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Background: Both expectant mothers and their partners describe weaknesses in

ordinary parental preparatory professional support provided internationally and nationally

within Sweden. Therefore, it is necessary to develop the parental preparatory professional

support provided by midwives for expectant parents within Sweden. This study will

evaluate the effects on expectant parents of receiving a combination of an “inspirational

lecture” and “ordinary antenatal parental classes” compared with only “ordinary antenatal

parental classes.”

Methods/Design: This block randomized controlled trial included an intervention as a

pilot study, in which expectant parents were randomized for (1) the inspirational lecture

and ordinary antenatal parental classes (intervention group [IG]) (n = 66) or (2) ordinary

antenatal parental classes (control group [CG]) (n = 60). Data collection with repeated

questionnaires was conducted in the first week and 6 months after birth. Statistical

analyses were conducted for participant characteristics, differences between parents

within IG and CG, effects of the intervention, intention to treat, and internal consistency

of the included measurements.

Results: The intervention showed a tendency to be gainful for one out of four outcomes

related to birth experience, and parents’ perceived quality of parental couple relationship

consensus and sexuality and manageability. These results were more prominent for the

partners. Parents within both the intervention and control groups reported decreased

social support in the first 6 months after birth.

Conclusion and Clinical Implications: Overall, the concept of the inspirational

lecture in combination with ordinary antenatal parental classes as parental preparatory

professional support seems to be a valuable care intervention. However, this study was

a pilot study and the results should therefore be interpreted with caution. More research

is needed since childbirth and transition to parenthood are complex processes in need

of comprehension.

Keywords: transition, pregnancy, childbirth experience, parenthood, sense of coherence, couple relationship,

QDR36
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INTRODUCTION

Becoming parents for the first time is a major change of life
event (1), a transition that involves the physical endeavors of
pregnancy, birth, and breastfeeding (2) but also changes in social
roles and roles for the parental couple (1, 3, 4). Parents-to-be
can be unaware of the challenges posed by pregnancy, childbirth,
and parenthood (5). Negative experiences from childbirth are,
for example, associated with deterioration of maternal health
(6), development of postpartum depression (7), and problematic
bonding between mother and infant (8). The challenges of
transitioning to parenthood may result in decreased quality
within the parental couple’s relationship (3, 9–12), with increased
risk of separation (13). Positive experiences from birth are, on
the other hand, associated with women feeling empowered and
encouraged in their motherhood (14). Such positive experiences
have previously been described as related to themothers’ personal
strength and sense of control and coherence (15). Individuals’
ability to manage their own health and to cope with everyday
problems plays a key role in sense of coherence (SOC) (16), which
also seems to be affected by parents’ transition to parenthood
(9, 17, 18).

To handle the challenge of transition to parenthood, both first-
time mothers and partners need parental preparatory support,
particularly socially and professionally (19–21). However,
partners to first-time mothers describe that professional support
in counseling during pregnancy mainly focuses on the woman
and the physiological changes, and partners felt left out and
ignored (22). Also, professional support in antenatal parental
classes is mainly focused on physiological changes, while parents
want more focus on parenthood and partner relationships
(23). Internationally, antenatal parental classes are given various
names, such as expectant parent classes, antenatal parenthood
education, antenatal education, childbirth classes, and antenatal
classes. For this study, the term “ordinary antenatal parental
classes” is used.

To prepare for parenthood, first-time mothers describe the
importance of different kinds of professional support (19).
Professionals should support parents’ couple relationship during
the transition to parenthood (24), and such support could have
a positive effect on communication between the couple (19,
20). Professionals, such as midwives, who provide professional
support for parents need to have knowledge about parents’
supportive needs. They also need competence to be attentive to
parents’ individual needs (25, 26), since the parents may not be
able to express their needs themselves. Both professional and
social support has been described as interactive processes that
affect well-being and health (27, 28). However, social support
is offered within the individual’s social network and needs
to be based on working relationships and trust. Professional
support, on the other hand, is directly available but limited

Abbreviations: MoPPS scale, Mother Perceived Professionals Support Scale;
QDR36, Perceived Quality of Parental Couple Relationship Scale; MSPSS scale,
The Multidimensional Scale of Perceived Social Support; SOC-13, Sense of
Coherence, 13-Item Scale; MIRF scale, Mother to Infant Relations and Feelings
scale.

by professional domain and knowledge. Professional support
could be considered as a care intervention and should focus on
strengthening the individual’s access to social support (27).

Internationally, professional support offered during
pregnancy varies, depending on the country. For example,
some countries offer antenatal parental classes, while others
do not. International studies have also found that professional
support during pregnancy leads to increased knowledge and
better preparation for labor and birth (29) and improved infant
care (30). In Sweden, first-time mothers and partners are offered
professional support together during antenatal care and in-group
sessions (ordinary antenatal parental classes), mostly provided
by midwives (31). Research shows weaknesses in the professional
preparatory support offered to parents; therefore, it is important
to increase knowledge about such support. Since autumn 2012,
midwives who work in a hospital labor ward in central Sweden
have provided an inspirational lecture as a large-group parental
class for expectant parents. The purpose of the lecture is to
give the parents a more satisfactory preparation for birth and
safer experience during birth as well. Previous research on
parents’ perceptions of the lecture is that their ability to absorb
adequate information is increased by the pedagogically mediated
information provided through role-play by the midwives
(19, 20). Also, the humor used by the midwives who provide
the lecture makes the parents laugh at something they, in fact,
are nervous about (giving birth to a child). The laughter helps
the parents to relax and understand the information provided.
Besides this, parents perceive that the lecture facilitates their
understanding of how to prepare for birth and parenthood
together with their partner. This understanding facilitates the
parental couple’s ability to communicate with each other, which
contribute to their feelings of togetherness (19, 20). However,
there is no previous research on the effect of the inspirational
lecture on parents. Further research is therefore needed to gain
deeper knowledge about the effects of professional support for
expectant parents.

The present study tested the inspirational lecture as an
intervention to be provided in combination with ordinary
antenatal parental classes as parental preparatory support. The
aim of the present study was to evaluate the effects of expectant
parents receiving a combination of the inspirational lecture and
ordinary antenatal parental classes compared with expectant
parents receiving only ordinary antenatal parental classes. The
study was guided by hypotheses that the inspirational lecture in
combination with ordinary antenatal parental classes would have
an effect on first-time mothers’ and partners’ (1) birth experience
(primary outcome), (2) breastfeeding and skin-to-skin contact,
(3) perceived professional support, (4) perceived quality of the
parental couple’s relationship, (5) perceived social support, (6)
sense of coherence, and (7) parent-to-infant relations and feelings
(secondary outcomes).

METHODS

Trial Design and Participants
This is a randomized control trial that was performed as a
pilot study with a follow-up design (32). Participants were
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randomly assigned in blocks (i.e., through block randomization)
to one of two groups and received professional support through
(1) the inspirational lecture provided by midwives as a large-
group parental class in combination with ordinary antenatal
parental classes provided by midwives (intervention group) or
(2) ordinary antenatal parental classes provided by midwives
(control group).

Participants gave their consent before randomization. To
select trial participants, the following inclusion criteria were used:
(1) first-time mother with her partner, (2) singleton pregnancy
between gestational weeks 24 and 35, (3) intention to give birth
at the county hospital, and (4) ability to understand and speak
the Swedish language. The sampling plan was predisposed by a
time aspect, which was to recruit participants betweenMay 1 and
June 1, 2015. Therefore, a consecutive sampling was performed
to recruit all of the parents who met the inclusion criteria over
the specific time interval (32). Based on calculations, we intended
to include 200 expectant parents (expectant first-time mothers
n = 100; partners n = 100) within this study. In total, we
targeted 100 parents for the intervention group and another 100
parents for the control group, which corresponds to an allocation
ratio of 1:1. Furthermore, we targeted an equal randomization
regarding gender since the two parents within the same parental
couple were randomized to the same group (intervention or
control group).

Settings
This study was conducted in a county in southwestern Sweden,
consisting of urban, suburban, and rural districts. The county
hospital labor-ward sees an average of around 3,500 births
per year. Within this county, as well as nationally in Sweden,
pregnant women are offered professional support free of charge
through the Swedish public primary healthcare system (31).
Within the setting for the present study, professional support is
offered within midwifery care in terms of prenatal assessments at
antenatal units and ordinary antenatal parental classes.

Stratification, Randomization, and
Participant Recruitment
Eligible parents who met the inclusion criteria were provided
information about the study from midwives who worked at the
three antenatal units. The information was provided both orally
and in writing to the parents during a routine control (prenatal
assessment) with the midwife. Among those parents who agreed
to participate in the study, block randomizationwas performed to
allocate the participants into groups that resulted in equal sample
sizes. We used an intention-to-treat approach since we aimed to
keep participants who were randomized in the groups to which
they were assigned. To achieve this, a box was presented that
included sequentially numbered sealed envelopes with either (1)
a ticket for both the inspirational lecture and a ticket for ordinary
antenatal parental classes (IG) or (2) a ticket to ordinary antenatal
parental classes (CG). The midwives who handled the sealed
envelopes did not know which envelopes contained a ticket to the
inspirational lecture and which envelopes did not. To participate
in the inspirational lecture, a ticket was needed, which made it
possible to control that only those parents included in the IG

received the intervention. The randomization was carried out
directly after the parents had agreed to participate. The midwives
were instructed beforehand to provide the parents with envelopes
in numbered order, starting with the lowest number. This was to
ensure that the randomization was correctly performed without
impact by the midwives. The midwives noted the number of the
specific envelope on the specific parent’s completed consent form.
This was to control for whether the parent was randomized to an
IG or CG. A flow diagram of how parents were allocated to the
IG and CG is shown in Figure 1.

Intervention
The intervention consisted of the inspirational lecture as a
parental class for expectant parents provided as a complement
to the ordinary antenatal parental classes. The intervention

group (IG) consisted of parents who received a combination
of the following: (1) the inspirational lecture as a large-group
parental class provided by midwives and (2) ordinary antenatal
parental classes provided by midwives at antenatal units. The
CG consisted of parents who received only ordinary antenatal
parental classes provided by midwives at antenatal units. The
intervention will be explained in detail below.

The Inspirational Lecture
For the intervention, the hospital introduced the inspirational
lecture as a large-group parental class for expectant parents.
The lecture was originally developed and provided at another
hospital that was not included in this study. At the time of this
study, the inspirational lecture was not provided elsewhere within
Sweden (except at the hospital that developed the lecture). In
total, four midwives were trained as providers of the inspirational
lecture at the hospital. Those four midwives were taught to
provide the lecture in pairs, which gave two pairs in total.
The inspirational lecture is a professional support provided
by midwives for expectant parents as a large-group lecture.
During the inspirational lecture, midwives who work within
antenatal and/or labor care explain how parents can prepare
for birth. The information is focused on normal birth and
how parents can strengthen their individual as well as mutual
skills as a parental couple to be able to handle the challenges
that come with childbirth (labor). For example, midwives strive
to present childbirth (labor) as a normal life event that the
parents themselves can prepare to cope with. The midwives use
a pedagogical approach that includes role-playing to increase
the parents’ understanding. By role-playing, the midwives who
provide the inspirational lecture illustrate the pregnant woman’s
and the partner’s perspective. This is to make both perspectives
visible and to emphasize the value of each as well. The
inspirational lecture lasts for 2 h. Within the present study, the
inspirational lecture was provided on two specific dates for the
parents who were randomized for the IG. Only expectant parents
who were in the IG received the inspirational lecture.

Ordinary Antenatal Parental Classes
According to routines already established within the setting,
ordinary antenatal parental classes were offered to expectant
parents. These classes were given in accordance with the national
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FIGURE 1 | Flow diagram of participation allocation, follow-up, and data analysis in the randomized controlled trial.

Swedish guidelines (31). For the intervention within the present
study, these classes were included, without any changes from how
they already were provided for expectant parents. Midwives at
antenatal units provided these parental classes four to five times
during pregnancy, in groups of six to eight parental couples and
one midwife. During these classes, parents were provided with
information about pregnancy, labor, breastfeeding, parenthood,
and relationships between parents.

Measurements and Data Collection
The primary and secondary outcomes were measured at (1)
first week (Q1) and (2) 6 months after birth (Q2). Q1 was
provided to the parents by the midwives at the postnatal ward
of the hospital. The parents answered Q1 in paper format. The
parents filled out Q2 using the web-based computer system
titled Education Survey Automation Suite (EvaSys). Q2 was sent
to the parents via email 6 months after the birth. For those
participants who did not answer Q1 or Q2, one reminder was
sent at each of the time points. The primary outcomes were the

parents’ birth experience measured by questions selected from
the short version of the intrapartal-specific QPP questionnaire
(QPP-I) (33) at Q1 and Q2. To assess parents’ perceived birth
experience, four questions (items) were included: “I had a positive
birth experience”; “I had a normal birth”; “I perceived that I
had control during birth”; and “I perceived myself being safe
during birth.” Each item was a four-point response scale ranging
from 1 (“I do not agree at all”) to 4 (“I completely agree”).
Two questions that concerned the subjective importance of the
parents’ birth experience were also included from the QPP
questionnaire: “This is how important it was to me to have a
positive birth experience” and “This is how important it was
to me to have a normal birth.” Each item was a four-point
response scale ranging from 1 (“of little or no importance”) to
4 (“of the very highest importance”). In total, six items were
included within Q1 and Q2. All the items included also a
“not applicable” response alternative. Each item was calculated
separately within this study; the higher the score, the more
positive the experience (Table 1).
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TABLE 1 | Measurements and time of measurements.

Measurements First week after

childbirth (Q1)

Six months after

childbirth (Q2)

Socio-demographic characteristics X

Birth experience X X

Breastfeeding X X

Skin-to-skin contact X

Mother Perceived Professionals

Support scale (MoPPS scale)

X

Sense of Coherence (SOC-13) X X

Quality of Dyadic Relationship

(QDR36)

X X

The Multidimensional Scale of

Perceived Social Support (MSPSS)

X X

Mother to Infant Relations and

Feelings scale (MIRF-scale): First

section: Parent’s perceived relation to

the child

Second section: Parent’s perceived

feelings for the child

X X

Socio-demographic characteristics: age; gender; employment; perceived economy.

Birth experience: 6 items calculated separately. Each item score range 1–4, the higher the

score, the more positive birth experience.

Breastfeeding: 3 items concerning whether or not the mothers were breastfeeding, as

well as exclusive and partly breastfeeding.

Skin-to-skin contact: 1 item concerning the parent’s skin-to-skin contact with the child

during the child’s first period of alertness after birth (first 2 h after birth).

Mother Perceived Professionals Support scale (MoPPS scale): 8 items. Index is the sum

of all items. Index score range 8–56, the higher the score, the stronger the perceived

professional support.

Sense of Coherence (SOC-13): 13 items, divided into three dimensions: Comprehensibility

(5 items); Manageability (4 items); Meaningfulness (4 items). Index is the sum of all items.

Index score range 13–91, the higher the score, the higher Sense of Coherence.

Quality of Dyadic Relationship (QDR36): 36 items, divided into five dimensions (score

range 1–6): Dyadic Consensus (11 items); Dyadic Cohesion (4 items); Dyadic Satisfaction

(11 items); Dyadic Sensuality (5 items); Dyadic Sexuality (5 items). Index is the sum of

mean values from all dimensions. Index score range 5–30, the higher the score, the higher

perceived quality of dyadic relationship.

The Multidimensional Scale of Perceived Social Support (MSPSS): 12 items, divided into

three dimensions (score range 1–7): Family (4 items); Friends (4 items); Significant others

(4 item). Index is the sum of all items. Index score range 12–84, the higher the score, the

higher perceived social support.

Mother to Infant Relations and Feelings scale (MIRF-scale): First section (Parent’s

perceived relation to the child): 7 items. For first-time mothers index is the sum of all

items, index score range 7–49. For partners index is the sum of 6 items (question about

breastfeeding excluded from index), index score range 6–42. The higher the score, the

stronger perceived relation to the child. Second section (Parent’s perceived feelings for

the child): 7 items. Index is the sum of all items. Index score range 7–49, the higher the

score, the stronger perceived parent’s feelings for the child.

The secondary outcomes were data of obstetric and neonatal
outcomes collected from electronic medical records and
psychometric scales measuring psychosocial variables. Data
for birth (obstetric and neonatal) outcomes were collected
through the first-time mothers’ hospital medical records. Data
of obstetric outcome included duration of labor (hours between
onset of contractions/labor start and birth); dilation of the
cervix (centimeters) when arriving at labor ward; type of
birth (spontaneous vaginal birth, vacuum extraction, forceps, or
cesarean section); and gestational week at birth. Data on neonatal
outcomes consisted of the Apgar score. Questions concerning

breastfeeding were included within the questionnaires. The
first-time mothers responded to questions whether they were
breastfeeding (1) during the child’s first period of alertness (first
two hours after birth); (2) at one week and six months after birth;
and (3) exclusively (child was given only breastmilk) or partly
(child was given both breastmilk and formula). Included within
Q1 was also a question about skin-to-skin contact between the
parent and child during the child’s first period of alertness (first
2 h after birth): “Did you have skin-to-skin contact with your
child during his/hers first period of alertness after birth?” Response
alternatives were “yes,” “no,” or “I do not remember” (Table 1).

All psychometric instruments included within the
questionnaires were available in Swedish, and most of them
have been validated previously with good internal consistency.
TheMoPPS scale (Mother Perceived Professionals Support scale)
is a seven-graded Likert scale, ranging from 1 to 7, developed
to assess mothers’ perceived experiences with professional
support (34). The scale is validated through interviews with
parents (22, 35–38). The scale consists of one question about
how professional support from healthcare professionals,
such as midwives, is perceived. This question is followed
by eight statements, such as “sensitive/not at all sensitive,”
“understanding/not at all understanding,” and “were calmed/were
stressed.” The index was a calculated summary of the total score
of the eight items. The higher the score, the more positive the
perceived experience with professional support. Within the
current study, the MoPPS scale was used to measure parents’
perceived experiences with professional support from both (1)
healthcare professionals at the labor ward and (2) healthcare
professionals at the postnatal ward (Table 1).

To assess the parents’ perceived quality of parental couple
relationship, the validated Quality of Dyadic Relationship
(QDR36) scale was used (3, 39). QDR36 consists of 36 items
scored with Likert scales from 1 to 6. The scale covers
five dimensions: Dyadic Consensus, Dyadic Cohesion, Dyadic
Satisfaction, Dyadic Sensuality, and Dyadic Sexuality. The index
score is the total sum of the mean values from the separate
dimensions; the higher the score index, the stronger the person’s
estimated perceived quality of couple’s relationship (Table 1).

To assess parents’ perceived social support, the Swedish
version (40) of the Multidimensional Scale of Perceived Social
Support (MSPSS) (41, 42) was used. The scale used within this
study was previously validated among women with hirsutism
and nursing students (40). In total, the scale consists of 12 items
(seven-point Likert scales ranging from 1 to 7) that cover three
dimensions: family, friends, and significant others. The index is
calculated by summarizing the total score for all items; the higher
the score, the stronger the perceived social support (Table 1).

To assess the parents’ sense of coherence, the validated
Swedish version of the SOC-13 was used (43). The SOC-13
consists of 13 items scored with Likert scales ranging from 1 to
7 (16, 44). The scale covers three dimensions: comprehensibility,
manageability, and meaningfulness. The index score is the total
sum of all items; the higher the score, the higher the person’s
estimated sense of coherence (Table 1).

The seven-graded Likert MIRF scale (Mother to Infant
Relations and Feelings scale) (ranging from 1 to 7) was used
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to assess the parents’ relation toward and feelings for their
child (34, 45–47). The scale is validated through interviews with
parents (34). The MIRF scale consists of two different sections
that assess (1) the parent’s perceived relation to his/her child
and (2) the parent’s perceived feelings for his/her child. Within
the first section, the parent’s perceived relationship to the child
is assessed through seven different statements, such as: “I talk
a lot with my baby/I do not talk at all with my baby” and “I
enjoy resting when my baby is with me/I enjoy resting when my
baby is with someone else” and so on. The index is calculated
by summarizing the seven items; the higher the score, the
stronger the perceived relation to the child between the parents.
The first section of the MIRF scale includes a question about
breastfeeding: “I enjoy breastfeeding/I do not enjoy breastfeeding.”
For the first-time mothers, this question is included within
the index score, plus it is calculated and analyzed separately.
For the partners, the question regarding breastfeeding was not
included in the calculation of the score index for the partner’s
perceived relation to his/her child. For analysis, the variable that
describes the first section of the MIRF scale is named “Parent’s
perceived relation to the child.” Within the second section of the
MIRF scale, the parent’s feelings for his/her child are assessed
with a question concerning the parent’s perceived contact with
the child. Seven different items (seven-graded response rate,
ranging 1 to 7) constructed of opposing word pairs follow
the question: “warm/cold,” “secure/insecure,” “close/distant,”
“confident/unconfident,” “stable/unstable,” “easy/difficult,” and
“pleasant/unpleasant.” The index is calculated by summarizing
the seven items. The higher the grade, the stronger the parent’s
perceived feelings for the child. The variable that describes the
index score of the second part of the MIRF-scale is named
“Parent’s perceived feelings for the child” within the current study
(Table 1).

Socio-demographic characteristics were self-reported within
Q1 (Table 1). Before the current study, two pilot studies were
conducted to test parents’ experiences form responding to
questionnaires in paper and web-based form. The results of
the pilot studies showed that the information included in the
questionnaires and the composition of the same was generally
understandable and manageable.

Data Analysis
Statistical analyses were conducted using the Statistical Package
for the Social Sciences (SPSS) version 22 (IBM, Corp, Armonk,
NY, USA). Descriptive statistics were conducted to describe the
socio-demographic characteristics of the participants. The index
and dimensions for the measurements were presented as a mean
(M) and dispersion by standard deviation (SD) (Table 2). To
analyze the questionnaires and the effects of the intervention
on first-time mothers and partners, the Mann–Whitney U-test
was performed. To analyze differences between parents within IG
and CG, the Mann–Whitney test was used for ordinal variables,
and the chi-squared test was performed for discrete variables.
Cohen’s guidelines were used to interpret clinical change when
a significant result was achieved from Mann–Whitney; the effect
was defined as small (η2 > 0.01), medium (η2 > 0.06), or
large (η2 > 0.14) (48). Analyses were carried out for first-time

mothers and partners separately, as well as mutually as a group
of parents within the IG or CG. Intention-to-treat analysis was
performed for comparison of changes over time within groups
using the non-parametric Friedman’s test for the continuous
variables: birth experience, QDR36, MSPSS, and SOC-13. The
Wilcoxon signed-rank test for post hoc testing was performed
after a statistically significant Friedman’s test. To evaluate the
internal consistency for the index of the scales, MoPPS, QDR36,
MSPSS, SOC-13, parent’s perceived relation to the child, and
parent’s perceived feelings for the child, Cronbach’s alpha was
calculated. P≤ 0.05 were considered significant, and p≤ 0.1 were
interpreted as tendencies.

Ethical Considerations
The Regional Ethical Review Board in Gothenburg, Sweden,
approved this study (Dnr: 275–15). All participants were
provided with information about the study and their right to
withdraw their participation at any time. The participants gave
written consent. Before data analysis, each questionnaire was
stripped of identifiers and coded. Also, the results are reported
on a group level, which makes it impossible for the reader of this
article to identify the answers of a specific participant.

RESULTS

Eligible for analysis were first-time mothers and partners who
responded to questionnaires at Q1 (IG first-time mothers n =

24, partners n = 19; CG first-time mothers n = 28, partners n
= 23) and Q2 (IG first-time mothers n = 23, partners n = 10;
CG first-time mothers n = 22, partners n = 12), as presented in
Figure 1.

The socio-demographic characteristics of the participants
are described in Table 2. A significant difference was observed
between first-time mothers’ age in IG and CG. No further
significant differences were observed between the two study
groups (results are not presented in tables). The index and
dimensions were calculated for the different measurements
included within this study; the results are presented in Table 3.

Effects of the Intervention for First-Time
Mothers and Partners
In relation to the primary outcome, the results showed a tendency
to a positive effect from the intervention on the first-time
mothers’ feelings of having control during birth at Q1 (U= 90.0,
p= 0.096) with a large clinical effect size (Table 4).

In relation to the secondary outcomes, the results revealed that
parents within the CG reported significantly stronger perceived
support than parents within the IG (U = 224.5, p = 0.011)
with a large effect size. Furthermore, the results revealed that
the intervention had a significant positive effect on parents’ (IG)
perceived dyadic sexuality (dimension within QDR36) at Q2 (U
= 366.5, p= 0.033) with a large effect size. Parents within the IG
reported a stronger manageability (dimension within SOC-13) at
Q1 (U = 389.5, p = 0.048) with a large effect size. Also, there
was a tendency for a positive effect of the intervention on parents’
(IG) SOC-13 index at Q1 (U = 405.0, p = 0.077), with a large
effect size (Table 4).

Frontiers in Public Health | www.frontiersin.org 6 July 2020 | Volume 8 | Article 285

https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.frontiersin.org/journals/public-health#articles


Thorstensson et al. Professional Support for Expectant Parents

TABLE 2 | Overview of characteristics for first-time mothers and partners within the intervention (IG) and control group (CG) at different times (Q) throughout the study.

IG CG

First-time mothers

(n = 24)

Partners

(n = 19)

First-time mothers

(n = 28)

Partners

(n = 23)

n (%) n (%) n (%) n (%)

Age

≤25 years 9 (37.5) 1 (5.3) 2 (7.1) 1 (4.3)

26–34 12 (50.0) 6 (31.6) 15 (53.6) 4 (17.4)

≥35 2 (8.3) 2 (10.5) 4 (14.3) 7 (30.5)

Missing 1 (4.2) 10 (52.6) 7 (25.0) 11 (47.8)

Marital status

Cohabiting 16 (66.7) 16 (84.2) 16 (57.1) 15 (65.2)

Not cohabiting 2 (8.3) 1 (5.3) 0 (0) 0 (0)

Missing 6 (25.0) 2 (10.5) 12 (42.9) 8 (34.8)

Perceived economy, at Q1

Very good 3 (12.5) 4 (21.1) 0 (0) 1 (4.3)

Good 10 (41.7) 9 (47.4) 14 (50.0) 11 (47.8)

Sufficient 5 (20.8) 4 (21.1) 2 (7.1) 3 (13.0)

Strained 0 (0) 0 (0) 0 (0) 0 (0)

Missing 6 (25.0) 2 (10.4) 12 (42.9) 8 (34.9)

Perceived economy, at Q2

Very good 2 (8.3) 3 (15.8) 1 (3.6) 1 (4.3)

Good 8 (33.3) 3 (15.8) 15 (53.6) 6 (26.2)

Sufficient 11 (45.9) 4 (21.1) 6 (21.4) 4 (17.4)

Strained 2 (8.3) 0 (0) 0 (0) 1 (4.3)

Missing 1 (4.2) 9 (47.3) 6 (21.4) 11 (47.8)

Employment, at Q2

On parental leave 22 (91.7) 0 (0) 20 (71.4) 2 (8.7)

Other 1 (4.2) 10 (52.6) 2 (7.1) 10 (43.5)

Missing 1 (4.2) 9 (47.4) 6 (21.4) 11 (47.8)

Questionnaires: Q1 First week after birth; Q2 Six months after birth.

Values: n = Number of participants; M, Mean; SD, Standard deviation.

When comparing differences between first-time mothers and
partners separately, the results showed a positive effect in the IG
intervention on partners’ manageability (dimension within SOC-
13) at Q1 (U = 71.5, p = 0.033) with a large effect size and
consensus (dimension within QDR36) at Q2 (U = 26.5, p =

0.050) with a medium effect size (Table 4). For the inspiration
lecture, no effectiveness was found with regard to obstetric
and neonatal outcomes (Table 5), breastfeeding (Table 6), skin-
to-skin contact after birth (Table 4), or the parents’ perceived
relation and feelings for the child (Table 4).

Change Over Time in the Birth Experience,
Perceived Quality of Parental Couple
Relationship, Social Support, and SOC
The change in scores between the first week (Q1) and 6 months
(Q2) after birth was calculated and analyzed. In relation to the
primary outcome and the longitudinal effect of the intervention,
the following significant results were revealed: (1) both parents
within the IG and CG reported lower scores related to the
meaningfulness of a perceived normal birth at Q2 in comparison

with Q1 and (2) the parents’ reported feelings of being safe during
birth was higher at Q2 in comparison with Q1. In relation to the
secondary outcomes, a significant difference was found in that the
QDR36 index decreased between Q1 and Q2 among all parents
within the CG (p = 0.019), as well as among partners separately
within the CG (p = 0.028). The MSPSS index decreased between
Q1 and Q2 among all parents within the IG (p = 0.001) and CG
(p= 0.024), as well as among first-timemothers separately within
the IG (p = 0.013). For change in the SOC-13 index between
Q1 and Q2, there were no significant results. The results are
presented in Table 7.

Internal Consistency of the Measurements
Cronbach’s alpha was calculated to evaluate the internal
consistency for different measurements included in the study.
The results showed high values for several of the included
measures (MoPPS index labor ward; QDR36 index; MSPSS
index; SOC-13 index; and parents’ perceived feelings for the
child index) and lower values for the MoPPS index postnatal
ward, the parents’ perceived relation to and feelings for the child
index (Table 3).
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TABLE 3 | Overview of index, dimensions and outcome measures at different times throughout the study.

1 week after childbirth (Q1) 6 months after childbirth (Q2)

IG CG IG CG

All participants

(n = 43)

First-time

mothers

(n = 24)

Partners

(n = 19)

All participants

(n = 51)

First-time

mothers

(n = 28)

Partners

(n = 23)

All

participants

(n = 43)

First-time

mothers

(n = 24)

Partners

(n = 19)

All

participants

(n = 51)

First-time

mothers

(n = 28)

Partners

(n = 23)

Mean (SD) α Mean (SD) Mean (SD) Mean (SD) α Mean (SD) Mean (SD) Mean (SD) α Mean (SD) Mean (SD) Mean (SD) α Mean (SD) Mean (SD)

Positive birth

experience

3.3 (1.0) 3.3 (1.0) 3.2 (1.0) 3.5 (0.8) 3.3 (0.8) 3.6 (0.8) 3.5 (0.9) 3.5 (1.0) 3.7 (0.5) 3.3 (0.9) 3.2 (1.0) 3.5 (0.8)

Meaningfulness of

a perceived

positive birth

experience

3.3 (0.9) 3.5 (0.8) 3.0 (1.0) 3.4 (0.7) 3.7 (0.8) 3.1 (0.8) 3.3 (0.8) 3.3 (0.8) 3.4 (0.7) 3.2 (1.0) 3.5 (0.7) 2.7 (1.2)

Perception of a

normal birth

3.0 (1.2) 3.1 (1.3) 3.0 (1.1) 3.2 (1.0) 3.3 (0.9) 3.2 (1.1) 3.2 (1.1) 3.1 (1.1) 3.3 (0.7) 3.2 (1.1) 3.2 (1.1) 3.3 (1.1)

Meaningfulness of

a perceived

normal birth

3.2 (1.0) 3.4 (0.8) 3.0 (1.2) 3.5 (0.7) 3.6 (0.5) 3.3 (0.8) 1.9 (0.9) 1.9 (0.9) 1.8 (0.8) 1.8 (1.0) 1.6 (1.0) 2.1 (1.1)

Feelings of being

safe during birth

3.5 (1.1) 3.2 (0.9) 3.8 (1.2) 3.4 (0.7) 3.5 (0.5) 3.3 (0.9) 5.2 (1.0) 5.3 (1.0) 5.0 (0.9) 5.3 (1.0) 5.2 (1.2) 5.4 (0.5)

Feelings of having

control during birth

3.6 (1.7) 3.6 (1.6) 3.7 (1.9) 3.1 (1.7) 2.5 (1.4) 3.6 (1.9) 4.3 (1.3) 4.5 (1.4) 4.0 (0.9) 3.9 (1.4) 4.2 (1.3) 3.5 (1.4)

Skin-to-skin

contact after birtha
65.1% (n = 28) 62.5% (n = 15) 68.4% (n = 13) 47.1% (n = 24) 42.9% (n = 12) 52.2% (n = 12)

MoPPS index

labor ward

45.4 (8.7) 0.88 45.5 (8.2) 45.2 (9.6) 48.8 (5.1) 0.76 47.9 (5.2) 49.8 (5.1)

MoPPS index

postnatal ward

47.4 (8.2) 0.54 47.7 (7.4) 46.8 (9.5) 52.0 (5.6) 0.51 51.2 (6.2) 53.5 (3.9) 8

QDR36 index 25.3 (2.1) 0.89 25.4 (2.3) 25.2 (1.9) 25.1 (2.9) 0.94 25.0 (3.3) 25.1 (2.7) 24.3 (2.6)

0.92

24.3 (2.9) 24.5 (1.6) 24.1 (2.5) 0.91 24.6 (2.5) 23.2 (2.1)

Dimensions

Consensus 5.4 (0.4) 5.4 (0.3) 5.3 (0.4) 5.2 (0.5) 5.3 (0.6) 5.2 (0.5) 5.2 (0.5) 5.2 (0.5) 5.4 (0.4) 5.2 (0.4) 5.3 (0.4) 5.0 (0.4)

Cohesion 5.3 (0.6) 5.3 (0.6) 5.3 (0.6) 5.3 (0.7) 5.4 (0.8) 5.2 (0.7) 4.9 (0.8) 4.8 (0.8) 5.1 (0.8) 5.0 (0.7) 5.2 (0.7) 4.8 (0.7)

Satisfaction 5.3 (0.4) 5.3 (0.4) 5.3 (0.5) 5.3 (0.5) 5.3 (0.5) 5.3 (0.4) 5.1 (0.4) 5.1 (0.5) 5.1 (0.3) 5.1 (0.4) 5.1 (0.5) 5.1 (0.3)

Sensuality 5.2 (0.7) 5.3 (0.8) 5.1 (0.7) 5.2 (0.8) 5.3 (0.8) 5.1 (0.8) 5.1 (0.9) 5.1 (0.9) 5.2 (0.7) 5.1 (0.8) 5.1 (0.9) 4.9 (0.7)

Sexuality 4.1 (0.7) 4.2 (0.5) 4.1 (0.8) 4.0 (1.0) 4.0 (1.0) 4.0 (1.0) 4.1 (0.8) 4.1 (0.8) 4.0 (0.6) 3.6 (0.9) 3.7 (0.9) 3.4 (0.8)

MSPSS index 79.7 (5.8) 0.92 80.7 (5.1) 78.6 (6.4) 80.0 (5.5) 0.89 80.6 (5.8) 79.4 (5.3) 76.6 (7.6)

0.90

76.7 (8.0) 76.1 (6.9) 73.6 (11.3)

0.94

77.6 (6.8) 66.8 (14.2)

Dimensions

Family 26.4 (2.4) 27.0 (1.8) 25.8 (2.8) 27.0 (1.7) 27.1 (1.9) 26.9 (1.6) 25.4 (4.0) 25.7 (3.9) 24.5 (4.1) 24.5 (3.9) 25.8 (2.4) 22.1 (4.9)

Friends 25.6 (3.1) 25.9 (3.3) 25.2 (3.1) 25.4 (3.5) 25.7 (3.7) 25.0 (3.3) 24.1 (3.5) 24.0 (3.5) 24.5 (3.6) 23.4 (5.5) 24.5 (5.2) 21.6 (5.8)

Significant others 27.7 (1.0) 27.8 (0.6) 27.6 (1.3) 27.7 (0.8) 27.8 (0.8) 27.5 (0.9) 27.0 (2.1) 27.0 (2.3) 27.0 (1.6) 25.7 (3.8) 27.1 (1.5) 23.2 (5.3)

(Continued)
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TABLE 3 | Continued

1 week after childbirth (Q1) 6 months after childbirth (Q2)

IG CG IG CG

All participants

(n = 43)

First-time

mothers

(n = 24)

Partners

(n = 19)

All participants

(n = 51)

First-time

mothers

(n = 28)

Partners

(n = 23)

All

participants

(n = 43)

First-time

mothers

(n = 24)

Partners

(n = 19)

All

participants

(n = 51)

First-time

mothers

(n = 28)

Partners

(n = 23)

Mean (SD) α Mean (SD) Mean (SD) Mean (SD) α Mean (SD) Mean (SD) Mean (SD) α Mean (SD) Mean (SD) Mean (SD) α Mean (SD) Mean (SD)

SOC-13 index 73.8 (10.0) 0.87 74.7 (9.2) 72.9 (10.9) 70.5 (8.1) 0.78 72.9 (7.0) 68.0 (8.7) 70.9 (9.4)

0.81

69.6 (9.5) 73.9 (8.9) 70.8 (9.6) 0.83 72.6 (9.3) 67.8 (9.8)

Dimensions

Comprehensibility 27.5 (4.3) 27.4 (3.9) 27.7 (4.9) 26.2 (3.8) 27.3 (3.1) 25.1 (4.1) 26.4 (4.3) 25.8 (4.3) 27.8 (4.2) 25.9 (5.1) 26.4 (5.4) 25.0 (4.8)

Manageability 22.7 (3.0) 22.7 (2.8) 22.8 (3.2) 21.4 (2.7) 22.1 (2.6) 20.7 (2.8) 21.7 (3.3) 21.1 (3.4) 23.0 (3.0) 21.5 (3.3) 21.9 (3.2) 21.0 (3.5)

Meaningfulness 23.5 (3.7) 24.6 (3.4) 22.4 (3.7) 22.9 (2.8) 23.4 (2.3) 22.3 (3.2) 23.0 (3.1) 23.0 (3.1) 23.1 (3.1) 23.4 (3.4) 24.3 (2.8) 22.0 (4.0)

Parent’s perceived

relation to the child

index

41.9 (3.9) 0.65 36.1 (3.5) 0.57 43.4 (3.8) 0.50 35.7 (25) 0.60 44.9 (2.4)

0.30

36.4 (3.5)

0.67

44.6 (3.1)

0.39

35.3 (3.8)

0.60

Parent’s perceived

feelings for the

child index

44.9 (4.6) 0.87 44.8 (4.0) 45.1 (5.2) 46.4 (2.9) 0.56 46.5 (3.3) 46.3 (2.5) 47.3 (2.7)

0.87

47.6 (2.5) 46.5 (3.0) 47.4 (2.7) 0.78 48.0 (2.0) 46.4 (3.4)

Results from Cronbach’s alpha test included for index.

Response mean values:

Positive birth experience: theoretical range 1–4.

Meaningfulness of a perceived positive birth experience: theoretical range 1–4.

Perception of a normal birth: theoretical range 1–4.

Meaningfulness of a perceived normal birth: theoretical range 1–4.

Feelings of safety during birth: theoretical range 1–6.

Feelings of having control during birth: theoretical range 1–6.
aSkin-to-skin contact after birth: a variable with two categories: (1) skin-to-skin contact during the first 2 h after birth and (2) no skin-to-skin contact during the first 2 h after birth.

MoPPS index: theoretical range 8–56.

QDR36 index: theoretical range 5–30, dimensions: range 1–6.

MSPSS index: theoretical range 12–84, dimensions: range 4–28.

SOC-13 index: theoretical range 13–91, dimensions: range Comprehensibility (5 items) range 5–35; Manageability (4 items) range 4–28; Meaningfulness (4 items) range 4–28.

Parent’s perceived relation to the child index: For first-time mothers (7 items, ‘Enjoy to breastfeed’ included in index): theoretical range 7–49: For partners (6 items, “Enjoy to breastfeed” excluded from index): theoretical range 6–42.

Parent’s perceived feelings for the child index: theoretical range 7–49.

Values: n, number of participants; M, mean; SD, standard deviation; α, Cronbach’s alpha.
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TABLE 4 | Results from the Mann-Whitney test for comparison between IG and CG among first-time mothers and partners first week (Q1) and 6 months after birth (Q2).

1 week after childbirth (Q1) 6 months after childbirth (Q2) Change between Q1 and Q2

Total

(IG/CG)

U(p-value) η
2

First-time mothers

(IG/CG)

U (p-value) η
2

Partners

(IG/CG)

U (p-value) η
2

Total

(IG/CG)

U(p-value) η
2

First-time mothers

(IG/CG)

U (p-value) η
2

Partners

(IG/CG)

U (p-value) η
2

Total

(IG/CG)

U (p-value) η
2

First-time mothers

(IG/CG)

U (p-value) η
2

Partners

(IG/CG)

U (p-value) η
2

Positive birth experience 500.0 (0.536) 132.5 (0.658) 97.5 (0.190) 450.5 (0.159) 188.0 (0.149) 55.0 (0.688)

Meaningfulness of a perceived

positive birth experience

519.5 (0.745) 133.5 (0.660) 125.5 (0.936) 538.0 (0.928) 197.0 (0.245) 38.0 (0.122)

Perception of a normal birth 508.5 (0.635) 140.0 (0.880) 115.0 (0.611) 513.5 (0.654) 227.5 (0.714) 57.5 (0.848)

Meaningfulness of a perceived

normal birth

507.5 (0.618) 133.0 (0.659) 119.5 (0.745) 485.5 (0.416) 185.0 (0.149) 53.0 (0.623)

Feelings of being safe during birth 500.5 (0.889) 105.0 (0.229) 89.0 (0.189) 535.5 (0.899) 226.5 (0.695) 46.0 (0.299)

Feelings of having control during

birth

433.0 (0.218) 90.0 (0.096#) >0.14 122.0 (0.833) 446.5 (0.197) 200.0 (0.315) 47.0 (0.376)

Skin-to-skin contact after birth 0.00 (0.999) 130.5 (0.808) 123.0 (0.812)

MoPPS index labor ward 365.5 (0.162) 116.0 (0.491) 72.0 (0.238)

MoPPS index postnatal ward 224.5 (0.011*)

>0.14

96.0 (0.094#) >0.14 27.0 (0.062#) >0.14

QDR36index 492.5 (0.840) 133.0 (0.942) 115.5 (0.889) 417.0 (0.489) 215.0 (0.900) 26.0 (0.137) 168.0 (0.415) 86.0 (0.921) 10.0 (0.116)

Dimensions

Consensus 462.0 (0.299) 131.0 (0.652) 104.0 (0.373) 474.0 (0.477) 221.0 (0.628) 26.5 (0.050*)

>0.06

Cohesion 502.0 (0.759) 123.0 (0.458) 114.0 (0.841) 508.0 (0.637) 189.0 (0.215) 43.0 (0.256)

Satisfaction 538.0 (0.954) 135.0 (0.755) 124.5 (909) 464.0 (0.399) 198.0 (0.435) 56.5 (0.816)

Sensuality 521.5 (0.785) 136.5 (0.793) 125.5 (0.939) 456.0 (0.449) 230.0 (0.980) 37.0 (0.201)

Sexuality 504.0 (0.781) 126.5 (0.757) 126.0 (0.955) 366.5 (0.033*)

>0.14

180.5 (0.150) 31.0 (0.100)

MSPSS index 504.0 (0.774) 143.5 (0.985) 110.5 (0.731) 452.0 (0.419) 220.5 (0.816) 31.0 (0.100) 169.0 (0.353) 83.0 (0.920) 12.5 (0.124)

Dimensions

Family 454.5 (0.294) 135.5 (0.716) 92.5 (0.262) 425.5 (0.115) 196.5 (0.262) 43.0 (0.257)

Friends 523.0 (0.978) 141.0 (0.911) 114.5 (0.855) 526.5 (0.984) 181.0 (0.228) 39.5 (0.170)

Significant others 500.0 (0.584) 138.0 (0.674) 101.5 (0.314) 434.5 (0.151) 227.0 (0.672) 30.5 (0.070#)

>0.06

SOC-13 index 405.0 (0.077#)

>0.14

116.5 (0.342) 89.5 (0.151) 525.5 (0.974) 185.5 (0.268) 38.0 (0.146) 189.0 (0.339) 57.5 (0.132) 26.0 (0.527)

Dimensions

Comprehensibility 437.0 (0.174) 139.5 (0.976) 85.5 (0.112) 494.0 (0.655) 211.5 (0.635) 39.5 (0.175)

Manageability 389.5 (0.048*)

>0.14

123.0 (0.466) 71.5 (0.033*) >0.14 525.5 (0.806) 215.5 (0.539) 41.0 (0.207)

Meaningfulness 435.0 (0.165) 100.5 (0.131) 117.0 (0.689) 485.5 (0.446) 178.5 (0.136) 52.0 (0.594)
aParent’s perceived relation to the

child index

84.5 (0.274) 197.0 (0.935) 51.0 (0.551)

Parent’s perceived feelings for the

child index

98.0 (0.174) 229.0 (0.953) 58.5 (0.917)

Measurements:
aParent’s perceived relation to the child index: For first-time mothers, the question regarding breastfeeding was included, score index 7–49; For partners, the question regarding breastfeeding was excluded, score index 6–42.

p-values: *p < 0.05 two tailed. Tendencies: #p ≤ 0.1.

η
2 interpretation sensu Cohen (48): Calculated for significant results from the Mann-Whitney test. >0.01 small effect, >0.06 medium effect; >0.14 large effect.
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TABLE 5 | Data for birth outcome collected through the first-time mothers’ hospital medical records and results from the Mann-Whitney test.

First-time mothers

IG

(n = 24)

Mean (SD)

First-time mothers

CG

(n = 28)

Mean (SD)

First-time mothers

(IG/CG)

U (p-value)

Length of birth (h)a 12.3 (6.3) 15.4 (10.6) 112.5 (0.559)

Dilation of cervix when arriving to labor ward

(cm)

5.9 (3.0) 5.0 (3.0) 69.0 (0.436)

Vaginal/Instrumental birthb, n (%) 14 (78.0)/4 (22.0) 12 (75.0)/4 (25.0) 140.0 (0.851)

Time between arrival at labor ward and birth (h) 10.3 (14.5) 11.7 (11.0) 126.0 (0.534)

Gestational week at birth 39.8 (1.2) 39.9 (1.9) 121.5 (0.424)

Apgar Score at 5min 9.5 (1.2) 9.6 (0.8) 129.0 (0.486)

aLength of birth: time from start of contractions (first stage of labor/latent phase) to birth, in hours.
bVaginal/Instrumental birth: a variable with two categories: (1) vaginal spontaneous birth and (2) vacuum extraction, forceps or section.

TABLE 6 | Breastfeeding descriptives and results from Mann-Whitney.

1 week after childbirth (Q1) 6 months after childbirth (Q2)

First-time mothers

IG

(n = 24)

n (%)

First-time mothers

CG

(n = 28)

n (%)

p-value First-time mothers

IG

(n = 24)

n (%)

First-time mothers

CG

(n = 28)

n (%)

p-value

Breastfeeding during first 2 h after birtha

Yes 12 (50.0) 9 (32.1) 109.5 (0.418)

Tried 4 (16.7) 3 (10.7)

No 1 (4.2) 4 (10.7)

Any breastfeedingb

Yes 16 (66.7) 14 (50.0) 126.5 (0.928) 14 (58.3) 13 (46.4) 239.0 (0.944)

No 1 (4.2) 1 (3.6) 9 (37.5) 8 (28.6)

Breastfeeding

Exclusive 12 (50.0) 10 (35.7) 9 (37.5) 6 (21.4)

Partly 3 (12.5) 3 (10.7) 6 (25.0) 7 (25.0)

Enjoy to breastfeed, mean

(SD) n

5.8 (1.4) 16 6.0 (1.3) 12 98.5 (0.593) 2.4 (1.8) 20 2.5 (1.5) 20 188.0 (0.735)

aBreastfeeding during the first 2 h after birth: (1) No, I did not breastfeed the first 2 h after birth; (1) I tried to breastfeed but did not succeed to; (3) Yes, I breastfed the first 2 h after birth.
bBreastfeeding: Any breastfeeding, both exclusively and partially breastfeeding included.

Enjoy to breastfeed: theoretical range 1–7.

DISCUSSION

In this trial of the inspirational lecture provided as a professional
support for expectant parents in combination with ordinary
antenatal parental classes, we observed a tendency for an effect
on first-time mothers’ feelings of having control during birth.
However, the effects of the intervention seemed to be more
prominent for partners. The results suggest positive effects on
the IG parents’ couple relationship, such as sexuality for both
mothers and partners, as well as the couple’s consensus for
partners. The dimension of consensus within QDR36 relates
to the couple’s ability to respond to common stimulation in
the exchange of ideas, laughter, or discussions, and so on (3).
Therefore, these findings are in line with earlier studies that
the inspirational lecture can facilitate partners’ engagement in
preparation for childbirth and parenthood (19, 20), and first-time
mothers perceive higher quality within the couple’s relationship

when partners show positive feelings for parenthood (9). These
findings contribute valuable knowledge since the transition to
parenthood is a period of vulnerability (49, 50), and parents need
both professional and social support (19, 20). It is known that the
quality of a parental couple’s relationship generally decreases after
birth (3, 4, 9, 11, 12), which could be due to the challenge of the
transition to parenthood (3, 10, 24). If the inspirational lecture in
combination with ordinary antenatal parental classes could have
effects that strengthen the relationship of the parental couple, it
could be a valuable intervention to introduce on a wide scale
in society. However, the longitudinal effects of the combination
between the inspirational lecture and ordinary antenatal parental
classes on parents’ strengthened couple relationship beyond 6
months after birth need further exploration.

Intervention in this pilot study had a positive effect on the
SOC dimension of IG parents’ and IG partners’ manageability.
This is a valuable result since a high SOC previously has been
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TABLE 7 | Change over time in index and dimensions throughout the study between participants in IG and CG.

Change between Q1 and Q2

IG

Change between Q1 and Q2

CG

All participants First-time mothers Partners All participants First-time mothers Partners

p-value p-value p-value p-value p-value p-value

Positive birth experience ns ns ns ns ns ns

Meaningfulness of a perceived positive birth experience ns ns ns ns ns ns

Perception of a normal birth ns ns ns ns ns ns

Meaningfulness of a perceived normal birth 0.001*** 0.005** ns 0.002** 0.004** 0.136

Feelings of being safe during birth 0.000*** 0.000*** 0.067 0.000*** 0.003** 0.008**

Feelings of having control during birth 0.101 0.195 ns ns 0.023 ns

QDR36 index ns ns ns 0.019* ns 0.028*

MSPSS index 0.001*** 0.013* ns 0.024* 0.085 ns

SOC-13 index ns ns ns ns ns ns

Results from non-parametric test (Wilcoxon Signed Rank test).

p-values: *p ≤ 0.05, **p ≤ 0.01, ***p ≤ 0.001, ns, non-significant Friedman’s test. Tendencies: #p ≤ 0.1.

described as important for how parents perceive and cope with
the challenges that come with childbirth and parenthood (15, 51).
The fact that the combination of the inspirational lecture and
ordinary antenatal parental classes led to the parents’ higher
manageability highlights the importance of a combination of
different types of professional support for expectant parents. This
is because manageability deals with the parents’ overall sense that
life is filled with meaning and purpose (16, 52), which is valuable
during the transition to parenthood. Previously, parents’ SOC
has been described as increasing after birth (9, 53–55). However,
the results of the present study showed no significant change
in the parents’ SOC between the first week and 6 months after
birth. This result could be due to the small number of parents
included in the present study. Therefore, it is suggested that
both changes in SOC during the transition to parenthood and
effects of the intervention on SOC beyond 6 months after birth
be further explored.

The result that both IG and CG parents reported a decrease
in perceived social support is in line with the results from a
previous longitudinal cohort study, which also reveals that social
support is associated with a higher quality of parental couples’
relationships 6 months after birth (9). This stresses the value
of group dialogue during parents-to-be meetings in antenatal
parental classes. During such classes, expectant parents can relate
the challenge of parental transition to others’ experiences, which
is described positively (19, 20). The intervention included in
this study, the inspirational lecture, is a large-group lecture,
and parents are not encouraged to interact with each other
during the lecture. During the ordinary parental antenatal classes
included in this study, the parents were, on the other hand,
encouraged to discuss different issues regarding childbirth and
parenthood in smaller groups of parents. According to other
studies, first-time fathers experience exclusion by midwives who
should offer both parents the opportunity to pose questions. It
is also important to expectant fathers that time for discussion is
included in antenatal parental classes (22), and first-time fathers
require child health nurses’ support to adapt to their role of

fatherhood (38). As mentioned, the inspirational lecture does
not promote interaction between attending couples, which could
be an area for development of the concept. Further, the results
revealed that parents in the CG perceived stronger professional
support from professionals in the postnatal ward than parents in
the IG. This is not in line with earlier research that shows that
extended professional support during pregnancy will improve
perceived professional support after birth (35). One explanation
for this result could be that the parents within the IG had higher
manageability and therefore were less in need of professional
support in the postnatal ward. However, childbirth is complex
and more research is needed to fully understand the effects of
the inspirational lecture as a complement to ordinary antenatal
parental classes.

The intervention tended to produce positive effects on IG
mothers’ feelings of having control during birth. These results
point to an important finding since a woman’s birth experiences
will influence her throughout her life (56). A positive birth
experience has a good impact for both the woman and the
baby’s well-being but also for the couple’s relationship (57). One
reason for IG mothers’ feelings of having control during birth
could be that the inspirational lecture also had positive effects
on partners’ SOC and parental couple’s relationships. This could
lead to a partner being more able to support integrative power
during birth. Integrative power means to support the woman’s
ability to surrender herself to the power of physiological birth
(58) and thereby have a feeling of control yet surrendering to
the process (56). A trusting relationship with her partner during
birth is important for a woman (59, 60) and contributes to
each woman feeling safe (34), plus her relationship with her
partner may be strengthened (61). Feeling safe during birth
has positive effects on mothers’ breastfeeding (62). The results
of this study showed no significant results for the analysis
concerning breastfeeding. This could, however, be due to the
relatively small data available. In addition, birth is complex,
and more research is needed to fully understand how different
processes interact. In this pilot study, we evaluated the effects of
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expectant parents receiving a combination of the inspirational
lecture and ordinary antenatal parental classes compared with
expectant parents receiving only ordinary antenatal parental
classes. To gain deeper knowledge about the inspirational lecture
as a professional support for parents-to-be, further research is
needed on the midwives’ experiences from providing the lecture.
The present study might be an example of how a work-integrated
learning (WIL) perspective can be valuable to further explore
the pedagogical approach used by the midwives providing
the lecture. Future research, including a WIL perspective
with specialization in healthcare pedagogics, may contribute to
improved high-quality care that meets both current and future
needs (63) among parents-to-be.

Randomized controlled trials are viewed as the gold standard
in evaluating interventions. In this pilot study, the sampling plan
was predisposed by a time aspect, and consecutive sampling was
performed. Consecutive sampling has previously been described
to reduce the risk of bias (32). Conducting intervention studies
within clinical settings is, however, a challenge. In this study,
the recruitment of participants varied from including almost
all eligible parents to including around half or less of eligible
parents. This variation was, among other things, explained by
the high workload of the midwives at one of the antenatal
clinics. Subsequently, we did not reach the targeted number
of participants. Therefore, when considering the results it is
important to bear in mind that this is a pilot study, and
one explanation for why there is no convincing evidence of
the effects of the intervention might be the small sample
size. Also, we did not estimate any power analysis for this
study, which could be seen as a study limitation, and the
relatively short sampling period could be a potential risk for
bias concerning seasonal or other time-related fluctuations (64).
However, the participants within the IG and KG were relatively
homogeneous, and a small sample may, therefore, be adequate
(32). Also, based on previous qualitative research on parents’
perceptions of the inspirational lecture (19, 20), there are reasons
to expect that the independent and dependent variables will
be strongly related. Despite the small sample size, this study
has some interesting findings that add new knowledge to the
field, implying that the inspirational lecture in combination
with ordinary antenatal parental classes could be a valuable
care intervention in parental preparatory professional support.
Nevertheless, the results should be interpreted with caution
considering the number of parents who were not invited or
who declined participation. Also, when conducting intervention
studies, including interventions that are not possible to blind for
the participants, there might be a risk of potential desirability
bias. In this study, it could be the case that the parents who
“won” the ticket to extra professional support (the inspirational
lecture), where thankful and wanted to give something back
to the midwives providing the lecture. However, we think that
such potential study bias should have been more apparent in
the results.

Further, study limitations were the lack of analysis of non-
responders and baseline characteristics before the intervention.
In contrast, the dropout rate was relatively low and the follow-
up design could be considered as a study strength. Before

conducting this study, two pilot studies were performed to
test the questions and measurement clarity, as well as to test
the technical issues relating to the web-based questionnaire,
which could be considered as a study strength. One advantage
of using the web-based questionnaire for Q2 was that
participants’ answers could be directly transferred to SPSS.
For Q1, participants’ answers were manually transferred to
SPSS. To be able to reduce the risk of errors from the
manual transfer, data in SPSS was carefully controlled with the
participants’ answers in Q1. The lesson learned from this was
that web-based questionnaires should be preferable to use in
future studies.

When designing this study, we used a follow-up design
including repeated questionnaires, several measurements, and
analyses. The reason for this was the fact that childbirth and
becoming parents are life-changing experiences for the parents,
and the inspirational lecture has previously been shown to
have an impact on parents’ feelings of being prepared for
childbirth and parenthood (19, 20). When designing this pilot
study, our intent was to be able to analyze the possible effects
that the intervention would have on different aspects valuable
for the parents, such as their birth experiences, sense of
coherence, perceptions of social and professional support, and
parental couple relationship. Including several measurements
made it possible to, somehow, embrace the complex processes
of childbirth and parental transition. However, childbirth and
becoming parents are complex processes, and more research
is needed to fully comprehend all aspects. Future intervention
studies, evaluating the effects of professional support, are
needed, and the design of such studies should be carefully
considered. For better opportunities to reach statistical power
and higher generalizability, a multicenter design could be
preferable, for example. For future studies, the total scores
obtained from the psychometric instruments in this study
could be used as comparison scores for the target group.
Furthermore, when evaluating the internal consistency of the
included different measurements, the results showed high values
for several of the measures, and lower values were shown
for the MoPPS and MIRF scale, which indicates the need
for improvement of the items in future studies. Within this
study, we have analyzed both the index and dimensions for
different measurements, as well as a few items from different
measures. Therefore, it is important to interpret our results
with care.

CONCLUSIONS AND CLINICAL
IMPLICATIONS

The results from this pilot intervention study revealed that
a combination of professional parental preparatory support
between the inspirational lecture and ordinary antenatal parental
classes showed a tendency to be gainful on parents’ feelings
of having control during birth, parental couples’ relationships,
and SOC, while some results were more prominent for
partners. However, this professional support intervention did not
strengthen social support, which all professional support actions
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should aim to do. Despite the small sample, this study revealed
that the concept of the inspirational lecture as large-group
parental preparatory professional support seems to be a valuable
care intervention in combination with ordinary antenatal
parental classes. More research is needed since childbirth and
transition to parenthood are complex processes that need to
be comprehended, and care interventions could preferably be
evaluated using a multicenter design in the future.

DATA AVAILABILITY STATEMENT

The datasets generated for this study will not be made publicly
available because the authors don’t have permission to share
the data.

ETHICS STATEMENT

The studies involving human participants were reviewed and
approved by the Regional Ethical Review Board in Gothenburg,
Sweden (Dnr: 275-15). The patients/participants provided their
written informed consent to participate in this study. Written
informed consent was obtained from the individual(s) for the
publication of any potentially identifiable images or data included
in this article.

AUTHOR CONTRIBUTIONS

ST contributed to conceptualization, data curation, formal
analysis, funding acquisition, investigation, methodology, project
administration, resources, software, validation, visualization, and
writing of the article, which is an original draft. AE-B contributed
to conceptualization, formal analysis, funding acquisition,
methodology, validation, visualization, and writing of the article,
which is an original draft. CB contributed to conceptualization,
formal analysis, funding acquisition, investigation, methodology,
resources, software, validation, visualization, and writing of the
article, which is an original draft. All authors contributed to the
article and approved the submitted version.

FUNDING

This study was funded by the School of Health Sciences,
University of Skövde, and the Department of Health Sciences,
University West.

ACKNOWLEDGMENTS

We thank the parents that took part in this study and the heads
and midwives at the antenatal units and NU Hospital group.

REFERENCES

1. Cowan CP, Cowan PA. When Partners Become Parents: The Big Life Change

for CouplesMahwah, NJ: Lawrence Erlbaum Associates (1999).
2. Klobucar NR. The role of spirituality in transition to parenthood: qualitative

research using transformative learning theory. J Relig Health. (2016) 55:1345–
58. doi: 10.1007/s10943-015-0088-4

3. Ahlborg T, Lillengen A-M, Lönnfjord V, Petersen C. Quality of dyadic
relationship in Swedish men and women living in long-term relationships and
in couples in family counseling - introduction of a new self-report measure,
QDR36. Nordic Psychol. (2009) 61:23–46. doi: 10.1027/1901-2276.61.3.23

4. HanssonM, Ahlborg T. Quality of the intimate and sexual relationship in first-
time parents – a longitudinal study. Sexual Reprod Healthc. (2012) 3:21–9.
doi: 10.1016/j.srhc.2011.10.002

5. Deave T, Johnson D, Ingram J. Transition to parenthood: the needs of parents
in pregnancy and early parenthood. BMC Pregn Childbirth. (2008) 8:30.
doi: 10.1186/1471-2393-8-30

6. Ayers S, Bond R, Bertullies S, Wijma K. The aetiology of post-traumatic stress
following childbirth: a meta-analysis and theoretical framework. Psychol Med.
(2016) 46:1121–34. doi: 10.1017/S0033291715002706

7. Dencker A, Nilsson C, Begley C, Jangsten E, Mollberg M, Patel H, et al. Causes
and outcomes in studies of fear of childbirth: a systematic review. Women

Birth. (2019) 32:99–111. doi: 10.1016/j.wombi.2018.07.004
8. Quinn K, Spiby H, Slade P. A longitudinal study exploring the role of adult

attachment in relation to perceptions of pain in labor, childbirth memory and
acute traumatic stress responses. J Reprod Infant Psychol. (2013) 33:256–67.
doi: 10.1080/02646838.2015.1030733

9. Bäckström C, Kåreholt I, Thorstensson S, Golsäter M, Mårtensson LB.
Quality of couple relationship among first-time mothers and partners, during
pregnancy and the first six months of parenthood. Sexual Reprod Healthc.
(2018) 17:56–64. doi: 10.1016/j.srhc.2018.07.001

10. Kwok S, Cheng L, Chow B, Ling C. The spillover effect of parenting onmarital
satisfaction among Chinese mothers. J Child Fam Stud. (2015) 24:772–83.
doi: 10.1007/s10826-013-9888-x

11. Ngai F-W, Ngu S-F. Family sense of coherence and family and marital
functioning across the perinatal period. Sexual Reprod Healthc. (2016) 7:33–7.
doi: 10.1016/j.srhc.2015.11.001

12. Twenge JM, Campbell WK, Foster CA. Parenthood and marital
satisfaction: a meta-analytic review. J Marriage Fam. (2003) 65:574–83.
doi: 10.1111/j.1741-3737.2003.00574.x

13. Hansson M, Ahlborg T. Factors contributing to separation/divorce in
parents of small children in Sweden. Nordic Psychol. (2016) 68:40–57.
doi: 10.1080/19012276.2015.1071201

14. Karlström A, Nystedt A, Hildingsson I. The meaning of a very positive birth
experience: focus group discussions with women. BMC Pregn Childbirth.
(2015) 15:251. doi: 10.1186/s12884-015-0683-0

15. Ferguson S, Davis D. ‘I’m having a baby not a labor’: sense of coherence
and women’s attitudes towards labor and birth. Midwifery. (2019) 79:102529.
doi: 10.1016/j.midw.2019.102529

16. Antonovsky A. The structure and properties of the Sense of Coherence scale.
Social Sci Med. (1993) 36:725–33. doi: 10.1016/0277-9536(93)90033-Z

17. Ahlborg T, Berg S, Lindvig J. Sense of coherence in first-time parents:
a longitudinal study. Scandin J Public Health. (2013) 41:623–9.
doi: 10.1177/1403494813484992

18. Hildingsson I. Sense of coherence in pregnant and new mothers
- a longitudinal study of a national cohort of Swedish speaking
women. Sex Reprod Healthc. (2017) 11:91–6. doi: 10.1016/j.srhc.201
6.10.001

19. Bäckström C, Mårtensson L, Golsäter M, Thorstensson S. ‘It’s like a puzzle’:
pregnant women’s perceptions of professional support in midwifery care.
Women Birth. (2016) 29:e110–18. doi: 10.1016/j.wombi.2016.04.011

20. Bäckström C, Thorstensson S, Mårtensson L, Grimming R, Nyblin Y, Golsäter
M. ‘To be able to support her, I must feel calm and safe’: pregnant women’s
partners perceptions of professional support during pregnancy. BMC Pregn

Childbirth. (2017) 17:234. doi: 10.1186/s12884-017-1411-8
21. Ekström A, Arvidsson K, Falkenström M, Thorstensson S. Fathers’ feelings

and experiences during pregnancy and childbirth; a qualitive study. J Nurs
Care. (2013) 2:2. doi: 10.4172/2167-1168.1000136

22. Huusko L, Sjöberg S, Ekström A, Hertfelt Wahn E, Thorstensson S. First-
time fathers’ experience of support from midwives in maternity clinics: an
interview study. Nurs Res Pract. (2018) 8:9618036. doi: 10.1155/2018/9618036

23. Andersson E, Christensson K, Hildingsson I. Mothers’ satisfaction with group
antenatal care versus individual antenatal care - a clinical trial. Sexual Reprod
Healthc. (2013) 4:113–20. doi: 10.1016/j.srhc.2013.08.002

Frontiers in Public Health | www.frontiersin.org 14 July 2020 | Volume 8 | Article 285

https://doi.org/10.1007/s10943-015-0088-4
https://doi.org/10.1027/1901-2276.61.3.23
https://doi.org/10.1016/j.srhc.2011.10.002
https://doi.org/10.1186/1471-2393-8-30
https://doi.org/10.1017/S0033291715002706
https://doi.org/10.1016/j.wombi.2018.07.004
https://doi.org/10.1080/02646838.2015.1030733
https://doi.org/10.1016/j.srhc.2018.07.001
https://doi.org/10.1007/s10826-013-9888-x
https://doi.org/10.1016/j.srhc.2015.11.001
https://doi.org/10.1111/j.1741-3737.2003.00574.x
https://doi.org/10.1080/19012276.2015.1071201
https://doi.org/10.1186/s12884-015-0683-0
https://doi.org/10.1016/j.midw.2019.102529
https://doi.org/10.1016/0277-9536(93)90033-Z
https://doi.org/10.1177/1403494813484992
https://doi.org/10.1016/j.srhc.2016.10.001
https://doi.org/10.1016/j.wombi.2016.04.011
https://doi.org/10.1186/s12884-017-1411-8
https://doi.org/10.4172/2167-1168.1000136
https://doi.org/10.1155/2018/9618036
https://doi.org/10.1016/j.srhc.2013.08.002
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.frontiersin.org/journals/public-health#articles


Thorstensson et al. Professional Support for Expectant Parents

24. Ahlborg T, Strandmark M. Factors influencing the quality of intimate
relationships six months after delivery–first-time parents’ own views
and coping strategies. J Psychosom Obstet Gynaecol. (2006) 27:163–72.
doi: 10.1080/01674820500463389

25. Thorstensson S, Andersson A, Israelsson S, Ekström A, Hertfelt Wahn E.
To build a bridge between two worlds: mothers’ experiences of professional
support at the maternity ward. Health Care Women Int. (2015) 23:1–15.
doi: 10.1080/07399332.2015.1094072

26. Hertfelt Wahn E, Nissen E, Ahlberg BM. Becoming and being a teenage
mother: how teenage girls in south western Sweden view their situation.
Health CareWomen Int. (2004) 26:591–603. doi: 10.1080/07399330591004917

27. Hupcey JE, Morse JM. Can a professional relationship be considered social
support?Nurs Outlook. (1997) 45:270–6. doi: 10.1016/S0029-6554(97)90006-3

28. Langford CP, Bowsher J, Maloney JP, Lillis PP. Social
support: a conceptual analysis. J Adv Nurs. (1997) 25:95–100.
doi: 10.1046/j.1365-2648.1997.1997025095.x

29. Gagnon AJ, Sandall J. Individual or group antenatal education for childbirth
or parenthood, or both. Cochrane Database Syst Rev. (2007) 18. CD002869.
doi: 10.1002/14651858.CD002869.pub2

30. Manant A, Dodgson JE. Centering pregnancy: an integrative
literature review. J Midwifery Women’s Health. (2011) 56:94–102.
doi: 10.1111/j.1542-2011.2010.00021.x

31. Banke G, Berglund A, Collberg P, Ideström M. Antenatal Care Sexual

and Reproductive Health (National guidelines). ARG-Rapport nr 59, Svensk
Förening för Obstetrik and Gynekologi (SFOG), Arbets and Referensgrupper
(ARG) rapportserie. SFOG, Stockholm; ([ISSN 110-438X]) (2008).

32. Polit DF, Beck CT. Nursing Research: Generating and Assessing Evidence for

Nursing Practice, 10th ed. Philadelphia, PA: Wolters Kluwer (2016).
33. Wilde Larsson B. KUPP, Kvalitet ur Patientens Perspektiv.

Vårdförbundet (2001).
34. Ekström A, Nissen E. A mother’s feelings for her infant are strengthened by

excellent breastfeeding counseling and continuity of care. Pediatrics. (2006)
118:309–14. doi: 10.1542/peds.2005-2064

35. Ekström A, Guttke K, Lenz M, Hertfelt-Wahn E. Long term effects of
professional breastfeeding support - an intervention. Int J Nurs Midwifery.
(2011) 3:109–17. Available online at: http://www.academicjournals.org/ijnm

36. Thorstensson S, Nilsson M, Olsson L, Hertfelt-Wahn E, Ekström A. Women’s
experiences of midwifery support during pregnancy a step in the validation of
the scale: ‘themother perceived support from professionals’. Nurs Care. (2015)
4:2. doi: 10.4172/2167-1168.1000241

37. Möller Ranch M, Jämtén S, Thorstensson S, Ekström-Bergström AC. First-
time mothers have a desire to be offered professional breastfeeding support by
pediatric nurses: an evaluation of the mother-perceived-professional support
scale. Nurs Res Pract. (2019) 2019:8731705. doi: 10.1155/2019/8731705

38. Hrybanova Y, Ekström A, Thorstensson S. First-time fathers’ experiences of
professional support from child health nurses. Scandinavian J Caring Sci.
(2019) 33:921–30. doi: 10.1111/scs.12690

39. Ahlborg T, Persson L, Hallberg LR. Assessing the quality of the dyadic
relationship in first-time parents: development of a new instrument. J Fam
Nurs. (2005) 11:19–37. doi: 10.1177/1074840704273462

40. Ekbäck M, Benzein E, Lindberg M, Årestedt K. The Swedish version of the
multidimensional scale of perceived social support (MSPSS) - a psychometric
evaluation study in women with hirsutism and nursing students. Health Qual
Life Outcomes. (2013) 11:168. doi: 10.1186/1477-7525-11-168

41. Zimet GD, Dahlem NW, Zimet SG, Farley GK. The multidimensional
scale of perceived social support. J Pers Assess. (1988) 52:30–41.
doi: 10.1207/s15327752jpa5201_2

42. Zimet GD, Powell SS, Farley GK, Werkman S, Berkoff KA. Psychometric
characteristics of the Multidimensional Scale of perceived social support. J
Pers Assess. (1990) 55:610–7. doi: 10.1207/s15327752jpa5503andamp;4_17

43. Langius A, Björvell H, Antonovsky A. The Sense of Coherence concept and
its relation to personality traits in Swedish samples. Scand J Car Sci. (1992)
6:165–71. doi: 10.1111/j.1471-6712.1992.tb00146.x

44. Antonovsky A. Unraveling the Mystery of Health, 1st ed. San Fransisco, CA:
Jossey-Bass Inc. Publishers (1987).

45. Thorstensson S, Hertfelt Wahn E, Ekström A, Langius-Eklöf A. Evaluation
of the mother-to-infant relation and feeling scale: interviews with first-time
mothers’ for feelings and relation to their baby three days after birth. Int J
Nurs Midwifery. (2012) 4:8–16. doi: 10.5897/IJNM11.041

46. Thorstensson S, Nissen E, Ekström A. Professional support in pregnancy
influencematernal relation to and feelings for the baby after Cesarean birth; an
intervention study. J Nurs Care. (2012) 1:112. doi: 10.4172/2167-1168.1000112

47. Thorstensson A, Claesson A, Packalen A, Hertfelt Wahn E, Ekström A.
Validating the Mother-to-Infant Relation and Feelings’ scale by first-time
mothers’ descriptions three months after birth. J Women’s Health Issues Care.
(2014) 3. doi: 10.4172/2325-9795.1000173

48. Cohen J. Statistical Power Analysis for the Behavioural Sciences. New Your, NY:
Routledge Academic (1988).

49. Buultjens M, Murphy G, Robinson P, Milgrom J. The perinatal period: a
literature review from the biopsychosocial perspective. Clin Nurs Stud. (2013)
1:19–31. doi: 10.5430/cns.v1n3p19

50. Coyle SB. Health-related quality of life of mothers: a review of the research.
Health Care Women Int. (2009) 30:484–506. doi: 10.1080/07399330902
801260

51. Antonovsky A, Sourani T. Family Sense of Coherence and family adaptation.
J Marriage Fam. (1988) 50:79–92. doi: 10.2307/352429

52. Antonovsky A. The salutogenic model as a theory to guide health
promotion. Health Promot Int. (1996) 11:11–8. doi: 10.1093/heapro/11.
1.11

53. Downe S. Normal Childbirth: Evidence and Debate. Edinburgh, NY: Churchill
Livingstone (2008).

54. Ferguson S, Browne J, Taylor J, Davis D. Sense of coherence and women’s
birthing outcomes: a longitudinal survery. Midwifery. (2016) 34:158–65.
doi: 10.1016/j.midw.2015.11.017

55. Habroe M, Schmidt L, Evald BE. Does childbirth after fertility
treatment influence sense of coherence? A longitudinal study of 1,934
men and women. Acta Obstet Gynecol Scand. (2007) 86:1215–21.
doi: 10.1080/00016340701619258

56. Lundgren I. Releasing and relieving encounters: experiences of
pregnancy and childbirth. Scand J Caring Sci. (2004) 18:368–75.
doi: 10.1111/j.1471-6712.2004.00300.x

57. Lundgren I, Karlsdottir SI, Bondas T. Long-term memories and experiences
of childbirth in a nordic context - a secondary analysis. Int J Qual Stud Health
Well Being. (2009) 2:115–28. doi: 10.1080/17482620802423414

58. Fahy KM, Parratt JA. Birth territory: a theory for midwifery practice.Women

Birth. (2006) 19:45–50. doi: 10.1016/j.wombi.2006.05.001
59. Kainz G, Eliasson M, von Post I. The child’s father, an important

person for the mother’s well-being during the childbirth: a hermeneutic
study. Health Care Women Int. (2010) 31:621–35. doi: 10.1080/0739933100
3725499

60. Löf M, Svalenius E, Persson E. Factors that influence first-time mothers’
choice and experience of early discharge. Scand J Caring Sci. (2006) 20:323–30.
doi: 10.1111/j.1471-6712.2006.00411.x

61. Ellberg L. Postnatal Care – Outcomes of Various Care Options in Sweden. Print
and Media: Umeå University (2008).

62. Hodnett ED, Gates S, Hofmeyr GJ, Sakala C. Continuous support for
women during childbirth. Cochrane Database Syst Rev. (2013) 15:CD003766.
doi: 10.1002/14651858.CD003766.pub5

63. Pennbrant S, Svensson L. Nursing and learning – healthcare pedagogics
and work-integrated learning. Higher Educ Skills Work Based Learn. (2018)
8:179–94. doi: 10.1108/HESWBL-08-2017-0048

64. Creswell JW, Poth CN. Qualitative Inquiry and Research Design. Choosing

Among Five Approaches, 4th ed. Los Angeles, CA: Sage publications (2017).

Conflict of Interest: The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could be construed as a
potential conflict of interest.

The reviewer MG declared a shared affiliation, though no other collaboration,
with one of the authors AE-B to the handling Editor.

Copyright © 2020 Thorstensson, Ekström-Bergström and Bäckström. This is an open-

access article distributed under the terms of the Creative Commons Attribution

License (CC BY). The use, distribution or reproduction in other forums is permitted,

provided the original author(s) and the copyright owner(s) are credited and that the

original publication in this journal is cited, in accordance with accepted academic

practice. No use, distribution or reproduction is permitted which does not comply

with these terms.

Frontiers in Public Health | www.frontiersin.org 15 July 2020 | Volume 8 | Article 285

https://doi.org/10.1080/01674820500463389
https://doi.org/10.1080/07399332.2015.1094072
https://doi.org/10.1080/07399330591004917
https://doi.org/10.1016/S0029-6554(97)90006-3
https://doi.org/10.1046/j.1365-2648.1997.1997025095.x
https://doi.org/10.1002/14651858.CD002869.pub2
https://doi.org/10.1111/j.1542-2011.2010.00021.x
https://doi.org/10.1542/peds.2005-2064
http://www.academicjournals.org/ijnm
https://doi.org/10.4172/2167-1168.1000241
https://doi.org/10.1155/2019/8731705
https://doi.org/10.1111/scs.12690
https://doi.org/10.1177/1074840704273462
https://doi.org/10.1186/1477-7525-11-168
https://doi.org/10.1207/s15327752jpa5201_2
https://doi.org/10.1207/s15327752jpa5503andamp;4_17
https://doi.org/10.1111/j.1471-6712.1992.tb00146.x
https://doi.org/10.5897/IJNM11.041
https://doi.org/10.4172/2167-1168.1000112
https://doi.org/10.4172/2325-9795.1000173
https://doi.org/10.5430/cns.v1n3p19
https://doi.org/10.1080/07399330902801260
https://doi.org/10.2307/352429
https://doi.org/10.1093/heapro/11.1.11
https://doi.org/10.1016/j.midw.2015.11.017
https://doi.org/10.1080/00016340701619258
https://doi.org/10.1111/j.1471-6712.2004.00300.x
https://doi.org/10.1080/17482620802423414
https://doi.org/10.1016/j.wombi.2006.05.001
https://doi.org/10.1080/07399331003725499
https://doi.org/10.1111/j.1471-6712.2006.00411.x
https://doi.org/10.1002/14651858.CD003766.pub5
https://doi.org/10.1108/HESWBL-08-2017-0048
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.frontiersin.org/journals/public-health#articles

	Effects of the ``Inspirational Lecture'' in Combination With ``Ordinary Antenatal Parental Classes'' as Professional Support for Expectant Parents: A Pilot Study as a Randomized Controlled Trial
	Introduction
	Methods
	Trial Design and Participants
	Settings
	Stratification, Randomization, and Participant Recruitment
	Intervention
	The Inspirational Lecture
	Ordinary Antenatal Parental Classes

	Measurements and Data Collection
	Data Analysis
	Ethical Considerations

	Results
	Effects of the Intervention for First-Time Mothers and Partners
	Change Over Time in the Birth Experience, Perceived Quality of Parental Couple Relationship, Social Support, and SOC
	Internal Consistency of the Measurements

	Discussion
	Conclusions and Clinical Implications
	Data Availability Statement
	Ethics Statement
	Author Contributions
	Funding
	Acknowledgments
	References


