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ARTICLE INFO ABSTRACT

Keywords: Objective: To investigate the association between women’s socioeconomic status and overall childbirth experi-
Childbirth experience ence and to explore how women reporting an overall negative birth experience describe their experiences of
Equity

intrapartum care.

Methods: We used both quantitative and qualitative data from the Babies Born Better (B3) survey version 2,
including a total of 8317 women. First, we performed regression analyses to explore the association between
women’s socioeconomic status and labour and birth experience, and then a thematic analysis of three open-
ended questions from women reporting a negative childbirth experience (n = 917).

Resuits: In total 11.7% reported an overall negative labour and birth experience. The adjusted odds ratio (OR) of a
negative childbirth experience was elevated for women with non-tertiary education, for unemployed, students
and not married or cohabiting. Women with lower subjective living standard had an adjusted OR of 1.70 (95% CI
1.44-2.00) for a negative birth experience, compared with those with average subjective living standard. The
qualitative analysis generated three themes: 1) Uncompassionate care: lack of sensitivity and empathy, 2)
Impersonal care: feeling objectified, and 3) Critical situations: feeling unsafe and loss of control.

Conclusion: Important socioeconomic disparities in women’s childbirth experiences exist even in the Norwegian
setting. Women reporting a negative childbirth experience described disrespect and mistreatment as well as
experiences of insufficient attention and lack of awareness of individual and emotional needs during childbirth.
The study shows that women with lower socioeconomic status are more exposed to these types of experiences
during labour and birth.

Tweetable abstract: Women with lower socioeconomic status are more exposed to negative experiences during
labour and birth.

Intrapartum care
Mixed method

Social inequality
Socioeconomic status

Introduction

Social inequality in health is a major public health concern [1,2] and
refers to systematic and enduring differences in health and longevity
across socioeconomic groups [3]. Those with longer education and good
finances live longer and have fewer health problems than those further
down the socioeconomic ladder [1]. However, social inequality in
health is not limited to differences between the haves and the have-nots,

it reaches across the entire socioeconomic hierarchy. The research
literature assigns a key role to the so-called social determinants of health
in shaping these inequalities, although it has proven hard to establish
causal effects, particularly for income [4]. However, despite limited
income inequality, universal access to social protection, welfare services
and equal access to healthcare, social inequalities in health are growing
even in the Nordic countries [5,6]. For instance, educational inequalities
in life expectancy after age 35 increased by 5.3 years in men and 3.2

Abbreviations: SES, Socioeconomic status; WHO, The World Health Organization; B3, The Babies Born Better Survey; MBRN, The Medical Birth Registry of
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years in women between 1960 and 2009 in Norway [7]. Income in-
equalities in life expectancy after age 30 increased for men in Denmark,
Finland, Norway, and Sweden and among women in Norway and Swe-
den between 1997 and 2017 [8].

The United Nations Sustainable Development goal number 3, Good
Health and Wellbeing, places special emphasis on improving the health of
women and children and reducing inequality in the distribution of
health services. The World Health Organization (WHO) recommends the
same standard of maternity care for all women [9]. Furthermore, the
WHO emphasises the importance of having a positive childbirth expe-
rience [10], which has shown to have both short- and long-term impacts
on the health and well-being of women and their families [11,12].
Despite these goals, women with a low socioeconomic status (SES) and
their children appear to be at increased risk of poorer maternal and
perinatal outcomes [13]; lower rates of breastfeeding [14], and higher
rates of postnatal depression [15], prematurity, low birthweight [16],
stillbirth [17] and neonatal mortality [18]. Additionally, disadvantaged,
and vulnerable women, including women with low SES, appear less
likely to report positive experiences of maternity care [19] and more
likely to report mistreatment and disrespectful care when compared to
more privileged women [20]. Despite this, the association between SES
and women’s childbirth experiences is still under-explored. Further-
more, to our knowledge no studies have had the primary aim to inves-
tigate the association between different socioeconomic factors,
including subjective living standard, and women’s overall childbirth
experiences.

To contribute to the knowledge gap on social inequality and
women’s childbirth experiences, we performed a study with the
following two aims: first, to investigate the association between
women’s SES and overall childbirth experience; second, to explore how
women reporting an overall negative childbirth experience describe
their experiences of intrapartum care.

Materials and Methods
Research design

This study is based on analysis of both quantitative and qualitative
data from the Babies Born Better (B3) survey version 2, including a total
of 8317 women. We first analysed the quantitative data, followed by the
analysis of the qualitative data for those found to have a negative
childbirth experience.

Setting

There were approximately 58,000 births in Norway per year and 45
birth units during the study period [21]. Maternity care, which is part of
the tax-funded public healthcare system, serves almost all women in
Norway, and is provided free of charge upon delivery. Women receive
universal care, guided by guidelines for level of care and referral.
Intrapartum care is organized at three levels; 1) Specialized obstetric
units, 2) Smaller obstetric units and 3) Alongside and Freestanding
midwifery units. Midwives attend all births. Due to the geography and
widely spread population, the maternity care services are characterized
by both centralization and decentralisation. About 45 % of births take
place in the five largest hospitals, whilst 19 units have less than 500
births per year [21].

Study population

All eligible women who had given birth in Norway from August 2013
to August 2018 could participate in the study. The current study sample
appeared similar compared to a population-based sample retrieved from
the Medical Birth Registry of Norway (MBRN) 2017 concerning age,
marital status, parity, mode of birth and place of birth, as reported
elsewhere by Vedeler et al. [22].
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The Babies Born Better survey

The B3 survey is an international self-recruited online survey (Sur-
veyMonkey®) examining women’s views on maternity care, designed to
be transferable across different contexts and cultural settings. It was
developed by consensus among international researchers and birth ac-
tivists participating in the COST-Action IS0907 and IS1405. Version 2 of
the B3 survey was open from March to August 2018. The survey was
actively promoted on social media, primarily on Facebook in relevant
groups such as: service user groups, support groups for pregnant women,
support groups for breastfeeding, support groups for babies and families.
The survey-link was widely spread and people themselves shared the
link or tagged friends who were in the target group.

The survey comprised 22 questions with sub-questions consisting of
four sections, including both closed- and open-ended response options
(Supplementary material S1). The first three sections comprised ques-
tions related to demographic, socioeconomic and maternal character-
istics. The fourth section included three open-ended questions designed
to elicit participants’ views on what worked well during their childbirth
experience and what they thought could have improved their experience
of care, and one option for further comments. Finally, they were asked
about their overall labour and birth experience using a single item
question, a 5-point Likert scale.

Variables

Women reported demographic, socioeconomic, and obstetric char-
acteristics mainly by selecting predefined categories, whilst number of
years of education was chosen from a drop-down menu. For analytical
purposes, predefined categories were merged, as shown in Table 1.

Main outcome: labour and birth experience

Using a 5-point Likert scale, women were asked about their overall
labour and birth experience Q19 How do you feel about your labour and
birth experience? (1 = It was mostly a bad experience, 2 = It was mostly quite
a bad experience, 3 = Some of it was good, some of it was bad, 4 = It was
mostly quite a good experience, 5 = It was mostly a very good experience).
The variable was trichotomised into a negative experience group (1 +
2), a mixed feelings group (3) and positive experience group (4 + 5).

Socioeconomic factors

SES was measured by education, employment status and subjective
living standard. The survey included two questions on number of years
in education: one for primary and secondary school and one for tertiary
education (university or university college.) However, due to possible
ambiguity in the Norwegian translation, only the latter could be used.
Education was thus dichotomised into non-tertiary education (primary
and secondary school) and tertiary education (university or university
college). Employment status was categorised into four groups:
employed/self-employed, student, unemployed and other.

Women'’s subjective living standards were measured using a 5-point
Likert scale. Q9: My living standard compared to people in the country I am
currently living in is: 1) much worse 2) worse 3) average, 4) better 5) much
better. The variable was trichotomised: low (1 + 2), average (3), and
high (4 + 5).

Demographic factors

Three demographic factors were included in the current study: age,
migration, and marital status. Age was coded in 5-year intervals with
exception of the first and last categories: younger than 24 and older than
35. Migration was a treated as a dichotomy indicating whether re-
spondents were born in Norway or not. Marital status was categorised in
two categories: married/cohabiting and other.
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Table 1

Sexual & Reproductive Healthcare 36 (2023) 100850

Characteristics of included respondents from the Norwegian B3-survey version 2 (N = 8317), Subjective living standard compared to a national Norwegian sample (N

= 56,533) from year 2017.

Subjective living standard*

Low Average High Study sample MBRN 2017**
N % N % N % % %

Maternal age at delivery
Mean (SD) 27.8 (5.3) 29.8 (4.7) 31.5 4.4 30.0 (4.8) 30.9 (4.9)
<24 years 178 29.3 718 12.7 93 4.8 12.0 11.2
25-29 years 208 34.2 2114 37.2 563 28.7 35.0 33.0
30-34 years 143 23.5 1905 33.6 856 43.6 35.2 35.3
>35 years 79 13.0 934 16.5 450 22.9 17.8 20.5
Migration
Born in Norway 560 90.8 5290 92.6 1813 91.7 92.2 -
Not born in Norway 57 9.2 425 7.4 164 8.3 7.8 -
Marital status
Married or cohabiting 488 83.1 5354 95.2 1937 98.3 93.7 93.7
Other*** 189 16.9 194 4.8 40 1.7 6.3 6.3
Education
Non-tertiary education 277 44.9 1308 229 198 10.0 78.5 -
Tertiary education 340 55.1 4407 77.1 1779 90.0 21.5 -
Employment
Employed/Freelancer 377 61.9 4492 79.8 1666 85.6 80.1 -
Unemployed 64 10.5 398 7.1 103 5.3 4.9 -
Student 95 15.6 461 8.2 122 6.3 8.1 -
Other 73 12.0 276 4.9 54 2.8 6.9 -
Parity
Primipara 292 47.5 2568 45.1 821 41.6 44.4 42.2
Multipara 323 52.5 3131 54.9 1152 58.4 55.6 57.8
Mode of birth
Vaginal birth 472 76.6 4259 74.7 1444 73.2 74.5 73.7
Vacuum or forceps 48 7.8 621 10.9 232 11.8 10.9 10.3
Planned caesarean 27 4.4 267 4.7 97 4.9 4.7 5.6
Emergency caesarean 69 11.2 555 9.7 199 10.1 9.9 10.4
Time to report
2018 134 21.8 1579 27.8 501 25.5 25.0 -
2017 178 28.9 1666 29.3 579 29.5 29.3 -
2016 115 18.7 1081 19.0 389 19.8 19.2 -
2015 98 15.9 609 10.7 244 12.4 13.0 -
2014 52 8.5 452 8.0 143 7.3 7.9 -
2013 38 6.2 297 5.2 107 5.5 5.6 -

*Subjective living standard was trichotomised from 1) much worse 2) worse 3) average, 4) better 5) much better to: Low (1 + 2) Average (3) and High (4 + 5).
**The Medical Birth Registry of Norway (MBRN) data from year 2017. Information about migration, education and employment is not collected in MBRN.

*** Single n = 382, In a relationship not cohabiting n = 112, Other (not specified) n = 29.

Missing data was: Maternal age n = 67, Migration n = 0, Marital status n = 7, Employment n = 3, Subjective living standard n = 8, Parity n = 22, Mode of birthn =19

and Time to report n = 47.
Obstetric factors

Parity was dichotomised in: ‘primipara’ and ‘multipara’. Mode of
birth included the following categories: vaginal birth, instrumental/
operative birth, emergency caesarean section and planned caesarean
section. Time to report referred to the time from the birth to the
women’s response to the survey.

Statistical analysis

All statistical analyses were performed in IBM SPSS Statistics v27.0
for Windows (IBM SPSS Statistics, IBM Corp., Armonk, New York, USA).
To quantify the main characteristics of the study sample, we performed
descriptive statistics using means (standard deviations) for continuous
variables and counts (percentages) for categorical variables. To examine
the association of socioeconomic status (SES) factors education,
employment, subjective living standard, and marital status with the
main outcome birth experience, we used a proportional odds ratio
model, which is a logistic regression model for more than two ordinal
categorical outcomes [23]. We thus avoided dichotomising the birth
experience variable, which could have led to a loss of information and
decreased statistical power [23]. To examine the proportional odds
property, we performed a test for parallel lines using the “test for parallel
lines” option in SPSS. The property of proportional odds across all

possible cut-points of the birth experience outcome were met for all
analyses with p-values > 0.05. All analyses were performed with and
without adjustment for age and time to report. We also considered parity
and mode of birth as adjustment variables, but by using causal directed
acyclic graphs and the online software DAGitty v2.3 [24], these vari-
ables were identified as intermediates rather than confounders. Associ-
ations are reported as odds ratios (OR) with 95 % confidence intervals
(Cn.

Qualitative analysis

The overarching research question for the qualitative analysis was:
How does women reporting an overall negative childbirth experience
describe their experiences? The qualitative analysis is based on the re-
sponses from the three open-ended questions: Q17: In the place where you
gave birth, what were the three most positive experiences of your care? What
do you think could have made your experience better? Q18: Imagine you are
talking to a very close friend or family member who is pregnant, and that she
can choose where to give birth to her baby. She asks you, whether she should
give birth at the same place as you did. Please answer her by finishing one or
both of the following sentences: You should give birth at the place where I did
because..., and: You should not give birth at the place where I did because. ..
Q20: Please write any comments you want to make here. These could explain
your answers in more detail or add any other information you would like us to
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know about your experiences with maternity care. By analysing all sub-
mitted comments in the analysis, our qualitative analysis aimed to
explore the women’s experiences in more depth. We worked inductively
and applied a reflexive thematic analysis as described by Braun and
Clark [25], searching across the data for patterns of differences and
similarities to generate themes.

Results
Characteristics of the study population

The study sample included 8317 women who had given birth in
Norway during the period 2013-2018 (see Fig. 1). The distribution of
background characteristics according to subjective living standard is
described in Table 1. Mean age was 30 years and 92.2 % were born in
Norway.

Total respondents to
the B3 Survey Version 2
N=11,037

—
Y

Final sample for the
Quantitative
analysis
n=8317

—>

—

A4

Final sample for the I

Qualitative analysis
Negative Birth
Experience
n=917

~

¥ 4

—_—
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Among respondents, 11.7 % reported an overall negative labour and
birth experience: ‘mostly a bad experience’ or ‘mostly a quite bad
experience’. The distribution of overall childbirth experience in a full
five-categorical scale is shown in Fig. 2. The distribution of overall la-
bour and birth experience within the various socioeconomic factors:
education, marital status, employment, and subjective living standard is
shown in Fig. 3.

Association between birth experience and socioeconomic factors

The proportional odds ratio model showed a strong association be-
tween SES and overall labour and birth experience (see Table 2). The
odds ratio of a negative birth experience was elevated for women with
non-tertiary education, not married or cohabiting, and for unemployed
and students. Furthermore, we found that women with lower subjective
living standard had an OR of 1.75 (95 % CI 1.49-2.05) for a negative

\

Excluded: Have not given
birth the last 5 years
n=5

A

4
\
Excluded: Have not

answered Q19
n=2715

~N

4

4

3

Excluded: Mixed or
Positive Birth experience
n=7335

b

4

\
Excluded: Have not

answered Q17, Q18 or Q21

n=35
4

.

y

Fig. 1. Flowchart illustrating inclusion in the study.
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Fig. 3. The distribution of women’s overall labour and birth experience within the various socioeconomic factors.
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Table 2
Crude and adjusted associations between socioeconomic status and birth experience * (N = 8317).
Crude Adjusted**
N % OR 95 % C.I. OR 95 % C.I.
Migration
Born in Norway 7671 92.2 Reference Reference
Not born in Norway 646 7.8 1.20 (1.02-1.41) 1.19 (0.92-1.57)
Marital status
Married or cohabiting 7787 93.7 Reference Reference
Other *** 523 6.3 1.54 (1.29-1.83) 1.38 (1.15-1.65)
Education
Tertiary education 6532 78.5 Reference Reference
Non-tertiary education 1785 21.5 1.33 (1.20-1.48) 1.46 (1.34-1.93)
Employment
Employed and Freelancer 6572 80.1 Reference Reference
Unemployed 389 4.9 1.38 (1.16-1.64) 1.46 (1.23-1.74)
Student 662 8.1 1.45 (1.24-1.70) 1.40 (1.19-1.65)
Other 569 6.9 1.23 (1.00-1.51) 1.22 (0.98-1.50)
Living standard*
Low 617 7.3 1.75 (1.49-2.05) 1.70 (1.44-2.00)
Average 5715 68.8 Reference Reference
High 1977 23.8 0.88 (0.79-0.98) 0.90 (0.80-1.01)

*Proportional odds ratio model, OR = odds ratio, CI = confidence interval.
**Adjusted for Maternal age and Time to report.

Single n = 382, In a relationship not cohabiting n = 112, Other (not specified) n = 29.
*Living standard was trichotomised from 1) Much worse 2) Worse 3) Average, 4) Better 5) Much better to Low (1 + 2) Average (3) and High (4 + 5).

Missing data was: Maternal age n = 67, Migration n = 0, Marital status n = 7, Employment n = 3, Subjective living standard n = 8, Parity n = 22, Mode of birthn =19

and Time to report n = 47.

birth experience, compared with those with average subjective living
standard. This association remained also after adjusting for maternal age
and time to report, adjusted OR 1.70 (95 % CI 1.44-2.00).

Qualitative findings

The qualitative analysis of the responses from women with an overall
negative labour and birth experience (n = 917) generated three themes:
1) Uncompassionate care: lack of sensitivity and empathy, 2) Impersonal
care: feeling objectified, and 3) Critical situations: feeling unsafe and
loss of control.

Uncompassionate care: lack of sensitivity and empathy

Across the whole dataset, respondents persistently emphasised a
basic need to feel cared for by experiencing staff empathy and
compassion. However, women with a negative birth experience
described how this basic need was not fulfilled for them.

Uncompassionate care could be experienced through condescending
attitudes and patronising behaviour from the healthcare professionals,
causing sense of disempowerment and lost dignity.

“I did not feel respected. Little empathy. They laughed at me and made me
feel unsuccessful as a birthing woman.”

The lack of sensitive, empathic, and compassionate care was also
revealed through stories describing separation from baby or partner.
They noted a lack of support and attention during the emotional diffi-
culties of being separated and feeling alone.

“After the birth, the baby was in intensive care on a respirator. No
midwives or nurses came to me to hear how the baby or I was doing after
the caesarean section. No one asked how I was doing or if I needed anyone
to talk to.”

The emotional strain of separation from the baby or partner required
support from midwives and nurses and the need to be met with
thoughtfulness and understanding. Absence of empathy in these situa-
tions could lead to significant emotional agony and feelings of vulner-
ability and loneliness.

Uncompassionate care was as also perceived as a structural matter: a

‘system’ failing to prioritise or recognise women’s emotional needs and
the psychosocial impact of women’s experiences.

“When birth is experienced dramatically, and the baby ends up in the
intensive care unit, I think there should have been a debriefing afterward.
Both parents had reactions after the experience.”.

“Care, knowledge, and adequate staffing are lacking due to lack of
management and poor organisation.”

Impersonal care: feeling objectified

Impersonal care encompassed the lack of recognition of childbirth as
a profoundly personal experience.

Not feeling seen or heard was a pervasive theme in the woman’s
responses. The sense of being objectified was a consequence of feeling
that one’s uniqueness and individuality was not acknowledged.

“I did not feel seen or heard during the labour or birth; the doctor kept
calling me the wrong name.”

Feeling objectified was also connected to feeling both neglected,
ignored, and even abused. To describe these experiences, women used
words and phrases such as feeling treated as an animal, an object, or a
thing, shouted at, loss of human rights, talked over my head and forgotten.
These situations could reinforce a sense of being degraded, loss of dig-
nity, and powerlessness.

“Unfortunately, I experienced that the last midwife inserted the catheter
against my will, refused me the birth position I wanted (for no reason),
and rolled her eyes when she heard the wishes for MY birth. I felt raped.”

Feeling objectified was also expressed as an observation and was often
followed by some advice for improvements from the respondents. This
seemed to be felt as an expression of general attitudes and routines and
less as directly offensive or a degrading act towards themselves as
individuals.

“Listen to the one who is actually giving birth, do not make everything a
routine, every-one is different.”

“It was not due to a lack of care from any individual health professional,
but rather the system that did not work because a lack of resources..”
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Some respondents noted that lack of needed care could be related to
a shortage of staff, strained resources and the way in which care was
organised.

“I do not think you get the follow-up you need; the whole department is
characterised by a shortage of time, with lousy follow-up, lack of info,
poor help with breastfeeding initiation, just stress.”

Another aspect of feeling objectified was the lack of shared decision-
making, which involved a sense of not being taken seriously or not
having real influence over one’s own body and wishes, desires, and
needs, or that basic rights were not recognised. It also included poor
information about procedures and consequences.

“I was induced without being informed of the consequences it would lead
to, felt the birth was characterised by the doctor being in a hurry due to
‘little amniotic fluid.”

However, there seemed to be a distinction between a lack of
involvement in decision-making and an explicit lack of obtaining con-
sent, or denial of expressed wishes:

“I wanted a late cord clamping, something the midwife did not listen to,
and she cut the umbilical cord before it had stopped pulsating because they
wanted to free up the delivery suite.”

Critical situations: feeling scared, unsafe and loss of control

To experience severe medical complications or emergencies such as
preeclampsia, premature birth, or an emergency caesarean section was
perceived as emotionally stressful and frightening. The handling of these
events could be crucial to women’s overall negative birth experiences.

Although some women felt well taken care of and expressed grati-
tude towards the healthcare professionals, the severity of these types of
situations was experienced as inherently difficult.

“I was well cared for during a caesarean section, but I was scared since it
was early in the pregnancy, so it was a bad experience.”

Trusting the midwives’ and doctors’ competence and knowledge was
crucial, as critical situations could become even more traumatic for the
women when they did not trust the staff or did not feel cared for
compassionately and respectfully:

“these hours were the worst because I felt alone, terrified, sure I was going
to die. I just remember it as if everything was black.”

Feeling vulnerable, confused, and worried could reinforce feelings of
being unsafe. Experiencing complications as emotionally stressful and
frightening might lead to feeling scared, unsafe and having a loss of
control, included fear for their baby or their own health and even fear of
dying.

The need for information and clear communication was vital. The
lack of information and poor communication skills among the health-
care professionals was perceived as very challenging when experiencing
complications and critical situations.

“Things got very hectic, and I never got to know why there were so many
in the room all the time. As I was being wheeled in for the caesarean, I
heard that the baby’s heart was beating far too fast. Then I was very
scared. I wish all the info was given along the way and that I should not
feel left out.”

Feeling uninformed was connected to feeling uninvolved by the
midwives or doctors, leading to confusion and loss of control. Improved
information, compassion and respectful care was considered key to
situational understanding and for women to re-establish a sense of
control. In this context, critical questions were raised about the care, the
healthcare professionals’ competence, and whether different decisions
or interventions could have improved women’s experiences and
outcomes.
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Discussion

In this study, we first investigated the association between women’s
socioeconomic factors and childbirth experience. Secondly, we analysed
the qualitative responses from all women who exclusively reported a
negative childbirth experience to gain deeper and more nuanced un-
derstanding of this important adverse outcome of childbirth.

Our findings suggest a strong association between women’s overall
childbirth experience and socioeconomic factors. Women who reported
lower SES (non-tertiary education, being unemployed, students and low
subjective living standard) and not married or cohabiting, were more
likely to experience a negative labour and birth experience compared to
those who reported higher SES (tertiary education, being employed, and
average or higher subjective living standard). Although several studies
have highlighted consistent inequalities and inequities in women’s ex-
periences with the maternity care system [19,20,26], few studies have
investigated the association between women’s SES and childbirth
experience. However, Henriksen et al. [27] found no significant asso-
ciation between marital status, education, or economic hardship and
negative birth experience. Whilst Waldenstrom et.al. [28] found that
negative birth experiences were more common among unemployed
women, no statistically significant differences were observed in educa-
tion. Additionally, to our knowledge, the association between subjective
social status (SSS) and birth experience has not been previously inves-
tigated, although SSS has been shown to be an important factor for
overall health [29,30]. However, one study [31] concluded that SSS
represents an important dimension of the relationship between SES
factors and postpartum physical and emotional health. Moreover, SSS
and the health outcomes examined were also independently and more
consistently associated than the relationship between conventional
measures of SES (income, education, and employment) [31].

The qualitative analysis of the women’s responses to the open-ended
questions generally revealed a shared feeling of insufficient attention to
emotional needs as very prominent for women reporting an overall
negative birth experience across different SES groups. These findings are
in line with other research on women’s negative labour and birth ex-
periences [27,32,33] and women’s expressed need for genuinely sup-
portive and caring healthcare professionals during labour and birth
[22,32]. Women in our study described a lack of empathy and
compassion and more profound difficulties when experiencing disre-
spectful care: feeling ignored, forgotten or patronising behaviour from
healthcare professionals, including lack of understanding and care when
experiencing critical situations and the agony of being separated from
their new-borns. They also voiced how the ‘system’ of impersonalised
care, not feeling seen or listened to and how lack of consideration of
personal wishes exerted an objectifying or even dehumanising effect.
Negative experiences also included feeling vulnerable and unsafe during
critical situations.

According to Bohren et al.’s [20] typology of disrespectful care and
mistreatment of women during childbirth, several of the qualitative
findings referred to above can be classified as mistreatment, particularly
with regard to three of the typologies: 1) Failure to meet professional
standard of care, here identified as lack of informed consent and shared
decision-making, not being informed, or having a real choice about
physical examination and procedures and feeling neglected or forgotten.
Meanwhile, 2) Poor support between women and provider was identified as
ineffective communication, lack of empathic, compassionate, and sup-
portive care, loss of autonomy and objectification. And 3) Health system
conditions and constraints were identified as lack of resources, stress at
the ward and staff shortage.

Our findings also raise two important issues. Firstly, the potential
lack of understanding among healthcare professionals of the conse-
quences of how their interactions are perceived by women during labour
and birth. Secondly, potential differences in health professionals’ in-
teractions with and care for women with lower SES. Vedam et al. [26]
found that women with low SES experienced mistreatment more
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frequently compared to women with moderate or high SES. A meta-
synthesis [19] found that vulnerable and disadvantaged women expe-
rienced judgemental and insensitive interactions, which led to stigma-
tisation and lack of agency. Negative interactions with healthcare
professionals may also contribute to othering and affect women’s sense
of self-worth [25]. Studies exploring disrespectful care during childbirth
from healthcare professionals’ perspective found that healthcare pro-
fessionals justified their actions as life-saving acts for mother and baby
(risk versus care) or being due to insufficient resources [34,35]. Several
women in our study also addressed organisational issues such as
shortage of staff, resources, and organisation of care as reasons for poor
care.

Further studies should investigate whether there are systematic
discrimination and differences in healthcare professionals’ interactions
and delivery of care to low-SES women and explore healthcare pro-
fessionals’ perceptions of mistreatment and disrespectful care in
different settings.

Clinical implications

The findings in our study are relevant, as social inequalities in health
continues to be overlooked, despite it being well-documented that social
determinants affect peoples’ health [36]. Notably, to address in-
equalities in the maternity care system and plan for equitable healthcare
services for all women, the maternity care system, midwives, doctors,
other healthcare professionals and policymakers must acknowledge the
existing differences in women’s childbirth experiences [37]. Moreover,
to promote high-quality care and empower all women during labour and
birth, it is critical to acknowledge women’s autonomy through a
mutually respectful relationship and promote individualised person-
centred care that acknowledges women’s emotional needs and posi-
tive childbirth experience as an important outcome for all women
[38-40].

Strengths and limitations

The current study has several strengths. First, the large study sample
allowed for precise prevalence and effects estimates. Second, the sample
of women appeared representative of the total population of women
giving birth in Norway (on a set of variables), yielding generalisable
estimates. Third, through a multimethod approach involving both
quantitative statistical analysis and reflexive thematic analysis, we have
reached a comprehensive level of understanding of social inequality and
women’s childbirth experiences.

There are also several limitations that need to be taken into consid-
eration. Unfortunately, information about migration, education,
employment has not been collected in MBRN. As such, we do not know if
our sample was also representative on these factors. Generally, online
survey studies have some methodological limitations, such as self-
selection bias and response and recall bias, which may contribute to
excluding some specific and marginalised groups. For example, the
proportion of migrant women was not representative.

The use of a single item question, the Subjective Living Standard
question, was due to the international context of the survey, designed to
be transferable and suitable across different social and economic con-
texts. However, it is not validated in the same way as more complex
measures, such as the MacArthur scale [41]. In further studies it might
be preferrable to use the MacArthur scale or a similar measure.

Conclusion

This study demonstrates that important socioeconomic disparities in
women’s childbirth experiences exist even in the Norwegian setting,
which has universal healthcare, and where inequalities are assumed to
be lower than for many other European countries. This was true for all
SES indicators, including low subjective living standard, non-tertiary
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education, and being unemployed. The qualitative data, which
allowed detailed exploration of the reasons for women’s negative labour
and birth experience, uncovered accounts of disrespect and mistreat-
ment as well as experiences of insufficient attention and lack of
awareness of individual and emotional needs during childbirth. The
study shows that women with lower SES are more exposed to these types
of negative experiences during labour and birth.

This reinforces the importance of acknowledging social inequalities
as an important factor in women’s experiences with the maternity care
services in high as well as low- and middle-income settings. It also
suggests that care provision is more likely to be equitable when tailored
to the needs of each individual, rather than being standardised for every-
one.
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