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CHAPTER 5

aBStract6

Client- or woman-centred care7 has become a major focus in improving Western maternity care 
systems. In measures to increase client-centredness, the perspectives of maternity care professionals 
and policymakers often predominate. However, to put women at the centre of maternity care, 
insights into their perspectives are important. Therefore, the aim of this study is to analyse the 
perspectives of women on maternity care and to provide recommendations on how to achieve 
client-centred care. A qualitative study was conducted comprising six focus groups (n=43) and 20 
semi-structured interviews with women who had given birth less than one year ago in the North-
West Netherlands region. For data analysis, a framework based on existing woman-centred care 
models and the patient-centred care model of Maassen et al. (2017) was applied. The issues women 
addressed, underlined the importance of all four dimensions of the framework (client, interaction, 
professional and organization). Although women were in general positive about the maternity care 
services, there were diff erences regarding client-centredness between community-based primary 
care and secondary/ tertiary hospital care. The latter was evaluated more negatively than primary 
care with regard to taking women’s background into account, communicating openly, showing a 
caring attitude and providing continuous care by a cohesive team. Although primary care appeared 
to be better able than secondary/ tertiary care to adapt to clients’ preferences, the women described 
various cases throughout the care process where they did not feel heard. Besides a lack of fl exibility 
to override existing protocols, activities and roles and tokenism regarding the use of satisfaction 
questionnaires and the birth plan were mentioned. This study demonstrated that from women’s 
perspective, client-centred maternity care means being responsive to their wishes and needs across 
all four (client, interaction, professional and organization) dimensions. Current measures often focus 
on the organizational dimension, integrating diff erent divisions of care. To achieve client-centred 
care, future measures should foster responsiveness on all four dimensions. This entails empowering 
maternity care professionals to have a refl ective interaction with (especially less educated) women, 
by acquiring conversational and refl exive skills, within a fl exible care system adjusting to specifi c 
wishes and needs.

6 Petit-Steeghs, V., Lips, S.R., Schuitmaker-Warnaar, T.J., Broerse, J.E.W. (2019). Client-centred maternity care 
from women’s perspectives: need for responsiveness. Journal of Midwifery, 74, 76-83   
7 As mentioned in Chapter 2, patient-centred care will be discussed in this Chapter (in the context of maternity 
care) as woman- or client-centred care. 
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5.1 | introduction 

In many countries worldwide, the concept of client- or woman-centred care has been suggested 
as a means to improve the quality of maternity care services (Devane et al., 2007; WHO, 2018; 
Commons, 1992; Health Quality and Safety Commision Zealand, 2012). This development results 
from the growing recognition that the care system should shift from a physician-based focus to one 
in which clients’ perspectives are increasingly integrated (Hunter et al., 2017; Laine and Davidoff , 
1996). To place women closer to the centre of maternity care services in the Netherlands, a National 
Committee on Perinatal Care8 advised to better integrate the diff erent divisions of care (CPZ, 2018). 
The integration of services has also been suggested as a means to improve maternity care in other 
Western countries (Shallow, 2001; Wellington, 1993), but is especially relevant in the Netherlands 
because of the specifi c way the system is organised.

The Dutch maternity care system is divided between (1) community-based primary care, (2) hospital-
based secondary care and (3) specialized academic tertiary care (KNOV, 2016). In principle, midwife-
led primary care is provided to women who are at low risk of complications during pregnancy 
or delivery. Women who are considered to have a medium or high risk of complications receive 
obstetrician-led secondary and tertiary care. In the course of their care, women can – and often 
do – shift between the diff erent levels, depending on their risk status (Wiegers, 2009). In 2014, 35% 
of the pregnant women who started in primary care (86% of all pregnant women) were transferred 
to secondary or tertiary care during their pregnancy or delivery (Perined, 2015). In 2016, 70% of 
the deliveries were managed in secondary or tertiary care (Perined, 2018). Between ánd within the 
divisions, women are in contact with diff erent organizations that work relatively autonomously, each 
with their own responsibilities, methodologies and processes (Scheerhagen et al., 2015). Various 
studies show that in case of referral between diff erent maternity care organizations or professionals, 
this division-based system negatively aff ects women’s experiences (de Jonge et al., 2014; Rijnders et 
al., 2008; Wiegers, 2009). Women in particular mentioned inaccurate communication and too little 
attention to their preferences (de Jonge et al., 2014; Rijnders et al., 2008). 

The concept of integrated care is seen as a means to overcome the negative experiences arising from 
referrals. To integrate maternity care services in the Netherlands, optimization of the coordination 
and collaboration between the three divisions is needed (Boesveld et al., 2017; Haggerty et al., 
2003; Warmelink et al., 2017; KNOV, 2016). Initiatives like the development of obstetric partnerships 
were set up to stimulate collaboration and better align the diff erent maternity care practices (De 
Boer and Zeeman, 2008). Furthermore, health insurance companies have been imposing extended 
collaboration in their agreements with health care providers (NZA, 2015). Diff erent views on the 
practicalities of these initiatives however exist, especially regarding the distribution of tasks and 
responsibilities between maternity care professionals and organizations (Perdok et al., 2016).

The integration of services and improved continuity of care will not necessarily result in (experienced) 
good quality care (Perdok et al., 2018). In addition, client-centredness in the Netherlands is in 

8 College Perinatale Zorg (CPZ)
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practice often determined by health professionals. To genuinely place women at the centre of 
maternity care services, their own preferences should be considered (Wiegers, 2009). A systematic 
global review of qualitative research on women’s perspectives on childbirth conducted by Downe 
et al. (2018) revealed that most women especially appreciated having a positive experience that 
fulfi lled or exceeded their existing personal and socio-cultural beliefs and expectations. This 
included giving birth to a healthy baby in a clinically and psychologically safe environment with 
practical and emotional support from competent, reassuring and kind clinical staff . Other studies, 
which specifi cally studied women’s perspectives on the maternity care systems in Australia, 
Iceland, South Africa and Sweden, found that women most valued a collaborative relationship 
and respectful communication (Berg et al., 2012; Hildingsson and Thomas, 2007; Lewis et al., 2016; 
Maputle and Donavon, 2013). In-depth knowledge of women’s preferences and needs in the Dutch 
maternity care context still falls short. Dutch studies mostly evaluate women’s satisfaction with 
current maternity care in a quantitative fashion, and focus on only a sub-population or a specifi c 
aspect of care (Wiegers, 2009; Janssen and Wiegers, 2006; Rijnders et al., 2008). Moreover, these 
studies give no insights into how these perspectives can become the central point of maternity 
care services. Therefore, this study aims to analyse the perspectives of women on maternity 
care and to provide recommendations on how to achieve client-centred care.  

5.2 | cliEnt-cEntrEd carE

To analyse what women consider to be client-centred maternity care, we integrated existing 
woman-centred care models (Leap, 2009; Carolan and Hodnett, 2007; Berg et al., 2012; Hunter et 
al., 2017; Maputle and Donavon, 2013; Maputle, 2010; Pope et al., 2001) and the patient-centred 
care model of Maassen et al. (2017). The four dimensions (patient, health professional, interaction 
and health care organization) of the patient-centred care model of Maassen et al. (2017) were used 
as a basis for the framework (see Figure 5). These dimensions give an overview of the diff erent 
actors and their relations in practice and facilitate the formulation of practical recommendations 
for client-centred interventions. Subsequently, the patient-centred care elements within each 
dimension were studied for their relevance in the maternity care context. The selected elements 
were compared to the elements of the woman-centred care models. Although the wording of 
the elements diff er, considerable overlap between them exists, such as ‘continuity of service’ and 
‘transition and continuity of care’. Because of the aim to analyse what client-centred maternity care 
means from a women’s perspective, only elements that can be seen as direct prerequisites for 
client-centredness were included.

5.3 | mEthodS 

To generate insights into what Dutch women consider to be client-centred maternity care, a 
qualitative approach using semi-structured interviews and focus groups was used. This study, 
conducted in the period 2014–2016, was part of a larger monitoring and evaluation study of a 
regional maternity care network in North-West Netherlands.
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5.3.1 | ParticiPant SElEction

Participants were women who had given birth in the North-West Netherlands region. To limit recall 
bias, women who had given birth more than a year ago were excluded (Hassan, 2005). Focus 
group participants were recruited via announcements and fl yers disseminated by teachers of 
pregnancy-related courses, such as birth breathing or the exercise therapy ‘mensendieck’. Because 
of an initial overrepresentation of highly educated women in the focus groups, purposive sampling 
of those with a low or middle-level educational background9 was applied for the subsequent 
interviews. These women were recruited via four midwifery practices, a national care organization 
supporting vulnerable clients, a hospital and three paediatric clinics. Previous research has shown 
that personalized strategies, like face-to-face consultations, are more appropriate for recruiting less 
educated respondents (Alvidrez, 1999; Le et al., 2008). For this reason, women were approached 
via face-to-face contact by, for instance, directly approaching them in the waiting room at the 
paediatric clinic. Women who expressed interest in the study were contacted via e-mail or phone 
to plan the interview. 

 Figure 5: Client-centred care framework based on existing woman-centred care models and the patient-
centred care model of Maassen et al. (2017).

9 This classifi cation is based on the educational system in the Netherlands. Primary education: basic education, 
HAVO and VWO-middle school, MBO1; Secondary education: HAVO, VWO and MBO2-4; Tertiary education: 
HBO, WO and PhD (CBS, 2016). 
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In addition, semi-structured interviews were held to specifi cally include the perspectives of women 
with a lower (primary) or middle (secondary) educational background. In total, 20 face-to-face 
interviews of an hour to 90 minutes were conducted at the woman’s home. Table 6 shows an 
overview of the characteristics of the interviewees. Within the interviews, respondents’ experiences 
with the delivered maternity care were discussed in a chronological order. No further interviews 
were planned when data-saturation was attained.

5.3.3 | data analYSiS

The interviews and focus groups were tape-recorded and transcribed verbatim. The transcripts were 
analysed using the software programme MAXqda 2007. A combination of open and closed coding 
was applied. Codes were derived from the client-centred care framework in Figure 5. Subsequently, 
the coded segments were clustered into sub-themes and structured based upon the main concepts 
of the framework. The coded transcripts sand the analyses were discussed by the researchers to 
increase the internal validity of the study. 

5.3.2 | data collEction

Six focus groups with in total 43 participants were organised. An overview of the characteristics of 
the participants is presented in Table 5. The focus groups took place at the location of pregnancy-
related courses. Women who were attending the same course participated together in a group. 
The interaction motivated women to share their views, helped in recalling experiences and making 
diff erences and similarities in their views explicit. The focus groups lasted for 90 minutes and 
comprised two parts. In the fi rst part, clients discussed their positive and negative experiences and 
possible points for improvement. During the second part, experiences with regard to referrals in 
care were specifi cally discussed.
Table 4: Characteristics of focus group participants (n=43) 
 

 
Table 5: Characteristics of respondents in interviews (n=20) 
 

 
 
 
 
 
 

 
 

 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

Aspect Category Group 1 Group 2 Group 3 Group 4 Group 5 Group 6 Total 

# participants 8 6 5 8 8 8 3 

Age <25 0 1 1 0 0 0 2 
 25-29 1 4 1 3 2 4 15 
 30-35 5 1 3 4 6 4 23 
 >35 2 0 0 1 0 0 3 

Highest  Primary 0 0 0 1 0 0 1 
education Secondary 0 0 2 2 3 0 7 
level obtained9 Tertiary 8 6 3 5 5 8 35 

Parity Primi 8 6 3 7 4 8 36 
 Multi 0 0 2 1 4 0 7 

Delivery  Home  1 1 1 2 2 1 8 
location Birth centre 0 0 0 0 0 0 0 
 Hospital 7 5 4 6 6 7 35 

Aspect Category Amount  

Age <25 3 
 25-29 5 
 30-35 8 
 >35 5 
Highest education level obtained9 Primary 8 
 Secondary 12 
 Tertiary 0 
Parity Primi 7 
 Multi 13 
Delivery location Home 3 
 Birth centre 0 
 Hospital 17 

 Table 5: Characteristics of focus group participants (n=43)
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At the time of data collection, ethical approval was not required by Dutch legislation as the study 
does not include medical interventions. Researchers adhered to the national Code of Ethics for 
Research in the Social and Behavioural Sciences involving Human Participants (VCWE, 2016). 
All respondents received verbal information about the aim of the study and the possibility of 
withdrawing at any time without giving reason. The participants gave their verbal informed consent 
for their participation and all data were analysed anonymously. Participants of the focus groups 
received a summary of the discussion as a member check.

5.4 | rESultS

Participants were generally positive about the maternity care they received, but services were not 
always responsive towards their wishes and needs. The issues the women identifi ed covered all four 
dimensions (client, interaction, professional and organization) of the client-centredness framework 
(Figure 5). The quotes of the focus groups are identifi ed with (FG <number>_RD <number>), where 
RD stands for respondent. The quotes from the interviews are indicated by (I<number>).

5.4.1 | cliEnt dimEnSion

Participants’ experiences adhere to fi ve elements of the client dimension of the framework: being 
treated as a person, able to participate, autonomous, respected and well informed.   

Being treated as a person 
Various women addressed the need for care services to focus on the client as a ‘whole’ person. 
Non -pregnancy-related aspects, like their mental health or family situation, were crucial for taking 
care of themselves and their (future) baby. Most of the women said that maternity care professionals 
showed an interest in their personal background. In practice, the extent to which their background 
was taken into account, diff ered. Following participants’ stories, primary care midwives more often 

Table 4: Characteristics of focus group participants (n=43) 
 

 
Table 5: Characteristics of respondents in interviews (n=20) 
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# participants 8 6 5 8 8 8 3 

Age <25 0 1 1 0 0 0 2 
 25-29 1 4 1 3 2 4 15 
 30-35 5 1 3 4 6 4 23 
 >35 2 0 0 1 0 0 3 

Highest  Primary 0 0 0 1 0 0 1 
education Secondary 0 0 2 2 3 0 7 
level obtained9 Tertiary 8 6 3 5 5 8 35 

Parity Primi 8 6 3 7 4 8 36 
 Multi 0 0 2 1 4 0 7 

Delivery  Home  1 1 1 2 2 1 8 
location Birth centre 0 0 0 0 0 0 0 
 Hospital 7 5 4 6 6 7 35 

Aspect Category Amount  

Age <25 3 
 25-29 5 
 30-35 8 
 >35 5 
Highest education level obtained9 Primary 8 
 Secondary 12 
 Tertiary 0 
Parity Primi 7 
 Multi 13 
Delivery location Home 3 
 Birth centre 0 
 Hospital 17 

 Table 6: Characteristics of respondents in interviews (n=20)
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considered clients’ personal situation when scheduling appointments than did hospital staff . A lack 
of fl exibility in taking personal factors into account led many women to feel frustrated about not 
being heard.

Able to participate 
Regarding their participation, women generally described the need for being involved by taking 
their needs and wishes into account. Although they were in general positive about their involvement, 
women felt left aside in case of urgent or exceptional situations. 

The gynaecologist said he was going to touch me, because he wanted to know how far I was 
 dilated. I did not have anything to say. He just did it. And without any hesitation he broke my 
 water as well. (I13)

According to most participants, possibilities to evaluate care were limited. Clients who went through 
traumatic experiences were therefore unable to offl  oad their emotional baggage. In some cases, 
women received an evaluation form. Verbal feedback was only given on their own initiative. 
Professionals’ response to this feedback diff ered from being understanding to defensive and 
patronizing. All of the women who gave feedback had the sense that nothing was actually done 
with it. As a result, they felt limited partnership. 

I wrote it down in an evaluation form … But the situation did not change. You still have to ask a 
 hundred times whether someone can visit. And still they reply they are busy; so nothing 
 changed. (I18)

Autonomous  
Clients were generally positive about the possibilities to become more self-reliant through shared 
decision-making and information on self-management. However, various cases were mentioned 
in which parents had diffi  culties in becoming autonomous after the baby had been born at the 
hospital. Hospital nurses were found to focus mainly on the medical aspects of care. Support in 
caring for the new-born was experienced as inadequate or even lacking. As a result, clients felt 
helpless and dependent. 

An hour passed. Then we asked someone for help. They laid him on my breast, but that was it. 
 It is recommended to try breastfeeding within the fi rst hour, but I did not know what to do. I 
 would have liked to receive some support. (I11)

Respected 
Clients, and especially women with a lower educational background, mentioned the need to feel 
respected. Although generally the case, their concerns were not taken seriously when they did not 
fi t the protocol or general situation:

I frequently suff ered from a rigid abdomen. When I expressed my thought that my son was too 
 big for my abdomen, I was laughed at. They said: ‘you are small yourself, so you will get a small 
 baby’. Sometime later they said that he was too big and therefore did not descend. Then I 
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 directly needed a caesarean section. (FG6_RD5) 

Well informed 
Almost all participants were positive about the verbal and written information provided throughout 
the whole care process. Less educated women more explicitly mentioned that communication 
should be easily understood. In one of the focus groups, eight women had participated together 
in a Centring Pregnancy programme – a model of group antenatal care (Rotundo, 2011). These 
women felt especially knowledgeable as they experienced double learning through other women’s 
questions and experiences. Special courses that prepared pregnant women for the delivery, such 
as pregnancy yoga, were also very positively valued. Topics on which information was missing 
mostly related to issues that arose after childbirth, such as postpartum cramps and the shift from 
breastfeeding to formula milk. Clients who had a caeserian section specifi cally mentioned that they 
lacked information on their recovery process. 

5.4.2 | intEraction dimEnSion

In their stories, participants addressed the following ‘interaction’ elements: involvement of family 
and friends, open communication and individualized interaction. The elements ‘shared power and 
responsibilities’ and ‘privacy taken into account’ were only indirectly discussed in the context of 
other elements, respectively ‘being able to participate’ and ‘individual wishes and preferences taken 
into account’. Not sharing a room with other women was seen as an individual wish for a good 
night’s sleep and privacy. 

Involvement of family and friends  
According to a great number of women, their partner, and their other children, were little involved 
throughout the maternity care process. Communication was almost solely directed towards the 
mother: 

I said to my husband: “Could you pick up the phone? I rather receive the news from you than 
 from that woman.” So he picked up the phone. “Can I talk to your wife?” “Well”, he said, “She 
 is rather stressed and prefers to receive the news from me.” “I won’t tell you, I would like to talk 
 to your wife.” “But I am the father so you can just tell me.” “‘Well then, but I fi nd it ridiculous.” 
 (I4)

A few clients, who needed extra aftercare in the hospital, specifi cally indicated that the father was 
not updated about her situation. Only regarding maternity care assistants, some women mentioned 
they involved their partner and their other children in caring for the baby. The involvement of other 
relatives was not mentioned by clients, probably because childbirth in the Netherlands is more an 
intimate family matter.

Open communication 
Clients mentioned that primary care midwives were generally transparent about the process. 
Communication by the hospital staff  was experienced by most women to be less transparent. 
These women were, for instance, not well informed about the progress and possible choices 
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during the delivery and the timing and procedure of the discharge. Moreover, various women 
mentioned situations in which they received diff erent information from diff erent care professionals 
at the hospital. According to these women, ambiguous communication arose from diff erences in 
hierarchy (overruling of decisions of trainee gynaecologists) or responsibilities (midwives not being 
permitted to give a ruling). This lack of transparency resulted in badly managed expectations for the 
woman and feelings of insecurity.

The midwife said everything went well. Then the gynaecologist comes in and within one minute 
 it is not going to work out and there will be a caesarean. How is that possible? (FG2_RD6) 

Individualized interaction 
Generally, the women were positive about the way their individual preferences were taken into 
account. They appreciated that primary care midwives showed interest and were informed 
about the content of their birth plan (the woman’s written specifi cations for the management 
of labour, delivery and recovery). Hospital staff  was, on the other hand, often not informed. The 
lack of awareness concerning their birth plan was disappointing for clients. Freedom of choice 
was mentioned in relation to pain relief or the place of delivery. Various cases were mentioned 
where women’s freedom of choice was undermined when it did not correspond to the protocol, 
such as the need for inducing labour. In relation to postpartum maternity care, maternity care 
assistants performed other activities than expected or needed, or in a diff erent way. Several women 
mentioned that the maternity care assistants did not clean their house well. Others said they would 
have preferred other support, like receiving more extensive information. 

5.4.3 | hEalth ProFESSional dimEnSion

Within their stories, women off ered insights into the following elements of the ‘health professional’ 
dimension: a holistic perspective, caring attitude, fl exibility and competence. Women did not mention 
the element ‘act as a person’ as preferable and even expressed dissatisfaction with professionals 
who shared personal anecdotes. 

Holistic perspective 
In relation to postpartum care, a few women mentioned that the attention was mainly focused 
on the new-born and little attention was paid to their own well-being. For some women, a lack 
of support regarding their physical or psychological problems resulted in feelings of helplessness.

Caring attitude 
Almost all women, but especially those who were less educated, valued warm-hearted contact 
with the maternity care professional. Regarding this caring attitude, a diff erence between primary 
and secondary/ tertiary care was highlighted. According to most women, primary care midwives 
showed an interest in them, including after the delivery, and were attentive when providing care. 
In the hospital, many clients experienced a focus on the medical aspects of birth care, and less 
attention to personal contact and emotional support. More personal involvement was experienced 
when the midwife was present during the transfer to secondary/ tertiary care. The midwife could 
check whether the woman’s preferences were being taken into account and gave her personal 
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support. 

And she said clearly: “this madam is fi ne with everything but not an epidural!” When I heard her 
 saying that, I thought I am so happy you are here. (FG3_RD2) 

Show rule fl exibility 
A majority of the women expressed their appreciation when maternity care professionals showed 
fl exibility regarding standard procedures. A frequently mentioned example is that of primary care 
midwives remaining during delivery after the transfer from primary to secondary/ tertiary care 
(an uncommon situation in the Netherlands). Cases in which professionals stick to the protocols, 
losing sight of the woman’s personal situation, resulted in feelings of frustration for the mother. For 
instance, paediatric clinics are felt to compare the development of individual babies with statistics 
on ‘average’ child development. 

They stick to the fact that he is a certain age and therefore should do this or that. While I am 
 thinking, look at the child. Some children will walk when they are one year old, others do not 
 crawl before nine months… and it will all be fi ne. (FG4_RD6)

Competent 
Throughout women’s stories, maternity care professionals were generally described as 
knowledgeable and skilled. The main critical comment mentioned by various women was that 
hospital staff  lacked specialized knowledge regarding breastfeeding. As a result, breastfeeding was 
delayed until support was obtained via maternity care assistants or breastfeeding experts. 

It did not work out in the hospital. But the next day, when the maternity nurse took her time and 
 in a lying position instead of sitting it went much better. (FG2_RD1) 

The support of breastfeeding experts was very much valued in terms of their extensive knowledge 
and taking the time to apply it. Yet, these experts were often contacted at a very late stage and by 
the mothers themselves. Women with a lower educational level more often indicated the wish to 
have contact with an older maternity care professional with personal experience of having children. 
That gave them more trust in the professional. 

5.4.4 | hEalth carE organiZation dimEnSion

The organization of health care played a major role in the women’s stories and addressed the 
client-centredness elements of continuous care, cohesive team and accessible care. The elements 
‘integrated care’ and ‘shared governance’ were only indirectly addressed in the context of the 
elements ‘continuous care’ and ‘cohesive team’. 

Continuous care 
Women regularly mentioned a lack of continuity with (unplanned and often acute) transfers to and 
within the hospital. Several women said that hospital personnel were not aware of the information in 
the transfer documents. Moreover, problems were highlighted in relation to transferring test results 
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and medical and discharge information from the hospital to other maternity care professionals. Due 
to a lack of transferral information or erroneous information in transfer documents, clients had to 
tell their story over and over again.

Cohesive team 
A majority of the clients experienced a lack of cohesiveness regarding hospital personnel: the women 
did not know who was who and what was each person’s function or responsibility. Moreover, they 
regularly mentioned that hospital staff  had only limited awareness of their situation after a shift 
change and that they received diff erent information from diff erent hospital staff . As a result, these 
women were undecided about what to do. 

You think everyone is on one track regarding breastfeeding. But the diff erent creams that were 
 advised alone. One person says Lanoline; following the other another cream will help. (I20)

Almost all clients were positive about the cohesiveness of the team of primary midwives. They 
appreciated the fact that they had met all midwives beforehand and were therefore familiar with the 
midwife who attended the delivery. Although often several midwives were involved, all were aware 
of their birth plans and medical fi les. Eight participants in one of the focus groups, who experienced 
a multidisciplinary intake with primary and secondary/ tertiary maternity care professionals, spoke 
about it in very positive terms. Professionals were better informed and more easily accessible, 
creating the woman’s trust. 

Accessible care 
Clients were mostly positive about the accessibility of the primary care midwives, especially their 
24/7 availability. Regarding the hospital, clients frequently described periods when maternity care 
professionals were hardly available. Especially during transfers and shift changes, clients experienced 
feelings of being alone and forgotten. In addition, after the delivery, when no direct care was 
needed, various cases were mentioned in which few personnel were available to support the new 
family with caring activities or the discharge procedure. 

I was ready, everything was packed. So I thought let’s go; but we had to wait. Finally I approached 
 someone on the hallway and asked: “Can we go now?!” (FG4_RD5) 

A few clients missed services, because they did not know whom to contact. This was, for instance, 
the case in relation to extraordinary situations, transfers or when diff erent care professionals were 
involved at the same time. Women who received hospitalized maternity care mentioned that the 
services were very limited and could not be considered as replacing home-based maternity care.

5.5 | diScuSSion  

This study showed that although women are generally positive about their maternity care, services 
were not always in line with their preferences. The need for responsiveness towards clients’ wishes 
and needs, also formulated as a criterion for good quality care by the World Health Organization 
(2000), does not necessarily mean that experiences have to fulfi l or exceed clients’ expectations, 
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as concluded by Downe et al. (2018). As long as a transparent and individualized interaction takes 
place, services can deviate from clients’ expectations. Responsiveness does, however, call for a 
respectful collaborative relationship, also identifi ed in previous studies (Berg et al., 2012; Berg and 
Dahlberg, 1998; Hildingsson and Thomas, 2007; Lewis et al., 2016; Maputle and Donavon, 2013). 
Although addressing the importance of mutual understanding within this relationship, clients did 
not describe the relationship like the partnership of Guilliland and Pairman (1995), in which power 
and responsibilities are shared (Guilliland and Pairman, 1995). Clients attribute a leading role to 
maternity care professionals in which they consider clients’ preferences. 

Primary care appeared to be better able to respond to clients’ preferences than secondary/ tertiary 
care on all four client-centredness dimensions. Hospital care was more negatively evaluated with 
regard to taking the woman’s personal background into account, communicating openly, having an 
individualized interaction, showing a caring attitude and providing continuous care by a cohesive 
team. These fi ndings could explain the diff erences in satisfaction between primary and secondary/
tertiary care found by Wiegers (2009). Although primary care was better able to adapt to clients’ 
preferences, clients mentioned various situations throughout the care process where they did not 
feel heard. This mostly related to a disability to adapt to unexpected or unusual situations or needs 
due to rigid protocols and procedures. Moreover, clients described cases of tokenism regarding the 
use of the birth plan and satisfaction questionnaires. In practice, these forms of participation were 
often a box-ticking exercise rather than genuinely involving clients and acting on their wishes or 
feedback (Ocloo and Matthews, 2016; Roberts, 2002; Trujols et al., 2014).  

These results describe a task- and clinical outcome-oriented culture in which the medical model of 
maternity care prevails. This was especially the case for secondary/ tertiary care. The medicalization 
of maternity care is however regularly at odds with clients’ wish for a woman-centred approach, in 
line with the social model. A balancing act is needed between reducing maternal and infant mortality 
on the one hand and improving clients’ satisfaction in a holistic and family-oriented manner on the 
other hand (Bryers and van Teijlingen, 2010; van Teijlingen, 2005; Walsh and Newburn, 2002; Porter, 
2004). 

Current initiatives in Dutch maternity care, focusing on integrating its diff erent divisions, support 
specifi cally two client-centredness elements: that services should be continuous and provided by 
a cohesive team. A more holistic approach – in line with the social model - is needed in which 
responsiveness is reached in all four dimensions. Regarding the client dimension, attention should 
focus on empowering women to become respected and autonomous partners who are aware of 
and can articulate their implicit knowledge. Special attention should be paid to less educated women, 
who show a more explicit need for an empowering interaction. The interaction dimension calls for 
continuously evaluating and adjusting to the specifi c needs of the woman and her nearest and 
dearest. By asking refl ective questions and listening to their feedback, professionals could stimulate 
the articulation and integration of clients’ implicit knowledge (Poskiparta et al., 1998; Kettunen et al., 
2003). On the professional dimension, sensitive maternity care professionals are needed who are 
responsive towards clients’ needs. To have a refl ective interaction with clients, professionals should 
have refl exive and conversational skills. Professionals’ training mainly addresses refl exive skills in 
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relation to self- and peer-refl ection and medical decision-making processes (Oostveen, 2008; 
Taylor and White, 2000; Wollersheim, 2008). The ability to refl ect on and consider intersubjective 
dynamics, in this case between themselves and the woman, could help to articulate and integrate 
clients’ knowledge and therefore stimulate experiential learning (Kettunen et al., 2003). To stimulate 
refl exivity among professionals, education to develop refl exive skills and formally evaluating these 
skills could be helpful. Within the organizational dimension, responsiveness could be fostered by 
organizing a fl exible and integrated care process that can adapt to clients’ changing preferences, 
while including their implicit knowledge. 

A strength of this study is that it included a diverse group of women. Participants diff ered with 
respect to age, educational status, parity and place of delivery. The only women excluded from the 
study were those who spoke neither Dutch nor English. Future research on this group would be of 
interest due to the potential infl uence of cultural background on the evaluation of maternity care 
services. A limitation is that participants delivered between three and 11 months at the time of the 
study. The time diff erence between data collection and their experiences may have biased what and 
how participants recall their experiences.

5.6 | concluSion

This study showed that to become client-centred, maternity care services should be responsive 
to women’s needs on all four dimensions (client, interaction, professional and organization). 
Current measures for integrating diff erent divisions of care mainly focus on two elements of the 
organizational dimension and are therefore not enough to be responsive towards women’s needs. 
Future measures should adopt a more holistic approach, increasing the emphasis on the social 
model in maternity care. This entails empowering maternity care professionals to have a refl ective 
interaction with (especially less educated) women by acquiring conversational and refl exive skills 
within a fl exible care system, adjusting to specifi c wishes and needs. 
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