Open access

BM)J Open

To cite: Hagh S, Navne LE,
Johansen M, et al. Postnatal
consultations with an
obstetrician after critical
perinatal events: a qualitative
study of what women and their
partners experience. BMJ Open
2020;10:¢037933. doi:10.1136/
bmjopen-2020-037933

» Prepublication history for
this paper is available online.
To view these files, please visit
the journal online (http://dx.doi.
org/10.1136/bmjopen-2020-
037933).

Received 21 February 2020
Revised 03 July 2020
Accepted 17 July 2020

C%D Linked

» http://dx.doi.org/10.1136/
bmjopen-2020-037932

| '.) Check for updates |

© Author(s) (or their
employer(s)) 2020. Re-use
permitted under CC BY-NC. No
commercial re-use. See rights
and permissions. Published by
BMJ.

For numbered affiliations see
end of article.

Correspondence to
Dr Stinne Hagh;
stinne.hoegh@regionh.dk

Original research

Postnatal consultations with an
obstetrician after critical perinatal
events: a qualitative study of what
women and their partners experience

Stinne Hegh © ,' Laura Emdal Navne

.23 Marianne Johansen,’

Mette Nordahl Svendsen,® Jette Led Sorensen®

ABSTRACT

Objective The objective of this study was to explore
women’s and their partners’ experiences with attending
postnatal consultations with an obstetrician after critical
perinatal events.

Design Qualitative interview study. We did semi-
structured individual narrative interviews exploring

the lived experiences. Interviews were analysed

using a phenomenological approach and the thematic
analysis was validated by a transdisciplinary group of
anthropologists, obstetricians and a midwife.

Setting Department of obstetrics at a large hospital in
Denmark.

Participants We did a qualitative study with 17
participants (10 women and 7 partners) who had
experienced critical perinatal events.

Results Five major themes were identified: (1) a need
to gain understanding and make sense of the critical
perinatal events, (2) a need for relational continuity, (3)
the importance of discussing emotional effects as well
as physical aspects of occurred events, (4) preparing for
future pregnancies and (5) closure of the story.

Most of the participants emphasised the importance

of knowing the obstetrician undertaking the postnatal
consultation. The majority of the participants described a
need to discuss the emotional effects of the experience
as well as the physical aspects of occurred events. The
postnatal consultation served as an approach to obtain a
positive closure of their birth story and to feel confident
about potential future pregnancies.

Conclusions This interview-based study suggests

that postnatal consultation with an obstetrician might

be an important tool for women and their partners in
understanding the course of events during the critical
birth experience and in processing it and preparing for
future pregnancies. It appears to be important to assign an
obstetrician whom they already know and to encourage
them to discuss not only physical aspects of what
happened but also the emotional effects of the experience.

INTRODUCTION

In several countries the health authorities
recommend that all women are given an
opportunity to review their birth experi-
ences with healthcare professionals and to

Strengths and limitations of this study

» Short time interval from the postnatal consultation
to the interview enhancing the participants’ ability to
recall their experiences.

» The women and their partners were interviewed
individually in separate rooms, providing space for
their own uninterrupted narrative.

» Findings were validated in a transdisciplinary group
enhancing the reflexivity and validity of the study.

» Data collected in this study were from a heteroge-
neous group and did not target all potential perinatal
complications.

ask questions about the care they received
during labour to elucidate issues that may
have consequences for the mother and/or
the child."” According to Danish guidelines
on complicated perinatal events, it is recom-
mended that couples are offered a consulta-
tion with an obstetrician to clarify the course
of events and to council on potentially subse-
quent pregnancy and childbirth." However,
the frequency of postnatal consultations
appears to be decreasing.* Due to earlier post-
natal discharge,” women may not have had
an opportunity to talk to a healthcare profes-
sional directly involved in their care before
discharge, possibly amplifying the need for a
postnatal consultation.

Women who perinatal
events may experience shock, loss of control
or disempowerment in relation to the crit-
ical perinatal events.”® Furthermore, women
who experience critical perinatal events have
an increased risk of postnatal depression and
post-traumatic stress.” ' Support from the
partner plays an important role in women’s
perinatal mental health."' '* Studies on part-
ners’ experiences of critical perinatal events
found that it had an impact on their mental

survive critical
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health beyond the birth and identified a need for support
and someone to talk to."” '

A recent Cochrane review found no evidence to
support routine debriefing for the prevention of psycho-
logical trauma following childbirth in women who
perceived giving birth as psychologically traumatic.'”
Intriguingly, research on midwifery postnatal consulta-
tions showed that the majority of women had a need for a
postnatal consultation, preferably with the midwife and/
or the obstetrician who had attended the birth.'® Women
described the midwifery postnatal consultation as a way to
fully understand the course of events and the birth expe-
rience,*'® and that it also had improved their recovery.'”
In addition, women who were not offered postnatal
consultations felt abandoned and were left with unan-
swered questions.'” The partners also emphasised a need
for information and dialogue but were often not met in
their needs, and described a feeling of being marginal-
ised because of a mother—baby focus.'*'® Although there
is no evidence of reducing psychological trauma, it seems
like there is a need for a postnatal consultation following
a traumatic childbirth.

To our knowledge no study has previously examined
the experiences of postnatal consultations with an obste-
trician (ObPostCons). Hence, the objective of this study
was to expand on previous research by exploring women’s
and their partners’ experiences with ObPostCons.

MATERIAL AND METHODS

Data from these interviews are reported in two different
papers, that in addition to the aim of this study, explored
the women’s and their partners’ experience of critical
perinatal events. We did a narrative interview study to
access the way in which the women and partners ordered
and gave meaning to their experiences." *’

The study comprised women with critical perinatal
events from a large hospital in Denmark. The hospital
serves low-risk women living in Copenhagen as well as
being a national tertiary referral centre. The hospital had
5366 deliveries in 2018,”" of which 146 women had an
ObPostCons. Currently, no formal criteria for referring
to an ObPostCons exist. It mostly depends on the obste-
trician or healthcare professional involved. Women or
their partners can always request an ObPostCons if they
need a review or debriefing of their birth events. ObPost-
Cons are always conducted by an experienced specialised
obstetrician.

Convenience sampling was used for this study.” Eligible
study participants were women referred to an ObPost-
Cons after critical perinatal events as defined by either
healthcare staff or the woman /her partner had requested
one. The exclusion criteria were cases of perinatal death,
lack of informed consent and non-Danish or non-English
speaking.

Auxiliary nurses in the outpatient clinic informed
eligible study participants about the study and invited
them to participate, providing them with an information

letter when attending the clinic for the scheduled ObPost-
Cons. Women who agreed to enrol in the study provided
written consent to share their medical data and gave their
permission to be contacted by phone by the authors (SH
or LEN) to schedule an interview. Two women (2/12)
declined to participate. Invited women were asked to
also ask their partner for permission to contact them by
phone.

Data from medical records were used for socioeconomic-
related and birth-related factors on the interviewed
women. For partners only data on age and ethnicity were
collected.

The study participants were interviewed separately, in
order to give room for their individual voices and experi-
ences, 1-10 months after the ObPostCons in the period
from August to November 2018. Written consent was
obtained from all participants. Most interviews took place
in the participants’ homes, but two were, on request,
conducted in the outpatient clinic and one at the partic-
ipant’s workplace.

The first (SH) and second author (LEN) conducted the
interviews. None of the interviewers had a professional or
personal relationship with the participants.

Interview themes (table 1) were based on existing liter-
ature on the experiences of women and their partners
after critical perinatal events,’®'*!” including anthropo-
logical studies on postnatal experiences with premature
birth,” ** and field study observations of five ObPostCons
conducted by the second author prior to this study. The
narrative interviews were always opened with the phrase:
‘Please tell us your story about pregnancy and birth,
where you think it all begins...” to learn how the partici-
pants ordered and constructed their experience.

Theoretically the study originated from a phenome-
nological tradition, exploring human experience and
sense-making.” The narrative interview provided access
to the meaning the women and partners attributed to the
critical events. This meaning reflected the expectations
and understandings they had gained through partici-
pating in the critical events.'” Thus, when interviewing
the participants, we were curious as to how they would
share their experience with us in an interview setting.
We paid special attention to specific details on social,
temporal and specific indicators of an event to learn what
was important in the participants’ story and experience.'

The interviews lasted between 30 min and 2hours and
were audiotaped and transcribed ad verbatim. Originally,
the interviews were conducted and transcribed in Danish,
except for two with English-speaking participants. The
Danish quotes were translated into English by a profes-
sional bilingual language service provider and were
checked for accuracy by the interviewers (SH and LEN).

Data analysis

To obtain a general comprehensive impression of the
collected information, the interviews were read through
several times® and examined using thematic analysis.
Through reading, critical reflection and immersion in the
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Table 1 Narrative interview theme-guide in postnatal
consultations with an obstetrician after critical perinatal
events: a qualitative study of what women and their partners
experience

The aim of the study, voluntary participation,
possible to withdraw, tape recording,
anonymity, how interview data will be
reported, optional reading of publication draft

Opening Please tell us your story about pregnancy and
question birth, where you think it all begins...

Fixpoints » Expectations

» Experience

Introduction

» Social interactions and relations
- Staff
- Partner
— Child

» Organisation Emergency, during
admittance, transfers between
departments/wards (antenatal ward,
delivery ward, postnatal ward, operating
room, ICU, NICU or other)

» Reactions from family and friends

» Postnatal consultation

— Expectations

— What was it about?

— Experiences of the communication
What did you get out of it?
Suggestions for adjustments

» Retrospective rationalisations

» Thoughts about the future—future
pregnancies and births

» Questions and missing points
» Thank you

ICU, intensive care unit; NICU, neonatal intensive care unit.

text, we found connections in the data, which was coded
manually for firstorder and second-order themes.”” *°
During the third reading of the interviews, these themes
were compared with the original themes in the interview
guide. We wanted to remain open towards new themes
appearing in the initial analytic phase and then relate the
findings to our original interests to see how they differed.
Throughout the readings, we were interested in the contex-
tualising, the chronology, the transformative elements and
the performance of the stories.”” Involving researchers
from different professions in designing the study, creating
the interview guide and analysing the data ensured any pre-
understanding was accounted for and that most aspects
were covered. All authors read the transcripts and met to
discuss what themes each of us had identified as central in
order to illuminate blind spots in the analysis process. All
participant names were changed to pseudonyms.

Patient and public involvement
The study was conceived as a patient involvement initia-
tive. Women’s and partners’ voices are generally missing

in the literature on critical perinatal events. Methodolog-
ically, this project also took a patient-involving approach.
Using narrative interviews, this project aimed at bringing
the women’s and their partners’ narratives to the fore.

RESULTS

We conducted 17 narrative interviews with 10 women and
7 partners. Two partners declined participation, and one
woman did not have a partner. Nine women/partners
were referred to the ObPostCons by the healthcare staff
and one had requested it herself. All the women attended
the ObPostCons whereas only four out of seven partners
did.

The majority of the partners expressed no need to
attend an ObPostCons, however, some believed it would
be valuable. One reason for no need of an ObPostCons
was that the wife was doing mentally and physically fine
at the time. Another partner was unfortunately preoccu-
pied with work on the day of the ObPostCons. Two part-
ners attended the ObPostCons because they knew it was
important to their partners.

I think it was important to have it (the ObPostCons)
for Lily’s sake. But for me personally, it was more like,
well, our baby is out and he’s doing all right. (James)

Most women had high educational degrees, were
between 26 and 35 years of age and were of Danish origin
(table 2). They had experienced a wide range of obstet-
rical conditions (table 3) and their history of obstetrics
differed (table 2).

The analysis of the interviews identified five themes: (1)
aneed to gain understanding and make sense of the crit-
ical perinatal events, (2) a need for relational continuity,
(8) the importance of discussing emotional effects as well
as physical aspects of occurred events, (4) preparing for
future pregnancies and (5) closure of the story.

A need to gain understanding and make sense of the critical
perinatal events

The timing of the ObPostCons, which was scheduled
1-3months postpartum, did not necessarily live up to the
participants’ preferences. It depended greatly on their
situation when they were mentally prepared to attend.

I think it’s fine having it after a month. Two months
could be o.k. I mean, you might be more adjusted;
I mean, having time to process what happened, you
know. Having it earlier would be too soon. It would
be, like, you’d only just have come home at that stage.
(Lily)

I think twomonths was a long time to wait for the in-
formation. Of course, I was more willing to talk about
it and I could understand the information better
twomonths later, that’s true. But yes, I'd rather have
it as soon as possible. (Elizabeth)

Most of the women began their stories with an uncer-
tainty about what the purpose of the ObPostCons was.
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Table 2 Sociodemographic characteristics of the
interviewed women

Table 3 Conditions experienced by the interviewed women
and partners

Characteristics Number of women Condition*
Age (years) Bladder injury 1 Woman 1 Partner
<25 1 Emergency caesarean 6 Women 3 Partners
26-35 section
>35 Postpartum 3 Women 2 Partners
; ; ; haemorrhage
Gestational age at time of birth .
30 4 Placental abruption 2 Women 0 Partner
<
3 Preterm delivery 5 Women 3 Partners
30-36" 2 i
Preeclampsia 2 Women 1 Partner
37-42 4
PPROM 2 Women 1 Partner
Parity
Nulliparous 7 *Some women had multiple morbidities, so they appear in more
P than one category.
Multiparous PPROM, preterm premature rupture of membranes.
Comorbidity*
Yes 4
No 6 weren’t at the birth because they are... I just found it
Cohabitation with spouse hard to place. (Victoria)
Yes Most of the women preferred the obstetrician to
No 2 initiate the consultation with a review of their clinical
Maternal education notes to receive a detailed clinical description of the
events. Analysing the participants narratives, it was
Advanced degree 5 . Y3Ig P P . .
: evident that they longed for a professional reflection
3-4 years higher degree 3 on the occurred events. To the participants, the consul-
1-2 years higher degree 1 tation constituted a space for attributing meaning
Missing 1 to and ordering of the chaotic perinatal events. They
Hospitalised during pregnancy (days) expressed a strong need to have their own perception of
0 6 a rather critical pregnancy, birth or postpartum period
confirmed by the obstetrician. Some women described
1-7 2 feeling confused and disoriented about what happened.
28 2 They had a feeling of being both present and absent
Hospitalised on maternity ward postpartum (days) at their birth. The ObPostCons facilitated the woman
<2 3 and the obstetrician to obtain a shared narrative of the
3.6 5 occurred events and it succeeded in helping them make
sense of the chaotic events.
>7 2
Hospitalised on NICU postpartum (days) Getting what actually went on to fit with how I expe-
0 5 rienced the atmosphere—because to me, in my head,
it really felt like the atmosphere was tense ... I think
1-7 1 that was kind of what I imagined working through
>8 4

*Non-pregnancy-related disorders.
NICU, neonatal intensive care unit.

I had very low expectations, actually, because I didn’t
even know who I was supposed to be having the con-
sultation with—I couldn’t work it out. Not necessarily
in terms of specific people, but not in terms of spe-
cialist group either. Because I thought, I haven’t been
assigned to anyone, there’s no one on the materni-
ty ward, certainly no one I can think of; there’s no
obstetrician or whoever that I can think of. I knew
some of the doctors from the neonatal ward, but they

with her. I wanted confirmation that it was pretty in-
tense right up to the end. (Sarah)

In some cases, the ObPostCons did not live up to the
participants expectations. One partner had hoped that
the ObPostCons would bring him and his wife a sense of
justice and acknowledgement of what they had experi-
enced but was not met in his need.

To me it feels a little bit like, they don’t really apolo-
gise, professionally I mean. They explain to you what
happened and that they want to tighten up, but, you
know, I do feel that in a way they could let you know
that it probably should have been done differently.
(Jacob)

Hegh S, et al. BMJ Open 2020;10:e037933. doi:10.1136/bmjopen-2020-037933

1ybuAdoo
Ag pe1osioid “peIspancH uoibay e 0zZ0z ‘8T Jequieidas uo /wodfwg uadolwa//:dny woly pepeocjumod 0Z0Z J8quialdss /T uo ££6/£0-0202-uadolwa/9eTT 0T Se paysiiand 1s1y :usdo rINg


http://bmjopen.bmj.com/

A need for relational continuity

Most of the women emphasised the importance of
knowing the obstetrician who conducted the ObPost-
Cons. However, none of the partners mentioned the rela-
tional continuity as important.

The obstetrician became an important person in the
women’s story, and the relational continuity seemed
pivotal to the women'’s experience of the ObPostCons. It
was essential that the obstetrician who was going to review
their perinatal events had been present or involved in
their care and hence knew what had happened.

It was good to talk to specialists who had actually been
present about my experiences. (Tracy)

Most of the participants had the ObPostCons with an
obstetrician whom they had met before, either in preg-
nancy at the outpatient clinic or at the hospital during
pregnancy, birth or postpartum period. However, only
one woman did not know the obstetrician present at the
ObPostCons. She expressed how disappointed she was
not to see the obstetrician at the ObPostCons that she
had specifically requested to see.

Well, I had my consultation with another doctor, and
I thought, hmm right ... o.k. And I could feel how I
was already thinking: what should I talk to her about?
I just couldn’t see why I should be having the consul-
tation with a completely different doctor. (Sarah)

It was important that the obstetrician knew their story
well, so that they did not have to start from scratch when
presenting their interpretation of the events. Most of the
participants felt that knowing the obstetrician was mean-
ingful because it was someone they trusted and felt safe
about confiding in. One woman viewed talking to the
obstetrician as a way of creating continuity and order in
the emotional chaos she happened to be in.

You just need some sort of continuity in that kind of
chaotic process. Where you don’t need to communi-
cate the whole time. It’s chaotic enough already. ...
So, seeing the same face, someone who takes the time
... that was so important. I'd say to anyone who has to
go through that kind of process that it’s really nice if
the same person can accompany you through it, like
Heather does with me now. The doctor for the post-
natal consultation. (Emily)

The importance of discussing emotional effects as well as
physical aspects of occurred events

Many of the participants described a need to discuss the
more psychological aspects of their experience and more
specifically how it had affected them emotionally.

They didn’t ask me so much about how I felt. My feel-
ings about what had happened. They might well ask
about that. Or, if they had time and the opportunity
to ask because, you know, it would, like, take time.

(Lily)

Some of the women explained how the ObPostCons
did not succeed in creating a confidential space for
discussions about what had been difficult emotionally.
One woman arrived at the ObPostCons with no expecta-
tions of talking about how she had experienced the birth.
Yet, she wondered if she might have opened up emotion-
ally had the obstetrician asked her questions about her
emotional state. Moreover, the physical surroundings and
the obstetrician’s attitude played a crucial role for her
desire to open up for emotional difficulties.

It would be worth putting some thought into what
sort of questions the doctor needs to ask to open up
some of these issues. Because it’s one thing just com-
ing in and saying I’d like to hear what you think about
how it went generally, but if she had asked specific
questions, other aspects might have also cropped up.
... You shouldn’t underestimate what effect the room
you’'re sitting in has on you. I mean, how would I have
responded if she’d sat me down on a couch? And if
I’d thought I had 45 min instead of 20? (Sophie)

In contrast, one of the women had hoped for a review
of how she was feeling emotionally, but her expectations
were not met. Yet, her story of the ObPostCons was char-
acterised by an uncertainty. She did not feel comfort-
able enough to address the need for questions relating
to aspects of her mental well-being. She would have
preferred if the obstetrician had asked her more specific
questions relating to her emotional state at the time.

‘Yeah ... deep conversation about how I felt during
that time. During the time I was in pain. If I felt lone-
ly, if T felt kind of isolated. I think it’s important to
know if the mother is feeling okay because it can
be—what’s it called—she can be affected, the moth-
er, the whole life. It can affect her.” .... ‘Questions like
how did you feel during those days? First day, second
day, third day. Was the feeling getting too much?
Something like that.” (Cecille)

However, when the obstetrician did actually encourage
discussions of emotional aspects, the participants were
positively surprised.

I also remember the obstetrician asked me about
the mental aspects and she said that it was possible
to have a kind of mental reaction after the birth and
I thought that was actually really nice—the fact that,
even though she was a doctor, she also focused on
the fact that it wasn’t just about the physical aspects.
(Laura)

Preparing for future pregnancies

After having reviewed their perinatal experiences, the
participants turned their focus on the future. They
expressed an urge to acquire more information on how
they or the healthcare professionals could prevent their
story from repeating itself in a future pregnancy. They
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also liked to be reassured about a safety net and extra care
plan being offered during subsequent pregnancies.

I also think it’s nice to know that if I choose to get
pregnant again some other time, they’ll keep an eye
on me—there’ll be more scans and things like that. I
mean, they might have been able to do something if
I’d had the weight scan a bit earlier. (Tracy)

One partner, after having experienced a preterm
birth, expressed how the ObPostCons served as a kind
of preparatory consultation for potential subsequent
pregnancies.

We were more interested in looking ahead, and that
was really what it was about and what Emily and I talk-
ed about—what we would do the next time. How ...
we make sure we don’t end up in this situation again
(Thomas)

Closure of the story

Analysing the narratives provided a novel, more nuanced
understanding of what is conventionally understood as
the conception, birth and coming into being of a child
and a family. The study participants described how the
childbirth experience began long before and continued
long after the actual act of giving birth.

While the ObPostCons was seen as a preparation for
future pregnancies, the analysis also revealed how the
ObPostCons for many women and partners provided a
closure of the embarking on becoming a family. During
the ObPostCons the women and their partners had their
experiences from the perinatal events processed and
their attention was directed towards future pregnancies.

It was a good way of rounding off—I felt like it was a
kind of closure. (Emily)

Obstetricians conducting the ObPostCons were seen
as mediators in the participants’ process of attributing
meaning to a chaotic course of perinatal events. More-
over, receiving acknowledgement from the obstetrician
for what they had been through amplified the sense of
closure.

Itis a good thing to get that closure of it. Like, there
were some specialists who've done it before and
who’ve carried out loads of emergency caesareans
and who can say: you know, if you feel a bit exhausted
now and over the next few days, weeks or months,
that’s perfectly normal. Because what you’ve been
through is pretty tough! (James)

Overall, the ObPostCons was seen as a means to under-
stand what had actually happened, serving as a way to
obtain a positive closure in terms of their birthing story
and building confidence for potential future pregnancies
and the beginning of a new chapter in their life.

DISCUSSION
This narrative study highlights, from women’s and part-
ners’ perspectives, some important aspects of how and

when these consultations may be conducted in a mean-
ingful way.

The analyses indicated the importance of being
informed about the purpose of the postnatal consultation
and having met the obstetrician before, preferably during
the critical perinatal events. They wanted the obstetri-
cian’s description of what occurred, and they urged
to have the healthcare professional confirm their own
perceptions of a critical or chaotic event. Furthermore,
they emphasised a need to discuss the more emotional
aspects of the experience.

Strengths and limitations

One of the strengths of this study was a short time interval
from the ObPostCons to the interview, enhancing the
participants’ ability to recall their experiences during
ObPostCons.

The women and their partners were interviewed indi-
vidually in separate rooms, providing the space for them
to present their own uninterrupted narrative. The trans-
disciplinary nature of the group also enhanced the reflex-
ivity and validity of the study.

The data collected in this study were from a heteroge-
neous group. However, our study did not aim to target
all perinatal complications. Women and partners who
had experienced perinatal death were excluded from this
study, but in Denmark women and partners who experi-
ence perinatal deaths are all routinely offered an ObPost-
Cons. This group may have different needs, making this a
focus for future studies.

Our study sample was relatively small due to prioritising
in-debt knowledge on lived experience.

Interpretation
Expectations towards the ObPostCons differed, ranging
from purely factual explanations of what happened
to exploring deeper emotional issues, experiences
and mental well-being, which was also evident in other
studies.*'” The participants longed for the obstetrician to
mirror their perception and understanding of the level of
complications and complexity of their critical perinatal
experience but at the same time to have a detailed clin-
ical description of the occurred events. This shows how
intersubjective and mutual agreement on the course of
events provided the women/partners with an experience
of being heard, despite differences between their own
and the healthcare professional’s understanding of the
course of the events.” During the consultation the obste-
trician and the woman/partner created a shared narra-
tive of the perinatal experience. These findings are in
line with previous studies that also stress the importance
of women and their partners to have an opportunity to
talk about their experiences after childbirth and to be
given information about how the healthcare professional
categorised their experience in terms of degree of danger
and urgency.17 2729

In line with previous findings, our study indicated that
especially the women found the relational continuity as
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essential when attending the ObPostCons.?” 2 Moreover,
trust, continuity and consistency in the healthcare team
provided the participants with a sense of predictability
and coherence.

Our findings reflect how critical perinatal stories
provide a framework for sense-making when organised
into narratives and how the intersubjective aspects of
narrative medicine can be used to enhance the healing
process.”” * The women and their partners used the
ObPostCons to structure, make sense of and to remaster
their experiences by telling their stories and filling in
gaps.” The women and their partners emphasised that
the ObPostCons helped giving closure to their story of
becoming parents. Our findings encapsulate and are
supported by the theory of patient centred care in which
the patients’ overall care experiences are shaped by the
network of practices, interactions, relationships, shared
meanings as well as the physical elements.”’

In terms of future pregnancies, childbirth and overall
well-being, this study adds to the literature of the impor-
tance of women and partners having embraced, processed
and acquired a full understanding of their experience of
critical perinatal events.”** Our findings suggest that the
ObPostCons plays an important role in this process for
most women and some partners. However, only four of
the seven partners interviewed had attended the ObPost-
Cons. The need to attend the ObPostCons was equiv-
ocal. Some of the partners expressed no personal need
to participate in the ObPostCons and did it mainly to
support their partner while others thought it was valu-
able. Previous research has shown that partners often feel
overlooked in the perinatal period and that the health-
care professionals focus exclusively on the women and
babies."*'® Our findings did not indicate that the partners
felt marginalised in relation to the ObPostCons. However,
future research may benefit from including more on part-
ners’ perspective. It would be interesting to better under-
stand why some partners in some cases did not wish to
attend the ObPostCons.

The clinical implications of the study include that
the women and their partners are informed about the
purpose, the time allocated and the structure of the
ObPostCons. Furthermore, our findings suggest that it
is important to assign a known obstetrician and to pay
attention to the women’s and their partners’ mental well-
being. The ObPostCons also needs to be flexible enough
to fit in around other commitments, for example, work,
to make participation possible for the partners.

CONCLUSION
This study indicates that ObPostCons is important to
women in the process of adapting to their critical perinatal
experiences. However, the study findings suggest that the
structure, organisation and content of the ObPostCons
need to be improved.

There is a need for further research exploring more
on the partners’ perspective and to explore if there are

any differences or similarities between the women’s and
their partners’ needs. Future research may investigate
the optimal timing for ObPostCons and how to achieve
an environment that gives the woman and their partners
the confidence to discuss the more emotional aspects of
what they experienced. To make a comprehensive anal-
ysis of the ObPostCons, future studies may benefit from
exploring the interaction between the obstetrician and
the women and their partners at the consultation. Finally,
there is a need for future studies evaluating different
interventions aimed at guiding women and their partners
at the ObPostCons.
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