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Childbirth affects women in a myriad of ways including feelings of tiredness, being
overwhelmed, stressed, and having baby blues, and if not attended to, this can lead
to postpartum depression, which is a mental condition that can have disastrous
effects. Childbirth can affect the mental and physical status of a woman and
having supportive midwives who guide women by giving adequate information is
an issue of critical concern for a positive birth experience. The World Health
Organisation (WHO) has emphasised the need to facilitate childbirth choices for
women as a means of having a safe and memorable experience as the
experience in childbirth affects the psychological status of a woman. Some
women may experience worry and anxiety during labour and childbirth, which
may be exacerbated by bias and a lack of childbirth choice facilitation during
pregnancy. A negative childbirth experience may lead to negative psychological
distress and postpartum depression, which will interfere with the bond between
the mother, baby, and family. Midwives, thus, need to understand the emotional
aspects that are attached to childbirth and be able to facilitate and support the
emotional as well as the psychosocial needs of women under their care.
However, there is a dearth of empirical evidence within the Namibian context
that can provide direction and context-specific solutions to the present
challenge. The current study followed a qualitative research design with an
exploratory approach with one-on-one interviews with 10 midwives who were
purposively selected. The midwives’ experiences in this study depicted their zeal
towards the issue at hand; however, what stood out were some barriers in the
facilitation of childbirth choices (theme 1) as they expressed the shortages of staff,
the timing of information, information sharing, and cultural influences as some of
their experiences in facilitating childbirth. Furthermore, midwives shared a lack of
provision for childbirth choice (theme 2) as the rights of women were not
observed, and a lack of women-centred care despite protocols and guidelines
being there, and yet they are not adhered to. In conclusion, midwives as primary
caregivers actively need to provide unbiased childbirth information to achieve
positive postpartum health. Initiating childbirth choices early in pregnancy gives
women the time to weigh options and clearing of any misconceptions relating to
childbirth types as well as reducing anxiety and fear of birth, which could lead to
postpartum depression and by extension, the mental well-being of the women.
Facilitating childbirth choices is critical in positive birth experiences and the
management of childbirth as well as crafting guidelines and policy formulation
that ensure a mentally healthy woman and society.
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Introduction and background

Facilitation among pregnant women includes the provision of
unbiased comprehensive information, support, as well as
guidance to expectant women and their families (1). The
current study describes childbirth facilitation as the provision of
information to women and their families
of childbirth for a positive birth
experience. Childbirth facilitation affects the women directly

evidence-based
regarding the modes

after the whole process is over, and this can be both positive
and negative, hence the facilitation aims at alleviating fear and
concerns among pregnant women (1). If women have positive
childbirth facilitation from skilled midwives, it means that they
will be able to re-live the experiences with joy and appreciation,
and this only happens if they are not affected emotionally
and physically (2, 3).

Midwives taking care of women during pregnancy have a
mandate to give women adequate professional information for
informed decisions to be made, and this will help even in
future pregnancies as adequate information and the action
taken have a bearing on future choices and actions (4, 5).
Health education by midwives during pregnancy helps the
women to gain insightful understanding and therefore lead
to them making informed decisions and resultantly reducing
fear and anxiety, which if not handled well may develop
into depression (1).

Depression is identified as the most prevalent mental health
problem among pregnant women (6), which can be aggravated
should facilitation during antenatal care is not fully provided. In
addition, when childbirth is well-facilitated, women will believe
that they are responsible for the outcome as they would have
been involved all the way up to the end of the birthing process
(7). Midwives” professional training encourages them to advocate
for the physiological type of birthing as they believe in the
natural way of giving birth (8), but not excluding the high-risk
pregnancies that will need obstetric care, and some women end
with caesarean childbirth out of necessity (8). Midwives
acknowledge the presence of pathology in some women and they
are trained to identify them, and when that happens midwives
can refer women accordingly (9, 10). However, doctors being
fearful of litigation, are more likely to recommend caesarean
delivery for women be it nullipara or multipara (9, 11) and this
will, as a result, inflate the unwarranted number of caesarean
section childbirths. As earlier stated, not all women may birth
but efforts by health
professionals to uphold beneficence to ensure that women are

physiologically, need to be made
autonomous in their decisions and ensuring that the psychology
of women is put into consideration (1).

Trevathan and Rosenberg (12) argue that the effects of surgical
childbirth primarily affect the woman and infant, and this can also
affect future generations. Some scholars (4, 12, 13) further argue
that women are connected to a line of generations, and their
history, whether positive or negative, will likely have an impact
on the generations to come as human beings often identify with
their predecessors. It is, therefore, imperative for midwives to
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have the background of the women under their care during
facilitation to correct myths and give evidence-based advice (14).

Women understand labour and childbirth as an unknown
territory and hence this makes it central for facilitation to be
prioritised (15). An unknown territory steers up anxieties in
women which can trigger stress and uncertainty which can lead
to depression among pregnant women (1). Anxiety and
depression during ANC can lead to postpartum depression that
has lasting effects on the woman and thereby create an
unpleasant postnatal period (16). Midwives in the public sector
assume the choices of women; however, women need to be
treated individually (17) and that facilitation begins at the first
contact and this has to be an ongoing process from pregnancy
and labour till birth (15).

Postpartum depression affects both the mental and physical
health of the mother and the child (18). However, midwives are
the primary caregivers of women during pregnancy, especially in
the public sector, thereby facilitating birth choices for women
during pregnancy for the positive mental health of all women in
their care. The scope of practice (10) of the registered midwife in
Namibia is elaborate in identifying the “patient” as the mother
and the child (child here also refers to the unborn). With the
above in mind, the midwife needs to be familiar with the scope
of practice (10) to be able to identify the expectations in the
profession and in caring for pregnant women.

The scope of practice (10) indicates that a midwife is required
to render:

“...scientific application of the principles of midwifery ...
providing assistance and medical care including
scientifically based physical, psychological, social, educational,
chemical and technological means... in the course of
pregnancy ...” (10)

Firstly, the midwife needs to base the practice on the
principles of midwifery when offering facilitation to women in
the ANC. Midwives base their principles on physiological
birth and thus they promote vaginal birth by giving women
enough evidence-based information about vaginal birth (8).
However, midwives must include the following in the care of
the woman: physical, psychological, social, educational,
chemical and technological means applicable to health in the
course of their pregnancy. Caring for a woman holistically
means including all the above, that is, the physical aspect of
the woman such as caring for the pregnancy with routine
ANC check-ups to make sure that she is all right. In addition,
there is the psychological dimension which includes the
midwife getting to know the woman and asking about any
previous experiences, anxieties and apprehensions that may be
affecting the current pregnancy (19, 20).

A study conducted in South Africa showed evidence of
misinformation as a woman was quoted saying “I was told after
my baby was born that 1 could not breastfeed my baby ....I have
HIV. But if I didn’t breastfeed everyone would know I had HIV.

I did anyway...I saw the sangoma (traditional healer) who
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helped me” (21). The above clearly depicts a negative effect if
facilitation is assumed and not actioned. There is, therefore, a
need for healthcare providers to offer women evidence-based
information that will enable them to make informed decisions.
The above is supported by a study which was conducted in
Pakistan which found that errors or loopholes in antenatal
surveillance and an ineffective referral system are possible causes
of an increase in caesarean section rates (22). There is surely a
gap if the healthcare professional is unsure of the information
they have to give to the woman in terms of childbirth choices,
and this can lead to negative outcomes when the birth plans do
not go according to expectations.

In addition to misinformed education, the healthcare system may
present challenges or barriers that will affect the facilitation that needs
to be provided to women and their families regarding childbirth
choices as a way to avert possible psychological effects. According to
Stirling et al. (17), these barriers include but are not limited to
“incomplete, inaccurate, biased or unavailable patient education
resources and lack of opportunity for pregnant patients to have
meaningful conversations with their health care providers about
their individual care” which is a major setback when women are
being facilitated with childbirth choices. Stirling et al. (17) further
proffer that women need to be equipped with all the information
about the different available childbirth modes. The information
ensures that the pros and cons of the modes of childbirth are given
for a healthcare provider to be satisfied that the woman will make
informed decisions based on evidence-based information.

Women are to be the central decision-makers in their care
hence they need to be accorded that opportunity, and midwives
have the mandate to advocate for women (19, 23, 24). In as
much as midwives are advocates of physiological birth, there is a
need for them to accord the responsibility of making decisions to
women by giving them all the information they need to know. In
doing so, the midwife develops a comprehensive plan that
respects the woman’s preferences and decisions (25).

Pre-pregnancy and antenatal competencies identify the midwife
as the primary caregiver for women in the public healthcare sector
of Namibia, and the midwives need to have sound knowledge of
pregnancy for them to be able to give the women information
that will help them in making decisions. The information to be
given to the woman and family needs to be accurate and clear
and meet individual needs. Midwives have the mandate to treat
each woman individually, thus the promotion of woman-centred
care as well as inclusivity and acknowledging the family as a
possible support system (20, 26). The Sustainable Development
Goals (SDGs) are clear on the health and well-being of all
including the mental status.

The competency of midwives encourages the discussion of
options, preferences and contingency plans with women and
supports persons and respects their decisions. The competency
dimension is clear in urging midwives to make childbirth
facilitation for the woman and her family. The childbirth types
are to be given as options to the woman when they come for
ANC and the preferences of women must also be put into
much as the woman has

consideration (19, 26). In as

preferences, unbiased information needs to be given in detail for
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the different childbirth types that are possibilities as this will
curb uncertainties, apprehension and a sense of helplessness
when the choice is not what happens during the process of
giving birth (20). A woman is an autonomous being and she
should thus be accorded such information sharing and not
simply assuming that they know much about childbirth.

Aim of the study

The study aimed to explore and describe the experiences of
midwives’ facilitation of childbirth choices among women for
positive postnatal mental health as experienced by midwives in
facilitating childbirth.

Methodology

The study followed a qualitative design with an exploratory
descriptive approach (27) which was deemed appropriate as it
added the voices of the midwives regarding their experiences in
childbirth
midwives in the maternity department working in the ANC

facilitating choices. The population comprised
departments at the time of the study. A purposive sampling
technique to identify participants who know the phenomenon
under study was used. Information leaflets explaining the
purpose of the study were given to midwives and the midwives
returned the provided signed consent form to partake and
thereafter some arrangements were then made to conduct
the interviews.

The study included midwives with six months of experience or
more for them to share their knowledge about the phenomenon
under study. Midwives on leave and those not willing to take
part in the study were excluded. The sample was determined by
data saturation drawn from a total population of 26 midwives.
Appointments with midwives were made during their free time
and place of convenience so as not to interfere with their work.
A total of 10 midwives were interviewed and they formed the
sample for the study. Interviews were conducted in the English
language as it is the official language of instruction and
communication in the Namibian context. The researcher used a
semi-structured interview guide which was formulated using the
reviewed literature. The interview guide comprised two sections,
one for demographic information and the second for the main
question on experiences in the facilitation of childbirth choices.
Data analysis followed Creswell’s (28) six steps of data analysis,
namely, preparation and organisation of data, exploration and
coding of data, coding and building descriptions of the themes,
presenting and reporting findings, interpreting the findings, and
validating the accuracy of findings.

Trustworthiness

The four principles of trustworthiness were applied in this
study, namely, credibility, dependability, transferability, and
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confirmability. Credibility was ensured through one-on-one
interviews with the midwives, identifying and noting down
mannerisms as well as probing further to confirm the data.
Prolonged engagement with the midwives was observed so that
midwives’ experiences of facilitating were explicit, and this was
ensured by probing, and interviews lasted between forty-five and
sixty minutes. The methodology of the study was described to
the respondents in detail and the validation of the coded data
with the co-author ensured dependability as a way to increase
the chances of replicability of the study in other settings. As an
objective in the main study, triangulation was done with other
data sets as well as with literature to extend the confidence of the
study results thus addressing confirmability (25, 29). In addition,
verbatim extracts were used to ensure that the voices of midwives
are heard with regard to their experiences in facilitating
childbirth choices for positive postnatal mental health. Finally,
the researchers ensured that data saturation was achieved as no
new knowledge was being gathered from the respondents. Data
saturation was allowed so as to address the transferability of the
study to other contexts.

Results

The demographic characteristics are depicted in Table 1 with
the different variables that included pseudonyms, age, gender,
and years of experience. The ages of the research participants
ranged between 28 and 54 years, which gave the study a
variety of participants and helped to provide views from
people with different demographics and possible world-views.
The sample included two accoucheurs and eight midwives,
thus showing a low representation of males in the profession.
However, this did not affect the data quality as the ratio of
accoucheurs and midwives is a true reflection of the number
of accoucheurs in the profession within the Namibian context
(9). The varying degree of the years of experience from 3
years to 9 years was an added advantage as it brought out the
views from the eyes of different but experienced participants
hence giving in-depth information. Within the context under
study, midwives are rotated in the maternity department hence
the variation of the experiences and also not having many years
in one department.

TABLE 1 Demographic characteristics of midwives.

Age

Pseudonym

M1 32 Female 3 years
M2 30 Female 3 years
M3 28 Female 6 years
M4 54 Female 5 years
M5 37 Female 3 years
Mé 40 Male 9 years
M7 27 Male 3 years
M8 35 Female 2 years
M9 26 Female 4 years
M10 29 Female 3 years
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Emerging themes and sub-themes

Midwives were interviewed so as to understand how they
facilitate women during ANC at public healthcare facilities. Two
themes were identified, namely barriers to the facilitation of
childbirth choices and lack of childbirth choices. Moreover, the
main themes also had subthemes that were generated as follows:
Theme One: of staff/workload, the
information giving, and information sharing during ANGC; and

Shortages timing of
Theme Two: Provision of rights of women regarding choice, lack
of woman-centred care, enforcement of protocols and guidelines,
and cultural influences of childbirth types as depicted in Table 2.

Barriers to the facilitation of childbirth
choices (theme 1)

A barrier may be described as an obstacle that hinders the
progress or the continuation of an event (30). In this study,
barriers to facilitation were identified as the hindrances that
midwives encounter knowingly or unknowingly when facilitating
women with childbirth choices. The talk pertaining to choice
should first identify the choice that the woman needs to make,
and thereafter, the information given about the pros and cons of
the choices that are available, and finally the support to be
rendered to the woman in relation to the choice taken (31). In
this study, the factors identified as hindering midwives from
facilitating childbirth choices included but were not limited to
the following: the shortage of staff/workload, the timing of
information giving, and information sharing during ANC.

Shortage of staff/workload

Shortage of staff refers to the midwives who are working with
the women in a unit not having a proper nurse-patient ratio to
meet the standard care of the patients. Shortage of staff has a
direct impact on the support and information that may affect
maternal and neonatal well-being in the long run (32). In this
study, midwives expressed that the healthcare professionals that
are in the ANC departments did not tally with the women that
they received each day for ANC visits. Midwives expressed
having inadequate time with the pregnant women to give them
individualised care which includes listening to all their anxieties.

TABLE 2 Themes and subthemes of midwives’ experiences in facilitating
childbirth-choices.

Barriers to facilitation of childbirth- | « Shortages of staff/workload
choices « Timing of information giving

« Information sharing during ANC
Lack of childbirth-choices « Provision of rights of women regarding
choice
o Lack of woman-centred care
« Enforcement of protocols and guidelines
o Cultural influences on childbirth types
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The above is supported by the following verbatim statements from
the respondents:

M4: “Maybe 10 to 15 min—it’s not long and if they are many
you also try to become faster so as not to waste time on
one patient”.

M5: “ ...
midwives at the moment so on average it’s like plus or minus
40 patients per midwife per day and that is too much”.

when we see 150 patients—yah—and we are only 4

M3: “... and also there is not a lot of staff in ANC—it makes it a
bit hard to go really in-depth with everything pertaining the

mode of delivery”.

As illustrated above, midwives indicated that in as much as
they may be willing to give health information to women, staff
shortages make this difficult as they are always racing against
time. This, however, does not justify the inadequate provision of
information to women.

Timing of information giving

According to the Inter Professional-Shared Decision Making
model (23), timing is everything when it comes to shared
decision-making, which is also vital in the facilitation of
childbirth choices. In order for one to be able to make a
decision, they need to be given a chance to reflect on the
information and the choices available to them before they can
commit to the final decision. The following verbatim statements
cement the timing of the information given as reported by
the midwives:

M3: “In ANC we give health education to the women usually
during their first ANC visit”.

M2: “My experience with women is that when they come to
ANC for their first visit we give them health education ... Yes,
we give them information on the types of delivery mostly if
they are about nine months or six months... It is good to give

them information according to the trimester...”

Meé: “Once you give them that education at an early stage they
tend to forget”.

M4: “I think it’s proper to start when it’s in the third trimester
when you start to ask them about that. Because when it’s early
and you talk to them about delivery they will not take you

seriously because it (the pregnancy bump) is still small”.

Midwives are the primary caregivers for pregnant women in
the public healthcare sector in Namibia, hence they need to be
equipped with knowledge for them to be able to facilitate
childbirth choices. According to the Patient Charter of
Namibia (33), women have a right to receive information that
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pertains to their health, and that will ensure a higher
probability of positive birth experiences as supported by
WHO (5).

M6: “When they start ANC we tell them about delivery ... and
that the caesarean section is only done when there is a
complication to save the baby or you. Just to give them

information of how or why people get caesarean section”.

M7: “It is important for the patient to be aware of the
advantages and disadvantages of the different modes because
some patients are just misinformed by others that caesarean
section is good. Some with information will refuse Caesar but
if necessary the patient should be given information”.

Me: “.....they will end up saying they want C/S if you tell them
information on that. If you keep repeating they feel it’s useless”

Midwives expressed that if women are given options in ANC,
then they will choose the caesarean section. However, the
available literature suggests otherwise, that if women are given
adequate information, they will make the best-informed decision
which ensures a positive birth experience and reduces anxiety in
pregnancy and birth, thereby increasing positive postnatal
experiences (16, 24).

Lack of childbirth choices (theme 2)

Childbirth is a lifetime experience and each birth is different
and hence needs to be noted and handled as such. Childbirth
choices stem from the availability of information to the women
for her to be able to make informed decisions (24, 34, 35). In
this study, most midwives concurred that there is an assumption
that if women were low risk then there was no urgency in
providing information relating to the childbirth choices.

Mé6: “Most primis—we told them that when it’s caesarean they
cut your flesh to open your uterus and this one it’s not your own
choice like in modern life when there is elective caesarean
section. No [ don’t want to feel the contraction”.

M7: “When we do our own examination we determine what
type of delivery a woman is suitable to have. We do not ask
them about what they want because when you ask them most
patients will ask to go for caesarean. ............ they do not
have the absolute right for the mode of delivery”.

M4: “No we are not discussing it—We are sending them
especially the caesarean—We are sending them to the Dr to

decide whether they are going to have a second one”.

Midwives in this study refer women mostly to the Dr if there is
any discussion of a caesarean section, meaning that they also forfeit
their role as primary caregivers. Midwives need to ensure that they
provide health education on the available birthing choices and this
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starts from the beginning of ANC as transparency during the
process ensures patient satisfaction that is linked to a positive
birth experience (16).

Provision of rights for women regarding
choice

Respectful maternity care (RMC) works through the many
different networks to ensure that all the women under their care
receive RMC which also ensures that the rights of women are
not infringed. In the current study, some midwives highlighted
the fact that women were given information regarding birth
especially those who have had a previous caesarean section as
indicated below:

M3: “For example, someone who had a previous caesarean and
you will have to counsel her and she will have to decide, discuss
with the patient and tell them the disadvantages and advantages
of vaginal birth and caesarean also, she will have to decide on

the type of delivery they want to have”.

M2: “Yes we tell them about the advantages and disadvantages
of delivering vaginally and caesarean if they are about

to deliver”.

Mé6: “Women have the right to childbirth. If they want C/S
we refer them to the Dr and the Dr also gives them

health education”.

M9: “If they don’t have any risk we really do not discuss
with them anything regarding caesarean otherwise they will
get confused”.

It is worth noting that some midwives gave information to
women about the advantages and disadvantages of caesarean
section in advocating for Vaginal Birth After Caesarean in this
context, thus allowing women to be part of the process and
thereby ensuring shared decision-making (16).

Lack of woman-centred care

Woman-centred care refers to care that is individualised
and that focuses on the woman independent of other women
who present with a similar problem (20, 36-39) as a way to
give information which is relevant to the particular woman.
In this study, it was evident that midwives paid particular
attention to giving health information to a group of women
with different characteristics as evidenced by the verbatim
extracts below:

M3: “For women who do not have a high risk, what we do is

that we do group health education in terms of just giving

them everything”.
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Me6: “When they start ANC we tell them about delivery when
they are in a group”.

Patient-led care is a concern and this is being advocated for in
the aspect of RMC. In another study, women in Canada expressed
that it is important for them to lead in their own care (40) as this
will make them feel respected. This notion was also alluded to by
other scholars (20, 36, 37, 41) as the women feel involved and
that they are leading in the facilitation of their childbirth by
being given adequate information. Hence in this way, they will
understand the different types of childbirth that are available and
will be allowed to decide for themselves after having guidance
from the professionals.

Enforcement of protocols and guidelines

Protocols and guidelines are the blueprint for midwives and
these need to be enforced and ensured to satisfy the client that is
under their care as patient satisfaction improves the positive
postnatal experience (16). Protocols may only be adopted and
implemented if there is regular training to inform the users
about the available protocols to ensure that they are understood
(39, 42-44). Moreover, not only should the protocols and
guidelines be taught to the health professionals, but it should be
ensured that they are implemented by the consumers and in this
case it is the women in ANC (39).

The standardisation of protocols and guidelines within a
context should always be guided by evidence-based research that
is context-specific (45), hence ensuring the quality of care for
women. The assumption of choice among midwives that every
woman “wants vaginal birth” should be a starting point in
ensuring that all women have an equal share in the facilitation
they receive from midwives. The following verbatim extracts
substantiate the notion of going with the flow in public
healthcare facilities.

M4: “We just found it like that—We are only giving health talks
without the mode of delivery—that is what I found there. If
there is something to that I have not seen it”.

M10: “When I joined I also noticed that the talks don’t include
mode of delivery—We ask them by following the pink card and

in that way we will know how they will deliver”.

M3: “It is only on the first visit and it also depends on who is

giving it but the mode of delivery really is not part of it”.

The available protocols in Namibia are the Patient Charter (33)
and the Scope of Practice (10), which reiterate the importance of
the information that is given to patients for them to have
informed choices but these are not discipline specific to
childbirth choices.
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Cultural influences on childbirth-choices

Culture is the way of life that a certain group of people adopts
and lives by. Childbirth choices are no exception to the cultural
influences that come with them among women when it comes to
giving birth. In this study, midwives attested to the fact that
there are instances when the woman needs a caesarean section
birth but due to the society they come from, this becomes
difficult as is evidenced by the verbatim extracts below:

M4: “..... maybe to be cut for the fourth time or what—maybe

them it’s like no I am going to talk to my husband or what, and
then they will come back with what the partner says”.

MO9: “Some women when you tell them that they are going for a
caesarean they will tell you that they first want to talk to their

relatives or husbands to know if it’s the right way’.

Preis et al. (46) proffer that the beliefs of women need to be
put into consideration when birth is concerned. Involving
women and giving them the time to process the information
about birth may help them to understand and have a positive
childbirth experience (47).

Discussion

Information sharing in ANC plays a crucial role in enabling
positive mental health. In the present study, it was found that
there was minimal one-on-one engagement to give information
in-depth. Fear of birth and not being heard were identified as
factors that lead to postpartum depression among women (48)
as women feel that they have lost control of their health. It is,
therefore, important to prepare women and their families
that
pregnancy as a contingency plan and a mark of preparedness

psychologically for any events may occur during
(10, 17). Contrary to the mantra of some midwives in this
study that if women are informed about caesarean section as
an option then they will opt for that mode of birth, actually
giving information and hearing about the preferences of
and this
reduces the incidences of postpartum depression and birth
dissatisfaction (1, 48).

The enforcement of protocols and guidelines in the current

women makes them feel involved and heard,

study was found to be lacking to a greater extent, which was also
a result of staff shortages for the midwives to give individualised
care to the women during ANC. The general competencies of a
midwife (8) allude to the midwife being aware of the scope of
practice and the laws (10) that govern their practice and being
accountable as a professional. In addition, midwives are aware of
the relationships that they have with women and they should as
such ensure that practice is evidence-based. Midwives are
expected to uphold the trust of the public, which means that
women and society look up to the midwives as the epitome of
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knowledge and that they are there to help the women when they
are in ANC (8, 10).

In the current study, midwives assumed that if women were
given a choice, they would choose caesarean section as the mode
of delivery. However, midwives are there to educate women
about their rights in sexual reproductive health hence the
principle of autonomy in decision-making by the women.
Autonomy to choose in childbirth is a right that all women
deserve but women need to be informed, with unbiased
information timeously so as to make informed decisions about
the mode of childbirth they believe is best for them (34). The
opportunity to partake in decision-making regarding childbirth
leads to women who exhibit positive mental well-being in the
postnatal period thereby reducing the incidence of negative
postpartum health among women.

Midwives expressed not having enough time with pregnant
women during antenatal visits and this concurs with the study
findings by Hastings-Tolsma et al. (21). Some of the women
expressed that no information was given to them during the
visits hence it was either what the woman knew superficially or
what the healthcare provider advised (21). According to the
a7,
pregnancy with no complication is carried for nine months

informed decision-making model by Stirling et al

hence this is ample time for healthcare providers to facilitate
sound and informed decision-making for women under their
care. Furthermore, Stirling et al. (17), affirm that most women
require a longer period for them to be able to make a rational
decision hence it is logical to say that the facilitation of
childbirth choices should be initiated at the beginning of
antenatal care. Initiating the facilitation of childbirth choices
early gives the woman time to weigh the options and for the
healthcare provider to clear any misconceptions relating to
childbirth modes (21, 22, 24).

Conclusion

Midwives in this study alluded to experiencing less time with
women during the antenatal period leading to inadequate
facilitation of childbirth choices including giving and identifying
information needs for the women regarding childbirth. A
positive birth experience stems from the satisfaction of the
process from pregnancy to birth and positively affects the mental
status of the woman. Baby blues postpartum may be avoided by
woman-centred facilitation during pregnancy and resultantly
reduce the incidence of postpartum depression among women in
the postpartum period. A gap was identified in this study with
regards to midwives understanding previous birth experiences
preferences regarding mode of birth as a mitigating factor for
negative postpartum health. Postpartum wellness of women
would be attained if they are involved in the shared decision-
making of their health. Midwives must facilitate childbirth
choices taking into account that pregnancy and childbirth
experiences are significant in contributing to positive postnatal
mental health among women.
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