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Abstract 

 
In 2003 research was conducted in England (n = 738) to further our understanding of 
factors that relate to women’s longer-term appraisal of their birth experience. Women’s 
appraisals are likely to be influenced by the culture in which they give birth and the 
predominant norms at that time. To explore this further, the study was replicated in the 
Netherlands in 2004 (n = 1310), where a culture of birth at home is well established. It 
was hypothesised that Dutch women who had an emergency caesarean birth would look 
back more negatively on the experience than their counterparts in England. While there 
was some support for this hypothesis, more women in the Netherlands were found to 
look back negatively than women in England irrespective of mode of birth. Binary 
logistic regression models were constructed for each country and common factors for a 
negative appraisal were: emergency caesarean and instrumental birth; feeling that the 
baby’s life had been in danger; negative perception of the staff; and major health 
problems since the birth. Induction of labour and feeling that her own life had been in 
danger were also predictive of looking back negatively for Dutch women.  
Keywords 
birth; satisfaction; mode of delivery; perception of staff; Dutch; induction  
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Introduction  
 
Culture, history, politics and policy have led to very different ways of organising 
maternity care in different countries, but there has been limited research investigating 
how these different contexts relate to the way that women feel about their experiences 
of giving birth. In particular, the Dutch maternity care system is renowned for its high 
level of home births and its attitude towards birth as a normal physiological process 
rather than one requiring medical or surgical intervention. It is thus all the more 
surprising that minimal research has been carried out investigating Dutch women’s 
experiences of maternity care. Comparing Dutch and English women’s appraisal of 
their birth is the focus of this paper.  

 
Maternity care in England  
The National Health Service Act in 1946 and the subsequent provision of free maternity 
services heralded an increase in the popularity of hospital care with women. Prior to 
this, most babies were born at home with the support of the local midwife and/or 
General Practitioner (GP). Successive reviews of maternity services by the government 
(1;2) advocated the provision of hospital maternity care for increasing proportions of 
women. In 1980 it was recommended that home births be phased out altogether (3).  
In the 1980s, various lay and professional bodies argued against a single pattern of 
service, advocating that women should have more choice and that maternity care in the 
community was safe for low risk women (4;5). In 1992 there was a major governmental 
review of maternity services by the Health Committee of the House of Commons (6). 
The government responded with the publication of ‘Changing Childbirth’7 in which a 
blueprint for change was laid down, with choice, continuity and control for women its 
central themes. Despite over a decade of government policy promoting choice for 
women regarding place of birth (7-9), birth at home has remained a rare event occurring 
in only 2.6% of all births in 2005–06 (10). A community midwife in primary care 
provides the majority of antenatal and postnatal care. Most births take place in hospital, 
64% conducted by a midwife (10). If a woman is referred to an obstetrician, she 
continues to receive care from a midwife.  

 
Maternity care in the Netherlands  
The Dutch maternity care system has been heralded for its high rate of home birth (11).  
However, between 1965 and 1978 the rate decreased from 68.5% to 35.8% (12). It is 
likely that a number of factors contributed to this decline, including: an increase in use 
of technology; women’s preference (13); and access of hospitals to primary care givers 
who were not their employees (14). Also around this time, a selection system to 
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differentiate between women eligible for primary or secondary care was introduced 
(15). After a period of stability, the home birth rate decline further to 29.4% in 2002 
(16).  It varies regionally, being higher in rural populations and lower in urban districts.  
The current maternity care system in the Netherlands distinguishes between three levels 
of care: primary care provided by independent practicing midwives (in a few rural areas 
by GPs); secondary care provided by obstetricians in non-academic hospitals; and 
tertiary care in academic hospitals. Maternity care in the Netherlands is based on the 
assumption that pregnancy, birth and the postpartum period are in principle 
physiological processes that do not usually require intervention. Risk selection in 
pregnancy and during birth is performed by a midwife and based upon a national set of 
guidelines describing when to refer to or consult an obstetrician (17). If the course of a 
pregnancy is uncomplicated, a woman has a free choice in place of birth: home birth, 
birth in a midwife-led centre or a hospital birth with her primary caregiver. At home, a 
specialised birth assistant (‘kraamverzorgende’) will also be present during the second 
and third stages of labour (18). 
In 2001 approximately 85% of all pregnant women in the Netherlands started antenatal 
care in a primary care setting. Twenty-eight percent were referred to an obstetrician 
during pregnancy and 17% during birth (19). The result is that of all Dutch women only 
40% received all perinatal care from an independent midwife (20). Almost 70% of the 
referrals during birth took place during the first stage of labour. A woman who is 
referred during pregnancy does not receive any care from her midwife for the rest of the 
pregnancy or during birth. If a woman starts labour within primary care and is referred 
during the first stage of labour, in most cases her midwife will not continue to be 
present for the remaining period of the birth. However, if a woman is referred during the 
second stage of labour, she is often accompanied by her midwife to the hospital for 
general support.  

 
The current study  
We postulated that how women evaluate their birth experience is likely to be influenced 
by the culture in which they gave birth and the predominant norms at that time. In 2003 
research was conducted in England to contribute to our understanding of what factors 
relate to a woman’s appraisal of her birth three years later. To explore this further and 
identify which elements may be fundamental, irrespective of local culture, and which 
may be more culturally specific, the study was replicated in the Netherlands in 2004.  
Studies that have investigated women’s perception of the birth experience have 
collected data at different points in time. It has been suggested that data collected soon 
after the birth reflect the woman’s relief that the birth is over (21;22). Robinson (23) 
disputes the application of the ‘halo effect’ as an explanation of why women’s attitudes 
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towards their birth change over time. She asserts that initially woman want to believe 
that their carers had their best interests at heart but later, as they try to make sense of 
what happened to them, they find such an evaluation incongruent. The potential to re-
evaluate an event is increased as more time goes by. As one women in the Cambridge 
Fetal Abnormality Study said ‘you’re satisfied as far as you know’, going on to explain 
that this evaluation might change if new information came to light about action that 
should have been taken (24). Such re-evaluation can go either way.  

 
Hypothesis  
It was hypothesised that women in the Netherlands who had an emergency caesarean 
birth would be less happy looking back on their experience than women in England who 
also had an emergency caesarean.  

 
Methods  
Both studies surveyed women three years after giving birth, only excluding women if 
they were known to have experienced a perinatal death. Multi-centre research ethics 
approval was granted for the English study, but was not required for the study 
conducted in the Netherlands as no invasive procedures were involved. The methods for 
each study are described in turn.  
The English study followed women who had participated in a large prospective survey 
of women booked for care at one of eight maternity units: four in the south of England 
and four in the north of England. That study, known as ‘Greater Expectations?’, 
surveyed women who were due to give birth on or after the first of April 2000 (25). It 
examined the interrelationships between women’s expectations and experiences of 
decision-making, continuity, choice and control in labour, and psychological outcomes. 
‘Greater Expectations?’ replicated a study conducted in 1987 called ‘Great 
Expectations’ (26) with the aim of exploring how women’s expectations and 
experiences had changed in the intervening 13 years. Women were surveyed by postal 
questionnaire, twice antenatally and at six weeks postnatally in both ‘Great’ and 
‘Greater’ Expectations. The methodology for Greater Expectations? is described in 
further detail in Green and Baston (27). Of the respondents in 2000, 1266 were sent a 
follow-up questionnaire in 2003. Following one reminder, a total of 738 valid 
questionnaires were returned giving a response rate of 58%. Figure 1 summarises the 
time line.  
In the Netherlands study, eight primary care midwifery practices were randomly 
selected from the Dutch Midwifery Association Registration and invited to participate.  
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All agreed and 3200 women who had given birth in 2001 were sent a postal 
questionnaire; 1310 completed questionnaires were returned giving a response rate of 
44%. For further details of the methodology see Rijnders et al (28).  

 
Measures  
The English questionnaire was translated into Dutch by bilingual speakers. Additional 
questions were added that had either already been asked earlier of the English sample or 
were specific for the Dutch situation, for example, regarding referral to an obstetrician 
during pregnancy and birth or having had an trained birth assistant. Both questionnaires 
were purpose designed and comprised open and closed questions with multiple choice 
responses in the form of an A5 booklet. Questions were in sections and covered the 
index baby’s health and behaviour; previous pregnancies; the index birth experience; 
postnatal care and maternal health. The English follow-up study already had data 
relating to women’s expectations and experiences of birth. For the purposes of this 
paper, only those variables that were collected at three years or those that were 
sufficiently robust to have been collected at any time point, for example age, were used 
in the analysis.  
The primary outcome measure was a woman’s appraisal of her birth three years later. 
Women were asked ‘How do you feel when you look back on your experience of birth 
in 2000?’ (or 2001 in the case of the Netherlands). There were five response options: 
‘I’m very happy with the way things went’, ‘I’m quite happy with the way things went’, 
‘I have no particular feelings’, ‘I am quite unhappy with the way things went’ and ‘I am 
very unhappy with the way things went’. For the purpose of this analysis, women who 
were ‘very happy’ or ‘quite happy’ were grouped together and coded ‘happy’, and 
women who were ‘very unhappy’ or ‘quite unhappy’ were grouped together and coded 
‘unhappy’. Cross-tabulations of key covariates revealed that the small number of 
women who responded ‘no particular feelings’ did not consistently group with either the 
happy or unhappy women on a wide range of variables; hence, it was decided to 
exclude the women who had ‘no particular feelings’ from this analysis 27 (3.7%) 
English women and 56 (4.3%) Dutch women). This binary variable is referred to as 
‘looking back’.  
Mode of birth was coded: ‘planned caesarean (elective)’, ‘unplanned caesarean 
(emergency)’, ‘instrumental’ (vacuum (ventouse) or forceps), and ‘normal (vaginal)’.  
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Figure 1: Time line for the studies involved.  
 
Obstetric interventions were also considered, including: use of pethidine (or 
equivalent); having had an epidural in labour; and induction of labour. Women were 
also asked ‘Did you feel that your life was in danger at any time during the birth?’ and 
‘Did you feel that your baby was in danger at any time during the birth?’ The response 
options in both cases were: ‘yes’ and ‘no’.  
With regard to postnatal experiences, women were asked: ‘How has your health been 
since your Millennium baby was born?’ Response options were: ‘no problems’, ‘minor 
problems’, ‘major problems’, and ‘both minor and major’. (For analysis, the first two 
options were combined and compared with the last two.) They were also asked: ‘Do you 
feel that you had enough help generally, in the first few weeks after the birth?’ 
Response options were: ‘yes’, ‘no’ and ‘I can’t remember’ and, for analysis, ‘I can’t 
remember’ was excluded.  
Emotional well-being was also explored using the Edinburgh Postnatal Depression 
Scale (EPDS) (29) and the Rosenberg Self Esteem Score (RSE) (30). Each of these 
measures was dichotomised according to their authors’ positive screening criteria: more 
than 12 on the EPDS and less than 15 on the RSE. Women were also asked, ‘How do 
you feel about the way your body looks now?’ Response options were: ‘I am happy 
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with the way I look’, ‘I have no particular feelings’, and ‘I am unhappy with the way I 
look’.  
How women perceive their carers is known to influence their appraisal of the birth 
experience (for example, Waldenström, Hildingsson, Rubertsson, & Radstad) (31). In 
both studies women were asked to circle adjectives, from a list of 15, that described any 
of the staff who cared for them in labour. They could choose as many or as few words 
as they wanted. Eight of these words were negative (rushed, insensitive, unhelpful, off-
hand, rude, inconsiderate, bossy and condescending) and for the purpose of analysis, 
women were dichotomised into those who chose 30% or fewer negative words and 
those who chose more than 30%. Using a proportion controlled for the difference in the 
number of words chosen as described by Green, Richards, Kitzinger and Coupland (32) 
and 30% was chosen as the cut of to differentiate between women who had mixed 
feelings and those who were making a substantial negative appraisal. With the adjective 
check lists it was particularly important that the words were as close as possible to the 
English version, as there was no question to contextualise the words used. Hence, 
translation of the adjective check-list from English to Dutch was undertaken by official 
native-speaking translators in a forward and backward way. The procedure was 
undertaken by an officially licensed translation centre. This process was not considered 
necessary for the remaining instruments as the Dutch researcher was bilingual.  
A measure of how women perceived their child was taken from the question, 
‘Compared with other children, how easy would you say your child has been to look 
after?’ The three responses were dichotomised into ‘about the same and/or easier’ and 
‘much more difficult’. Women were also asked to circle adjectives which they felt 
described their child, from a grid of 16 (8 positive and 8 negative). Green et al (26) 
recommend using a ratio score to control for differences in the number of words chosen, 
and grouping of the ratios into 0–30% negative words and more than 30% negative 
words; that was therefore the procedure followed in the present study.  
When considering women’s evaluation of events, only those data that were collected at 
the same time point for both studies (three years after the index birth) were considered 
in the analyses to avoid the difficulty of interpreting data from the same questions but 
asked at different time points. For example, in the Greater Expectations? Study (25), 
women were asked how they felt they responded to the pain in labour six weeks after 
the birth. However, in the Dutch study (28), this question was not asked until three 
years after the index birth. This appraisal of how a woman felt she coped with her 
labour pain, although potentially important, was therefore not considered in this 
analysis.  
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Analyses  
 
Bivariate analyses were used initially to explore the hypothesis and describe the data, 
using chi-squared for categorical data and analysis of variance (ANOVA) for 
continuous data. The findings were further investigated using binary logistic regression 
and two models were constructed for women from England and the Netherlands, 
respectively, using data items that were common to both studies. Each model was 
constructed using a forward step-wise binary multiple regression whereby the 
programme determines the order of the variables to find the best fit. This method was 
chosen to ensure a consistent approach for all the models. Further analysis was 
undertaken to explore if the effect of the variables in the model was modified by 
country of birth. All analyses were conducted using SPSS version 15 (33).  

 
Results  
 
The characteristics of respondents are shown in Table 1. The two samples reflected 
national trends and demographics. They did not, however, represent women from 
minority ethnic groups; 97% of the sample in England were English and 95% of those 
in the Netherlands were Dutch. This is a well-documented shortcoming of the postal 
survey method (34;35).  The results of the bivariate analyses by country, including all 
women, are presented in Table 2. The numbers vary from 617 to 735 for the English 
data and 1134 to 1307 for the Dutch data because not all women answered all questions. 
The results of the question, ‘How do you feel when you look back on your experience 
of birth in 2000?’, prior to dichotomisation, are presented in Table 3. In both countries, 
the majority of women were ‘very happy’. However, a higher proportion of Dutch 
women than English women were either ‘quite unhappy’ or ‘very unhappy’ looking 
back.  
These analyses rely on women’s memories of their experiences. When asked ‘How 
clear are your memories of the birth in 2000/2001?’, 95% (n=699) of the English 
women and 93% (1208) of the Dutch women said that they had clear recall of events, 
with 19% (n=138) and 22% (n=282) of women, respectively, ‘often’ thinking about the 
birth.  
As expected, the emergency caesarean rate was significantly higher in England than in 
the Netherlands (Table 2), particularly for women having their first baby where it is 
more than double (20.3%) the rate in the Netherlands (9.3%) (χ2=7.1, df=3, p<0.001). 
The original hypothesis was that women from the Netherlands who had an emergency 
caesarean birth would be less happy looking back on their experience than women in 
England who also had an emergency caesarean. Table 4 shows cautious support for this 
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hypothesis: 48.6% of the Dutch women who had an emergency caesarean birth were 
unhappy looking back cf. 33.3% of the English women. This difference was of 
borderline significance (χ2=3,829 df=1 p=0.05). However, it was also evident that 
women in the Netherlands were less happy looking back than women in England for all 
modes of birth (except the small numbers having an elective caesarean section). 
 
Table 1: Characteristics of the respondents.  

 England 
n=738 (%) 

Netherlands 
n=1310 (%)  

p  

Age     

   Mean age  31.03  31.27  0.251 

   Age range  15–43  17–45   

Education     

   Degree/higher degree  193 (27.4)  487 (37)  <0.001 

   Professional/qualifications gained after  237 (33.6)  557 (43)  0.002 

   additional schooling     

   Qualifications gained at the end of compulsory  222 (31.5)  236 (18)  <0.001 

   schooling     

   No qualification  53 (7.5)  21 (2.5)  <0.001 

Marital status     

   Married or living as married  737 (94.6)  1301 (94.6)  0.964 

Parity     

   Primigravida 296 (40.1) 580 (44.3 0.065 

   Multigravida 442 (59.9) 729 (55.7)  
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Table 2: Results of bivariate analyses by country (all women).  

 
England  

n (%) 
Netherlands 

n  (%) 
p 

Mode of birth    

   Planned caesarean  58 (7.9) 92 (7.0) 0.489 

   Emergency caesarean  87 (11.8) 79 (6) <0.001 

   Instrumental birth  89 (12.1) 146 (11.2) 0.537 

   Normal birth  504 (68.3) 992 (75.8) <0.001 

Birth at home  22 (3.2) 443 (36.4) <0.001 

Labour induced  182 (24.8) 300 (25.0) 0.912 

Injection of Pethidine or similar  245 (37.0) 127 (9.7) <0.001 

Epidural in labour  237 (35.6) 70 (5.9) <0.001 

Felt life in danger during the birth  43 (5.9) 77 (6.0) 0.910 

Felt baby’s life in danger during birth  161 (21.9) 249 (19.4) 0.180 

Description of staff .30% negative  154 (21.1) 247 (19.3) 0.352 

Enough help with baby afterwards  609 (85.6) 1172 (91.8) <0.001 

Edinburgh postnatal depression scale (EPDS) .12  77 (11.5) 104 (8.5) 0.038 

Rosenberg self-esteem score15 or below (low 
self-esteem)  

84 (11.4) 73 (5.6) <0.001 

Description of child > 30% negative 237 (32.2) 281 (21.8) <0.001 

Child perceived as more difficult than others 103 (14.1) 78 (6.1) <0.001 

 
Further bivariate anaylses were therefore undertaken to explore this phenomenon.  
It was postulated that women who had an EPDS score >12 and/or lower self-esteem 
(score <15) three years after the birth might be more likely to evaluate their birth 
negatively. Bivariate analysis of EPDS by ‘looking back’ showed that women in the 
Netherlands with a high EPDS were significantly more likely to look back negatively 
(29.2% (n=28) than women with a low EPDS (16.7% (n=177) χ2=9.3, df=1, p=0.002). 
Although there was the same trend for women from England, 18.1% (n=13) versus 
10.9% (n=62), this did not reach statistical significance, probably due to smaller 
numbers (χ2=3.2, df=1, p=0.073). There was no association with self-esteem, as 
measured by the Rosenberg self-esteem scale, and ‘looking back’ for women from 
either country. Fewer Dutch women had a high EPDS score (8.5% (n=104) versus 
11.5% (n=77) [χ2=4.3, df=1, p=0.038]) and lower incidence of low Rosenberg scores 
(5.6% (n=73) versus 11.4% (n =84) [χ2=22.1, df=1, p<0.001]) than women in England 
three years after the index birth (Table 2). A complex picture was therefore emerging 
with women in the Netherlands having lower EPDS scores and higher self-esteem, yet 
with more having a negative evaluation of their birth compared to the English women. 
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Also, Dutch women were consistently more positive about their child than English 
women (Table 2).  
 
Table 3: How women feel looking back on the birth three years later by country. 

 
England  

n (%) 
Netherlands  

n  (%) 
p 

Very happy 347 (47.3) 719 (55.6) <0.001 

Quite happy 279 (38.1) 304 (23.5) <0.001 

No particular feelings 27 (3.7) 56 (4.3) 0.482 

Quite unhappy 52 (7.1) 140 (10.8) 0.006 

Very unhappy 28 (3.8) 75 (5.8) 0.052 

Total 733 (100) 1294 (100)  

 
Table 4: Unhappy looking back x mode of birth in England and the Netherlands. 

 Unhappy looking back 

 
England  

n (%) 
Netherlands  

n  (%) 
p 

Planned caesarean 6 (10.9) 17 (17.3) 0.303 

Emergency caesarean 28 (33.3) 36 (48.6) 0.050 

Instrumental birth 17 (21.5) 58 (44.6) <0.001 

Normal birth 29 (5.9) 107 (11.2) <0.001 

All modes of birth 80 (11.3) 215 (17.4) <0.001 

 
Binary logistic regression  
Variables were identified that could potentially relate to how women looked back on 
their experience three years after the birth based on clinical or theoretical concepts. We 
wished to focus on variables that might plausibly lead to a negative appraisal rather than 
co-occurring outcomes. For this reason EPDS score and descriptions of the child were 
not considered as candidates for inclusion in the regression models. Place of birth 
(home or hospital) was considered for inclusion. However, the English sample was not 
large enough for this analyses as only 22 women gave birth at home and none of them 
looked back negatively on the birth.  
Women who give birth at home in the Netherlands do not have access to any pain relief, 
and pain relief is also not actively advocated during birth in hospital. This contributes to 
a significant difference between the countries regarding the use of analgesia (Table 2). 
Differences were particularly marked for first-time mothers. For example, 57% (n=153) 
of English primigravidas had an epidural in labour compared with 9% (n=46) in the 
Netherlands (χ2=95.98, df=1, p<0.001). Similarly, 49% (130) of primigravida in 
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England had Pethidine in labour compared with 14% (n=76) of primigravida in the 
Netherlands (χ2=112.10, df=1, p<0.001).  
Another factor that could potentially influence women’s evaluation of their birth is their 
perception of safety during the process. Six percent of both English and Dutch women 
felt that their own life had been in danger (n=43 and 77, respectively) and 22% (n=161) 
of the English and 19% (n=249) of Dutch thought that their baby’s life had been in 
danger.  
Having identified relevant and comparable explanatory variables, bivariate analyses 
were undertaken with each, with ‘looking back’ as the dependent variable. The 
following variables were found to be significant for both samples: first birth, induction, 
epidural, pethidine, mode of birth, baby in danger, own life in danger, perception of the 
staff, and health since the birth. The variables how the body looks now and postnatal 
support were significant for the Dutch sample only, and education was significant for 
the English sample only. A variable was only included in the regression model if 
bivariate analysis was significant.  
Women who had an elective caesarean were excluded from the analyses as they had not 
experienced labour and therefore lacked data for a number of included variables. Two 
separate models were created for the English (Table 5) and the Dutch data (Table 6).  
Common factors contributing to a negative appraisal of the birth were: emergency 
caesarean and instrumental birth, feeling that the baby’s life had been in danger, 
negative perception of the staff and major health problems since the birth.  
 
Table 5: English model – binary logistic regression with ‘looking back negatively’ as 

the dependent variable (n=614).  

 B Sig OR 95% CI for OR 

    Lower Upper 

Mode of birth      

   Spontaneous vaginal Birth 
(reference) 

     

   Emergency caesarean 1.84 0.001 6.28 2.93 13.46 

   Instrumental birth 1.04 0.009 2.84 1.30 6.19 

Feeling baby’s life in 
danger during labour 

0.92 0.005 2.51 1.31 4.79 

Staff adjectives (more than 
30% negative) 

2.19 0.001 8.95 4.87 19.46 

Major health problems 
since the birth 

1.27 0.004 3.57 1.49 8.53 
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One variable that the English study does not have the equivalent of is being transferred 
from home to hospital in labour. If this is put into the Dutch model it makes a 
significant contribution (OR=3.36, CI 2.16–5.21, p<0.001).  
 
Table 6: Dutch model – binary logistic regression with ‘looking back negatively’ as 

the dependent variable (n=1023).  

 B Sig OR 95% CI for OR 

    Lower Upper 

First birth 0.051 0.016 1.66 1.10 2.50 

Labour induced 0.051 0.015 1.67 1.11 2.51 

Mode of birth      

   Spontaneous vaginal 
Birth (reference) 

     

   Emergency caesarean 1.54 0.001 4.66 2.45 8.84 

   Instrumental birth 1.33 0.001 3.78 2.28 6.26 

Feeling baby’s life in 
danger during labour 

0.92 0.001 2.50 1.65 3.80 

Feeling woman’s life in 
danger during labour 

1.33 0.001 3.76 1.90 7.44 

Staff adjectives (more than 
30% negative) 

1.31 0.001 3.69 2.45 5.56 

Major health problems 
since the birth 

0.49 0.038 1.63 1.03 2.59 

 

Discussion  
 
The relatively low response rates had the potential to skew the findings. However, the 
respondents reflected the demographics of the two countries and national trends. The 
only major demographic difference between the two counties were that the Dutch 
sample were more educated than the English. However, bivariate analysis of birth 
evaluation and education did not reveal a propensity for educated Dutch women to be 
more critical of their experience than English women. These data did not reflect the 
experiences of women from minority ethnic groups and this was the case for both 
samples.  
That women provided retrospective self-reports of obstetric interventions, might be 
considered a potential source of inaccuracy. However, the overwhelming majority of 
women reported having clear memories of their birth and there is multiple evidence that 
women are a reliable source of information regarding the details of their experience (36-
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38).  To compare the two cultures it was necessary to use the same variables, and where 
relevant, only those collected at the same time point. In doing so, however, the models 
subsequently developed were limited in terms of the variables they could include, due to 
the differences in the two methodologies. For example, in the Greater Expectations? 
Study (25), questions were asked antenatally regarding expectations and feelings which 
were potentially important factors in relation to how women felt looking back on their 
experience. Similarly, women were asked questions six weeks postnatally that captured 
their experiences of the birth while they were still relatively fresh in their minds. 
However, the Dutch study did not have such prospective data, therefore the analysis 
could only draw on women’s evaluations three years after the event. It was a 
considerable strength that the Dutch study was designed to replicate the English one and 
therefore used the same postnatal measures.  
Due to the different models of maternity care there were issues that would be 
particularly influential in one group but less prevalent in another. For example, in the 
English group only 22 women gave birth at home (compared with 435 Dutch women). 
However, there were no data regarding how many women who had planned to have a 
home birth were transferred to hospital in labour. This is known to be a potential source 
of disappointment for Dutch women in the short (11;40) and long term. (28) However, 
Wiegers et al.(12) did not find that intrapartum transfer from home to hospital 
influenced women’s appraisal of the birth three weeks postpartum. Further research is 
needed to clarify the impact of referral to hospital from home which should include the 
criteria used to make such decisions and women’s involvement in them.  
There may have been seasonal differences in women’s appraisal of the birth that impact 
on the results. Data were collected from women in the Netherlands in January whereas 
data collection form the English women took place in April. Although winter is known 
to influence the affect (41) this phenomenon was not reflected in other measures; for 
example, perception of their child, which was more positive in Dutch than English 
women (Table 2) and is unlikely to have had a significant impact.  
More women who gave birth in the Netherlands were negative about the way the birth 
went than women in the English sample. As they had not previously been involved in 
the study, as the English women had, perhaps this negative appraisal can be partly 
explained by their distance from the research seeing it as ‘a one-off’. For women in the 
English study, this was their fourth questionnaire, having received the first when they 
were pregnant and they may well have felt more connected to the findings and less able 
to be reproachful. In the Netherlands in 2000 and 2001 there was a serious shortage of 
midwives resulting in a higher case-load which might have affected the care given. 
However, data collected after this critical period also showed Dutch women to be more 
negative than Belgian women two weeks after birth (39). 
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The original hypothesis, that following emergency caesarean women in the Netherlands 
would be more negative, received cautious support, the finding being of borderline 
significance. Moreover, more Dutch women looked back negatively irrespective of 
mode of birth and this phenomenon persisted, even when obstetric interventions and the 
different way women might perceive the staff were taken into account. It is possible that 
their appraisal reflected their antenatal expectations. It has been suggested that to form a 
positive appraisal of birth depends on how well events lived up to expectations and 
studies have shown that when such expectations are fulfilled women report higher 
levels of satisfaction (12;42;43). The English may have lower expectations about how 
positive an experience childbirth can be. In a study of women who had given birth at 
home in the Netherlands, Johnson, Callister, Freeborn, Beckstrand and Huender (44) 
reported the empowerment and fulfillment that Dutch women attributed to childbirth 
and being a mother. In a study comparing Dutch and Belgian women’s experiences of 
birth (44). Dutch women had lower expectations and less positive experiences than 
Belgian women. Yet as Crow et al.(35) identified in their review of the literature 
regarding the measurement of patient satisfaction, despite the relevance of expectations 
in relation to satisfaction, only 20% of studies took these into consideration. This lack 
of prospectivity needs to be addressed in future evaluation of childbirth experience.  
A further consideration when reflecting on the responses to the looking back question, 
is how respondents interpreted the response options. It is possible that ‘the way things 
went’ was perceived differently by different groups. For example, to some women, the 
options may have led them to consider the outcome of the birth, rather than their 
experience of getting to that end point. The options could potentially have led some 
women to focus purely on the birth whereas others may have included their intrapartum 
and postnatal experiences in the evaluation.  
Redshaw (46) asserts that when women’s experiences of childbirth are evaluated they 
should have the opportunity to comment on the many aspects that contribute to their 
overall ‘satisfaction’; to commend and critique their care and carers. In the current 
study, choosing more than 30% negative words from the staff adjective check list three 
years after the birth was a strong predictor of a negative birth appraisal. Although the 
two samples were equivalent in the percentage of women giving a negative appraisal of 
the staff (c. 20%), this was more than twice as predictive of looking back negatively on 
the overall experience for English women as it was for Dutch women (OR 8.95 vs. 
3.69). Many studies have identified the contribution of supportive care to a positive 
evaluation of the birth (27;31,47-49). A woman’s expectations and perceptions of what 
constitutes support will also vary depending on her cultural norms (4;50). Whatever her 
culture, being ‘with woman’ necessitates tuning into her individual needs (51). 
Stadlmayr et al. (52) suggest that women at risk of developing a negative long-term 
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appraisal of the birth can be identified in the early postpartum period by taking account 
of their experience and perception of their intrapartum relationship with caregivers. 
However, describing the caregiver more positively or negatively three years postpartum 
does not necessarily reflect a positively or negatively perceived experience with the 
caregiver at the time of birth itself. It only implies that how a woman looks back at her 
birth three years later is associated with her perception of the caregivers involved. When 
the staff adjectives chosen in 2000 (six weeks after the birth) were compared with those 
chosen in 2003, it was observed that women had become more critical of the staff in the 
intervening three years.  
That having an emergency caesarean leads to a negative birth experience was supported 
by the outcome of previous research using multivariate analysis (21;28;53;54). Many 
other studies using bivariate analysis have found significant associations between 
emergency caesarean birth and dissatisfaction (25;26;55-58) when measured up to six 
weeks postpartum. In a large Australian study (59), 790 women were surveyed between 
eight and nine months after the birth and having an emergency caesarean was associated 
with dissatisfaction for both primiparous and multiparous women in univariate analyses. 
In a multivariate model, high exposure to intervention (which included emergency 
caesarean birth); limited role in decision-making; not enough information; and limited 
helpfulness of caregivers were the most predictive of dissatisfaction.  
Having an instrumental birth was also associated with looking back negatively on the 
birth. Saisto et al. (54) investigated the factors associated with tokophobia in 100 second 
pregnancies in Sweden. They found that emergency caesarean or vacuum extraction 
were the most important contributors to this subsequent dread of childbirth. In an 
Austrian study conducted by Schindl, Birner, Reingrabner, Joura, Husslein and Langer 
(60), instrumental birth was associated with a higher negative appraisal of birth than 
emergency caesarean both at three days after the birth and four months later. Maclean, 
McDermott and May (61) reported more distress during the birth and dissatisfaction 
with postnatal analgesia in women who had an assisted birth compared to other women. 
They also perceived themselves to be most at risk of serious injury.  
Fear that they or their baby might die in childbirth was a strong predictor of a negative 
birth appraisal three years later. It was not known to what extent the women in this 
study had a pre-existing fear. They may already have been suffering from symptoms of 
anxiety or pre-existing tokophobia. Odent (62) argues that fear of death is a common 
phenomenon even during physiologically efficient labours. A perceived threat to life 
during childbirth has also been associated with the development of post-traumatic stress 
symptoms (63) and post-traumatic stress disorder64 in non-caesarean births. Therefore, 
as significant predictors of persistent unhappiness with the way the birth went and with 
the potential to invoke mental ill health, further research is needed to explore and 
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account for this phenomenon so that strategies can be employed to prevent its 
occurrence.  
Induction of labour featured in the Dutch model showing that having labour started 
artificially resulted in a 1.67-fold increase in the odds of feeling unhappy with the birth, 
independent of mode of birth. In a large case-controlled study comparing women who 
had their labour induced with women who had a spontaneous labour (65) significantly 
more women in the spontaneous group were satisfied with their labour (79.5% versus 
70.4%, RR 0.89, CI 0.8–0.96, p=0.006). Having had major health problems since the 
birth was associated with an increase in the odds of a negative birth appraisal. The 
severity of any health problem was based on the woman’s perception. What constitutes 
a major problem to one woman may not be so for another. Research in Sweden (66) 
suggests that childbirth experience may have a long-term impact on women’s self-rated 
health. In the Dutch model being a primigravida was associated with a 1.66-fold 
increase in the odds of looking back negatively on the birth; first birth is frequently 
associated with a negative birth appraisal (31). 

 
Conclusion  
 
Common factors that contributed to a negative appraisal of birth in England and the 
Netherlands, respectively, were: unplanned operative birth, negative appraisal of the 
intrapartum carers, feeling that her baby’s life had been in danger and having had major 
health problems since the birth. In addition, for Dutch women, induction of labour, 
being a primigravida and feeling that her own life had been in danger, were also 
important factors. More Dutch women than English woman were found to be negative 
when they looked back on their birth experience three years later. These results should 
be interpreted with caution in view of the potential differences in the way that women 
from different cultures interpret the questions and their response options. Further 
prospective research is needed between the two countries that uses the same measures, 
collected at the same time that takes account of antenatal expectations, intrapartum and 
postnatal experiences and their evaluation.  
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