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Our theme for September is parent-centred services. 

Central to NCT’s mission is acknowledging and respecting diversity, 
and tailoring our services to the needs of all parents. Whether this 
means reaching young parents, who often feel marginalised and 
judged, making sure we offer same-sex parents meaningful help, or 
encouraging mothers of diverse cultures and faiths to provide peer 
support, we believe that NCT can make a difference.

On page 7, drawing on a paper I wrote last year, I explore what it 
means to be parent-centred, suggesting that first and foremost it 
involves finding out about and responding to parents’ experiences, 
views and values. 

However, it is through working with diverse groups of parents that 
we learn and improve what we offer to all families. This issue shares 
the insights of practitioners to promote good practice. Vanita 
Bhavnani and I report on the highly successful Birth and Beyond 
Community Supporters (BBCS) project in Burnley, East Lancashire 
(p 8), which has brought South Asian and young white mothers 
together, training them to be peer supporters, and enhancing self-
esteem and community cohesion at the same time. Meanwhile, 
Samantha Havis describes how as an antenatal tutor in Leeds she 
puts ‘parent-centred’ into practice with young parents and other 
groups with particular needs (p 3).

Not everyone finds becoming a parent easy. Some people 
experience major stress, relationship or financial problems, even 
post-traumatic stress disorder (PTSD) after their baby is born. NCT 
practitioners often become involved in trying to support such 
parents. On page 5, Heather Neil investigates how they might do so 
effectively and consistently, while preserving certain boundaries. 
Abigail Easter and I report some early findings from NCT’s First 
1,000 Days Research project and reveal that some fathers’ joy at 
becoming a parent is tempered by new challenges, especially in their 
relationship with their partner (p 15).

Our research section covers other interesting developments, 
including the new NICE guideline on intrapartum care, which Sarah 
McMullen reviews in our regular feature, Spotlight on Research (p 
14). Self-efficacy theory attempts to explain how a person’s belief 
in their ability to succeed affects their behaviour. Virginia Campbell 
looks at the literature and considers how the basic principles might 
be applied to labour and birth (p 17).

Mary Newburn 
Head of research and quality, NCT

Correction: An error crept into our last issue. The label on the 
third set of bars in Figure 1 on page 9 (‘Postnatal courses - what do 
mothers think?’) should have read, ‘Said course made them feel 
less isolated’, and not ‘less confident’, as appeared in the published 
version. Please accept our apologies. The corrected PDF is available 
at bit.ly/pncourses.

We have marked core information for NCT practitioners with 
a symbol to help you prioritise your reading and decide what 
might be useful for your training/CPD portfolio. 
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Putting 
parent-centred 
into practice

Reaching families from many 
different backgrounds is at the 
heart of NCT’s mission. 
In practice this means respecting 
uniqueness and being yourself, 
says Leeds-based antenatal 
tutor Samantha Havis.

When I was expecting my first child at 19 I 
had no idea what NCT could offer me. 
I was totally unprepared for the transition 
to parenthood and my experience within 
maternity services ranged from patronising 
to abusive. Eight years later, when I began 
training as an antenatal teacher, I wanted 
to use my experience to give young parents 
opportunities to become empowered in 
their journey through birth and parenthood.   

Everybody finds it easiest to stay within 
their comfort zone.  As NCT practitioners 
we may think that the majority of the 
people we work with are ‘like us’, and 
certainly the common perception is 
that NCT clients fit within a limited 
demographic. Terms like ‘diversity’ and 
‘reaching all parents’ can seem daunting. 
There is a risk we will ‘get it wrong’; this I 
feel underpins people’s anxiety when 
they hear the word diversity. What if I 
say the wrong thing? What if we have no 
common ground? 

Leading diversity consultant and author 
Dr R Roosevelt Thomas Jr defined diversity as:

‘…understanding that each individual 
is unique, and recognizing our individual 
differences…It is the exploration of these 
differences in a safe, positive, and 
nurturing environment. It is about 
understanding each other and moving 
beyond simple tolerance to embracing 
and celebrating the rich dimensions of 
diversity contained within each individual.’ 1

Some commonly identified differences are 
race, culture, faith, sexuality, gender, age, 
disability and relationship status. Yet such 
categories are only one aspect of who we 
are; none of us would want to be defined 
solely by our differences.
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Going it alone with twins: a mother’s view
In order to be parent-centred, it is important to view each client as unique. How would  
you respond to this woman and her circumstances? What adjustments might you make 
to your class?

My mum passed away a few years ago and I realised, even though I didn’t have a partner, 
that I wanted children and to be around as they got older. So, aged 37, I had IVF. I knew it 
would be hard work but it was something I really wanted to do. 

In March 2012, I was shocked and happy to find I was expecting twins, and in the summer I 
went to an NCT antenatal class. It was a good way of meeting people and I’ve kept in touch 
with the other mums. I think it became apparent I was a single parent – the only one, in 
fact – because the other mothers came with partners, while I was on my own.

Everyone was very welcoming and friendly. There was only one exercise – about massage 
and support during labour – that needed a partner and I didn’t feel excluded. In fact, the 
teacher was very sensitive and even left out one exercise after discussing it with me. It was 
about whether the child would take after its mum or dad.

I had an emergency caesarean because one of the twins stopped growing. They were five 
weeks early and in the premature baby unit for two weeks. Isla was in an incubator at the 
beginning as she needed help breathing, while Isaac was very skinny. So, although I tried 
hard with the breastfeeding, I had to stop after a couple of weeks.

I enjoyed the NCT classes and think there was a good mix of teaching and practical 
exercises. However, the NCT breastfeeding counsellor had said I’d be able to breastfeed 
two babies. Unfortunately I couldn’t. I would have liked some impartial advice on bottle-
feeding. It would also have been good to have had more on exercises you can do on your 
own during labour and what to do if you’re alone during the birth.

Based on an interview with 
Laura MacLeod, Surrey
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Working with diverse groups

In antenatal education sessions (and 
in any other learning environment), 
how we work with parents and what we 
include should be based on robust aims 
and learning outcomes. My aims include 
creating a self-supporting group, giving 
parents confidence in their ability to birth 
and parent successfully, and helping them 
make informed choices. They apply as 
much to refugees or young parents as to my 
traditional groups.

My facilitation methods are based on 
active, participatory learning where couples 
can explore their own feelings and are 
empowered to recognise the skills and 
knowledge they already possess. Again, 
these evidence-based principles remain 
solid whoever we are working with.  

Within my regular antenatal classes I 
have encountered a wide range of diverse 
parents. It is always important not to make 
assumptions and allow people to share as 
little or as much as they want. 

I start my course with an icebreaker that 
asks people to form a physical map by 
standing in the place where they were born. 
Often someone is pressed up against a 
door, indicating they were born somewhere 
distant from the UK. This allows people to 
talk about their country of origin, and is a 
starting point for raising cultural issues when 
we talk about birth and parenting.

In general, NCT courses are well adapted to a 
diverse range of needs and backgrounds, but 
small changes to activities and teaching aids 
can make a huge difference. The first time I 
saw two women’s names on my class list and 
realised I would be working with a same-
sex couple, I was incredibly anxious. I was 
worried about using the wrong language and 
how they would fit with the rest of the group. 
However, I knew that the way I behaved and 
facilitated the group would have an impact 
on how well they would be accepted.

The key to dealing with the situation was 
to be honest and upfront. I told them that 
I had been teaching heterosexual couples 
for several years, that all my teaching aids 
reflected this and that I was used to referring 
to men or fathers. I explained I would do 
everything I could to be inclusive, but if 
I made a mistake, I was sorry. They were 

understanding and said they were really 
grateful for my efforts. I asked them how 
they would like to be referred to (‘tummy 
mummy’ and ‘non-tummy mummy’!) and 
which group the non-pregnant partner 
would like to join when we split into ‘single 
sex’ groups. We ended up having many 
laughs as a group over how the midwives 
would discuss birth control on the postnatal 
ward, or the birth story I read where a 
woman pulled out her partner’s chest hair! 
It was a really useful learning experience. 
All my teaching aids now say ‘birth mother’ 
and birth partner’, and this has been just 
as relevant when I have had lone mothers 
coming with various birth partners. 

Some differences are not initially obvious.  
Someone’s faith may play a huge role in 
their beliefs about parenting; for example, 
Hindu parents passing on their beliefs by 
living as an example to their children. I 
have also learned never to assume that all 
couples have been together for years and 
planned and naturally conceived a baby.

People have shared in class that they 
had only been on a couple of dates when 
the woman became pregnant, that the 
woman’s husband was not the genetic 
father, either through sperm donation 
or after a temporary separation, and that 
the baby was conceived through IVF after 
many years of trying. For these reasons I no 
longer do an icebreaker where I ask people 
what they would like their baby to inherit 
from their partner. When talking about the 
link between oxytocin and sex, I say that 
oxytocin is the hormone that put the baby 
in there and it is the hormone that gets 
it back out. But I add that if the baby was 
conceived through IVF, oxytocin still has a 
role to play, because it is the love hormone 
that makes us want to share our lives with 
a child.

Reaching young parents

Ten years ago, just after I qualified as an 
antenatal tutor, I was suddenly offered the 
opportunity to facilitate an antenatal group 
for young pregnant women aged 16-19. 
I wasn’t sure I was ready. Having been a 
young mother myself didn’t necessarily 
equip me to identify with these young 
women. I had been at university and in 
a stable relationship; quite a different 
situation to most of the young women 
I have met. I couldn’t pretend I was like 
them or understood what they were going 
through, so I had to be myself and earn 
their trust by listening to them without 
judgement. Being authentic is crucial to 
working with diverse groups.  After one 
session, a young dad said to me, ’I like you, 

you’re not up yourself. You don’t act like 
you’re better than us.’ All I could answer 
was, ‘That’s because I’m not.’

NCT practitioners are trained to use a 
strengths-based approach to teaching, 
working with parents on what interests and 
motivates them. This is even more critical 
with young parents who commonly feel 
judged and stigmatised, and have often had 
a bad experience of education.

A parent-centred approach means finding 
common ground, having unconditional 
positive regard and supporting all parents 
to explore their own skills and strategies 
to cope with birth and the transition 
to parenthood. It means not making 
generalisations based on a single aspect 
of who a person is. If you create a parent-
centred class, people will feel safe to share 
with you and the rest of the group.

We all love the buzz of making a difference 
in someone’s life. Jumping out of your 
comfort zone opens up even greater 
opportunities. The day when a young 
mother who thinks breastfeeding is 
disgusting suddenly realises that human 
milk is for baby humans and cows’ milk is 
for baby cows, or when you introduce a 
lesbian couple to other same-sex families in 
the area when they thought they were the 
only ones, or when a young couple arrive 
directly from the hospital because they 
can’t wait to tell the rest of the group about 
their amazing birth – this is why I do it.

On NCT’s main website you can find 
examples of NCT good practice with 
diverse groups, including the guide to 
Facilitating antenatal courses attended 
by refugees and asylum seekers (http://
bit.ly/1tmMthQ).

See Mary Newburn’s article on 
page 7 for more on what it means to 
be parent-centred.

References 

1.  Thomas RR. From affirmative action to 
affirming diversity. Harvard Business Review 
1990;68(2):107-17.
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For NCT practitioners 
NCT publishes many resources to 
help with planning courses that are 
welcoming, inclusive and relevant for 
different groups of parents. Go to:
https://babble.nct.org.uk/info-
resources/diversity-and-access/
reaching-all-parents/diversity-uk

‘A parent-centred approach 
means not making generalisations 
based on a single aspect of who 
a person is.’
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of a specific NCT policy on the extent to which 
practitioners are expected to provide a one-
to-one listening service, it is important we are 
absolutely clear on the different sources of 
support available to parents and feel able to 
signpost clients to them at an early stage. This 
fits perfectly with our parent-centred, non-
judgmental ethos, and is helpful for both client 
and practitioner.

Need to know

Ideally, you should:  

•  know what NHS ‘birth afterthoughts’ and 
review services are available locally;

•  be aware of senior midwives and health 
visitors who are willing to have a one-to-
one meeting with a woman who has had a 
difficult birth experience, perhaps with her 
partner or another supporter present. It 
may be possible to see the obstetrician who 
was present at the birth;

•  find out about other support in your area, 
such as counselling services offered by GP 
surgeries or MIND;

•  refer relevant clients to the NCT Shared 
Experiences Helpline (0300 330 0700) and 
other organisations (see Where can we refer 
parents?  on page 6).

You should then aim to communicate this 
information to parents, including publishing 

How can NCT 
support parents 
in distress?

Practitioners often encounter parents 
who are experiencing considerable 
stress – even a major life crisis. 
Breastfeeding counsellor and tutor 
Heather Neil discusses how to provide 
consistent and effective help.

Some new parents and parents-to-be face 
emotional and practical challenges which 
require greater support than the routine 
helping hand offered by family, friends, 
healthcare professionals and usual NCT 
antenatal and postnatal services.

Crises may include relationship and financial 
difficulties, the loss of a baby, intense anxiety 
relating to the forthcoming birth and mental 
health problems. They can affect men as 
well as women. About 10% of new fathers 
experience depression,1 and a recent paper 
showed a third of mothers reported depressive 
episodes during pregnancy and up to four 
years after the birth.2 Some mothers may 
experience postnatal depression, or birth 
trauma, which is distress directly related to 
childbirth; for example, an unexpectedly 
difficult birth experience which may have 
jeopardised their safety, or their baby may have 
needed intensive care.

Clinically, birth trauma is post-traumatic stress 
disorder (PTSD). It can be characterised by 
flashbacks, nightmares and difficulty sleeping. 
One recent systematic review estimates 
incidence of PTSD at 1-2% of births,3  while 
other studies report higher levels.4 

How practitioners can help

Inevitably, as breastfeeding counsellors, and 
antenatal and postnatal practitioners, we 
meet parents in these difficult situations and 
can end up spending a lot of time with them 
outside our contracted paid or voluntary 
role. This can sometimes mean we risk 
overstepping boundaries, which may be 
problematical for us and unhelpful for parents, 
who may need more specialised support.

Practitioners are not all able to offer the same 
level of support. So what can we do to ensure 
we are consistent and effective in meeting 
clients’ needs? I suggest that, in the absence 
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it, where appropriate, in the local branch 
newsletter or handouts.

It is worth noting that in the case of birth 
trauma, there is no evidence that formal 
debriefing and counselling is effective as 
a treatment. However, there is evidence 
that women find counselling techniques 
beneficial and positive.5,6 What’s more, the 
majority of women in a systematic review 
reported valuing the opportunity to discuss 
their childbirth experience.3 NICE guidelines 
favour ‘natural support systems available 
from family and friends’.7   

Do you, as a practitioner, feel comfortable 
being part of that natural support system? 
Talk through dilemmas with someone to 
help you establish your boundaries and 
the best way forward. A supervisor, 
mentor or close colleague will respect 
confidentiality and understand the 
importance of listening and being non-
directive. Meetings of practitioners often 
include a time when experiences can be 
shared. Ask yourself, ‘What should my role 
be here?’ and aim to communicate your 
boundaries to parents in a positive and 
parent-centred way. For example, you could 
say, ‘It sounds as though you’re having a 
difficult time. My experience is limited but 
I’m sure I can find you someone who can 
support you with this.’ 

In their own words
A practitioner’s story 

Prompt referral to the right source of 
support enabled this postnatal leader to 
maintain clear boundaries.

‘A single mother with her first baby was 
finding transition to motherhood extremely 
tough. She would get distressed in group 
sessions. She was no longer in touch 
with the baby’s father and had no family 
or friends nearby. She told me she had 
postnatal depression. I offered to provide a 

“listening ear”’ between sessions.

‘One Friday late afternoon I received a very 
distressed call from this mother, saying 
she felt unable to cope through the 
coming weekend. After discussion with 
me, she decided to contact her health 
visitor. I asked her not to try to minimise 
her distress on the phone, and to call me 
back to let me know she was getting help. I 
was really concerned for her safety, and her 
baby’s. I tried ringing her back a number 
of times, and eventually got hold of her. 
She told me the health visitor realised the 
urgency. A GP visited the same evening, 
and the health visitor went the next day.’

A mother’s story

A woman who had had a tear from her 
vagina into her rectum during birth 
received emotional support from the 
Shared Experiences Helpline. 

‘I had a fourth degree tear with my first and 
maybe only baby… When I left the hospital 
I didn’t understand the extent of what had 
happened, it wasn’t really explained to me. 
Nobody at the hospital would help me. 
I never got a follow-up appointment and 
ended up in A&E on several occasions… 
One health visitor said, “This injury is not 
normal and shouldn’t happen anymore.” I 
felt like I was the only person.

‘[The helpline volunteer] was lovely and 
really easy to talk to, and it made a lot of 
difference. She told me her story, being 
really open and answering questions and 
being very honest about emotionally 
coping… It was hard to  talk about but it was 
just knowing that you were not the only 
one who had a bad experience and that 
things do get better.’
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Natal Hypnotherapy  
Programme for Hospital 
or Birth Centre.
Four set CD includes:
• Pregnancy Relaxation
• Effective Birth Preparation
• Relaxing Birth Music
• Fast Post Natal Recovery

code 1957 - £39.99

Teaching resources for 
healthcare professionals

Natal hypnotherapy programmes designed to help with 
relaxation, visualisation, self-hypnosis and breathing 
techniques during pregnancy, birth and after birth.

www.nctprofessional.co.uk
08458 100 100

Further available titles for just £11.99 each.

           To listen to short clips of our most popular programmes, please visit www.nctshop.co.uk/natalhypnotherapy.asp  
A free sample CD is available for all NCT Practitioners to help you answer any questions that parents may have about hypnotherapy.  
Please visit: www.natalhypnotherapy.co.uk/acatalog/Birth_professionals.html

      

Natal Hypnotherapy Range

Where can we refer parents?
www.apni.org - Association for Postnatal Illness

www.sheilakitzinger.com/birthcrisis.htm - Birth Crisis Network, offering a helpline 
for women affected by traumatic birth

www.pandasfoundation.org.uk - support for families affected by depression

www.childbereavement.org.uk - support for bereaved families

www.uk-sands.org  - stillbirth and neonatal death charity

www.cafamily.org.uk - Contact a Family, for families with disabled children

www.bliss.org.uk - for parents of premature or sick babies

www.gingerbread.org.uk - for single parent families

www.home-start.org.uk - support and practical help for families with children under five

www.samaritans.org - confidential emotional support service 

www.thecoupleconnection.net - relationship advice and support

www.theparentconnection.org.uk - for separation and co-parenting difficulties
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The future

It is worth considering whether in the future 
there may be a place within NCT for a specific 
afterthoughts service, open to all, including 
non-NCT clients.  Potentially, an individualised 
service based on active listening, with 
the use of counselling techniques, could 
address challenging situations confronting 
parents. It would require extra training for 
practitioners, who might take referrals from 
NCT colleagues, healthcare professionals, 

or direct from parents. Arguably, however, 
a strengthened NCT Shared Experiences 
Helpline with a remit beyond the framework 
of ‘a problem shared’, correctly marketed 
and staffed by appropriately trained and 
well-supported practitioners, could fulfil the 
same purpose.

For now, what is crucial is that clients’ needs 
are effectively met, practitioners’ boundaries 
upheld, and the wider reputation and integrity 
of NCT maintained. 
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Reflective 
practice points

•  Do you consider each parent as 
a unique individual rather than a 
member of a group, such as an ‘older 
woman’ or a ‘lone parent’? 

•  Do you or the services in your area 
make assumptions about first-time 
mothers or young parents?

•  Can you help your health community 
avoid language that defines people 
by a condition or social characteristic, 
such as a ‘high BMI’, an ethnic minority 
or a high-risk woman?

Parents – who is 
included?
NCT recognises women and men 
as parents throughout the period it 
refers to as the First 1,000 Days, from 
the start of pregnancy through to 
the child’s second birthday. Parents 
include biological parents, adoptive 
and stepparents, lone parents, non-
cohabiting but co-parenting parents, 
and cohabiting parents. Parents may be 
heterosexual or gay. Some have no living 
child, having experienced a stillbirth or 
the death of a child.

Exploring 
what it is to be 
parent-centred 

Being parent-centred means 
actively respecting and responding 
to parents’ needs and aspirations, 
explains Mary Newburn, head of 
research and quality.

NCT’s strategy for the period 2010-2020 is 
founded on two core values: being parent-
centred1 and evidence-based.2 This article, 
based on a longer paper, explores what it 
means to be parent-centred.1 

Being parent-centred involves being holistic, 
thinking of the whole person, and their 
relationships with the world and people 
around them. This approach shares some of 
the values and practices of person-centred 
counselling, in being respectful 
and sensitive towards each individual, 
and using active listening when working 
with parents directly to understand their 
particular circumstances, feelings and 
view of the world.3 

Overall, being parent-centred can be defined 
as an approach in which a strong emphasis is 
placed on finding out about, respecting and 
responding to parents’ experiences, views 
and values. When working on parent-centred 
policies or planning services, this involves 
finding out about themes and trends across 
social groups, as well as being open to the 
idea that each person has different priorities, 
needs and aspirations, so that a ‘one-size-
fits-all’ approach is not appropriate. 

Being a parent is about much more than a 
biological relationship to a child. Ideally, the 
role involves providing for a child’s physical, 
emotional and developmental needs in a 
consistent and dependable way.4

We believe that parents are well placed to 
consider the needs of their children, and 
that most are highly motivated to give their 
children a good start in life. NCT advocates 
working with parents using a ‘strengths-
based’ approach and building on mothers’ 
and fathers’ aspirations.5,6 

Mothers, fathers and gender

Becoming a parent, and experiences of 
birth and infant feeding, are different for 

women and men because of biological 
differences and cultural norms and 
expectations.7 Many services for ‘parents’ 
or ‘families’ are used very much more 
by mothers than fathers because of 
differentiated gender roles, or mothers 
undertaking more child care. 
This can perpetuate gender inequalities, 
and both feminist researchers and 
organisations advocating for fathers say it 
is important that gender be made explicit, 
rather than hidden.

Providing parent-centred services

Managers of parent-centred services 
actively consider how parents think 
and feel. Practitioners and support workers 
listen to parents and respond accordingly. 
They involve parents as participants 
with expert knowledge and valid ideas for 
their own learning, care and wellbeing, 
and for their baby’s care and development. 
They support parents in making their own, 
informed decisions and carrying them 
out. They work to ensure that services 
are flexible and responsive to parents’ 
needs and interests, and those of the 
wider family. This approach is not used 
consistently. For example, a recent 
review of antenatal education noted 
that ‘programmes have not been based 
on the expressed needs of attendees 
but rather on the messages that the 
educators themselves believed they 
should impart’.8

NCT advocates combining a parent-
centred approach with the use of high-
quality evidence to improve the support, 
information and clinical care available 
for families.2  

Service development & policy
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Community 
parent 
befrienders in 
Burnley – from 
set-up to service 

Mary Newburn, head of research and 
quality, and Vanita Bhavnani, senior 
research and evaluation officer, 
discuss the complex work required 
to establish a new local service and 
how it has triumphed, delivering 
for families.

Burnley in East Lancashire is one of four 
Birth and Beyond Community Supporter 
(BBCS) pilot areas.1,2 It is an area of high 
social deprivation with above-average 
rates of teenage pregnancy (55 per 1,000 
pregnancies compared to the national 

average of 34 per 1,000),3,4  and a high 
proportion of families of South Asian 
extraction. Eleven per cent of the local 
population are from the British Asian and 
Asian community, mostly originating from 
Pakistan and Bangladesh.3,4

Young pregnant women often have 
concerns about being judged or not treated 
with sensitivity and respect.5  Young mothers 
are also at higher than average risk of 
postnatal depression. South Asian women 
are less likely to make full use of maternity 
services and sources of support, partly 
because of cultural and language barriers, 
and - for some - because the UK healthcare 
system and approach to antenatal care 
are unfamiliar.5  One measure of antenatal 
care quality, starting antenatal care by 
12 gestational weeks, shows that black 
and minority ethnic (BME) women have 
a significantly lower odds ratio (OR 0.65) 
than other women of having had their first 
appointment by 12 weeks, and the rate is 
lower still for BME women born outside the 
UK (OR 0.37).5  After birth these two BME 
groups are significantly more likely to say 
they would have liked more contact with a 
midwife (OR 1.90 and 2.96, respectively), 
indicating unmet need.5 Late booking is also 
an issue for women who complete their full-

time education at 16 or younger (OR 0.75), 
which is usual for young mothers.5 

These demographic and social factors 
combine to increase the likelihood of poor 
pregnancy outcomes for these groups of 
women and their babies.6  Among BME 
groups, South Asian women have some of 
the poorest outcomes.7  Greater access to 
quality maternity care can help to break 
an ‘intergenerational cycle’ of inequality, 
providing enhanced emotional support, 
improved nutrition, promotion of smoking 
cessation and support for breastfeeding.8,9

A welcoming space    

The focus of the BBCS project is to provide 
a welcoming space for vulnerable groups 
of parents such as these. It is a volunteer 
befriender service, designed to reduce 
isolation, stress and low mood during 
pregnancy and the first two years after birth 
(the First 1,000 Days). The Department of 
Health has provided funding for three years 
and the service complements the care given 
by health professionals, making it possible 
for women to make more effective use of 
statutory services.  

Moya O’Hagan, a community development 
worker with many years’ experience of 
working with women’s groups and families in 

Service development & policy
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They were also able to offer additional 
training on communication skills, mentoring, 
first aid, and equality and diversity issues. 
Lancashire Care NHS Foundation Trust and 
the Community Sexual Health Team made 
relevant training and workshops available to 
the volunteers. 

Creating a base

As local project manager, Moya had to 
find suitable bases for training volunteers 
where a crèche could be run alongside the 
courses.  A space was needed where drop-
in services for pregnant women and new 
families already existed, or could be set up 
from scratch and run regularly.  Community 
centres were seen as less threatening than 
children’s centres, which vulnerable parents 
are sometimes unwilling to attend. 

The training for volunteers, led by two 
NCT practitioner trainers and accredited 
by the Open College Network, provides an 
opportunity to develop listening skills and 
knowledge about pregnancy, infant feeding 
and local services for parents. The approach 
is strengths-based, aiming to empower the 
volunteers through building relationships 
of trust and respect in order to model the 
relationships they will build with parents. 
‘The volunteers gain personal confidence 

Lancashire, established the pilot in Burnley 
in 2012. This involved a lot of work talking 
to local health and social-care professionals, 
and support agencies, to explain the vision 
for the service and convince enough people 
to work with NCT to set up and test the idea.

The partnership building phase was really 
important. Year one was ‘a real struggle with 
health professionals’, according to Moya. ‘It’s 
a bit of catch 22 where they want evidence 
it works before they work with us but, unless 
they agree to work with us we can’t run the 
pilot. Ideally the midwives would promote 
our service or identify women who need 
it.’ Potential partners were hesitant about 
investing time in agreeing appropriate 
working arrangements and referrals for a 
service with only short-term funding and no 
track record. 

Midwives were, understandably ‘quite wary 
and mistrusting’. They were also concerned 
that the service might have an adverse effect 
on families. ‘It could be that a volunteer 
works with a parent and unearths a case of 
domestic violence,’ said Moya. ‘They have a 
worry that peer supporters won’t signpost.’ 
The service gradually earned their trust 
and respect, and referrals have increased 
over time.

A factor in getting established was to 
contact ‘everybody and anybody’ who 
would listen and signpost to other potential 
partners or volunteers. This included 
voluntary faith organisations to reach BME 
women, schools and nurseries, children’s 
centres and community interface groups 
in Burnley: ‘Building Bridges and Near 
Neighbours  have been good at signposting 
to recruits and talking about the issues I 
might face. The manager of the community 
centre which holds English for speakers of 
other languages (ESOL) classes has been 
supportive and has done a lot of recruitment 
for the project.’  Initially, young parents are 
mainly recruited via the local college and the 
community volunteer service.

Developing clear procedures 

It was necessary not only for volunteers 
to have appropriate training and clear 
boundaries for safeguarding families and 
themselves while working in the community, 
but also that this could be demonstrated 
to local health professionals. Moya enlisted 
the help of Burnley Pendle and Rossendale 
Council for Voluntary Service. They provided 
training on safeguarding vulnerable adults 
and children, funded by Lancashire Adult 
Learning, for all the trained peer supporters. 
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This interview and the interview in A Trainer’s Perspective were 
both conducted as part of NCT’s evaluation of the BBCS pilot in 
East Lancashire.

One of the women referred to the project by her health visitor is 
Ghazala*. Project manager Moya O’Hagan assessed her before 
matching her with a volunteer befriender, Abi. Having previously 
experienced domestic abuse, she was living alone with her two 
young children and suffering from depression.  

At first Abi visited her at home: ‘After I had my daughter I wouldn’t 
go out anywhere.’ Abi encouraged her to make doctor and dental 
appointments and take the children to nursery:  ‘Stuff that I’d 
never actually do if I never got the help.’

‘I was all over the place. But she’s actually helped me through 
quite a lot... Basically she just come in to talk to me and she’d be 
like, “How you feeling? … And then I’d just like more or less offload… 
She’d give me, like, good feedback. Say if I were falling behind on 
something, she’d be like, “You need to do [it]; that’s for you to do”. 
And she’d ask what my ambitions are in life and what I’d like to do.’ 

After a while Ghazala started coming to the community centre:

‘She’d be begging me to come [to the drop-in] but I just wouldn’t 
do it. And then she goes, “I’ll see you there because I can’t come 
to yours then.” I went, “That’s fine,” and I’m glad I went, to be 
honest with you, because it’s something different.’

Having a befriender also gave Ghazala the confidence and 
motivation to attend the abuse awareness course to which social 
services had referred her. 

‘I’d just like say, “Yeah, yeah,” but actually wouldn’t go. But 
Abi comes round and she says to you, “Go and do it, you’ll 
get something out of it,” and in the end you do actually gain 
something…  I’d asked her if she’d sit in the same room with me [at 
the course] because I didn’t understand, and she did. [The course] 
makes you see where you’re going wrong and how people make 
you feel.’

Ghazala felt the support she received had made a huge difference 
to her and her children, enabling her to use professional services 
that she wouldn’t have been able to use otherwise. ‘When I think 
back to a year ago, when I had my daughter, I see how different I 
was then to now… Now I actually want to make an effort of looking 
nice and, you know, going certain places, taking my kids… Bit by 
bit I made it into a home… I feel a big change in me anyway.’

She said Abi had helped her ‘big time’, especially in encouraging 
her to attend the abuse awareness course. ‘If Abi didn’t go I would 
have just said to Social, “Look I can’t do it on my own.”… I don’t 
like being sat in big crowds and then loads of people in a little 
room, and then, like, once I’ve been going to this, I’ve actually got 
over my fears.’

*Client and volunteer names have been changed. 

Support for Ghazala
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and resourcefulness, as they work with other 
parents and with professionals,’  Moya said. It 
has enhanced volunteers’ self-esteem and also 
created opportunities for further training and 
employment. So there is a positive impact for 
volunteers as well as the parents they befriend. 

Reaching parents

In an 18-month period to December 2013, 62 
volunteers were recruited in Burnley and 43 
completed peer supporter training. Around 
30 have been retained long-term, enabling 32 
families to receive support one-to-one and at 
regular drop-in groups.  The evaluation of the 
service, which NCT is running as a research and 
development project, shows that almost all the 
volunteers understood at the end of training 
that the role was about building supportive 
relationships (92%), providing emotional 
support (95%), listening and encouraging 
(98%), and signposting to relevant services 
(96%), and not about giving advice or talking 
about their own experiences.

Contribution to evidence base

This service is still at the pilot stage and at 
the time of going to print the evaluation was 
continuing. The qualitative data, including case 
studies like Ghazala’s story (see Support for 
Ghazala on page 9), strongly suggest that peer 
support can make a difference to vulnerable 
women’s social and emotional wellbeing 
during pregnancy and the first two years after 
birth. This in turn is likely to have beneficial 
effects for parenting and children’s start in life. 
An interim evaluation report is available from 
the authors on request, and research papers 
are planned for 2015.

A huge amount has been achieved in Burnley. 
Home Start and community centre managers 
have been key partners, enabling NCT to 
integrate this source of specialist perinatal 
support (and opportunities for volunteering) 
alongside other community services, adding 
real value for families. As a result of including 
both young white families and BME parents, 
a further outcome has, Moya indicated, 
been additional social capital, ‘as community 
cohesion among parents has flourished’. 

NCT has applied for further grant funding 
to try to ensure the continuation of this 
valuable service beyond 2014.
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As one of two NCT trainers working 
in Burnley, Heather Thorpe prepares 
volunteers to become peer supporters 
to pregnant women or mothers with 
a young family on a one-to-one or 
group basis. The training is three hours 
weekly for ten weeks. Subsequently, 
she provides support at weekly 
sessions alongside the local project 
manager, Moya O’Hagan.‘We have an 
hour with the volunteers before the 
mothers come in and then when the 
group is open to the public I interact 
with the mothers or volunteers. I also 
run a more formal monthly two-hour 
support session for six months after 
the training has ended.

‘Although I have ten years’ NCT 
experience as an antenatal teacher, 
the project was a steep learning curve. 
The first cohort of South Asian peer 
supporters were very different to the 
high-achieving South Asian women I 
was used to in my regular classes, and 
we spent a lot of time on self-esteem 
issues. I learnt a lot of counselling 
techniques from Moya. She has many 
skills that are invaluable for working 
with women with a range of needs.

‘She has an easy way with the 
women but she’s firm as well. She’s 
understanding but doesn’t try to be 

one of them. One person training to be 
a supporter wanted to be supported 
herself. Moya told her: “You have to 
decide to give support or receive 
support. You can’t have a foot in both 
camps.” The woman accepted it.’

Initially, some women recruited could 
only come with their husband. ‘We 
agreed they would escort their wife 
to the door of the community centre, 
check there were no men around, then 
leave and wait for their wife. We would 
close the curtains and the shutters on 
the door, and the women would then 
take their face coverings off. But the 
husbands came to trust us. By week six 
the women were coming on their own.

‘We learnt that some South Asian 
volunteers are better offering 
support in a group than in one-to-
ones with mothers, so we ran more 
group sessions. These are now firmly 
established and welcome in the wider 
white community too.’

With this service, NCT is able to add 
value to the health community in 
multiple ways. ‘Midwives at the local 
hospital got in touch because they 
needed a Pashto or Urdu speaker 
urgently. We were able to provide one 
and they were thrilled.’

A trainer’s perspective
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Babies’ crying can be distressing and a worry to parents. Here, breastfeeding counsellor and tutor Heather Neil 
answers common questions about crying in very young babies, drawing mainly on an evidence-based book for parents 
and professionals by Ian St James-Roberts.1 All references are to this source unless otherwise indicated; page numbers 
are provided.

Why do babies cry? 

Put simply, babies cry when something feels 
‘wrong’. The noise of crying is disturbing, 
because babies are hard-wired to alert a carer 
to fix whatever the ‘wrong’ thing is.

Researchers tend to differentiate between 
the early newborn period, up to three months 
of age, and afterwards because babies 
become calmer, with less crying, after this 
age. There is a hypothesis that a neuro-
developmental shift causes a short-lived 
extra-sensitive response to stimuli at around 
4-6 weeks of age, and babies find it hard to 
stop crying once they’ve started (p 60).1

Persistent or prolonged crying in older babies 
is more likely to be associated with sleeping 
difficulties and, in a small minority of families 
(around 6%), with other family problems 
(p 167 and p 174). 

How much crying is ‘a problem’? 

Crying can be very wearing for parents, 
particularly if they lack support or get 
conflicting advice. Crying in babies aged 

0-3 months typically occurs during the day 
and, particularly, in the evening. This has 
been described as a period of PURPLE crying 
(Persistent, Unexpected, Resists soothing, with 
Pain-like face, Long-lasting and mainly in the 
Evening).2 Crying at this stage is so common 
as to be considered normal and, although 
frustrating, is a developmental phase that will 
pass (p 176). 

Parents’ perceptions of the crying vary and are 
influenced by expectations of what is normal 
and acceptable (p 27).

Overall, researchers have found no difference 
in the intensity and the frequency of crying in 
babies whose parents have sought professional 
advice, compared to babies whose parents 
have not. Some babies do cry and fuss more 
than others (p 59). Most babies taken to health 
professionals because of their crying do cry 
more than average, but some do not (pp 16-21). 

Are babies who cry a lot physically ill?

It is estimated that crying in young babies 
seldom has a biological cause - perhaps

Crying in babies aged 0 to 3 months 
EVIDENCE 

MADE EASY

Interventions to calm 
crying babies

•  Studies have found that soothing 
movement, reassuring voices, 
‘white noise’, gentle bathing, 
sucking and breastfeeding are 
effective at calming some babies, 
some of the time (pp 69-76 and 
p 177). See helpful tips at www.
purplecrying.info.

•  The GP or health visitor may 
prescribe treatments for the small 
number of babies who have a 
diagnosed medical problem.

•  Over-the-counter preparations for 
colic or wind, including colic drops, 
special teas, lactase drops, have 
not been shown to be effective. 
Simethicon, the active ingredient 
in colic drops, has been well-
tested in good-quality studies, 
which show it is no better than 
placebo at stopping crying (pp 
79-80). However, individuals might 
feel such remedies help.

•  Most of the studies concerning 
cranial osteopathy, chiropractic 
and cranio-sacral treatments, 
which claim to use gentle 
manipulation or touch, usually of 
the upper body, are of poor quality 
(pp 77-79). There is no evidence 
they are effective, according to a 
recent Cochrane review.3 

•  In terms of prevention, a large 
study showed that babies who 
were held a lot from the very early 
days cried less at 10 days and five 
weeks of age, than babies who 
were held very little. However, 
periods of unsoothable crying 
occurred just as often in held as in 
non-held babies (pp 63-65). 
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IN DEPTH
Further reading: The origins, prevention and treatment of infant crying and sleeping problems 
by Ian St James-Roberts (Routledge, 2012).

See also http://purplecrying.info/what-is-the-period-of-purple-crying.php
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Exploring crying with parents

•  Parents in an antenatal group can be prepared for the inevitability that their baby 
will cry, particularly in the first three months and sometimes without an obvious 
reason, and can share practical strategies, including arranging to have some time to 
themselves occasionally, and ways to share the care and soothing of the baby. The 
crying is likely to peak in the late afternoon or evening and at around five weeks of age 
(but younger or older in some babies). It usually stops by five months (p 59).

•  Suggestions from family, friends and professionals can be helpful or leave parents 
feeling confused, undermined or inadequate. Parents need to know that soothing and 
comforting a baby is not ‘spoiling’.

•  It is worth explaining that often all your baby wants is to be close to you and have the 
comfort of feeding. Tuning in and learning how to respond to him takes time.

•  If the parents have had medical reassurance that a baby who cries persistently is well 
and developing normally, then sources of non-judgmental support may help, for 
example, their health visitor, NCT breastfeeding counsellor or NCT Early Days groups.

•  Telephone support from Cry-sis (http://www.cry-sis.org.uk): 08451 228 669, or NCT 
Shared Experiences helpline  0300 330 0700, may also be useful.

•  There is a high correlation between postnatal depression and crying babies.8 It can be 
helpful to flag this up and encourage parents to seek professional help from their GP 
or health visitor. 

•  It is worth alerting parents to the dangers of ‘shaken baby syndrome’ and how to 
prevent parents from being overwhelmed. Parental isolation and poor support need to 
be considered (p 2).

1% of babies overall have ‘organic disturbance’ 
such as a food intolerance, and around 5-10% 
of those whose parents seek professional help 
for prolonged crying (p 177). 

Parents often need support and to be able to 
rule out illness, so consulting their GP or health 
visitor makes good sense.

Breastfed babies may sometimes show signs 
of being overwhelmed by a very generous 
milk supply, and may cry, possibly because 
of the high-lactose content of high-volume 
milk. Breastfeeding counsellors’ experience 
suggests that reducing over-production 
of milk can help with this but this remains 
controversial.4

What should we tell parents about coping 
with colic and wind?

Many parents feel sure, and may be told by 
healthcare professionals, family or friends, that 
the baby must have ‘wind’ (gas in the stomach) 
or painful ‘colic’ when they cry inconsolably.
The accepted definition of colic is over 60 
years old and applies to a healthy baby aged 

under three months who cries inconsolably 
for more than three hours on three days out of 
every seven for more than three weeks 
 (p 23). More loosely, colic is sometimes applied 
to any unexplained, persistent crying, usually 
assumed to be gut-related. 

There is, however, no scientific evidence that 
colic exists as a physical problem, or that wind 
is painful. The idea that babies cry for a long 
time because the wind is ‘trapped’ is not well-
supported by the research or physiology (p 40). 

The baby who gets rid of wind (one end or the 
other) and then stops crying may have taken 
in the wind by crying rather than wind causing 
the crying (pp 39-40). 

How long is it ok to leave a baby to cry?

Inevitably, there will be occasions when it’s 
just not possible to attend to a baby’s needs 
straightaway. Babies cope with this just fine – 
developmental paediatrician and analyst Donald 
Winnicott’s theory of the ‘good enough’ mother 
is that the baby learns resilience and confidence 
when things ‘go wrong’ occasionally.5

However, evidence suggests that regularly 
ignoring babies’ cries and withholding comfort 
and contact for sustained periods causes 
a biochemical and neurological response 
which risks a long-term negative effect on 
development and learning about love, and 
positive ways of regulating feelings.6,7

Parents can be assured that they will do no 
harm to their babies by soothing them, holding 
them, feeding them and doing whatever helps 
the baby find solace and comfort (p 177). That  
is especially true in these first three months.

Are some babies born more prone to 
prolonged crying? 

There is some evidence that mothers who 
experience a high level of stress in pregnancy 
may have babies who cry more, but the findings 
are inconsistent (pp 52-53). It is difficult to show 
in research whether some babies are born with 
a temperament making them more likely to 
cry in the first months, because parents’ own 
personalities and interactions may have an 
effect, too (pp 54-55).
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Where to find 
information 

NCT librarian Lynn Balmforth offers 
students and practitioners some 
useful pointers for accessing research 
and other resources.

If you are an NCT student, this article is a 
reminder of where to look for information 
provided by NCT and the University of 
Worcester. It is also a useful guide if you are 
an NCT practitioner looking for information to 
support your clients.

Google

Search engine Google is often the first port 
of call but it only provides access to around a 
third of published information. This is because 
a large proportion is hidden in secure websites 
where access is restricted to those who have 
membership rights.

Babble

NCT students and practitioners have 
membership rights to NCT’s intranet Babble. 
There are a variety of resources here to support 
your studies and help you access research. 
You simply log into https/babble.nct.org.uk/ 
using your membership number and create a 
password. Once logged in, hover your mouse 
over the Resources tab and click on Library 
Services which appears in the dropdown menu. 
You can then click on the hyperlink to Research 
resources or click straight through to the ‘tools 
to help your study’ page: http://bit.ly/SydFyl. 
Here you will find a variety of ‘how to’ guides, 
such as ‘how to search using Pub Med’ and ‘how 
to use Worcester resources for your studies’. 
There is also an article on ‘searching effectively 
for evidence-based information’.

The maternity and parenthood information 
directory (http://bit.ly/1jjd76c) is another 
valuable resource found under the Research 
resources tab. A full explanation of how to find 
and use this directory appeared in an earlier 
issue of Perspective.1   

Current awareness bulletins (CABs) are 
published weekly on the Library Service pages 
(http://bit.ly/1nwGoin). These are sent out by 
email and provide useful, up-to-date research 
from a variety of sources, such as books, journal 
articles, reports and electronic sources. If you 
wish to sign up to receive the CAB, please 
email information@nct.org.uk. A shorter, less 
frequent, roundup of key documents (already 

and access pages located just above the 
Research pages in the Professional section.

This section includes information about 
supporting young parents, asylum seekers 
and refugees, parents from black and 
minority ethnic groups, fathers and parents 
in remote and rural areas. There are good 
practice studies, and links to general resources 
and NCT publications and articles.

University of Worcester

For enrolled students, the university provides 
access to databases such as CINAHL and 
Medline, as well as full-text articles from some 
key journals. A detailed guide on how to use 
Worcester’s library resources for your studying 
is available on Babble on the ‘tools to help your 
research’ page. The guide covers where to go 
from the university home page, how to select 
databases and a basic search strategy, as well 
as how to access full-text articles if you know 
the citation details. It includes screen shots to 
help navigation.

Support

If you have any difficulties accessing any of 
these resources or have any other questions, 
a member of the library staff will be happy to 
help. NCT is working with MIDIRS to extend 
library services for midwives, NCT students, 
and practitioners. MIDIRS is offering NCT 
students a half-price subscription to its 
Reference Database from September 2014. For 
more details on this or how to find information, 
please email information@nct.org.uk. 

Service development & policy
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circulated in the longer CABs) can also be 
viewed here. 

Swetswise is a tool that provides online access 
to some electronic journals to which the library 
subscribes.  If you sign up, you will be able to 
access full-text articles from journals such as 
BJOG, Groupwork, Journal of Human Lactation 
and Maternal and Child Nutrition. BMJ, Journal 
of Perinatal Education and Pediatrics are also 
available via the publisher’s website. Full details 
are provided on the e-journals page 
http://bit.ly/1oNXkBa.

NCT Website

Many sources of evidence-based information 
are available on the public-facing NCT 
website. Click on the Research tab on the 
top right-hand side of the home page www.
nct.org.uk. In this section you will find NCT 
policies and information on pregnancy, 
birth and postnatal care, feeding babies, 
child development, parenting and public 
health, as well as publications on maternity 
services, NCT services and evaluation of 
NCT services, peer support and supporting 
new parents. A range of policy briefings and 
position statements set out what NCT believes, 
together with the relevant research evidence, 
and there are links to other key maternity and 
parenthood publications.

Several sections are further divided – in 
Pregnancy, birth and postnatal care, the 
Birth information has sub-sections on NCT birth 
policy, intrapartum care, normal birth, place 
of birth, and men’s and women’s experiences. 
Scroll down the menu on the right to investigate 
the full list of resources available including 
Related documents. All articles from Perspective 
are added to these pages as PDFs. Further 
resources can be found on the Diversity 
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A weekly Current Awareness Bulletin and a monthly Key Research Summary are 
available to all NCT workers. To subscribe, email CAB or KRS to information@nct.org.uk.

Spotlight on research
Guest Editor: Sarah McMullen

I have chosen to highlight the NICE clinical guideline on 
intrapartum care (published in draft form at time of going to 
press at: http://guidance.nice.org.uk/CG/WaveR/109), as it is a 
key document for healthcare staff and practitioners supporting 
women through the antenatal period and birth. Various aspects 
are being updated in 2014, including the sections on place of 
birth, care throughout labour (including communication and 
supportive care), promoting and supporting normal labour, and 
foetal monitoring. NCT is a registered stakeholder and a group of 
staff and research networkers, and members with an interest in 
research, has commented on the draft guidelines as part of the 
consultation process. Publication of the final version is planned 
for October 2014. So watch this space!

The proposed new recommendations around place of birth have 
generated a lot of discussion and media attention. Some of the 
coverage has unfortunately been neither evidence-based nor 
parent-centred, reflecting the emotive nature of the subject. It 
is really important for health professionals and NCT practitioners 
to be familiar with the key pieces of evidence that the 
recommendations are based on. There is a useful ‘decision guide’ 
included, designed to convey in an unbiased, accessible way the 
risks and benefits associated with different planned places of 
birth, to support informed choice. Different women and couples 
will have different experiences, beliefs and preferences, and their 
decisions should be respected.

Most of the new evidence on planned place of birth is data from 
the Birthplace prospective cohort study (http://bit.ly/1j020F4). 
This followed 64,500 low-risk women through pregnancy and 
birth, and compared perinatal outcomes, maternal outcomes, and 
interventions in labour between different planned places of birth. 

The study showed that for mothers at low risk of complications, 
there was no significant difference in adverse perinatal outcome 
for those who planned births in freestanding or alongside 
midwifery units compared to obstetric units, and that these 
women had fewer interventions. For low-risk women having a 
second or subsequent baby, planned home births also showed 
no increase in risk of perinatal outcomes and had lower risk of 
intervention. For low-risk women having their first baby, there 
was an increased risk of adverse perinatal outcome for those who 
planned to give birth at home (9.3 adverse perinatal outcomes 
per 1,000 compared to 5.3 per 1,000 for births planned in an 
obstetric unit) and a relatively high rate of transfer to an obstetric 
unit (36-45% of nulliparous women transferred, compared to 
9-13% of multiparous women). 

Importantly, the NICE Guideline Development Group ‘felt it 
imperative that women be given a choice of all birth settings and 
evidence-based information in an easily accessible format of the 
key risks and benefits associated with each birth setting in order 
to help them decide the most appropriate place for them to plan 
to give birth’. This focus on informed choice is very welcome, 
and fits well with NCT’s policy on being both evidence-based and 
parent-centred. 

The consultation draft of the updated NICE guideline includes 
further emphasis on the need for person-centred care. A new 
key priority for implementation is that ‘Providers, senior staff 
and all healthcare professionals should ensure that in all birth 
settings there is a culture of respect for each woman as an 
individual undergoing a significant and emotionally intense life 
experience, so that the woman is in control, is listened to and is 
cared for with compassion’.

Sarah McMullen 

Sarah is research and evaluation 
manager with NCT’s research and 
quality department, responsible 
for managing the evaluation of 
NCT services and working with the 
external research community. She 
completed her PhD in nutrition 
and physiology in 2002, and has 
spent the last 12 years working as 
a researcher and lecturer at the 
University of Nottingham. Sarah’s 
research focuses on health in 
pregnancy and childhood. Outside 
work, Sarah is kept busy with her 
four-year-old twin daughters and 
a love of the great outdoors – 
never a dull moment!

Abundance of research shows person-centred 
care is effective
National Voices, a national coalition of health and social care charities in England, have brought 
together the evidence around person-centred care (http://www.nationalvoices.org.uk/evidence). 
This includes reference to an enormous 779 systematic reviews, including evidence summaries on 
supporting shared decision-making, enhancing experience of healthcare and improving informa-
tion and understanding. This ‘review of systematic reviews’ concluded that there is a lot of high-
quality research about the effectiveness of person-centred care. Understanding that being person-
centred is in itself an evidence-based approach can help to reconcile some of the dilemmas that 
we face in supporting women and their partners through the transition to parenthood. While the 
primary focus is healthcare, there is much that is relevant to NCT services. 

Group-based education, evidence-based decision aids, clear evidence-based communication and 
information, peer support and parental support and education are all components of ‘what works’ 
in person-centred care. 

Finding a recent systematic review or meta-analysis is generally the most robust way of getting up 
to speed while ensuring a balanced understanding of the evidence. 

New evidence-based NICE guidance 
supports choice on place of birth
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Fathers find 
more ‘family 
time’ means less 
‘couple time’: 
how relationships 
change for 
new parents

Dr Abigail Easter, senior research and 
evaluation officer, and Mary Newburn, 
head of research and quality, 
introduce some early findings from 
NCT’s First 1,000 Days research study, 
starting with first-time fathers’ views 
on the impact of becoming a parent 
on their relationship with their partner. 

The first year after birth is considered to be 
a vulnerable period for couples.1 Changing 
roles, pregnancy and birth, and having a new 
baby to care for can affect how women and 
men feel about their partner. While some 
of the experiences can be enjoyable and 
fulfilling, the many demands and adjustments 
often put a strain on couples. There is 
now strong evidence from prospective 
longitudinal studies that becoming a parent 
is associated with relationship difficulties and 
breakdown.2,3 As many as 92% of parents 
report more conflict and disagreement after 
having a baby.4

Most previous research has focused on 
mothers’ experiences and less is known about 
the perspectives of new fathers.5 
In order to support new parents effectively 
and help them to explore realistic 
expectations of relationship change, it is 
necessary to understand both men’s and 
women’s experiences. 

Couple studies during the transition to 
parenthood have tended to focus on conflict 
or strain. Fewer studies have considered 
the positive effects of having a baby, or the 
resilience that some couples have, both of 
which may provide a buffer for parents from 
relationship conflict or breakdown.1

This article is based on the findings from a 
survey of 296 first-time fathers carried out 
when their babies were on average seven 

and a half months old, as part of NCT’s First 
1,000 Days study funded by Pampers.6 
It describes men’s positive and negative 
experiences of the impact of having a baby 
on their relationship with their partner. We 
will be following them up 12 months later 
when their fatherhood experiences are more 
established. Fathers were asked two open-
ended questions about their relationship with 
their partner, and how it had changed since 
having a baby. Thematic analysis was used to 
analyse their responses.7

Positive changes

In response to the open-ended question, 
‘What are the positive ways that having a baby 
has affected your relationship with 
your partner?’, 230 (78%) fathers wrote about 
their experiences. 
Five key themes were identified: 

1. A closer and stronger bond 

 Almost half of the men (44%) said their 
relationship with their partner was closer as a 
result; a further 19% felt that they now had a 
stronger, or special, bond with their partner, 
which would not as easily be broken.

 ‘It has brought us closer as we’re both in awe 
of this beautiful baby.’ (30 year old)

Although we are married, it has created a 
bond that can never be broken.’ (29 year old)

2. Now we’re a family

 Men frequently described seeing themselves 
as a ‘family unit’ after having a baby rather 
than as a couple (22%). They positively 
enjoyed ‘family time’, involving more time 
at home and ‘days out’ as a family, which 
was described as a source of fulfilment 
and, for some, led to greater appreciation 
of the more limited time available to spend 
together as a couple.

 ‘I feel that we are now complete as a family 
unit.’ (38 year old)

 ‘Love spending time as a family.’ (31 year old)

3. Shared focus in life

 Some fathers (15%) felt that having a baby 
had given them and their partner a shared 
focus or goal. They described ‘sharing 
responsibly’ with their partner, ‘greater team 
work’ and ’better communication’. Some men 
highlighted having more to talk about with 
their partner.

 ‘We have a combined interest in our little 
angel that gives us purpose.’ (40 year old)

 4. Greater love and respect

 One in 10 men said they had developed a 
greater appreciation or love for their partner 
as a result of seeing them pregnant, giving 
birth and (or) being a mother.

 ‘I have a greater level of respect for my 
partner, with regards to her resolve and 
dedication.’ (32 year old)

 5. Happier and more fulfilled

A small proportion of fathers (6%) reported 
feeling happier and more fulfilled, with 
a greater appreciation of life. Some (8%) 
emphasised enjoying time spent with their 
baby and watching him grow. 

 ’It has been the last piece of the jigsaw in 
our married life together. It has given us 
fulfilment in our relationship together. We 
enjoy bringing up [our baby] and seeing [him] 
develop.’ (44 year old)

Less positive and negative changes 

Fathers were also asked, ‘What are the less 
positive (or negative) ways that having a 
baby has affected your relationship with 
your partner?’ In total, 226 fathers (76%) 
responded. Among responders, most 

Research
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way couples communicate is an important 
factor in their experience of relationship 
changes.9,13 Bolstering good communication 
between couples as they become parents, as 
well as preparing them for the changes they 
may experience, are crucial to supporting 
parents during the First 1,000 Days. 
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described both positive and negative changes, 
but 6% described only positives, and 4% only 
negative changes.

Five less positive or negative themes 
were identified: 

1. Lack of time

Around half of the men (53%) felt that a lack 
of time was having a negative impact on their 
relationship, particularly less ‘couple time’ 
(38%). Less ‘leisure time’ (11%), less ‘quiet time’ 
for themselves (2%) and a general lack of time 
to get things done (2%), were also mentioned. 

 ‘It’s made it difficult to have time just as “us”, 
like before we had a baby.’ (37 year old)

2. Lack of sleep and increased tiredness

 Almost a fifth (19%) of fathers found less sleep 
and more tiredness, for them or their partner, 
affected their moods and behaviour. This was 
a major cause of conflict and impacted on a 
couple’s relationship.

‘[Lack of] sleep has made it difficult to cope 
sometimes as it becomes more stressful to 
manage everything as a result.’ (35 year old)

3. Less intimacy and sex

 A fifth of fathers (21%) also talked about less 
intimacy with their partner or less frequent 
sex since having a baby. They often attributed 
this to less time and energy or more tiredness. 
Sleeping arrangements, such as bed-sharing 
with their baby or sleeping in a different bed 
from their partner also had an impact. A very 
small proportion of fathers (2%) said that ‘birth 
trauma’ or their partner’s negative body image 
since having a baby contributed to decreased 
intimacy. Interestingly, many fathers who said 
they had less intimacy or sex with their partner 
also emphasised that a closer bond had 
developed. One 26-year-old father described 
feeling ‘closer than ever, now I see her as a 
mature sexy woman’, despite ‘barely any sleep 
time, or cuddle time’. 

4. Couple disagreements and arguments

 Almost a quarter (23%) felt that since 
having a baby there had been an increase 
in disagreements or arguments with 
their partner, which had put strain on 
their relationship. Some described how 
disagreements were over ‘silly little things’ or 
‘nothing’, while others felt that having a baby 
had created more stresses and challenges over 
fundamental concerns such as family finances 
or employment. Men sometimes described 
less equality between them and their partner 
as she was the main carer. 

‘Less sex, more arguing about whose turn it is 
to get up and take care of the crying infant at 
4am.’  (35 year old)

Some said that they, or their partner, had 
become more grumpy, irritable or lacking in 

patience since having a baby. One father, who 
also felt that having a baby had brought him 
and his partner closer together, said: ‘Lack of 
sleep leads to irritability and a short fuse.’ 
(27 year old)

5. A focus on ‘the baby’

A small number of fathers (6%) said their 
relationship had been negatively influenced 
by their baby becoming the ‘focus of the 
attention’. 

My wife gives more time for the baby.’  
(32 year old)

 Another father, who said it was a ‘miracle 
to have a baby’ and a ‘great thing’ to ‘share 
with the love of your life’, also spoke more 
sorrowfully about the focus on the baby.

‘You give up everything you know and have  
to make room for the baby. (39 year old)

Discussion 

Previous research suggests that men and 
women often do not feel prepared for the 
changes to their couple relationship following 
the birth of their baby, and has identified a 
need for additional support to help parents 
explore this.8,9,10

This study shows that men welcome many 
aspects of their changed lives and experience 
positive developments in their relationship 
with their partner, though there are significant 
stresses too. The findings reinforce and add 
to what we learned from an earlier NCT study 
of first-time mothers and fathers.11 Perhaps 
unsurprisingly, when couples have less time 
to invest in nurturing their relationship, new 
financial pressures and the fatigue of broken 
nights, they argue more. These factors have 
been identified as contributing to relationship 
breakdown. In contrast, pre-pregnancy 
relationship satisfaction and strong support 
networks, as well as a low-demanding baby 
have been found to be protective.1

The positive themes of feeling more closely 
bonded as a couple with a shared focus in 
life and mutual enjoyment of the baby are 
consistent with the ideal of the ‘good involved 
father’ described by Miller.12 

Some of the men, it seemed, were resilient in 
the face of less ‘couple time’ and decreased 
intimacy, as demonstrated by the majority 
of fathers who described both positive and 
negative changes to their relationship. 
Although they missed the closeness they had 
previously enjoyed, there were compensations, 
including a deeper sense of love and respect 
for their partner and enjoyment of their 
baby. These findings emphasise that men 
experience a more complex shift in the 
dynamics of their relationship with their 
partner during the first year of fatherhood, 
rather than simply a decline or breakdown. The 
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Research 
overview: 
self-efficacy – 
a key construct 
for antenatal 
education

Virginia Campbell, a development 
tutor for NCT’s yoga for pregnancy 
training programme, is currently 
conducting a grounded theory study 
into the effects of yoga on women’s 
ability to manage the sensations of 
labour and birth. Here she explores 
the literature on self-efficacy theory. 

Introduction

In 1977, Albert Bandura, a Canadian 
psychologist working in the area of social 
behaviour and learning, introduced the 
concept of self-efficacy.1 Self-efficacy 
theory attempts to explain how a person’s 
belief in their ability to succeed affects 
their behaviour. In the four decades since 
Bandura’s seminal work was published, many 
other researchers have used and developed 
his theory, and the concepts have been 
tested and validated in experimental studies. 

This article explores the potential to 
increase the positive outcomes of antenatal 
education programmes by using self-
efficacy theory and evidence. Literature was 
sourced using the term ‘self-efficacy’ with 
assistance from MIDIRS and NCT librarians 
who searched the Maternity and Infant 
Care and NCT databases. References from 
studies found which had not been previously 
identified were followed up. 

What is self-efficacy?

Self-efficacy theory postulates that beliefs 
and expectations are crucial in human 
behaviour. Bandura showed there are 
two important factors which increase the 
likelihood that people will instigate and then 
persist with the behaviours needed to achieve 
their goals. He defined them as self-efficacy 
expectancy and outcome expectancy. 

Self-efficacy expectancy is the belief that 
one will be able to perform a certain task. 
For example:

• I will be able to relax during labour

•  I will be able to position my baby correctly 
at the breast

•  I will be able to remain calm when my 
baby is crying.

Outcome expectancy is the belief that 
performing certain behaviours will achieve 
the desired outcome:

• If I relax during labour it will be less painful

•  If I position my baby correctly at the 
breast I will be more likely to breastfeed 
my baby successfully for as long as I 
would like to

•  If I remain calm when my baby is crying 
I am more likely to be the parent I would 
like to be.

Studies have shown that people with higher 
self-efficacy beliefs put more energy into 
mastering the behaviour which will enable 
them to achieve their goals and persist longer 
with that behaviour than those with lower 
self-efficacy beliefs. Those with lower self-
efficacy beliefs spend more time worrying, 
persist for less time in behaviours which 
might enable them to succeed, and are more 
vulnerable to stress and depression. 

How does self-efficacy theory relate to 
childbirth?

An example of using self-efficacy theory in 
childbirth is that women who believe they 
will be able to use breathing techniques in 
labour, and that those techniques will help 
them, are more likely to persist in learning 
them and use them effectively. The theory 
suggests that women with higher self-efficacy 
beliefs in their ability to manage labour are 
more likely to use a larger number of pain 
management strategies, and persist with 
them for longer, than women with lower 
self-efficacy beliefs. This would lead in turn 
to fewer interventions2,3 and better postnatal 
outcomes for women and their families.4  

Self-efficacy shares some characteristics 
with the related constructs of confidence, 
anxiety and locus of control (see for 
example, Green et al),5 which also affect 
women’s ability to manage the sensations of 
labour. Research has shown these constructs 
to measure distinct and separate states of 
mind, and aspects of behaviour.6,9

Women’s previous birth experiences affect 
their sense of self-efficacy, which can then 
influence their future birth preferences. Birth 
experiences which are perceived negatively 
have been shown to reduce self-efficacy 
beliefs, and positive birth experiences to 
increase them.7 In a study of 74 American 
women, Dilks and Beal8 found that those 
choosing elective caesarean after previous 
caesarean had lower self-efficacy beliefs 
than either first-time mothers or women 
choosing vaginal birth after caesarean. 
They suggested that in subsequent 
pregnancies, women who had had a previous 
caesarean should attend antenatal classes 
incorporating self-efficacy enhancing 
techniques, concluding ‘A woman must 
have the opportunity to learn that these 
behaviours will help lead to the desired 
outcome of a vaginal birth and that she is 
capable of mastering them’.8

How can self-efficacy beliefs be 
increased? 

Bandura identified four principal ways 
in which self-efficacy beliefs can be 
increased.1 These are by performance 
accomplishments, vicarious experience, 
verbal persuasion and understanding of 
physiological states. Using this framework, 
American researcher Nancy Lowe9 
proposed ways in which women’s belief in 
their ability to manage the sensations of 
labour can be increased: 

1.  Performance accomplishments: through 
successful coping experiences such as 
past childbirth or previous experience 
with pain;

2.  Vicarious experience: by observing 
successful coping by others, such as 
watching a birth or film; 

3.  Verbal persuasion: being encouraged 
by influential others, such as childbirth 
educators;

4.  Physiological states: learning to recognise 
and reduce reactions, such as panic, 
in response to the anticipation or 
experience of a stressful event. A sense of 
anxiety has been shown to be associated 
with reduced self-efficacy.

Research suggests that in the case of birth, 
previous performance accomplishment, i.e. 
a previous positive experience of vaginal 
birth, is the most important factor in a 
woman’s belief in her ability to manage a 
future labour.9 

Since its development for use with phobia 
patients, self-efficacy theory has been 
applied in many other areas of health and 
education, including weight management, 
smoking cessation, and the promotion of 
academic success,10,11,12 parenting skills and 
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‘Women with higher self-efficacy 
beliefs in their ability to manage 
labour are more likely to use 
a larger number of pain 
management strategies.’
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breastfeeding,13,14,15 as well as antenatal 
education.

How are self-efficacy beliefs assessed?

In 1981 Jerusalem and Schwarzer developed 
a General Self-Efficacy scale to measure an 
individual’s sense of personal agency, i.e. 
the belief that one’s actions are responsible 
for successful outcomes.16 This included 
nine self-scoring items such as ‘I can usually 
handle whatever comes my way’. In 2002, 
a meta-analysis by Scholz et al examined 
the General Self-Efficacy scale, to see 
whether the measure works consistently 
in different languages and cultural 
settings.17 The findings, based on studies 
from 25 different countries, confirm that 
there is a consistent underlying construct 
representing ‘an optimistic sense of personal 
competence… accounting for motivation 
and accomplishments’.

Over time, as more research has been 
carried out, specialised self-efficacy scales 
have been developed for particular areas 
of study, enabling greater consistency and 
comparability between studies. For example, 
there is now an established Breastfeeding 
Self-Efficacy Scale,18 a 33-item scale 
measuring items such as ‘Recognize the 
signs of a good latch’, and ‘Position my baby 
correctly at my breast’, and also a Parenting 
Self-Efficacy Scale.19

In early studies on childbirth self-efficacy, 
the General Self-Efficacy scale was used in 
combination with various other inventories 
assessing pain, confidence, anxiety, stress, 
helplessness and locus of control. 

Nancy Lowe created the Childbirth Self-
Efficacy Inventory (CBSEI) in 1993.9 This is 
a 16-item scale where women self-evaluate 
firstly their confidence in performing 
behaviours such as ‘Think positively’ and 
‘Using breathing’, and secondly their belief 
that the behaviours will be effective during 
labour. This was the culmination of several 
developmental studies exploring labour 
pain and its relation to confidence and 
coping mechanisms.20,21,22 

The CBSEI has been translated into 
many different languages and validated 
internationally.7,23,24,25 An interesting finding 
from these later studies is that cultural and 
religious beliefs, which were not part of the 
original CBSEI, play an important part in 
women’s self-efficacy beliefs.23,25

An ongoing discussion around the validity 
of the CBSEI questions its measurement 
of purely cognitive pain management 
techniques (counting, visualising, 
affirmations etc). Drummond and Rickwood7 
suggested adding behavioural techniques 

(showering, swaying, vocalising etc) and 
Beebe et al26 found that all the women 
in their study used both cognitive and 
behavioural strategies, employing an 
average 17 different strategies. The CBSEI 
has not been amended to incorporate 
behavioural strategies but researchers 
such as Beebe have used additional tools to 
measure behavioural strategies in labour.

Do higher self-efficacy beliefs affect 
childbirth experience?

Despite some interesting and promising 
studies, research on self-efficacy theory and 
childbirth is still limited and so far there has 
been no meta-analysis of studies. However, 
most research has found that self-efficacy 
beliefs are positively correlated with use of 
coping behaviours and appears to support 
the idea that higher self-efficacy beliefs 
correlate positively with:

•  increased confidence and lower anxiety 
for labour and birth

• increased  birth experience satisfaction

• lower labour pain perception.

Early American research on women’s 
ability to manage labour pain, including a 
longitudinal study with 280 primiparous 
women, showed that up to half the variance 
in perceived labour pain could be explained 
by a mother’s confidence in her ability to 
cope.21,22 Lowe also reported that maternal 
self-efficacy assessed in late pregnancy 
was associated with lower perceived pain 
intensity during labour.27

More recent studies have presented a mixed 
and more complex picture. A small study of 
35 American women found no relationship 
between self-efficacy beliefs and pain in 
early labour or control of labour pain without 
medication.26 However, a recent longitudinal 
study of 230 women from New Zealand 
found stronger self-efficacy beliefs predicted 
reduced perception of pain in labour and 
higher birth satisfaction.28 Interestingly, 
this study found no correlation between 
self-efficacy beliefs and women’s ability 
to manage labour pain without analgesia. 
However, it did find that women with higher 
self-efficacy beliefs interpreted pain as less 
intense and distressing than those with 
lower self-efficacy beliefs, even after pain 
medication use was controlled for, leading 
them to conclude that women with lower 

self-efficacy beliefs tend to find labour more 
painful regardless of analgesia. This might 
explain a 2003 study which demonstrated 
that low self-efficacy beliefs were one of the 
significant predictors of postnatal post-
traumatic stress disorder symptoms.29

Can childbirth education affect self-
efficacy beliefs?

The Cochrane review of antenatal education 
for childbirth or parenthood included nine 
trials involving 2,284 women, none of 
which included self-efficacy as an outcome 
measure.30 The review found insufficient 
evidence to determine the effects of 
antenatal education for childbirth or 
parenthood, as studies were generally small 
to medium sized, varied in design and used 
a range of different outcome measures. The 
review is currently being updated. 

There is some evidence from other kinds 
of studies to support the hypothesis that 
antenatal education can increase self-
efficacy beliefs. Manning and Wright in an 
early study designed to increase self-
efficacy through a childbirth preparation 
course in America, gathered data on 
self-efficacy expectancies in 52 first-time 
mothers in three phases.31 Their results 
showed that self-efficacy expectancies 
affected behaviour in labour, as women 
with higher self-efficacy beliefs not only 
persisted longer without medication, but 
also used less analgesia overall. 

Crowe and von Baeyer reported similar 
findings from their Canadian study with 
30 women which examined a number of 
variables including childbirth knowledge, 
fears, locus of control, anxiety, expectation 
of pain and confidence in pain controlling 
ability.32 The results showed those who 
demonstrated higher confidence after 
antenatal classes reported a less painful birth. 

Sieber et al showed that self-efficacy scores 
increased after antenatal classes.33 However, 
as there was no control group with this study 
of 61 low-risk Swiss women, it was impossible 
to attribute this to class attendance.

One study with 146 Spanish women found 
knowledge to be the most influential factor 
in explaining self-efficacy beliefs, accounting 
for 12% variance in comparison with 
previous birth experience which accounted 
for only 4% variance.24

Ip et al carried out a randomised controlled 
trial (RCT) in 133 low-risk Chinese primiparas 
on a two-session education intervention 
designed to increase self-efficacy for 
childbirth.34 This was published after the 
2007 Cochrane review, so not included. 
They measured self-efficacy, pain, anxiety 

‘One study found that women 
with higher self-efficacy beliefs 
interpreted pain as less intense 
and distressing.’
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interventions for pain management’,2  
and on antenatal education designed 
to enhance self-efficacy and increase 
women’s positive experiences of childbirth. 

What does this mean for antenatal educators?
Self-efficacy theory suggests that antenatal educators may be able to help women 
who would like a normal labour by facilitating an increase in their self-efficacy beliefs. 
It also suggests that antenatal preparation would need to facilitate an increase both in 
a woman’s confidence in the efficacy of coping strategies and in her ability to perform 
them, since women consistently believe more in the effectiveness of coping behaviours 
than in their ability to perform them successfully in labour. 7, 9,23, 25, 34 Using Bandura’s 
theoretical principles,1 many self-efficacy enhancing techniques can be included in an 
antenatal course in order to help women become more confident in their ability to use 
pain-managing strategies:

Performance accomplishments

•  Build in regular practice of both cognitive (visualising, focusing, distraction) and 
behavioural (positions, massage, movement) pain-coping strategies.39

•  Ensure women have had enough practice to feel confident in a variety of breathing 
techniques, such as counting, SOS, visualising, vocalising, controlling. 

• Encourage women to practice pain-managing techniques at home.

Vicarious experience

•  Show or recommend video clips of other women managing labour successfully with 
the use of coping behaviours.

•  Tell positive birth stories where women have used pain-managing strategies to 
overcome challenging situations.

•  Discuss successful coping experiences with previous pain situations and suggest 
practising with any current pain experiences.

•  Invite previous course attendees who found the birth preparation helpful to visit the 
class and describe how they used it during labour.

•  Invite women who used both non-pharmacological and pharmacological pain relief to 
demonstrate how self-efficacy enhancing techniques are useful in different kinds of 
labour and can enhance experiences of women, however their labour develops.

Verbal persuasion

• Make positive statements (‘women’s bodies are designed to give birth’ etc).

•  Encourage women to explore and choose their own helpful affirmations (‘I can do this’, 
‘Just one more contraction’.)

•  Teach birth partners how to encourage the birthing woman sensitively 
and appropriately.

Physiological states 

• Teach, and encourage regular practice of, relaxation techniques and positive imagery.

• Help parents acquire calming skills by using relevant imaginary situations. 

•  Raise awareness about how stress and adrenaline levels can be mitigated by relaxation, 
loving touch and oxytocin-producing behaviours.

• Emphasise the value of a calm environment and positive language. 

•  Explore ways in which stress responses, such as rising heart rate, are often interpreted 
as precursors to failure, which undermines self-efficacy and impairs performance, and 
ways to reverse these responses. 

Techniques such as yoga40,41 and self-hypnosis,2 which work at both a cognitive and a 
behavioural level, are consistent with elements of antenatal preparation that self-efficacy 
theory suggests will be effective.
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and performance behaviours, and found 
that women in the experimental group 
who received the educational programme 
demonstrated higher levels of self-efficacy 
for childbirth, lower perceived anxiety and 
greater performance of coping behaviour 
during childbirth. However, only a low 
percentage of eligible women completed 
the trial, and only that group had their data 
included in the analysis, which weakens 
the quality of the study. This highlights the 
challenges when conducting antenatal 
education RCTs with pregnant women. 
Firstly, many do not want to be randomised 
to antenatal education programmes; they 
understandably prefer to choose their 
birth preparation29. Secondly, it is almost 
impossible for the intervention to be ‘blind’. 

Discussion

Many women find labour intensely 
painful.35,36 Antenatal education which 
includes preparing women for the strong 
sensations of labour involves consideration 
of psychological processes, yet the field of 
antenatal education has evolved with little 
reference to advances within psychology 
which attempt to explain how psychological 
factors influence experiences of anxiety and 
pain.37 Self-efficacy theory may be useful 
for childbirth educators, as it considers how 
individual teaching strategies map onto 
current and potential course content.

The kinds of preparation which self-efficacy 
theory suggests will be effective are all 
essential elements of NCT’s Signature 
antenatal courses, which are usually run 
over several weeks and have a substantial 
focus on labour and birth, in which 
preparation skills can be practised regularly, 
and positively reinforced by repetition 
and the teacher’s continuing affirmations. 
In addition, the theory’s emphasis on 
the importance of prior experiences 
(performance accomplishment) will 
match the experience of many childbirth 
educators who work with both first- and 
second-time mothers. 

Pain in labour is affected by many physical, 
social and emotional factors, many of which 
are not under the woman’s control. Antenatal 
educators will recognise the tension between 
encouragement or persuasion which builds 
women’s confidence and ‘setting women 
up to fail’. Bandura says: ‘It is more difficult 
to instil high beliefs of personal efficacy by 
social persuasion alone than to undermine 
it. Unrealistic boosts in efficacy are quickly 
disconfirmed by disappointing results of 
one’s efforts.’38

There is a need for more primary research 
studies, including RCTs, on ‘non-drug 

The Cochrane Collaboration overview of 
systematic reviews on pain management 
approaches2 only looked at interventions 
used during labour with the specific aim of 
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relieving pain, so antenatal education was 
not included. However, it should be noted 
that educational programmes to enhance 
self-efficacy are highly relevant as a ‘non-drug 
intervention’ and would potentially show 
benefits in terms of sense of control in labour, 
being low-cost and facilitating breastfeeding.  

NCT’s course objectives are so closely 
aligned with self-efficacy theory that it would 
be worth all antenatal educators being 
familiar with the relevant literature and 
reviewing their course content with the aim 
of increasing their client’s self-efficacy beliefs 
using Bandura’s four principal methods.


