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Summary

Antenatal clinics in western Sweden have recently invested in a birth method called Confident Birth.
In this study, we investigate midwives’ and first line managers’ perceptions regarding the method,
and identify opportunities and obstacles in its implementation. Semi-structured individual interviews
were conducted with ten midwives and five first line managers working in 19 antenatal clinics in west-
ern Sweden. The Consolidated Framework for Implementation Research was used in a directed con-
tent analysis approach. Intervention Characteristics—such as perceptions about the Confident Birth
method—were found to have equipped the midwives with coping strategies that were useful for
expecting parents during birth. Outer Setting—the method was implemented to harmonize the ante-
natal education, and provided a mean for a birth companionship of choice. Inner setting—included
time-consuming preparations and insufficient information at all levels, which affected the implemen-
tation. Characteristics of individuals—, such as knowledge and believes in the method, where trust in
the method was seen as an opportunity, while long experience of teaching other birth preparatory
methods, affected how the Confident Birth method was perceived. Process—such as no strategy for
ensuring that the core of the method remained intact or plans for guiding its implementation were ma-
jor obstacles to successful implementation. The findings speak to the importance of adequate plan-
ning, time, information and communication throughout the process to have a successful implementa-
tion. Based on lessons learned from this study, we have developed recommendations for successful
implementation of interventions, such as the Confident Birth, in antenatal care settings.
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INTRODUCTION (Barimani et al., 2018; Pilsson et al., 2019). This educa-
To optimize high-quality maternity care, Sweden has a  tion is an essential component in antenatal care
long tradition of providing antenatal education, includ-  (Gagnon and Sandall, 2007; Pilsson et al., 2019), and
ing health promotion and birth preparatory courses its provision is in line with international and national

©The Author(s) 2020. Published by Oxford University Press.

This is an Open Access article distributed under the terms of the Creative Commons Attribution Non-Commercial License (http://creativecommons.org/
licenses/by-nc/4.0/), which permits non-commercial re-use, distribution, and reproduction in any medium, provided the original work is properly cited.
For commercial re-use, please contact journals.permissions@oup.com


http://orcid.org/0000-0003-2432-8097
https://academic.oup.com/

650

S. Jansson et al.

guidelines (International Confederation of Midwives,
2017; The Swedish Association of Midwives, 2018).
The goals of antenatal education vary. However,
according to a Cochrane review (Gagnon and Sandall,
2007), a common goal of antenatal education is to build
women’s confidence in their ability to give birth as well
as to prepare expecting parents for childbirth and par-
enting. Because of the varied content and aim of antena-
tal education classes, it has proven difficult to evaluate
and measure their usefulness (Gagnon and Sandall,
2007). Despite these difficulties, some positive emo-
tional effects of antenatal education have been identi-
fied, such as decreased anxiety for the mother and
increased involvement of the partner during birth
(Ferguson et al., 2013). Similar, higher confidence in
ability to cope at home during labour and to handle the
birth process have been reported on (Brixval et al.,
2016). Although the effects of antenatal education are
largely unknown (Gagnon and Sandall, 2007), a long-
term follow-up of a randomized controlled trial showed
that those who had undergone a well-structured antena-
tal education programme reported a more positive birth
experience 5 years after childbirth compared to those
who had participated in none, or in a more conven-
tional, less structured antenatal education programme
(Maimburg et al., 2016).

The content and structure of antenatal education
have shifted over time, depending on trends in society
and in maternal healthcare (Bergstrom et al., 2011;
Berlin et al., 2016; Forslund Frykedal et al., 2016). One
such trend in Sweden has involved psychoprophylaxis,
focusing on teaching breathing and relaxation techni-
ques. A randomized controlled trial (Bergstrom et al.,
2009) found no associated obstetric outcomes benefits
or improvement of the childbirth experience in women
using psychoprophylaxis during birth. Yet, there is some
evidence suggesting that relaxation techniques may im-
prove pain management during labour and childbirth
(Jones et al., 2012).

Although there are similarities between antenatal ed-
ucation programmes and psychoprophylaxis courses,
they are developed in different cultural contexts with
different A birth preparatory method,
Confident Birth, has been developed in a Swedish con-
text. According to its developer (Heli, 2013), the
Confident Birth method was developed based on coping
strategies connected to respiratory and stress physiology

content.

and activation of the parasympathetic system. The pur-
pose of the method is to strengthen the mother’s inher-
ent physical and emotional capacity through support by
a companion of choice, striving to achieve an emotion-
ally safe and confident birth. The support of a

companion of choice is a central part of the method
(Heli, 2013). The companionship of choice during birth
is defined as the continuous presence of a support person
during labour and birth (Hodnett et al., 2011). The
Confident Birth method consists of four central compo-
nents: breathing, relaxation, sound and the mind. In re-
cent years, the Confident Birth method has rapidly
gained a foothold in public antenatal clinics and mater-
nity departments across Sweden.

Recent research has suggested that future studies on
companionship methods, such as the Confident Birth
method, should consider factors that may affect the pro-
cess and context of implementation (Kabakian-
Khasholian and Portela, 2017; Bohren et al., 2019). To
our knowledge, there are no published scientific studies
on the Confident Birth method nor on its implementa-
tion. Thus, the aim of this study is to investigate the per-
ceptions of midwives and first line managers regarding
the Confident Birth method and to identify opportuni-
ties and obstacles in its implementation.

MATERIALS

Study design

A qualitative research design was used, which is useful
when little is known about the subject (Elo and Kyngas,
2008), such as the perception of the Confident Birth
method and its implementation. Data were collected
through semi-structured individual interviews with mid-
wives participating in instructor training in this method,
and with first line managers in antenatal healthcare who
were involved in the method’s implementation. The data
were analysed using content analysis with a deductive
approach inspired by Elo and Kyngas (Elo and Kyngas,
2008). The Consolidated
Implementation Research (CFIR) (Damschroder et al.,
2009) was used as a theoretical framework to guide the
data analysis and description of the results.

Framework for

Theoretical framework

To understand the participants’ perceptions about the
Confident Birth method and to identify opportunities
and obstacles in its implementation, the CFIR frame-
work (Damschroder et al., 2009) was applied during
data analysis and the description of the results. The
CFIR, a synthesis of concepts described in 19 existing
implementation frameworks, models and theories, has
previously been applied in research areas such as health-
care science and clinical management research
(Damschroder et al., 2009; Lind et al., 2017; Selove
et al., 2017). The CFIR describes different aspects to
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consider during the implementation process (Lind et al.,
2017; Selove et al., 2017), and defines implementation
as a constellation of processes intended to bring an inter-
vention into use in an organization. The CFIR consists
of five main domains—(i) intervention characteristics
(features of an intervention that might influence imple-
mentation), (ii) inner settings (features of the implement-
ing organization that might influence implementation),
(iii) outer settings (features of the external context or en-
vironment that might influence implementation), (iv)
characteristics of individuals (characteristics of individu-
als involved in implementation that might influence im-
plementation), and (v) process (includes strategies or
tactics that might influence implementation)—with 39
sub-domains. These domains interact in a wide and
complex manner, to influence implementation in an effi-
cient way, which means that the sub-domains sometimes
overlap. Therefore, not all sub-domains need to be used
(Damschroder et al., 2009). In this paper, the studied
implementation process includes the four steps necessary
to become an instructor in the Confident Birth method,
and the aspects influencing the delivery of the education
to the expecting parents. For an overview of how the
CFIR was applied in this study, see Table 1.

Setting

At the time of the study, the participants were working
for the largest public primary healthcare provider in west-
ern Sweden, consisting of 69 antenatal clinics. Antenatal
healthcare in this region is organized in a healthcare
choice system with both publicly and privately owned
clinics, all governmental financed and free of charge.
Midwives are the key care providers during pregnancy,
they provide full antenatal care and identify high-risk
pregnancies and make referrals to medical specialists
when necessary. As an effort to improve antenatal educa-
tion, 19 of these antenatal clinics have invested in instruc-
tor training for midwives in the Confident Birth method
in 2018. The instructor training consisted of four parts:

1. A reading part, in which literature related to the
method was studied;

2. A structured web-based training part, describing
each part of the method in preparation for the up-
coming 3-day workshop;

3. A 3-day workshop, consisting of practical exercises
and instruction in how to deliver the content of the
method’s manuscript;

4. A practical training part, in which each midwife had
to independently hold two Confident Birth courses
for 6-10 expecting parents.

The midwives who underwent the instructor training
in the Confident Birth method are expected by their em-
ployer to hold one course a month for expecting parents.
Confident Birth classes are offered free of charge to all
first-time mothers with partners, and to women with
secondary fear of childbirth as well as their partners (if
capacity allows). The clinics offer 32-33 Confident
Birth courses per month, with seven to nine couples per
occasion. Approximately 240 couples undergo the
Confident Birth course every month.

Participants and data collection

Twenty-eight midwives working at the 19 antenatal clin-
ics underwent instructor training in the method. They,
and nine first line managers who held employer respon-
sibility for the midwives, were invited to take part in the
study via e-mail. Fifteen agreed to participate in the
study and two declined, while the remaining 20 did not
reply to the request. Sixteen interviews were conducted
with 15 participants, 10 instructor midwives, and 5 first
line managers. For details, see Table 2. One of the par-
ticipants was interviewed twice, this to obtain comple-
information, after the first
interview. All participants were registered midwives,

mentary ~6 months
and represented 13 of the 19 clinics.

The first author (S.].) conducted the first six inter-
views in November and December 2018 and the first
authors (S.]. and S.F.) conducted the second round of
nine interviews in April 2019. Both first line managers
and instructor midwives were interviewed to get a
deeper understanding of the implementation of the
Confident Birth method. The study was approved by the
management of the public primary healthcare provider.
Before the interview, all participants were given verbal
and written information about the study and their right
to confidentiality in accordance with the Helsinki
Declaration (WMA, 2018). They were informed that the
study was voluntary, and that they could refrain from
answering questions or discontinue the interview and
withdraw their consent at any time without having to
give a reason. Written consent was attained from all par-
ticipants before the interviews commenced (WMA,
2018).

An interview guide with open-ended questions was
developed to ensure data were collected to answer the
aim of the study. The interview guide prompted
respondents to discuss their experiences to undertake
the instructor-training course in the Confident Birth
method, followed by questions regarding opportunities
and obstacles in its implementation. Questions about
specific CFIR sub domains (Damschroder et al., 2009)
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Table 2: Demographic facts about the participants, both
midwives and first line managers (n=15)

Age 36—62 years
mean 51 years
median 49 years

Years working >S5 years 4 midwives
as a midwife >15 years 6 midwives
>25 years 3 midwives
>35 years 2 midwives
Years working in 1-5 years 2 midwives
antenatal clinics 5-10 years 4 midwives
10-15 years 2 midwives
15-20 years 3 midwives
20-25 years 2 midwives

25-30 years 1 midwife
Years working in 0 year 2 midwives
delivery ward 1-5 years 4 midwives
5-10 years 3 midwives
10-15 years 4 midwives
15-20 years 2 midwives

Midwives with experience 10 midwives
of other birth preparation

methods

were not asked; rather questions about the participants
perceptions of the Confident Birth method; the instruc-
tor training and the implementation of the method, fol-
lowed by probing questions Do you have any more
examples, Can you elaborate. Data collection was con-
tinued until the interviewers sensed no new information
was discovered. All interviews were held in Swedish, at
a location chosen by the participant, were audio-
recorded, and lasted around 25-50 min.

Analysis

The interviews were transcribed verbatim and analysed
by S.J. and S.F. using qualitative content analysis with a
deductive approach inspired by Elo and Kyngas (Elo and
Kyngas, 2008). In the first phase, the transcriptions were
read multiple times to make sense of the data as a whole.
In the second phase, meaning units corresponding to the
aim of the study were identified. All content that an-
swered the questions What are the instructor midwives
and first line managers’ perceptions of the Confident
Birth method? and What are the opportunities and
obstacles in the implementation? were marked. In the
third phase, the meaning units were organized according
to the five main domains of the CFIR. In the fourth
phase, the sorted meaning units were re-read and orga-
nized into 11 sub-domains (of 39 possible) in the CFIR.
The authors continually checked that the data used in
the analysis was in accordance with the transcriptions,

to assure the trustworthiness of the study (Elo and
Kyngas, 2008). Finally, after several refinements of the
analysis, a final consensus among all authors was
reached on the reported results.

RESULTS

The results are presented according to the CFIR’s five
main domains and 11 of its 39 sub-domains. When or-
ganization is mentioned in this study, this refers to the
19 antenatal clinics that have invested in Confident
Birth, consisting of instructor midwives and first line
managers. In the results we mostly refer to both the in-
structor midwives and first line managers as simply par-
ticipants, unless it is relevant to contrast the differences
in their perceptions based on their roles.

Intervention characteristics

Evidence strength and quality

The participants’ perceptions of the Confident Birth
method were similar. They described the method as sim-
ple, logical, and built on physiology, and their percep-
tions were that expecting parents became more
confident after completing the programme. The knowl-
edge about the method varied depending on whether the
participant was an instructor midwife or a first line
manager. The midwives had become more equipped
with deeper theoretical knowledge and pedagogical
skills after having undergone the training. This included
increased understanding of the human body’s physiol-
ogy and its impact on emotions, and of the mediation of
coping strategies during childbirth. The midwives
stressed that the use of the method made them feel
strengthened and proud of their work, as they felt that it
enabled them to practice genuine midwifery. The first
line managers’ knowledge about the method came
largely from a previously conducted training day for all
staff in the organization:

A great course that involves women, men, partners, sup-
port persons getting knowledge based on physiology.
What happens in our bodies due to different emotions.

(Instructor midwife 3)

Adaptability

In accordance with the course manual, being a course in-
structor required that the midwives strictly follow the
Confident Birth manuscript; any editing of the content
was prohibited. Some midwives perceived this inflexibil-
ity in the method as challenging. Others saw the rigid-
ness as a guiding structure that was easy to follow,
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ensuring that everyone was presenting the same content
in the same way, with limited risk of losing the core
concept:

It’s a fairly strict concept, which I think is good. It’s a
clear framework guiding the core concept that needs to
be presented.

(Instructor midwife 4)

The trouble with the manuscript was that we were told
to memorise it verbatim. That’s what was hammered in
all the time, and that’s what was communicated [by the
founder] by e-mail, to memorise it verbatim—which I
think was a cardinal mistake, because it would have
been much better if we’d mastered it ourselves and used

our own words.

(Instructor midwife 10)

Outer settings

Patients’ needs and resources

An understanding of the demands and resources con-
cerning the needs of the expecting parents’ who would
be the beneficiaries of the Confident Birth method was
seen as an opportunity. Key needs of the expecting
parents included strategies for coping with the upcoming
birth, for both the pregnant woman and her companion
of choice, which was perceived as having been accom-
plished through the course’s high attendance rate. A
consequence, given the high demand, was that the
course was not accessible to all expecting parents who
wanted to attend. One such group was immigrants, who
did not master the Swedish language:

I understand that it [Confident Birth] is valuable, that
patients or women are very satisfied, and we midwives
in their

have received a very positive response

evaluations.
(First line manager 8)

//We aim at being fair and equal, but it can never be
100%.

(First line manager 13)

Peer pressure

Several of the first line managers mentioned that the
Confident Birth method was implemented as an oppor-
tunity to become an attractive caregiver. This was seen
as essential since the public primary healthcare system
was undergoing a restructuring, entailing that it will be

easier in the future for expecting parents to choose
which clinic to register at:

We had talked a lot in the management team about our
need to profile ourselves. We had started talking about
business goals and business acumen; we need to think a
little more so that we can make our clinic an attractive

choice for parents.

(First line manager 9)

External policies and incentives

No external policies or research had been considered
when the method was chosen. In general, the partici-
pants described the method as useful and expressed that
they did not need scientific proof that it worked:

Regarding Confident Birth, it’s not difficult to assume
that this must be good. There’s a lot of research that the
safer you are when you give birth the better the birth is,
so it’s not so difficult to understand.

(First line manager 11)

For me, it does not matter if it’s evidence-based or not,
because I know it [the confident birth method] works.
After all, I have no hesitation even if a research report is
not presented ... I know that this works ... and I don’t
think ’'m alone having this feeling.

(Instructor midwife 3)

Inner settings

Network and communications

The chain of information and communication had failed
at all levels and in all lines during the implementation
process. According to the participants, this failure in-
cluded insufficient information from both the manage-
ment team and the founder of the Confident Birth
method to the midwives delivering the courses. In the
end, this had affected the provision of adequate informa-
tion to the expecting parents. Consequently, the instruc-
tor midwives expressed different levels of stress, and
some declared that they felt exploited. It was stated that
this could have been avoided if adequate information
about the different steps involved in the training and its
implementation had been communicated to the instruc-
tor midwives prior to their decision to participate:

It was more work than the midwives had expected, and
also more work than we had informed them about prior
to course start. And here, in retrospect, I can feel that we
lost a lot of their trust.
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(First line manager 13)

Implementation climate

Before the implementation of the Confident Birth
method, the organization was in a situation whereby an-
tenatal education had varied in content from clinic to
clinic. Some clinics offered a wide range of birth prepa-
ratory courses such as yoga, psychoprophylaxis and con-
ventional birth preparatory courses, while others had
cancelled all forms of courses and instead referred
expecting parents to open lectures at the university hos-
pital. This was considered unequal and unfair to the
expecting parents. It was expressed that the implementa-
tion of the Confident Birth method was an important
concept for increasing quality and equality among
expecting parents:

It was seen that the antenatal education programmes
looked extremely different everywhere in the city, and
they were of different durations, and some had psycho-
prophylaxis and some did not, and some had to pay for
psychoprophylaxis and some didn’t pay.

(First line manager 14)

Readiness for implementation

The insufficient time provided by the organization for
implementing the Confident Birth method made it chal-
lenging to achieve a successful implementation. A lack
of time was experienced in all parts of the process, from
the initial decision-making to the point at which they
currently found themselves. The instructor midwives
had spent ~40 to 60h preparing themselves before the
training, while the organization only compensated them
for 3 h; the majority of the necessary reading had been
done in their spare time. Often, this had led to high
stress levels and anxiety. Some midwives expressed that
becoming an instructor had interfered negatively with
their private life, while others expressed trust in the or-
ganization and saw the implementation as rewarding for
the mothers and themselves:

It didn’t really feel like they [managers] had understood
how much time the course preparation required. It was
as if they didn’t take it seriously, as if they assumed we
would do all this in our spare time.

(Instructor midwife 2)

Another obstacle the participants expressed was find-
ing available facilities that were appropriate for the
course. It was often difficult to find a suitable venue in

the area near the expecting parents’ homes. This often
resulted in couples not turning up for the course due to
the long distance:

Sometimes the expecting parents have to travel around
the whole city, so there’s always someone not showing
up; that’s a big loss.

(Midwife 12)

//In some places we midwives have to search for facilities
ourselves. Sometimes we don’t find any suitable facili-
ties, other times they’re fully booked, and sometimes we
find a venue but with substandard facilities.

(Instructor midwife 3)

Characteristics of individuals

Knowledge and beliefs about the intervention

Most of the participants expressed great trust in the
method. Some of the midwives had long experience of
teaching other birth preparatory methods, which had af-
fected how they perceived the Confident Birth method.
A few midwives stated that the method was nothing new
to them, and that the content was just presented in a dif-
ferent form or was an improvement to other birth prepa-
ratory methods. This sometimes led to inner conflicts
regarding the usefulness of the Confident Birth method,
which made it difficult to facilitate the method. The par-
ticipants who held a more positive view and expressed
trust in the method tended to accept the obstacles in the
implementation, such as the insufficient information,
better than those who held a less positive view. The ma-
jority of the instructor midwives had an interest in ante-
and had been handpicked or
encouraged by their first line managers to attend the in-
structor training:

natal education,

You have to want it; otherwise, it won’t work.

(Instructor midwife 7)

Process

Planning

There had not been any plan in place to guide the imple-
mentation of the Confident Birth method. With insuffi-
cient planning, as well as insufficient time and
information throughout the implementation process,
both the process of becoming an instructor and what
was expected of the midwives had not been clearly de-
scribed. This was expressed as challenging. When it had
become clear what was expected of them, some
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midwives had experienced panic and stress. As antenatal
education in general was not a priority within the orga-
nization, the implementation process was seen as chal-
lenging among the first line managers.

There was a desire for a slower implementation pro-
cess, with the planning anchored in the organization and
the instructor midwives being more involved. The insuf-
ficient planning resulted in the participants not having a
clear picture of what it would require of them. This con-
tributed to some instructor midwives not completing the
process, and others mentioning that they were not sure
if they wanted to continue holding the course:

It was panic, so we have to start up already in the fall, so
we have something for everyone. After all, the problem
was that the staff needed their time and process. Within
the management team we’d only been processing for

maybe a few months.
(First line manager 13)

/Nf 1 continue to feel that having these courses is
anxiety-inducing, then I have to start thinking that
maybe I shouldn’t expose myself to this forever.

(Instructor midwife 2)

Reflecting and evaluating

Some improvements had been made to the implementa-
tion of the method during the implementation process: a
contract had been developed for future Confident Birth
instructors, including detailed information and expecta-
tions; midwives had been compensated for more of their
time; discussions had been initiated concerning how to
better meet the requirements of women with special
needs and courses in English and Arabic had been estab-
lished. In addition, the management had scheduled regu-
lar meetings with the instructor midwives a couple of
reflection, support and

times per semester for

evaluation:

They (instructor midwives) were very happy with the
training, but were upset with the management team for
the lack of time.

(First line manager 13)

DISCUSSION

We identified opportunities and obstacles influencing
the implementation of the Confident Birth method in
western Sweden. The results showed that there was
great trust in the method. It had equipped the midwives
with tools for mediating coping strategies for women

and their companion of choice to use during the upcom-
ing birth. Time-consuming preparations, lack of avail-
able venues the courses,
information at all levels, and no strategy for ensuring
that the core of the method remained intact or plans for

to conduct insufficient

guiding its implementation were major obstacles to a
successful implementation.

A strength was that the instructor midwives and first
line managers had trust in the method. Although there
were concerns about the strictness and inflexibility in
the course manuscript, the midwives had become more
equipped with deeper theoretical knowledge and peda-
gogical skills, and felt proud of their work. This indi-
cates that the instructor midwives’ and first line
managers’ perceptions of the Confident Birth method as
useful, for either themselves in their professional work
or the expecting parents, affect the implementation.
This mirrors another study on organizational readiness
to change care routines, which found that the clinical
needs for and usefulness of an intervention may be criti-
cal factors for successful implementation (Zapka et al.,
2013). The fact that the Confident Birth method was
regarded as strict and inflexible implies the importance
of defining the method’s core elements. According to the
CFIR, adaptability is described as the extent to which a
method can be adapted to meet local needs without
jeopardizing the method’s core (Damschroder et al.,
2009). Thus, it is critical to adapt the Confident Birth
method into the local contexts and needs of the antena-
tal clinics, without losing its essential core elements.

It is promising that the Confident Birth method had
been introduced as a step in harmonizing the antenatal
education in the region, and that this education would
be offered on equal terms to all first-time mothers with
partners. The fact that no scientific research or national
or international guidelines had been considered before
the method was chosen was not found to be an obstacle.
Instead, the method was seen as an opportunity, as it
provides a means for companionship of choice and pro-
motes women’s own capacity to give birth. When com-
paring our results with international guidelines (World
Health Organization, 2014, 2018) and recent research
(Renfrew et al., 2014; Miller et al., 2016; Downe et al.,
2018; Lunda et al., 2018; Bohren et al., 2019), it can be
argued that the organization is in line with these.
However, neither research nor international guidelines
have any national implications unless they are contextu-
alized into national, regional or local plans, which
requires a long-term commitment and a clear national
desire from national or local governments (Bogren and
Erlandsson, 2018).
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It is known that steps contributing to a successful im-
plementation in healthcare include committed care pro-
viders who are involved in both the development of the
innovation for change and the implementation plan
(Grol et al., 2007). In accordance with implementation
science, these steps need to be anchored within the orga-
nization before any intervention starts. As found in this
study, there was an insufficient chain of communication
from the management team to the midwives delivering
the course and no access to appropriate venues, in com-
bination with insufficient time for planning and prepara-
tion for the implementation of the Confident Birth
method. In support of Betram et al. (Bertram et al.,
2015), who suggest that these components are essential
for a successful implementation process, it can be argued
whether the organization in this study was fully pre-
pared for implementing the Confident Birth method.
The provision of good quality antenatal care, including
birth preparatory courses, requires sufficient numbers of
healthcare providers who are both competent and moti-
vated (Tungalp et al., 2015). We found that the mid-
wives in this study became stressed and dissatisfied
because of the time-consuming preparations and the in-
sufficient information surrounding the process. With no
improvements, this could lead to elevated attrition rates
and further diminish access and quality care. As long as
midwives are left out of the decision-making, planning
and preparation that concern them, and until their reali-
ties are taken seriously, the provision of high-quality
care is at risk (Filby et al., 2016).

It is important to note that the instructor midwives
were all skilled professionals, many of them with vast
experience of providing antenatal education to expect-
ing parents. Their experiences in facilitating other birth
preparatory methods than the Confident Birth method
were both an opportunity and an obstacle. Fixsen et al.
(Fixsen et al., 2009) point out that a method (in this the
Confident Birth method introduced in the instructor
course) can be introduced during training sessions, but
that the real learning occurs when the midwife holds her
first class. Furthermore, regular feedback and reflection
sessions are needed to ensure fidelity and good out-
comes. Reflection groups are a way to ensure that the
method’s core components are kept intact (Fixsen et al.,
2009), but may also provide an outlet for those instruc-
tor midwives whose opinions about the method differ
from what is taught during the training. The partici-
pants’ knowledge and beliefs regarding the method play
an important role in the success of an implementation
process (Damschroder et al., 2009). Personal beliefs are
difficult for an organization to influence, but providing
ongoing coaching and support as well as listening to the

concerns raised by instructor midwives may serve to me-
diate some of the challenges.

During any implementation, it is important to closely
monitor the process and constantly review and make
necessary enhancements (Stetler et al., 2006). The lack
of time between the decision to invest in the Confident
Birth method and its implementation was a major obsta-
cle. A consequence of not having an implementation
plan, as found in this study, was that the participants
did not know what was expected from them. Clear and
abundant information about what the implementation
may result in people who were initially interested choos-
ing instead to abstain, which can prevent later dropouts
(Fixsen et al., 2005). The organization in focus in this
study, has made a number of adaptations to improve the
information regarding expectations that is given to mid-
wives prior to their committing to the training, as well
as introducing reflection groups for instructors. These
are positive developments that will help to resolve the
issues that currently plague the midwives, such as time
constraints and lack of communication. When imple-
menting a new method, organizational leaders need to
map out and prioritize goals, and take into account the
likely benefits, costs and resources, as well as potential
problems and solutions (Simpson and Dansereau, 2007).
Ideally, this should be carried out before implementa-
tion, but hindsight can clearly also be useful in evolving
the future process.

Strengths and limitations

The key strength of this study is that it is the first of its
kind addressing the Confident Birth method. Another
CFIR framework
(Damschroder et al., 2009). However, it can be argued
that one limitation is that the CFIR was not used to

strength was its use of the

identify determinants distinguishing between high and
low implementation success. On the contrary, the CFIR
framework made it possible to guide the analysis, thus
to set aside the first author’s preunderstanding in the
subject. To our knowledge, there exists no research on
the implementation process of antenatal education;
hence, we have no former studies to compare the find-
ings with, rather the discussion concerns implementa-
tion in general settings.

Based on the lessons learned from the implementa-
tion of the Confident Birth method, we recommend con-
sidering the following aspects when planning and
implementing interventions in antenatal care settings:

e The intervention fills a clinical need
e The intervention has been adapted to suit the local
context
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The care providers are committed and involved in
the process

e The implementation plan is anchored on all levels
within the organization

Sufficient time and resources are available

o Goals are identified, stated and prioritized

e The communication between managers and care pro-
viders is based on honesty and trust

e The care providers receive regular feedback and re-
flection opportunities.

CONCLUSION

This study adds insights into the opportunities and
obstacles influencing the implementation of the
Confident Birth method. The findings in our study show
the importance of adequate planning, time, information
and communication throughout the process to have a
successful implementation. Based on lessons learned
from this study, we have developed recommendations
for successful implementation of interventions, such as

the Confident Birth, in antenatal care settings.
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