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Abstract 

Background: In many countries caesarean section rates are increasing and this impacts on choices made around 
mode of birth in subsequent pregnancies. Having a vaginal birth after caesarean (VBAC) can be a safe and empower-
ing experience for women, yet most women have repeat caesareans. High caesarean section rates increase maternal 
and neonatal morbidity, health costs and burden on hospitals. Women can experience varied support from health 
care providers when planning a VBAC. The aim of this paper is to explore the nature and impact of the interactions 
between women planning a VBAC and health care providers from the women’s perspective.

Methods: A national Australian VBAC survey was undertaken in 2019. In total 559 women participated and provided 
721 open-ended responses to six questions. Content analysis was used to categorise respondents’ answers to the 
open-ended questions.

Results: Two main categories were found capturing the positive and negative interactions women had with health 
care providers. The first main category, ‘Someone in my corner’, included the sub-categories ‘belief in women birthing’, 
‘supported my decisions’ and ‘respectful maternity care’. The negative main category ‘Fighting for my birthing rights’ 
included the sub-categories ‘the odds were against me’, ‘lack of belief in women giving birth’ and ‘coercion’. Negative 
interactions included the use of coercive comments such as threats and demeaning language. Positive interactions 
included showing support for VBAC and demonstrating respectful maternity care.

Conclusions: In this study women who planned a VBAC experienced a variety of positive and negative interactions. 
Individualised care and continuity of care are strategies that support the provision of positive respectful maternity 
care.

Keywords: Vaginal birth after caesarean, VBAC, Midwifery, Continuity of care, Respectful maternity care, Coercion, 
Birth trauma, Obstetric violence
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Background
Women with a previous caesarean can plan a vaginal 
birth after caesarean (VBAC) or a repeat caesarean before 
labour. Planning a VBAC can result in having a VBAC 
or a repeat caesarean before or during labour. Interna-
tionally, most women with a previous caesarean have a 
repeat caesarean yet there is limited data on how many 
of these women had planned a VBAC. VBAC rates vary 
between countries with higher rates in some European 
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countries (55% in Finland, 48% in Norway) and lower in 
the US (13%) and China (10%) [1–3]. In Australia VBAC 
rates have declined from 13.3% to 2008 to 11% in 2018 [4, 
5] and the rates vary between public (18.7%) and private 
hospitals (5.8%) [6].

There are some identified factors that impact VBAC 
rates such as having a previous vaginal birth or VBAC, 
body mass index (BMI), interpregnancy interval, mul-
tiple caesareans, and onset of labour [7–10]. There is 
less research that explores the impact of interactions 
with health care providers (HCP) on VBAC rates. Lun-
dgren et al. (2019) identified a culture of shared belief in 
VBAC between HCPs and women in European countries 
with higher VBAC rates compared to a culture of differ-
ing opinions on the value of VBAC in lower VBAC rate 
countries [11].

Recent qualitative research has identified that women 
experience varied support from health care providers 
when planning a VBAC, with many describing negative 
and unsupportive interactions [11–14]. Effective com-
munication between a healthcare provider and women 
accessing maternity care is an important domain for pro-
viding respectful maternity care [15–17]. Engaging in 
effective communication includes giving verbal encour-
agement during labour, providing empathy and listen-
ing to women and providing interpreters where required 
[17].

Interactions with HCP can vary and the type of model 
of care and the presence or absence of continuity of care 
can impact this. In Australia, women who have had a 
previous caesarean have access to a variety of models of 
care, dependent on location, resources, and availabil-
ity. In New South Wales (NSW) 12 different models of 
care have been identified and range from public hospital 
maternity care, where women will see different health-
care providers at each interaction, to private obstet-
ric and private midwifery models [18]. Data from 2011 
found only 8% of women had access to midwifery conti-
nuity of care (CoC) models [19], although an increasing 
number of these models are now becoming available in 
public hospitals across Australia.

The findings presented in this paper are part of a large 
sequential mixed methods study into VBAC. The aim 
of the overall study was to explore women’s experiences 
of planning a VBAC in Australia. The qualitative phase 
was a longitudinal study that followed women plan-
ning a VBAC throughout their pregnancy and postna-
tal period. Women recorded their thoughts and feelings 
following appointment with their health care provider 
(HCP) using a purpose built smartphone application and 
all women were interviewed in the postnatal period [20, 
21]. The findings of the qualitative study revealed there 
were four factors that impacted how women felt after 
planning a VBAC, regardless of birth outcome. The four 
factors were: having control, having confidence, having 
a relationship (with health care provider), and having an 
active labour. These factors influenced whether a woman 
felt resolved or disappointed after their birthing experi-
ence [21].

The qualitative findings were integrated into the next 
phase of the study which was a national survey. The 
quantitative results of the experiences of women who had 
planned a VBAC in the previous five years in different 
models of maternity care has been published [22]. The 
aim of this paper is to explore the nature and impact of 
the interactions between women planning a VBAC and 
health care providers from women’s perspectives.

Methods
The data analysed and reported in this paper came from 
a national Australian survey. The survey was split into 
two separate pathways, one pathway was for women 
who were currently pregnant and planning a VBAC at 
the time of the survey and the second pathway was for 
women who had planned a VBAC in the past five years 
and had now given birth. This paper reports on the analy-
sis of the qualitative responses to open ended questions 
in both pathways of the survey (Table  1.). A content 
analysis based on the format described by Erlingsson 
and Brysiewicz [23] was undertaken on the respondents 
answers to the open ended questions.

Table 1 Open ended questions

Question Number of 
comments

1 Can you describe any hurtful comments you received? 231

2 Can you describe why you feel/felt your HCP protects/protected you from negativity? 224

3 Describe the positive support 86

4 What were your main reasons for hiring a doula / birth worker? 76

5 Do you have any comments about how in control you felt when planning a VBAC? 70

6 Do you have any comments about being discouraged or prevented from using active labour resources? 34
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Survey development
The survey development and pilot testing has previ-
ously been published [22]. The survey included 114 items 
that contained demographic, yes/no, Likert scales, open 
ended questions and validated tools grouped around the 
four factors. The validated tools included the Mother’s 
Autonomy in Decision Making (MADM) scale and the 
Mother’s on Respect Index (MORi) [24, 25]. This paper 
focuses on the interactions between women and HCPs 
which were referred to in six open-ended questions in the 
survey. The questions explored issues around receiving 
hurtful comments from HCP, positive support from HCP, 
reasons for hiring a doula, how in control the woman 
felt and being discouraged from using active labour 
resources. The list of questions can be found in Table 1.

Recruitment and data collection
The survey software Qualtrics [26] was used. The sur-
vey was distributed through the author’s social media 
platforms and included an explanatory video, a specific 
VBAC Facebook page and two paid Facebook / Instagram 
adverts. The survey was live during the months of March 
to May 2019.

Participants
One hundred and seventy-one women responded to the 
survey about a current planned VBAC and 388 women 
responded to the survey following a birth where a VBAC 
had been planned, regardless of birth outcome. In total 
559 respondents’ comments were analysed.

Data Analysis
The qualitative data were downloaded from Qualtrics 
[26] and sorted in Excel documents. The survey data was 
then imported into NVIVO 12 [27] for content analysis as 
described by Erlingsson and Brysiewicz [23]. An induc-
tive method, also referred to as conventional method 
[28], of content analysis was undertaken due to the lack 
of research specific to women’s experiences of interac-
tions with HCPs when planning a VBAC in Australia. 
The content analysis phases of preparation, organisation 
and reporting were followed [29, 30]. In the preparation 
phase the units of analysis selected were the answers to 
the open-ended questions that focused on interactions 
with HCPs and these answers were read through to get 
a sense of the data to be coded. The organisation phase 
followed the process of open coding, creating categories 
and abstraction [29, 30]. Using NVIVO 12, the answers 
were coded into initial categories (nodes), the initial cat-
egories were then sorted through merging, collapsing, or 
grouping into hierarchal categories and a codebook was 
generated. The two datasets from the ‘currently pregnant’ 

cohort and ‘previous VBAC’ cohort were coded sepa-
rately and integrated to identify conflicting codes and 
areas of similarity. No conflicting codes were identified 
however additional codes were included from the VBAC 
cohort. The datasets were then merged for the abstrac-
tion process.

During the abstraction process the categories were 
organised into sub-categories and main categories and 
given titles that were characteristic of the content of the 
category. Meeting with all authors allowed for refining 
and organisation of categories and through discussions 
abstraction continued until there were two identifiable 
main categories each composed of three subcategories. 
The hierarchy of categories can be found in Fig. 1.

Results
Demographics
In total 559 women answered one or more open-ended 
questions in either arm of the survey. Most women were 
aged between 35 and 39 years, stated they were Austral-
ian, were married, had a combined income of more than 
$100,000 and were university educated. Women accessed 
a range of models of care: 20% had public hospital mater-
nity care which is fragmented in design (seeing differ-
ent care providers for episodes of care); 16% accessed a 
private obstetrician; 19% accessed a midwifery group 
practice (MGP) and 16% of women hired a privately 
practising midwife (PPM). Women identified 10 different 
models of care and five women had no health care pro-
vider due to a planned freebirth. Of the women who had 
previously planned a VBAC, 75% of women had a VBAC, 
18% had a repeat caesarean during labour and 7% had a 
scheduled caesarean before labour. Further demographic 
information can be found in Table 2.

Main categories and categories
In total 559 women made 721 comments in response 
to six questions. Table  1 demonstrates the open-ended 
questions used in the survey. The questions with the 
most comments were regarding how the HCP protected 
the woman from negativity within the health care team 
(224 comments) and how they responded to or felt about 
hurtful comments from HCP (231 comments). The open-
ended comments in the survey demonstrated the nature 
and impact of the interactions from the respondent’s 
(women’s) perspective. The quotes from participants have 
been identified under the dataset they were, currently 
pregnant (CP) or previous pregnant (PP), the participant 
identifying number and their model of care, for example 
CP6, Public hospital care.

The categories depicting/reflecting negative interac-
tions were grouped under the main category ‘Fighting 
for my birthing rights’ and the categories that reflected 
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Table 2 Demographics of respondents

Demographic Currently Pregnant n=171 (%) Given birth 
in past 5 
years
n=388 (%)

Age range
18 - 20 0 (0.0%) 1 (0.6%)

21 - 24 5 (2.9%) 24 (6.2%)

25 - 29 47 (27.5%) 100 (25.8%)

30 - 34 67 (39.2%) 159 (41.0%)

35 - 39 48 (28.1%) 90 (23.2%)

40 or over 4 (2.3%) 14 (3.6%)

Income
Less than $40,000 6 (3.5%) 15 (3.9%)

$40,000 - $59,999 15 (8.8%) 33 (8.5%)

$60,000 - $79,999 20 (11.7%) 60 (15.5%)

$80,000 - $99,999 35 (20.5%) 58 (14.9%)

More than $100,000 88 (51.5%) 204 (52.6%)

Prefer not to answer 7 (4.1%) 18 (4.6%)

Education
Less than year 10 1 (0.6%) 3 (0.8%)

Year 10 or school certificate 8 (4.7%) 11 (2.8%)

Year 12 or higher school certificate 16 (9.4%) 49 (12.6%)

TAFE or Diploma 45 (26.3%) 87 (22.4%)

Undergraduate or university qualification 53 (31.0%) 142 (36.6%)

Postgraduate (e.g., graduate diploma, Masters or PhD) 48 (28.1%) 96 (24.7%)

Ethnicity
Australian 126 (73.7%) 307 (79.1%)

Aboriginal and/or Torres Strait Islander 5 (2.9%) 8 (2.1%)

Maori & New Zealander 0 (0.0%) 1 (0.3%)

European 3 (1.8%) 3 (0.8%)

North, Southern and East African and Middle Eastern 3 (1.8%) 6 (1.5%)

South-East & North-East & Southern and Central Asian 13 (7.6%) 28 (7.2%)

North & South American 2 (1.2%) 9 (2.3%)

Other 1 (0.6%) 4 (1.0%)

Missing data 1 (0.6%) 3 (0.8%)

Relationship
Married 120 (70.2%) 305 (78.6%)

Separated 0 (0.0%) 5 (1.3%)

Single 1 (0.6%) 4 (1.0%)

De-facto/ long term relationship 48 (28.1%) 73 (18.8%)

Missing data 2 (1.2%) 1 (0.3%)

Model of care
Public hospital maternity care 41 (24.0%) 71 (18.3%)

Public hospital high-risk maternity care 16 (9.4%) 42 (10.8%)

Shared care (GP and hospital) 18 (10.5%) 21 (5.4%)

General Practitioner obstetrician care 3 (1.8%) 4 (1.0%)

Midwifery Group Practice (CoC with a midwife) 33 (19.3%) 74 (19.1%)

Next birth after caesarean (NBAC) or VBAC clinic 6 (3.5%) 13 (3.4%)

Private obstetrician (specialist) care 24 (14.0%) 67 (17.3%)

Privately practising midwife 20 (11.7%) 67 (17.3%)

Private obstetrician and privately practising midwife joint care 1 (0.6%) 9 (2.3%)
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positive interactions grouped under the main category 
‘Someone in my corner’, as can be found in Fig.  1. The 
interactions were on a continuum from negative catego-
ries to positive categories. The main category ‘Fighting 

for my birthing rights’ included the sub-categories: ‘the 
odds were against me’, ‘lack of belief in women birthing’ 
and ‘coercion’. The main category ‘Someone in my corner’ 
included the sub-categories ‘belief in women birthing’, 
‘supported my decisions’ and culminates in ‘respectful 
maternal care’. Further details and definitions of the cat-
egories are explored under each of the headings below. 
Figure  1 shows the continuum of interactions women 
received from coercion to respectful care.

Fighting for my birthing rights
Many women who completed the survey experienced 
negative interactions and lack of support from HCPs. The 
main category ‘Fighting for my birthing rights’ describes 
the continual battle women fought, with both HCPs and 
the system, when seeking a VBAC.

“I stood up for myself and my wants, but it was not 
easy. I often went home crying after appointments as 
I felt I was fighting the system” (CP6, Public hospital 
care).

Analysis of the qualitative comments manifested 
negativity in three main ways: ‘the odds were against 
me’, a ‘lack of belief in women birthing’ and ‘coercion’. 
In the sub-category ‘the odds were against me’, women 
specified interactions with HCPs that focused on issues 
that would create difficulty in achieving a VBAC. These 
issues could be due to characteristics of the woman 
or resources that were made unavailable or were 
restricted. The sub-category ‘lack of belief in women 
giving birth’ focused on the way HCPs dismissed the 
importance of vaginal birth and demonstrated bias 
towards repeat caesarean through elevating risks of 
VBAC and promoting the benefits of caesarean. Finally, 
the negative interactions reported escalated to the use 

Table 2 (continued)

Demographic Currently Pregnant n=171 (%) Given birth 
in past 5 
years
n=388 (%)

Remote area maternity care 1 (0.6%) 0 (0.0%)

Doula / birth worker (0.0%) 2 (0.5%)

No health care provider - freebirth 3 (1.8%) 2 (0.5%)

Other 4 (2.3%) 16 (4.1%)

Missing data 1 (0.6%) 0 (0.0%)

Mode of birth
VBAC - 292 (75.3%)

Scheduled caesarean before labour - 26 (6.7%)

Repeat caesarean during labour - 69 (17.8%)

Missing data - 1 (0.3%)

Fig. 1 Concept diagram of negative and positive interactions
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of many different forms of ‘coercion’, including claims 
that the woman or baby will die if planning a VBAC and 
physical assault.

The odds were against me
In this sub-category women reported comments where 
the term ‘the odds were against me’ was reflected. The 
limitations imposed on women included physical char-
acteristics such as body mass index (BMI) and age. 
Restrictions also related to the use or lack of equipment 
during labour and the influence of restrictive hospital 
policies.

The comments from HCPS discouraged women with 
a higher BMI to plan a VBAC and women were told 
their BMI could impact their choices during labour, 
such as access to water immersion; “apparently due to 
BMI they refused to allow me to use the birthing tub 
which I had really wanted to as I had a previous 3rd 
degree tear” (PP358, Public hospital care).

Women also found age impacted how they were 
treated. From being too young and patronised for not 
understanding the risks, to being too old -“Comments 
about my age, over dramatization about risks associ-
ated with age, bullying to accept medical intervention, 
talk about stillbirth that wasn’t relevant and was upset-
ting” (PP122, Public hospital care ).

Women identified many examples of restrictions 
that negatively impacted their VBAC experience.  The 
restrictions were predominantly due to staff following 
VBAC policies and hospital guidelines and/or due to 
a lack of access to resources such as access to showers 
and being mobile due to continuous fetal monitoring 
(CFM) and intravenous cannula’s.

“Cannula restricted some movement, but it was 
more that the hospital midwives didn’t really pro-
vide me with advice on different positions to help” 
(PP331, Public hospital care).

Many women who wished to use water immersion 
during labour and/or birth were disappointed when 
they were unable to access it due to lack of resources, 
policy or due to the combined requirement of CFM - 
“Was not allowed water-based relief due to constant 
need for baby heart monitoring” (CP2, Public hospital 
care).

A lack of access to water immersion was one of the 
reasons some women chose to birth outside of the hos-
pital, either with a PPM or to freebirth.

“One of the reasons that I chose to home birth 
was BC [Birth Centre] at our local hospital did 
not allow VBAC mamas to use the birth pool and 

insisted on CTG monitoring, which meant that 
I could not have an active labour” (PP196, PPM 
care).

Lack of belief in women giving birth
Women in the survey were able to describe interactions 
that highlighted the potential bias of the HCPs towards 
caesareans and a lack of belief in VBAC as a viable or 
suitable option for women. This bias was demonstrated 
through questioning the validity of wanting a VBAC and 
a belief that the woman’s body was at fault.

Some women found HCPs didn’t understand the desire 
to experience a vaginal birth and were flippant in their 
comments about VBAC - “I was questioned why I would 
possibly want to have a natural birth” (P196, Public hos-
pital care).

Bias towards caesareans could be displayed in com-
ments favouring the ease of organising a scheduled cae-
sarean for the staff, “Dr telling me that she prefers cs as 
easier to plan and safer” (CP34, Public hospital care) 
and “basically told it’s just the best to book a c-section 
and not go through all the hassle and stress of a VBAC” 
(CP59, Public hospital care).

The lack of belief in the importance of vaginal birth 
extended to comments regarding the disbelief in the 
woman’s body to be able to have a VBAC. Language that 
questioned the capacity of women to birth was used, 
sometimes during internal examinations “Oh your body 
won’t do this on its own. I can’t even reach your cervix” 
(PP77, Public hospital care) and “Not enough space here” 
(PP78, MGP care).

Comments from HCPs used language that put the 
woman and her baby in opposition to each other, sug-
gesting an inability of the woman’s body to grow a baby 
capable of being birthed vaginally.

“Surgeon said there were no contraindications to 
me trying for a VBAC but that I probably had CPD 
[Cephalopelvic Disproportion] so she wouldn’t rec-
ommend a VBAC. Comments about my stature 
and size of my baby, despite being of average height 
and baby being above average but not macrosomic” 
(CP166, MGP care).

The effect of the continued negative language about 
women’s bodies offended women.

“Resources wasted on me, time waster, accept my 
body won’t birth, I’m also sick to death of termi-
nology like unfavourable cervix, failure to progress, 
overactive uterus like I’m deformed and broken. I 
just don’t like being prodded and pricked like a sci-
ence experiment! I don’t want to birth in that atmos-
phere and I’m unique. Not average!” (PP370, Public 
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hospital care).

Coercion
Women described coercive comments in the question 
regarding control when planning a VBAC and when 
describing hurtful comments. Most women experienced 
hurtful comments from a HCP at some point during their 
VBAC journey. Coercion escalated from exaggerated 
facts to HCPs stating the woman, or more commonly 
the baby, will die if she continues with her decisions and 
choices.

Women found information from HCPs regard-
ing VBAC and repeat caesarean was unbalanced and 
favoured repeat caesarean.

“One Ob kept emphasising VBAC risks and pretty 
much stated false facts when I mentioned risks of 
c-sections, particularly risks of several c-sections if I 
want more children. I decided to keep my opinions 
to myself in this appointment after this as I saw no 
point in expressing them anymore” (CP1, MGP care).

Incorrect facts were often mixed with opinion and 
expressed in alarming language, which gave confusing 
and unsupportive information to women.

“A doctor at the back up hospital told me that I was 
at considerable risk of uterine rupture and that my 
previous vaginal birth and VBAC were no indica-
tion that I had a higher chance of successful VBAC 
this time. She said that I was probably at more 
risk because I had had a large baby during my last 
VBAC and therefore my scar would have been made 
weaker by accommodating a large baby” (PP133, 
PPM care).

Some women were unaware that the comments they 
received were likely biased towards a repeat caesarean. A 
woman who had a private obstetrician had an antenatal 
appointment at term and found herself no longer sup-
ported to wait for labour to occur.

“I didn’t go into labour. Had an internal examina-
tion at 40+2 and was not dilated so had to have a 
caesarean” (PP187, Private Obstetrician care).

Some women experienced subtle behaviours from 
HCPs that resulted in women being silenced through 
being made to feel childish or over emotional.

“When I tried to be assertive and show the medical 
staff I had done research and was making informed 
decisions, they spoke over the top of me or told me I 
was emotional” (PP14, Normal Birth After Caesar-
ean clinic).

During labour and birth one woman found she was 
discouraged through threatening language from using 
her voice during contractions; “I was told that by making 
noise, I was depriving my baby of oxygen” (PP127, Public 
hospital care).

Language often escalated to be degrading such as sug-
gesting a VBAC would stretch the vagina and the impli-
cations on future sexual intercourse. Some participants 
found comments were redirected to partners or male 
support people in order that they have a part in changing 
the woman’s mind.

 “I was told ‘you are stubborn and ignorant, and I 
can say that because I’m the doctor’ and she then 
told my partner’s friend whom she assumed was my 
brother because we called him uncle to ‘talk some 
sense into your sister’ she also said ‘aww your poor 
belly, look at your skin, don’t worry it will go back,’ 
even though I like my skin” (PP20, Public hospital 
care).

Women who had CoC with a midwife often had to 
attend at least one antenatal clinic with a doctor and 
this could be a time where they received hurtful com-
ments. One woman who was planning a VBAC at home 
described her experience.

“In regards to my IM [Independent Midwife] I felt in 
control. With the one hospital Dr appointment I had 
I felt belittled, pressured, bullied and discriminated” 
(PP230, PPM care).

Coercion was used to change women’s behaviour, either 
regarding their plan to have a VBAC or the choices they 
make around planning a VBAC. A woman who was ini-
tially planning a VBAC in hospital described how coer-
cion and compliance was introduced by a HCP during a 
NBAC (Next Birth After Caesarean) class.

“I switched to private midwifery care from hospi-
tal care due to my desire to be supported and have 
control over my birth. The hospital experience was 
completely the opposite of the quality care I received 
from my midwife… The last straw for me was attend-
ing the local public hospital NBAC class where the 
medical professional said, I quote “The only times I 
have seen things go wrong is when women don’t obey 
the rules”. I left the class horrified and saying to my 
Doula who also attended the class with me “I’m 
going to be one of those women who don’t ‘obey’ the 
rules”. I then sought out and found the most amazing 
midwife who supported me to achieve my VBAC and 
first homebirth experience. Hands down the gentlest 
most empowering birth experience I have ever had” 
(PP46, PPM care).
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One doctor sought to deter a woman from planning 
a VBAC by threatening that if anything went wrong it 
would have a traumatising impact on staff ; “Ob [obstetri-
cian] told me her staff would be traumatised if something 
went wrong during my VBAC” (PP110, Public hospital 
care).

Verbal threats could escalate to potentially devastat-
ing actions. One woman stated the actions of HCPs in 
the hospital that negatively impacted the woman and her 
family.

“My VBAC attempt was not supported by the hospi-
tal… They reported me to Child Protective Services 
for not booking an elective c-section (no medical rea-
son to book one) so on the day of the labour I felt I 
didn’t have any power” (PP14, NBAC clinic care).

Many women experienced comments that threatened 
the death of themselves or their baby due to planning a 
VBAC, often described by the women as being given the 
“dead baby card” (PP128, Public hospital care).

“One obstetrician I saw at 20 weeks said “if you try 
for a VBAC, your husband will end up with a dead 
wife, a dead baby & a toddler to raise on his own”. 
I have obviously refused to see him again & have 
booked all future hospital appointments with a 
VBAC supportive Ob” (CP161, Public hospital care).

Coercion could result in assault with procedures used 
without asking, use of physical force and forced proce-
dures. Women in the study experienced obstetric vio-
lence that was extreme, “I was physically man handled 
onto the bed” (PP370, Public hospital care), to receiving 
unconsented procedures such as episiotomies or instru-
mental births.

Someone in my corner
Moving along the interaction continuum are the posi-
tive interactions under the main category ‘Someone in 
my corner’. This main category identifies the overall sense 
from women that their doula or HCP were supporting, 
advocating, and facilitating their desire to plan a VBAC.

The categories are HCPs ‘believing in women birthing’, 
HCP / doula ‘being an advocate’ for the woman and cul-
minating in the woman receiving safe, ‘respectful mater-
nity care’. The sub-category ‘belief in women birthing’ 
displays comments were women felt the HCP believed 
in the woman’s ability to have a VBAC. The sub-category 
‘Supported my decisions’ highlighted occasions where 
HCPs showed they supported the woman’s wishes and 
choices and interactions where the woman felt the HCP/
doula would be an advocate for her choices. In the final 
positive interaction sub-category, ‘respectful maternity 

care’, comments regarding CoC and respectful relation-
ships with HCPs are presented.

Belief in women birthing
The questions ‘Can you describe why you feel/felt your 
HCP protects/protected you from negativity?’, ‘Describe 
the positive support’ and ‘Do you have any comments 
about how in control you felt when planning a VBAC?’ 
provided answers on positive interactions with HCP. 
Women described these interactions as the HCP believ-
ing in VBAC as an option and encouraging women along 
their VBAC journey.

“My MGP midwife is pro-VBAC and very encourag-
ing. She hasn’t had anything negative to say and this 
is so reassuring” (CP120, MGP care).

Women found encouragement from a variety of HCPs, 
a woman who had shared care with her GP found con-
sistent support across the HCPs she encountered.

“I felt quite informed about VBAC prior to planning 
one and am quite health literate. I sought supportive 
care from a known GP who would be supportive of 
my choice. Shared care with this female doctor was 
wonderful and she was fully respectful and encour-
aging of my decisions. The midwives I saw at the 
hospital were also encouraging. I had mixed inter-
actions with obstetricians at the hospital appoint-
ments.  One was extremely encouraging, the other 
not so” (PP264, GP shared care).

Some interactions with HCPs made women feel that 
VBAC was an uncommon choice. A woman who didn’t 
have access to CoC in her local area found encourage-
ment from some midwives which escalated after her 
VBAC.

“Mostly, midwives were encouraging of me “trying 
for a VBAC”, however it was as though it was a rare 
occurrence! Some very kind midwives contacted me 
after my birth and congratulated me on achieving 
my VBAC!! It was absolutely incredible encourage-
ment” (PP364, Public hospital care).

Alongside encouragement, some women benefited 
from continued positive reinforcement using “positive 
language, empowering me the whole way” (PP79, MGP 
care), which provided support when women were doubt-
ing their VBAC decision.

Midwives promoted the use of VBAC literature, web-
sites and social media support groups for women to gain 
knowledge and hear positive VBAC stories.

“All positive reinforcement and encouragement. 
Literature given and social media- based support 
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groups were suggested” (CP120, MGP care).

 The feeling that the HCP believed in their ability to 
have a VBAC sometimes manifested itself in the flex-
ibility around hospital guidelines and policies.  Women 
found HCPs who took an individualistic approach to 
suggested guidelines and policies were more supportive 
about VBAC.

“I was able to proceed how I wanted in spite of it 
being against their policies. The language to commu-
nicate about policy was framed in a way that indi-
cated that I needed to be aware of it, but at the end 
of the day I was free to choose” (PP120, MGP care).

Women benefited from HCPs who consistently 
believed in their ability to have a VBAC, regardless of 
actual mode of birth. A woman who was a midwife her-
self and planning a VBAC after two caesareans (VBA2C) 
chose a specific private obstetrician due to personal 
experience. She described her experience of positive sup-
port and belief in VBAC.

“Very encouraging, I was in a hospital where VBA2C 
occurred at semi regular intervals. My ob and I both 
supported a woman through a VBA2C which is why 
I chose him as an Ob because of how he treated her. 
He used evidence to guide his recommendations to 
me, never used scare tactics. Was honest, believed 
in me and even when I had another cesarean, he 
allowed me to have a maternal assisted CS and 
asked when my VBA3C was going to be” (PP 288, 
Private obstetrician care).

Supported my decisions
The sub-category ‘Supported my decisions’ captured 
comments regarding positive support, advocacy, pro-
tecting from negativity and reasons for hiring a doula. 
Women identified advocacy as an important aspect of 
why they felt their HCP protected them from negativity. 
This sub-category was demonstrated through HCPs sup-
porting women’s choices and wishes and in giving women 
the confidence to self-advocate.

Women frequently highlighted the advocacy actions 
of midwives. One woman had her PPM attend appoint-
ments. “My midwife attended any external antenatal 
appointments I had with the hospital obstetrician often 
explaining anything I was unsure of. She was amazing, 
clarification and advocate for my choices” (PP40, PPM 
care). Another woman felt that having a PPM with her in 
the hospital subtly advocated for her as she states, “I feel 
like the hospital knew they couldn’t force anything on me 
because of my midwife’s presence” (PP250, PPM care).

Women who had care through MGP also highlighted 
how their midwives advocated for them.

“They advocate for us and what we are trying to 
achieve. They protect us from a lot of the negative 
comments that come through from other health pro-
fessionals” (CP32, MGP care).

MGP midwives were identified as speaking up for the 
woman’s wishes with the multidisciplinary team, “My 
MW bore a lot of the brunt from the OB and went into 
bat for me multiple times” (PP103, MGP care). This was 
also the case when navigating hospital systems.

“I was respected and treated as a consenting adult 
with my midwife. I was able to actually have 
informed conversations and figure out the best 
options for my care. With my OB appointments 
during pregnancy I had to fight for even a shred of 
dignity and respect. The fact that I was comfort-
able, and my midwife was able to help me navigate 
the rest of the hospital meant I felt protected by her” 
(PP108, MGP care).

Advocacy was experienced during labour, especially 
when health professionals had differing opinions. Women 
who had CoC with a midwife found their midwife shel-
tered them from interventions and actions from other 
HCP; “She had my back when the Dr on duty in birth 
suite suggested rupturing my membranes. I had only just 
arrived at hospital and was already 8  cm” (PP157, PPM 
care).

“Allocated MGP [midwife] was like the bodyguard 
for the short time I was in labour. She met me out-
side the hospital, escorted me into my room (no 
check-ins or other interruptions) and then instructed 
staff that no one was to enter unless she specifically 
asked them to” (PP386, MGP care).

Some women who had CoC with a private obstetri-
cian described how the doctor had been their advocate 
by influencing staffing or decisions on care “he advocated 
for me and even requested a change of midwife dur-
ing my labour to someone who was more aligned to my 
desires” (PP98, Private Obstetrician care).

Some women responding to the survey hired doulas 
regardless of the model of care they experienced. Doulas 
were seen by women as advocates, someone employed to 
support and speak out when the woman was in labour; 
“to have someone to advocate for me if I could not and to 
help me to make my wishes to come true” (PP131, MGP 
care).

“To be on my side and to be a source of strength dur-
ing the birth if the OB started to unnecessarily pres-
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sure me into things I didn’t want to do” (PP57, Public 
hospital care).

A woman who had planned a HBAC (homebirth after 
caesarean) with a PPM also hired a doula to provide extra 
support and extra advocacy:

“Wanted extra support by someone with experience. 
Should I need a hospital transfer, I wanted many 
advocates” (PP300, PPM care).

Respectful Maternity Care
Although there were fewer positive comments from 
women who accessed public hospital, fragmented care, 
some women found support and “Encouragement toward 
the VBAC” (CP44, public hospital care) from their inter-
actions with midwives and doctors.

“Was given information and have been supported 
by both midwives and doctors that I could try for a 
VBAC” (CP41, public hospital care).

“I felt respected by both the midwife and the O&G in 
my decision” (PP17, public hospital care).

There were more positive comments that indicated 
respectful maternity care from women who had CoC 
and many women in this study actively sought CoC when 
planning a VBAC. Continuity was accessed with private 
or publicly funded midwives or through private obstetri-
cians. Women identified the impact CoC had on feeling 
in control when planning a VBAC. A woman who had 
antenatal care in a high-risk clinic identified the lack of 
CoC as contributing to fear.

“Without continuity of care I had a different doctor 
each visit giving their opinion on whether I could/
couldn’t have a VBAC. It was extremely frustrat-
ing and actually added uncertainty and fear to my 
pregnancy and birth” (PP130, High risk clinic care).

In comparison, a woman who had CoC with MGP 
found: “continuity of care meant that even when I wasn’t 
able to be in control, my decisions were still respected” 
(PP251, MGP care).

Receiving CoC protected women from having to retell 
and relive previous traumatic experiences. A woman 
who had a PPM and had planned a HBAC but “in the 
end I needed to be induced at hospital due to PROM and 
GBS+” (PP124, PPM care) found solace in continuity 
when things did not go to plan.

“My private midwives were amazing. Through con-
tinuity of care they didn’t just know my story, but 
also how important it was that my experience was 
different this time around. I also had a number of 

hospital midwives approach me during my time in 
hospital apologizing for my previous experience 
and telling me that they’re frustrated that the pub-
lic health system doesn’t support women properly” 
(PP124, PPM care).

Many women also accessed continuity through hiring a 
doula either when there was no continuity available with 
a health care professional or in addition to having conti-
nuity with a health care professional. A woman who had 
a private obstetrician hired a doula to focus on labour 
care.

“Continuity of care from someone who would be pre-
sent for the whole of my labour. I had continuity of 
care from my obstetrician, but I knew he would not 
be there providing midwifery support for the whole 
of my labour” (PP340, Private obstetrician care).

A woman who had CoC through MGP hired a doula to 
ensure continuity in case others couldn’t be there; “My 
partner was working away until my due date & I was 
afraid he’d miss the birth, so I wanted a backup plan… I 
was also very mindful my confidence in my MGP Mid-
wifery was invaluable and if she couldn’t be there I 
needed support from another source” (PP144, MGP 
care).

 Some women were aware of the impact of choosing 
care outside of recommended guidelines and found pro-
tection through having CoC.

“I was in control of my decision, but clearly under-
stood that the decision I was making was not in line 
with the recommendations made by any of the doc-
tors involved in my care. My midwife gave me all the 
control I needed to counter this ‘disapproval’ from 
the doctors within the public health system” (PP156, 
PPM care).

Positive interactions with an HCP were made up of 
three categories: ‘belief in VBAC’, ‘Supported my deci-
sions’, and ‘respectful maternity care’. Women wanted 
HCPs who would advocate for them within the hospital 
system and often hired doulas to help them self-advocate 
when required. Women sought CoC to develop a rela-
tionship based on respect and knowledge of past expe-
riences and current choices.  Finally, women benefited 
from HCPs who believed in VBAC and who offered 
positive reinforcement and an individualistic approach to 
policies and guidelines.

Discussion
The findings show that the nature of HCP and woman 
interactions were on a continuum from respectful 
maternity care to coercion. This discussion will explore 
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respectful maternity care and coercion and then explore 
the reasonings behind these interactions, consider-
ing why they occur and what strategies can be used 
to prevent negative interactions and increase positive 
interactions.

Coercion
When analysing women’s words we found that coercion 
was at one end of the continuum. Definitions of coer-
cion commonly focus on the use of power or fear to gain 
compliance. Reproductive coercion has been defined as 
behaviours that interfere with the autonomous reproduc-
tive decision-making of women [31]. Kotaska [32] iden-
tifies that coercion can take different forms within the 
HCP-woman relationship and can include giving false 
or exaggerated facts to influence options, withholding 
risk information of a recommended treatment, demean-
ing women, reporting to child protection services due to 
the woman’s decisions and threatening to withdraw care. 
In this study, the open-ended responses from women 
included 231 hurtful comments that reflected coercive 
interactions  that included making threatening com-
ments to women regarding the death of their baby or 
themselves if they (women) continued planning a VBAC. 
A study from the US found a third of doula’s and nurses 
witnessed care providers threatening women that their 
baby might die in labour and delivery wards if the woman 
did not agree with a suggested intervention [33]. A con-
tent analysis on responses in the Listening to Mothers in 
California survey found both positive and negative inter-
actions with HCPs, the negative interactions included 
HCPs who were rude, judgmental and rushed [34]. A 
Canadian study found participants who declined aspects 
of maternity care experienced coercive and pressured 
interactions which could result in the individual losing 
trust in the health care provider [35]. Using threatening 
and hurtful comments and behaviours can be catego-
rised as non-dignified care in the ‘disrespect and abuse 
in childbirth’ definition [36] which is also described as 
obstetric violence [37].

Coercive comments and behaviours from HCP can 
negatively impact women who have a history of trauma 
and can cause re-traumatisation [38–40]. Many women 
who access maternity care have experienced traumatic 
events which can include their previous caesarean expe-
rience. In the VBAC in Australia survey 69% of women 
stated their previous caesarean was a traumatic experi-
ence [22]. A meta-ethnography on birth trauma found 
women experienced overwhelming negative emotions 
during their subsequent pregnancy [41]. Women with a 
previous traumatic experience who then have an expo-
sure to a subsequent traumatic experience, such as 

coercion from a HCP, have a higher probability of devel-
oping PTSD [42, 43].

Conflicting information
In this study women experienced conflicting recommen-
dations from medical and midwifery professionals, par-
ticularly when women received midwifery CoC. Women 
who had CoC with a midwife were assigned at least one 
antenatal appointment with a doctor. They may have also 
had interactions with doctors during labour and birth 
and/or in the postnatal period. It was often during these 
interactions women would experience negative and hurt-
ful interactions which were contradictory to the care 
they were receiving from their CoC midwife. Cummins 
et  al. [34] conducted focus groups with consumers and 
midwives to explore the qualities of midwifery CoC and 
found there were times of disagreement between obste-
tricians and midwives. Women were aware of the tension, 
which led to confusion and confliction. Disagreements 
are often based on divergent philosophies with midwives 
supporting physiological birth and obstetricians favour-
ing interventions which impact on women who are seek-
ing a physiological and active labour and birth, including 
access to water immersion [44, 45].

Unconscious bias
Exploring the role of unconscious / implicit bias in the 
HCP can potentially explain the behaviours and attitudes 
exposed in interactions reported in this study. Uncon-
scious biases are: learned and unsupported views that 
favour one thing, person or group over another, which 
quickly impact decision making [46]. Research suggests 
HCPs exhibit similar levels of implicit bias as the wider 
population [47]. In healthcare this bias can be found in 
direct care and health outcomes, in the provision of 
maternity care organisations, HCP education and train-
ing and within research [46, 48]. Dejoy et al. [49] found 
women with higher BMI’s experienced at least one stig-
matising interaction and suggested weight bias from 
HCPs is a contribution to these negative interactions. 
Women from diverse cultural backgrounds also experi-
ence similar problems. Researchers have found that racial 
bias impacts mode of birth decision making [50]. Inter-
views with obstetricians regarding caring for non-English 
speaking migrants of Micronesia in Hawaii found biased 
attitudes due to language and stereotypical expectations. 
One obstetrician explained that the consenting process 
for a repeat caesarean was easier than explaining and 
consenting to a VBAC, suggesting a communication and 
caesarean bias [50]. In this study women identified that 
having a higher BMI or their age (too young / too old) 
and planning a VBAC in particular led to more negative 
interactions with HCPs.
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Respectful Maternity Care
When analysing women’s words in this study we found 
that respectful maternity care was at the other end of 
the continuum. Respectful maternity care is defined by 
the World Health Organization as “care organized for 
and provided to all women in a manner that maintains 
their dignity, privacy and confidentiality, ensures free-
dom from harm and mistreatment, and enables informed 
choice and continuous support during labor and birth” 
[51]. Following a qualitative synthesis, Shakibazadeh et al. 
[17] provided twelve domains of respectful maternity 
care which include engaging in effective communication, 
respecting women’s choices that strengthen their capabil-
ities to give birth, providing equitable maternity care and 
CoC. In this study, accessing CoC contributed to positive 
interactions encompassed in respectful maternity care 
and resulted in women feeling in control of their deci-
sions and outcomes through relationships based on trust 
and equity. Our previous published findings revealed that 
women who had CoC with a midwife were happier with 
their CoC experience, reported more positive support 
from their HCP and had longer appointments compared 
to standard care, or CoC with a doctor [21, 22].

There are many known benefits of midwifery CoC, such 
as reducing preterm birth rates and decreasing inter-
ventions during labour and birth [52]. The quantitative 
results of this survey found CoC midwives spent more 
time with women during appointments compared to CoC 
with a doctor or standard antenatal care [22]. A study 
exploring midwives’ perceptions of respectful maternity 
care in Iran highlighted the importance of communica-
tion and relationship, providing safe and ethical care and 
safeguarding the dignity of women [53] and Hildingsson 
et  al. [54] found women in Sweden who had a known 
midwife during labour and birth had more positive birth 
experiences. A study from the USA found women plan-
ning a VBAC had lower intervention rates with certi-
fied nurse-midwives (CNM) compared to obstetric care 
[55]. In Australia, Cummins et  al. [34] found midwifery 
CoC also impacted the traditional hierarchical model of 
maternity care to one based on equality and respect. The 
quantitative data from this survey also showed where 
women had midwifery CoC they had higher scores on the 
Mothers on Respect Index (MORi) and Mothers on Deci-
sion Making (MADM) index [22].

Strategies to increase respectful interactions
Introducing an obstetric violence framework into 
national law can be a powerful tool for addressing cases 
of coercion and body autonomy [56]. Obstetric violence 
was recognised by Venezuelan law in 2007 and Latin 
American countries have since implemented obstetric 

violence legislation. Recognition of this law has provided 
avenues for women to take legal action against health 
professionals and organisations and provided a frame-
work to identify systemic failures that manifest in disre-
spectful maternity care [37, 56, 57]. An obstetric violence 
legal framework isn’t currently available in Australia and 
women who attempt to seek legal recompense struggle 
within the criminal and civil justice system due to eco-
nomic, racial and gendered discriminations [58]. In this 
study women described experiences of coercion that 
ranged from hurtful comments to physical restraint and 
non-consented procedures. A legal framework for obstet-
ric violence alongside public education on the definition, 
impact and legal avenues for women who experience 
obstetric violence may act as both a deterrent and basis 
for recompense for women who receive coercion and 
abuse in maternity care [56].

There should be a focus in clinical practice and research 
on strategies to decrease negative interactions and 
increase positive interactions. Strategies to decrease the 
use of coercion and obstetric violence should recognise 
the broader societal impact of violence against women 
[37]. Strategies may include HCP training on the impact 
of bias, race and culturally competent care,  and indi-
vidualised care [37, 59]. Implementing trauma-informed 
maternity practices and training can promote positive 
interactions based on respect, empowerment and col-
laboration [38]. A qualitative study from the USA on 
women who had experienced multiple lifetime traumatic 
exposures highlighted the importance of developing 
trusting relationships with empathetic HCP as an oppor-
tunity to disclose trauma and to have positive maternity 
experiences [60]. Midwifery models of continuity of care 
need to be expanded to include women with a previous 
caesarean and be made available to more women across 
Australia.

Limitations of the study
The limitations of the national survey have been 
described in a previous published paper [22] and include 
the recruitment of the survey using a self-selected sam-
ple of women accessed through social media. The 
respondents of the survey were English speaking and 
were predominantly born in Australia, with around 2% 
identifying as Aboriginal and/or Torres Strait Islander. 
A large proportion of women were university educated 
with higher incomes which indicates a well-educated and 
well-resourced population. Further research is required 
to ascertain the views of the wider Australian commu-
nity including women from culturally and linguistically 
diverse communities, women from lower socio-economic 
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communities and women who identify as Aboriginal and/
or Torres Strait Islander.

Conclusions
In this study women who planned a VBAC experienced 
a variety of positive and negative interactions. Nega-
tive interactions included the use of coercive comments 
such as threats and demeaning content. Positive inter-
actions included supporting VBAC and examples of 
respectful maternity care. Individualised care and con-
tinuity of care are strategies that support the provision 
of positive interactions and respectful maternity care. A 
framework for obstetric violence alongside public edu-
cation on the meaning of this term could be introduced 
in Australia to try and reduce these negative experi-
ences for women.
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