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Background: Both expectant mothers and their partners describe weaknesses in ordinary parental preparatory professional support provided internationally and nationally within Sweden. Therefore, it is necessary to develop the parental preparatory professional support provided by midwives for expectant parents within Sweden. This study will evaluate the effects on expectant parents of receiving a combination of an “inspirational lecture” and “ordinary antenatal parental classes” compared with only “ordinary antenatal parental classes.”

Methods/Design: This block randomized controlled trial included an intervention as a pilot study, in which expectant parents were randomized for (1) the inspirational lecture and ordinary antenatal parental classes (intervention group [IG]) (n = 66) or (2) ordinary antenatal parental classes (control group [CG]) (n = 60). Data collection with repeated questionnaires was conducted in the first week and 6 months after birth. Statistical analyses were conducted for participant characteristics, differences between parents within IG and CG, effects of the intervention, intention to treat, and internal consistency of the included measurements.

Results: The intervention showed a tendency to be gainful for one out of four outcomes related to birth experience, and parents' perceived quality of parental couple relationship consensus and sexuality and manageability. These results were more prominent for the partners. Parents within both the intervention and control groups reported decreased social support in the first 6 months after birth.

Conclusion and Clinical Implications: Overall, the concept of the inspirational lecture in combination with ordinary antenatal parental classes as parental preparatory professional support seems to be a valuable care intervention. However, this study was a pilot study and the results should therefore be interpreted with caution. More research is needed since childbirth and transition to parenthood are complex processes in need of comprehension.
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INTRODUCTION

Becoming parents for the first time is a major change of life event (1), a transition that involves the physical endeavors of pregnancy, birth, and breastfeeding (2) but also changes in social roles and roles for the parental couple (1, 3, 4). Parents-to-be can be unaware of the challenges posed by pregnancy, childbirth, and parenthood (5). Negative experiences from childbirth are, for example, associated with deterioration of maternal health (6), development of postpartum depression (7), and problematic bonding between mother and infant (8). The challenges of transitioning to parenthood may result in decreased quality within the parental couple's relationship (3, 9–12), with increased risk of separation (13). Positive experiences from birth are, on the other hand, associated with women feeling empowered and encouraged in their motherhood (14). Such positive experiences have previously been described as related to the mothers' personal strength and sense of control and coherence (15). Individuals' ability to manage their own health and to cope with everyday problems plays a key role in sense of coherence (SOC) (16), which also seems to be affected by parents' transition to parenthood (9, 17, 18).

To handle the challenge of transition to parenthood, both first-time mothers and partners need parental preparatory support, particularly socially and professionally (19–21). However, partners to first-time mothers describe that professional support in counseling during pregnancy mainly focuses on the woman and the physiological changes, and partners felt left out and ignored (22). Also, professional support in antenatal parental classes is mainly focused on physiological changes, while parents want more focus on parenthood and partner relationships (23). Internationally, antenatal parental classes are given various names, such as expectant parent classes, antenatal parenthood education, antenatal education, childbirth classes, and antenatal classes. For this study, the term “ordinary antenatal parental classes” is used.

To prepare for parenthood, first-time mothers describe the importance of different kinds of professional support (19). Professionals should support parents' couple relationship during the transition to parenthood (24), and such support could have a positive effect on communication between the couple (19, 20). Professionals, such as midwives, who provide professional support for parents need to have knowledge about parents' supportive needs. They also need competence to be attentive to parents' individual needs (25, 26), since the parents may not be able to express their needs themselves. Both professional and social support has been described as interactive processes that affect well-being and health (27, 28). However, social support is offered within the individual's social network and needs to be based on working relationships and trust. Professional support, on the other hand, is directly available but limited by professional domain and knowledge. Professional support could be considered as a care intervention and should focus on strengthening the individual's access to social support (27).

Internationally, professional support offered during pregnancy varies, depending on the country. For example, some countries offer antenatal parental classes, while others do not. International studies have also found that professional support during pregnancy leads to increased knowledge and better preparation for labor and birth (29) and improved infant care (30). In Sweden, first-time mothers and partners are offered professional support together during antenatal care and in-group sessions (ordinary antenatal parental classes), mostly provided by midwives (31). Research shows weaknesses in the professional preparatory support offered to parents; therefore, it is important to increase knowledge about such support. Since autumn 2012, midwives who work in a hospital labor ward in central Sweden have provided an inspirational lecture as a large-group parental class for expectant parents. The purpose of the lecture is to give the parents a more satisfactory preparation for birth and safer experience during birth as well. Previous research on parents' perceptions of the lecture is that their ability to absorb adequate information is increased by the pedagogically mediated information provided through role-play by the midwives (19, 20). Also, the humor used by the midwives who provide the lecture makes the parents laugh at something they, in fact, are nervous about (giving birth to a child). The laughter helps the parents to relax and understand the information provided. Besides this, parents perceive that the lecture facilitates their understanding of how to prepare for birth and parenthood together with their partner. This understanding facilitates the parental couple's ability to communicate with each other, which contribute to their feelings of togetherness (19, 20). However, there is no previous research on the effect of the inspirational lecture on parents. Further research is therefore needed to gain deeper knowledge about the effects of professional support for expectant parents.

The present study tested the inspirational lecture as an intervention to be provided in combination with ordinary antenatal parental classes as parental preparatory support. The aim of the present study was to evaluate the effects of expectant parents receiving a combination of the inspirational lecture and ordinary antenatal parental classes compared with expectant parents receiving only ordinary antenatal parental classes. The study was guided by hypotheses that the inspirational lecture in combination with ordinary antenatal parental classes would have an effect on first-time mothers' and partners' (1) birth experience (primary outcome), (2) breastfeeding and skin-to-skin contact, (3) perceived professional support, (4) perceived quality of the parental couple's relationship, (5) perceived social support, (6) sense of coherence, and (7) parent-to-infant relations and feelings (secondary outcomes).



METHODS


Trial Design and Participants

This is a randomized control trial that was performed as a pilot study with a follow-up design (32). Participants were randomly assigned in blocks (i.e., through block randomization) to one of two groups and received professional support through (1) the inspirational lecture provided by midwives as a large-group parental class in combination with ordinary antenatal parental classes provided by midwives (intervention group) or (2) ordinary antenatal parental classes provided by midwives (control group).

Participants gave their consent before randomization. To select trial participants, the following inclusion criteria were used: (1) first-time mother with her partner, (2) singleton pregnancy between gestational weeks 24 and 35, (3) intention to give birth at the county hospital, and (4) ability to understand and speak the Swedish language. The sampling plan was predisposed by a time aspect, which was to recruit participants between May 1 and June 1, 2015. Therefore, a consecutive sampling was performed to recruit all of the parents who met the inclusion criteria over the specific time interval (32). Based on calculations, we intended to include 200 expectant parents (expectant first-time mothers n = 100; partners n = 100) within this study. In total, we targeted 100 parents for the intervention group and another 100 parents for the control group, which corresponds to an allocation ratio of 1:1. Furthermore, we targeted an equal randomization regarding gender since the two parents within the same parental couple were randomized to the same group (intervention or control group).



Settings

This study was conducted in a county in southwestern Sweden, consisting of urban, suburban, and rural districts. The county hospital labor-ward sees an average of around 3,500 births per year. Within this county, as well as nationally in Sweden, pregnant women are offered professional support free of charge through the Swedish public primary healthcare system (31). Within the setting for the present study, professional support is offered within midwifery care in terms of prenatal assessments at antenatal units and ordinary antenatal parental classes.



Stratification, Randomization, and Participant Recruitment

Eligible parents who met the inclusion criteria were provided information about the study from midwives who worked at the three antenatal units. The information was provided both orally and in writing to the parents during a routine control (prenatal assessment) with the midwife. Among those parents who agreed to participate in the study, block randomization was performed to allocate the participants into groups that resulted in equal sample sizes. We used an intention-to-treat approach since we aimed to keep participants who were randomized in the groups to which they were assigned. To achieve this, a box was presented that included sequentially numbered sealed envelopes with either (1) a ticket for both the inspirational lecture and a ticket for ordinary antenatal parental classes (IG) or (2) a ticket to ordinary antenatal parental classes (CG). The midwives who handled the sealed envelopes did not know which envelopes contained a ticket to the inspirational lecture and which envelopes did not. To participate in the inspirational lecture, a ticket was needed, which made it possible to control that only those parents included in the IG received the intervention. The randomization was carried out directly after the parents had agreed to participate. The midwives were instructed beforehand to provide the parents with envelopes in numbered order, starting with the lowest number. This was to ensure that the randomization was correctly performed without impact by the midwives. The midwives noted the number of the specific envelope on the specific parent's completed consent form. This was to control for whether the parent was randomized to an IG or CG. A flow diagram of how parents were allocated to the IG and CG is shown in Figure 1.
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FIGURE 1. Flow diagram of participation allocation, follow-up, and data analysis in the randomized controlled trial.




Intervention

The intervention consisted of the inspirational lecture as a parental class for expectant parents provided as a complement to the ordinary antenatal parental classes. The intervention group (IG) consisted of parents who received a combination of the following: (1) the inspirational lecture as a large-group parental class provided by midwives and (2) ordinary antenatal parental classes provided by midwives at antenatal units. The CG consisted of parents who received only ordinary antenatal parental classes provided by midwives at antenatal units. The intervention will be explained in detail below.


The Inspirational Lecture

For the intervention, the hospital introduced the inspirational lecture as a large-group parental class for expectant parents. The lecture was originally developed and provided at another hospital that was not included in this study. At the time of this study, the inspirational lecture was not provided elsewhere within Sweden (except at the hospital that developed the lecture). In total, four midwives were trained as providers of the inspirational lecture at the hospital. Those four midwives were taught to provide the lecture in pairs, which gave two pairs in total. The inspirational lecture is a professional support provided by midwives for expectant parents as a large-group lecture. During the inspirational lecture, midwives who work within antenatal and/or labor care explain how parents can prepare for birth. The information is focused on normal birth and how parents can strengthen their individual as well as mutual skills as a parental couple to be able to handle the challenges that come with childbirth (labor). For example, midwives strive to present childbirth (labor) as a normal life event that the parents themselves can prepare to cope with. The midwives use a pedagogical approach that includes role-playing to increase the parents' understanding. By role-playing, the midwives who provide the inspirational lecture illustrate the pregnant woman's and the partner's perspective. This is to make both perspectives visible and to emphasize the value of each as well. The inspirational lecture lasts for 2 h. Within the present study, the inspirational lecture was provided on two specific dates for the parents who were randomized for the IG. Only expectant parents who were in the IG received the inspirational lecture.



Ordinary Antenatal Parental Classes

According to routines already established within the setting, ordinary antenatal parental classes were offered to expectant parents. These classes were given in accordance with the national Swedish guidelines (31). For the intervention within the present study, these classes were included, without any changes from how they already were provided for expectant parents. Midwives at antenatal units provided these parental classes four to five times during pregnancy, in groups of six to eight parental couples and one midwife. During these classes, parents were provided with information about pregnancy, labor, breastfeeding, parenthood, and relationships between parents.




Measurements and Data Collection

The primary and secondary outcomes were measured at (1) first week (Q1) and (2) 6 months after birth (Q2). Q1 was provided to the parents by the midwives at the postnatal ward of the hospital. The parents answered Q1 in paper format. The parents filled out Q2 using the web-based computer system titled Education Survey Automation Suite (EvaSys). Q2 was sent to the parents via email 6 months after the birth. For those participants who did not answer Q1 or Q2, one reminder was sent at each of the time points. The primary outcomes were the parents' birth experience measured by questions selected from the short version of the intrapartal-specific QPP questionnaire (QPP-I) (33) at Q1 and Q2. To assess parents' perceived birth experience, four questions (items) were included: “I had a positive birth experience”; “I had a normal birth”; “I perceived that I had control during birth”; and “I perceived myself being safe during birth.” Each item was a four-point response scale ranging from 1 (“I do not agree at all”) to 4 (“I completely agree”). Two questions that concerned the subjective importance of the parents' birth experience were also included from the QPP questionnaire: “This is how important it was to me to have a positive birth experience” and “This is how important it was to me to have a normal birth.” Each item was a four-point response scale ranging from 1 (“of little or no importance”) to 4 (“of the very highest importance”). In total, six items were included within Q1 and Q2. All the items included also a “not applicable” response alternative. Each item was calculated separately within this study; the higher the score, the more positive the experience (Table 1).


Table 1. Measurements and time of measurements.
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The secondary outcomes were data of obstetric and neonatal outcomes collected from electronic medical records and psychometric scales measuring psychosocial variables. Data for birth (obstetric and neonatal) outcomes were collected through the first-time mothers' hospital medical records. Data of obstetric outcome included duration of labor (hours between onset of contractions/labor start and birth); dilation of the cervix (centimeters) when arriving at labor ward; type of birth (spontaneous vaginal birth, vacuum extraction, forceps, or cesarean section); and gestational week at birth. Data on neonatal outcomes consisted of the Apgar score. Questions concerning breastfeeding were included within the questionnaires. The first-time mothers responded to questions whether they were breastfeeding (1) during the child's first period of alertness (first two hours after birth); (2) at one week and six months after birth; and (3) exclusively (child was given only breastmilk) or partly (child was given both breastmilk and formula). Included within Q1 was also a question about skin-to-skin contact between the parent and child during the child's first period of alertness (first 2 h after birth): “Did you have skin-to-skin contact with your child during his/hers first period of alertness after birth?” Response alternatives were “yes,” “no,” or “I do not remember” (Table 1).

All psychometric instruments included within the questionnaires were available in Swedish, and most of them have been validated previously with good internal consistency. The MoPPS scale (Mother Perceived Professionals Support scale) is a seven-graded Likert scale, ranging from 1 to 7, developed to assess mothers' perceived experiences with professional support (34). The scale is validated through interviews with parents (22, 35–38). The scale consists of one question about how professional support from healthcare professionals, such as midwives, is perceived. This question is followed by eight statements, such as “sensitive/not at all sensitive,” “understanding/not at all understanding,” and “were calmed/were stressed.” The index was a calculated summary of the total score of the eight items. The higher the score, the more positive the perceived experience with professional support. Within the current study, the MoPPS scale was used to measure parents' perceived experiences with professional support from both (1) healthcare professionals at the labor ward and (2) healthcare professionals at the postnatal ward (Table 1).

To assess the parents' perceived quality of parental couple relationship, the validated Quality of Dyadic Relationship (QDR36) scale was used (3, 39). QDR36 consists of 36 items scored with Likert scales from 1 to 6. The scale covers five dimensions: Dyadic Consensus, Dyadic Cohesion, Dyadic Satisfaction, Dyadic Sensuality, and Dyadic Sexuality. The index score is the total sum of the mean values from the separate dimensions; the higher the score index, the stronger the person's estimated perceived quality of couple's relationship (Table 1).

To assess parents' perceived social support, the Swedish version (40) of the Multidimensional Scale of Perceived Social Support (MSPSS) (41, 42) was used. The scale used within this study was previously validated among women with hirsutism and nursing students (40). In total, the scale consists of 12 items (seven-point Likert scales ranging from 1 to 7) that cover three dimensions: family, friends, and significant others. The index is calculated by summarizing the total score for all items; the higher the score, the stronger the perceived social support (Table 1).

To assess the parents' sense of coherence, the validated Swedish version of the SOC-13 was used (43). The SOC-13 consists of 13 items scored with Likert scales ranging from 1 to 7 (16, 44). The scale covers three dimensions: comprehensibility, manageability, and meaningfulness. The index score is the total sum of all items; the higher the score, the higher the person's estimated sense of coherence (Table 1).

The seven-graded Likert MIRF scale (Mother to Infant Relations and Feelings scale) (ranging from 1 to 7) was used to assess the parents' relation toward and feelings for their child (34, 45–47). The scale is validated through interviews with parents (34). The MIRF scale consists of two different sections that assess (1) the parent's perceived relation to his/her child and (2) the parent's perceived feelings for his/her child. Within the first section, the parent's perceived relationship to the child is assessed through seven different statements, such as: “I talk a lot with my baby/I do not talk at all with my baby” and “I enjoy resting when my baby is with me/I enjoy resting when my baby is with someone else” and so on. The index is calculated by summarizing the seven items; the higher the score, the stronger the perceived relation to the child between the parents. The first section of the MIRF scale includes a question about breastfeeding: “I enjoy breastfeeding/I do not enjoy breastfeeding.” For the first-time mothers, this question is included within the index score, plus it is calculated and analyzed separately. For the partners, the question regarding breastfeeding was not included in the calculation of the score index for the partner's perceived relation to his/her child. For analysis, the variable that describes the first section of the MIRF scale is named “Parent's perceived relation to the child.” Within the second section of the MIRF scale, the parent's feelings for his/her child are assessed with a question concerning the parent's perceived contact with the child. Seven different items (seven-graded response rate, ranging 1 to 7) constructed of opposing word pairs follow the question: “warm/cold,” “secure/insecure,” “close/distant,” “confident/unconfident,” “stable/unstable,” “easy/difficult,” and “pleasant/unpleasant.” The index is calculated by summarizing the seven items. The higher the grade, the stronger the parent's perceived feelings for the child. The variable that describes the index score of the second part of the MIRF-scale is named “Parent's perceived feelings for the child” within the current study (Table 1).

Socio-demographic characteristics were self-reported within Q1 (Table 1). Before the current study, two pilot studies were conducted to test parents' experiences form responding to questionnaires in paper and web-based form. The results of the pilot studies showed that the information included in the questionnaires and the composition of the same was generally understandable and manageable.



Data Analysis

Statistical analyses were conducted using the Statistical Package for the Social Sciences (SPSS) version 22 (IBM, Corp, Armonk, NY, USA). Descriptive statistics were conducted to describe the socio-demographic characteristics of the participants. The index and dimensions for the measurements were presented as a mean (M) and dispersion by standard deviation (SD) (Table 2). To analyze the questionnaires and the effects of the intervention on first-time mothers and partners, the Mann–Whitney U-test was performed. To analyze differences between parents within IG and CG, the Mann–Whitney test was used for ordinal variables, and the chi-squared test was performed for discrete variables. Cohen's guidelines were used to interpret clinical change when a significant result was achieved from Mann–Whitney; the effect was defined as small (η2 > 0.01), medium (η2 > 0.06), or large (η2 > 0.14) (48). Analyses were carried out for first-time mothers and partners separately, as well as mutually as a group of parents within the IG or CG. Intention-to-treat analysis was performed for comparison of changes over time within groups using the non-parametric Friedman's test for the continuous variables: birth experience, QDR36, MSPSS, and SOC-13. The Wilcoxon signed-rank test for post hoc testing was performed after a statistically significant Friedman's test. To evaluate the internal consistency for the index of the scales, MoPPS, QDR36, MSPSS, SOC-13, parent's perceived relation to the child, and parent's perceived feelings for the child, Cronbach's alpha was calculated. P ≤ 0.05 were considered significant, and p ≤ 0.1 were interpreted as tendencies.


Table 2. Overview of characteristics for first-time mothers and partners within the intervention (IG) and control group (CG) at different times (Q) throughout the study.
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Ethical Considerations

The Regional Ethical Review Board in Gothenburg, Sweden, approved this study (Dnr: 275–15). All participants were provided with information about the study and their right to withdraw their participation at any time. The participants gave written consent. Before data analysis, each questionnaire was stripped of identifiers and coded. Also, the results are reported on a group level, which makes it impossible for the reader of this article to identify the answers of a specific participant.




RESULTS

Eligible for analysis were first-time mothers and partners who responded to questionnaires at Q1 (IG first-time mothers n = 24, partners n = 19; CG first-time mothers n = 28, partners n = 23) and Q2 (IG first-time mothers n = 23, partners n = 10; CG first-time mothers n = 22, partners n = 12), as presented in Figure 1.

The socio-demographic characteristics of the participants are described in Table 2. A significant difference was observed between first-time mothers' age in IG and CG. No further significant differences were observed between the two study groups (results are not presented in tables). The index and dimensions were calculated for the different measurements included within this study; the results are presented in Table 3.


Table 3. Overview of index, dimensions and outcome measures at different times throughout the study.
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Effects of the Intervention for First-Time Mothers and Partners

In relation to the primary outcome, the results showed a tendency to a positive effect from the intervention on the first-time mothers' feelings of having control during birth at Q1 (U = 90.0, p = 0.096) with a large clinical effect size (Table 4).


Table 4. Results from the Mann-Whitney test for comparison between IG and CG among first-time mothers and partners first week (Q1) and 6 months after birth (Q2).
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In relation to the secondary outcomes, the results revealed that parents within the CG reported significantly stronger perceived support than parents within the IG (U = 224.5, p = 0.011) with a large effect size. Furthermore, the results revealed that the intervention had a significant positive effect on parents' (IG) perceived dyadic sexuality (dimension within QDR36) at Q2 (U = 366.5, p = 0.033) with a large effect size. Parents within the IG reported a stronger manageability (dimension within SOC-13) at Q1 (U = 389.5, p = 0.048) with a large effect size. Also, there was a tendency for a positive effect of the intervention on parents' (IG) SOC-13 index at Q1 (U = 405.0, p = 0.077), with a large effect size (Table 4).

When comparing differences between first-time mothers and partners separately, the results showed a positive effect in the IG intervention on partners' manageability (dimension within SOC-13) at Q1 (U = 71.5, p = 0.033) with a large effect size and consensus (dimension within QDR36) at Q2 (U = 26.5, p = 0.050) with a medium effect size (Table 4). For the inspiration lecture, no effectiveness was found with regard to obstetric and neonatal outcomes (Table 5), breastfeeding (Table 6), skin-to-skin contact after birth (Table 4), or the parents' perceived relation and feelings for the child (Table 4).


Table 5. Data for birth outcome collected through the first-time mothers' hospital medical records and results from the Mann-Whitney test.
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Table 6. Breastfeeding descriptives and results from Mann-Whitney.
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Change Over Time in the Birth Experience, Perceived Quality of Parental Couple Relationship, Social Support, and SOC

The change in scores between the first week (Q1) and 6 months (Q2) after birth was calculated and analyzed. In relation to the primary outcome and the longitudinal effect of the intervention, the following significant results were revealed: (1) both parents within the IG and CG reported lower scores related to the meaningfulness of a perceived normal birth at Q2 in comparison with Q1 and (2) the parents' reported feelings of being safe during birth was higher at Q2 in comparison with Q1. In relation to the secondary outcomes, a significant difference was found in that the QDR36 index decreased between Q1 and Q2 among all parents within the CG (p = 0.019), as well as among partners separately within the CG (p = 0.028). The MSPSS index decreased between Q1 and Q2 among all parents within the IG (p = 0.001) and CG (p = 0.024), as well as among first-time mothers separately within the IG (p = 0.013). For change in the SOC-13 index between Q1 and Q2, there were no significant results. The results are presented in Table 7.


Table 7. Change over time in index and dimensions throughout the study between participants in IG and CG.
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Internal Consistency of the Measurements

Cronbach's alpha was calculated to evaluate the internal consistency for different measurements included in the study. The results showed high values for several of the included measures (MoPPS index labor ward; QDR36 index; MSPSS index; SOC-13 index; and parents' perceived feelings for the child index) and lower values for the MoPPS index postnatal ward, the parents' perceived relation to and feelings for the child index (Table 3).




DISCUSSION

In this trial of the inspirational lecture provided as a professional support for expectant parents in combination with ordinary antenatal parental classes, we observed a tendency for an effect on first-time mothers' feelings of having control during birth. However, the effects of the intervention seemed to be more prominent for partners. The results suggest positive effects on the IG parents' couple relationship, such as sexuality for both mothers and partners, as well as the couple's consensus for partners. The dimension of consensus within QDR36 relates to the couple's ability to respond to common stimulation in the exchange of ideas, laughter, or discussions, and so on (3). Therefore, these findings are in line with earlier studies that the inspirational lecture can facilitate partners' engagement in preparation for childbirth and parenthood (19, 20), and first-time mothers perceive higher quality within the couple's relationship when partners show positive feelings for parenthood (9). These findings contribute valuable knowledge since the transition to parenthood is a period of vulnerability (49, 50), and parents need both professional and social support (19, 20). It is known that the quality of a parental couple's relationship generally decreases after birth (3, 4, 9, 11, 12), which could be due to the challenge of the transition to parenthood (3, 10, 24). If the inspirational lecture in combination with ordinary antenatal parental classes could have effects that strengthen the relationship of the parental couple, it could be a valuable intervention to introduce on a wide scale in society. However, the longitudinal effects of the combination between the inspirational lecture and ordinary antenatal parental classes on parents' strengthened couple relationship beyond 6 months after birth need further exploration.

Intervention in this pilot study had a positive effect on the SOC dimension of IG parents' and IG partners' manageability. This is a valuable result since a high SOC previously has been described as important for how parents perceive and cope with the challenges that come with childbirth and parenthood (15, 51). The fact that the combination of the inspirational lecture and ordinary antenatal parental classes led to the parents' higher manageability highlights the importance of a combination of different types of professional support for expectant parents. This is because manageability deals with the parents' overall sense that life is filled with meaning and purpose (16, 52), which is valuable during the transition to parenthood. Previously, parents' SOC has been described as increasing after birth (9, 53–55). However, the results of the present study showed no significant change in the parents' SOC between the first week and 6 months after birth. This result could be due to the small number of parents included in the present study. Therefore, it is suggested that both changes in SOC during the transition to parenthood and effects of the intervention on SOC beyond 6 months after birth be further explored.

The result that both IG and CG parents reported a decrease in perceived social support is in line with the results from a previous longitudinal cohort study, which also reveals that social support is associated with a higher quality of parental couples' relationships 6 months after birth (9). This stresses the value of group dialogue during parents-to-be meetings in antenatal parental classes. During such classes, expectant parents can relate the challenge of parental transition to others' experiences, which is described positively (19, 20). The intervention included in this study, the inspirational lecture, is a large-group lecture, and parents are not encouraged to interact with each other during the lecture. During the ordinary parental antenatal classes included in this study, the parents were, on the other hand, encouraged to discuss different issues regarding childbirth and parenthood in smaller groups of parents. According to other studies, first-time fathers experience exclusion by midwives who should offer both parents the opportunity to pose questions. It is also important to expectant fathers that time for discussion is included in antenatal parental classes (22), and first-time fathers require child health nurses' support to adapt to their role of fatherhood (38). As mentioned, the inspirational lecture does not promote interaction between attending couples, which could be an area for development of the concept. Further, the results revealed that parents in the CG perceived stronger professional support from professionals in the postnatal ward than parents in the IG. This is not in line with earlier research that shows that extended professional support during pregnancy will improve perceived professional support after birth (35). One explanation for this result could be that the parents within the IG had higher manageability and therefore were less in need of professional support in the postnatal ward. However, childbirth is complex and more research is needed to fully understand the effects of the inspirational lecture as a complement to ordinary antenatal parental classes.

The intervention tended to produce positive effects on IG mothers' feelings of having control during birth. These results point to an important finding since a woman's birth experiences will influence her throughout her life (56). A positive birth experience has a good impact for both the woman and the baby's well-being but also for the couple's relationship (57). One reason for IG mothers' feelings of having control during birth could be that the inspirational lecture also had positive effects on partners' SOC and parental couple's relationships. This could lead to a partner being more able to support integrative power during birth. Integrative power means to support the woman's ability to surrender herself to the power of physiological birth (58) and thereby have a feeling of control yet surrendering to the process (56). A trusting relationship with her partner during birth is important for a woman (59, 60) and contributes to each woman feeling safe (34), plus her relationship with her partner may be strengthened (61). Feeling safe during birth has positive effects on mothers' breastfeeding (62). The results of this study showed no significant results for the analysis concerning breastfeeding. This could, however, be due to the relatively small data available. In addition, birth is complex, and more research is needed to fully understand how different processes interact. In this pilot study, we evaluated the effects of expectant parents receiving a combination of the inspirational lecture and ordinary antenatal parental classes compared with expectant parents receiving only ordinary antenatal parental classes. To gain deeper knowledge about the inspirational lecture as a professional support for parents-to-be, further research is needed on the midwives' experiences from providing the lecture. The present study might be an example of how a work-integrated learning (WIL) perspective can be valuable to further explore the pedagogical approach used by the midwives providing the lecture. Future research, including a WIL perspective with specialization in healthcare pedagogics, may contribute to improved high-quality care that meets both current and future needs (63) among parents-to-be.

Randomized controlled trials are viewed as the gold standard in evaluating interventions. In this pilot study, the sampling plan was predisposed by a time aspect, and consecutive sampling was performed. Consecutive sampling has previously been described to reduce the risk of bias (32). Conducting intervention studies within clinical settings is, however, a challenge. In this study, the recruitment of participants varied from including almost all eligible parents to including around half or less of eligible parents. This variation was, among other things, explained by the high workload of the midwives at one of the antenatal clinics. Subsequently, we did not reach the targeted number of participants. Therefore, when considering the results it is important to bear in mind that this is a pilot study, and one explanation for why there is no convincing evidence of the effects of the intervention might be the small sample size. Also, we did not estimate any power analysis for this study, which could be seen as a study limitation, and the relatively short sampling period could be a potential risk for bias concerning seasonal or other time-related fluctuations (64). However, the participants within the IG and KG were relatively homogeneous, and a small sample may, therefore, be adequate (32). Also, based on previous qualitative research on parents' perceptions of the inspirational lecture (19, 20), there are reasons to expect that the independent and dependent variables will be strongly related. Despite the small sample size, this study has some interesting findings that add new knowledge to the field, implying that the inspirational lecture in combination with ordinary antenatal parental classes could be a valuable care intervention in parental preparatory professional support. Nevertheless, the results should be interpreted with caution considering the number of parents who were not invited or who declined participation. Also, when conducting intervention studies, including interventions that are not possible to blind for the participants, there might be a risk of potential desirability bias. In this study, it could be the case that the parents who “won” the ticket to extra professional support (the inspirational lecture), where thankful and wanted to give something back to the midwives providing the lecture. However, we think that such potential study bias should have been more apparent in the results.

Further, study limitations were the lack of analysis of non-responders and baseline characteristics before the intervention. In contrast, the dropout rate was relatively low and the follow-up design could be considered as a study strength. Before conducting this study, two pilot studies were performed to test the questions and measurement clarity, as well as to test the technical issues relating to the web-based questionnaire, which could be considered as a study strength. One advantage of using the web-based questionnaire for Q2 was that participants' answers could be directly transferred to SPSS. For Q1, participants' answers were manually transferred to SPSS. To be able to reduce the risk of errors from the manual transfer, data in SPSS was carefully controlled with the participants' answers in Q1. The lesson learned from this was that web-based questionnaires should be preferable to use in future studies.

When designing this study, we used a follow-up design including repeated questionnaires, several measurements, and analyses. The reason for this was the fact that childbirth and becoming parents are life-changing experiences for the parents, and the inspirational lecture has previously been shown to have an impact on parents' feelings of being prepared for childbirth and parenthood (19, 20). When designing this pilot study, our intent was to be able to analyze the possible effects that the intervention would have on different aspects valuable for the parents, such as their birth experiences, sense of coherence, perceptions of social and professional support, and parental couple relationship. Including several measurements made it possible to, somehow, embrace the complex processes of childbirth and parental transition. However, childbirth and becoming parents are complex processes, and more research is needed to fully comprehend all aspects. Future intervention studies, evaluating the effects of professional support, are needed, and the design of such studies should be carefully considered. For better opportunities to reach statistical power and higher generalizability, a multicenter design could be preferable, for example. For future studies, the total scores obtained from the psychometric instruments in this study could be used as comparison scores for the target group. Furthermore, when evaluating the internal consistency of the included different measurements, the results showed high values for several of the measures, and lower values were shown for the MoPPS and MIRF scale, which indicates the need for improvement of the items in future studies. Within this study, we have analyzed both the index and dimensions for different measurements, as well as a few items from different measures. Therefore, it is important to interpret our results with care.



CONCLUSIONS AND CLINICAL IMPLICATIONS

The results from this pilot intervention study revealed that a combination of professional parental preparatory support between the inspirational lecture and ordinary antenatal parental classes showed a tendency to be gainful on parents' feelings of having control during birth, parental couples' relationships, and SOC, while some results were more prominent for partners. However, this professional support intervention did not strengthen social support, which all professional support actions should aim to do. Despite the small sample, this study revealed that the concept of the inspirational lecture as large-group parental preparatory professional support seems to be a valuable care intervention in combination with ordinary antenatal parental classes. More research is needed since childbirth and transition to parenthood are complex processes that need to be comprehended, and care interventions could preferably be evaluated using a multicenter design in the future.
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“Breastfeeding dluring the first 2h after birth: (1) No, I did not breastfeed the first 2h after birth; (1) I tried to breastfeed but did not succeed to; (3) Yes, I breastfed the first 2 after birth.

bBreastieecing: Any breastfeeciing, both exclusively and partially breastieeding included,

Enjoy to breastfeed: theoretical range 1-7.
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childbirth Q1) childbirth (Q2)

Socio-demographic characteristics X
Birth experience X X
Breastfeeding X X
Skin-to-skin contact X

Mother Perceived Professionals X

Support scale (MoPPS scale)

Sense of Coherence (SOC-18) X X
Quality of Dyadic Relationship X X
(QDR36)

The Multidimensional Scale of X X
Perceived Social Support (MSPSS)

Mother to Infant Relations and X X

Feelings scale (MIRF-scale): First
section: Parent's perceived relation to
the child

Second section: Parent’s perceived
feelings for the child

Socio-demographic characteristics: age; gender; employment; perceived economy.
Birth experience: 6 tems calculated separately. Each item score range 1-4, the higher the
score, the more positive birth experience.

Breastieeding: 3 items concerning whether or ot the mothers were breastfeecing, as
well as exclusive and partly breastfeeding.

Skin-to-skin contact: 1 item conceming the parent's skin-to-skin contact with the chiid
dluring the chid's fist period of alertness after birth (fist 21 after birth).

Mother Perceived Professionals Support scale (MoPPS scale): 8 items. Index s the sum
of all items. Index score range 8-56, the higher the score, the stronger the perceived
professional support.

Sense of Coherence (SOC-13): 13items, divided into three dimensions: Comprehensibiity
(5 iterns); Manageabilty (4 items); Meaningfulness (4 items). Indiex is the sum of al items.
Indiex score range 13-91, the higher the score, the higher Sense of Coherence.

Quality of Dyadic Relationship (QDR36): 36 items, divided into five dimensions (score
range 1-6): Dyadic Consensus (11 items); Dyadic Cohesion (4 items); Dyadic Satisfaction
(11 items); Dyadic Sensuality (5 items); Dyadic Sexuality (5 items). Index is the sum of
mean values from all dimensions. Index score range 5-30, the higher the score, the higher
perceived quality of dyaciic relationship.

The Multidimensional Scale of Perceived Social Support (MSPSS): 12 items, divided into
three dimensions (score range 1~7): Family (4 items); Friends (4 items); Significant others
(4 ten). Indiex is the sum of all tems. Indiex score range 12-84, the higher the score, the
higher perceived social support.

Mother to Infant Relations and Feelings scale (MIRF-scale): First section (Parent's
perceived relation to the chid): 7 items. For first-time mothers index is the sum of all
items, indlex score range 7-49. For partners index is the sum of 6 items (question about
breastleeding excluded from index), index score range 6-42. The higher the score, the
stronger perceived relation to the chil, Second section (Parent's perceived feelings for
the chid): 7 items. Index is the sum of all items. Index score range 7~49, the higher the
score, the stronger perceived parent's feelings for the child.
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