
well, however younger women did not feel as confident that they understood their partner’s needs.  
 
Women were more likely to suggest that they understood their partner’s needs than vice versa and they thought 
that their partner was freer to go out with friends and follow personal interests than they were themselves (see 
Table 3.3.4). 

 
Women who had other children were least likely to feel that they had time to follow their own interests or to spend 
with friends (see Figure 3.3.5). This once again highlights the special needs of women having subsequent 
children. Although first time mothers may have more information needs and be more concerned about the initial 
period after birth, women with other children tend to have less time for themselves and less social support.  
 
 

Figure 3.3.5: First Time and Experienced Mothers’ Opinions about Free Time  
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Sex 
 
Eighty nine percent of the women had had sex since giving birth. The time between giving birth and having sex 
ranged between one and 20 weeks, although most women did not have sex before 3 weeks and had resumed 
having sex within two months of giving birth. There were no differences in these trends according parity, ethnicity 
or socio-economic status. However younger women tended to have sex sooner than those aged over 20 years. 
 
Half of the women had sex for the first time after birth at around the time that they had expected. For a third the 
time between giving birth and having sex was shorter than they had initially assumed. First time mothers in 
particular were often surprised at how soon after the birth they first had sex. One in four women had taken longer 
than they anticipated to having sex. 
 
Almost three quarters of the women said that they had sex less frequently now that they had a new baby. This 
was true regardless of parity, age, ethnicity or socio-economic status. There were a variety of reasons for less 
frequent sex, however the most common was tiredness (see Figure 3.3.6). 
 

                                                
140  Moss, P., Bolland, G., Foxman, R., Owen, C. (1987). The division of household work during the transition to parenthood. 

Journal of Reproductive and Infant Psychology, 5(2). p71-87. 
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Figure 3.3.6: Reasons for Less Frequent Sex Since the Birth 
 

0 10 20 30 40 50 60 70 80 90 100

Too tired

Just don’t feel like it

Caring f or baby  interf eres

Painf ul

Relationship has changed

Hav e baby  in bed 

 
Note: Percentages add to more than 100% because women could indicate more than one reason. Percentages are based on 
responses from 505 women who indicated that they had had sex with their partner but that this was less frequent than before 
giving birth. 
 
 
Help from Family and Friends 
 
In general women felt that they had the same or a greater amount of contact with family after the birth of their 
child. First time mothers and younger women were especially likely to have additional contact with their families. 
However women from the lower end of the socio-economic spectrum were less likely to have additional contact 
with their families. 
 
A third of women said they had less contact with friends following the birth. However one in ten women suggested 
that they had gained new friends (see Figure 3.3.7). There was no difference in these trends according to age, 
ethnicity, parity, or social class. 
 
A third of the women suggested that friends had helped them look after the baby and three out of five had friends 
that they met regularly when they had the baby with them. Eighty percent said their family had helped them look 
after the baby and three quarters met their family regularly when they had the baby with them. Other research has 
also shown that large numbers of women turn to their family and friends for help and support in the postnatal 
period.141 
 

Figure 3.3.7: Level of Contact with Family and Friends Compared to Before the Birth 
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Around nine out of ten first time mothers said that they had family members who could help them look after the 
baby and who they met regularly with their baby compared with three quarters of women who had other children. 
Women with other children were significantly more likely to suggest that there was no one (friends or family) who 
helped them look after their child or who they met regularly with their baby (see Table 3.3.5). 
 
 

Table 3.3.5: Parity Differences in Help from Family 
 

Help from Family % First Time Mothers % with Other Children % Total 
Family help looking after baby 87 74 81 
Friends help looking after baby 34 27 31 
No family / friends help with baby 10 22 15 
Meet family when with baby 80 68 75 
Meet friends when with baby 63 58 61 
Meet no friends / family with baby 7 16 11 

Note: Percentages do not add to 100% because they are drawn from a range of different questions which asked women 
whether or not they had particular types of contact.  
                                                
141 Katz, A. (1994). The family is fine … but under pressure. Sainsbury’s Magazine (May). 
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The majority of women were happy with the level of support provided by their family. Friends’ support was also 
viewed positively, but it was not ranked as highly as that provided by family members (see Figure 3.3.8). 
Experienced mothers were less likely to rank the support provided by their family in the highest terms but there 
were no other variations according to age, ethnicity, socio-economic status or parity. 
 
More than one in ten women suggested that neither friends nor family had helped look after the baby or been 
available to meet regularly when the woman had the baby with her. This suggests that there are a significant 
proportion of women who may need additional help and support from other quarters.  
 
 

Figure 3.3.8: Rating of Level of Support Provided by Family and Friends since the Birth 
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Summary 
 
Nine out of ten women who had a partner in employment said their partner took some time off work following their 
baby’s birth. These men tended to take 2 – 5 days leave. A number indicated that the available leave had been 
too short. Only a third said their partner had paid paternity leave. The rest had to rely on taking annual leave or 
unpaid leave. One in ten said their partner took no leave. 
 
Half of the women said their partner changed nappies and soothed the baby regularly and two fifths said their 
partner regularly fed the baby and looked after her / him so they could have a break. This is in contrast with 
research done two decades ago,142 which suggests the role of fathers in the United Kingdom may be changing. 
However only a quarter of the women said their partner did housework on a regular basis or got up in the night 
regularly when the baby cried. Two thirds of women said that they had anticipated the extent to which their 
partner would be involved in baby care and a quarter said their partner did more than they had expected. 
However one in four women said that they disagreed with their partner about how responsibilities were shared. 
This further reinforces evidence that having babies puts a strain on marriages and long term relationships. 
 
Younger women and those from less advantaged socio-economic and ethnic groups were least likely to suggest 
that their partner was a regular contributor to certain types of household tasks. Women with more than one child 
also indicated that they got less regular support than first time mothers and that they and their partners disagreed 
more about how responsibility should be shared. 
 
Overall, the survey suggests that many women have a strong social support network which may include their 
partner, friends and family. As many as eight out of ten women having a first baby said that they regularly met 
their family with the baby. This was true of seven out of ten women who had more than one child. However for a 
smaller number, social support networks were limited. For example young women and those with more than one 
child had less help and regular contact with both their family and friends than women having a first baby. Their 
partners were generally less involved and supportive. 
 
Once again, these findings demonstrate the need for individualised care. Social support has been shown to 
protect women against tiredness, low self esteem, depression and anxiety, which in turn affects how they interact 
with their baby and their partner.143 It is therefore important to ensure that all women have good sources of 
support. Health professionals may be able to help women build up the support they get from their partner, family 
and friends. In addition, they should refer women to neighbourhood mother and baby groups, ‘adopt a granny,’ or 
HomeStart support schemes, and health visitors should start up groups regularly for new parents.  

                                                
142  Moss, P., Bolland, G., Foxman, R. (1982). Transition to Parenthood. Department of Health and Social Security. London. 
 

Oakley, A. (1980). Women Confined. Martin Robertson. Oxford. 
 
143  Oakley, A. (1992). Social Support and Motherhood. Blackwell. Oxford. 
 

WHO (1999). Postpartum Care of the Mother and Newborn: A Practical Guide. Technical Working Group, World Health 
Organisation.  

 

% % 



 

Access to Maternity Information and Support  82 

Section 3.4: Feeding 
 
 
Approximately equal numbers of women breast and bottle-fed their baby in the first six weeks after the birth. 
However at the time when they completed the survey, most women had weaned their baby onto some solid food 
and more were using formula milk (see Figure 3.4.1). This compares with a national study by the Office for 
National Statistics which showed that 66% of women breastfed their baby in the week after birth. This dropped to 
53% when babies were six weeks old and 28% at four months.144  
 
More women bottle-fed in the first six weeks than had planned to when they responded to the antenatal survey 
(see Section 2.2). A quarter anticipated bottle-feeding when they completed the antenatal survey, but two in five 
women actually used formula during this period. This corresponds to previous research which suggests that most 
women who breastfeed make this decision either before or early in pregnancy. Those who bottle-feed make up 
their minds later in pregnancy or after the baby is born.145 
 
 

Figure 3.4.1: Feeding after Birth and at the Time of the Survey 
 

0

20

40

60

80

breastmilk formula breast & bottle solid foods

1st 6 weeks time of survey

 
Note: Percentages are based on responses from 837 women and add to more than 100% because babies could have been fed 
both solid foods and milk.  
 
 
In common with other studies,146 younger women and those from lower socio-economic groups were more likely 
to have bottle-fed their baby and less likely to have breastfed in the first six weeks after birth (see Table 3.4.1). 
Women from lower socio-economic groups were also more likely to be bottle-feeding their child at the time the 
survey was completed. This may be because younger people do not always have positive views about 
breastfeeding147 or because younger women and those from low income groups do not always receive the 
breastfeeding support they need.148 
 
 

                                                
The authors would like to acknowledge Rosie Dodds, Policy Research Officer at the National Childbirth Trust, for her 
comments about this chapter. 

 
144  Foster, K., Lader, D., Cheesbrough, S. (1997). Infant Feeding 1995. Office for National Statistics. The Stationery Office. 
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145  Bergman, V., Larsson, S., Lomberg, H. et al (1993). A survey of Swedish mother’s vies on breastfeeding and experiences of 

social and professional support. Scandinavian Journal of Caring Sciences, 7. p47-52. 
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Table 3.4.1: Levels of Breast and Bottle-feeding in First Six Weeks by Age and Class 
 

Feeding % 15 – 19 Years  % 20+ Years % Low SES % Other Classes 
Breastfeeding 28 52 34 54 
Bottle-feeding 69 42 60 41 
Other 3 6 6 5 

 
Note: Some women breast and bottle-fed simultaneously, or did each for short periods. 

 
 
Information about Feeding 
 
Looking back to the early days after their baby was born many women said that they would have liked additional 
information about feeding. One fifth were eager to gain additional information about how to breastfeed 
successfully. This is important given that fewer women breastfed exclusively during the first six weeks than had 
anticipated doing so. International research suggests that the provision of information about breastfeeding may 
increase the number of women who choose to breastfeed and the duration of breastfeeding.149 A recent NCT 
survey found that women reported too little emotional support and help with breastfeeding and bottle-feeding in 
the first ten days after giving birth.150 Women from the lower end of the socio-economic spectrum were less likely 
to say that they wanted information about breastfeeding. 
 
A third of the women wanted information about combining breast and bottle-feeding. One in five women said that 
they had not been given any information at all about this topic. (see Table 3.4.2). Women from minority ethnic 
groups in particular were over-represented among those who said they weren’t provided with any information 
about this topic.151  
 
A third of the women were interested in information about when to give solid food. One in ten said that they had 
not received any material about this.  
 
Not surprisingly, first time mothers were more likely to want information on breastfeeding, bottle-feeding and 
starting on solid foods compared with those who already had children. Younger women were also more likely to 
want additional information about when to start giving solid food. Twenty percent of women aged 15-19 said that 
they had not been provided with any information about this topic.  
 
 

Table 3.4.2: Desire for Information about Feeding in Early Days after Birth 
 

Feeding Topics 
% Didn’t Have, 

Wanted Info 
% Had, 

Want More 
% Had 

Enough  
% Had 

Too Much 
% Didn’t 

Want 
% Total 

Wanted More  
Combining breast and bottle 20 19 30 1 31 39 
When to start giving solid food 11 26 57 1 5 37 
How to breastfeed successfully 6 21 55 2 17 27 
How to bottle-feed successfully 8 12 58 1 21 20 

 
 
Breastfeeding 
 
Women who had breastfed their child at any stage were asked about their experiences. The findings in this 
section are based on the responses of 506 women.  
 
Approximately one in five women were still breastfeeding at the time that they completed the questionnaire. 
Those who had stopped breastfeeding by this time, had breastfed for between one and fifteen weeks (see Figure 
3.4.2). A third of the women had breastfed for approximately one month and a third of the women had breastfed 
for around two months. 
 
 

                                                
149  Anderson, T. (1999). Support for breastfeeding mothers. Practising Midwife, 2(9). p1012. 
 

Susin, L. and others (1999). Does parental breastfeeding knowledge increase feeding rates? Birth, 26(3). p146-156. 
 
150 Singh, D. and Newburn, M. (2000). Women’s Experiences of Postnatal Care. National Childbirth Trust. London. 
 
151  This is concerning given that a study of Asian women shows that they are more likely to combine breast and bottle feeding: 

Thomas, M. and Avery, V. (1997). Infant feeding in Asian Families. Summary of Key Findings. Office of National Statistics. 
Stationery Office. London. 
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Figure 3.4.2: Number of Weeks that Women Breastfed  
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Note: The percentages are based on the responses from 270 women. 

 
 
The importance of consistent support for breastfeeding mothers has been demonstrated by controlled trials.152 
Thinking back to the early days after their baby was born, many women who breastfed were interested in gaining 
additional information about expressing breastmilk, where to get help with breastfeeding, and avoiding sore 
breasts and nipples. Over a third of the women wanted more information about each of these topics and one in 
ten indicated that they had not been provided with any guidance or tips on these issues (see Table 3.4.2).  
 
 

Table 3.4.2: Desire for Information about Breastfeeding in Early Days after Birth 
 

Breastfeeding Topics 
% Didn’t Have, 

Wanted Info 
% Had, 

Want More 
% Had 

Enough  
% Had 

Too Much 
% Didn’t 

Want 
% Total 

Wanted More 
Expressing breastmilk 16 30 45 1 8 46 
Avoiding sore nipples 12 27 58 0 3 39 
Getting baby positioned  8 28 62 0 3 36 
How often to breastfeed 9 26 62 1 3 35 
Where to get breastfeeding help  14 20 58 1 7 34 
Breastfeeding if returning to work 12 14 38 1 34 26 

 
 
One in five women indicated that they had experienced major problems with breastfeeding since the birth and half 
indicated that they had experienced minor problems. The baby feeding constantly and sore or cracked nipples 
were the most frequently cited problems (see Figure 3.4.3). However two in five women indicated extreme 
tiredness and dissatisfaction with having to be responsible for feeding all of the time. Not producing enough milk 
was another concern for a third of women who experienced problems with breastfeeding. These findings support 
the work of previous researchers.153 
 
 

Figure 3.4.3: Problems Experienced with Breastfeeding  
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Note: Percentages are based on the responses from 353 women and add to more than 100% because women could indicate 
multiple problems. ‘Other’ refers to a range of problems including enlarged breasts, leaks, and difficulties expressing milk.  
 

                                                
152  Enkin, M., Keirse, M. J. N., Neilson, J., Crowther, C., Duley, L., Hodnett, E., Hofmeyer, J. (2000). A Guide to Effective Care 

in Pregnancy and Childbirth. Third Edition. Oxford University Press. Oxford. (see Chapter 46) 
 
153  See for example Scottish Joint Breastfeeding Initiative (1995). Supporting Breastfeeding in your Primary Health Care Team. 

The Scottish Office. 
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Women from lower socio-economic status groups were more likely to suggest that a lack of support from their 
partner had been a problem whilst breastfeeding. There were no other differences in these trends according to 
age, ethnicity, social class, or parity. 
 
Recent research shows that many women do not feel that they have all the emotional support and help with 
feeding that they need from professionals in the first month after giving birth.154 In the Access Project women 
were asked to indicate their three best sources of help in getting over any breastfeeding problems. Midwives and 
health visitors were the two most common sources of help referred to. These groups were each mentioned by 
around four out of ten women who breastfed (see Figure 3.4.4).  
 
Midwives who visited the women at home were thought to be of more help than those in hospital. First time 
mothers were more likely to believe that hospital midwives had been useful than women who had more than one 
child. 
 
 

The midwife and health visitor told me breastfeeding was the best way and I saw it in books. I’m still doing it 
now and enjoying it. I didn’t really want to combine breast and bottle. I wanted to stick with breast. Everybody is 
always saying how good it is that I am still doing it, which encourages me more to keep going despite any 
problems I have. It is talking to the midwives and health visitors that keeps me going 
 
I found the midwives good. They encouraged me to breastfeed when I wasn’t sure and the health visitor helped 
when I had problems and didn’t want to continue. 

 
 
A quarter of the women said that their partner was important in helping them get over any breastfeeding 
problems. The same proportion said that books had helped them.  
 
 

Figure 3.4.4: Most Useful Things for Help with Breastfeeding Problems 
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Note: Percentages add to more than 100% because women indicated up to three sources that were most useful. 

 
 
Women from lower socio-economic groups were more likely to suggest that they found leaflets helpful and less 
likely to have gained assistance from their partner. Instead they relied upon their family and doctor as well as 
written material.  
 
Very small proportions of women said they had used a supporter from La Leche League or an NCT breastfeeding 
counsellor. Only 4% of the women who breastfed said that an NCT counsellor was one of the most useful sources 
of information on breastfeeding problems. However this about the same number of women who had actually used 
an NCT breastfeeding counsellor (see Section 3.6). Therefore it seems that the quality of support when 
experienced, was good. 
 
One in five women did not feel that they had been given enough breastfeeding support. This was especially true 
for women from ethnic minority groups. In response to an open-ended question these women suggested that they 
had experienced a lot of pressure to breastfeed but that midwives and hospital staff did not help them sufficiently. 
In particular, they indicated that help positioning the baby would have been extremely useful. 
 

 

                                                
154 Singh, D. and Newburn, M. (2000). Women’s Experiences of Postnatal Care. National Childbirth Trust. London. 
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We were constantly told breast is best but then not given proper advice about how to do it. Breast isn’t best all 
the time – especially if you don’t know what you’re doing. If they want you to breastfeed the best thing they can 
do is spend some proper time explaining it and helping you if it doesn’t all go how it should. 
 
The midwife was good and so was the health visitor but when I went for my check up they didn’t seem so 
supportive and that put me off carrying on. 

 
 
Bottle-Feeding 
 
Women who had formula fed their baby at any stage were also asked about their experiences. The findings in this 
section are based on the responses of 673 women. Forty three percent of these had given their baby formula 
since birth. The majority of others had started when the baby was 2 – 5 weeks old. 
 
A third of the women suggested that they would have liked additional information about what formula to use and 
how much / how often to feed their child (see Table 3.4.3). One in five suggested that they had not been given 
any information about which formula to use and one in ten said they had no information at all about the 
appropriate quantity and frequency of feeding.  
None of the women who used formula suggested that they had been provided with too much information about 
any aspect of bottle-feeding. First time mothers were more likely to want additional information about all of the 
bottle-feeding topics.  
 
 

Table 3.4.3: Desire for Information about Bottle-Feeding in Early Days after Birth 
 

Bottle-Feeding Topics 
% Didn’t Have, 

Wanted Info 
% Had, 

Want More 
% Had 

Enough  
% Had 

Too Much 
% Didn’t 

Want 
% Total 

Wanted More 
Which formula to use 19 18 59 0 4 37 
How often & how much to feed 11 20 65 0 4 31 
Which equipment to use 8 8 79 0 5 16 
How to make up bottles 7 9 81 0 4 16 
Sterilising bottles 4 9 83 0 4 13 

 
 
Seventeen percent of the women who had bottle-fed suggested that they had encountered problems at some 
stage. These most commonly involved the baby being sick, constipated or having a reaction to the formula, 
finding the right formula or equipment to use, and difficulties changing between breast and bottle-feeding.155 The 
cost of formula and equipment was also mentioned. This was especially important to women from lower social 
class groups and those from ethnic minorities. 
 
Women who had experienced problems were asked to indicate the three most useful sources of help to get over 
their difficulties. Half said that a health visitor and two fifths said their family had been most helpful (see Figure 
3.4.5).  

 
In response to an open ended question, some women suggested that the policy of encouraging breastfeeding 
influenced the amount of information and support available on bottle-feeding.  
 
 

You can always find out lots of information on breastfeeding but never enough on how to get a breastfed baby 
to take a bottle. Even once you start it is difficult to find information on the best things to do with bottle-feeding. 
 
Someone should have pointed out to me that knowledge about both aspects of feeding would be advisable. I 
now realise there was too much emphasis on ‘breast is best.’ I had given no thought to bottle-feeding as it was 
always my intention to breastfeed. But then I needed to and the information wasn’t there. 

 
 

This reinforces the importance of listening to the needs and anxieties of individual women and suggests that more 
time should be spent with mothers and their babies in the postnatal period providing information and support. 

 

                                                
155  These results are based on the coding of open ended questions from 155 questionnaires. 
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Figure 3.4.5: Things that Helped Women Get Over Bottle-Feeding Problems  
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Note: Percentages are based on the responses of 111 women who indicated that they had experienced problems. Percentages 
add to more than 100% because women could select up to three sources which were most useful. 
 
 
Summary 
 
About equal numbers of women breast and bottle-fed their baby in the first six weeks after the birth. More women 
bottle-fed in the first six weeks than had planned to when they responded to the antenatal survey. A quarter 
anticipated bottle-feeding when they completed the antenatal survey, but two in five women actually used formula 
during this period. 
 
One in five women indicated that they had experienced major problems with breastfeeding since the birth and half 
indicated that they had experienced minor problems. Many women who breastfed wanted more information on 
how to express breastmilk, combining breast and bottle-feeding, where to find help with breastfeeding issues, and 
positioning the baby on the breast.  
 
Women who bottle-fed tended to experience fewer problems than women who breastfed. However they were less 
likely to consider that their needs had been fully met and midwives were less frequently cited as helping to solve 
problems. There was a particular desire to gain additional information about which formula to use and how 
frequently to feed. This suggests that clear impartial information on the different formula milks available should be 
produced by a non-commercial source.  
 
Although there were no differences in the problems with feeding encountered by women from different class, 
ethnic, age, and parity groups, there were variations in the types of information and support desired. First time 
mothers were more likely to want additional information about most feeding topics. They also felt less happy with 
the support they had received with baby feeding. Generally younger women and those from lower socio-economic 
status households and minority ethnic groups wanted more information on feeding topics than other women.  All 
women wanted to be provided with information in a clear, accessible form, both from health professionals and 
from printed materials. 
 
Although only a small proportion of breastfeeding women mentioned La Leche League or an NCT breastfeeding 
counsellor as helpful in solving any problems they had encountered, this was because very few women had 
actually seen an NCT breastfeeding counsellor. Help from this source was remarked upon favourably by most of 
the women who had used a breastfeeding counsellor. 
 
Baby feeding is an emotive issue. It has the potential to make women feel they have become a ‘good mother’ if 
everything goes according to plan or if early problems are satisfactorily overcome.156  
 

                                                
156  Dracup, C. and Sanderson, E. (1994). Health visitors’ perceptions of breastfeeding mothers. Health Visitor, 67 (5). p158-160. 
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Breastfeeding in particular, can give women confidence and a real sense of achievement. On the other hand if 
feeding does not go well, a woman can feel like a ‘bad mother’, judged and found wanting. It is therefore 
important that all women get good emotional support and help to feed their baby. 
 
For babies, establishing feeding is essential to life and health. Breastfeeding protects babies from infections and 
allergies in susceptible families and reduces the risk of breast cancer for women.157 The provision of extra support 
by professionals with special skills in breastfeeding has been linked to increases in breastfeeding levels.158 
Maternity care services should ensure that women who wish to breastfeed have the best possible chance of doing 
so while also providing practical help and support to women who choose to use formula.  
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Section 3.5: Postnatal Well-Being 
 
 
How women feel physically and emotionally following the birth of their child has important implications for how 
they cope with other changes in their life at this time and their relationship with their baby, their partner and 
others. The effects and influences are not straightforward. There is likely to be a complex interplay between 
different factors. By exploring each area of experience and reporting what women had to say, we can begin to 
appreciate their perspective of what was difficult for them or contributed to their well-being in the weeks after 
childbirth. 
 
 
Well-Being in the Postnatal Period 
 
Nine out of ten women suggested that on the whole they had felt ‘well’ or ‘very well’ since the birth. Nine percent 
said they felt ‘not very well’ or unwell. Two thirds of women said they had been ‘very’ or ‘fairly’ happy in the past 
few weeks. One third had experienced ups and downs in their mood. Three percent felt unhappy or depressed 
(see Figure 3.5.1). In developed countries the rate of postnatal unhappiness or depression tends to range 
between 7-30%.159  
 
 

It has been six years since I had my daughter so having a baby has knocked me for six. I forgot how exhausting 
it is. My moods are up and down all the time. I have felt pretty exhausted and anxious about everything but I am 
coming right now. 
 
I had a very difficult first birth and suffered depression afterwards. I found looking after a baby very tough and 
didn’t feel I could cope – despite lots of offers of help. The second baby has definitely been easier. I am still up 
and down but I have really enjoyed it this time. 

 
 
Women who had more than one child were less likely to suggest that they had felt well since the birth or had been 
very happy in the weeks prior to the survey. This confirms the findings of earlier researchers160 but contrasts with 
others who have found no link between parity and women’s moods after giving birth.161 
 
In line with previous research, there were no differences in the level of unhappiness reported by women from 
different social class groups.162 Similarly, there were no age differences. This contrasts with some research which 
found a greater level of unhappiness in younger mothers,163 but corresponds to other studies which found no 
association between age and postnatal unhappiness or depression.164 

                                                
159  Enkin, M., Keirse, M. J. N., Neilson, J., Crowther, C., Duley, L., Hodnett, E., Hofmeyer, J. (2000). A Guide to Effective Care 

in Pregnancy and Childbirth. Third Edition. Oxford University Press. Oxford. p436. 
 
160  Pitt, B. (1968). ‘Atypical’ depression following childbirth. British Journal of Psychiatry, 114. p1325-1335. 
 

Todd, E. (1964). Puerperal depression. A prospective epidemiological study. Lancet, 2. p1264-1266. 
 
161  Hayworth, J., Little, B., Bonham Carter, S., Raptopoulous, P., Priest, R., Sandler, M. (1980). A predictive study of postpartum 

depression. British Journal of Medical Psychology, 53. p161-167. 
 

Paykel, E. S., Emms, E. M., Fletcher, J., Rassaby, E. S. (1980). Life events and social support in puerperal depression. 
British Journal of Psychology, 136. p339-346. 

 
Watson, J. P., Elliott, S. A., Rugg, A. J., Brough, D. I. (1984). Psychiatric disorder in pregnancy and the first postnatal year. 
British Journal of Psychiatry, 14. p453-462. 

 
162  Hayworth, J., Little, B., Bonham Carter, S., Raptopoulous, P., Priest, R., Sandler, M. (1980). A predictive study of postpartum 

depression. British Journal of Medical Psychology, 53. p161-167. 
 

Paykel, E. S., Emms, E. M., Fletcher, J., Rassaby, E. S. (1980). Life events and social support in puerperal depression. 
British Journal of Psychology, 136. p339-346. 

 
Romito, P. (1988). Etude de l’enironement Psychologique et Social de la Maternite et de son Influence sur la Depression 
Post Partum. PhD Dissertation. University of Geneva. 

 
Watson, J. P., Elliott, S. A., Rugg, A. J., Brough, D. I. (1984). Psychiatric disorder in pregnancy and the first postnatal year. 
British Journal of Psychiatry, 14. p453-462. 

 
163  Hayworth, J., Little, B., Bonham Carter, S., Raptopoulous, P., Priest, R., Sandler, M. (1980). A predictive study of postpartum 

depression. British Journal of Medical Psychology, 53. p161-167. 
 

Paykel, E. S., Emms, E. M., Fletcher, J., Rassaby, E. S. (1980). Life events and social support in puerperal depression. 
British Journal of Psychology, 136. p339-346. 

 
164  Pitt, B. (1968). ‘Atypical’ depression following childbirth. British Journal of Psychiatry, 114. p1325-1335. 



 

Access to Maternity Information and Support  90 

Women from minority ethnic groups were also more likely to say that they had had ups and downs. There has 
been little previous research which examines the link between ethnicity and postnatal unhappiness.165 However 
research has suggested that migrant women may be particularly isolated in the period following birth: 

 
 
Women from non-English speaking backgrounds find becoming a mother … difficult. Their difficulties are 
exacerbated as they frequently come from cultures where women are nurtured, valued and supported at this 
time in their lives. These women are often socially isolated in their new country, within an alien health system 
and separated from their normal birth and postpartum practises. Their misery can only be imagined, as mostly it 
is hidden and suffered alone.166 
 
 

Figure 3.5.1: Well-being and Feelings since Birth and in the Weeks Prior to the Survey 
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Feeling alone, unsupported and anxious is a normal part of the postnatal period.167 In response to an open ended 
question, women who had felt anxious, depressed or unhappy suggested that this had been influenced by a 
variety of factors. The most common included a lack of sleep / exhaustion, problems with the baby’s health, 
isolation, and problems with their partner. Practical problems looking after the baby and a lack of information were 
also highlighted. Women who had multiple problems were particularly vulnerable.  
 

Due to problems with my husband I am finding it difficult to get over my caesarean. 
 
I think it is because my husband works long hours, my friends have returned to work and my family do not drive 
so no one is close. 
 
I am anxious about the baby and more worried about other family members. I am unhappy about leaving the 
baby and going back to work, and am tired all the time.   
 
I’m feeling lonely with my partner being in the air force and away five days a week and I’m just over-tired. I am 
not having as much freedom now. 
 
I’m tired all the time. He cries a lot. I’ve no one to talk to just for a break or to get out of the house. I cry for no 
reason at all and fall out with my partner all the time. I have to clean and cook and look after my son on my own. 
I don’t rest and can’t afford to live. 

 
Previous research has suggested that depression and anxiety may be minimised if health professionals and 
antenatal classes discuss these issues and provide a more realistic depiction of what motherhood is like prior to 
the birth.168  
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Because many of the social factors that lead to postpartum unhappiness are rooted in society’s expectations of 
new mothers, the solutions lie mainly in social change. There is considerable scope however, for professionals 
to reduce the difficulties and unhappiness experienced by women after childbirth. In particular, they should be 
more ready to listen to women, to learn about their social circumstances, and to provide them with information 
that will lead to more realistic predictions about the experience of pregnancy, childbirth, and early parenthood.169 

 
Health professionals have also been encouraged to examine women’s social support, rest patterns, tiredness, 
and the problems that they encounter after becoming a mother.170 In this study, the women had encountered a 
range of problems in the first month after the baby was born (see Table 3.5.1). Exhaustion, back pain, sore 
breasts / nipples and stitches were a concern to many. Around a quarter said these were a ‘moderate’ or ‘serious’ 
problem. One in six women said that either anxiety or depression was a moderate or serious problem for her and 
one in twenty said this about urine or bowel incontinence. Fortunately, for most these problems had diminished by 
the time the survey was completed. These types of problems have also been found in previous studies.171 
 
Women from ethnic minority groups were more likely to suggest they were experiencing problems with depression 
(see Table 3.5.2). 
 
  

Table 3.5.1: Problems Encountered in the First Month after Childbirth 
 

Type of Problem % Not a problem % Bit of a problem % Moderate problem % Serious problem 
Exhaustion 24 43 24 8 
Stitches 50 24 16 10 
Sore breasts / nipples 43 35 15 8 
Back pain 41 32 19 7 
Anxiety 58 28 12 3 
Depression 61 24 10 4 
Pelvic pain 69 19 9 3 
Urine incontinence 80 15 3 1 
Bowel incontinence 86 9 4 1 

 
 

Table 3.5.2: Variations in Depression Among Different Ethnic and Socio-Economic Groups 
 

First Month After Birth Week Before Survey 
Groups % bit or no problem % moderate / serious % bit or no problem % moderate / serious 

Minority ethnic groups 69 31 86 14 
White women 87 13 93 7 

 
 
Fewer than a third of the women had sought help for their problems. This corresponds to other research findings 
which suggest a lack of spontaneous reporting by women of any problems they encounter.172  
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Women were most likely to have sought help for depression, back pain, stitches and vaginal  / pelvic pain. The 
most common source of help was a family doctor / GP. Women from different class, age, ethnic or parity groups 
were no more or less inclined to seek help for these types of problems. 
 
 
Postnatal Check 
 
Ninety six percent of the women had a postnatal or six week check-up. This high rate mirrors the findings of other 
investigations into the uptake of postnatal checks in the United Kingdom.173 Younger women and those from less 
advantaged socio-economic and ethnic groups were less likely to have had a postnatal check.  
 
Most postnatal checks were carried out by a GP (see Figure 3.5.2). Teenage mothers were more likely to suggest 
that they had their postnatal check carried out by a health visitor or midwife. Those from lower socio-economic 
status households were also more likely than others to have had a midwife undertake their six week check. 
 
 

Figure 3.5.2: Professionals Carrying Out Postnatal Checks 
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Little research has systematically examined the postnatal check process.174 The material that does exist suggests 
that postnatal checks do not routinely assess all problems or meet the majority of women’s needs.175 
 
 

The high uptake rate for the six week postnatal assessment indicates that women find it acceptable to attend for 
a postnatal visit. As part of this consultation most have vaginal and abdominal examinations, often for no specific 
reason. It has been suggested that this traditional format should be forgotten….Currently the routine postnatal 
assessment does not meet the health needs of women. Its content, timing and relevance to women’s health 
requires reassessment.176 

 
 
In this study women said that at postnatal checks there were discussions about the woman’s physical health, 
contraception, the baby, how the woman was feeling ‘in herself’, and resuming sex. These topics were covered in 
more than three quarters of postnatal checks. Only around a third said that there was a chance to talk about what 
happened at the birth or discussion about any future births (see Figure 3.5.3). Talking about the birth experience 
may be an important part of adjustment during the postnatal period.177 In particular, women who have 
experienced complications or had an emergency caesarean may need opportunities to reconstruct their 
experiences and express their feelings about what happened during labour and the birth.178 
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Women who had other children were more likely to have discussed possible future births at their six week check 
than first time mothers. There were no other differences in the content of postnatal checks according to age, 
parity, socio-economic status or ethnicity.  
 
Half of the women had a vaginal examination as part of their postnatal check up. This contrasts with the work of 
other researchers where up to 70% of women had a vaginal examination.179 For some this is a welcome, if not 
pleasant, opportunity to have a medical opinion about the healing process and any remaining symptoms. For 
others it is an unwelcome ordeal. Women should be offered the option of a vaginal check, with the purpose made 
explicit, so they can decide. 
 
Some women may prefer to have their postnatal check appointment with their midwife rather than their GP.180 
This is supported by the finding that one in ten women felt uncomfortable or would have preferred a woman to 
carry out the postnatal check.  
 
 

Figure 3.5.3: Content of Postnatal Checks  
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Three quarters of the women felt that they could ask all the questions they wanted at the postnatal check and a 
further one in five believed that they could ask some of their questions. Eight percent of women had not felt 
comfortable to ask their questions at all. There were no differences in these trends according to age, ethnicity, 
parity or socio-economic status. 
 
Two thirds of the 178 women who had not felt completely happy that all their questions could be asked suggested 
that this was because the check up was too rushed. First time mothers were especially likely to feel that their 
postnatal check had been too rushed.  
 
Approximately one in five suggested that the reason that they couldn’t ask their questions was because they were 
embarrassed, didn’t feel comfortable with the health professional, or because the doctor was a man and they 
would have preferred a woman. Approximately one in ten said that the first question that they asked hadn’t been 
answered properly so they didn’t make further queries. The same proportion had questions about the birth which 
they felt they couldn’t ask because the health professional giving them a postnatal check hadn’t been present at 
the birth. 

 
 
It should have been more relaxed. It was rushed because the baby was being checked at the same time. I felt it 
might have been better done separately. 
 
I expected it to be more about myself than the baby, but it wasn’t. No questions were really asked about how I 
felt at all and that made me think that I couldn’t ask things as much. 
 
I felt I would benefit from more support after the birth. No amount of reading or explanations prior to the birth 
prepared me for what happened. I needed an opportunity to discuss the birth and also what may happen if I 
have another baby. 

 
There was no examination or blood pressure taken, just basically a chat. Totally different to my first two 
children. I expected to be examined but I wasn’t. I left feeling deflated and rushed. 
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Two thirds of the women suggested that the postnatal check answered all of their questions completely. A quarter 
believed that some of their questions had been answered and nine percent suggested that the postnatal check 
did not really answer their concerns. First time mothers were less likely to be satisfied that all their questions had 
been addressed (see Figure 3.5.6). There were no differences according to parity, social class, or ethnicity. 
 
 

Figure 3.5.6: Parity Differences in Questions Answered at Postnatal Check 
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Twenty seven women had not had a postnatal check. The most common reasons for this were: 
 
• The woman felt well so there was no need to go (9 women). 
• The woman was too busy to attend a postnatal check up (8 women). 
• No one told the woman she should have a check up (7 women). 
• The woman didn’t feel like going (6 women). 
 
 
Summary 
 
In common with other studies, the findings suggest that women experience a range of health problems after 
childbirth including exhaustion, back pain, and stitches. A significant minority of these are moderate or serious. 
Less than a third had sought help for their problems. The low level of remedial help sought may indicate that 
some women did not feel that their problems were severe enough to warrant attention or that women had too little 
time or energy to consult their doctor, midwife or health visitor. Alternatively they may not have felt comfortable 
asking for help or felt confident that their needs would be met.  
 
Factors such as a lack of sleep, lack of support and relationship problems impact upon depression and anxiety. 
Health professionals may be able to help by listening, offering support, and referring women to other local 
contacts and support networks. There has been an increasing acknowledgement of the role of midwives in 
providing ongoing emotional support.181  
Independently evaluated training is available for midwives, GPs and health visitors on how to make the best use 
of their limited time. Professionals with greater awareness of how relationships develop and improved listening 
skills feel more confident to acknowledge distress and suggest action which puts the client back in control.182 
 
The postnatal check is a key opportunity to discuss any remaining health problems and provide advice and 
support to women. However evidence suggests that check ups vary considerably. Only a third of women had a 
chance to talk about what happened at the birth and half had a vaginal examination. Vaginal examinations may 
be considered uncomfortable and intrusive, however they do provide an opportunity for women to discuss any 
remaining soreness and how well the trauma has healed. Some women would probably prefer not to have a 
vaginal examination and others would like one in order to discuss any symptoms and get a professional opinion. 
Women should be offered the option with the purpose made explicit, so they can decide for themselves. 
 
As well as dealing with issues concerning women’s physical health, postnatal checks are also used to discuss 
how the woman is feeling ‘in herself.’ These checks could be an important point of referral for other more targeted 
services. It is of concern therefore, that a quarter of the women surveyed did not feel that they were able to ask all 
of their questions during their postnatal check and a third were not completely satisfied that all of their concerns 
had been addressed. Eight percent had not felt comfortable to ask their questions at all. First time mothers in 
particular felt less satisfied than others. They also felt that their postnatal checks had been too rushed. It is also 
significant that those from ‘at risk’ groups were less likely to have had a postnatal check, even though they were 
more likely to have experienced depression or anxiety. 
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Section 3.6: Mother and Baby Services 
 
 
The survey findings suggest that there is scope for the provision of additional information and support services in 
the postnatal period. Social support is important for women and opportunities for babies to join in play activities 
becomes increasingly important as they develop. However before making recommendations, it is important to 
investigate what use women are making of existing facilities and how they evaluate them.  
 
 
Health Visitors 
 
Since giving birth all but four women had seen a health visitor. However there was a wide range in the number of 
times women had seen these health professionals (see Figure 3.6.1). First time mothers tended to have had more 
contact with health visitors than other mothers but there were no differences according to age, ethnicity or socio-
economic status. 
 
Most mothers of new babies found health visitors helpful (52%) or ‘very helpful’ (38%). This supports the positive 
evaluations of health visitors found in other research.183 
 
 

My health visitor has been helpful whenever I need advice about my baby. She is warm, friendly and has told 
me if I have any problems, just to call her. 
 
She has given me lots of advice on everything. She took time to read up on my baby’s condition which is quite 
rare and gave lots of reassurance whilst we awaited the test results. 
 
I have been able to ask her any questions I have and have always found her very helpful and approachable.  
 
My health visitor is fantastic. She is helpful, willing to answer my silly questions in a way that I understand and 
so patiently. 

 
 

Figure 3.6.1: Number of Times Women Saw Health Visitor Since the Birth 
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Fewer than one in ten women did not find the health visitors helpful. However some suggested that there was a 
need for more regular visits. These trends remained constant regardless of age, parity, ethnicity, or socio-
economic status. 
 
 

A lot has changed since I had my last baby four years ago. You don’t seem to get the support you require. 
People are either too rushed or too busy. Hospitals and clinics are short staffed, the midwife and health visitors 
didn’t come on a regular basis like they did before and it was often difficult to get hold of anyone when in need 
of advice. It must be even more of a worry to a first time mother or single parent. 
 
I would have liked to be seen more often by the health visitor. One or two visits isn’t enough. 
 
There is a need for more ongoing support. I understand that there are a lot of people for health visitors to see 
but for first time mothers especially, there need to be more regular visits. 
 
I have been disappointed in the health visitors. The one I saw was lovely and answered my questions. But I only 
saw her once and it wasn’t enough. There need to be more visits.  
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Mother and Baby Services 
 
Controlled trials and qualitative research has demonstrated the importance of support for socially disadvantaged 
mothers and the potential that different programmes have for improving parenting.184 Research has also 
evaluated the benefit of individual parenting programmes and services.185 
 
However, in line with previous research, use of existing services in this study was not overwhelming.186 Thirty 
seven percent of the women said that they had used a local service for mothers and babies. First time mothers 
were more likely to have used a local mother and baby service and women aged 15-19 were less likely to have 
done so (see Figure 3.6.2). This is in line with studies which suggest that young parents and those from lower 
income groups have less access to postnatal services.187 
 
The most of common types of services used were health visitor postnatal groups, mother and baby groups, and 
mother and toddler groups (see Table 3.6.1). However only 15% had used a group organised by a health visitor. 
Further work is needed to show whether this is because few such groups are being run or whether most women 
do not wish to attend them. Five percent (37) of the women had contacted a parents’ organisation for information 
and support, including the National Childbirth Trust and MAMA. 
 
 

Figure 3.6.2: Age and Parity Differences in the Use of Mother and Baby Services 
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Table 3.6.1: Local Mother and Baby Services Used 
 

Services Used % Who Have Used Any Service (n = 294) % of Total Sample (n = 837) 
Health visitor postnatal group 43 15 
Mother and baby group 40 14 
Mother and toddler group 30 11 
Baby massage 14 5 
Parenting classes 9 3 
Postnatal aquafit / swimming classes 8 3 
Breastfeeding support group 8 3 
Midwife postnatal group 7 2 
Postnatal exercise classes 5 2 
Other (baby clinic, twins club) 3 1 
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Women from ethnic minorities and those under 20 were more likely to have used mother and baby groups 
whereas women with other children were more likely to have used mother and toddler groups. First time mothers 
were more likely than women with other children to have made use of health visitor postnatal groups, midwife 
postnatal groups, aquafit classes, and postnatal exercise groups. 
 
 
National Childbirth Trust 
 
Nine percent of the women said that they had used services provided by the National Childbirth Trust (NCT) since 
they had their child. The most common types of services used were mother and baby get-togethers, information 
leaflets and books, and nearly new sales (see Table 3.6.2). Younger women and those from less advantaged 
social class groups were least likely to have used services provided by the NCT. 
 
 

Table 3.6.2: National Childbirth Trust Services Used 
 

NCT Services Used % Who Have Used Any NCT Service (n= 77) % of Total Sample (n = 837) 
Mother and baby get-togethers 46 4 
Information leaflets / books 40 4 
Nearly new sales 33 3 
Breastfeeding counsellor 26 2 
National office enquiry service 7 1 
Hired electric breast pump 5 1 
Postnatal discussion groups 3 0 
Postnatal exercise classes 3 0 
Babysitting circle 1 0 

 
 
Women who had used NCT services tended to evaluate the organisation highly, suggesting that it provided good 
quality information and useful services.  
 
Those who hadn’t used NCT services suggested that this was because they didn’t know what was available, how 
to get involved, or what it would cost (see Figure 3.6.3). This suggests that the NCT and other similar 
organisations need to make sure that their services are adequately promoted to women with new babies. 
 

 
I didn’t know any of these things were available as part of the NCT. I just thought they were in the newspapers 
making suggestions but not that they provided services. 
 
I didn’t know that it was available or what it did. I wouldn’t ring up about anything if I didn’t know what it cost first 
because with a new baby there are lots of expenses and there isn’t a lot of money to spend on extras – even if 
they would be helpful. 
 
Don’t know what they do or how to get involved. Spending time with other parents would be good and it (NCT) 
sounds good but I wouldn’t want to have to pay because there’s too much other stuff to pay for. 
 
I have heard of them but I don’t know what they do. I haven’t been given any info about them. 

 

Figure 3.6.3: Reasons for Not Using National Childbirth Trust Services 
 

0 10 20 30 40 50 60 70 80

Didn’t know what was available

Didn’t know how to get involved

Didn’t know what it would involve or cost

Didn’t know whether I’d like what they did

Didn’t know whether I’d be welcome

Other

 
 
Note: Proportions are based on the responses of 606 women who had not used NCT services. ‘Other’ reasons included not 
needing the services provided, having a negative image of the NCT, and being too busy. 
 
 
Summary 
 
Generally very favourable feedback was provided regarding support from health visitors. Of the one in ten who 
expressed criticisms, most were about a desire to have more home visits and more time to talk to their health 
visitor. 

% 
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Overall, there was not a high level of use of local postnatal support services amongst the women surveyed. 
Approximately one third of the women had used some local mother and baby groups – the most common of which 
were health visitor postnatal groups, mother and baby groups, and mother and toddler groups. First time mothers 
were more likely to have sought out these types of groups, but younger women were less likely to have used 
them. Further work is needed to show whether this is because few such groups are being run or whether most 
women do not wish to attend them. 
 
Few had used services provided by the NCT, but those who had made positive comments about the information 
and support that they had received. Younger women and those from lower socio-economic status households 
were under-represented amongst NCT users. 
 
In discussing why they hadn’t used NCT services the women indicated that they were not aware of what was 
available, how to get involved, or what it would cost. This has significant implications for the accessibility of 
postnatal services more generally. Development is needed to make the NCT services accessible to all new 
parents. This may involve extending the services offered, publicising them widely, and evaluating them to ensure 
that they are relevant, accessible, and acceptable for all parents. 
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Section 3.7: Summary of Findings from Postnatal Survey 
 
 
This section summarises the major findings of the postnatal survey. Recommendations and implications are 
presented in Section 4. 
 
 
Labour and Giving Birth 
 
• One out of four women did not believe that midwives and doctors at the birth had always explained what was 

happening or why certain procedures were necessary, or had taken enough notice of their views and wishes. 
Younger women were less likely to feel happy that health professionals had always explained what was 
happening during labour and the birth. 

 
• One fifth of women suggested that there were specific things that midwives and doctors could have done to 

improve their experience of birth. The most common of these involved listening and taking more notice of the 
woman’s views, explaining more about what was happening, and more effective pain relief. Women from less 
advantaged class groups were especially likely to suggest that doctors and midwives should take more notice 
of their concerns and wishes.  

 
• Women having their first baby and those from minority groups were especially likely to have experienced 

above average levels of distress during labour / the birth. Health professionals may be able to lessen the 
anxiety, fear and pain felt by these groups.  

 
• One in ten women did not feel that they were well prepared for any part of labour or the birth and some 

indicated that they could never be fully prepared for what occurred. This was especially true amongst women 
from ethnic minority groups. 

 
• Almost all women had a companion with them during labour, usually their partner or mother, and sometimes 

both. Those from lower socio-economic groups were less likely to have had a companion. Women without 
partners or those whose partners do not attend the birth may also receive less support at this time.  

 
• Half of all women having their second or subsequent child left hospital within 24 hours of giving birth 

compared to less than two in five first time mothers.  
 
 
Life with a New Baby 
 
• Women generally described life with a new baby in positive terms, but three quarters were finding the initial 

months after giving birth hard work and less than one in five were finding it straightforward. First time mothers 
and those from minority groups were especially likely to be encountering difficulties.  

 
• Tiredness was the most common cause for concern amongst women with a new baby.  
 
• Almost one in five women said that they were not properly prepared for life with a new baby. This was 

especially true of first time mothers. A lack of sleep, a lack of time, and the baby’s crying were the things that 
women were least prepared for.  

 
• Only a third of women suggested that there was nothing that could have prepared them further for life with a 

new baby. Others suggested that experience with young children, more support and reassurance from their 
partner and health professionals, and more written material about the postnatal period and specific issues 
such as breastfeeding, caring for a new baby, and postnatal depression would have been beneficial. Women 
from different age, ethnic, class or parity groups expressed similar needs.  

 
• Two in five women suggested that they wanted more information about how to tell if the baby was sick in the 

early days after the birth and a third of the women felt that more information could have been provided about 
coping with a lack of sleep. This information could be provided in written form and followed up verbally by 
midwives and health visitors.  

 
• First time mothers, those from minority ethnic groups and women under the age of twenty were most likely to 

indicate a need for additional information on a wide variety of topics. Younger women and those from minority 
groups were also more likely to suggest that they had not been provided with any information on different 
topics, as opposed to first time mothers who had often been provided with some information but sought more.  

 
• Women suggested that they had found community midwives and health visitors particularly useful sources of 

information about caring for the baby and life after the birth. Booklets and leaflets were also highly valued, 
suggesting the importance of continuing the production of this type of material. Family and friends were also 
sources of information for some women as were the Bounty Pack and magazines.  
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• Most women did have some time to themselves when they weren’t at work, looking after the baby or other 
children, or doing housework, but for most the amount of time was short. Women who had other children 
were least likely to suggest that they had any time for themselves. 

 
• Most of the women surveyed suggested that on the whole they had felt well since giving birth. However a 

third suggested that in the few weeks prior to completing the survey they had experienced ‘ups and downs’ 
and three percent of those who responded said they had felt unhappy or depressed. 

 
• Exhaustion, back pain and stitches were of concern to many. Less advantaged social and cultural groups 

were more likely to indicate problems with anxiety and depression.  
 
• Less than a third of the women suggested that they had sought help for any physical or emotional problems 

that they experienced after giving birth. Women from different class, age, ethnic or parity groups were no 
more or less inclined to seek help for their problems. 

 
 
Social Support Networks 
 
• Only a third of the women indicated that their partner had paid paternity leave. However 90% of employed 

men had taken some time off after the birth of their child.  
 
• Most women said that their partners regularly soothed the baby, changed nappies, and assisted with feeding. 

Fewer said their partner regularly looked after the baby so the women could have a break, helped with 
housework or got up at night when the baby cried. 

 
• Younger women, those from ethnic minorities and lower socio-economic groups, and women with other 

children may get less practical support from their partners. Health professionals may be able to suggest other 
service networks and sources of support that these mothers could usefully tap into. 

 
• Most women believed that having a baby was something important that they shared with their partner and 

that they could still enjoy time together as a couple. They did not feel that the baby had put a strain on their 
relationships. However almost three quarters of the women said that they had sex less frequently now that 
they had a new baby. The most common reason for this was tiredness. 

 
• Two in five women suggested that they did not have anyone to regularly look after the baby so that they 

could have periods of time to themselves. Younger women and first time mothers were more likely than 
others to have someone who could regularly care for their child. 

 
• More than one in ten women suggested that neither friends nor family had helped look after the baby or been 

available to meet regularly when the woman had the baby with her.  
 
• Three percent of the women suggested that they had no one to turn to if they felt tired, unwell, or unable to 

cope. Women from ethnic minorities were most likely to feel this way.  
 
• Many of the women indicated that although they did have someone to turn to, they still felt lonely or in need 

of additional support. The accessibility of existing support services needs to be evaluated. 
 
• Although first time mothers may have more information needs and express greater concern about the initial 

period after birth, women with other children tend to have less time for themselves and less social support at 
this time. Health professionals should give women who have other children the opportunity to talk about their 
concerns and discuss their needs.  

 
 
Feeding 
 
• A third of the women wanted more information about combining breast and bottle-feeding, with one in five 

suggesting that they had not been given any information about this topic at all.  
 
• A third of the women were interested in information about when to give solid food. One in ten said that they 

had not received any material about this.  
• One out of five were eager to gain additional information about how to breastfeed successfully. This is 

important given that half of the women were breastfeeding in the first six weeks after giving birth. 
 
• Younger women, those from lower socio-economic status households and women from minority ethnic 

groups had a desire for information about practical feeding issues. These women were most likely to suggest 
that they hadn’t been provided with any information about feeding topics, compared to first time mothers who 
had often been provided with some information but wanted more. 
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• Women who breastfed were interested in gaining additional information about expressing breastmilk, where 
to get help with breastfeeding, and avoiding sore breasts and nipples. Over a third of the women who 
breastfed wanted more information about these topics. 

 
• One in five women indicated that they had experienced major problems with breastfeeding since the birth and 

half indicated that they had experienced minor problems. Health visitors and midwives who visited women at 
home were the most common source of help with these problems. 

 
• One in five women did not feel that they had been given enough breastfeeding support.  
 
• A third of the women who bottle-fed suggested that they would have liked additional information about what 

formula to use and how much / how often to feed their child.  
 
• Almost one in five women who bottle-fed had experienced some problems. Health visitors and family 

members had been most useful in alleviating these difficulties. Midwives were cited far less frequently as a 
useful support source for women who had problems bottle-feeding in comparison to those who had 
breastfed.  

 
• One in ten women did not feel that they had been given enough support for bottle-feeding. First time mothers 

were more likely to feel this way.  
 
 
Use of Existing Services 
 
• The majority of the women had a postnatal check up approximately six weeks after giving birth. Younger 

women and those from less advantaged socio-economic and ethnic groups were less likely to have had a 
postnatal check.  

 
• A quarter of the women felt that they could not ask all the questions they wanted at the postnatal check. A 

third did not feel that the postnatal check answered all of their questions completely. For most this was 
because the check up was too rushed. Others were embarrassed or didn’t feel comfortable with the health 
professional who did the six week check up. 

 
• Since giving birth all but four women had seen a health visitor. Most women found health visitors helpful but 

there was a desire for more frequent visiting. 
 
• Two thirds of the women had not used any local mother and baby services and only five percent had 

contacted a local parent’s organisation for information and support. 
 
• Nine percent of the women said that they had used services provided by the National Childbirth Trust since 

they had their child, most commonly mother and baby get-togethers, information leaflets and books, and 
nearly new sales. Those who hadn’t used NCT services suggested that this was because they didn’t know 
what was available, how to get involved, or what it would involve or cost.  
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Section 4: Summary of Recommendations 
 
 

Debbie Singh and Mary Newburn 
 
During pregnancy and in the months following childbirth significant numbers of women had less access to the 
information and support that they needed. Previous research has suggested that women have different priorities 
for care when asked antenatally and postnatally.188 Although there are different key needs in the antenatal and 
postnatal periods, this study has identified additional information and support as a priority for women both before 
and after giving birth.  
 

Information and Support Needs 
 
• A key principle to emerge is the need for health professionals to provide a personalised service to women so 

that women are able to express how they are feeling and what they need to know more about. 
 
• More detailed information needs to be consistently provided on a range of key topics, including what to 

expect during pregnancy care, maternity service choices, what to expect with caesareans and assisted  / 
instrumental deliveries, how to cope with tiredness, maternity benefits and rights, and baby feeding topics. 
More acknowledgement of women’s concerns and tips on coping should be provided. Given that some 
women’s partners regularly contribute to baby-care, guidance for men is also needed.  

 
• Women need information on their social and emotional experiences and needs (for example maternity leave 

and coping with stress) as well as more clinical information. 
 
• Women should be given more opportunities to talk about things they are particularly worried about. Training 

has been shown to help professionals to pick up signals and respond more effectively.189  
 
• Women need to be able to access information in stages, so that those who want to know more are told how 

to get more information. The MIDIRS twinned leaflets are a good model. A pair of evidence-based leaflets on 
straight-forward vaginal birth, instrumental delivery, and caesarean births are an urgent priority. 

 
• Women often express their anxiety in terms of a desire for more information. When women suggest that they 

want more ‘information’ about particular topics they may mean that they need more of an opportunity to 
discuss their concerns, or more support on different issues. Women want opportunities both to discuss 
personal issues in private with a health professional and to discuss them with groups of other women. 
Discussion can help to clarify the advantages, disadvantages and appropriateness of different options. Health 
professionals should carefully explore what a woman’s needs are and provide opportunities for learning and 
support in one to one and group meetings. 

 
• Sources of information should be reviewed to make sure that they meet the criteria that pregnant women and 

new mothers find useful. Information sources should be up-to-date, outline the advantages and 
disadvantages of different options, be evidence-based, answer common questions, and provide practical tips.  

 
• New methods of providing information should be developed and evaluated, such as information shops to 

which women could go for evidence-based information sheets, videos and Internet access. Users should be 
involved in reviewing and developing sources of information.  

 
• Women should be actively encouraged to seek help if they have physical or emotional health problems. 

Listening visits should be available for women who are at risk of postnatal depression. 
 
• Paid parental leave would allow more men to take time off work to get to know and care for their baby and to 

support their partner. There is clear evidence from this research that most women valued the contributions 
made by their partner and wanted more opportunities for support from their partner before and after the birth. 

 
• There is scope to extend midwifery care for all women for up to four or six weeks in order to provide greater 

support and a phased transfer of care to the health visitor. Improved communication between health 
professionals would increase personalised support and consistent advice to women. 

                                                
188 Hundley, V. Gurney, E. et al (1998). Women’s priorities for care before and after delivery. British Journal of Midwifery, 6(7). 

p434-438. 
 
189 Morrod, D. (2000). Brief Encounters – Picking up signals of relationship distress. The Practising Midwife. 3.(1). p 27 – 29. 
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Baby Feeding 
 
• The findings of this study suggest that the expertise of La Leche supporters and NCT breastfeeding 

counsellors are a largely untapped resource which could be used to provide expert breastfeeding support to 
more women, both on postnatal wards and in local communities.190 

 
• Sensitive support and information from a skilled health professional must be available for all families at the 

first feed. For breastfeeding women this should involve the health worker explaining good positioning so that 
the mother brings the baby to the breast herself.  

 
• Information about frequency and length of feeding and how to avoid common problems should also be 

provided. Health professionals must acknowledge the emotional aspects of feeding and provide both 
practical and emotional support for women having difficulties. 

 
• In line with their commitment under the WHO code,191 the Government should make available clear, 

independent, unbiased information about different formula milks. How to choose between different formula 
milks was something that many bottle-feeding women wanted to know more about. 

 
 
Variations in Access to Information and Support 

 
• Women have differing needs for information and support and varying access to available services. When 

planning maternity care, antenatal and postnatal classes, and support groups, health professionals should 
provide individualised woman-centred care which acknowledges these variations.  

 
 

The best care will not be effective if it is not available to those who need it. The cost of getting care can be a 
major impediment to access. For low income people there is a close association between the lack of support for 
medical costs and low uptake of medical services. In many countries teenagers, immigrants, and socially 
marginal women, may delay seeking care because of feeling ill at ease in conventional care settings. They are 
made uncomfortable by the difficulties they experience in communicating with the staff, the frequent impossibility 
of following the advice they are given, and often, the reactions of caregivers. Partly because of problems of 
access and communication, women from lower social classes, as well as women from ethnic minorities, tend to 
be less well informed about the progress of pregnancy and birth, about potential problems, and about preventive 
and curative care. In giving greater priority to the preventative aspects of care than to the alleviation of 
symptoms, the current system of antenatal care is more adapted to the usual behaviour of middle and upper-
class women.192 

 
 
• First time mothers, younger women, minority ethnic groups and women from lower socio-economic 

households express the need for more information than other women. They may have fewer opportunities to 
find out what they want to know from other sources and need more help from health professionals. They also 
have more worries and it may be that more than anything else, they need opportunities to be listened to, 
acknowledged and helped with strategies to give them more control and support.  

 
• Women who had already had a child said that their partners were less involved or less willing to provide 

support. These women were also less likely to have support from their extended family or time for 
themselves. The particular needs of women who have already had a child should be explored and services 
developed to meet them.  

 
• The purpose and effectiveness of antenatal classes should be reviewed in order to develop services which 

are more relevant and attractive to those groups of women least likely to attend. For example, it may be 
helpful to provide a crèche and transport, hold sessions at more convenient or neutral venues, or run classes 
at more convenient times. A group specifically for young mothers or facilitated by a health advocate might be 
appropriate. The aims and content of classes should be made explicit and outlined to all women early in 
pregnancy. Group sessions designed for women early in pregnancy could be piloted in local community 
clinics and maternity units. Antenatal classes could also do more to prepare women by introducing mothers 
with young babies to talk about their experiences and ways of coping. 

 
 

                                                
190 Aggarwai, R. and Aggarwai, A. (1997). Professional advice on common breastfeeding problems: a primary care study. British 

Journal of General Practise, 47(416). p173-174. 
 
191 WHO (1989). International Code of Marketing of Breast Milk Substitutes. WHO. Geneva. 
 
192  Enkin, M., Keirse, M. J. N., Neilson, J., Crowther, C., Duley, L. Hodnett, E., Hofmeyer, J. (2000). A Guide to Effective Care in 

Pregnancy and Childbirth. Third Edition. Oxford University Press. Oxford. p19. 
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Community-Based and Woman-Centred Care 
 
• Changing Childbirth recommended that within five years every woman should know one midwife who 

ensures continuity of her midwife care.193 The evidence from this survey suggests that this target has not 
been achieved. However this research highlights the importance of ‘continuity of carer’ to pregnant women 
and new mothers. 

 
 
Consistent advice and continuity of care are pre-requisites for effective support to mothers and their newborn 
babies.194 
 
 

• Midwife care should be organised so that women see as few midwives as possible during pregnancy, birth 
and the postnatal period. The caseload model in which the woman’s named-midwife carries an individual 
caseload should be prioritised over the team model where midwives share a much larger caseload and 
women may see several different midwives during pregnancy and after giving birth. 

 
• At the birth, women should be fully involved in decisions about their care. Women from less socially and 

economically advantaged groups were especially likely to feel that health professionals had not listened to 
them fully during labour and the birth. Strategies which consider the special needs of less advantaged groups 
and provide individualised care for all women need to be developed. 

 
• Services not currently providing antenatal home visits by midwives should review operations with a view to 

introducing them. 
 
• In recognition of women’s ongoing physical and emotional needs throughout the year after childbirth, women 

should have access to more home visits from their health visitor and more time for discussion at clinics. The 
reason for the small proportion of women attending health visitor run postnatal groups bears further 
investigation as groups can be an efficient and effective means of facilitating support networks. 

 
 
Service Provision 
 
• All services should develop an information and support strategy. Focus group discussions with local pregnant 

women, the partners of pregnant women, and with first and second time parents could be used to inform the 
strategy. Special emphasis should be placed on contacting minority ethnic and socially disadvantaged groups 
so that their needs are incorporated into the strategies developed. 

 
• Previous research shows that the purpose and effectiveness of six week checks is unclear.195 Services 

should be reviewed in light of the evidence. Women’s views should be sought on what they want to receive 
and avoid in their postnatal check. 

 
• There is a role for Maternity Services Liaison Committees in ensuring that communication standards are set 

for local services and that women’s views and experiences are sought to monitor practice against the 
standard. Action should be taken to identify and tackle the cause of any problems. 

 
• All women should have the opportunity for the continuous support of a midwife throughout labour. They 

should have a chance to get to know in pregnancy, the midwife who will be caring for them in labour.196 
Further research is needed on which kinds of antenatal preparation for birth are more effective, for example 
in helping women relax and cope with the pain or feel in control. Observational studies of midwifery support in 
different birthing environments are also needed urgently. Lessons should be learnt from those services which 
both avoid high levels of intervention and satisfy women. 

 
• Providers of support services must ensure that new mothers are aware of what is available, how to get 

involved and what costs will be incurred. Full details of services should be advertised clearly in local 
communities and made accessible to women from different social backgrounds. 

 
                                                
193  Expert Maternity Group (1993). Changing Childbirth. Part 1: Report of the Expert Maternity Group. Department of Health. 

London. 
 
194  Enkin, M., Keirse, M. J. N., Neilson, J., Crowther, C., Duley, L., Hodnett, E., Hofmeyer, J. (2000). A Guide to Effective Care 

in Pregnancy and Childbirth. Third Edition. Oxford University Press. Oxford. p435. 
 
195 Bick, D. E. and MacArthur, C. (1995). Attendance, content and relevance of the six week postnatal examination. Midwifery, 

11 (2). p69-73.  
 
196 Expert Maternity Group (1993). Changing Childbirth. Part 1: Report of the Expert Maternity Group. Department of Health. 

London. 
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• Voluntary organisations providing information and support services should identify the specific groups of 
people they want to reach, investigate their needs, knowledge, use and views of existing services, and 
provide services designed to meet identified needs. Practice should be monitored to see how effectively 
objectives are being reached.  

 
 
In conclusion, women are not consistently receiving all of the information and support that they desire and there is 
a lack of continuity of carer. Less advantaged social, cultural and economic groups have significantly less access 
to quality maternity care. Although the principle of woman-centred care has become widely accepted, in practice 
changes still need to be implemented.  

 
 

If we can make the maternity services accessible to the least privileged women, they will automatically be 
accessible to the more privileged. Any strategy to improve services must start from the needs of those least 
likely or least able to use them.197  
 
 

The Access Project surveys of women before and after giving birth indicate a need for the ongoing development 
of maternity care in the United Kingdom. These developments need to be focused both on the content of current 
services and on the way they are organised and implemented. Further research is needed on a range of subjects, 
including the most appropriate ways to provide information for women in different social groups; how and at what 
stage to provide information on different topics, and the effectiveness of social support during pregnancy, labour, 
and the year after childbirth. National Health Service professionals and organisations such as the National 
Childbirth Trust have an ongoing role to play in these developments. 

                                                
197  Nolan, M. (1998). Listening to women. The Audit Commission national survey of women’s views. The Practising Midwife, 

1(3). p4-5. 
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Appendix: Copy of Questionnaires 
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